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The following document is not a final report of the project and is not intended for public use.  Rather, it is a series of observations offered three weeks into a four and a half month project.  The purpose is to generate discussion with the Task Force concerning a variety of emerging questions and issues.  None of the analysis in this document is final.  None of the observations are offered as “findings”.  This document is merely a check-point in an ongoing process of discovery and analysis.  The Stephen Group (TSG) welcomes feedback, amplifications and corrections from the Task Force.
TSG has made tremendous progress over the last few weeks developing an understanding of the Medicaid program in Arkansas.  This has been a byproduct to the strong cooperation of the Department of Human Services (DHS) and the willingness of numerous provider groups to share their thoughts with us.
It is critical for the Task Force to realize that TSG is currently undergoing a two-track strategy in our review and analysis of the Medicaid program.  One group of team members is compiling and reviewing data about Medicaid to understand trends, prices and to identify irregularities and anomalies.  At the same time, other team members are assessing the programmatic components to review changes in legislative, federal and internal policy, understand current practice and consider operational performance.
As TSG works to integrate the two components, it will create a richer picture of the Medicaid program.  Understanding data can be a challenge without knowing all the programmatic changes that have occurred.  At the same time, seeing the value of program changes can be difficult with data to back up the findings.  As such, it is essential to recognize that the picture is just starting to come together as the two processes intersect.
In our review of Medicaid data, TSG identified several areas that are worthy of note.  
Medicaid in Arkansas has grown from $3.3 billion in 2007 to $5.1 billion in 2014.  This represents a compounded annual growth rate of 6.3%, though it is important to point out that Traditional Medicaid grew by just 2% over the past fiscal year, and appears to be on a similar trajectory for the current year.
According to Truven Health Analytics (using data obtained from the federal Centers of Medicare and Medicaid Services (CMS)), Arkansas has a high cost Medicaid program when compredcompared to other states.  At a cost of $606.64 per resident annually, Arkansas’ Medicaid is over $150 per year greater than the national average and over $100 per year higher than that of the state’s highest neighbor (Mississippi).  Among national rankings, this places Arkansas’ annual costs 11th nationally.
Part of the high cost of Medicaid is that Arkansas has a statistically significantly higher rate of individuals with disabilities than the national average.  Arkansas’ rate of 16.8% is nearly 5% higher than the national 12.1% rate.  The higher rate is consistent across all age demographics in the state, meaning it is not simply a case of having an older population.
Caseload for Traditional Medicaid is currently at the same level as in 2010, but this is largely a byproduct of some Medicaid caseload shifting to Private Option.  However, it also means that the Traditional Medicaid is comprised more and more by a higher cost population of aged and disabled individuals.
The largest area of Medicaid expenditures is payments to hospitals.  A troubling area is that the fastest growing components of hospital payments are those areas outside of the claims process.  These payments are noteworthy, as they are not necessarily connected to a rational reimbursement for actual services provided to Medicaid patients.  This makes it harder to assess the performance of providers and to understand utilization trends.
DHS has taken substantial steps forward in improving its collection of third party liability (TPL) recoveries in recent years.  This shows a commitment to program integrity and ensuring that Medicaid remains the payer of last resort.
TSG has yet to gain access to claims level data from DHS, but is working with the agency on a detailed request for these figures to ensure there are accurate, real-time and actionable figures to assess.  At the same time, it is unknown what the scope of data from Private Option plans will be made available, or if these plans will respond to TSG data requests.
At a programmatic level, TSG has identified the following areas that are noteworthy.
Long term care (LTC) payments are heavily shifted towards nursing homes and away from home and community-based care, such as assisted living facilities or home care.  The ratio is far greater than the national average, as other states across the country have worked to shift LTC patients away from nursing homes and towards less costly settings.  Arkansas was ranked 40th nationally by the 2014 AARP/Commonwealth Fund/SCAN Foundation Report for choice of care in LTC.
TSG identified an early area for program improvement.  When an individual enrolls in the Private Option, they are subsequently contacted via mail with enrollment documents, such as their benefit card.  For a number of beneficiaries, this mail is returned.  However, these individuals are kept on the Private Option rolls, with Medicaid paying a monthly fee for their policy.  After notifying DHS and the Task Force chairs of this practice, DHS is moving quickly to change this practice and to dis-enroll those beneficiaries who can no longer be contacted.  These same individuals can enroll against at a later date if they can provide an update mailing address.
Another troubling program area TSG identified was a federal regulation that blocks the state from doing eligibility redeterminations more regularly than once every 12 months.  Accordingly, if an enrolled individual experiences a change in income or circumstance that would disqualify him or her from services, that person can only be removed if they self-report the change.  Moreover, TSG also learned that DHS eligibility systems are not set up to do redeterminations any more regularly than one per year.
Moving forward, TSG will continue to update the chairs with significant issues in real time.  As we begin to integrate the data with programmatic findings, it will allow greater clarity in future updates to the Task Force.  TSG remains committed to obtaining ongoing feedback from our client, the Task Force, about any issues that crop up throughout this process.
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The following is a list of some of the individuals we have met with and/or interviewed during the first month of the project:   
	 (
Debra Sheppard
APA
Mark Riley
APA
Scott Pace
APA
David Greenwood
AR 
BCBS
Tim Ward
McKinsey
Amit
 Shah
McKinsey
Tom 
Latkovic
McKinsey
Dwight Davis
UAMS
Allen Kerr
SIC
Mark Story
DHS
Barry Goldman
DHS
Misty Eubanks
DHS
Dick Wyatt
DHS
Dave Mills
DHS/
DCO
Susan Burton
DHS/
DCO
Vivek
 
Sawyney
eSystems
Karen Schroeder
IBM
Phi Leung
Red Mane
Ashley 
Matejka
Red Mane
Kurt Hartmann
DHS/
Cognosant
Mary Franklin
DHS/
DCO
David 
Danbeck
DHS/
DCO
Verna Brooks
DHS/
DAAS
Brenda Butler
DHS/
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Larry Crutchfield
DHS/
DCO
Rachel Davis                   
AHCA
Bo 
Ryall
AHA
Paul 
Cunninghman
AHA
Elisa White
AHA
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Tritt
AHA
David 
Wroten
AMS
Mary Leath
CHC
 of AR
)Mark White
	AR BCBS

	Mike Brown
	BC/BS

	Cal Kellogg
	BC/BS

	John Selig
	DHS

	Mark White
	DHS

	Tina Coutu
	DHS

	Dawn Stehle
	DSH/DMS

	Delia Anderson
	DSH/DCOP

	Betty Guhman
	Governor's Office

	Greg Bledsoe, MD
	Surgeon General

	Josh Curtis
	Governor's Office

	Mark Story
	DHS/Reporting/IT

	Kyle Serrano
	DHS/Reporting/IT

	Don Hardy
	DHS/Reporting/IT

	Nell Smith
	BLR

	Victor Sterling
	DHS/MMIS

	Tim Taylor
	DHS/MMIS

	Craig Cloud
	DHS/Aging-Adult

	Brian Bowen
	DHS/Aging-Adult

	Brad Nye
	DHS/Aging-Adult

	Stephanie Blocker
	DHS/Aging-Adult

	Charlie Green
	DHS/DBHS

	Julie Meyers
	DHS/DBHS

	Melissa Stone
	DHS/DDDS

	Billy Tarpley
	AR Dental Assoc.

	Nathan Ray
	AFMC

	Karry Crutchfield
	DHS/DCO

	Robert Williams
	DCO

	Tim Lampe
	DHS/DMS

	John Robbins   Data         Dat
	DataPath

	Larry Crutchfield
	DHS/DCO

	Prasoon Choudhary
	eSystems

	
	

	John Ryan
	Ambetter

	Paul Soczynski
	Accuity

	Mike Stock
	QualChoice

	Dr. Dan Rahn
	UAMS

	
	


[bookmark: _Toc421762787][bookmark: _Toc421762895][bookmark: _Toc421769939]Note: TSG would like to specially thank DHS staff for its responsiveness to the many timely and necessary requests for meetings/information and addressing follow-up questions during the first month of the project.  
Pertinent Research/Policy/Opinion Articles obtained and reviewed:
1. “1332 Waiver Gives States Flexibility”: Steve Browner;  5/20/2015
1. “Why Section 1332 could solve the Obamacare Impasse”: Stuart M. Butler: Brookings/Heritage; 4/29/15
1. “PPACA Section 1332: Waiver for State Innovation”: ACHI; 1/15
1. “Medicaid Expenditures for LTSS in FY 2012”: CMS-Truven Health Analytics; 4/28/14
1. CMS Approval Letter: Arkansas Health Care Independence Program: CPN. 11-W-00287/6; 12/31/14
1. “Arkansas Alternative to Medicaid Expansion Raises Important Questions about How HHS Will Implement New ACA Waiver Authority in 2017”; Andrew Allison; Journal of Health Politics, Policy, and Law; 10/14
1. “Medicaid Managed Long Term Services and Supports”: Maureen Fitzgerald: The Arc; 10/19/13
1. “Medicaid Accountable Care Organizations: Program Characteristics in Leading edge States: CHCS: 2/20/14
1. “Medicaid Accountable Care”: John Pourcia, JD; Medicaid Health Plans of America
1. “Economic Impact of the Affordable Care Act on Arkansas”: Rand Corp.; 2013
1. “9.4 Million Fewer Families are Having Problems Paying Medical Bills”: Health Policy Center; 5/21/15
1. “Understanding the Affordable Care Act’s State Innovation (1332) Waivers”: Center on Budget and Policy Practices: 2/5/15
1. “Medicaid Expansion, the Private Option, and Personal Responsibility Requirements: Use of Section 1115 Waivers to implement Medicaid expansion under the ACA”: RWJ Foundation/Urban Institute: 5/15
1. “Thinking Ahead: 1332 State Innovation Waivers”: Manatt Health Solutions; 12/14
1. “Arkansas Medicaid Overview: FY 2014”: AR DHS
1. Arkansas Managed Care RFI: Arkansas DHS/DMS
1. Statewide Tracking Report: ACHI; 1/15
1. “Projected Impact of Medicare Legislation and Regulatory Hospital Reductions: 2010-2024”: Arkansas Hospital Association
1. Arkansas Community Health Centers Service Directory: Community Health Centers of Arkansas: 2015
1. “State Innovation in ObamaCare? Demystifying 1332 Waivers”: Lanhee J. Chen JD, Ph.D.; 5/28
1. “Medicaid Expansion: Profiling the Future Medicaid Eligible Population”: Truven Health Analytics; 1/2012
1. “Medicaid and the 340B Program: Alignment and Modernization Opportunities”: national Association of State Medicaid Directors: 5/15
1. “Medicaid Rehabilitative and Targeted Case Management”: Linda Pelz, CMS (no date)
1. “Recommendations for Medicaid Dental Program”: Arkansas State Dental Association: 5/28/15
1.  Arkansas Health Care Improvement Program Section 1115 Fact Sheet: CMS; 11-W-00287/6
1. “Arkansas Private Option: Benefit to Arkansas Hospitals: 6/30/14”: Arkansas Hospital Association
1. “Medicaid Expansion through Premium Assistance: Arkansas and Iowa’s Section 1115 Demonstration Waiver Applications Compared”: MaryBeth Musnmici; Kaiser Family Foundation; 7/26/13
1. “Consideration for Medicaid Expansion through Health Exchange”: Milliman; 4/2013
1.   Various e-mails/correspondence and documentation provided by DHS  
[bookmark: _Toc421762788][bookmark: _Toc421762896][bookmark: _Toc421769940]Data Specification
Defined data extract for claims, beneficiaries and providers analysis.  Discussed extracts with carriers and Medicaid.  Have commitment that each will provide data by June 20th.  This will serve as the basis for historical analysis of costs of service, demographics and provider costs.  In addition, TSG discussed with Agency IT and Bureau of Legislative Research (BLR) the best options for loading, housing and working together to analyze the data.  The final data specification is provided as an appendix to this report
Carriers and Agency are supportive, even though no one has previously been able to assemble this data.  Carriers have each met with TSG and been part of file specification.  This also included the Arkansas Insurance Department.  These interactions culminated in a meeting of carriers, BLR, Insurance Department and Agency.  This meeting discussed issues of data and data rights, with no outstanding issue other than carriers wanting to provide the requested data in discs to the Insurance Department and in turn they will turn it over to BLR for TSG use and analysis.  Data will be loaded into a system hosted by BLR.  The current plan is for Data to be evaluated using software provided by TSG.  
All authorities are in place for TSG to access data on the Agency DSS system.  This will be important to trouble-shoot data.
Insurance Department
The Insurance Department has been helpful in aligning carriers behind the need for providing data to TSG and BLR for purposes of the project.
DHS IT support is provided by Victor Snelling, who has been exceedingly helpful in lining up people, and access rights to enable TSG evaluation of Agency data.    We continue to work with Victor in obtaining more detailed and pertinent access.  
Finance  
Held meetings with DHS Medicaid Director Dawn Stehle and CFO, Mark Story in identifying, reviewing and independently analyzing and verifying DHS financial data.   Mark Story and Kyle Serrano from Northrup Grumman have worked with TSG to provide the first-ever outside access to the new DeComp report.  (See below).
UAMS
TSG has met with the Chancellor, President and CFO to begin the understanding of the types of effect Private Option has had on hospitals.  TSG also seeks to better understand specifically the effects on uncompensated care and non-claims payments.  TSG will be meeting this week with   UAMS CFO Dan Riley to begin the analysis and documentation of uncompensated care impact on UAMS.
Arkansas Center for Health Innovation (ACHI)
TSG has met with ACHI, who has been helpful in understanding the non-claims aspects of Medicaid reimbursement.
DeComp Report
Agency CFO, with the support of Northrup Grumman, has developed a new tool for “slicing and dicing” claims data.  This tool draws from MMIS data to provide a data cube suitable for viewing through canned reports, and Excel’s pivot table and filters.  This data is reconciled to the financial reports so that it provides a dependable drill down tool.  It provides access to claims from various dimensions including:
· Costs by service category and state category of service—thus over 100 lines of detail on category costs
· Costs by beneficiary aid category
· Costs by month, quarter, calendar year and fiscal year
· Claims data since 2006
· Recipients and Beneficiaries
This tool has already served the project well, allowing a fast assessment of historical costs.  This tool in DeComp, total claims are a bit different from the total per Budget reports from the Agency.  Per Budget, 2014 claims total $5,122,349,292.  In contrast, DeComp is $5,090,669,065.  The difference is that DeComp is accrual based, whereas the budget report is cash based.  The difference is 0.62%, less than 1%.  The difference is timing only.  The DeComp report is the correct set of numbers to use, as it anticipates costs that have been incurred but not yet actually paid.  The Budget report uses cash basis because that is required by state law for budget reporting.  In the forecast, I will use accrual claims and the Admin Budget.
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Discussions and meetings with DHS Medicaid Director and DMS staff, as well as directors of aging, behavioral health and developmental disabilities to understand programmatic aspects of Medicaid service delivery system, implementation of program improvements and cost savings initiatives.     
Lech Matuszewski of DHS has been helpful in laying out what the Agency has been doing to encourage provider improvement through a system of rewards.  TSG will seek to understand this better.
Director Craig Cloud of DAAS and his team have been very helpful in laying out the long term care system and its financial eligibility process.  TSG is continuing to drill down in this area.
Director Cloud, Director James Brader from Developmental Disability Services and Director Charles Green, Behavioral Health Services, and Carolyn Shockley, Director of DMS Long Term Care have provided information to TSG on assessment process and developments to date/challenges/how system works and challenges with providers.  TSG will continue to drill down in this area and provide future recommendations to the Task Force on a more unified and independent assessment process 
TSG began examination of the impact of the Health Care Independence Program on retention of physicians and other ancillary health care providers in the state by initial outreach to state medical board and scheduled meetings with other related stakeholders.   Methodology:  Review of existing physician workforce analyses; acquisition and analysis of physician licensing data from state medical board; interviews with state medical board, state medical society, and others
TSG began examination of the impact of the Health Care Independence Program on performance of hospitals within the state, including a comparison to performance of hospitals in states that do not have Medicaid expansion programs.  Review of existing AR uncompensated care analysis and identification of data sources for interstate comparison underway.  Methodology:  Analysis of levels of hospital uncompensated care between AR and other states, both those that expanded traditional Medicaid and those that do not offer any publicly funded coverage to the ‘expansion population.’	
TSG examination of the short term and long term impacts of the use of premium assistance through Health Care Independence Program on private health insurance marketplace and identification of data sources for interstate comparison underway. 
During meetings with each of the Private Option CEOs, TSG was able to identify an issue of concern related to not being able to locate some individuals, as mail sent to address provided by DHS is returned undelivered and without a valid address is anywhere from 5% (BCBS), 10 to 15% (Ambetter) and 20 to 25% (QualChoice).  TSG notified Task Force of this concern, since monthly premiums are still paid to the Private Option for individuals they are unable to locate.   TSG also notified DHS of our concern and DHS has begun to change its process after meeting with TSG.  See Appendix (Blue Cross letter).   
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TSG met with DHS Finance, Procurement, and IT leadership on overall procurement processes, timelines, and status of major vendor contracts.  TSG met with eSystems, IBM, RedMane, and Cognosante personnel as well as DHS personnel responsible for the EEF project.  Discussed history, current status and plans for the future  TSG reviewed EEF Project documents including the Advanced Planning Directives and Updates filed with the Federal CMS  TSG reviewed Costs and Vendor information for the top IT projects.   TSG reviewed Contracts with Magellan Health Services, Cognosante, Optum Government Solutions, and HP Enterprise Services
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TSG met with Delia Anderson and Susan Burton and the Medicaid eligibility staff at DCO, who have been very helpful in laying out the process, including how the integration of the ACA Medicaid Adjusted Gross Income (MAGI) standards apply and interface with the State eligibility systems.  See appendix
Scrub
TSG subcontractor, LexisNexis has met with DOC personal and presented its data request for the entire Medicaid and Private Option beneficiary file, and is in the process of completing Business Associate Agreements and should be provided DHS beneficiary data within a short period of time to conduct the Audit.
TSG subcontractor Accuity Systems has met with DAAS staff to obtain long term care beneficiary data and is in the process of completing Business Associate Agreements and will be providing its own data request to DAAS.  The receipt of this data is expected to occur soon.
TSG has asked the Task Force Chair to facilitate a meeting with the Director of Workforce Development to begin discussions of BLR and TSG obtaining access to the State Wage data base that is used for redeterminations to determine if an individual is over income.   
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Met with State DHS Pharmacy personnel to gather information about the current state of the pharmacy program and potential opportunities, and also met with the data personnel.
Met with the following state contractors:
· Cognostane to explore their role in overseeing Magellan
· Magellan  to understand the services provided, performance metrics and request data
· Health Information Design HID to understand services provided and the scope of those services
· UAMS College of Pharmacy to understand the contracted services, potential program opportunities and impact of Private Option
Met with the following Private Option carriers to request data and understand pharmacy program offering:
· AR BCBS 
· QualChoice 
· Ambetter
Met with Arkansas State Pharmacy Association
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Note:  These are preliminary observations to date and may or may not be part of TSG’s final October 1, 2015 Report to the Task Force.  They are being offered as an update to the Task Force and may be subject to change. 
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Traditional Medicaid costs have moderated since 2012.  The chart below shows that the rate of increase was significant in years 2008 through 2011, but has begun to slow down from 2012 to 2014 to approximately now 2% over the last two years (not including the Private Option).  
[image: ]
Medically Needy Aged spending is up 7% in 2014 while SSI Aged is down 3.8%.  Forecasts for future growth of the aging population suggest that is will grow about 0.35% faster than the general population, which is growing at a rate of about 0.5% per year.  Thus, growth of the Aged population is a long-term question that the Task Force should consider as they view the future of long-term care.  History and the best independent projects support a range of future growth rates from negative to positive.  (See also data below on institutional versus community based spending).  
Significant Amount of Medicaid is Paid outside the Claims Process.  Medicaid is largely built around a set of rules embodied in the MMIS system.  This includes “900[footnoteRef:1]” edits and audits of provider costs.  Outside the controls provided by the MMIS, Arkansas paid $983 million or just less than 20% of its Medicaid costs through various contractual and other reimbursements to providers.  TSG is in the process of drilling into this carefully.  There is no suggestion that these payments are for anything other than medical care only that these may lack the stringent controls built into the rest of Medicaid costs.   [1:  This is a rough estimate offered by the MMIS leadership] 

[image: ]
NOTE: The Private Option program now accounts for over 20% of total Medicaid.  
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The preponderance of Long Term Care is provided in Nursing homes at a cost more than twice that of Assisted Living.  The Assisted Living Waiver negotiated with CMS has a limit on the number of assisted living beds at 1,300 statewide.   At present, roughly 5% of LTC is provided through Assisted Living with averages $63 per day, while Nursing Homes average over $140 per day (this average does not include the nursing home provider assessment or the amount that a resident pays out of their federal Social Security).  
	
	
	Three Types of Nursing Home
	

	Data From September, 2014
	Facility Type:
	58 - Private SNF
	59 - Private SNF Crossover
	63 - Public SNF
	Assisted Living Facility

	All Medicaid
	$ Total Amount
	48,296,194
	1,674,318
	2,908,318
	1,421,416

	
	# Recipients
	11,534
	1,512
	229
	749

	
	Ave/person/month
	4,187
	1,107
	12,700
	1,898

	
	$ Per Day*
	140
	37
	423
	63



[image: ]
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TSG has observed that Traditional Medicaid now averages $565 per member per month (PMPM) while Private Option (including medically frail) averages $471 PMPM (note; number below is not latest the number, which is now closer to $500.) 
[image: ]

[image: ]
TSG is continues to work with DHS in breaking apart premium beneficiaries from Medically Frail and will provide this update to the Task Force.   
TSG has also been able to receive access to the list of the top 100 utilizers of the traditional Medicaid program and is continuing to work with the Agency to obtain access to specific treatment, diagnosis, demographic or other pertinent information.
See Appendix for more complete early financial analysis, including some answers to the Task Force Questions document forwarded to TSG.   
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Arkansas Long Term Care Services for the Aged and Disabled Populations
The Arkansas Medicaid system of Long Term Care (LTC) is organized within the Department of Human Services and is essentially structured under two separate divisions: The Division of Medical Services – Office of Long Term Care, and the Division of Aging and Adult Services. The basic logic for this organizational model appears to be based on institutional care being accessed and managed through the Office of Long Term Care and home and community based services accessed and managed through the Division of Aging and Adult Services. 
The Arkansas LTC system is characterized by a heavy reliance on nursing facility level of care as reflected by FY 2012 NF expenditures of $225.27 (State Rank: 12 highest) per state resident at a total cost of $664,353 million compared to a HCBC waiver expenditures of $40.05 (State Rank 19 highest) per state resident at a total cost of $118,122 million (Source: CMS/Truven Health Analytics: 4/28/14), although other LTC services such as personal care (separate from OLTC) need to be considered.
Arkansas was ranked 40th of all states, including the District of Columbia, by the 2014 AARP/Commonwealth Fund/SCAN Foundation Report on Long Term Care Services and Supports based on: 1)  Affordability/Access (28); 2) Choice of Setting/Provider (23); 3) Quality of Life/Care (47),  4) Support for Family Caregivers (23), and 5) Effective Transitions (7).
· Office of Long Term Care/Division of Medical Services
All initial assessments for nursing home placements are conducted by Nursing Home professionals, regardless of setting.  The Office of Long Term Care is the point of entry for Nursing Facilities, ICF/IDs, Assisted Living, Residential Care Facilities, Adult Day and Adult Day Health, and TBI residential facilities. OLTC determines “medical necessity” program eligibility decisions based primarily on Form 703. Financial eligibility is managed through the DHS County Offices. Approximately 12,000 cases are processed per year including initial and annual reassessments/change in condition. Denials can be appealed, reconsidered, or taken to court post appeal. The completed assessments are sent to OLTC in Little Rock where the medical necessity determination is made. 
· Division of Aging and Adult Services
The Division of Aging and Adult Services is the point of entry for Adult Protective Services (aged and people with physical disabilities), Empowering Seniors to Prevent Fraud, Assisted Living Choices, Elder Choices (HCSB), Independent Choices (stipend allowance in lieu of personal care), PACE, LTC Ombudsman (aged and people with physical disabilities), Money Follows the Person (individuals in facilities 90+ days that wish to return to the community in qualified community based services), Senior Farmers Market Nutrition Program and, for people with physical disabilities, Alternatives for People with Physical Disabilities (HCBS waiver), Employment for Arkansans with Physical Disabilities, and Independent Choices.

Application for DAAS services begins at a County Office. The County Office processes financial eligibility information and informs DAAS nurses of the case. DAAS county based nurses conduct program services eligibility assessment based on the interRAI assessment instrument.  Currently the interRAI determines services and program level of eligibility with plans to develop the capacity to generate tiered payments based on assessed acuity. Nursing home eligibility assessments are conducted by nursing home facility professionally qualified staff.
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The Arkansas Medicaid system for people with intellectual and developmental disabilities is characterized by an almost 50/50 split between resources expended for institutional care and home and community based care with an approximate 1 to 4 ratio served between both levels of care. In FY 2012 Arkansas expended a total of $168,540,154 on ICF/IDD level care ($146,157,278 for state Human Development Centers and $22,383,876 for private ICF/IDDs) at a cost of $57.15 per state resident (#11) compared to a US cost of $40.93 per resident.  In the same year Arkansas expended $171,241,881 for HCBS services at a cost of $58.07 (#39) per state resident compared to a US cost of $90.32 per resident. (Source: CMS/Truven Health Analytics: 4/28/14)
The 2014 “Case for Inclusion Report”, sponsored by United Cerebral Palsy and authored by Tarren Bragdon, ranked Arkansas 45th among the 50 states and DC based on: 1) Promoting Independence (50); 2) Tracking Health, Safety and Quality of Life (13); 3) Keeping Families Together (48); 4) Promoting Productivity (42); and, 5) Reaching Those in Need (34).  
DD Services include: Part C Early Intervention/Infant and Toddlers, Part B Early Childhood Services, Title V Children with Special Health Care Needs, Adaptive Equipment, DDS Waiver Services (HCBS), DDS Children’s Services, Developmental Day Treatment Clinic Services (DDTCS), and five Human Development Centers (ICF/IDD). DDS operates Intake and Referral Unit services for children 0-21 and adults. Currently DDS provides 2,000 assessments annually and serves approximately 4,200 persons on HCBS waiver, 920 individuals reside in state Human Development Centers, approximately 450 persons reside in private ICF/IDDs, and approximately 50 children reside in 4 pediatric programs. There are approximately 3,000 individuals on the waiting list for services. The waiting list is reassessed every three years. The average cost for a state run Human Development Center placement is $120,000 plus approximately $1200 Medicaid SPA services. The average cost for a private run ICF/IDD is $185,000. The average cost for a DDS waiver slot is $43,020 plus an average of $17,000 in Medicaid SPA services for a total cost of $60,020, approximately 50% less expensive than a state Human Development Center placement. There are currently 107 private DDS case management providing organizations with many also providing DDS waiver services. Consumers and their families are provided an option for independent case management or provider based case management services.
DDS uses a robust services eligibility process (financial eligibility is established at County Offices) that is administered by the Division’s Psychology Team augmented by independent psychologists. The Division utilizes the Reynolds/RAIS/WAIS for IQ determination and Vineland Adaptive Behavior Scale administered by independent testing professionals.  Once areas of need are determined the interRAI is administered to determine needs, strengths, and preferences as well as acuity levels anticipated to be tied to individual budgeting and services planning. Applications for ICF/IDD admission are processed on Form 703 and medical necessity is determined by the DMS Office of Long Term Care.
[bookmark: _Toc421762800][bookmark: _Toc421762908][bookmark: _Toc421769951]Arkansas System of Behavioral Health Care
The Arkansas Division of Behavioral Health Care contracts with 15 community mental health centers that serve as the single point of entry into the Arkansas State Hospital based on the state’s civil commitment statute and screening. ASH has a total of 222 beds organized around general adult (90 beds), forensics (96 beds), and adolescents (36 beds). The Division contracts and disburses funding to the CMHCs for local acute psychiatric inpatient hospitalization. 
The Division also operates the Arkansas Health Center, which is a 310 bed skilled nursing facility (SNF) focused on psychiatric illness and related health conditions. The Division funds a wide range of services including adult, children/adolescents, alcohol and addiction services, rehabilitation services for people with serious mental illness, gambling addiction, and prevention.  Currently approximately 70,000 children and 39,000 adult Arkansans are served by DBHS.
The Division certifies public (CMHCs) and private providers of the Medicaid Rehabilitation Option services (RSPMI). Currently any RSPMI provider may assess an individual for Rehab Option services and forward the assessment and suggested plan of care for prior authorization approval. These services are provided under contract with DBHS by Value Options. Value Options may approve the assessment and plan of care for 90 days at which time a treatment plan review takes place resulting in reauthorization, plan of care adjustments or denial. This service requires an annual psychiatric evaluation. DBHS believes Value Option approves 90% of submitted assessments for the Private Option and is uncertain if a standardized assessment is being used but strongly supports the need for one.
Children’s/adolescents behavioral health services include a “systems of care” approach that requires a standardized assessment and includes some capacity for “wrap around” services. DBHS conducts an annual Youth Outcomes Questionnaire. DBH strongly supports consideration of implementing a standardized assessment such as the “CANS” or “CAFAS”.
TSG will continue to assess the DBHS system with a focus on: 1) the growth in the use and cost of the Rehabilitation Services for People with Mental Illness option; 2) the effectiveness of current prior authorization methods; 3) the use of standardized assessment instruments across the age spectrum; 4) school based mental health services; 5) coordination with Child Welfare; 6) the DHS approach to the use of psychotropic medications across the age spectrum and all divisions; and 7) the use and cost of residential treatment for children and youth
[bookmark: _Toc421762801][bookmark: _Toc421762909][bookmark: _Toc421769952]Universal Assessment for LTC, DD, and BH
DHS and its component Divisions for LTC, DD, and BH have been working at improving the services eligibility assessment process based on the interRAI designed to match acuity with payment tiers from which plans of care would be developed. TSG is still attempting to develop an analytical grasp on an overarching integrated plan across the major cost drivers of ABD institutional and home and community based services. 
Further research will include a factual understanding of the initiative design and timeline, current status, impact of IT resources development and contracting, and the end goal. Inherit in this analysis is a consideration of the degree of assessment/plan of care development/acuity based individual budgeting integration within the Arkansas Medicaid program and DAAS, DDS, and DBHS. 
Additionally, attention will be paid to the segmented institutional NH/ICF/IDD/assisted living assessment process based on Form 703 and the question of: can the Arkansas normed interRAI not be used as a universal assessment method that might provide the foundation for universal independent assessment.
Effective Care Coordination
DHS - DMS has made strides towards improved health outcomes and payment reform with the provider partnership approach embedded in the PCMH and Episodes of Care initiatives. States that have been able to generate the most effective reported services coordination outcomes and identifiable cost savings have linked and, to some degree, structured their “medical homes” strategy to high cost recipients through analytical IT stratification methods and connectivity between medical services provided in health homes and LTC, DD, and BH systems. 
Further TSG analysis will attempt to measure PCMH/Episodes of Care impact on clinical outcomes and cost savings, the degree of connectivity between the two initiatives and the HCBS waivers and MH Rehabilitation Services option, and DHS-DMS plans to move the two initiatives to the next level of access, defined outcomes, and cost savings.
[bookmark: _Toc421762802][bookmark: _Toc421762910][bookmark: _Toc421769953]Waivers
Currently, DHS administers the following CMS Waivers for the Medicaid program.  Each waiver carries its own list of services and some of the waivers cross the same populations but different benefit structures.   There are also significant administrative costs to managing each Waiver.   Some states have consolidated Waivers into a much more seamless global Waiver that can also offer more flexibility and the right services for beneficiaries at the right time and right place.   TSG will be exploring options to consolidate these Waivers in its future recommendations to the Task Force 
1. Arkansas Health Care Independence Program: 1115
2. Arkansas Elder Choices: 1915 (c)
3. Arkansas Tax Equity & Fiscal Responsibility: 1115
4. Alternative Community Services: 1915 (c)
5. Alternatives for People with Physical Disabilities: 1915 (c)
6. Non-Emergency Transportation: 1915 (b4)
7. AR Autism: 1915 (c)
8. ARKidsB: 1115
9. AR Living Choices Assisted Living: 1915 (c)

Per CMS Website, these waivers serve the following purposes:
AR Elder Choices (0195.R04.00)
Provides adult day health, homemaker, respite, adult companion services, adult day care, adult family home, chore, home-delivered meals, PERS for aged adults 65 - no max age
AR Alternative Community Services (0188.R04.00)
Provides case management, respite, supported employment, supportive living, specialized medical supplies, adaptive equipment, community transition, consultation, crisis intervention, environmental mods, supplemental support for individuals with autism, IIDR, DD ages 0 - no max age
AR Alternatives for Adults w/Physical Disabilities (0312.R03.00)
Provides counseling support management, attendant care, environmental accessibility adaptations/adaptive equipment for physically disabled individuals ages 21 – 64
AR Living Choices Assisted Living (0400.R02.00)
Provides extended Medicaid State plan prescription drugs, living choices assisted living services for aged individuals 65 - no max age, physically disabled ages 21 – 64
AR Autism (0936.R00.00)
Provides consultative clinical and therapeutic services, individual assessment/treatment development, lead therapy intervention, line therapy intervention, plan implementation and monitoring of intervention effectiveness, provision of therapeutic aides and behavioral reinforcers for children w/autism ages 1-6
[bookmark: _Toc421762803][bookmark: _Toc421762911][bookmark: _Toc421769954]Section 1332 Waiver 
Since the last Task Force meeting TSG has focused on increasing our working familiarity with Section 1332 while working on the ground in Arkansas to gain the fundamental knowledge of the Arkansas health care system and the traditional Medicaid, Health Care Independence, other public benefits programs and the commercial, small business, and individual market components. 
There is growing interest in the health care policy arena by the recent increase in analyzes and opinions about Section 1332 that are showing up on the Internet and in the health policy literature. TSG has focused our continuing policy analysis and literature review (included in another section of the report) by building on the concepts presented by Lanhee Chen, J.D., Ph. D. at the 5/28 Task Force meeting. Dr. Chen’s perception of a reasonable interpretation of the provision supporting “wide latitude” for states to consider their own model addressing the “full range of federal health care programs” has informed our analysis to consider a potentially broader market base than just traditional Medicaid and the current Health Care Independence Program in terms of “what other aspects of a state’s health care system” may be included given Section 3 (“Pass Through Funding”) addresses “premium tax credits, cost-sharing reductions, or small business credits under sections 36B of the Internal Revenue Code of 1986 or under part 1 of subtitle E.”
Given the opportunities and unknowns surrounding section 1332, TSG suggests that by July 16 we develop a list of conceptual ideas and policy questions for Task Force members review and comment, in a manner to be determined by the Co-Chairs.
[bookmark: _Toc421762804][bookmark: _Toc421762912][bookmark: _Toc421769955]Pharmacy 
There have been several comments in interviews about the limited scope of the PDL.  There are drug classes that could benefit from a preferred drug and rebate approach.  Yet unexplored, there may be a law regarding evidence based evaluations (DERP) which are in the way of expansion.  We need to learn more.
Three separate call centers handle prior authorizations.  The work is logically divided.  However, there may be opportunities to conduct these calls with less than three call centers.
The State does not participate in a multi-state rebate pool.  TSG is investigating if there is an opportunity to improve rebates by joining a multi-state pool.
The limit 6-9 Rx/month may be able to be restructured to not impede access to needed chronic medicines, still limit opiates, and not increase total healthcare costs.
Children 6 and under require metabolic monitoring and informed consent prior to and during antipsychotic therapy.  TSG may consider recommendations of best practice covering other children with informed consent.  
Clinical personnel at the State should be able to view the State Opiate Prescription Drug Monitoring Program.  Further, opiate abusers should be allowed to get prescriptions for opiates from only on prescriber.  They currently can be locked in to a single dispensing pharmacy.  Having pharmacy and doctor lock in is the best practice.  Still exploring, but seems like a low percentage of opiate users locked in.
Pharmacy copays are understandably low, but differentials are still important behavioral modifiers.
[bookmark: _Toc421762805][bookmark: _Toc421762913][bookmark: _Toc421769956]Episodes-of-care 
Episode-of-care based payments have been rolled out very slowly due to the need for stakeholder support and legislative concerns to approve in high cost population medical service areas.  TSG has asked DMS for outcome specific data or reports to determine if Episode-of-care based payments have, in fact, achieved savings.  We will continue to look into this issue and provide detailed assessments to the Task Force in future meetings and reports.  
[bookmark: _Toc421762806][bookmark: _Toc421762914][bookmark: _Toc421769957]Uncompensated Care 
TSG continues to review hospital cost reports, and assess uncompensated care.  We will have more to report in the future.  
[bookmark: _Toc421762807][bookmark: _Toc421762915][bookmark: _Toc421769958]Eligibility Process 
Arkansas was initially set up as a “Determination” state meaning the Federal portal and processes would then provide fully vetted applicants to be entered into the appropriate health care program.  The Federal process failed and Arkansas had to absorb a much larger eligibility qualification load than expected.
The new CURAM system was purchased with the expectation that 80% of new applicants could then be handled automatically, or “no touch.”  The actual no touch rate is closer to 17% again drastically increasing the eligibility qualification load the Arkansas DHS had to handle.  
SNAP eligibility and ACA eligibility are not integrated right now, although an applicant can sign up for both if they use the Arkansas exchange portal.
DCO determines SNAP eligibility using the WORK number and the State Wage data.
It is possible for information discovered in a SNAP enrollment to drive Change of Status in the Health Care Independence Program with the current situations with manual review and interventions.  It is unclear as to whether there is any defined process to make this connection.  This should be part of the new system once SNAP and Private Option are integrated.   TSG has asked DHS to provide it with data as to the number of individuals disenrolled from the Health Care Independence Program due to SNAP redetermination determining they are over income for HCIP eligibility.  
The eligibility redetermination process for HCIP is once every 12 months, per CMS policy and no sooner than once every 12 months.  This raises a concern that TSG has mentioned in this update.   
[bookmark: _Toc421762808][bookmark: _Toc421762916][bookmark: _Toc421769959].Eligibility and Enrollment Framework Project 
The Eligibility and Enrollment Framework Project began with a Feasibility Study in 2011.  The original vision included full integration with a future MMIS as well as full integration with Arkansas Health Information Exchange, Arkansas Data Verification System, Federal Data Hub for verification, and Federally Facilitated Exchange. 
The procurement process in 2012 had experienced a number of challenges.  The original vendor selected for the EEF work negotiated with the State for 4 months before negotiations fell apart.  The State procurement laws did not allow DHS to default to their second choice vendor.  DHS and the Office of State Procurement supported the use of State of Pennsylvania Staff Augmentation (Time and Materials contracts) to onboard the subcontractors that the #1 and #2 choice vendors had proposed to use.  EngagePoint and eSystems were engaged to do work to configure the Cúram software (an IBM product).  The State took most of the risks and the vendor took very little risk for managing scope, managing schedule, and managing costs. 
The original org chart for the EEF Project included First Data as an Independent Verification and Validation Vendor, CAI as the Project Management Office, EngagePoint for technical leadership and externally focused configuration of the CURAM product as well as business process reengineering and training, and eSystems for internally focused configuration of CURAM as well as notices and reporting.  
The PMO contract with Computer Aid Inc (CAI) was an addition to an existing contract the State of Pennsylvania had with CAI.  CAI, at the time, was a 3000 person company.  Contract was signed 1/12/2011 with an expectation the SOW would be signed prior to engagement.  The contract specified a cost plus markup percentage and quarterly reporting.  
The initial SOW with EngagePoint was for 
· Release 1 – MAGI Eligibility and Enrollment, CURAM setup, Configuration and Testing (3/25/2013 to 7/19/2013) 
· Release 2 – MAGI Eligibility & Enrollment, Curam to Legacy system interfaces (7/22/2013 to 9/27/2013)
· Release 3 – Non-MAGI & SNAP Release and Project closure 9/30/2013 to 12/31/2014
· Use an agile development approach; estimate work via function points
· Define the scope and project requirements of each Sprint
· Provide weekly status with % completion of each function, pass rate for each function, and key project delivery milestone status. 
The EngagePoint team was originally expected to be 8 full-time and 9 part-time people.  In 2011, EngagePoint had 106 employees (source: www.EngagePoint.com/company).  By 2012, they had grown to 150 employees and won contracts in Maryland and Minnesota.  By 2013, they grew to 258 employees and won contracts in Arkansas, Hawaii, and Missouri.  
The initial APD anticipated the project cost to be $120 million.  The current APDU anticipates the cost will be $220.  
The EEF project went live with the web site October 1, 2013.  The release 1.5 went into production in November 2014 and still has unresolved issues.  Release 1.5 was supposed to implement “change of circumstance” processing where existing applications could be modified.  This release exposed major data reconciliation issues between the ANSWER, MMIS, and CURAM systems.  
There was a major restructuring of the EEF project in January 2015 and further course corrections will be in place in July 2015.  Cognosante will have 13 people in a PMO role with a focus on avoiding a worst case scenario.  The new PMO will use a percentage complete methodology to measure progress against schedule and budget rather than reporting the hours worked on a task. 
TSG understands the current contracts are now deliverable and performance based where the vendors take more risk.  
RedMane has been engaged to do the work to support SNAP.  This work is a combination of reliance on the Cúram software, where possible, and custom code to support Arkansas’ requirements and timeline.  IBM intends to support SNAP long-term but has not committed to a date.  Meanwhile, the State is paying RedMane to develop custom code that will be superseded when IBM eventually puts the SNAP support in its product.  The State has also decided to combine two releases into a single release.  Per federal requirements, the SNAP functionality will be piloted in 3 counties before going live statewide. 
The RedMane team has identified technical architecture risks with the brokering architecture.  The team also indicated they won’t know the full implication for project cost until the end of the design phase.  
EEF Contract Further Operational Observations
The current IT contracts mostly manage high level scope, staffing, and occasionally schedule.   Even where DHS has converted to deliverable based and performance indicator language, the contracts appear to be missing incentives for the contractors to minimize cost.  The checkpoints are mainly at the end of the project, so there are very few early warning signs.  For example, many agencies make each phase of system development a deliverable.  That way you have more interim milestones against requirements, design, coding, testing, etc. to keep the project on course.  Many agencies have liquidated damages of $1000 per day for late deliverables in any of these phases.  The way the current contracts are worded, as long as DHS approves the specs, the vendors can make something as expensive as they want.  This makes it hard to manage whether you are building a Kia, a Lexus or a Ferrari.  All cars are going to sound like they have 4 wheels and the “same” engine parts yet they vary dramatically in price.  The contracts need more teeth to incent the contractors to build to price as well as functionality and schedule.  DHS holds all the responsibility for managing to price. 
As of the 2014 contracts, the progress is still insufficient to avoid further price overruns (in TSG’s opinion).   Comments from the EEF team indicate they won’t know all the issues until the new PMO is in place (slated July 1) and a master schedule has been created.  In addition, RedMane indicates they won’t fully understand the budget and schedule impact until Requirements for SNAP are completed.  This tells us they haven’t adopted a “manage to available funds” mentality but are still operating in the “spend what it takes to do it right” mentality.  In conversations with DHS leadership, there are verbal agreements for vendors to manage to budget, but the contract language fails to reinforce these verbal commitments.  Much progress has been made in removing vendors who don’t live up to the verbal agreements.  
We hear from the project teams that it is very difficult to get DHS stakeholders to agree to change their processes to accommodate out-of-the-box software.  The use of commercial software for the EEF project assumes that the agency will change processes to accommodate the software.  Otherwise, additional costs will be incurred.  The inadequacies of the Cúram product have made it difficult to enforce this commitment to use the software as delivered.  It is not clearly that there is sufficient management visibility when the detailed decisions violate this fundamental assumption.  Better reporting of the cause and effect needs to be in place to enable top leadership. 
[bookmark: _Toc421762809][bookmark: _Toc421762917][bookmark: _Toc421769960]Procurement Processes
The State uses a competitive procurement process with many of the key elements typically seen in other state procurements.  These include development of an RFP, approval of the RFP by people outside the agency, review of vendor proposals by a selection committee, evaluation of the technical proposals before the cost proposal is revealed, and scoring of the technical proposal relative to the cost proposal in a way to achieve “best value” for the State.  The old process was to deduct points from a vendor with the RFP as the frame of reference.  The new process is to allow for more comparison against other proposals and to add or deduct points.  This allows for more recognition of value add items from the vendors that provide these.  
There are areas of DHS that write stronger contracts with more clear vendor expectations and stronger performance language.  The procurement and contracting process has improved significantly over the last 4 years.  The CH Mack contract and resulting issues triggered a number of procurement and contracting reforms.  The Governor’s office has also focused on performance based contracts.  Only recently has there been enough teeth in the contracts for the Agency to force the vendors to remedy all the issues.  On many of these contracts, the State has assumed the majority of the risk.  
The State appears to leave more items vague in the RFP and open to negotiation than some other states do.  The average period of vendor negotiation is 4 months.  TSG will validate the level of detail in the RFPs, relative to other states, to see if there is room for improvement in reducing the time for negotiations and the opportunity for negotiations to fall apart.  
There is no automated procurement system. There is no central repository to keep all the history.  There is no single point of entry for all bid documentation.  State personnel, not the vendors, must maintain all the information for payments.  
The State has not invested in many PMO or contract management experienced personnel.  
DHS is fairly adept at writing APDs and obtaining federal approvals in parallel with the state procurement/negotiation/contracting processes.  
[bookmark: _Toc421762810][bookmark: _Toc421762918][bookmark: _Toc421769961]Contracts
The total 2016 amount for contracted professional Medicaid services is $330,289,922.54.    TSG has listed the contracts and amounts for each in the appendix.  TSG is reviewing the top 25 DHS contracts in detail and will also be identifying recommendations for the Task Force on best practice in Medicaid vendor management used by other states to drive efficiency, performance and positive outcomes and achieve coordinated and consolidated savings.  
DHS needs to assure that conflicts of interest in contracting are explored and mitigated in future contracts.  TSG found during its review of contracts that one vendor was involved in the RFP process to select another vendor, and then was chosen to oversee the implementation of this same vendor, and are now in a project management role overseeing the work of this same vendor.  
[bookmark: _Toc421762811][bookmark: _Toc421762919][bookmark: _Toc421769962]Health Independence Account
The contracted amount for the design/set up and administration of the Arkansas Health Independence Account was $9283.620 in FY 2015.  $1,942,500.00 was for development cost.   The FY 2016 contract amount is $8,060,100.00.   
Based on the activity as of May 2015, there were 42,753 cards issued to Private Option beneficiaries, of which 10,175 were activated2015 (23%).  The amount applied to successful transactions from January to May of 2015 was $170,932.26.  The amount of transactions declined were $428,520.56 for the same time period.  
The Health Independence Account applies only to those Private Option beneficiaries between 100 and 138% FPL and acts more like an option for beneficiaries to pay for a debit card to cover co-payments, rather than a true health savings account.   The beneficiary contributes $10 to $25.00 per month depending on their income level, and they can withdraw the funds after a 6 month period.   
However, the State would be wise to consider whether it should continue paying an administrative fee of approximately $66.00 per member per month for beneficiaries who have actually activated the card, or $15 per member per month for all eligible Health Care Independence Program beneficiaries of $15.00 per member per month, when the same vendor is charging the State Employees for administration of a traditional Health Savings Account a $4 per member per month administration fee.    
The contract negotiated by DHS and the current vendor administration program was based on a fixed fee rather than a Per Member Per Month (PMPM) rate for activation.  A PMPM rate would have given the state some flexibility to make contract modifications after a significant number of potential beneficiaries (50 to 99%) were removed from the program.  It must be noted, however, that the vendor administrating the program also assumed risk with a new program and incurred lost opportunity cost.  Nevertheless, TSG’s recommendations on alternative solutions will offer suggestions and improvements regarding this particular program.   
[bookmark: _Toc421762812][bookmark: _Toc421762920][bookmark: _Toc421769963]Issues/Concerns 
TSG is still working to have its data requests met in order to obtain timely receipt of Private Option carrier and Agency claims data.   
The ongoing information eligibility software systems implementations are clearly still troubled projects committed to steep development curves and delivery dates.  Most projects of this size, in private industry and in government, run into problems, ranging from scale-backs, to big cost overruns, to outright failure.  Initial reviews of the status of these programs produced more questions than answers.  
The absence of a true System Integrator has caused the State problems in coordinating the work across the many vendors that support the Curam product, the many interfacing systems, and the many aspects of the development work.  Resolving this issue quickly is essential to minimizing future issues.   
The redetermination of eligibility process of the Health Care Independence Program has no current mechanism to accept real time alerts from the State Wage data base if an individual beneficiary has obtained employment causing him or her to be over income for the program.  The system currently relies on beneficiary self-reporting for any change of circumstance in eligibility any time prior to the 12 month redetermination period.   DHS does not do redeterminations in any case in between the 12 month Medicaid eligibility time period per CMS rule.  The State has not asked for a Waiver of this rule and has indicated that it currently does not have the system and resource capability to do any redeterminations inside the 12 month period.  Note:  SNAP eligibility redeterminations are done every 6 months and the wage data base is updated quarterly, upon information and belief.   
DAAS has adjusted their regions to attempt to balance general LTC assessment resources against demand.  However a truly centralized state wide system could largely eliminate that problem while providing additional benefits such as applying specialized skills to deal with unusual situations more effectively.  DAAS has been reviewing Iowa’s state wide model and other states could provide useful models.  The concern is whether the Department has the right resources to take on what would be a complex transition.
The procurement timeline is VERY lengthy.  From the start of the procurement to the onboarding of a project team is now an 18 month to 2 year process.  This makes meeting state and federal deadlines very difficult.  
DHS/DAAS will need to develop plans to automate the asset verification process consistent with CMS and federal rules.   
Comprehensiveness and accuracy of the DHS Fee For Service data is a concern in that the inpatient data (and some outpatient data, as well) may not be easily benchmarked because inpatient claims are paid on a Per Diem basis.  In that case TSG may need to run those claims through a Grouper (Medicare or APG are the best candidates). Moreover, applying a grouper may be difficult if the coding of diagnoses (ICD9/ICD10) is missing or lacking in rigor. Professional claims will likely be okay to analyze given that they are based on procedure codes.  
AR Medicaid’s Current Reimbursement Model for Health Care Independence Program.  At this time, we know little about the reimbursement model used by the Private Option carriers. However, given that these carriers are experienced in medical insurance, and are likely proficient in actuarial and financial management in this industry, it is likely that their payment methodology will have more cost effectiveness and predictability. We look forward to examining the Private Option segment, and if we learn that there are solid cost-effective programs and models operated by the carriers, we may recommend leveraging those opportunities for more of the AR Medicaid population.
[bookmark: _GoBack]TSG and BLR are in the process of working out data analytics platform issues.  BLR has been  verybeen very supportive.  No problem is expected.  However, TSG has not received the data from carriers and the agency to be able to identify any potential issues with the suitably of a high-performance environment, although it has every reason to believe that this will be the case.  
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Non-Private Option 2007 2008 2009 2010 2011 2012 2013 2014

Medicaid-Non PO 3,308,700,3983,541,745,9213,723,109,8634,112,403,4734,370,023,643 4,568,233,8844,632,651,6564,723,837,235

Enrollees at March 651,841 664,089 659,486 657,264 679,628 689,504 693,032 696,893

Medicaid per enrollee/year 5,076 5,333 5,645 6,257 6,430 6,625 6,685 6,778

Medicaid per enrollee/month (PMPM) 423 444 470 521 536 552 557 565
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Private Option

Quarter 2 3 4 1 2 3

Spending

Medically Fragile FFS 6,854 21,527,688 64,937,073 64,740,537 67,474,765 57,412,805

Private Option Premiums 100,556,715 179,803,499 228,217,284 259,604,987 286,937,689

Total Private Option 6,854 122,084,404 244,740,572 292,957,820 327,079,752 344,350,494

Enrollees at March 73 198,094 202,289 216,232 228,983 243,615

Private Option per Quarter 94 616 1,210 1,355 1,428 1,414

Private Option per Month (PMPM) 31 205 403 452 476 471

2014 2015
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Medicaid Spending by Aid Category SFY 2007 2008 2009 2010 2011 2012 2013 2014 2015 ytd*

SSI Disabled 893,574,401 962,621,6721,038,525,1141,115,243,7161,186,457,4751,227,162,4741,237,330,2751,268,479,435 951,470,337

Low Income Children & Pregnant Women 741,849,649 790,030,989 849,838,765 910,891,848 939,435,605 955,449,212 980,355,271 996,925,440 777,514,434

Non Claims Based Payments 461,523,797 528,928,278 535,745,293 716,603,781 792,331,588 884,969,757 930,361,854 983,120,246 748,997,145

Medically Needy Aged 526,345,805 543,259,911 567,609,916 604,558,213 647,531,360 676,434,997 670,252,194 675,094,363 518,195,137

Medically Needy Disabled 291,546,995 315,695,188 335,948,326 358,710,976 381,640,858 405,336,995 408,310,701 430,435,526 336,525,127

Newly Eligible Adults 366,831,830 964,388,067

ARKids 82,785,549 93,832,491 94,288,627 93,806,499 99,433,709 107,250,848 102,466,259 95,842,949 61,034,153

Medically Needy Families & TANF 126,332,652 115,408,056 105,216,606 104,565,066 102,106,795 101,691,877 98,766,537 93,802,812 89,315,698

Adoption and Foster Care 57,331,822 62,029,086 62,881,228 64,933,650 70,499,650 72,443,011 73,914,457 77,948,703 64,934,174

SSI Aged 42,696,275 39,907,966 41,041,352 42,799,165 43,309,068 40,989,401 38,111,345 36,675,944 26,974,482

Spenddown Disabled 41,314,938 45,580,786 45,317,606 50,110,969 56,721,470 48,311,596 45,685,989 34,119,900 10,511,325

Spenddown Families & TANF 10,527,052 11,553,456 10,849,555 12,065,943 11,240,340 9,645,954 8,527,439 5,496,067 454,083

Other 32,871,462 32,898,041 35,847,475 38,113,647 39,315,725 38,547,762 38,569,336 25,895,850 7,635,769

Total 3,308,700,3983,541,745,9213,723,109,8634,112,403,4734,370,023,6434,568,233,8844,632,651,6565,090,669,0654,557,949,929

* through March 2015


image6.png
[HE STEPHEN GROUP




