
Medical Care Advisory Committee
Minutes of Meeting June 19, 2014
Participants
Committee Members Present
Lincoln Nehring, Russ Elbel, Michael Hales, Warren Walker, Tina Persels, Jackie Rendo, Mark Ward, Steven Mickelson, Kris Fawson (for Debra Mair), Andrew Riggle, Danny Harris, Rylee Curtis, Donna Singer, Kevin Burt
Committee Members Excused
Mauricio Agramont, Debra Mair
[bookmark: _GoBack]UDOH Staff Present
Gail Rapp, Tracy Luoma, Emma Chacon, Shandi Adamson, Sheila Walsh-McDonald, John Curless, Josip Ambrenac, Summer Perkins
Welcome and Introductions
The meeting was called to order at 4:10 pm.
Lincoln mentioned that we are still looking for a committee member from the business community. Michael said that the Chamber of Commerce is looking for someone for us.
Public Hearing
The committee heard testimony from the public on recommendations for building blocks.
Utah Coalition of Medicaid Health Plans
Russ Elbel presented on behalf of the Utah Coalition on Medicaid Health Plans. They made three ongoing funding requests. First, they requested ongoing funding to cover the ACA Premium Tax. Second, they requested an increase in the administrative rate to 10%. Third, they request ongoing funding for the inflationary increase to keep it at 2%. (Currently funded with one-time money). 
Legislative Coalition of People with Disabilities
Kris Fawson presented on behalf of the Legislative Coalition of People with Disabilities. She requests ongoing funding for the Transition Program which allows individuals residing in Intermediate Care Facilities to move to community-based settings. 
Utah Hospital Association
Dave Gessel presented on behalf of the Utah Hospital Association. He presented information on three areas the UHA believes should be considered as priorities. The first is to have the 2% inflation that is part of the ACO contracts be part of the Medicaid base budget to receive ongoing funding. Second is the need for inflationary adjustments to outpatient fee-for-service payments to hospitals. Lastly is the need for fee-for-service payments made to hospitals which are not covered under the ACO contracts to have an appropriate inflationary adjustment. 


Nursing Home Association
Dirk Anjewierden presented on behalf of the Nursing Home Association. Nursing Homes are not currently included under ACOs, but realize they likely will be in the future. The nursing home cost curve has been relatively flat for about 10 years. They’re currently losing $12-20 per day on each Medicaid patient. Nursing homes got a $2M one-time appropriation and they request that this be made an ongoing amount. Nursing homes do not get the 2% inflation that the ACOs get.
Utah Medical Education Council
Clark Ruttinger presented for Utah Medical Education Council. They request an expansion of physician residency funding. We currently have 240 physicians entering the workforce annually in Utah. We will have a projected need of 332 annually by 2020. We retain 125 physicians and recruit 115 every year from out of state in order to meet Utah’s need. Utah’s physician shortage is more pronounced than in many other states—we are 45th in the nation in patient care physicians per capita. The best predictor of continuing to practice in a state is the place they served their residency. UMEC requests $700,000 from state funds to add 40 residency positions. Clark pointed out that these 40 residencies will not necessarily be for primary care—UMEC will make recommendations on shortage areas to fund for residencies.


Families of Children with Disabilities
Meagan Jensen presented on private duty nursing for children. Meagan requests more funding for the Travis C. waiver for children with tracheostomies/other medical equipment. There are currently 130 children on the waiver, and the waiver helps pay mainly for respite care delivered by nurses. Generally, Medicaid pays for 8 hours of private duty nursing care per day, respite is then provided to supplement that service. There are 70 children on the waiting list. The waiver allows families to qualify for Medicaid with higher incomes. Most families on the waiting list are not on Medicaid.
Utah Family Voices
Gina Pola-Money talked about the Katie Beckett waiver (aka TEFRA). There are many families with children who are medically fragile who don’t qualify for Medicaid because of the family’s income. She explained the difference between TEFRA, which is an entitlement, and a Home and Community Based Waiver, which has a limited number of slots based on funding. Insurance falls far short of the children’s needs. Tina added that there are two waivers that kids can currently access: The Travis C. and the Community Supports waiver operated by DSPD. To qualify for Travis C., a child requires a tracheostomy. For DSPD, a child requires an intellectual disability. If a child has neither, there is no way for them to qualify. Andrew asked whether Gina knew how many people would qualify. Gina said 4,000-5,000 individuals could qualify for Medicaid under TEFRA.
Amy White presented as a family nurse practitioner and the mother of a child on the Travis C. Waiver waiting list. Her son has been in pediatric ICU six times. The social workers at the hospital try to get him on the Travis C. Waiver every time he’s admitted, but there has been no help. He requires suction every 30-60 minutes overnight. He has been resuscitated twice at home. She requests funding for the Travis C. Waiver waiting list. Tina commented that there were 25 slots available when the waiver began. Children and parents have a better quality of life. Steven asked how the program was capped, and Gail Rapp responded that it’s limited by funding. Ventilator-dependent children are accepted first, but the typical way spots open up is when children on the program pass away.  


Disability Law Center
Andrew Riggle presented for Disability Law Center (DLC). They request that we prioritize Medicaid expansion and support the Governor’s Healthy Utah plan. 
Dental Coverage
DLC requests dental benefits, including to those in nursing homes. This is important to people with disabilities in particular because communication problems may be exacerbated by pain, sometimes leading to behavioral problems. It’s less expensive to address the underlying problem. Dental problems also make it more difficult to be placed in employment.
ICF/ID Transition
DLC requests additional funding for this program. The demand for this program is much higher than the current capacity. We would like Medicaid to work with DSPD to decrease the time an individual needs to live in a nursing home to 90 days instead of 12 months to qualify for ICF/IDs. 
Community-Based Mental Health Services
As of 2012, about 43% of Medicaid mental health is for community based services. We would like to see that increase dramatically. We have a growing need for professionals who are trained to provide mental health services to individuals with complex behavioral or intellectual disabilities. The State Hospital has been able to stabilize individuals in mental health, but they can’t be discharged because DSPD services aren’t available for their other needs. DLC requests that DSPD, DSAMH, and UDOH work together to evaluate the program.
Care for Released Inmates
There is a growing need for and focus on inmates who are re-entering the community who need mental health care and medical care. DSAMH is already considering what policy changes we can make to ensure released inmates have the necessary services on day one of their release. Jackie added that one of the changes in question would be to suspend, rather than terminate, a case when a Medicaid client is incarcerated. Russ asked how that process would work. Jackie explained that a released inmate may not have immediate access to medication and care. Having Medicaid immediately would help alleviate that problem. Michael said that process could be problematic. Andrew pointed out that other states have accomplished this. Russ said he was under the impression that there were better systems to facilitate this, but it sounds like he was incorrect. 


Tom Brownlee, Medicaid Client
Tom Brownlee presented on behalf of himself and other Medicaid clients. He requested coverage for dental and vision care. Steven asked what services are covered. Tom replied that only emergency services are covered. There are very few dentists available and extractions are typically the only services provided. Tom thanked Medicaid for changing to the new Medicaid card. Michael noted that the new cards that have already been sent are short one digit on the Medicaid ID and new ones will be mailed shortly.


Utah Health Policy Project
RyLee Curtis presented for the Utah Health Policy Project. They recommend Medicaid Expansion in the form of the Governor’s Healthy Utah plan. They request that the plan be consumer friendly. They also request 12 month continuous eligibility for children on Medicaid.


AARP Utah
Danny Harris presented for AARP Utah. The first recommendation is to appropriate funding for administrative costs related to Medicaid expansion, which is a consideration that has not received much attention. Second, they request that the waiting list on the aging waiver be fully funded. The waiver allows individuals to remain at home in a less costly and restrictive environment than a nursing home.


Ability First
Mary Shami presented for Ability First, an independent living group for physically and mentally disabled individuals in Provo. It is very important to Ability First to have vision coverage. Mary has had the same pair of glasses for five years, and she paid for them out of pocket. 
Kathy Hoglund presented for Ability First. She is disabled and on a very limited income. She requested dental and vision coverage. It would cost 4 months’ income to get the dental care she needs. She has also been without glasses for four years. She pointed out that pregnant women had dental benefits. 
Susan Hardinger presented for Ability First. She has needed to see the eye doctor for over a year. Her husband lost his job a year ago and they lost their insurance. She had to have a tooth extracted because she went too long without dental care. It concerns her that she spends time taking good care of her teeth but she’s unable to receive any routine/preventative care. 
Voices for Utah Children
Lincoln presented for Voices for Utah Children. Their priorities are to recommend the Governor’s Healthy Utah program, 12 month eligibility for children, and waiving the 5 year waiting period for children and pregnant women who are legal immigrants. 


Home Care Association
Dan from the Home Care Association requested that home care nurses be allowed to set up the medication minders and give simple injections. 


Lincoln thanked the committee members for being part of the public hearing. Next month, the committee will vote and prioritize the issues we heard today.
State Plan and Rule Changes
Craig Devashrayee presented the State Plan and Rule changes for May and June. His report is attached to these minutes. Kris asked why people would be discharged from an ICF. Josip answered that this rule covers individuals who are involuntarily discharged and who can’t find another appropriate facility.


Enrollment Report
Tracy Luoma presented the enrollment report. Her report is attached to these minutes.


Director’s Report
Michael Hales gave his Director’s Report.
Healthy Utah
The Governor was back in Washington meeting with the new Secretary of Health and Human Services. We continue to have weekly meetings with CMS, and we hope to start moving forward with the legislature in the next few weeks. We will develop some materials and start building a base for the decision. It is not known whether there will be a special session or whether the question will wait for the next regular session. We will know tomorrow whether anything has changed based on the Governor’s last meeting.
We have until the 21st or so of July to get a SIM (State Innovation Model) grant proposal to CMS. We would receive $35-50 million per year for the next four years. Michael will get a summary of the grant submission to the committee members.
Interim Reports
Michael made a presentation on the Autism Waiver and the Autism Treatment Account. The general reaction from the appropriations committee was that the pilots have been successful and they are looking forward to continuing the programs. The committee was interested in looking at outcomes and the analysis of how early intervention may be helping control future costs. 
Medicaid was asked to display for providers what the cost to the State is for different drugs. The rebate process is not very transparent to the public, so providers are looking for more information. It will also help providers understand why certain drugs are more preferable than others. This information would be made available to prescribers and available on the website. 
PCN
PCN is open for applications until further notice. Its authority lapses at the end of December, but the Governor has signed a letter requesting continuation until an expansion could go into effect.
Rylee asked how many new PCN applications have been approved. Kevin did not have that information. 
New Medicaid Cards
We are in the middle of Medicaid card replacement. The first round went out missing the last digit of the Medicaid ID, and this went to about 10,000 clients. The card should have 10 digits. The new cards went out today and will arrive well ahead of July when they’re needed. Kevin reminded the committee that there will no longer be a new card every month. It was asked how clients would know their eligibility. Michael said that we are working on an online portal for clients and there will be a benefit letter that goes with the new card. Clients will get notification in the mail if eligibility is terminated. 
Danny asked how providers would be notified of the 9-digit card mistake. Michael replied that the providers notified us.
Jackie asked whether there would be access for individuals without computers. Michael replied that there is a number on the back of the card that clients can call with questions.
Adjourn
With no further business to consider, the meeting adjourned at 6:05 pm.
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A Family-to-Family Health Information and Support Center

 KATIE BECKETT {AKA TEFRA OPTION)

Many children and adults with medically complex needs have the opportunity to live in their own
homes as opposed to living in an institution as a result of the Katie Beckett waiver. When first enacted
in 1982, the Katie Beckett waiver was considered a TEFRA (Tax Equity and Fiscal Responsibility Act)
option by CMS regulations, for children with medical complexity and catastrophic medical costs.
Today, almost all states have implemented a program to assist this population either through TEFRA
option or a Home and Community-Based Services (HCBS) waiver.

Difference between TEFRA and HCBS waivers —
* TEFRA — The state is required to serve all the children who meet medical eligibility criteria, and
only extend regular Medicaid services that are in the individual state’s plan.
* HCBS — These waivers are not entitlements and are restricted by the number of children
served, and provide additional services not covered under traditional Medicaid or other health
insurance plans i.e. respite, diapers, additional therapies, etc.

Research:
* Focus Groups, Surveys and Interviews with parents in Utah
* Interviews with parents in three other states who have a TEFRA option
* Data and literature search on ali TEFRA and HCBS programs across the country
* Cost analysis and comparison to Idaho model
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Contact: Gina Pola-Money, gina.ufv@gmail.com for more information and questions.






A Family-to-Family Health information and Support Center

Idaho FY2013 Expenses from Public Records Request (Hanke, 2014
IDAHO DATA
# CSHCN # SERVED IN ANNUAL COST TOTAL PROGRAM COST
(139%) PROGRAM PER CHILD
53,280 1,411 (.3%) $16,867 $ 23,800,000

Using Idaho data, the TEFRA option in Utah might look like this:
UTAH DATA

#H # SERVED | ANNUAL COST TOTAL APROXIMATE STATE
CSHCN IN PER CHILD PROGRAM GENERAL FUND
(13%) |PROGRAM COST (FMAP 68%)

112,278 3,368 $16,867 $56,808,056 $18,178,578
(.3%)

* Utah currently has three HCBS waivers that serve children

Community Services Waiver for individuals with intellectual disabilities and related disorders

Technology Dependent Waiver for children with specific life-saving technology

Autism Treatment Waiver for children ages 2 ~ 6

* Utah is only serving approximately 1,092 children through the three HCBS waivers combined

(1% of Utah CSHCN)

* Many children do not meet eligibility to even get on one of the three existing waivers

A child with Muscular Dystrophy does not qualify for any of the existing waivers but yet requires
the same care and medical services, and in some cases much more.

If a child is not on a HCBS waiver and due to Medicaid's income policy, families have very few
options to provide care for their medically complex children. Parents can:
* Become impoverished to qualify for Medicaid
* Keep up as much and long as possible with credit, equity, etc. until everything is gone
* Have a placement in an institution

The top three themes in response to interview, survey and focus group questions asked:
* Wouid be able to continue to work, carry insurance and be a productive, tax-paying
members of the community and state
* Our children will be able to get the services they need that are “medically necessary”
* Would face fewer bankruptcies, loss of home and/or assets and ruin credit

Children who meet the following eligibility would qualify based on their “own" income
Be 18 years of age or younger

Meet SSI childhood disability requirements

Meet state’s criteria for needing an institutional level of care

Medical care needs that can be safely provided outside of an institutional setting
Cost of care in the community must not exceed the cost of care in an institution
Family contributes to the program through a monthly sliding scale fee

* A A b % %

Contact: Gina Pala-Money, gina.ufv@gmail.com for more information and questions.






A Family-to-Family Health Information and Support Center

AVERAGE COST

(From DSPD Annual Report FY13 & CMS 372 Report FY11)

INSTITUTIONALIZATION VS. HCBS PERVINDIVIDUAL
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A TEFRA option could be a great return on investment in the economy as well as:
CHILDREN AND THEIR FAMILIES SURVING & THRIVING

Contact: Gina Pola-Money, gina.ufv@gmail.com for more information and questions.
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Contact: Gina Pola-Money, gina.ufv@amail.com for more information and questions.
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MCAC PUBLIC

DISABILITY HEARING COMMENTS
Andrew Riggle, Public Policy Advocate

LAW CENTER 205 North 400 West Salt Lake City, UT 84103
Voice: (800) 662-9080 or (801) 557-9182

www.disabilitylawcenter.org

June 2014

Good afternoon Chairman Nehring and fellow advisory committee members,

For those of you whom I have yet to meet personally, my name is Andrew Riggle. I am the
public policy advocate for the Disability Law Center (DLC). The DLC is Utah’s Protection and
Advocacy agency. OQur mission is to enforce and strengthen laws that protect the opportunities,
choices, and legal rights of people with disabilities in Utah. Our comments this afternoon will
touch not only on Medicaid itself, but the Division of Services for People with Disabilities
(DSPD) and the Division of Substance Abuse and Mental Health (DSAMH) as well. This is
because while these divisions or programs have their own public input and recommendation
processes, the Division of Medicaid and Health Financing either directly or indirectly funds and
has ultimate responsibility for each of them.

Utah Medicaid covers about 31,000 Utahns with disabilities up to 100% of the federal poverty
level (FPL). True long-term care insurance is generally unavailable in the private market.
Medicaid is often the only option for persons who want to live in their home or community and
be as independent as possible, but cannot afford the services they require fully out-of-pocket.
Medicaid is also frequently the only choice for individuals with serious mental iliness, who need
intensive treatment and supports to remain active, productive, and contributing members of their
communities, but who have exhausted the benefits available through their private plan. For these
reasons and many others, we ask the MCAC and its members to strongly support and advocate
for Governor Herbert’s Healthy Utah Plan to expand Medicaid.

Additionally, dental care is not included in the daily rate given to nursing homes, intermediate
care facilities for individuals with intellectual disabilities (ICFs/ID), or community-based
providers of residential services. It has been at least five years since Medicaid has covered
nonemergent dental care for adults. Consequently, on our regular visits to these facilities and
programs, we have seen a dramatic increase in the number of residents with noticeable dental
needs. At one location, several residents who spoke with us showed signs of obvious tooth
decay. Not only were the teeth that remained (as several individuals looked to have recently lost
teeth) yellow and brown, but the smell of rot was clear even from a few feet away. This presents
vet another barrier to community participation and integration for individuals with significant
disabilities, especially for those seecking employment. It is also particularly problematic for those
who may be dealing with multiple disabilities or have trouble expressing their desires or






discomfort, For example, it is not hard to imagine a scenaric in which a person’s pain could
manifest through aggressiveness or “acting out.” For lack of a better diagnosis, the facility or
provider could easily misinterpret a resident’s actions as requiring additional behavioral
interventions (including restraints) or supports, instead of a simple, comparatively inexpensive,
visit to the dentist. That is why we are asking the MCAC to, once again, prioritize proactive and
preventive dental care for adults with and without disabilities highly.

This month marks the 15" anniversary of the “integration mandate” in the Supreme Court’s
Olmstead v LC & EW decision. Unfortunately, Utah’s spending on home and community-based
services (HCBS) remains only slightly better than the national average at 51%. United Cerebral
Palsy’s 2014 edition of its Case for Inclusion report ranks Utah 43rd in terms of overall
outcomes for individuals with intellectual or developmental disabilities. Less than 4% of
potentially eligible Utah children and adults with intellectual disabilities received any support
from the Division of Servi¢es for People with Disabilities (DSPD) in 2010. Additionally,
according to DSPD’s 2013 annual report, nearly 1,900 individuals are waiting an average of six
years for services. With numbers like these, it is clear why congregate care settings attracted
more than 300 new residents over seven years. The opening of three new facilities within the last
two years is also completely understandable when viewed from this perspective.

What is harder to explain is the state’s lack of will to respond by investing in less expensive
alternatives. Little more than two-thirds of DSPD’s budget was dedicated to non-residential
community-based settings in 2012. Similarly, fewer than three-quarters of DSPD’s clients lived
in a homelike environment (1-3 persons) at the time. Consequently, over 700 individuals, some
of whom can and want to transition to the community, remain institutionalized. The ICF/ID
Transition Program is infended to help them do just that. However, despite having to meet the
same level-of-care requirement as nursing home residents, private ICF/ID residents must reside
in the facility for at least one year (compared with three months for nursing home residents) in
order to be eligible to participate. Additionally, ICF/ID residents are categorically excluded from
participating in the New Choices waiver, which provides a similar opportunity to nursing home
residents, As a result of these restrictions and a lack of money, only between 12-16 individuals
have been able to move out of private ICFs/ID in each of the last several years. Therefore, we
would like to request that the MCAC recommend increased funding for the program and
encourage Medicaid and DSPD to work together to find ways to equalize the playing field for
private ICF/ID and nursing home residents looking to transition to the community. =

As for mental health, the DLC has recently become aware of several dually diagnosed patients
(mental illness/developmental disability) at the Utah State Hos‘pital (USH). USH has successfuily
treated and stabilized their mental health need, but is unable to release them because of an
inability to access needed services through DSPD. Consequently a couple of them have remained
in an inappropriate and costly placenient for years. In a related vein, community-based






residential providers are reporting difficulty finding psychiatrists and other specialists with the
expertise and experience to treat the mental health and behavioral challenges of individuals with
intellectual disabilitics. We are hopeful that the Department of Human Services’ efforts to
establish a community-based system of care for children with complex behavioral and mental
health needs can serve as a model to address this concern. We encourage the MCAC to follow its
progress closely and urge Medicaid to work with DSAMH and DSPD to implement its promising
elements for the adult population as soon as possible. In the meantime, the MCAC ought to
prioritize funding for the community mental health centers (or perhaps DSPD) to hire and/or
incentivize the training of the necessary specialists. The MCAC should also strongly support full
funding of the community-based mental health system, especially for those returning to the
community from the correctional system. Especially critical is the joint effort between Medicaid,
DSAMH, the Department of Corrections, and the counties to streamline policy to allow former
inmates eligible for Medicaid to access needed medical and mental heaith care immediately upon
their release.

Thank you for your attention and for allowing us to share our priorities. Please let me know if
you have any questions, would like more information, or how the Disability Law Center may be
of further assistance.
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Tom Brownlee Advocate

Hi my name is Tom Brownlee and I am an advocate for people with disabilities. I have testified many
times on the hill for funding for Medicaid such as for dental and vision. People like me need these
programs. For dental the health issue can go beyond just dental so I am asking you to set aside some
funding for these programs.

Thank you for your time today
Respectfully,
Thomas Wayne Brownlee

Making a difference
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UTAH HEALTH POLICY PROJECT

1832 West Research Way #60 | Salt Lake City | UT 84119 | vaww.healthpolicyproject.org
Sustainable Health Care

Solutions for Underserved
Utahns

UHPP

Utah Health Policy Project’s Building Blocks Requests

UHPP respectfully asks the Medical Care Advisory Committee to consider and recommend
highly these two building blocks that will greatly increase access to health care coverage for
111,000 Utahns, and reduce the number of children who churn on and off Utah’s Medicaid

program.

1. Medicaid Expansion
a. Passage of Healthy Utah plan

b. Alternative plan that closes the coverage gap

c. Consumer friendly waiver application l

d. Sustainable federal funding to close the coverage gap

2. 12-month continuous eligibility for children on Medicaid
a. Stay enrolled and not lose coverage unnecessarily
b. Better continuity of care—which can decrease health costs

c. State saves on staff resources and administrative costs
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AARP.pdf
Real Possibilities

June 19, 2014

Medicaid Budget Building Block Recommendations

AARP Utah appreciates the opportunity to advocate for older Utahns who may benefit from the Medicaid program.

While there are many needs to address within the Medicaid population, our priorities for our constituents are as
follows:

1. Allocate funding for the administrative costs associated with a Medicaid expansion — $2-3 Million

Although the federal government has promised to pay 100% of the costs of a Medicaid expansion for years
2014-2016, the state will be responsible for 50% of the administrative costs. Regardless of whether or state
decides to move forward with the Healthy Utah plan, a traditional Medicaid expansion, or some other option, if
we expect to access the enhanced federal funding for coverage, we need to ensure the funding for
administrative costs is appropriated.

2. Increase funding to eliminate the waiting list on the Aging Waiver — Up to $500,000

Traditionally the Aging Waiver has not had a waiting list and has been able to serve the identified need for the
population; however that is not currently the case. AARP Utah recommends additional funding to eliminate the
waiting list for this waiver. By doing so, Utahns will receive the appropriate care through home and community-
based services in their home rather than receiving more costly alternatives for care such as a skilled-nursing
facility. For a relatively small amount, we would be able to keep more Utahns in their home, where they prefer
to live, at a lower cost. If we allow this waiver’s waiting list to exist or increase, the state runs the risk of having
more Medicaid recipients admitted to costly institutional care at the expense of other Medicaid priorities.

For more information, contact:

Danny Harris, Director of Advocacy, AARP Utah
801-567-2650
djharris@aarp.org

“
“No one’s possibilities should ever be limited by their age.”

AARP Utah State Office 6975 Union Park Center # 320 Midvale, Utah 84047 (866) 448-3616
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UTA

. Children

Junel9, 2014

Dear MCAC Member,

Voices for Utah Children respectfully asks the Medical Care Advisory Committee to
consider and recommend highly three building blocks that will greatly improve
access and affordability of health care for Utah families.

1. Governor Herbert's Healthy Utah Plan

Healthy Utah would seek a block grant to cover those that fall within the
Medicaid gap, which is currently estimated at 90,000 Utahns and expected to
increase to 111,000 Utahns by the year 2020. Healthy Utah would also
reclaim those federal taxes already mandated and paid by Utahns. Since
January 1, 2014, Utah has lost $796,789 per day ($118 million to date) that
would provide coverage to 111,000 uninsured people.

2. 12-month continuous eligibility for children on Medicaid

Continuous eligibility is a state option that allows children to maintain
Medicaid or CHIP coverage for one full year, even if families experience a
change in income or family status. By implementing this, Utah can ensure
that for 365 days a year children get, and keep, coverage. The result is
healthier children and decreased state resources spent on unnecessary
paperwork.

Because continuous eligibility keeps children covered for longer periods of
time, the state will have additional coverage costs under the policy. However,
experiences with churning in other states show that the costs associated with
continuous eligibility mostly relate to maintaining eligible children in
coverage (e.g., the monthly premium managed care payment). As a result,
continuous eligibility is one of the most effective strategies a state can take to
ensure eligible but uninsured children are get and stay enrolled coverage.

As Utah’s Medicaid program continues to develop accountable care
organization, providing these organizations certainty that their beneficiaries
are going to remain enrolled in Medicaid for at least 12 months will help
them develop programs to manage care and improve health over the long
term.

747 E. South Temple, Suite 100, Salt Lake City, UT 84102
P (801) 364-1182 - F(801) 364-1186 - www.utahchildren.org






Utah’s CHIP program currently has a 12-month continuous eligibility policy.
Continuous eligibility is also the model that private health insurance
operates under. It's time that Medicaid does the same.

. Remove the 5 year waiting period for legal immigrant children

Utah's Medicaid and CHIP programs currently require a child who has legally
immigrated to the United States, but is not a United States citizen, to reside in
the country for five years before enrolling in the program. States have the
option to remove this waiting period and allow legal immigrant children to
get the coverage when they need it. We all know children grow up fast.
Their health care needs cannot be delayed until their family can afford it.
Making kids wait to get health coverage is bad policy.

Removing this waiting period would grant access to Medicaid and CHIP to
800 legal immigrant kids and cost about $320,000.
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Medication Assistance. Unless otherwise allowed by statute, a personal
care worker may assist a consumer with medication only when the
medications have been pre-selected by the consumer, a family member,
a nurse, or a pharmacist, and are stored in containers other than the
prescription bottles, such as medication minders. Medication minder
containers shall be clearly marked as to day and time of dosage and
reminding includes: inquiries as to whether medications were taken;
verbal prompting to take medications; handing the appropriately
marked medication minder container to the consumer; and, opening the
appropriately marked medication minder container for the consumer if
the consumer is physically unable to open the container. These
limitations apply to all prescription and all over-the-counter
medications, Any irregularities noted in the pre-selected medications
such as medications taken too often, not often enough or not at the
correct time as marked in the medication minder container, shall be
reported immediately by the personal care worker to the supervisor.

The Nurse of the Personal Care Agency may set up the medication
minders, give simple injections and help family and client with
medication issues.
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DMHF Rules Matrix 6-19-14

Rule; (What It Does); Comments. File Effective

R414-9 Federally Qualified Health Centers; This amendment consolidates the scope of services in federally-qualified health
centers and rural health clinics by removing sections in the rule text that specify reimbursement, eligibility, and service coverage,
and deferring to the scope of services found in the Rural Health Clinics and Federally Qualified Health Centers Services Utah
Medicaid Provider Manual. This amendment also changes the title of the rule to include rural health clinics.

5-15-14 7-8-14

R414-99 Chiropractic Services; This amendment consolidates the scope of chiropractic services by removing sections in the
rule text that specify reimbursement, eligibility, and service coverage, and deferring to the scope of services found in the 5-15-14 7-8-14
Chiropractic Medicine Utah Medicaid Provider Manual and in the Medicaid State Plan.

R414-510 Intermediate Care Facility for Persons with Intellectual Disabilities Transition Program; This amendment
implements changes to the Transition Program for persons with intellectual disabilities who reside in intermediate care facilities.
At its discretion, the Department may set aside a portion of Transition Program money to fund individuals who meet Transition
Program eligibility to transfer to the Community Supports Waiver when the individual is scheduled for discharge by the 5-15-14 7-8-14
Intermediate Care Facility for Persons with Intellectual Disabilities (ICF/ID) in which they are residing, and for whom placement in
an alternative ICF/ID is not an option. Additionally, individuals who meet eligibility program requirements for the Transition
Program are considered candidates for the program and an application is longer required.

R414-7A Medicaid Certification of New Nursing Facilities (Five-Year Review); The Department will continue this rule
because it implements the adjudicative process to administer Medicaid certification of new nursing care facilities. 5-30-14 5-30-14

R414-14 Home Health Services (Five-Year Review); The Department will continue this rule because it implements home health
care services for Medicaid recipients as described in the Home Health Agencies Utah Medicaid Provider Manual and in the 5-30-14 5-30-14
Medicaid State Plan.






R414-1-5 Incorporations by Reference; Subsection 26-18-3(2)(a) requires the Medicaid program to implement policy through
administrative rules. The Department, in order to draw down federal funds, must have an approved State Plan with the Centers
for Medicare and Medicaid Services (CMS). The purpose of this change, therefore, is to incorporate the most current Medicaid
State Plan by reference and to implement by rule ongoing Medicaid policy described in the Medical Supplies Utah Medicaid
Provider Manual; Hospital Services Utah Medicaid Provider Manual with its attachments; Home Health Agencies Utah Medicaid
Provider Manual, and the manual's attachment for the Private Duty Nursing Acuity Grid; Speech-Language Pathology and
Audiology Utah Medicaid Provider Manual; Hospice Care Utah Medicaid Provider Manual; Long Term Care Services in Nursing
Facilities Utah Medicaid Provider Manual, with its attachments; Utah Home and Community-Based Waiver Services for
Individuals 65 or Older Utah Medicaid Provider Manual; Personal Care Utah Medicaid Provider Manual, with its attachments; Utah
Home and Community-Based Waiver Services for Individuals with Acquired Brain Injury Age 18 and Older Utah Medicaid
Provider Manual; Utah Home and Community-Based Waiver Services for Individuals with Intellectual Disabilities or Other Related
Conditions Utah Medicaid Provider Manual; Utah Home and Community-Based Waiver Services for Individuals with Physical
Disabilities Utah Medicaid Provider Manual; Utah Home and Community-Based Waiver Services New Choices Waiver Utah
Medicaid Provider Manual; Utah Home and Community-Based Waiver Services for Technology Dependent, Medically Fragile
Individuals Utah Medicaid Provider Manual; Utah Home and Community-Based Waiver Services Autism Waiver Utah Medicaid
Provider Manual; Office of Inspector General (OIG) Administrative Hearings Procedures Manual; Pharmacy Services Utah
Medicaid Provider Manual with its attachments; Coverage and Reimbursement Code Look-up Tool; Certified Nurse-Midwife
Services Utah Medicaid Provider Manual; CHEC Services Utah Medicaid Provider Manual with its attachments; Chiropractic
Medicine Utah Medicaid Provider Manual; Dental, Oral Maxillofacial, and Orthodontia Services Utah Medicaid Provider Manual;
General Attachments for the Utah Medicaid Provider Manual; Indian Health Utah Medicaid Provider Manual; Laboratory Services
Utah Medicaid Provider Manual with its attachments; Medical Transportation Utah Medicaid Provider Manual; Non-Traditional
Medicaid Health Plan Utah Medicaid Provider Manual with its attachments; Certified Family Nurse Practitioner and Pediatric
Nurse Practitioner Utah Medicaid Provider Manual; Physical Therapy and Occupational Therapy Services Utah Medicaid Provider
Manual; Physician Services and Anesthesiology Utah Medicaid Provider Manual with its attachments; Podiatric Services Utah
Medicaid Provider Manual; Primary Care Network Utah Medicaid Provider Manual with its attachments; Psychology Services Utah
Medicaid Provider Manual; Rehabilitative Mental Health and Substance Use Disorder Services Utah Medicaid Provider Manual;
Rural Health Clinic Services Utah Medicaid Provider Manual with its attachments; School-Based Skills Development Services
Utah Medicaid Provider Manual; Section |: General Information of the Utah Medicaid Provider Manual; Services for Pregnant
Women Utah Medicaid Provider Manual; Targeted Case Management for Individuals with Serious Mental lliness Utah Medicaid
Provider Manual; Targeted Case Management for Early Childhood (Ages 0-4) Utah Medicaid Provider Manual; and Vision Care
Services Utah Medicaid Provider Manual (Updates to July 1, 2014).

6-12-14

8-7-14

R414-54 Speech-Language Pathology Services; This amendment consolidates the scope of speech-language pathology
services by removing sections in the rule text that specify reimbursement, eligibility, and service coverage, and deferring to the
scope of services found in the Speech-Language Pathology and Audiology Utah Medicaid Provider Manual and in the Medicaid
State Plan.

6-16-14

8-7-14

R414-59 Audiology-Hearing Services; This amendment consolidates the scope of audiology services by removing sections in
the rule text that specify reimbursement, eligibility, and service coverage, and by deferring to the scope of services found in the
Speech-Language Pathology and Audiology Utah Medicaid Provider Manual and in the Medicaid State Plan. This amendment
also changes the title of the rule to "Audiology Services."

6-16-14

8-7-14
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UTAH CASES SERVED REPORT
NUMBER OF PERSONS

Year Over
Year %
SFY Total Growth
SFY2008 Month Jul-07 Aug-07 Sep-07 Oct-07 Nov-07 Dec-07 Jan-08 Feb-08 Mar-08 Apr-08 May-08 Jun-08
MEDICAID TOTALS - PERSONS 157,865 158,896 157,481 158,696 158,140 158,267 159,018 159,338 160,949 163,459 163,838 164,119
Inc / Dec (1,984) 1,031 (1,415) 1,215 (556) 127 751 320 1,611 2,510 379 281 4,270 2.6%
SFY2009 Month Jul-08 Aug-08 Sep-08 Oct-08 Nov-08 Dec-08 Jan-09 Eeb-09 Mar-09 Apr-09 May-09 Jun-09
MEDICAID TOTALS - PERSONS 166,026 167,293 169,227 172,195 173,943 177,369 178,267 180,052 186,090 191,114 193,426 195,257
Inc / Dec 1,907 1,267 1,934 2,968 1,748 3,426 898 1,785 6,038 5,024 2,312 1,831 31,138 19.5%
SFY2010 Month Jul-09 Aug-09 Sep-09 Oct-09 Nov-09 Dec-09 Jan-10 Feb-10 Mar-10 Apr-10 May-10 Jun-10
MEDICAID TOTALS - PERSONS 197,248 198,188 201,392 203,260 204,630 206,351 207,781 209,630 213,145 213,550 222,220 221,954
Inc / Dec 1,091 940 3,204 1,868 1,370 1,721 1,430 1,849 3,515 405 8,670 (266) 26,697 | 14.9%
SFY 2011 Month Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11
MEDICAID TOTALS - PERSONS 222,380 225,703 226,181 227,272 227,602 231,090 231,742 236,323 239,551 239,929 241,729 244,739
Inc / Dec 426 3,323 478 1,091 330 3,488 652 4,581 3,228 378 1,800 3,010 22,785 10.9%
SFY 2012 Month Jul-11 Aug-11 Sep-11 Oct-11 Nov-11 Dec-11 Jan-12 Feb-12 Mar-12 Apr-12 May-12 Jun-12
MEDICAID TOTALS - PERSONS 244,037 247,902 246,244 248,463 248,731 249,521 251,082 252,822 254,102 254,394 254,331 252,573
Inc / Dec (702) 3,865 (1,658) 2,219 268 790 1,561 1,740 1,280 292 (63) (1,758) 7,834 | 3.4%
SFY 2013 Month Jul-12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13 Apr-13 May-13 Jun-13
MEDICAID TOTALS - PERSONS 251,402 253,188 253,052 255,590 255,117 255,436 258,904 259,786 261,894 260,437 260,046 259,206
Inc / Dec (1,171) 1,786 (136) 2,538 (473) 319 3,468 882 2,108 (1,457) (391) (840) 6,633 2.6%
SFY 2014 Month Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14| Projected | Projected
MEDICAID TOTALS - PERSONS 259,684 260,344 258,607 257,295 254,746 253,982 257,123 263,479 276,485 277,677 278,466 -
Inc / Dec 478 660 (1,737) (1,312) (2,549) (764) 3,141 6,356 13,006 1,192 789 18,420 | 7.2%
Percent Growth: 0.2% 0.3% 0.7% 0.5% -1.0% 0.3% 1.2% 25% 5.0% 0.5% 0.3%
Enroliment
Increase / Decrease by Aid Group - FY2014 Breakdown
Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14| SFY Total May-14
People Over Age 65 114 19 28 57 (12) (5) (123) (274) (215) 141 18 (252) 14,063
People with Disabilities 157 120 73 67 (55) 101 (211) (10) 394 123 272 1,031 32,876
Children 220 369 (1,223) (832) (1,987) (1,172) 2,990 5116 11,916 1,280 414 17,091 188,811
Pregnant Women (14) (102) (82) (80) (132) (23) (88) 552 119 107 74 331 6,472
Adults 1 254 (533) (524) (363) 335 573 972 792 (449) 11 1,069 36,244
Total Inc/ Dec 478 660 (1,737) (1,312) (2,549) (764) 3,141 6,356 13,006 1,202 789 0 19,270 278,466
290,000 MEDICAID TOTALS - NUMBER OF PERSONS
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Medicaid Program Types - Does not include CHIP, PCN. QMB

Data: PACMIS Report -MR655 Part D, Utah Cases Served Statewide By Program Type, and
eREP Report ER-M-MP 650 Statewide Served by Benefit Type
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Utah Hospital Association
2180 South 1300 East, Suite 440
Salt Lake City, Utah 84106

UTAH HOSPITAL
ASSOCIATION Ph: 801-486-9915
www.UtahHospitals.org Fax: 801-486-0882

Utah Hospital Association Medicaid Budget Priorities

Continued Appropriate Funding For Medicaid ACO Payments To Hospitals and
Providers

The Utah Hospital Association (“UHA”) and its member hospitals and health
systems have been strong supporters of the Accountable Care Organization (“AC0")
model for Utah Medicaid. This legislative initiative is still in its infancy and the UHA
respectfully requests that the current funding be increased by a minimum of 2%
annually to continue this effort. UHA also requests that this increased funding be
putin the base budget to show an on going commitment to this initiative. This
minimal increase is vital to the future sustainability of the ACO model and should be
a given in the base budget going forward.

Inflation Adjustments To Outpatient Fee For Service Payments To Hospitals

A few years ago, the Legislature mandated that hospital outpatient payments
be as similar to Medicare outpatient payments as possible. Medicare has generally
increased outpatient fee for service payments 1-2% annually. Unfortunately,
Medicare operates on a different budget cycle than does Medicaid and so these
increases have not occurred on Medicaid fee for service payments. UHA respectfully
requests that equal inflation adjustments be made on Medicaid payments going
forward and that the Utah Department of Health find a way to make this work with
the different budget cycles.

Fair Inflation Adjustments For Medicaid hospital fee for service payments not
covered under the ACO’s

Hospital fee for service payments have not had an inflationary increase since
2010. This mainly impacts rural hospitals but also urban hospitals, particularly
when dealing with certain issues like retroactive eligibility. ACO payments have
increased by 2% over the last three years but the fee for service inflation
adjustments have been forgotten and not occurred. UHA respectfully requests an
appropriate inflationary adjustment,
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Expansion of Physician Residency Funding
240 physicians enter the workforce annually in Utah.

Projected demand for new physicians by 2020 is 332 annually, based on population growth, an
aging population, and replacement of retiring physicians.

Utah retains annually 125 physicians completing residency or fellowship programs.

Utah competes in a national market every year to bring an additional 115 physicians to the state.
Recruiting from the national pool is becoming increasingly difficult.

Utah’s physician shortage is more severe than most other states, ranking 45™ in patient-care
physicians per capita. Primary care is of particular concern.

Research shows that the primary predictor of eventual practice location is the location of the
physician’s residency.

Background of Utah Physicians
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ﬁ Utah Upbringing 5 Medical School in Utah Residency/Fellowship in Utah

In 2013, the Legislature appropriated $10 million to increase the medical school class size by 40
students.

With an increase of 40 residency positions, the state would additionally influence the adequate
supply of physicians in future years.

This expansion of residencies would cost $2.2 million, with $700,000 from state funds.
(Currently Medicaid spends $6 million for physician residencies.)

Intent language should be included with this appropriation to allow UMEC to “distribute
program money for graduate medical education” based on identified needs according to its duties
in Utah code 53B-24-303.
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