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>> RALPH:  I would like to call the meeting to order.  Please, everyone,  I want to do roll call.

>> Barb Polzer, community liberty connections.

>> ‑‑ Center for Independent Living.

>> I am Lu  ‑‑

>> Tanya Teglo. 

>> Mary Lou Brophy.

>> JENN:  I am going to go around the room then roll call for those on the phone.

>> Tanya Teglo.

>> Blare Boroch.

>> Jack Kane.

>> Richard Kovalesky.

>> Bill White.

>> Cassie James Holdsworth, from Philadelphia.  Disabled in action.

>> Pam Amorelo.  

>> Jenn  Burnett.  Good morning, everyone.

>> Ralph Trainer.

>> Fred Hess.

>> Steve Williamson.

>> Jennifer Howell.

>> Estella Hyde.

>> Dan Keating, representing Drew Nagle, brain association of Pennsylvania.

>> Theo Braddy, consumer 

>> Brenda Dare.

>> Arsen Ustayev.

>> JENN:  Zach, do you want to introduce yourself?

>> ZACH:  Okay.  Zach Lewis, disabled in action.

>> RALPH:  Welcome.

I would like to go over a few housekeeping rules.  I'm sorry.

I'm sorry.  People on the phone? 

>> Stu Westberry, Pennsylvania council on aging.

>> Terry Brennan from ‑‑

>> RALPH:  Is that it? 

>> Michael from ‑‑ 
>> Mary, caregiver.

>> ‑‑ Ryan Center for Independent Living.

[indiscernible]

>> JENN:  Could the people on the phone who are calling in, could you please mute your phone while you're not talking?  We are getting a lot of background noise.

>> RALPH:  It sounds like Mission to the Sea.

[LAUGHTER]

Let's go over a few housekeeping.  The public comments will be at the end.

As members here at the committee and public, we is ask you to please respect language and other people's opinions.

Microphones, when you speak, turn them on.  You will see a red light, that means it's on.  After you are done, please turn them off we can only have so many on at one time or we will have a meltdown.

Captioning will be done by Lorraine.

Cell phones, please turn off your cell phones.

Getting back to captioning, when we speak ‑‑ I know and now remember this, you have to talk slowly so she can type as fast as we talk. 

The vending machines are on the third floor and in the lobby, as I understand.

Please clean up your area after you leave with paper, cups, bottle wrappers, et cetera.

Again, for this meeting, we is ask that you submit your topics as committee members to us via the resource account.  As well as the public, and I will let deputy Secretary explain the evacuation procedures.

>> JENN:  Neal, would you like to introduce yourself?

>> Sure.  Neal Bisno, president of SCIU united care workers association.

>> JENN:  Do you have the evacuation plan with you?  Do you want me to say it?  Sure.  Come on over here and say it.  Yeah.  Great.

That sounds great.  Thanks, Marilyn.

>> MARILYN:  In the event of a fire drill, anyone that can't use the steps, just go right outside this exit door.  There is a holding area outside Janet and Frank will stay with you.  Go down staircase two.  If you go out this door out by the water fountain is staircase 1.  You can go out the back and wrap around to stair case 2.  You meet over by the train station right out in the grass by market and 4th.

Everyone just ‑‑

>> MALE VOICE:  I hate to interrupt, but there is entirely too much static.

>> PAM:  Are we having issues on the phone?

>> MALE VOICE:  Yes.

>> JENN:  Still?

>> MALE VOICE:  It sounds better now.

>> JENN:  Okay.

>> RALPH:  Okay.  Thank you.  Now we will proceed with ‑‑

>> MALE VOICE:  I am okay.

>> JENN:  Okay.  Great.

>> RALPH:  We will proceed with the OLTL updates of the deputy secretary.

>> JENN:  Not much to say about the budget impasse.  Everyone certainly must know we are at an impasse.  I don't have any updates other than that.

On Community HealthChoices, I have a few updates.  The concept paper closed Friday last week, not this past Friday but the week before.  We have over 1,000 ‑‑ over 1200 comments have come in to us and we have organizing them and going through them right now.

We are going through comment by comment and either addressing them, making changes in the RFP or the program requirements but we are using the comments to make some changes to how the program will look.

Unemployment efforts, at the department of human service have three goals that we report to the Governor's Office on a quarterly basis.

One of them is employment; that is employment across the board.

There is a special assistant to the secretary in his office, who is focused just on employment of people with disabilities and my office at OLTL, we are going to be working with that special assistant, his name is Steve Surovick.  We are, actually, identifying, for example, staff person to help us in this effort.  We believe very much part of community health choices is the whole idea of people getting to work.

I also know that there have been comments here about medical assistance for workers with disabilities, which is kind of a well‑kept secret.  There is not a lot of use of it.

We are committed to dusting that off and making sure that the word is out and people know about it.

Hearings, grievance and appeals process, we will work with this committee to make sure that we have a solid hearings, grievance and appeals process.  This is a comment I heard across the board from many of us here and in the comments we received on the concept paper.

It is very much an area we need to be working on and we want to work with stakeholders in order to get it right.

I also would mention in that topic of hearings, grievance and appeals process is the whole notion that people ‑‑ there are people out there that may not know that they have these rights and so we will be really working to educate people and making sure people have the information they need so that if we want to either grieve or ask for a hearing, they have the information to be able to do that.

We are joined by another committee member, Scott.  Did you want to introduce yourself?  Just hit the button there.

>> Hi, Scott Rifkin from Mid‑Atlantic healthcare.

>> JENN:  Another topic brought to my attention in the process of setting the meeting up is doing better outreach to hospitals and make sure hospitals know about home and community‑based services and that they are not just discharging people to nursing facilities.  We definitely will be a doing a lot of work on that and we would look to start some efforts in the southwest, which is where Community HealthChoices is going to be rolling out first.

We will be working with stakeholders out there to really get to a better understanding on the part of hospitals of what is possible in serving people in the community.

Providing parity between nursing facilities and home and community‑based eligibility requirements, this is something that we are looking at.  It is not ‑‑ it's not fully baked yet, but it is something that we are looking at.  We are doing some and speaking to other states about what they do in this area about the eligibility requirements nursing communities and home and community‑based services so that it is a level playing field.

I wanted to ‑‑ so those were some of the things that the committee came up with that they wanted to hear from us.

Today we are very fortunate and ‑‑ in that we have a presentation by Mark Gold who is a colleague of mine from Texas.

Mark has some consumers he would like to invite to speak about their experience in managed care.

I am going to turn it over to Mark Gold, who is sitting over at the table here, to talk about the experience in Texas and then we would love to hear from some consumers who are in managed care now.  Mark? 

>> MARK:  Thank you, Jenn.  It is quite a pleasure to be back in Pennsylvania.  It is ironic, actually.  I grew up in Pennsylvania.  I grew up in Erie.  We thought of ourselves more as Canadian than Pennsylvanian.  We were closer to Toronto the capitol of Ontario and Columbus of, Ohio than Harrisburg.

I want to tell you, Presque Isle is one of the most beautiful parks in the country.  I encourage you to go and visit Presque Isle there is a bird sanctuary, wine countries.  I was a lifeguard with parks and recreation.  Just a plug for Erie, Pennsylvania.

I do want to ask April Sawyer and Annie Brougess ‑‑

>> VOICE:  She is on her way.

>> MARK:  Okay.  Are we going to have April sit up front or back here?  Where will we have her sit?

>> JENN:  We can have her sit up here.

>> MARK:  Okay.

We think it is very exciting.  It is appropriate we are in ‑‑ this is the Department of Education because this is about education.  This is about sharing information and really getting to the heart and core of what it means to be a consumer in managed long‑term services supports area.

My own career I ‑‑ after I left Erie at 17, I went on and got a few degrees along the way.

I spent 30 years in long‑term services and supports in the State of Texas.

My last 30 years on the executive staff of the Texas department of State and disability services.

Texas I was in charge of Olmstead and all Olmstead activities.  I had responsibility ‑‑ we were first to ‑‑ we coined the ‑‑ we educated 60 or 70 people out of institutions along the way.

We ended up closing is 18 large ICFs for individuals with intellectual disabilities.  We had a very robust and comprehensive program, behavioral health, areas there, and then I also was responsible for balancing ‑‑

My bosses always thought of me as advocate of heart.  I absolutely am an advocate at heart.  I believe in Olmstead, all the goals, what it means for all of us to have an opportunity to live in the community setting of our choice; I think it is the key word here.  I know that what community health choice is trying to do is give people choice.  Give people the opportunities to live in a community‑based setting, to have that choice, to be able to exert and promote independence and to live integrated within their community setting and be part of that.

I know a lot of people are here from ADAPT.

I want you to know that Bob had my number at speed dial I would hit it at 2 and 3 in the morning.  I have nothing but respect for Bob.  We still have a monthly lunch.

I learned so much from him.  He is extraordinary person.  He really understands.

It started as star plus.  It has been an extraordinary program for those who don't know that program because they really focused on service coordination all of those buzzwords you hear about.  They were for real.

They really got people to be in the community.  Stay in the community and give priority to individuals who would have gone into a nursing facility to stay in a community‑based setting.

So because of star plus, because of our managed care program, to be able to keep more people in the community.  We are able to eliminate the waiting list because of managed care system.

Nobody said managed care is easy.  There are a mill job different moving pieces.  It took us a long time to perfect ‑‑ after 20 years we are still perfecting the system in the State of Texas.

For some of you all you may feel it is frustrating and you may not feel you are heard but I understand you are.  Everyone in the Commonwealth is moving as quickly as you can.  They want to make sure they are doing it right.

Therefore, this meeting is your meeting.  This is about you.  We want to make sure that your voices, your questions, your issues are being heard.

When we say integration and coordination, we want them not just buzzwords and terms, that they have real meaning.

The task for today is two individuals who are actually living the dream and they are going to share their experiences in a managed care system and what it has meant to them.

We also have an individual ‑‑ two individuals, actually, who have spent time in a nursing facility, relocated back into a community‑based system, how the managed care system was important for that.

I also want to make sure, again, it is your meeting.

I have a list of 20 points here.  I would love for us to cover.  Everything from how important is your service coordinator?  Do you use consumer‑directed services, housing, what are the lessons you would learn and tell somebody as they are developing a system?

What would you tell a colleague as or a peer or friend if they went into the system.

Make sure your voices are heard these are your decisions not mine.  I am just going to keep the conversation going.

So this is very exciting.  I think we should get started.

We have an hour and 40 minutes; however, if we don't take an hour and 40 minutes, we want to make sure that everyone is heard and has the opportunity to ask those important questions.

If someone can let me know when Annie Bourjos does come ‑‑

>> FEMALE VOICE:  She should be here any minute.

>> MARK:  Okay.  Great.

We will start off ‑‑ I have asked ‑‑ I had the pleasure of introducing April Swayer from the State of Arizona.  She came from Arizona all the way here today.  I've asked her to at least start off giving a five‑minute, very high‑level overview of who she is, how she ended up in the program in Arizona's program, describe a little bit of Arizona's program and then we will go into some facilitated questions.

April? 

>> APRIL:  I am April Swayer, I am a 48‑year‑old woman from Arizona.

I've been in the systems for about 20 years.

I have heart disease and am waiting right now for a heart and lung transplant.  I have dealt with a whole range of things with that.

I have an extensive background.  I am a nurse practitioner.  I had a young son who was ill with all of the same conditions I have, hereditary.  Went through an early system in Arizona where we didn't have the community‑based stuff and things were much more difficult at that time to acquire than they are now.

I've watched over the years as I have dealt with that and owning a company ‑‑ I did Hospice work for many, many years.  Dealt with insurances with that and nursing homes and spent a stint of time myself in a nursing home after a stroke and some other disabilities happening.

I thought that was going to be my life choice was the nursing home.  At the time I was very young and the thought of being surrounded with elderly people who I love.  I work with them a lot.  It didn't fit in my idea of a productive lifestyle for myself.

Community stuff was going to be cut off, choices cut off and the thing I can say about the programs ‑‑ we went from a Community‑based where it was county‑to‑county‑run program to a company now that we have a shared bridgeway and mercy care.  My county falls under bridgeway.

I have been with bridgeway for the last several years since they took over and the quality of my care has gone through the roof.  I live ‑‑ I have lived up until just recently in an apartment on my own.  I had the ability to go places, do things.  The medical services that I have gotten have been very easy.  We have a very extensive case management system with bridgeway.

They come in and do home assessments.  They come in every three months to do home visit and check‑ups to make sure that our care is continually rotating and the direction of things that we need.  The services and the people that I deal with is genuinely fantastic.  They are very motivated to make life better for those in the system.

So, um, basically, after all the years of dealing with things, I am finally in the situation where I can live and do things and bridgeway has informed me recently that they are helping me with the co‑pay costs and things for me to have my transplant.

I am also waiting to see a specialist on the 5th, after I get back from this to have a heart pump put in.

They are making sure that everything that Medicare doesn't cover, they are taking care of and I don't have to worry.

>> MARK:  Okay.  Thank you very much.

We are very happy to have Annie Bourjos here.  You are from Pennsylvania.  You are part of the LIFE program.

>> Annie:  Yes.

>> MARK:  Before we ask questions I thought we would have you give a five‑minute introduction, who you are and how you ended up in the program.

>> Annie:  Okay.

Good morning, everyone!  How is everybody doing.

>> AUDIENCE MEMBER:  Good!

>> Annie:  That's good!

My name is Annie Bourjos.  I went to Einstein hospital.  I was sent into the nursing home in Germantown at LIFE.  I was very, very sick.  I was in pain, tremendous pain!

They had to give me morphine kill the pain.  The morphine didn't do good.  I was still in very bad pain.

They took care of me at the Germantown nursing home.  I thought I would never get well.  I couldn't walk.  I couldn't turn around.  I couldn't do nothing for myself.

You know, it's a God above that looks down on you, if you are sincere and want to healed and get well.

They took care of me.  They did a lot of exercise for me and did a lot of stuff for me and they were so nice to me.

I was so shocked.  I said, you know, because I didn't want to go to a nursing home because I heard a lot of things about nursing homes.  It was not true.  They were very good to me.  They treated me nice.

Then I wanted to get well and be on my own and be independent.  When you are independent, you are ‑‑ you want to have that again.  You don't want to be held down.  Amen!

I was used to going and going and going places and doing things.

I wanted to get out of the nursing home because I was the President of the nursing home.  I helped elderly people, especially the ones that were 97 and 98, I made sure that they had their appointments and everything.  I went to the social worker to help them.

I told them I wanted to be independent and go, like I used to go.  The nursing home had allowed me go to church by myself.  They said, you can go by yourself?  I said, of course, I can go by myself!  They taught me how to do things.

After that, I wanted to be more independent.  I wanted an apartment.  I didn't want to be in a room with a lot of people sleeping and everything.

They introduced me to the LIFE program.

I want over there, I liked my efficiency.  I began to walk more.  I can walk but sometimes I get tired.  I have to rest.

So I use my wheelchair.  I call it my Cadillac.[LAUGHTER]I move around a lot in my wheelchair a lot of times and I use my cane and sometimes my walker.  The LIFE program had offered me a lot.  I have my own money now.  I can shop by myself.  I take CCT and go shopping.  I go to the super Wal‑Mart.  I go to restaurants.  I am just a free spirit!!!

[LAUGHTER]

I am so happy.

[APPLAUSE]

they did a lot for me.

I am 66 years old.  I thank God I am not senile.  I keep myself busy.  I read a lot.  I go a lot.  I like people a lot.  I like to talk to them.  I like to share my experience with them.

you know, I said, you know, this helps you from not being senile.  You have to keep yourself busy.  You have to keep on the move.  You can't stay still because if you stay still, you won't move.  You won't get up.  You have to keep on moving and keep on trusting the Lord!

I love the people at LIFE because they have helped me a lot and so far I have been blessed.  People have been helping me.  They have treated me really nice.

I haven't had a bad experience.  I think that ‑‑ they put my picture up on the poster.  Everybody kind of got mad and they picked you out of all these people they picked you?  I said, I didn't have anything to do with it. 

I really thank God for everything they have done for me I am so happy I am in my right mind.  I can walk.  I even dance.  I dance at the center.  I can go too!  I can go real low down!  They say, How can you do that?

[LAUGHTER]

I thank God because I really have prospered a lot and I learned a lot.  I am thankful for my director.  She makes me feel good.  She dresses so nice!

she makes everybody else dress nice.

I don't want you all coming in your gown or house shoes.  You dress up!

I felt good.  I got my dignity back.  I got my hope back.  I got everything back.  I just love it!

thank you very much.

I hope I didn't talk too much

[APPLAUSE]

>> MARK:  I LIFE may think you are too shy and it brings out your personality a little bit.

As you can see, we are going to have a fun conversation today.  A lot of good experiences.

Again, as I go through my questions, if you have something to add, please share that.  I don't think there is any shyness in this room right now, which is good!

[LAUGHTER]

Perhaps you and I can go dancing afterwards.

>> Annie:  I can go down!

>> MARK:  Probably better than I can at this point.

Let me just ask, what were your most significant obstacles to living in the community?  Really, the top obstacles to community living.  Let's start this time with April? 

>> APRIL:  Housing was my biggest thing, I think.  Finding adequate housing and availability.

In our state there are separate programs.  They are not tied together.  Finding housing was my biggest thing and having a medical team that could assist me in what I needed to take care of myself because I am very ‑‑ I am a big advocate for being proactive in your care and knowing what is going on with every angle of things.

Finding a team that was willing to work with that was the hardest.

>> MARK:  Did your program help you find housing? 

>> APRIL:  Yes.  Yes.  They have extensive contracts with providers.  All I had to do was talk to my case manager and she assisted me in finding people.

>> MARK:  Do you know if it was public‑financed housing?  Voucher?  Section 8 type of housing? 

>> APRIL:  We actually have a tax credit program.  So I had a tax credit program that I entered.

The medical stuff, the bridgeway helps with all of that.  They don't have a lot of programs and information to help you with the housing, but they are always willing to make phone calls and check on things and make contact for you; that's something I always appreciate that goes above and beyond. 

>> MARK:  Great.  We were going to talk about housing further on.  Sir?

>> THEO:  I have a question for Kelli.

You stated that bridgeway helped you with everything that Medicare ‑‑ can you give me some examples of that? 

>> APRIL:  Medicare does not provide shower chairs for safety in the shower.  Bridgeway did research and found that it is better to bribe them and prevent a lot of accidents from happen them.  So they provide that.

They also helped me with outfitting my home with shower bars in my bathroom and speaking to my management company when I was in the apartment to make sure that things were wheelchair accessible.

When I am not doing as good as today I am either in the wheelchair or walker.

They stepped up and paid for a lot of things that Medicare doesn't.

They are also in the process right now of doing a pet visit program to bring service animals in for people to have visits on a regular basis to kind of promote some well‑being and thoughts.

They also provide services with our human health services for art therapy and things that Medicare generally won't cover.  They provide those things. 

>> MARK:  Let me just ‑‑ if I can just put asterisks to this conversation.

One of the beauties of managed care versus fee‑for‑service is that organizations add value‑added services.

These value‑added services are not being paid through capitation rate or by reimbursement.  It is just something that they add in addition because they know it helps the individual; that's, I think, what you are referring to.  These are value‑added services that bridgeways, okay.  Medicare is not paying for it.  But we know it's going to help reduce falls.  We know that it will help keep the individual safe.  We will benefit in the long‑run if we buy this $19.95 stool rather than saying nobody is paying for it.

We will talk more about value‑added services and I want to make sure that everyone has an opportunity ‑‑

>> THEO:  I have a follow‑up to what you just said.  Are those value‑added services defined or is it days‑by‑case?

>> MARK:  It normally is.  CHC right now is going through this process.  Usually during the RFP process when people are bidding to do the program, each managed care organization then usually identifies which value‑add services they want to include.  So it's case‑by‑case.

I want to ask Annie the same what were the same obstacles to moving into the community?

>> Annie:  Well, most of all, I wanted to walk again because I was very ‑‑ I was paralyzed.  I couldn't do nothing for myself.  I wanted a home like I used to have I wanted medical treatment because I had lost my treatment because my medical because it wasn't enough.

Now LIFE had offered me medical treatment to take care of myself.  A lot of things that I didn't know because I had cancer.  A lot of things that, you know, they offer you I didn't know about.  LIFE enlightened me on that through their Medicaid, through their system.

My options were trying to walk and have a life again.  I wanted to have a life again.  I didn't want to be held down because, you know, we are human beings.  We want to do things.  We are not a machine that you press a button and you move.

We move because we are human and God gives us life to do things.  I was glad I was back doing things again like I used to.

That was my most important thing.

>> MARK:  Great.

>> JENN:  Mark, do you mind if I do a little advertisement here?

>> MARK:  Absolutely.

>> JENN:  Annie is talking about the only managed long‑term services.  The long‑term inclusive am program for the elderly.  It is managed care that uses both Medicare and Medicaid to provide an all‑inclusive situation.

So Annie has been able to take advantage of our LIFE program in Philadelphia.

>> MARK:  I've heard wonderful things about the LIFE program.

The next question ‑‑ and you touched on this, Annie, a short recap.  You were in a nursing facility.  You wanted to move out of the nursing facility to live back in the community.  Again, I think it needs to be said in front of everyone, this is never a slam on nursing facilities.  Nursing facilities do a great job for what they are supposed to do.

The role of the nursing facility is changing.  It's been changing over the last 20 or 30 years because the idea isn't you just go into a nursing facility and stay there forever.

Again, it's individual choice.  For some small people maybe it is a decision they make but most individuals want to move out and relocate back into a community‑based setting.

I will ask our panelists again, you already touched on this a little bit.

We know the nursing facility was part of the community living.

Can you tell how the LIFE came in and helped you move from the nursing facility back into the community?  How were you made aware that you even knew that LIFE was an option?

>> Annie:  Well, I was in the nursing home.  I talked to my social worker I said, you know, there is nothing more for me to do here for you to help me.  I feel good.  I am all right.

I said, I want to move on.

I said, I want an apartment, housing.  She said, I got something for you that you would like.

So, um, they put me in LIFE.  I have been in a lot of programs but I didn't like it because they didn't offer you nothing.

Sometimes you have to be careful in what programs you choose because they don't have a lot to offer you.  They just keep you there and you just be still a lot of times and they don't have good programs.

They showed me the housing where I would be.  They bought me furniture.  I didn't have anything.  I got everything.  They brought me furniture and food.  They said, you will stay here for two years until you are cable of moving on.

So I said, Okay!

I was approved.  I was independent and could be on my own and go on my own.  They helped me out so much.

I liked it, like, because they offered a lot of programs, a lot of singing, a lot of medical things.  They always let you not go alone.

They have escorts going with you.  The escorts they send with me are always looking out for me and I was glad.

It was really nice.  I really liked it.  It was a program that I finally liked and I enjoyed.

So they really, as they say in the world.  They really hooked me up good!!

[LAUGHTER]

I liked that.

I am grateful to the program that I went this way because that was the best housing I everybody had.

I used to live in a senior citizen building; that wasn't too good.  Everything was so nice the way I liked it and the way they took care of me.  I appreciate that.  I will never forget them for that.

>> MARK:  That's wonderful.

You mentioned and I think it is interesting.  We did it in Texas.  It is a separate program and adjunct to independent living.  We had set‑aside moneys to help pay for ‑‑ a lot of people had been in nursing facilities for a long time.  They lost community supports.  They don't have furniture.  They don't have the Ajax, cleaning materials, sheets, food.

This is, like, one‑time payment to get household set up.  It sounds, exactly ‑‑ we called it transition to life funding.  You all probably call it something different.  It's the idea to help set up a household.  I am glad you mentioned that; that's a very important part.

April ‑‑

>> RALPH:  We have a question from Brenda please.

>> MARK:  I'm sorry I didn't see that.

>> BRENDA:  What programs were you part of that you didn't like before you found LIFE?

>> Annie:  I was in a program and I didn't like it because we would have, like, different classes but some of them were not for me.  A lot of them were not for me.

They had anger management and; that's one of them I remembered real good.  They gave us other programs but ‑‑ I didn't care for it too good because it deposit be have nothing to offer me.

They would come to my home when I was sick and I wanted to move and they couldn't do it.

They got me with PAC.  They were pretty good.  They helped me fill out forms and things and whatnot.  LIFE brought me alive.  Brought my old self out and helped me live again.

The other programs were, like, I was slowly dying.  I didn't get what I needed from them.

I like LIFE because the program takes us on trips and take us so many places.  I feel like I am alive again.  I am in the community again.

Before the other programs, I didn't feel like I was in the community again or alive again.

>> Brenda:  Okay.

Were those other programs when you lived in the senior high-rise?

>> Annie:  Yes.  When I lived in the senior citizen community.

>> Brenda:  Thank you.

>> FEMALE VOICE:  We heard a lot about the positive angles of these programs but what in your minds are some of the challenges that still have to be overcome in the programs and what suggestions do you have for people to be able to overcome them and what changes would you make to the programs to make them better? 

>> APRIL:  For me, in Arizona, things are a little bit different than with how they are here with the program that she is in.

We don't have programs set up for people that are younger.  We have a lot of programs set up for the elderly community with disabilities for me, one of the things bridgeway ‑‑ I should have told you earlier ‑‑ I am the president of their advisory commission committee that we have there and in answer to your question, there are ‑‑ they are trying to bring in more things that encompass the younger community of people with disabilities.  We are a large committee in Arizona.  I think that programs more all‑encompassing that help with housing.

In my situation, in answer to your question, when I was in the nursing facility, the (Tammy).

Everything has to be pieced together with separate communities like our DS program, our food stamps, housing and things like that.   

The nice thing with long‑term care and bridgeway had a case manager that pulled all of the agencies together to come and help to help me get book into the community, which I wouldn't have been able to do on my own because, like my panel member here, we ‑‑ neither one had anything.  I lost everything when I got sick; the home that I had, all of my belongings, everything.

The programs, the way they did it at that time was they took the majority of your disability check and left you with just a small fraction.

So trying to have any moneys to go back into the community or have supplies or the things I would need to home base setup, I didn't have.

If it hadn't been for the agency helping me to pull together everybody and get community assistance, I would still be in the nursing home.

>> MARK:  Anything from you, Annie?

What still needs to be done in terms of the LIFE program, do you feel?  Is there any aspect missing at this point?  Do you feel the program's ‑‑

>> Annie:  I believe LIFE program is complete.  It's really nothing no more they could do for you that they do everything for you.  They make you ‑‑ one thing I like about it, they don't treat you like a handicapped person.  They treat you where you can be very much on your own and stuff.

They don't try to hold you back.  They try to encourage you in a lot of things.

I had liked that because a lot of programs try to hold you back.  They don't want you to do this.  They don't want you to do that.

LIFE took a chance.  They took a chance on me.  I liked that about them how they treat you.  They make morale go higher.  Sometimes they treat handicap people not right they treat them like handicap.  A lot of people out there can do a lot of stuff that are handicap.  You would be surprised.

I just thank God that think took a chance on me and many other people to give us life again.

>> MARK:  Let me ask you this, Annie, does your program have a service coordinator?  Is there one person that you can go to resolve all of your issues that you talk too?  Sometimes you call them a case manager or service coordinator.  Do you have one person?  Is that person ‑‑ if so, has that person been crucial to your success?

>> Annie:  Yes.  We have many people that we can go talk to.  We have the chaplain we can talk to.  The social worker, the nurses that talk to us.  We have psychologists.  I didn't like the idea of talking to a psychiatrist because I felt like they mess with your mind, but she was so nice and everything.  You can talk to them.

I had a fear.  I had the fear that I would be on more medication if I would talk to the psychiatrist.  You can talk to people in LIFE.  You can even go to the director, the doctors you can talk to if you have a problem.  Everybody is concerned about you.  They hear you out.  They try to help you.

>> Ralph.  The.  We have a question from Fred.

>> FRED:  Actually, this is for you both in Texas and Arizona.  I have a couple questions. 

Over there did you guys choose the community first choice option and if you did in your states, how is that working?

Also, did you carve out any disabilities like the ID and DD disabilities during your perspective states when it came to managed care? 

>> APRIL:  In my case, yes.

I have been involved in a lot of this from the legislative standpoint when we went through the change and DD has a specific program.  They have a lot of special things set up to have more services that are more tailored to the community that I find wonderful.

Where I am from we are we are called the sunbelt.  We used to have a living center that provided training and things for people, two of them from institution into home environments and then from there to kind of transition into home living and recently that has shut down because the DD program has become so advanced that the training center is not needed anymore.

>> RALPH:  What about the community first choice option? 

>> APRIL:  I choose it because when we were doing direct paid positions, it was hard to find positions that would take it. 

It was ‑‑ by community first choice, what I am talking about is, we have three dates we have to be placed into a nursing home, but you have no time limit whatsoever to be placed back cover back into your own home setting.  They can keep you for as long as they well please.

Earlier we came up with a community first choice option and were shut down for it.

Do you have a program similar to community first choice to where we can get out into our homes just as fast as we can get into a nursing home type of situation? 

>> APRIL:  No.  We don't have that setup. 

>> MARK:  Ask for clarification when you say community first choice it has a real connotation to me.  Are you talking about the federal state plan amendment program?

>> MARK:  It is a 1915c called community first choice came about with the Affordable Care Act.

>> FRED:  Right.

>> MARK:  In the State of Texas I can tell you we implemented community first choice.  It's just ‑‑ the first people who gotten rolled were just a couple months ago.  It takes a while to go through the CMS Medicaid and Medicare services program process.  They are just getting ‑‑ in fact, I was in a meeting in Austin a couple days ago about it.  They are just starting to get their first enrollees with that program.

>> RALPH:  Can I ask a follow‑up on that?  What were the stumbling blocks for that?  It sounds like you had it in place but it's still not active?

>> MARK:  It just ‑‑ you know, most of us ‑‑ any self included you flip a few switches Sean you have a program.  It doesn't work that way.  (and).

One, you want to do it right.

Two, you want to do as the Commonwealth is doing now.  Have these types of meetings.  No one wants it talked down.

Believe it or not, people who work in state government want to know what is going to work for you.  These programs are about the citizens of the state or a Commonwealth.  You want to make them real.  It takes time to get the feedback.  You go back and forth.

I swear ‑‑ it wasn't until the balancing center program that I really learned this after 30 years, just making IT changes that is a couple years in and of itself.

I mean, the IT making sure you are collecting the right data to evaluate it, you can develop your evaluation, getting the right promulgated laws, that can take a couple years.  Writing policies, making sure everything flows the way it is supposed to flow, setting eligibility, making sure you have service providers making sure everyone is trained and people are informed.

I mean, these take years I know that sounds horrible.  Everyone says we will do it in six months.  You think, No!  It's not going to happen in six months.

Unless you are being a dictator and sort of dictating ‑‑ even then, just getting ‑‑ these are such complex programs.

I want to make sure that the individuals who are being served are being served appropriately.  Seeing the services they need, sufficient for the state.  Most importantly, the consumer is getting what they want.

It just takes time.

I know it is a terrible answer but it's just ‑‑ it just takes time.

>> Fred:  You have community first choice and it works.  It took time but it works.

>> MARK:  It is our understanding that it is starting to work.

For the State of Texas, which could be different for the Commonwealth of Pennsylvania, we had a very long ‑‑ we call it entry lists.  A waiting list for IDD services.

On the physically disabled side, managed care pretty much took care of all of that.

For IDD, ‑‑ so the idea is it will really help people instead of waiting 9 or 10 years for services to get services immediately.  It is an entitled program ‑‑ what it means is the state is liable for people to meet the criteria.

The question states are grappling with in looking at community first choice even though it is a 6% pump up in the percentage but I am glad I talked to you about that after ‑‑

I would like to ‑‑

>> Cassie:  For additional funding even your in‑home hospital you apply for anything federally from the ‑‑ applied for Medicaid for everybody.  It all helped to be able to serve everybody with a disability in Texas.

Is that true?  I mean, he said everything.

>> MARK:  Well, there is certain criteria with community choice it is a decision the Commonwealth will have to make.  Every state has its own issues.  It is an entitlement program.  I have to stress that.

>> Cassie:  It is the thing I understand politically.

>> MARK:  Entitlement program means regardless of appropriations everyone must be served.  It is something people have to make sure, do you have budget certainty, is it cost effective, can your state afford it?  Those are the questions I get.

>> CAS sixty.  Every state should be by now working for it.  If they see us as people.  We are sitting at a table supposed to improve programs and give input.

Yet, a state is grappling with whether to free us or not depending on our impairment, basically that is what it is.

I just, all these years.  30 years of working on this stuff in my adult life.  I still find it offensive they are still working on freeing us.

Depending on our impairment, of course, ‑‑ it still doesn't sound nice to me.  It is not your fault.

>> MARK:  I would be glad to talk to you about it.

I would like to get back to our panelists and talk about relocation.

>> Cassie:  Sure.

>> MARK:  I did ask Annie,, I want to ask you April.  Do you have a service coordinator?  The one person you can go to and how is that person important to your program? 

>> APRIL:  I have a case manager, is what we call it in Arizona.  I am lucky because in the program before bridgeway, she was my case manager and was able to continue to be my case manager when we went into bridgeway.

She is my go‑to for everything!

We have a one‑stop person.  She sets up my care plan, takes care of all of my issues.  I can call her at any time.  They are very quick at responding we usually have a call‑back always.

>> PAM:  The people on the phone, can you please mute your phones right now.

>> JENN:  Those on the phone please mute it.

>> THEO:  Before you move on, can I ask a question?

In Texas do the managed care organizations provide service coordination or do you contract it out to other entities?

>> MARK:  The star plus model uses service coordinators that are employed by the managed care organization.

>> THEO:  And you, based on your experience, you find it works best?

>> MARK:  I can just say what has worked for the State of Texas.  Each state has different models on what works with their demographics, their population centers, the way they historically been set up.  Each state has to make their own type of decisions.

In the State of Texas, we really didn't have real case managers in our fee‑for‑service, case managers in fee‑for‑service ultimately became paper pushers and filling out forms.

The idea was to get a real person, who is a real service coordinator to go across the long‑term services, be the go‑to person to coordinate and integrate.

It was really a new feature.  At that point in time, when we designed the system back in the late 90s, it seemed best to work with the managed care organization.

Different models work, regardless ‑‑ again, what is going on prior within any one state.

>> Tammy:  I have a question.  Basically, anyone can take a ‑‑ one of my questions is, something I don't seem to understand yet is you are saying everything is connected, everything works (TANYA:  ‑‑ in the system we with working with now, you need doctors, still need to go through your insurance company to get it all done.

Your service coordination agencies do not do that for you, it's your responsibility as independent adult to take care of your own healthcare.  And your own healthcare needs as far as your doctors go, as far as getting your own medical equipment and stuff like that, you have to go through your doctors first and then maybe through your care programs and stuff.

Basically, what I want know is, maybe it is an insider's question, but how did all of that get linked up together so that it worked?

Who is overseeing everything to make sure that everybody is getting everything they need through, like, all these individual entities like they are now when they become one big thing?  Do you understand what I am asking?

>> Mark.  Kind of.

You want to know in the fee‑for‑service world there are independent silos.  These silos don't talk, there is no coordination of activities, every effort seems to be an individual effort and there's always been an issue in fee‑for‑service about finding ‑‑ actually, it was going to be a question about finding primary care physician.

I am going to ask April because I think she understands the question. 

>> APRIL:  I want to tell you, we still have to make those same activities.  We still have to be active in making the choices and looking for the things, but it's made it easier with having the company taking care of things.

I still have to choose, you know, I still have to be active in finding my equipment and asking my doctor for things and doings those things, all the regular stuff we have to do in our healthcare.  It's just made easier with bridgeway because they follow kind of Medicare's guidelines but they step outside of that, like I was saying about the shower chair.

They provide, when I don't know where to go with something, they have the answers.

So it's ‑‑ they are very assistive in helping you be more ‑‑ I guess more independent in your choices and how you do things.

You don't have ‑‑ you are not shut down as much as you are when you are doing the community program like you have now.

Does that help a little bit? 

>> TANYA:  It sort of does.

I have to be honest, with what I am hearing here today, a lot of it seems like, you are almost going at it from a magic key sort of approach.  A magic key opens one door.

From a philosophical and thinking standpoint, the way systems are all divided right now and the way the medical industry has become such a competitive industry in their business model industry, I just don't know if I see this working out the way everybody thinks or says it will because it's like ‑‑ I don't know.  Medicine has become more of a business to me than it actually has about helping people.

And I think when we are talking about letting insurance companies have more control over care and everything, you are going more towards that instead of what people individually need.

I really want to be able to hear and want to be able to see what the safeguards will be put in place for people to make sure that they are actually getting what they need as individuals before they moves forward in Commonwealth of Pennsylvania.

I feel as a subcommittee, if we don't do that, we are the people who rely on the services down the line a huge disservice because we didn't do our jobs.

>> MARK:  If I can respond to my friend from Erie, Pennsylvania, then I will ask Annie.

I am not sure there ever will be that magic, magic recaller that solves all issues.

I ask tell you, after 20 years of experience in the State of Texas, the idea of service coordinator trying to get away from ‑‑ putting certain requirements on it, having one true person who is your ombudsman and trouble‑shooter, making things happen for you when you are having difficulty arranging those things, that is something fee‑for‑service does not have.

You mentioned, a few times, I heard you talk about medical care.  You have to remember, we are also coordinating long‑term services and supports, which is very different for medical care.

The service coordinator helps bring in ‑‑ this is not a medical model program.  It is a social functional model program as I've learned very well from Bob Kauffman, many decades ago.  We are not talking about a medical model.  We are talking about a functional social model.

Managed care helps to move away from the medical type of model.  Yes, there are medical issues that all of us have to deal with in life.

It is also that part of us, keeping us in ‑‑ making sure supports are there, making sure attendants show up, making sure that all of the services we need to live in the community, all of us, are there and functional; that is something that managed care, at least in my experience in the State of Texas, that's what service coordination, that's what the integration and coordination is accomplishing.  Is it perfect at this point in time?  No, of course, not.

It is tempting to break down the barriers and I don't want to get into the conversation.  This is really going to be about the panelists conversations.

I know you will have further conversations about dual eligibles and all of that, but when individuals have, are for Medicares are dual eligible, if they can line align both Medicare and Medicaid provider from the same company and making the coordination there, so that everyone knows what is going on with you as a ‑‑ the fee‑for‑service world does not provide that.

I once heard someone say fee‑for‑service gives you a Medicaid card and they ‑‑ [indiscernible]

Managed care is, we will assist you.  We will navigate and get you those activities.

I would never say to you it's going to solve all of the problems of the planet, but it does solve a lot of the issues there.

I am going to ask ‑‑ you said something too, I will ask one of our panels because it is very, very crucial.

You mentioned that ‑‑ what they tell us to do and how do ‑‑ CMS has been working very, very hard over the last several years to promulgate a rule ‑‑

Really it is a concept that comes from the IDD world intellectual developmental world person‑centered planning.

The idea that you go through an assessment process.  You tell that individual what you want and how you want the services delivered.

So I want to ask our panelists, do you feel your assessment process was fair?  Was it a person‑centered plan?  Were you able to tell them what you wanted?  Your goals?

>> Annie:  I'm sorry.

We had to go through the doctor's first.

At first, I thought I could just tell that person who was over that or in charge of it and get what I want.

I couldn't understand at first why we had to go through the doctor, but later on it made sense.  Everything that we wanted, we had to go through the doctor because he knew our medical history and whatnot.

Some people it's sad because they don't know their medical history.  They only know what is wrong with them.  A lot of them don't have a mind to acknowledge what is going on.

We have to go to a doctor and they must tell them.

I go through the doctor and, um, things that I want they say I have to go through the doctor.  I go to him and I talk with him if I want my medication cut down.  It is too much medication I was taking per day.

I was taking 22 pills per day.

The doctor cut me down to 8 pills a day.  I was glad about that because I was glad that I went to him.

A lot of times you have to speak up for yourself.  You cannot just say, you know, let everybody handle your business.

Sometimes you have to go to the source that they tell you to go to, to help you, and you've got to follow it up.  You have to keep on top of everything.

I think it is a good idea because they don't want to make a mistake in giving you something and you not supposed to have it.

LIFE program, when you do to the doctor, he gets on the case right away.  I got a lot of things that I needed for my shower and to go to the lady's room.  A lot of stuff I got from the doctor's signature.

At first I didn't think it was right, I had to go to him, but there is a medical reason for you to have these things because a lot of people get things unnecessarily pause they see another person having it.

You have to go through certain channels.  It's just like you go to the hospital, you can't just go see the doctor.  You have to go to a receptionist or see somebody before you see the doctor.

We have to go through different channels before we get to the source.

I wanted an electric wheel chair.  I said, why do you want to get my an electric wheelchair?

She said, Annie, you must use your muscles, because your muscles will stop on you and you won't be able to do anything.

So we must give you a manual wheelchair, everything manual where you can use your muscles.

I kept asking them and kept asking them, no matter what I asked my therapist and they wouldn't give it to me.  I can work it now so I'm glad they gave it to me.

>> MARK:  Can you schedule when your attendant comes in to support you during the day?  Do you have an attendant that helps you get ready? 

>> ANNIE:  To clean?

>> MARK:  Yes.

>> ANNIE:  I have an attendant that helps me clean.  I cannot bend down too much to clean the floors and the refrigerator.

The shower, they send me an attendant because I am scared of falling and I may slip on the detergents or whatever.

They send me an attendant to help us out.

>> MARK:  Do you get to schedule when they show up and how much time.

>> Annie:  I have the judgment.  I get one every Friday to help me clean and whatnot.  I don't let them cook for me because I cook my own food.  I like the way I cook.

>> MARK:  That's good.

Let me ask the same question ‑‑

>> RALPH:  Jennifer has a question.

>> JENNIFER:  I just had a question for the participants.  Before you were in managed care, did you have any type of services through a waiver? 

>> APRIL:  No, I didn't have any services.

>> MARK:  I can tell you in the State of Arizona, they were the last state in the country to join Medicaid.  They went to a managed care program immediately.

They never had waivers and fee‑for‑service the way Pennsylvania has it or Texas had it.

>> Jennifer:  And ‑‑

>> MARK:  Let me ask you that question, April, about person‑centered planning and your assessment process.

I don't know if you have attendants or staff come in.  Do you get to help ‑‑ did you Gough through a person‑centered planning process?  Do you get to help dictate how much you want and when you get it? 

>> APRIL:  With ours, they have, like, a system where they go through and find out what your needs are.  It is individually‑based, person‑to‑person.

So, like, I need assistance with showering and dressing, with home care.  I get what is called attendant care, which is a broader spectrum of services for my home care.

They do it based on time, how much time you need for each particular thing like washing dishes or showering.

So you get 22 hours a week of attendant care that's divided daily.  So I get 7 days a week care.  Someone coming in and ‑‑ in our state I sat on a steering committee, similar to yours, we set up a program for what is called CDC which is our consumer directed care.

I actually hired in instead of using an agency.  Most of our home care is provided by agency.

I was able to hire in and choose my own person.  I set up my own schedule with that.

I can say what time of the day or how my services are provided daily.

It's very freeing.  You have a lot of choice in doing that.

>> MARK:  Is everyone on the committee familiar with consumer‑directed services option?  Is everyone familiar with that?

(Nods of head).

>> MARK:  Annie, do you use consumer‑directed services or just the agency model? 

>> ANNIE:  I used to use an agency for cleaning from PAC.  They would send me somebody to clean and cook and help me with whatever I had to do.

When I got to LIFE, they had a program where they send people out to help cook, clean or whatever, to go on appointments, to the doctors and stuff like that.

I have found it to be good.  Sometimes we need that.  We need somebody to help us out, you know.  It is something that we cannot do.

>> ANSER:  I believe in the State of Pennsylvania you cannot use consumer‑directed model in the LIFE program.

>> JENNIFER:  I have a question.  You said you worked in the State of Texas, I believe?

>> MARK:  That's correct.

>> JENNIFER:  Did Texas have a waiver system before they went to managed care?

>> MARK:  Absolutely.

I believe ‑‑ I Haiti am so old that I helped develop a lot of those waivers.

We had, I believe, at the end, maybe seven or eight waivers we didn't use an age level on it.  Regardless of your age.

It is called community‑based alternatives.

Then we have four or five waivers for individuals with IDD depending on different nuances with IDD sort of world.

We had children's waiver called medically‑dependent children's program.

So, yes, we had a traditional 1915 (c) plus a few state plan amendments, but we had those waivers that started growing up from 1985 through 2000.

Of the individuals in star plus, the physical disability, they migrated from the waiver to star plus, the managed care program.

Did I answer your question?

>> JENNIFER:  May I ask a follow‑up question?

>> MARK:  Of course,. 

>> JENNIFER:  How long did you take to move from the waiver system you were on to a managed care system?

How long was that in the State of Texas?

>> MARK:  You have to understand, again, that Texas was really one of the first managed care states in the country.  We didn't have a lot of people to learn from.  So it really started as a very small project.

In Houston ‑‑ I shouldn't say small because Houston is the fourth‑largest city in the United States.  We have 254 counties in the State of Texas.

It took from the time of going from the Houston pilot to statewide ‑‑ again, Texas is a very large state.  The first big state expansion about four or five years.

For managed care organizations and consumers it was a learning experience and for the state government.  So we tested it there for a couple years before we started expanding.

>> RALPH:  I have questions from Neal and Steve.

>> NEAL:  Back to the issues that were discussed around home care attendants.

I am curious from the participants or from Texas' experience, do we know what the examine conditions are for workers moving to managed care is there any efforts to ensure consistency workforce, lack of turnover, workers  providing care have living wage?  Health insurance?

Is there any data on that or experience?

>> MARK:  April? 

>> APRIL:  In our state, yes, we have programs that just started recently for the caregivers coming in, programs for education.

With the CDC program I am in, I actually educate my worker when she comes in beyond what training she may or may not already have.

I am, actually, I have fortunate that the situation I live in now, the person who's providing my services to people, the two people, the one is, actually, the management of a home health company.

So I get services a little better than most do.  She is already educated beyond anything I could teach her.

They do have things to help us assist and make sure there's ‑‑ they are doing competitive waging so that our program good.

I am able to determine the wage my caregiver gets we pay higher than the agencies are paying.  It means we get better‑quality people if we are hiring outside.

Our family providers are also getting paid.  Then we also have respite care for situations like this.  My normal caregiver I have during the week could not travel with me, so I have a respite care provider with me so the State is helping me with my respite care.

Does that answer for you?

>> NEAL:  Largely, yes.

>> MARK:  Do you have anything to add, Annie?  Are you familiar with the structure with direct service workers and how that was put together? 

>> ANNIE:  The ‑‑

>> MARK:  Your direct service worker that assists you, are you familiar with her benefit package and reimbursement? 

>> ANNIE:  No.  Not really.

>> PAM:  I can ‑‑ if I might add, so my organization has a LIFE program along with many other service levels.

We have very, very little turnover in our direct care service workers.

I also wanted to mention, while we do service coordination ‑‑ Hi, Annie, how are you?

It is through inter disciplinary service of people.  When Annie talked about the doctor, social worker, transportation coordinator and home care, these people really come together as a team to support and talk about the kind of care and service that individuals need.

It is a little bit different model in the LIFE program.

>> MARK:  I just want to say that Texas is a non‑union state.  The workers who provided care under fee‑for‑service are providing care under managed care in you terms of turnover and all of that, you have to ask the State of Texas what that is looking like.

>> NEAL:  The reason I raise it, LIFE experience is different ‑‑ but the current experience at least in Pennsylvania and certainly it has been directive, also agency model, most of the attendants until Affordable Care Act and Medicaid expansion don't have access to health insurance for themselves and families, struggle with enough hours to string together enough hours but different consumers to provide for their own families, often are not paid what we consider living wage.

It is a set of issues we can tackle together because it's a huge workforce, obviously.

Certainly a place like Arizona and Pennsylvania with big senior populations and large populations of people with disabilities.

It's an issue I think some of us would argue should be front‑burner not ancillary issue.

The relationship between consumers and attend abets as we heard is crucial for the quality of outcomes, independence of consumers which is obviously what we are here for.

>> MARK:  I can say from national work, this is a national issue.  Yes, it is in Arizona, Pennsylvania and Texas.  I think all 50 states, this is the major issue.

>> NEAL:  It is a state‑based program.

>> MARK:  It is state‑based but it is a major issue to get tenured, qualified direct service workers.

I used to say without a tenured workforce, you do not have community‑based services; I think that is the bottom line.

I don't think anybody agrees with that.  It's a nationwide issue.  I think if you talk to anybody, which is one of your biggest problems besides housing, is getting a tenureed workforce.

I would like to ask a question. 

>> RALPH:  We have two more questions.  For someone I can't see.

>> STEVE:  Number of MCOs Texas?

>> MARK:  I believe five or six.  They mandate two managed care organizations, the state is divided into certain areas.

>> RICHARD:  When switching over, what were the significant challenges?   

>> MARK:  I think it really was.  Certainly the provider base was very skeptical about going for managed care.  It was certainly an issue working out the communications.  Getting the right type of service coordinator and helping redefine, that definition is something, again, that Pennsylvania can benefit because other states have gone through those sort of issues.

Really strengthening the role of service coordination and making sure of what they want and really strengthening, at the time, our nursing facility relocation program to get people out in the community. then, are we providing appropriate services and supports to make sure the relocation and community living was successful?

>> RICHARD:  One last question ‑‑

>> MARK:  I know it sounds weird when talking about human beings, I cannot stress enough you make sure you have the system and data to do an appropriate evaluation.

>> RICHARD:  Just one question, you mentioned going to a social functional model, what kind of an issues were implemented to move from medical to ‑‑

>> MARK:  The service coordinator went a long way they were talking about long‑term services and acute services.

I mean, I think you really had to work hard with managed care organizations because at that time, many managed care organizations didn't have a clue about what long‑term services supports were.

I mean, even on a federal level ‑‑ there are very different concepts.

Part of our training, really ‑‑ we spent a lot of time and still do, teaching the difference between an acute medical occurrence and an ongoing long‑term services and supports.

I mean, that is just a lot of education, a different mindset.

Strengthening the emphasis and at the same time Olmstead came along and Texas was one of the first states, we jumped on it immediately.

In developing the whole concept promoting independence, self‑awareness and dignity and pulling it together so people understand.  Even changing the term from long‑term care to long‑term supports with the idea we are supporting them and not just taking care of a sore throat today.

We are looking at a holistic human being.  I think it is the biggest challenge with managed care.  We are so uses to healthcare system passing people off from one branch to the other and no one knows what the other hand it doing.

One of the he will goes of managed care is one person ‑‑ case manager, service coordinator, inter‑disciplinary team, there is an entity there that knows the whole person.  They know that your dog died.  They also know that you are scheduled for an MRI.

They should know if your attend apt is not showing up on a regular basis.

They should be aware of a church activity and you want to attend it.

They deal with the whole range of issues.  It is just a process as you change the mindset of your community; that's where managed care can help you take it pause you are looking at the whole individual.

We actually went as far ‑‑ I think Texas was one of the first ‑‑ it was called healthcare ‑‑ or HMOs we changed that that you are helping to manage the individual.  You know?  Not just one particular thing.

>> RALPH:  We have another question over here.

>> ANSER:  You mentioned some of the providers were skeptical I think it is exactly what is going on here in Pennsylvania.  All of the providers are skeptical.

Can you tell me, what was the result do you have any providers closing down as a result of things changing how did it all play out.

>> MARK:  I may not be as knowledgeable as all of that, bullet we have what is known as continuity of care.  I think that Pennsylvania is included in that.

It means that all current qualified providers get to be qualified providers for a while that helped assuage some of the anxiety.

The payment structures were not what I think a lot of the fees for ‑‑ Draconian cuts and reimbursement there were assurances there.

I ensure ‑‑ I don't know if it is a function of managed care or if it's a function of just how healthcare has changed in the last 20 years with the conglomeration of a lot of big business firms allowing the moms and pops going out of business and they would have done that anyways because, like everything else in life, you know, they used to be time.  There used to be Warner and now it is Time‑Warner and all of the big corporations merged.  The same thing in healthcare.  You read every day how companies are merging with each other.

Did would be difficult for me to say what was the chicken and egg in that.

It worked out.  A lot of providers are happy.  Some probably never will be.  Again, it probably has to do with overall, the State legislature determines the appropriations.  There is always a tension with that.

If no one has any questions I would ‑‑

>> Zach:  I just wanted to say, you know, we appreciate you guys being here and answering a lot of these questions for us.

I am afraid.  It's hard for me to imagine how some of the things you are talking about will fly in Pennsylvania even in Philadelphia.

Okay.  So you talk about how the doctors is involved.  You know my dog died.  The social worker is involved too.

How do you match up or centralize all of those services with all of those people?  Coming at it from not in a negative way but just thinking about all of those coordinations.  The people I know are not going to want all of that, all of those people knowing their business.

So how do you match up or centralize all of the services?

I just don't get it.  How do you centralize it and allow me to stay independent as possible and not to have so many people or services disciplines in my ‑‑

>> MARK:  Again, this is what you are working with in the Commonwealth of Pennsylvania to ensure that you are getting what you want.

What I can tell you on a general level that's the whole point of person‑centered planning.  Taken into everything.

Centers for managed care and services require person‑centered planning and programs that you are directing ‑‑ you have an assessment but you are directing your service plan.  You are the one who is saying, you know, you are telling me I need 15 hours, all I want is 10.  You are telling me this person is going to show up on Mondays at 8:00.  I don't think so.  I am sleeping in.

[LAUGHTER]

Mondays at 3:00 work better for me.

I am not sure I want all of these people to know all of my business but these are the people I sort of authorize.

You will have service coordinator; that's going to be the individual who is going to help assist making this happen and ‑‑ is what you are getting.

Now, again, this is all new I hope we get to some of the questions about the recommendations about that, but, I mean, it's it is a process.  I know it bureaucratic and makes me nauseous to say it.

It is the person‑centered plan.  Just anything I tell people to walk away, really focus in your dealings with the Commonwealth about that person‑centered plan and service coordination.

Those are going to be really key to ensuring you are getting what you want, when you want it, how you want it.

Or something may come up in your service plan after the assessment and you say, I don't want that at all.

Like Annie just said, I want to do my own cooking.

That's part of T. you are trying tailor what makes sense to you.

>> DAN:  You are asking a large monolithic center to change to person‑centered care.

I am very familiar with developmental disabilities and person‑centered.

You are asking us to have faith.

What did you do to educate the managed care organizations and their case managers to get them to convert from medical model for bio psychosocial model, which is person‑centered?

What kind of education had to happen?

>> MARK:  I can just speak, in the state of Texas, they have significant training programs with all provider groups and service coordinations and managed care organizations.

I can tell you, too, that the managed care organizations who are providing MLTSS now, they've ‑‑ they are taking this on to themselves.  They're accepting this.  They understand the law they've gone to a lot of trainings themselves.  You are finding them showing up to all of the conventions and conferences that Jenn and I used to go to back in the 90s when it was just State governmental officials a lot of people now with these conferences with managed care organizations, they are learning and being very proactive.  They probably have training programs of their own regarding person‑centered planning is.

It is a relatively new concept.  It was only passed ‑‑ final rule came out in January 2014.

They are working towards understanding that, along with as a partner the individual states weren't required to ensure that they understand that is the process.

>> DAN:  Just a follow‑up.  Excuse me.

Earlier you talked about and the wonderful ladies sharing their experience today talks about value‑added service.  I think you talked about it also.

What can the Commonwealth do to incentivize value‑added services?  What is the incentive to MCO to go beyond the typical expectations and to do this value‑added service?  How are they incentivized?

>> MAC:  I think April gave an great example if they provided this it would help with falls.  (Mark). 

>> APRIL:  Before I do that I wanted to add to what Mark was saying about what they are doing to educate the companies.

Bridgeway with their case management ‑‑ I know this from being on the advisory committee.  I spend a lot of time with case managers and upper management at bridgeway.

They have continued programs where the case management is required to put in so many hours of continued education to improve.  They are always in the motion of making the program better.

It is not just where we started.  It has evolved just in the couple of years that they've been dealing with our managed care.  They have gotten so much better.

I wanted to say that having managed care for me, one of the hugest benefits, if you put everything else aside, that there is someone there behind me who is very interested in making sure that my living experiences, my care services that are provided are the best quality that they can, without that, it was me struggling to provide for myself.

So with them, if I don't have a caregiver show up, I call case management, an agency is called.

We are individually put in groups of what your need is, like, whether you need care within a day or within hours or ‑‑ so they make sure if something happens that I still have care.

There's always a backup plan, something ‑‑ they have something set up so that I don't have to worry.

For anything, if nothing else, if I can put that across, you just have one person or agency that is just making sure that you get that quality of life, it's beyond anything that I had before.

You were talking about the added things.  Bridgeway is continually doing studies and looking into what is needed.  Like was saying, our mental health was not always considered.

Recently it's been a big push that we have more positive outlooks in our lives, things to help us be more happy.  Programs in the community and things that they are providing.

We have a thing called art awakening which is a wonderful program that provides transportation to ‑‑ in our systems I know we will talk about transportation in our systems, ours only does medical‑based things.

So generally that wouldn't have been something that we could have had, but because they felt that it was a mental health improvement and a way for us to live more positive lives, they have stepped on and now they are providing transportation.

We have a lot of things that are added that Medicare or Medicaid generally wouldn't do, but because of the tracing and ability to have those things, we are getting them.

It is a slow thing.  Everything is growing.  It does continue to grow as time goes by. 

>> Mark.  Annie, do you have anything to add to that? 

>> ANNIE:  Not really.

They are doing very good, you know in their programs and what they offer us and everything.

I have no complaints because like I said, there have been other programs before and they wasn't good to me.

I have no complaints.  I was glad you know stain sent me somewhere that was nice and good that helped me in my future.

I have no complaints.  They were all right with me.

I have progressed in that with them.

>> RALPH:  We have questions from Mark, Brenda and Zach and Scott.

>> RALPH:  Are we on target with what you want to go through for us today?

>> MARK:  We have a lot to go through but your questions are important and the committee members, the issues of the committee members ‑‑

>> RALPH:  Can we make the questions as brief as we can, please?

>> THEO:  I think something needs to be acknowledged.

I do appreciate the person‑centered model, but I got to state that Centers for Independent Living and the movement has been pushing consumer‑driven model for quite sometime now it is not new.

>> MARK:  Okay.  Point taken.

>> JENNIFER:  My question is for April and Mark, do people in Arizona and Texas have the right to hire and fire their own direct care workers or is that all through agency model? 

>> APRIL:  That is what I was talking about the steering committee I sat on.  It took us two years to get the program going.  It is working wonderful.

I am a model of that.  I hire my own.

>> MARK:  The answer is, yes, it is in all of our waivers, managed care.  Most of the activities from nursing to attendant care is, you can choose the consumer‑directed model.  It's been working very, very well.

>> JENNIFER:  Can you tell me very briefly how managed care organizations manage those consumer‑directed employees.

>> MARK:  They don't manage them.  It's under the management of the individual.

I can tell you this ‑‑ this is a true statistic ‑‑ we have higher utilization consumer‑directed services in managed care than we ever did under fee‑for‑service.

>> JENNIFER:  I would like to talk more about that after this meeting.

>> MARK:  I may be able to direct you to people who are more knowledgeable maybe.

>> Zach:  This is a question, like the program you said you were under with bridgeway.  If it's, I guess, after business hours and you find out that your attendant did not e show up, whether it is one you hired or one through the agency and, like, after hours, 5:01.  What do you do?  Are they going to be responsible on a 24‑hour‑service, if it's 9:00 p.m. or midnight. 

>> APRIL:  I have 24‑hour access to a case manager if mine is not available through bridgeway to call.

I have had instances where I have come out of the hospital very late at night and need care and they have found an agency and provided me care.

>> RALPH:  Jennifer?

>> JENNIFER:  Just a quick comment.  I am very fearful of the managed care organization and the switch‑over.  I'm sorry, but the person‑centered planning has not been the experience of a lot of people and the participants before they went under managed care, but I know that I have a supports coordinator that works wonderful with me.  She is part of my team.  My services are person‑centered and person‑directed.

As Theo said, the centers for independent living and other providers as well, have been working under the person‑centered plan model for years, it's nothing new to Pennsylvania.  I'm just scared of losing that.

My supports coordinator, I work with a special agency for home modifications and when I was looking for my apartment, they found an apartment for me, helped to talk to the landlord and educate the landlord on what home modifications really mean and what I needed.  They helped me get out of a contract that I signed because I was unsaid indicated and the landlord ‑‑ the first landlord that I went to didn't understand what home modifications meant.  They helped me get out of the contract.  My supports coordinator talked to them and I have a great apartment now.  I have services I work with, agency model as well as consume e employees.

My life was a series of dominoes.

I think with a lot of people with disabilities.

If we are working out bugs in one system and, say, consumer employee and it doesn't work out ‑‑ I am very scared.  I respect the panelists very much for coming and speaking as well as Mr. Gold, but from what is being described by all in this room it sounds like the waivers we have in Pennsylvania and the experience I have already had with if you don't have right supports coordinator ‑‑ my team has been wonderful with helping me move in and finding me the natural supports.  They say about the State providing money for towels and spoons and stuff like that I can say the agency I worked with, there was no state money they put the word out, Jenn is moving into her own apartment and she doesn't have anything, can you guys ‑‑ people came and furnished the whole apartment.  I had furniture, I had, you know, silverware.  There was no money from the state.  There was just people that were willing to give.  And a coordinated effort on my and a half.

>> MARK:  Hopefully, with the continuity of care, you wouldn't lose your care that is what continuity of care means, that your providers would be able to continue working with you.

I want to ask this question ‑‑ I know there are a number of questions but for both April and Annie, was everything clear sly described to you about the program?  Your rights, how the system works, grievances, appeals process, was all of that described to you?  Were you knowledgeable about that as you entered the program?

We will start with you Annie.

>> Annie:  We were very knowledgeable about the information it was in our contract before we went into the housing to read it.  A lot of times you don't read the contract so they would give us, like, papers to put on the bulletin board in our room and, like, numbers we are supposed to have and where we go and what we do.

We would have meetings and stuff we didn't understand they would make it complain to us.  Helpful and reached resources to make us independent and know what we were doing and doing things on our own.

They helped ‑‑ they showed us the resource and, you know, we did it because it was so easy and all of the information was at hand.

>> April:  Yes, we were laid out everything at the beginning.  They reiterate things as things come up.  They make sure that information is always provided.

I get books from bridgeway on a regular update of providers and information, rights, who to tell.  My case manager always has things.  I also have the bridgeway consumer line that I can call at any time and they can direct me to anything that I need to know.

>> MARK:  This is a two‑part question.

>> RALPH:  Scott has a question.

>> Scott:  There you go, I usually have a big mouth and everybody can hear me throughout a room.  I apologize.

When I hear about value‑added services on top of a program; that's wonderful.

I always want to hear the incentives that led to that happening, because it's certainly among the things we should look at to make sure that we build the same incentives in the program.

I would love to hear about incentives, point about living wage, acceptable wage for and benefits package for home care workers.

I would like to hear more about incentives to do value‑add‑ins.

Maybe MCOs are fighting amongst themself for census.  Enough people are enrolled in the program and they add the values.

I would like to hear more about what incentives were built into the program for the MCOs to do those kinds of things.

I would also like to hear a little bit about the monitoring of satisfaction levels for consumers and outcomes for consumers that may be in those various programs.

>> MARK:  Well, are you ‑‑ are either one of you familiar with how your state put incentives for value‑added services? 

>> APRIL:  I am limited but I know one of the things that ‑‑ from what we worked with before because we were one of the last to come in with it, is to make sure that programs were added in that they were not just doing the bare‑bones of everything.

Our state had a few initiatives they added in to provide more funding if new programs and things are created that ‑‑

>> Scott.  There is funding incentive.  Do you choose ‑‑ I'm sorry to cut you off.  Do you choose between various programs, various MCOs? 

>> APRIL:  We only have two in our state.  They are divided up.  They have contracts with the counties.  I am in Panel County I have bridgeway. 

The other provider we have is Mercer care.  It is provided north to south.  Most of the northern part is one company and bridgeway has most of the southern counties.

>> Scott:  Does the state look at your satisfaction that could be the incentive for managed care as well. 

>> APRIL:  Arizona health cost containment system and I sit on one of the planning commissions there.  That's what we do, we are looking for new programs to be provided.  So more funding is brought in from the government into our program to filter into bridgeway, the managed care.

So they are providing more funding issues so more funding for things if they are working on providing better programs.

>> MARK:  Let me ask you, Annie, do you take a consumer satisfaction survey each year, quarterly?  At all? 

>> ANNIE:  Um, they do it at LIFE center, they take surveys on different things.  They ask our opinion and they say they keep it confidential, but I said, well, I am going to tell the truth.  I don't care if you keep it confidential or not.  You can tell it if you want to, if they are not doing the right thing, I want people to know.  If they are doing the right thing, I want them to know also.

They take different surveys, different people call and talk from different places I just tell the truth.  

>> Mark:  Okay.

>> RAY:  I work with one of the health plans here in Pennsylvania.

I wanted to touch in on some of the questions around the value‑added part.

From a strict Medicare point value‑added benefits are things we don't market that fall outside of the normal benefit package.

Those things vary from helping people get, you know, connected to many social and state‑funded programs, helping people get access to things like track phones and making sure that they are better connected, as well as a variety of other services.

We have employee assistance generally through worker's comp. available to members if they need access to an attorney and that type of thing.

In addition to what is technically a value‑added service, plans offer supplemental benefits so in our case, while all of our dual‑eligible members have access to things like MATP, we also have supplemental transportation that goes door to door to help make sure that our members are getting where they need to go and getting the care they need.

Beyond sort of the supplemental and value‑added things, each health plan does its own variety of really personalized care management programs that, you know, again, we are not ‑‑ in Pennsylvania state we are not cap it thatted nor are we able to do things outside of the scope of Medicare but it doesn't mean we still have in‑home case management transitions and care programs, unique partnerships with many of the organizations including AAAs and our ‑‑ one thing I will close with, there was a lot of discussion around person‑centeredness.  Not only our obligation but something we do with our social work and our RN staff is not only in addition to training we are required by CMS to have individualized care plans for all members.  Many of our members are well.  Many don't have complex needs, but, I would say upwards of a quarter of our members participate in one of the state's long‑term services program.

There are a variety of things that plans are doing now ‑‑ right now this isn't a plan responsibility.  I think one of the powerful things that will come from this is connecting what our plan responsibility is today to short of larger picture and helping, you know, to be more ‑‑ it will be a challenge to push plans to be more person‑centered there are a lot of components plans are doing today.

>> MARK:  One other issue ‑‑ thank you for your comment ‑‑ was Pennsylvania is coming on board or attempting to come on board at a really unique time.  The federal government is going through a notice of public rulemaking right now on managed care rules.  They are pretty extensive.  I read them.  They are 6 or 700 pages long with all of the comments.

There is a lot of emphasis on the issues ‑‑ protections and issues that we discussed right here.  There is a huge part of that notice of public rulemaking on person‑centered planning on the protections, on satisfaction surveys, on grievance process, on getting the right provider.

I mean, they really have done an excellent job at outlining a lot of the major issues that have been discussed today.

I know we have about five minutes left.  I would just like to ask one question of our panelists before our time is over.  This will be a series of questions and I will try to squish them together.

Listen carefully.

What do you believe remains the biggest barrier you still encounter?

What has been the biggest advantage of being part of a managed system?

What is your biggest disappointment?

What would you recommend to improve the program?

What would you recommend to Pennsylvania as it develops its program now?

We will start with you, April.  That was a lot.  I'm sorry.  I am trying to get and stay within our time frame.

I think it is an important way offending this conversation what is your real experience?  There has to be disappointments and ways you want to improve the program.

What would you tell Pennsylvania as it starts in the conversation. 

>> APRIL:  The biggest disappointment or biggest thing I think needs improvement in Arizona is because it's divided in the way that it is.  Some counties are richer than other counties.

One of the things ‑‑ something that we have been talking about in our own meetings and things is that services that are provided in one county need to be provided statewide instead of just being county‑to‑county.

We still have some things where, like there is services in Panel County because they have Medicaid and Medicare advantage plans that are blending together there with bridgeway, they have more services that can be provided for them than what I can get in Maricopa where we don't have Medicare/Medicaid advantage system that is just Medicaid; I think that is the biggest thing, making sure services are provided broad‑spectrum‑across‑the‑board for everybody not just limited areas; that's the biggest thing I see problems with.

Transportation.

Transportation is provided by bridgeway but it seems like it's always a work in progress.  Getting a company ‑‑ they have contracts with a company so it is not through bridgeway.  It is a company that they've contracted with.

Sometimes appointments and things for doctors are late or appointments are not made with them in the right way.  So you end up with specialty appointments being missed, especially since I live in a rural area so all of my doctors are 40‑plus miles away from me in the larger city areas.

We have contracts with PCPs, but in my town we don't have an endocrinologist that's provided under the plan.  So I have go out of county to find my medical doctors.

There's little things that are continually a challenge but, like I said, having someone to help you with those things is ‑‑ has been such a huge benefit because before, I didn't have that.  I didn't have someone I could call and say, okay, I can't find this.  Who do we have valuable?

It was a real chore to try to track down through insurance companies who I could use for those things.  They were not always geared to my care being the best quality.

Those are the things ‑‑ the best thing, like I said, is having the extra person making sure that I have good care around the clock, whether with my home services, my medical appointments, information.

If I need information, I can call and they are very willing to help find me and provide me information to educate myself about things that are happening.

If I need something in the program and I'm not aware of something that is available, they are there to tell me, hey, we have this available.  Those are things, unless you have a really good system or like me who advocate for yourself and know what is available in your community, that's just a huge advantage to have somebody that has all of that knowledge.

As an individual, I have a certain amount of knowledge but when you start adding a large corporation or a program like this, it provides you with far outreaching things that are available to you that you didn't know you had before.

>> MARK:  I am going to let Annie have the last word here and give her experiences and then if there is some time we can ask further questions.

>> Annie:  What was your biggest disappointment?  Do you think there needs improvement?  What recommendations would you give to the Commonwealth has they proceed to develop this new program?

With LIFE, I just say keep on doing what you are doing because they care about each and every one of us.  They know when something is not going right.  It's like they take us individually to help us.

Sometimes there's a delay, but one thing I like about when they ask them why there is a delay in medical or what you want, they will tell you.  Sometimes it's on my matter of law our medical things are not signed or it's not right or something like that.  If it's on them to have, they straightened it out.

I think they should keep on doing what they are doing and whatnot and getting on top of the case, you know, whatever it is or the problem it is.

I think they are doing well because sometime when I used to make my own appointment I would forget or they would give me a reschedule and I would get the letter too late or not get it or they didn't have it on file, but usually in the program I am in LIFE, they have everything.  They give you an explanation and they explain to you.

A lot of places don't explain anything to you and they don't want to explain anything to you, especially if it's on their behalf.  I say just keep on doing what they are doing.

>> MARK:  Well, I want to tell you ‑‑ Ralph:  Can we have a few more minutes of your time?  I was just following the agenda. 

>> RALPH:  We have a few comments from the committee members.

>> MARK:  Please.

>> FRED:  I am not going to ask you.  You seem like you got it perfect over there with LIFE.  I am not even going to ask you this.

You have an appeals process, I'm sure.  Have you ever used it? 

>> APRIL:  Yes.

>> FRED:  If so, while you are using it, do you continue on with your services?  Do you continue getting what you are getting and everything is still falling in?  How is your appeal process?  I would like to know about it. 

>> APRIL:  I actually used it twice.  The first time around it was when the program was new and it was a nightmare.

I did continue having services.  They made sure I didn't have a lapse in my services, but trying to get things across and get them to understand what the need was during the appeal process was hard.

>> FRED:  How long does it take? 

>> APRIL:  The first time around it took me about six months.  The second time, now they have time limit in place where things have to be done in a certain time frame and it's not drug out so long.  It took less than a month.

In fact, it was before the appeal process was finished it was already taken care of and it was much quicker.

People were much more open to what was being said and what was needed.  It was a lot better.

I think it is something that you need to work on is making sure you have a really good grievance and appeal system because we do know what we need.  It may not always be to everybody else's thought process individually, you know?  I agree with you, I understand your fear of losing what you already have but in the transition, I didn't lose that.  Everything stayed pretty much in place, the same people I worked with, I continued to work with, it just became better.

I don't know how to explain that other than to say that there was more connection between agencies, more willingness, if that helps any with your fear.

>> MARK:  Any other questions?

>> RALPH:  Zach has a question.

>> Zach:  So, you were talking about how they would help you find an attendant if you got out of the hospital and things like that.  I think it is great.

The current system we have now as far as our supports coordinators helping us out with that or even the attendant care service that, you know, might help you out, if you had a complaint ‑‑ let's say managed care organization like bridgeway that you have knew you were going to get out of the hospital and they did nothing as far as, you know, connecting you with the services you needed for that overnight service if you got discharged late or something like that and you wanted to file a complaint, how does that process work as far as a complaint.  I'm sorry.  Under managed care and under LIFE, how would that work? 

>> ANNIE:  If don't it don't work out we can put in a grievance and talk to somebody over the phone.  There are different things that they don't carry out what they are supposed to carry out.

If we have a complaint, we just have to write and get somebody to help us and what to say.

They give us that option that we can do that.  It's a way out for that. 

>> APRIL:  With ours, we have ‑‑ we actually have a grievance process through bridgeway but if we don't get what we are needing from that, then access, the Arizona healthcare cost containment system that is the ruler over all of that, they also have a grievance process.

If we don't get what we need ‑‑ although I have never had the experience, myself personally, with not having those things met by bridgeway, there is a grievance process to go through after and above them. 

>> ANNIE:  Yep that's right.

>> MARK:  Any other questions? 

>> TANYA:  I have a comment.

From what I have heard here today, everything that you guys are saying is so great about managed care system.  A lot of that, in Pennsylvania S we already do.  We already have, we already are a strong state.

So I am just going to throw this out through the subcommittee and anyone else that will listen.

Instead of maybe moving more towards more managed, mandated stuff, why don't we look for more common sense ways?  If it's about budgeting ‑‑ and it is ‑‑ why don't we look for more common sense ways to do other things and improve upon what we already have in place instead of dragging everybody through 10,000 meters of change where you may lose some of the best stuff we already have.  Jennifer has so eloquently stated that earlier.

I think what we need to do is look at our service coordinating agencies and say, thank you for a lot of the good stuff they have already done, that they have already provided and just look for ways to improve it within first and make people more independent within first, before we just Chuck a system all to hell that's been working for how many years already.

[APPLAUSE]

>> MARK:  Let's take two more questions.  Sir?

>> Zach:  I guess this is for April.  You were saying about the appeal process is this through the MCO or through the State? 

>> APRIL:  Through the State.  Bridgeway has their own but if you are not getting what you want from bridgeway through the grievance process you go to the main provider, the State.

>> MARK:  Let's take one last question.  Ma'am?

>> JENNIFER:  I just have a question for April.  April, you said you were able to keep your supports coordinate transition.  Did they become employer with bridgeway or did bridgeway contract with providers in order to make it happen?

One of my biggest concerns is losing my supports coordinator and my supports coordinating agency.

I would be a lot better ‑‑ I'd like the State of Pennsylvania to hear this, I would be a lot calmer about the transition if supports coordination was made a contracted service for all PA providers that were eligible, if it didn't have to go to the support ‑‑ the MCO; that's just one of the things that most freaks me out. 

>> APRIL:  I completely understand that.  Completely.

Actually, it was wonderful the way things happened.  The way that it was set up for was called Panel reach.  Each program had their own program.  When bridgeway took over, bridgeway hired almost all of the casemanagers that had been Panel‑Hela.

The majority of us just moved right into the new program with our existing caregiver, casemanagers.

>> JENNIFER:  But they didn't guarantee that, it was just a lot of you had the opportunity to do that, but it wasn't a guarantee. 

>> APRIL:  Actually, there wasn't even ‑‑ for me, I don't know how it was for other people in the program, but for me, when bridgeway hired her, I just stayed on her caseload.  They just moved the caseloads they had right with them.

Since all of the people that were getting services through Panal‑Hela were getting services through bridgeway they just moved us with casemanagers, which made it easier for bridgeway and the consumers because they didn't have to go through changes.  Case managers were already familiar with community consumer needs.

>> MARK:  We are 10 minutes over and I know you have more on your agenda.

I want to say this has been an extraordinary conversation.  I want to applaud Annie and April for being so honest and sharing.

This is an amazing committee!

I fresh and I'm sure the people from Pennsylvania appreciated the tenner of the conversation, thoughtfulness there is no yelling and screaming.  Trust me.  I've seen it all.

[LAUGHTER]

I want to applaud you.  This is an important issue.

This is a very important issue.  The issues you bring up, keep hammering on them until you get your answer.

I know how frightening it is.  I turned 65 this summer.  So I lost my "state" thing.  They force you into a managed care Medicaid product.  I was terrified.  I have to say, the communication was terrible.  It is something I want to share.  Make sure the communication is good.

I knew I had to fight.  I am so happy now.  The coordination I am getting, the benefits I am getting, the services I am getting.  I got to keep all of my doctors, it really turned out okay.  All of those fears I shared with a lot of you, having been in the system, having developed a system, I lived it firsthand.  It is really a matter of listening.

You have to ask the questions, you are asking them, they are thoughtful, meaningful and serious.  They need to be addressed.  So I congratulate you and applaud you for the conversation, again.

Let's really thank April and Annie for their hard work.

[APPLAUSE]

>> RALPH:  Thank you very much. 

>> APRIL:  I just wanted to thank you guys all for the opportunity for me to be able to come and talk to you.

I hope that the information that I provided helps you a little bit.

I don't know if any of you want continued contact or would like to have that, but I can give you my email and you can contact me any time I would be more than happy to answer any questions I can.  Thank you again for the opportunity of coming to speak.  I hope that what I had to say helps you.

>> RALPH:  We will get that out to the committees members; is that okay with you? 

>> APRIL:  Oh, yes!

>> RALPH:  Again, a round of applause for our traveling panel.

[APPLAUSE]

>> Virginia.  Good afternoon, I am Virginia Brown.  I work with the Office of Long‑Term Living in the pure owe of policy.

I was asked to just give everyone just a very quick update on where we are on the CMS authorities question.  You may have noticed that both the concept paper and the discussion document really were silent on which CMS authority the Commonwealth was planning to pursue.  There were, certainly, two options that are available.  There is the 1115 (a) a research and demonstration waiver

then there is what is called the con surnt 1915(b) 1915(c) authority

the decision has been made to pursue the concurrent 1915 (b) 1915 )c) authority.

the concurrent bc authority is used to implement managed care to implement a managed care program that includes home and community‑based services in the managed care plans contract.

so the 1915C authority allows states to target eligibility for the 1915 (c) waiver and services and provide long‑term services and supports to individuals in the community as an alternative to institutionalization.

the 1915 (b) authority, basically lays over the 1915) c) allowing the state to implement managed care.

so that's the direction that we are pursuing at this point in time 

many of you probably know that we currently managed five different 1915 (c) waivers, the attendant care waiver, the aging waiver, ComCare, independence and OBR waivers

we are going to pursue those five waiver programs into one 1915 (c) waiver as part of community he will hath choices

then we will be developing the 1915 (b) waiver.

I am guessing as ‑‑ for our committee meeting next month, we will have a bit more to report on that.

we want to talk with CMS around the consolidation of our C waivers

we just recently, actually last week met with our colleagues over in the office of medical assistance programs, around what it takes and what we need to do to put together the 1915 (b) application

just a very quick update on where we are and the decision that's been made around the CMS authorities and what our next steps are.

are there any questions?

[NO RESPONSE]

>> Tanya:  Those of us who are not familiar with 1915 ?r. c) can you explain what it is?  Laymen's terms?

>> Virginia.  Sure.  It allows home and community‑based services to individuals that are in a specific target group or particular eligibility group.

I am not sure if that helped or not

>> TANYA:  It kind of does.
I guess my question is if you are planning on merging all of these waivers together, how are you going to determine what services stay and what services go on ‑‑ because each waiver provides different services, does it not?

>> Virginia I'm sorry.  Go ahead. 

>> TANYA:  If you merge them all in one or two things, how can you be sure what you are losing and what you are keeping is what you wants?

>> Virginia:  First, let me say we laid out in the concept paper, we are primarily going to be you have offering same home and community‑based services we have in the five programs

we are not talking about taking any services away, but secondly, over the last several years, OLTL has done a lot of work on trying to standardize the services that are offered in each of the waiver programs, so there is a few differences.  The aging waiver offers, TeleCare services that are not offered in the other four waivers

ComCare and OBR waivers offer residential services that are not offered in the other programs

service coordination, personal assistance and personal emergency response are being averred

for individuals who are in the attendant care waiver F their needs assessment identifies that they have additional needs, they will be able to access additional services.

so we are not talking about reducing services.  We are, basically, as laid out in the concept paper, we are talking about pretty much staying with the same package of services that we currently offer.  Did that answer your question, Tanya? 

>> TANYA:  Kind of

will we, as a committee, get to look at and discuss, what you're planning on ‑‑ the changes that are planning on being made and, like, get to make suggestions on where to go with this?  Maybe where not to go with it?

>> Virginia.  Absolutely.  I would and it is the role of the advisory committee.  Both of these documents will go out for public comment, just like the discussion document did, just like the concept paper did.

and, as I said, I think at our next meeting in December, we will probably have more that we can talk about. 

>> TANYA:  Okay.  Can

>> PAM:  Any other questions from the committee?

[NO RESPONSE]

Thank you, Virginia.

>> One of the things we saw in the concept paper and still don't know, what are you going to do about ‑‑ I know there was a proposed amount of up to 25% that they would be able to cut hours.

What percent you want.  My response o would be none.  You shouldn't be cutting any hours.  You do it all of the time but if people are assessed for a certain amount of hours that should be what they are getting.  My question is, what are you ‑‑ how are you going to handle that cut in hours and how is that going to roll out?  (Linda).

>> Virginia:  I will let Kevin answer that.

>> KEVIN:  Hi, Linda.  Thanks for the question.

What we decided to do in response to the comments we received in concept paper was remove the 25% percentage.  The way we will be characterizing the review of service plans and reduction any amounts will be reviewed at the state's discretion, depending on how much the reduction is.

We are not going to specifically list any type of percentage that will be the threshold for automatically ‑‑

We are taking out the 25% percentage, for any type of service plan reduction, the State is going to reserve the right to review any different case regardless of the percentage; that's the way it will be characterized.

>> Cassie:  More like we wanted it, in other words.

>> KEVIN:  Exactly right.  Do you want to speak?

>> Cassie:  I was going to say, it was more like what we wanted.  We didn't want the state to step out and we want them to review cuts.  It sounds like we got it.

>> KEVIN:  That's correct.

>> RALPH:  Thank you, Virginia.

>> Virginia:  Oh, you are welcome.

>> RALPH:  We have Peggy morningstar.

Good afternoon I am page any morningstar chief financial officer for office of long‑term living.

I have been in the position for six months.  From my standpoint it seems like yesterday I started.

I am here to give you a budget update.  I think Jenn stole my thunder by saying it is still impassed.

With budget impasse we are only making certain payments to fund certain programs.  We are not making a lot of payments to vendors and grants because of the budget impasse because they are not permitted to.

We are on the 125th day of budget impasse, longest I've known budget to go as impasse since 1990 when I started, although I do not ‑‑

A question already.

>> The Mike is on?

The one thing ‑‑ nobody has said anything about what is important nurse delegation like what if you have to have you give insulin shots.

I will not call them nurses I will call them what they are.

I can give myself a shot I have a pen.  Could my tainted give it to me.

Thank you, do they a your wheelchair away?  What?  Solitary confinement?

[indiscernible]

>> KEVIN:  Hi.  You had asked about nurse delegation specifically.  We are looking for opportunities to expand for nurse delegation.

Our partners, the Department of Health and the Department of Human Services are in conversation to look for additional opportunities for nurse dell vacation and the Department of State as Jenn mentioned.

We appreciate your comments and will keep the committee informed as we continue to look for opportunities.

>> What about my second question?  What happens if you don't toe the line?  Do they punish you?  Take away your wheelchair?  What about the added value things?  Only if you do what they tell you to do?

>> Kevin of the.  I think the way the program ‑‑ talking about I am making the assumption you are talking about ‑‑ if you do not fall within the mandates of managed care organizations you will have to ‑‑

>> If you go for a grievance, you are a whistle blower, [indiscernible]

>> KEVIN:  As we mentioned earlier, if there are any risks of cuts and service plans that the state is preserving the right to be able to review them the other thing I would say in response to your comments is this program is designed ‑‑ Jennifer made the point earlier that the current program is ‑‑ in the fee‑for‑service world for waivers does take into consideration service centered planning and it is true.

I would have to say, you would find that degree of person‑centered planning you are experiencing ‑‑ I am very happy you have had such a great experience.

>> I have!  Liberty resources.

>> KEVIN:  It just ‑‑ we are looking for ways to make it consistent.

This program, Community HealthChoices is designed focused on person‑centered service plan development, where the program participant is the key decisionmaker when it comes to the way the service plans are designed.

I understand what you are saying.  You will have a voice in the way your services are being designed and planned in the new program as you may in your current program, and there will be no risk for services being cut for being a local advocate for your own services.

>> The last comment is, I will believe it when I see it [LAUGHTER]

>> KEVIN:  Fair enough.

>> RALPH:  Continue please?

>> Peggy:  With the current budget Office of Long‑Term Living 15‑16 current year that is in impasse our proposed budget was $5.8 billion approximately 2% increase over last year's expenditures; and 52% of that is federally‑funded.

Going forward for 16‑17 and 5‑year projection we used the same 2% increase overall each year which takes us to a $6 billion budget the following year in fiscal year 16‑17.

Planning the budget for 16‑17 currently with our program objective of Community HealthChoices ‑‑ I am trying to stay away from acronyms for you ‑‑ we started looking at all of the different types of factors that come into play with a managed care organization and we are working with OMAP other states and several consultants to determine where we will have more or less funding needed due to moving to managed care.

We know some of the instances we need to consider is increases for our IT systems, increases for community education and increase for improved assessment tools.

As Virginia noted, we are not decreasing our services, if we combine the waivers.  So we need a good needs assessment tool so that, you know, those services that are needed actually are needed and we don't have people taking advantage of our systems as well.

Is there any questions?  That was the gist of my bucket.

>> Brenda:  Very quick question.

With budget impasse being what it is, is there any risk payments for direct services, such as payments for recipients of Act 150 services are ‑‑ if so when should we expect that?

>> Peggy:  If they are currently being paid they will continue to be paid.  There is no risk of that.  It is a payment they will continue paying.

>> BRENDA:  Thank you.

>> RALPH:  Thank you very much.  We appreciate it.

Now I have the floor a minute.

Tanya asked if we could have committee members assigned tasks I would like Tanya to speak about that a little please. 

>> TANYA:  When I said that, what I meant was, each of us are here representing various group of individuals.  Each of us have a special reason why we are here.  Right?

What I am thinking, if we really want to make change in the State of Pennsylvania, whether it is through managed care stuff or whether it isn't, wherever this goes, I think what we should be doing is each of us should, like ‑‑ I mean, instead of just meeting here every three weeks or every month, we should be thinking of things and working on ideas and working on ways to improve the system, not only for the future but what we currently have and maybe each of us could, like, brainstorm our own ideas of how to do that, bring them back and then maybe work with partners or something on this committee of how to best do that.

Because I think ‑‑ I mean, us coming together around a table every month, okay; that's a good thing.  We get a feel for what each other thinks and feels.  Thoughts and feelings only go so far.  It matters what you do with them with action.

I have been a part of other State committees and stuff before.  I hate to say it.  The reason why we didn't get anything done is because no one put the thoughts into action; that's why when I say, are we going to get a chance to ‑‑ like, okay, getting a chance to read the concept paper individually is one thing, in coming up with our own individual ideas; that's one thing too.

Are we going to be able to come up with a collective consensus of sorts of what we think as a committee in being able to give the State or the MCOs recommendations moving forward?

If so, how are we going to best do that?

All I am saying ‑‑ I know I don't say it in the most diplomatic way sometimes and you are all just going to have to forgive me for that, it is just who I am.

[LAUGHTER]

All I am saying, you know, if we are taking the time to come here to do this, let's really make it mean something and not just be a committee that was put together because the State says, you need to have a committee.

Let's make it do something.  Let's go back into our own individual communities, start asking people questions, gathering what needs to be gathered and doing what needs to be done.

Like, okay I will tell you right now, one of the things I will bring up for the next committee meeting agenda, I don't know, medical supply companies might want to throw something at me, but the idea of giving the consumers options to buy income necessity things wholesale instead of from vendors.

I am not talking about wheelchairs, canes, crutches.  It is things like gloves, bed pads and disposable dippers.  You would not believe how much you can save going wholesale rather than through vendors.

There has to be ways of being able to get ‑‑ you know, being able to move around the funding in order to do it.

Why I bring this up is because before I knew I could get these types of things through my insurance, I, for a while, was paying for them out of pocket.  The cheapest way I found to do it was through something like Sam's club.  What you would be surprised at was you could get double the quantity of what you needed for a whole heck of a lot less money.

I am not knocking the medical supply businesses but maybe we wouldn't need drastic changeovers that might benefit the insurance companies that are covering the cost of these things, if you look for different ways of how to get your product and different ways of going about it in giving consumer choices rather than government standards.

I am wondering, is there a way we can get implement that through government organizations or service plans to look at different ways of doing small things like that?

I am almost ‑‑ I can almost guarantee you are either going to come up with better quality of product for less money or you are going to get happier consumers because they are actually going to be getting more of what they individually need.  Guess what?  They will have a choice of where they get it from and how they get it.

>> Cassie:  I wish you did say wheelchairs!

>> RALPH:  Tanya, I think what you have asked is stuff we are going to be doing in one way, shape or form, whether Jack has an assignment, whether Fred has a personal assignment, it's allowing ‑‑ it's the sharing of our concerns and expertise.  What you shared about Sam's club.  I’m sure there are some people in the room thought, Wow! That’s a good idea.  I don't think we have done the heavy‑lifting that Jennifer intends for us to do yet.

>> Cassie:  I don't think we are there yet.

>> RALPH:  A truckload of information have come to us, all of us around the room, how we decipher it, then say these are the top 10 things we need to work on now.

We are not there yet.

Hopefully we will be there in time.  Everybody is worried about.  Rush, rush, rush and there is a rush in suspense, but some of the things we have talked about here today and over the last few meetings and such are doables.

So we need you, we need every member here.  We need the folks in the audience to try to do their best to keep us on target. 

>> TANYA:  Ralph, you said you need me here.  Believe me I want to be here just as badly as I want to be.  I am coming up against a real, real big problem right now with this budget not being passed, because I am not here through any particular agency.  I am here as an independent voice in my community.  I don't even know how I got here but I did.

The issue of, like, funding not coming back, like, enough, is going to end up being a real issue for me.

I might end up having to be the guy in Charlie's angels on the other end of the phone sometime.

>> RALPH:  That's fine.  I won't be Charlie, though.

[LAUGHTER]

>> Tanya:  I hope that doesn't have to happen.  I want to stay as active on this as I possibly can, but ‑‑ that doesn't mean I will quit in any way, shape or form if I am the voice on the other end of the phone, but there has to be some how that we can make that phone technology better, because I know people are joining on the other end of the phone but they are not really speaking; that's a huge problem.

>> THEO:  Ralph, I have a comment.  I hear what you are saying.  I just want to reiterate how important it is for us as we move along to come up with better‑defined concrete ways that this subcommittee can help.  Right now I am a little bit confused by that.

>> RALPH:  Zach? 

>> ZACH:  Yes, I don't know if it's too late for Ms. Mornin goodstar talk about MAUD.  I understand it will be scrapped.  In the beginning with the up ‑‑

>> JENN:  No, it's not going to be eliminated.  In fact, we want to incentivize it.  We want to build it up.  Right now it is a very minimum.  We really want to get the word out and work on making it a stronger program. 

>> ZACH:  Thank you.

>> JENNIFER:  First, I wanted to thank the department for scraping the 25% cut.  I really, really appreciate that.  That really shows me that you are hearing us and you are taking what we are saying into consideration and you are really taking it to heart.  So thank you from the bottom of my heart for doing that because that really shows me that you are listening and you do have our best interest at heart.

I would like to ask you to please consider ‑‑ I know you took out the 25% cut, I also would like you to please consider taking out the option for just the MCOs to choose whether they provide supports coordination and let that up to the individual.

If this move is really supposed to be person‑centered and we are supposed to be the key to that, then I believe strongly that we should have the opportunity to stay with the agency that we are with, as long as they are an approved provider under the MCO or we should go ‑‑ or we can go to the MCO if they are offering supports coordination.

If the MCO is offering supports coordination, they can sell themselves.  They can say why we should go to them.  It is not just the supports coordinator that you form a relationship.  It's the agency, it's the supervisors, it's the ‑‑ you know the chain of command.  You know that if, you know, something is not working and your supports coordinator is not there, then you know you go up the chain of command and you know the people that you are talking to and you have a real relationship with the whole agency; that takes time to form.  That really, really does take time to form and it really, you know, takes ‑‑ it's blood, sweat and tears you have with your supports coordinator to get things where you need it to go.

Their supervisor and educating them if something doesn't work out, you know, what do they need to do?

So as much as you listen to us in taking out the 25%, I would beg you to please, consider allowing us to allowing supports coordination to be an approved service under the providers, along with, you know, other services that providers are going to be contracted with the MCOs, please let supports coordination be one of those as well.  Let the person make the decision on what they decide to do.

>> JENN:  Thank you.

>> RALPH:  Unfortunately because we used time for the participants, we have to leave the room.

I want to thank everyone.

If you have comments, remember to send it in through the resource email.

(Meeting adjourned at 1:05 p.m.)
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