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Consumer Subcommittee of the MAAC 
March 25, 2026 

 
Consumers present:  Sonia Brookins; Minta Livengood; Marsha White-Mathis; Meghann 
Luczkowski; Rochelle Jackson; Spencer Duffee; Liz Healey (phone); Deb Shoemaker 
(phone).   
 
PHLP representatives present:  Kyle Fisher; Amy Lowenstein; Danny Casserly (phone).   
 
DHS representatives present:  Eve Lickers, OMAP Policy Bureau Director; Gwen Zander, 
OMAP Managed Care Bureau Director; Montrell Fletcher, OLTL Executive Assistant; 
Nicholas James, OLTL. 
 
Attendees:  Sam Chanek, Corey Notarangelo, Amanda Sagastume, Anothny Abrams, Elise 
Gregory, Erin Wyse, Micheal Navarro, Danna Casserly, Deb Shoemaker, Jamie 
Buchenauer, Liz Healy, Randolph Nolen, Vols Wayne, Marriam Wafa, Caleb Bressler, Carl 
Feldman, Paula A Stum, Captioner Abby, Leesa Allen, Damaris Alvarado, James Anderson, 
Larry Appel, Catharine Arranz, Laina Auletta, Radwan Azim, Kim Barge, Jennifer 
Baumgardner, Ellan Baumgartner, Katrina Becker, Nichole Bennett, Kara Blasiak, Patricia 
Brady, Kelly Brown, Dusty Carl, Abigail Coleman, Amy Comarnitsky, Kathy Cubit, Scarlett 
Davis, Mindy Dunlap, Barbara Dunn, Isaac Durham, Julie Escobar, Kristen Figueroa, Brandy 
Flickinger, Katie Freeman, Carrie Frownfelter, Craig Gimbi, Janel Gleeson, Jamelia 
Graham, Angela Gumby, Nicole Harris, Theresa Hartman, Jeff Iseman, Breanna Jackson, 
China Jackson, Emily Katz, Tom Lacey, Tessa Laughman, Rachel Lee-Price, Laura Lentz, 
Dylan Lindberg, Sarah Martin, Scott Matlock, Meggie McCarthy-White, Lauren 
McNaughton, Kristy Michael, Michele Minter, Stacy Mitchell, Karey Molnar, Denise Moore, 
David Morales, Tim Moran, Erica Nace, Jazmin Nixon Cartwright, Jordan Notarangelo, 
Christi ODonnell, Christi Oliver, Jessica Osler, Krish Patel, Nicole Payonk, Ashlee Reick, 
Nicole Risner, Pam Rotella, Rachel Rumpff, Linda Sciulli, Kimberly Sgrignoli, Esther 
Shaffer, Naomi Shaffer, Sean Shamloo, Howard Shehan, Megan Shellenberger, Anniyah 
Shelton, Jason Shoemaker, Heather Shope, Caroline Straub, Laura Theurer, Courtney 
Troyer, Lisa Vennarini, Jill Vovakes, Jared Walker, Adrienne Walnoha, Donya Weldon, Nick 
Young, Gloria Yu, Starell Zoric, Jessica Montgomery, Michelle Moxley, Christine Valentine, 
Moe Greenwood. 
 
The meeting was called to order at 1:00 pm 

*** 



2 
 

>> ELISE GREGORY: Good afternoon. And welcome to the March edition of the consumer 
subcommittee of the MAAC.  Today is Wednesday, March 25th, 2026. My name is Elise 
Gregory.  
Before we begin the meeting, I would like to go over a few housekeeping items. This 
meeting is being recorded. Your continued participation in the meeting is your consent to 
be recorded. If you do not wish to be recorded, you may end your participation at any time.  
The use of AI for note taking or for any other purpose is not permitted. AI bots in attendance 
of the meeting will be removed. For panelists and speakers attending virtually, we 
recommend switching your audio connection to phone or dial in. You can go to the gear 
wheel and adjusting the setting. If you experience technical difficulties, please message in 
the chat.  
CART captioning is available for the meeting and set up on the right side of the room. The 
captioner is documenting the discussion remotely and it is important to speak directly into 
the microphones provided on the table. State your name and speak slowly and clearly.  
Speaking into the microphone will also help people throughout the room and on the 
webinar hear you.  
And in the event of an emergency, the evacuation procedures are posted on the wall by the 
door of each exit. To help avoid disruptions, all devices must have sound turned off and 
microphones muted. During the public comment period, the microphone will be facilitated 
by a team member. Please raise your hand and we will bring the microphone to you.  
Representing the Department of Human Services today from the Office of Medical 
Assistance Programs, bureau director, Eve Lickers. And the director for the bureau of 
managed care operations, Gwen Zander.  
OLTL Executive assistant to the deputy secretary, Montrell Fletcher and Nicholas James.  
If you have questions or need information related to the meeting, please visit the consumer 
subcommittee web page.  
I will hand things over to the chair, Ms. Sonia Brookins.  
>> SONIA BROOKINS: Thank you, Elise. Good afternoon to everyone.  
Good afternoon. So good to see everyone in person again. My name is Sonia Brookins. I'm 
the chair of the consumer subcommittee.  
>> MINTA LIVENGOOD, consumer -- co-chair from Indiana County.  
>> SPENCER DUFFY, from Mercer County.  
>> KYLE FISHER, with Pennsylvania Health Law Project, counsel for the subcommittee.    
>> AMY LOWENSTEIN, Pennsylvania Health Law Project.  
>> MEGHAN LUCZKOWSKI, consumer from Philadelphia County.  
>> MARSHA WHITE-MATHIS, welfare rights, consumer subcommittee.  
>> ROCHELLE JACKSON, Pittsburgh Allegheny County consumer subcommittee.  
>> On the phone? I mean, on the -- Deb?  
>> LIZ HEALEY: I'm switching over to the phone right now. I'm sorry if I'm making echo. I'm 
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here, Liz Healy.  
>> DEB SHOEMAKER: I am a family member.  
>> Anyone else on?  
>> DANNA CASSERLY, Pennsylvania Health Law Project. Thank you, Sonia.  
>> Good afternoon. I'm Nick James with OLTL. And I will hand it off.  
>> Good afternoon, everyone. Montrell Fletcher, executive assistant for the Office of Long 
Term Living.  
>> Good morning. Mo Greenwood.  
>> Good afternoon, Jessica Montgomery, AmeriHealth keystone CHC.Fee-for-Service 
director.  
>> Good afternoon. Pamela Machamer-Peechatka, policy division director.  
>> Caleb Bressler.  
>> Erin Wyse, human resources analyst, bureau of policy analysis and planning.  
>> Michael Navarro, human services supervisor.  
>> Anthony Abrams, human services at BPAP.  
>> And Amanda Sagastume, I am the policy section chief.  
>> Thank you all again and welcome.  
 
 

• OMAP Report  
o Deputy Secretary Updates  
o Proposed FY 2026-27 Medicaid Budget  
o H.R.1 Updates  
o GLP-1 Coverage Changes  

 
>> EVE LICKERS:  Good morning. I'm saying good morning. You can tell the kind of day I 
have had already. Good afternoon, everyone. I'm Eve Lickers, the director for the bureau of 
policy in the office of medical assistance program. Deputy secretary Kozak was not able to 
attend today. Some of the executive leadership are at a strategic planning session today 
and are unable to attend.  
>>  
So the first thing that we wanted to talk about, and we were asked to talk about, was the 
proposed fiscal year 2026 Medicaid budget. And traditionally, we give the budget overview, 
but we have had a budget overview from the governor's office, from the governor himself 
and also from Secretary Arkoosh. She has also on February 25th provided participated in 
the department's hearing and she had also on March 4th participated in the house 
appropriations. So she after the budget presentation by the Governor also went over the 
DHS budget with stakeholders and gave a really great overview of what's happening with 
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the proposal. So we don't think there's anything new to talk about until we get a passed 
budget. Because we know what happened last year. So we are going to hope that this is 
sooner rather than later this year. As a matter of fact, we hope that it will be on time this 
year.  
So once that passage happens, that's when we will see where things are and we will be 
better able to give you a good update.  
I know you had a few questions, specific questions about the budget, about the proposed 
budget change Medicaid eligibility or benefit levels. Not the budget in and of itself. So we 
know there's Federal changes and things like that.  
So outside of that, there's nothing that DHS in and of itself is saying we're going to change 
at this point in time related to eligibility or the benefit levels.  
And then does the proposed budget project increase and decline in MA enrollment? I think 
that we were pretty level is my understanding. All this is essentially tied -- it's laid out in 
DHS's blue book. So it would give the projections of the numbers, it would give the dollar 
amounts and things like that. Apart from that is the projected impact tied to an increase in 
the minimum wage. So that is something considered but not fully because it's also not 
passed.  
Yeah, I think that's really, really important across the board.  
 
Also the break down between the physical and behavioral health sides of  the overall 24.4 
billion MA capation line item is on pages 101 to 103 and the DHS blue book. And can 
somebody drop the link? Or if you don't, I will send it to you. It has every line item piece 
right there for you all to look at and what was in and how much it was.  
The last thing that you had asked about was the 1115 demonstration called Keystones of  
Health essentially what does it look like as compared to what was proposed? And the 
services and how many consumers?  
So we know previously there was the continuous eligibility that had to be stopped because 
of the Federal Government, not because of us, but the Federal Government. But we are 
continuing with the food as medicine, the housing, and the reentry. What it will look like 
will depend on what the budget says. We have already, as you heard Secretary Arkoosh 
say, we are not going to move forward unless it's funded. It must be funded in order for us 
to implement any of the things we proposed in the 1115. Hopefully we will see the funding 
come. I heard the governor talk about and the Secretary talk about it. What the statements 
could be and what the benefits could be. So we are hoping there will be funding in that 
area.  
I will pause there.  
>> We had discussion on the budget earlier this morning. This was one question related to 
capitation rate setting. You want to ask that?  
>> I can, if you prefer.  
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>> MEGHANN LUCZKOWSKI: That's okay. One of the populations that we talk about is the 
population of kids who receive shift care in the home. And we know from recent reports 
from the Department that the hours of covered shifts, the utilization is much lower than we 
actually thought it was from previous reports. And we wonder or we're concerned about 
whether or not during budget setting and capation rate set, is the Department looking at 
the whole universe of authorized hours as should be delivered? Or are they looking at 
utilization rates to determine budgeting?  Because that would be a giant cost difference.  
>> EVE LICKERS: I think that Michelle Minter is on and able to speak to that. She's from the 
bureau of fiscal management.  
>> Michelle, you have been made a panelist and you should be able to unmute.  
>> I will speak from my limited knowledge. I am not the fiscal expert and you do not want 
me balancing any budgets at all. Okay? Or adding or subtracting, anything like that.  
It generally is from utilization, but she can -- Michelle can explain kind of that, what it 
actually really looks like.  
But it is based on utilization, but it then there's trending that goes on with it.  
So I'm not sure what you have seen as far as fewer hours than what were anticipated 
because previously what you would see, what we had seen was a number of missed shifts. 
That's what we were seeing on the one side is a lot of missed shifts. Now we're seeing that 
shifts are being covered that never were before and we are hearing from other folks. 
Because you have family, caregivers that are now filling those shifts. Before those were 
missed shifts. The missed shifts numbers were astronomical. I'm not saying it eliminated 
the whole issue. But many hours were not being covered. Then unfortunately because of 
the pandemic, but it opened the doors for family caregivers to start to cover those hours.  
So we are hearing about an increase in those hours, so I'm just --  
>> MEGHANN LUCZKOWSKI: Yeah. That's for one service level, yes. For the lower level of 
care. For the higher level of care for skilled nursing, we're seeing over 30% of missed shifts. 
Whereas -- of authorized hours. So effectively, 65%, I think that was what the most recent 
reporting was. 65% of hours are covered out of the universe of 100%. And that's honestly 
the more expensive service. Definitely the more expensive, the more high need, the more 
vulnerable population. We want to be sure there's consideration around the fact that it's 
not necessarily that the services aren't needed and shouldn't be budgeted for, it's simply 
that the supply was not there to supply the service that was authorized.  
>> EVE LICKERS: I understand that. But one thing that I will say is that one services the kids 
mandatory. Mandatory service. The other thing is that nursing services, mandatory service. 
So to that extent, we will ensure that we have what we need in order to provide for those 
services. It's not like we're looking to cut. We're looking for folks to cover those shifts.  
>> SONIA BROOKINS: Yes, my question was to Meghann this morning and maybe you 
might not could answer, but somebody could answer, is that why is if a child is from 9:00 to 
4:00, why a person that's supposed to be working from 9:00 to 4:00, why would they give us 
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something from 9:00 to 1:00? I don't understand why any of that. I just don't understand it. 
If they know the child is in school 9:00 to 4:00, somebody should be there from 9:00 to 
4:00. Not 9:00 to 1:00. Then at 1:00, she has to go and get the child. I don't understand why 
stuff like that is not in place. So I don't know. That's just a question.  
>> Just to go with that specific situation, if someone is offered a shift from 9:00 to 1:00 and 
that doesn't work for the parent, the worker, or the child who is in school because 
somebody has to go get him from school, why when you say that doesn't work, is that 
considered a family refusal? It should be something else.  
>> KYLE FISHER: Just to elaborate a little, I think we're jumping around some on the 
agenda. Some of these things tie in together. We have had conversation with Gwen and her 
team. I don't think Gwen is in yet. Around the report. So part of this is going to that updated 
Ops 8 report, how the missed shift data is collected and some concerns we have around 
the categories that are used and the accuracy of information provided by agencies and 
categorizing, say, an offered aid or nurse as refused when in that example a nurse might be 
offered for half a day when a child is in a full day of school. So it's not practical to then 
accept that aid.  
There is some concern that it obscures the extent of the true missed shift universe reality if 
it's coded as family refusal as opposed to agency unable to staff.  
But we can continue that.  
>> That's why I was going to ask you how would you like to proceed with this? Gwen is on. I 
don't know if you want to continue this part of the conversation with Gwen because I know 
we are going to talk about some other pieces related to shift care.  
>> I will defer to the chair. I think -- do you want to continue the rest of the OMAP piece? 
And we will come to HealthChoices later.  
>> EVE LICKERS: And then I think the other piece, the last piece was about the GLP-1's 
before the HealthChoices. So Gwen is on and probably can speak to this a little bit better 
as far as the managed care piece. With regard to the bulletin, the bulletin is still in process. 
So that is still in the works. Hopefully soon. Hopefully soon.  
Because I just asked the question yesterday. I know we have had a lot of moving parts and 
a lot of folks in and out. So I think that's slowed down the process a little bit.  
But this is I would say within the next hopefully next month that we should actually have it 
to the streets, providing it goes through review smoothly and everybody is good.  
>> Just to clarify, this is the general EPSDT bulletin issued to remind providers, managed 
care plans, consumers of what this benefit is and when it applies. Okay.  
>> Yeah. It's under review.  
>> Under review. Hopefully out in the next month or so. Okay. Thank you.  
>> So Gwen?  
>> GWEN ZANDER: Good afternoon, everyone. Are you able to hear me okay?  
>> Yes.  



7 
 

>> GWEN ZANDER: Wonderful. So sorry to not be there in person with you today. But on the 
topic of GLP-1s, first, I just wanted to really thank the consumers and council for making us 
aware of some MCO practices regarding their review of GLP-1 requests for members under 
age 21. As a result of some cases being referred to us, we were able to review some 
specific denials with the MCOs and to give them some really concrete examples of 
instances where incorrect review processes or standards were used.  
So while the anecdotal evidence is always useful for context, I just want to say thank you 
especially for giving us specific cases so that we could really track this down.  
Most of the problems were identified with Keystone First AmeriHealth. And I wanted to 
share that their leadership, as well as their utilization management staff have been 
participating in conversations with us here at OMAP to just clarify the process that needs 
to be followed when they are reviewing EPSDT requests for GLP-1 drugs. As a result of that, 
we have worked together to review some of their draft denial notice language for EPSDT 
members if they do undertake that medical necessity review as they were required to do 
and then conclude that GLP-1s are not medically necessary for that child. We went 
through that draft denial notice language with them to make sure that it would be in 
alignment with HealthChoices agreement requirements. They have started making 
changes in their processes and their denial notice language. But their work continues. So I 
would say that we really encourage providers to continue to participate in peer to peer 
consultations and for any consumers that did receive a denial, particularly if they are an 
EPSDT member and they got a denial that just said it's not a covered drug. Pursue those 
appeal avenues certainly until we start to see the impacts of the updates and the changes 
in processes to make those corrections going forward.  
Any questions I can answer for you all?  
>> DEB SHOEMAKER: This is Deb. Sorry. I have a question. On -- and this is a clarification 
with EPSDT.  
Are they talking about when they deny cases, are they things that are brand new that 
weren't something that previously the child had? Or what are some instances? I know that 
it's always an interesting dynamic when you talk about EPSDT, I always get the S and the D 
wrong and out of order. But there's always an interesting dynamic because it's kind of the 
language says everything is covered, but yet I don't know if you look at the current, the 
changes, there's a different kind of inflexibility.  
So I was curious how that works in practice. I know there may be cases where I don't know 
how that works. But I was curious if there's since we're talking about talking to those two 
MCOs specifically in that area. I know we have issues with some of the things that some of 
the MCOs do in the new changes for adults. Is there anything that you're starting to see in 
denials is that kids who are essentially, I don't want to say grandfathered, but had recurring 
cases? Or are these new cases? Is there anything yet to understand about what's being 
denied in that specific program?  
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>> GWEN ZANDER: Thanks, Deb. It can be some of both. The majority of the cases are 
children that had active GLP-1 prescriptions in 2025 that are seeking to continue those 
prescriptions. Though we do see some cases where it's an entirely new request. And 
regardless of whether they were approved previously or whether they're seeking approval 
for the necessity on an individualized basis for each child. It is not permissible for an MCO 
to deny an authorization request for a child under age 21 just because the drug is not 
covered for adults.  
>> Thank you. That is important. You're talking about a vulnerable age where even the 
things that are not currently covered, weight loss and other things, when you're talking 
about a child, we're setting the denial could be something that will change their life forever. 
You know? Not to make it dramatic. But there's a lot of kids on diets, but we want to put 
them on a path of being successful. So that's why it's definitely a vulnerable population. So 
I appreciate that update so much.  
>> KYLE FISHER:  Thanks Gwen, I appreciate you investigating the individual cases and 
working with the MCOs to make sure they're doing medical necessity reviews.  
One piece that we continue to largely hear from larger provider practices is some of the 
MCOs appear to be denying all of these requests on the front end and occasionally 
approving only after a peer to peer by the prescriber. That sort of extra level of friction and 
administrative burden on the provider is one that not all providers are willing to engage in. 
So we certainly appreciate that you're working with the plan to stop that practice where it's 
inappropriate to ensure they're doing the medical necessity review on the front end where 
they have enough information to make the medical necessity decision. Thanks for that.  
As we -- it sounds like this is still an activity underway. Would you encourage or would you 
like to see more case examples as they're coming in at this stage?  
>> GWEN ZANDER: If they are especially newer cases, March into April new denials, that 
will certainly be helpful to us to see if the issues that we believe we are correcting are 
persisting. I would say at this point, historical examples, January, February, early March, I 
think that we have sufficient examples to identify the issues and to conclude that there are 
in fact systemic issues. So I would say keep sending them. But new cases would be most 
helpful.  
>> Got it. Thank you.  
>> I'm going to leave that conversation alone, Gwen. I'm going to let you handle it.  
>> GWEN ZANDER: Thank you. That's my job.  
>> That being said, thank you for your hard work, Gwen.  
>> GWEN ZANDER: It really is my pleasure.  
Anything else I can answer or take back related to GLP-1 coverage changes?  
>> Thanks.  
>> SONIA BROOKINGS:  Okay. All right. I did skip the H.R.1 as I was doing that from 
memory. I have too many things open here.  
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So we did want to talk about H.R.1. We know that prior to today's meeting that you all had 
some of you all had met with the larger work group and had some discussions, overview. 
So we wanted to make sure that there was space during this time for you all to talk about 
kind of what was seen, heard, what you wanted to bring back. And then -- for the record, 
it's a listening group for right now. We really don't know. All we did was listen to Secretary 
Arkoosh talked about what they're doing behind the scenes. So really it was a listening 
session. The next session is May 6th. And we will go from there to see if we are going to 
interact or we're going to ask the question. Because right now, that's what it was about.  
>> MEGHANN LUCZKOWSKI:  Yeah. I would reiterate I was part of that as well. We think 
that first initial meeting laid really good ground work and presented a lot of helpful framing 
of what may be to come. But I think we're really looking forward to an interactive work 
group with a potential for feedback from the members. And obviously we're all just sort of 
nervously anticipating what will continue to come down the pipeline.  
>>KYLE FISHER:  I think you said it well. There's definite interest in participation and 
engagement, in being able to be helpful for the Department as it engages in this Herculean 
effort to make the changes to H.R.1 by the end of the year. And we have had conversations 
around the various aspects and changes to notices, applications, renewals, new outreach, 
changes to IT systems in lots of ways. I think obviously this subcommittee wants to be a 
resource. We know other subcommittees of the MAAC and the MAAC itself do as well. So 
we appreciate hearing about some of the information that is happening behind the scenes. 
Some of which had not been previously shared. So it was news. Good to hear some of 
these changes are occurring. I guess we would just emphasize that the Department 
doesn't have to do it alone and we think that the final product, which is clearly going to be a 
work in progress and iterative, but that this process will be more effective and go better the 
more the department uses stakeholders and the resources available to them.  
>> EVE LICKERS:  So I think that from what I saw on the slides, I thought it was -- I wasn't at 
the meeting, but what I heard and what I had seen was it was a good level setting initial 
meeting to give information out so everyone had the same information and the base level. 
And then looking at what the Department's priority order is because it doesn't make sense 
to worry about something that's down here when we have got stuff in November.  
If you didn't hear it, it was how on fire is it. Exactly.  
Because also we know that some of the pieces for SNAP, the SNAP requirements are going 
to be the building blocks for what comes in for the community engagement requirements 
for the Medicaid piece of it.  
So I think that that is the focus right now. But I think that these sessions, these meetings 
are great spaces to have the conversations as we have talked about and I know you guys 
will be having them and taking them back to the larger group and making sure that when 
there's questions or that you talk to Catherine and say there has to be space for us to have 
that, to provide that feedback. Or what's the venue.  
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And for those that are on the call, I know we're going to have more conversations during the 
MAAC tomorrow, so I think that, again, that's another session where we're there will be 
discussion and a little bit more in depth discussion. So I encourage other folks to if you 
don't normally come to the MAAC, come to the MAAC. Listen in and call in so that you can 
hear the discussion as well.  
>> SONIA BROOKINS:  Thank you for that, Eve. It will be transparent for us. We will tell the 
truth whether we like it or we don't like it. We will tell what they give us. So on behalf of the 
Consumer Sub, we will tell the truth, whether we like it or we disagree, we will tell it. This is 
about everyone in this room, across the state. We have to tell the truth. Grievances are 
going to come about. We don't like them. But y'all have to do what y'all have to do. That's 
where we're at with it. It's real and it's here. Until changes come, we have to go with the 
Department until we can make more better changes. Maybe we don't have to make any 
changes if stuff happens over there in Washington. For this group, we will tell the truth. We 
will tell whatever needs to be told.  
Thank you.  
>> You dropped the mic. It was good.  
>> Montrell?  
>> Before you do that, this is Deb. I'm sorry. I always hate to go beyond you, Montrell. If I 
was there, I would give you a big hug. You know that.  
I wanted for sake of transparency to let people know that I was appointed to the work group 
on behalf of being the chair of the Fee-for-Service subcommittee and I support what Sonia 
said because I think as we always say, we're all in it for the same reasons and we are here 
to serve as a resource, as a guide for consumers, for families, especially on my end, I 
would say for families and for those who don't get the voice of that work group. So thank 
you for DHS for having this and we're all in it together. And like you said, it will be good, 
bad, and ugly. But we're going to do it together.  
 

• OLTL Report 
o Deputy Secretary Updates 
o Participant Directed DCW Rates Increases  
o PAS Hours Staffing Data 

 
>> MONTRELL FLETCHER: All right. Good afternoon, everyone. That was a heck of a speech 
to have to follow up. My presentation probably won't have the fire behind it.  
Good afternoon, everyone. I'm Montrell Fletcher, the executive assistant in the Office of 
Long Term Living. Juliet had a conflict today, as Eve mentioned, pretty much the whole 
executive team is doing some strategic planning right now. So they had to dig deep in the 
bench and here I am.  
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So today I will be giving the updates. We have procurement updates, an update on the 
participant directed direct care worker rate increase, personal assistance services staffing 
update, and some recent OLTL communications. And then I will turn it over to Nick James 
to provide the CHC Prior Authorizations and denial data.  
All right. So if you go to the next slide. This slide hasn't changed for probably the past year. 
But we will mention that the CHC RFA is still in a stay. So all activity pertaining to the RFA 
has ceased. And no time line can be shared at this time. Again, we're asking everyone to 
provide any questions regarding the RFA and its contents to be shared directly to the 
procurement resource account at RA-PWRFAquestions@PA.gov.  
All right. So moving on to the CHC participant directed rate increase. We did -- to discuss 
how and by when the CHC participants are using the Tempus model and how to elect the 
recent rate increases. So today we can give an update that the rate increase details and 
forms are posted on the Tempus Unlimited website. We have the website on the slide for 
participants to access if they should choose.  
For the common law employers, also known as participants, they can take action now to 
complete the direct care worker rate change form and submit it to Tempus by May 8, 2026, 
for their employees, the direct care workers, to receive the retroactive pay increase.  
The form is available on the Tempus website. The form was also mailed to the CLEs, 
including a self-addressed or postage paid envelope. I know that was something that the 
consumers voiced interest in across the board. So MCOs have made that available.  
>> Is that a question?  
>> I will save it.  
>> MONTRELL FLETCHER: All right. And the forms can be returned either via email, fax, or 
mail, which is another piece that was of interest.  
For the OBRA side, the Fee-for-Service side and Act 150, the rate increase details and 
forms are posted on the PPL website. And for convenience, CLEs will not have to do 
anything for their employees to receive an automatic increase based on the fee schedule 
increase. This change includes supplemental back pay back to January 1 of this year 
unless they would like to indicate another rate preference. CLEs have through April 10th of 
this year to indicate other preferences. And the form is available on the PPL website to 
select another preference.  
>> So what's the difference in the Tempus and the CLE?  
>> MONTRELL FLETCHER: So Tempus is for the MCOs. That is their -- I'm drawing a blank 
on the vendor, what it's  
>> Actually, that was my question related to that. So you got it.  
[Indiscernible]  
>> MONTRELL FLETCHER: Both are back to January 1.  
>> KYLE FISHER: Montrell, just to clarify, on the Fee-for-Service side, OBRA and Act 150 is 
going to be an opt out model for everyone getting the rate increases back to January 1st 
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unless they opt out. The CHC side using Tempus, it's opt in. If they want the direct care 
workers to get the increase, they need to opt in. If they want it to be retroactive, they have 
to opt in by what date?  
>> MONTRELL FLETCHER: That was May 8th.  
>> Okay. Thank you.  
>> MONTRELL FLETCHER: All right. And moving on to the PAS staffing report development 
update. So we just wanted to report out here that we are still working behind the scenes. 
This is a big lift, so we are still working with the MCOs to try to assess those gaps in data 
and be able to report out the PAS hours authorized, or approved, and what was delivered. 
So to date, we don't have a response. But we are working as hard as we can behind the 
scenes to get this as quickly as possible.  
All right. And lastly, this is more so for the MAAC side, but we will give the update today to 
let everyone know that on March 17th, OLTL released a Listserv announcing the launch of 
the application period for the value-based purchasing innovation show case. This is a 
special form hosted by the National MLTSS Association. And it's going to offer providers a 
unique opportunity to pitch their most innovative ideas for VBP models in the medium to 
high risk categories.  
So this is going to be a competitive application process. And we are going to have an in-
person show case here in Harrisburg on Wednesday, August 12th, where those selected 
providers are able to come and pitch their ideas in front of a star studded cast. So any 
providers who want to apply, they can do so with the survey monkey link that is in the 
materials. And the application deadline is Friday, April 17th. And providers interested in 
learning more, we are going to have a webinar, optional webinar where providers if they 
want to hear more about VBP and the application process, they can join that on Tuesday, 
March 31st, at 2:00 p.m. And the registration link is here on the screen. And if they have any 
questions, you can reach out to info@MLTSS.org.  
And I will pause there to see if there are any questions before I turn it over.  
>> I'm curious with the providers who are chosen, will they be just from Pennsylvania? Or is 
this because it's  
>> MONTRELL FLETCHER: Yep. We have this open to all providers who are either in state or 
out of state. If they're out of state, they can come in and work with someone in the network 
to be able to roll out their idea.  
>> KYLE FISHER: Montrell, backing up one topic going to the missed shift data and OLTL's 
inability to seek the authorized hours, I know we had a similar conversation in January and 
it was a discussion around using HHA exchange or potentially a new report from the MCOs 
to gather that data. We had a similar conversation last April when I think the Department 
still obviously didn't have it last year either. I guess at this stage, hearing that you're 
working with the plans, you're figuring out how to do this, what's your anticipated time 
frame for when you will either have it through HHA exchange or start requesting in a report 
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to have it from the plan?  
>> MONTRELL FLETCHER: Unfortunately, I don't have a time frame. I know that we are 
working diligently. And I know some time has passed. We have heard that the committee 
here and it goes to say that we're continuing to work. And I know this is a hot topic for 
everyone here. So hopefully by the next meeting, we will have more to share out.  
>> Thank you.  
>> MONTRELL FLETCHER: I will try to make that promise.  
>> Thank you so much, Montrell.  
>> And is there value-based purchasing innovative solution to identifying the gaps in data 
that maybe somebody wants to present at the show case?  
>> MONTRELL FLETCHER: Yes. That is a good question. So that is going to be one of the 
areas that is going to be addressed in the webinar. So for those who attend, you will hear 
some pain points that are found across the board for someone who present a solution to 
solve that problem.  
>> Thank you. Thank you.  
All right. I will turn it over to Nick.  
>> You mind working the slides?  

 
o CHC Prior Auth & Denial Data  

 
>> NICHOLAS JAMES:  Good afternoon. I am Nicholas James, the subject matter expert 
with the denial log. Today, we will be looking at -- sorry.  
Today, we will be looking at 2025 quarterly data. We'll be covering LTSS and HVAP services 
by denial type. Next slide, please.  
So the following areas of reporting will be covering today, we'll be covering denial rates by 
denial types for LTSS. We'll be covering denied service counts by denial types for PAS. We'll 
be reviewing denied service accounts by denial types for home and community-based 
services other than PAS. And we'll be reviewing denial rates by denial types for HVAP 
services.  
And just basics in regard to the denial log reporting itself. Each MCOs submit your denial 
logs monthly. And by region. So five denial logs are submitted each month for each MCO. 
And within those denial logs, there's five primary reporting streams or reporting categories. 
Next slide, please.  
And these are some of the keys that's following along as we discuss the denial logs 
themselves.  
Denial log categories or the tabs within the Excel spread sheet that are used for reporting 
under the denial log include pharmacy, HP, LTSS, dental, and HVAP. And those are 
considered the primary reporting categories.  
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LTSS includes your HCBS or waiver approved services, excluding the HVAP services. And 
HVAP services, which is a second primary reporting tab or reporting category include home 
adaptations, vehicle modifications, assistive technology, and pest eradications. Within 
that, there is a column for each denial submitted titled type of denials. And those 
dispositions would include three types. Complete, partial, and alternate services.  
For this reporting today, PAS includes both agency model and consumer model.  
Next slide, please.  
So I want to just start with a very basic premise on the denial rate calculation, which is the 
numerator is the total denied service accounts. Denominator is the total decisions. By 
dividing them, you would achieve your denial rate. For example, if you had 33 denied 
services, you divided that by 100 decisions, you get approximately a denial rate of 33.3%.  
Next slide, please.  
Before I jump into the actual data, I just need to kind of put a preface out there before we 
begin. I wanted to preface that the denial log data has constraints in the categories. Which 
is physical health, LTSS, et cetera.  
This is because total decisions are not provided for sub categories such as PAS. So LTSS 
would be a primary reporting stream. MCOs would provide one aggregate count of 
decisions. So if we want to look at PAS denial rates, we have the constraint we can't do 
that, but I did provide for the breakout as requested. The counts of denials as well as the 
denial rates. And I will be able to present the percentages of PAS versus the percentages of 
all other services other than PAS for the total counts. And we will see, hopefully you will 
have -- this will be of use.  
Okay. All right. So the first slide we have is AHC keystone First. And this is LTSS denial rates 
by denial types. And for the aggregate, you can visually see the breakout. For LTSS, their 
denial rate for 2025 was 29.3%. Okay?  
So if then we look at their denied services total, 36,289, and then we take a look at the 
denial types, of the total denied services, 31.7 were complete denials. 68.2 were partial 
denials. And then alternative services while rather nominal were 31 of those and it was a 
0.1% total denied services for LTSS.  
So I just wanted to stop there. That's kind of the crux before I start going through a lot more 
of these as a basic premise. Is there any questions?  
>> MINTA LIVENGOOD: Talking about this denial, I'm curious, it's dental. Okay? But it 
doesn't identify what type of dental that you're talking about. Like is it for dentures? Is it for 
teeth to be pulled, teeth to be fixed? In that category, there's a lot of information.  
>> Yeah. I keyed on the five tabs and I probably maybe got a little off track. But none of this 
particular data keys on dental. I did reference that as a primary reporting stream. But I 
could -- if you have general questions outside of this data, or we could present dental 
denial data for you in the future as well.  
>> MINTA LIVENGOOD:  Okay. I'm just kind of I guess curious because sometimes when 
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you're dealing with most seniors, not all seniors is receiving CHC, but there's a majority of 
them that may be offered to have their teeth pulled, but not replaced. Okay? Which to me, 
that defeats some purposes. And I don't have any specific cases at this time, but I have 
heard of this happening over the years. Oh, we'll pull your teeth, but we're not going to give 
you false ones. Okay? So yeah.  
>> KYLE FISHER: Just to add in, for this report, we focused on the waiver services. So that's 
what you see in the data as LTSS and then personal assistance. But we could tee up a 
dental report or a dental benefit limit exception report again for a future meeting. I know we 
have gotten some dental data in the past. I feel like we have seen progress on the BLE side, 
certainly on the HealthChoices side. I don't know that we have looked to the CHC side in 
dental approval rates or benefit level exception approval rates. But we can queue that up 
for another meeting.  
>> Okay. So like I said, in total representing CHC. Okay? And sometimes you got to say 
okay, what are you actually -- are you managed care? Are you just CHC? Just curious 
looking at this. I understand what you're saying.  
>> NICK JAMES: I will add that we capture denials denied by procedures. So each 
procedure is tracked as a denial in itself.  
Okay. I will go ahead.  
I'm going to go ahead and move on to the next slide, if that's okay.  
Now this is a look at PAS denied services by denial types for AHC/keystone First. This is a 
sub category. And so I could not present the denial rates specific just to PAS. But the total 
denied PAS account for AHC was 34,562. And if we look at LTSS total denials, that 
represents 95.2% of the total denials under the LTSS primary reporting category. Okay?  
And similarly, the complete denials come in at 31.9%. And the partial denials come in at 
69.8.  
>> KYLE FISHER: I'm sorry, Nick, if I can stop you there. I think you gave a detail that's 
useful. You can't separate identify among all of the LTSS the direct denial rate for personal 
assistance. You told us I think 95% of all of those denials are PAS? Is that right?  
>> NICK JAMES: Yes. AHC happens to have the most services provided other than PAS, for 
what it's worth.  
>> At that 4 something percent? Okay. So 95.2 was PAS? That's not in the slide, right? You 
gave us that. Okay.  
And the others would be things like home delivered meals?  
>> Yes.  
>> Employment services, all sorts of -- whatever is not in your home and vehicle 
adaptations.  
>> Yep. And we can provide a breakout.  
>> Thank you.  
>> AMY LOWENSTEIN: Okay. This is Amy.  
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So on that piece, and I think the committee has raised this before. But it would make sense 
to actually have PAS separate. It is the vast majority of the services that we and the 
consumers can all see, like what were the numbers requested and how many were denied. 
Because I think to have the largest and most popular service not have its own category as it 
does in I think it is broken down on the HealthChoices side, home health, and even skilled 
nursing are separated out from each other. So you can see the differences.  
>> NICK JAMES: Yeah. And I think that was mentioned about a year ago when I presented 
some of this data. And I did take it back. I think we're at the high 30s for Ops reports. And 
this is just a kind of a prioritization. So we have been on boarding a lot of new Ops reports. 
When you take the sub UM reports, we're in the 40s. We have created a lot of new ones and 
there's a lot of refinements that going on when we're onboarding new ones. But I will take 
this back and put forth this request, suggestion. And take it from there if you would like.  
If you would like to send me an email, that might be helpful. Okay. That would be great.  
>> And then there were more questions just to clarify. This includes reductions, right?  
>> Yeah. That's -- well, so it's partial. Yeah. It's a partial -- denial could be a reduction as 
well. And that's kind of another slice of stratification. But we do capture that on each 
individually logged denial. We would be able to pull reductions that resulted. That's 
considered a denial. It's baked in the cake. Yes.  
>> AMY LOWENSTEIN: All right. That's why I wanted to clarify that.  
And one more question. I'm trying to just since most of these requests were PAS, what is a 
request for PAS considered? Because often people will get an annual assessment. They're 
not asking for more hours, nothing is changing. Is that considered a request? Or is it --  
>> For additional hours?  
>> They didn't ask for anything more. This is a denominator question. People will get an 
assessment, maybe a trigger assessment. They were in the hospital, they were getting 50 
hours. And they will get reassessed by the plan just to see if their needs are met. They don't 
ask for hours, they get the 50 hours.  
But often, they will get a reduction in hours. So does that -- so is every assessment 
considered a request? Or is it --  
>> NICK JAMES: I will defer that. And we have an Ops 23 that looks at PAS and focusing in 
on the reductions. So that's just really centered around person centered service plans and 
changes in the assessment. And increases and decreases in PAS.  
So yes, we have -- so we have a couple, if it's a new request, if they ask for additional PAS, 
that's actually considered a new request as a disposition. And if that is then ultimately 
denied, then that would be a denial, the PAS would stay the same and that would be 
captured.  
But it would be captured if they didn't request a change and there was a denial anyway?  
>> I believe so.  
>> It's complicated. If I get an assessment and Meghann gets an assessment and I'm 
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getting 50, she's getting 50, no one asks for anything, I'm reduced. That seems like a 
request and a denial. I don't know what hers is considered. That's all.  
>> Yeah. It's a decision without a doubt. So yes. The assessment can result in total 
decisions. So if it was put forth on their person-centered service plan and there was a 
consideration and then it was ultimately denied or they felt there was a better plan 
approach, so that service was would be part of the decision making process as well.  
>> I'm confused. Maybe we have an email conversation about it.  
>> You said what you said. Got the same 50 hours. Nothing's changed. But yours changed 
and yours was the  
>> I was asking whether both of those are considered decisions. Is it a decision if she 
doesn't have a change and she didn't ask for anything?  
>> Something was considered.  
>> Based on assessment, yes.  
>> AMY LOWENSTEIN: So that makes a big difference. If you're saying that 30% of 
decisions were denied, then you're really looking at every single assessment that -- 
because every time someone is assessed, they are evaluated for whether you get the same 
level of services. It's not people requesting a change. This is the whole universe's denial. 
Based on every single assessment.  
>> It wouldn't be just every available service necessarily.  
>> Just for PAS. Yeah.  
>> Yes. So if there is a consideration that's an outcome of the assessment or 
reassessment and there's a change, that would be tracked as a decision.  
>> Okay. Yes. And I think the converse of that would be you can't say that 30% were denied, 
70% were approved because they weren't necessarily requested. They were just a change. 
Okay.  
>> Who makes these decisions? The service coordinator? I'm asking a question.  
>> Utilization management team that should be working closely with the service 
coordinator. And we have been making and reviewing those relationships specifically 
moving through last year. But that's how the decision is supposed to be, a communication 
and a working together between those two.  
>> And it's only triggered --  
[Indiscernible]  
If everything is status quo, you wouldn't get an assessment, is that correct? The only way 
you get another assessment is if something happens. Thank you.  
[Indiscernible]  
>> The agency reports it to the -- yeah. And that will send someone in to check on you.  
Thank you..  
>>  
>> You're welcome.  
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>> KYLE FISHER: This is helpful. Looking at some of the slides in the interest of time, I don't 
know that we need to go through percentages of denial, partial versus complete. I would 
suggest to skip down to -- I don't know. Do you want to talk about LTSS other than PAS? It's 
hard to know absent more specificity on the particular services being denied. That could be 
any of a dozen plus services and they're smaller numbers. Right?  
>> You mean for other than PAS? Oh, yeah. There's like 33 total potential services.  
>> Yeah. I guess I would suggest if you're open to it that we skip to the home and vehicle 
adaptation.  
>> Yeah. You want me to key on those metrics with denial rates?  
>> Yeah. Please.  
>> Before you move on, there's one comment in the chat. It's from Jennifer. She's saying 
there is a link here for the current CHC agreement to reference clarification. We will put the 
link in the chat.  
>> I do not have a photographic memory by any means.  
So yeah. We're going to look at denial rates, HVAP denial rates by denial types. So HVAP -- 
AHC reported a --  
[Background noise]  
And that would make sense.  
Okay. Now we'll move on to PHW. That would be slide eight. Right?  
>> 15.  
>> NICK JAMES: Oh, is it? Okay.  
So we're moving on to PHW LTSS denial rates. These are the PHW LTSS denial rates. For 
2025, they reported 19.8% for LTSS. Where about 50/50% breakout between complete and 
partial denials.  
One more slide forward, please? Okay.  
This is PHC HVAP denial rates for 2025. 36.9% denial rate for HVAP services. And the 
percentage of denied services for PHW is worth noting the complete -- excuse me, the 
deny type, complete denies 68.2. And partial denies were 6.8. And then the alternative 
services was notable at 29.5.  
>> Just unpack that. Sorry. Alternative service to a requested home modification could 
have been like an alternative modification?  
>> NICK JAMES: Sure. And there's safety concerns that may come into play, et cetera. 
Instead of getting a walk-in shower, they opted for rails. Or hopefully the other way around 
potentially.  
>> KYLE FISHER: Grab rails instead of a walk-in shower. That's a good example.  
It is interesting to see that going back to the Keystone AmeriHealth HVAP data, very few 
alternative services were offered by that plan. Very different outcomes.  
>> Yeah.  
And now we will move to UPMC. Thank you.  
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For UPMC LTSS services, the denial rates reported for 2025 was at 14.6% denial rate. And 
their complete denials were a little fewer than 50% at 45% roughly for complete denials 
and 55% roughly for partial denials.  
This is LTSS. Not HVAP.  
And then if we could go two slides ahead. And then we're at HVAP denial rates for 2025 for 
UPMC reported a 24.5% denial rate. With 87.4% reporting as a complete denial. And 12.2% 
as a partial denial.  
So I guess we're at that point I can ask if there's additional questions or holistic questions?  
>> AMY LOWENSTEIN: This is Amy again. I have an observation. And I'm wondering if there 
has been any plan to follow up on it. It looks like AmeriHealth has half as many requests 
even for home mod, vehicle mods, and things like that than UPMC and other plans. Which 
seems odd because they are by far the largest plan in terms of people with waivers. I 
wonder if that's being looked into.  
Even the requests. Yeah. Just seems very low. And I was wondering.  
>> NICK JAMES: Not specifically. There is from different regions, there can be regional 
differences. There is a lot of checks and balances, occupational reports. You need to 
establish or get sign-off from the landlord or sign off for the homeownership. It's a much 
more dynamic process. Contractor concerns, whether or not the overall structure would 
need to be fixed for maybe the floorboards in the bathroom. So it gets pretty dynamic. I'm 
not in the position to talk about that. We do our clinical review team looks in and gets all 
the documentation on these decisions and maybe in a better position than I am to talk 
about that. But it is a noteworthy observation. And noncritical review group.  
>> I can see that some of those going to denials. I was more curious about even the 
requests. Maybe -- would this data not include requests that hadn't gotten to the point of 
even become submitted to the DME portion of the MCO? So I think that's maybe, Amy, 
where we're thinking a member requests a service, maybe a home modification, and a 
vendor comes out and determines the home actually can't even -- that would be 
considered a request.  
I just want to make sure that's what the data is collecting. Do you see what I'm saying? If 
the member requests it, but then the requests never goes through to be submitted -- to 
even be denied on the DME request level. Am I making sense?  
>> You are. And we have had discussions about where the request starts, where it should 
start, et cetera. It should be based on a participant or a participant's representative 
requesting that. Or through an assessment of needs. And that should be logged as a 
request and then the decision making process in review would take place.  
So I'm -- we may need to have maybe perhaps other folks -- the details about this. Maybe 
from an administration side for each MCO to talk about their process.  
>> AMY LOWENSTEIN: I guess I was just thinking that maybe with the AmeriHealth and 
Keystone looking closer to see why there's so few requests. Are they not processing 
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requests? Is there a regional thing? If you looked at all of them by region, maybe because of 
the nature of the housing in Philadelphia, there's fewer people requesting? I don't know. I 
don't know. I have no idea. But just to figure out why the plan with the highest enrollment of 
recipients has the lowest number of requests even.  
>> NICK JAMES: I would start by taking it back to my immediate group, which is clinical 
review team, Dr. Appel, and having a conversation around that. Normally the next steps, 
what we want to look into and so this will definitely, definitely be brought forward at our 
next meeting for the clinical review team. Two sides, the clinical review team and a 
nonclinical review. I'm the nonclinical guy and probably why I'm stumbling a little bit.  
>> No. I don't think it's just that. I think if we're going to ensure fidelity in the numbers, we 
have to agree everybody is determining a request is the a request at the same point of 
when it's made. Otherwise, everybody is reporting something different.  
>> Absolutely. And all that is documented, right? Documentation for every request.  
>> Maybe, maybe not.  
>> I have had clients who have had their requests lost.  
>> I will give a quick example in Philadelphia, there's a lot of row homes and it's difficult to 
install a ramp at a row home. There's not a back area for a vertical lift. So it can be 
determined that the house itself is simply you cannot make it an accessible home. That 
doesn't mean that the member didn't request a service. So if -- and that could certainly 
mean that regionally certain areas have lower requests that get through to a certain point. 
But I think we need to determine for sure that member requests are a request.  
>> And I will say that we talked about onboarding new and we do have an Ops 31 that looks 
at the contractor-based services. Yeah.  
>> But that's -- if the numbers aren't jiving, that could be part of what we're looking at is 
we're all calling a request something different.  
>> I think Randy was going to jump in. I don't want to cut you off, Randy.  
>> RANDY NOLEN: Hi, Amy. It's Randy from OLTL. Between the monitoring team and the 
quality team, we will take a look at this to see if there's a regional difference. I think you 
have identified some of the issues. The housing stock in southeast Philadelphia is a lot 
different than the housing stock in other parts of the Commonwealth. And you're right, in 
some of these older towns where you're looking at homes that are 100-plus years old, 
they're built on the street. So you can't put ramps in. You can't put VPLs in. The houses are 
narrow inside so stair lifts aren't appropriate in some of those areas.  
I think there's probably a number of reasons why we see lower home mods in certain 
regions. What we will do is go back and look at the data to see if in the southeast the 
percentage of submittals is -- and we'll look at the percentage of submittals if it's higher for 
the other two MCOs versus AmeriHealth. We will look at this as we're going through. Give 
us a chance to do that. We'll reconvene with Nick and the team and Mike and his 
monitoring team and take a look at this here and report out.  
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>> LARRY APPEL: This is Dr. Appel. We will work with Randy and team and see if there's a 
clinical reason why there's this disparity. We certainly appreciate you identifying this.  
>> KYLE FISHER:  Appreciate both of those responses. And leadership looking into that 
further. I guess on a similar note, we see nearly two to one variation in denial rates for LTSS 
services across the board. And that's not new. I think we saw it in 2024 data as well. It 
would be useful to hear how often leadership is looking at this data, and sort of how you 
respond or the actions OLTL takes when it sees significant outliers or alarming trends. 
Generally.  
>> NICK JAMES:  Yep. And we look at the data monthly. We tend to -- there's variations from 
-- [Indiscernible]  
It's good to look at quarterly data. But we meet once a month as a nonclinical group 
looking at the numbers. And we look for trends. A particular MCO shifting higher or is there 
an outlier that MCO shifting lower, which we have seen. And we normally engage and have 
discussion.  
So there are -- I don't want to get too much into the weeds, but there are regional 
differences that occur even around PAS or LTSS. There can be population differences on 
the duals versus nonduals. Kind of those population loads for the MCOs. And of course, 
the real decisions should come out of the UM process and the acuity.  
>> RANDY NOLEN: We have over 50 Ops reports and ad hoc reports and we look at them 
either monthly, quarterly, annually, depending on when they come in. They're all evaluated 
by different team members, subject matter experts that look at them. We coordinate 
review of the reports between all the bureaus in OLTL. If we see something that's an 
abnormal finding in those reports, we go back to the MCOs. Basically we tell the MCOs, 
look, we will present this information out. We need to make sure that it's correct questions 
about the data once we report it out.  
We do a lot of checks on it to ensure that it's appropriate data. So that's a part of what 
happens on a regular basis.  
>> Thank you, Randy.  
>> I have one request. When you're doing your data, not everybody understands 
abbreviations, what they mean. So it would be nice under PAS what you're actually 
identifying, what service. Okay?  
>> Agree with you 100% on that. We need to do a better job of not just using letters.  
>> I agree too.  
>> Thank you so much. Appreciate it.  
HealthChoices. Gwen?  
 

• HealthChoices Issues 
o Pediatric Shift Care – Shadow Nursing Updates 
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o Hospital/MCO Contract Terminations  
 
>> GWEN ZANDER: Hello, everyone. Can you hear me all right?  
Wonderful.  
All right. In terms of the pediatric shift care nursing updates, I provided some data to Kyle 
offline that indicated what the utilization of the shadow nursing codes has looked like. And 
so I think for this part of the agenda, I'm curious whether you all have any comments or 
questions related to shadow nursing that I can answer.  
>> MEGHANN LUCZKOWSKI: I had to turn on the mic.  
Hi, Gwen, it's Meghann, of course.  
First of all, thank you for reviewing this. I know we talked about it before and I appreciated 
you going and digging this out. And I thought it was really promising to see that the 
utilization was increasing over time.  
I think, again, I will lift the concern that I have heard from agencies, not that this is 
something that can be fixed or worked out immediately, but just that there's a great 
number of members who are co-vending across multiple agencies. And there's a limitation 
in using this -- I don't know if it's necessarily a contingent code, the billing code for shadow 
nursing is contingent upon the main code for billing for the shift. So you have two nursing 
agencies and nursing agency A's nurse is on shift as the trainer, but nursing agency B has 
someone new who wants to train. Nursing agency B can't bill for that shadow, those 
shadow hours because they're not using the main billing code.  
So not -- I think it's one of those things that as utilization happens, we go oh, we didn't think 
about that part. So something to lift. But I know that that's been an ongoing struggle for 
families is to get new staff trained because you're utilizing so many different agencies at 
this point. Just food for thought. And something to think out how maybe this could be 
improved and utilized even more.  
>> GWEN ZANDER: Thank you, Meghann. You're absolutely right. Not something that we 
had originally contemplated. Sounds like this is maybe something that we will be able to 
correct through changing some claims edits that might be programmed into the MCO's 
payment systems so that it would no longer reject that particular code if it was billed by 
underlying service. So I will take that back and start talking to the claims systems teams at 
the MCOs and see what we can figure out.  
>> KYLE FISHER: Gwen, I don't know if you had on the agenda intent to speak to the missed 
shift data again. I know you presented two months ago on that. We wanted to express 
appreciation for you and your team sharing the larger data set of update data. So showing 
all the reason codes beyond just nursing agencies being unable to staff. I think there was 
definitely some alarm at the overall numbers for shift nursing in particular. And if you were 
on at the beginning of the meeting, I know there was questions earlier about the update 
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report and some questions around reporting and when family refusal or deferral is coded in 
the report. And certainly, the members can correct me or add in, but it sounds like there is 
definite interest in having an offline conversation about the data.  
And also being involved as the Department makes any revisions to the report or the 
process of reporting the pediatric shift care missed shifts as well.  
>> GWEN ZANDER: Thanks, Kyle. Yes, we would love to have an offline meeting to dig into 
the data a bit more deeply with those who are interested in it. And we just kicked off at the 
beginning of this week the work group of MCO representatives that will be assisting the 
department in making some updates to the report. We will also be working with home 
health agencies, the ones who are actually responsible for filling out the Ops 8 report to 
gather information from them first and use that to inform the updates. And then we will 
beta test that with some agencies. We certainly do intend to bring consumers along in the 
process so that you all can review some of our proposals and offer feedback on that before 
we finalize any decisions about changes to the reporting structure or processes.  
>> MEGHANN LUCZKOWSKI: This is Meghann. I appreciate that. I know we have our offline 
meeting sometimes, but there's a group of us out there who are not utilized and have 
gotten maybe unfortunately system savvy about where these reporting structures are from 
and where they go. So lean on us sooner rather than later I guess would be my often 
repeated request. We'll sometimes find bumps in the road that you don't want to have to 
go back and repave when you have already gotten so far. So loop us in as soon as you can.  
>> GWEN ZANDER: Absolutely. Thanks, Meghann.  
Is it all right to move us into the hospital and MCO contract terms?  
All right. Let's see. I have got a couple of updates this month that are unfortunate to 
provide. There's notable closures of facilities that I wanted to share with you all that took 
place in March or were announced in March.  
The first one is Bradford Regional Medical Center. That hospital is scheduled to close its 
inpatient and ER services on May 17th. This closure would impact a total of 4,458 Health 
Partners, AmeriHealth, UPMC, and Geisinger members. So notices will be sent to those 
members next week. The nearest hospital is now Olean General in New York state with the 
other closest options being UPMC Kanee, UPMC Cole, Penn high lands Elk, and Warren 
General. I know that local officials and the owner of the facility are working hard to figure 
out what the future might look like, also in collaboration with the Department of Health. I'm 
sure that's an evolving situation. As of this time, the plan is to close May 17th. So the 
notices will go out next week.  
Next closure that I wanted to share is CityLife Neighborhood Clinics. They are an urgent 
care and primary care group serving Philadelphia. They closed two of their locations on 
March 6th and will be closing their Lehigh Avenue location on April 3rd. I mention this 
because it's a pretty high volume provider. 8,765 Health Partners, Keystone, and United 
members are impacted by those closures. So they will be seeking new primary care 
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providers or those who have been using that as an urgent care center will need to begin 
using an alternative provider for those services as well.  
Then the final closure that I have is Lifecycle Wellness and Birth Center in Bryn Mawr. They 
are closing this Saturday. They did discontinue delivers births back in February. 344 
Keystone members received their notices, as well as telephonic outreach and they all have 
been transitioned to new in-network providers because those are pregnant members 
getting ready to have babies.  
So those are the three closures I have.  
Before I move into terminations and negotiations, any questions or comments on the 
closures?  
>> Just a question. The second one you mentioned, city link?  
>> CityLife Neighborhood Clinic.  
>> And sorry, the number of members impacted again?  
>> 8,765.  
>> Thank you.  
>> That's in Philadelphia?  
All right.  
>> All these folks have to be -- they closing now?  
>> So two of the locations closed a couple of weeks ago. And then a third is closing next 
week.  
>> Okay.  
>> They have got multiple locations around the city.  
>> Thank you.  
>> So for MCO and provider terminations here, Health Partners and Keystone are 
continuing their negotiations with Holy Redeemer for Health Partners, the expiration date 
is currently May 31st. I just got hot off the press news that Keystone extended for another 
month to the end of June. If this sounds familiar, it's because I have been reporting on this 
for a really long time. Because the contracts have been steadily extended kind of month 
over month since it was originally scheduled in August.  
If these contracts do expire, there would be 6,752 Keystone members and 10,626 Health 
Partners members that would need to be notified here shortly. We don't believe that these 
are going to term. We think it will follow the same pattern of extensions until the new 
agreement is reached. We are hopeful to see that happen soon.  
The next Keystone contract that's being negotiated is with Temple Health Chestnut Hill. 
This one expires May 31st. Like Holy Redeemer, it's been expended for a few months. So 
negotiations are ongoing. No term is expected. But if that did happen, it would be 3,271 
members to be impacted.  
The last Keystone contract negotiation that I have to report on is related to the University of 
Pennsylvania Health System. This is a big one. They have been working to renew their 
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contract with Penn. The contract has an expiration date of June 1st. But negotiations are 
going well and a termination is not expected. This, like I said, is a large number of 
members, 51, 915 Keystone members that are current UPenn patients. We are eager to see 
the new contract come through so that we can avoid impact to that many folks.  
So those were the Keystone negotiations.  
The next ones that I have are related to UPMC.  
UPMC has been working to renew their contract with the Penn State Health System. This 
contract doesn't actually expire until the end of the calendar year. But UPMC is hoping to 
reach an agreement with the health system here soon, like within the next week. If an 
agreement isn't reached, UPMC might need to notify their members that currently are 
being served by the Penn State Health System. They would like to do early notices so that 
members would be aware of upcoming network changes due to the fact that scheduling 
happens so far in advance. They want people to know that come 2027, it is possible that 
Penn State Health would not be in network.  
However, if the negotiations go as well as they are going and we hope they continue to go, 
then the notices will not need to go out. If they do go out, it would be 59,666 members that 
could be impacted. So again, large numbers.  
Go ahead.  
>> KYLE FISHER:  I’ d like to jump in. Sorry, I'm taking time to digest the report. The health 
choices agreement of course stipulates the advance notice period for these provider 
contract terminations. And there's a minimum advance notice of I believe 45 days now. Is 
that right?  
>> Yes.  
>> KYLE FISHER:  Yeah. I guess I don't know that the contract speaks to a maximum 
amount of notice. But I will say six to seven months in advance seems highly unusual. So I 
suppose the question is whether the Department has approved, potentially, UPMC sending 
member notices about a contract break this far in advance? I think in the past, we have 
often strived to avoid member notice wherever there might be a resolution of a contract to 
avoid disruption to avoid alarming consumers unnecessarily. So I guess if you could 
unpack that piece a bit more, it would be useful.  
>> GWEN ZANDER: Yes. You are right. This is unusual for notices to go out this far in 
advance. I cannot recall a time that we have approved notices to go out this many months 
in advance. However, UPMC feels that it's important for their members to know about this 
possibility because, again, like I said, just the scheduling that happens so far in advance 
with some of the large health systems, they do not want members to be calling into make 
appointments that would get booked into 2027 only to find out later that those would be 
out of network. That is their reasoning for wanting to do the early notifications.  
In our review of their notice language, we have been very careful to look at the language 
and make sure that it's quite clear that this is all just a possibility that nothing is certain. 
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They have also established a dedicated hot line for members to call about this exact issue. 
So that call center would be staffed by people that have all the latest and greatest 
information about how the contract negotiations are progressing and would be able to help 
them navigate okay, you have got an appointment in December, that's fine. Go ahead and 
keep that appointment. Things like that.  
So UPMC has not had a hospital or a health system termination or even frankly a threat of a 
hospital or health system termination in many, many years. So I would say that they are 
taking a cautious approach to this.  
>> SONIA BROOKINS: It's March. It's March. We're talking December. For UPMC to lose 
their hospital. I just think that it's too soon. I don't even think that they think they're going to 
lose it if they're in negotiations. I just don't understand the earliness of these notices. 
You're alarming your clients.  
>> I hear you. I certainly understand that is a concern. So we have been quite careful with 
the language here.  
>> MARSHA WHITE-MATHIS: This is Marsha. Just out of consideration for the amount of 
people that can be impacted that clients are not used as a bargaining tool. Because we 
saw not that far in the past that that was done before and it's not right and it's not fair.  
>> I agree entirely. Thank you.  
>> Okay.  
>> I think that message has been clearly communicated with the Deputy Secretary to the 
highest levels of leadership at UPMC. That is a strong feeling that she shares as well. And 
she has communicated that, as I said, very clearly to UPMC leadership that members are 
not inappropriately used for leverage in negotiations.  
>> DEB SHOEMAKER: Gwen, this is Deb. I agree this is way too early. I wonder -- and I can 
tell you from a workforce perspective, just a personal experience of me going to Hershey is 
that they are, I don't know if it's a workforce shortage, but in certain areas, there are huge 
wait lists. Or I know when I tried to get my appointment, it took six months to get an annual 
appointment. I wonder if there's a way in which the communication that goes from you 
guys, UPMC or other, is that instead of getting people scared about losing their coverage or 
using us as bargaining chips, like Marsha said, is there a way to say to the people who are 
doing appointments and other things that if a person is a UPMC, just schedule the appoint 
without asking for the insurance and deal with the insurance later? I understand both 
parts. It does make me nervous. When you go there and -- I had this personally happen to 
me. They didn't want to schedule something because I didn't have the insurance 
information. Where it's scary to think you won't have the coverage. On the other end, we 
don't want people scared to think oh, I won't have coverage, especially when you're talking 
about so many people. I don't know if there's a way to have the communication piece and 
say yes, the insurance is important and we'll make sure it gets taken up and by time of the 
service.  
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I'm trying to think if there's a way to have kid gloves in doing that. I understand both sides of 
the fence. But we cannot have people scared their service is going to be interrupted. We 
don't want people to not schedule this because they're afraid it won't be covered.  
>> GWEN ZANDER: That's a wonderful recommendation, Deb. We don't have quite as 
close lines of communication with the health opportunity for us to reach out either directly 
to the health system or through the MCO to ask that they please take that approach.  
>> Apologies, I don't have if you have more hospital terms or potential hospital terms to 
report?  
>> I do have a couple more. Just a couple, though.  
All right.  
One is that UPMC terminated a high volume primary care provider in Altoona from its 
network called Gloria Gates Care. 3,039 members will either need to select new primary 
care providers or transfer to Geisinger health plan, which is the only other MCO for whom 
this provider is in network. That's Gloria Gates Care in Altoona.  
And the final UPMC update, and just one more after this, UPMC is continuing to negotiate 
with Mainline Health. That contract has an expiration date of June 9th. No termination 
expected. Negotiations ongoing. But notices would need to be sent out to 3,670 impacted 
members by the end of April.  
The final update that I have for you all this month and then I am happy to be quiet is that 
United is negotiating with prime health care that covers Roxborough Memorial Hospital, 
Lower Bucks Hospital, and their affiliated physician group and Suburban Medical Group. 
Those have expiration dates of June 1st. But negotiations are ongoing and looking good and 
no terminations expected. A total of 1,074 members would need to be notified by all the 
updates for you.  
Anything else I can provide?  
>> I think that was enough, Gwen. Thank you.  
Thank you for the update. We appreciate it.  
Anything else for Gwen? Thank you so much, Gwen. We appreciate you.  
Old and new business?  
Anything old? Anything new?  
Well, I want to say thank you to all. Glad to see you all. Hope to see you back here in June.  
A motion?  
All in favor?  
Thank you very much. Thank you all.  
 
The meeting adjourned at 2:50pm.   
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