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The meeting was called to order at 1:00pm

* k%

>>AMANDA SAGASTUME: Good afternoon and welcome to the April 2026 addition of the
consumer subcommittee meeting. Today is Wednesday, April 22, 2026 and my name is
Amanda Sagastume. | would like to go over a few items. This meeting is being recorded in
your participation is your consent to be recorded. If you do not wish to be recorded you
may end your participation at any time. Also the use of artificial intelligence or Al for note
taking is not permitted. Any Al bots will be removed. For panelist and speakers if you are
expecting audio issues, please go to the top right corner to find the year wheel to adjust
settings to correct microphone and speaker. If you continue to have issues please
message in the chat and please her member to keep your microphone muted if you are not
speaking to your life captioning also known as CART is available for this meeting and the
link is included in the chat and presenters should estate their names clearly to assist the
captioner.

>>Presenting from the Department of human services today from the office of medical
assistance program is Deputy Secretary Sally Kozak and from the office of long-term living,
Deputy Secretary Juliet Marsala and Office of Mental Health and Substance Abuse
Services Deputy Secretary Jennifer Smith and division director of the division quality
management William Posevak. And from the Office of Income Maintenance, Carl Feldman.
Questions or comments may be submitted in the questions tab of the webinar if you have
any questions related to this meeting or need any information visit the consumer
subcommittee webpage. L will now had things over to the Consumer Subcommittee Chair,
Ms. Sonia Brookins.

>>SONIA BROOKINS: Hello, thank you again. Good afternoon everyone and welcome to
the Consumer Subcommittee. My name is Sonia and | am the chair and we are going to
introductions and then we'll go from there. Kyle?

>>KYLE FISHER: Thank you madam chair, Kyle Fisher with the Pennsylvania Health Law
Project, counsel to the Consumer Subcommittee. For introductions | will start with our vice
chair, Minta Livengood. Are you on?

>>MINTA LIVENGOOD: Yes, | am.

>> KYLE FISHER: Do we have Marsha White Mathis?

>>MARSHA WHITE-MATHIS: Good afternoon, Marsha white Mathis is on.

>> KYLE FISHER: Do we have Rochelle Jackson?

>>ROCHELLE JACKSON: Present.

>> KYLE FISHER: | believe we are Spencer Duffy, Spencer? You are still on mute.
>>SPENCER DUFFY: Yes, | am here.



>> KYLE FISHER: Do we have Bethany Pancoast?

>>BETHANY PANCOAST: Yes, | am here.

>> KYLE FISHER: Do we have Ronelle? How about Megan L?

>>MEGHANN LUCZKOWSKI: Hello, this is Megan.

>> KYLE FISHER: Do we have Deborah Shoemaker?

>>DEBORAH SHOEMAKER: Good afternoon, Deborah Shoemaker.

>>KYLE FISHER: Are there any consumers | have missed or a need that have joined since |
have called names? And on the Council side do we have Amy Lowenstein?

>>AMY LOWENSTEIN: Yes, | am here.

>>KYLE FISHER: | believe that is it for introductions and | will hand it back to OMAP, thank
you.

>>SONIA BROOKINS: Good afternoon, Sally.

>>SPEAKER: (AWAY FROM MIC).

>>KYLE FISHER: Sally, I'm sorry, your audio is not picking up. Itis a truly faint and | don't
know if others can hear.

>>SPEAKER: | cannot hear.

>>SALLY KOZAK: How about this one?

>>KYLE FISHER: There we go. Now we can hear you. Great.

e OMAP Report

o Deputy Secretary Updates

o H.R.1Updates
>>SALLY KOZAK: | was just saying good afternoon. The sun is shining and hopefully thatis a
good omen for the rest of the week. | do not have a lot on the updates today. | know that
Gwen is going to give you an update on GLP-1 and hospital terminations, but very quickly
on H.R.1, as you know we continue to meet the requirements of H.R.1 in the order of how it
impacts the program. And so we worked through the SNAP and now we are working for the
benefits. And we are now discussing parts with the governor’s proposals it relates to
increase the minimum wage and investments in health that will help to decrease these
overall costs over time. And | think folks have heard the Secretary and others talk about
why it is that we believe that that will help as we move forward.

However, having said that, if you want to email specific questions or comments to the
resource account which is on the slide here, but let me read it for anybody that is not able
to see the slides, itis RA-HSPADHS-HR1@pa.gov . RA-HSPADHS-HR 1 (@pa.gov

And that resource accountis actively being monitored. So, if you have questions or
comments, certainly we encourage you to send them. In the meantime, Secretary Arkoosh
will be at the MAAC and also Dr. Grande and Megan Todd who is our economics analyst

3


mailto:RA-HSPADHS-HR1@pa.gov

and is leaving what we formerly used to call the people stat division. They will be
presenting an overview of how it is that we plan to identify and define medical frailty in the
people that meet the requirements that are going forward. So, if you have not registered for
the MAAC | would encourage you to register for the MAAC tomorrow, because you do need
to register to get the link. And Elise or whoever is on, can we put the link to that in that chat,
please for everyone?

So, more information to come tomorrow at the MAAC on H.R.1 and medical frailty. And |
believe that is the only thing that | have for you unless you have any questions | will go
ahead and turn it over to Gwen.

>>SONIA BROOKINS: Good to hear your voice, Sally! No one had any questions for Sally,
right?

>>DEB SHOEMAKER: No, we are being easy on her today!

>>SONIA BROOKINS: Okay, she can take it.

>>SALLY KOZAK: Thank you, everyone!

>>MARSHA WHITE-MATHIS: | do have one question, when you are giving up the web
address, was that case-sensitive? There was a lot of capital and then some small letters,
do you have to do it exactly that way that we start or the way that you called out?

>>SALLY KOZAK: It does not matter if you do capital or small.

>>MARSHA WHITE-MATHIS: Thank you so much.

>>SALLY KOZAK: Sure.

>>SONIA BROOKINS: All right. Thank you! Okay, Gwen, are you on?

>>GWEN ZANDER: | am. Can everyone hear me okay?

>>SONIA BROOKINS: Yes, good afternoon.

o GLP-1 Coverage Changes
o Hospital/MCO Contract Terminations

>>GWEN ZANDER: Hopefully you will be taking it easy on me as well, but if not, that is fine.
So, | just have a couple of updates first about the GLP-1 coverage changes and hard to
believe that it has been over four months since the coverage changes went into effect. | will
say that we continue to troubleshoot issues with the MCOQO's, but | have been encouraged
by the responses that we have received from those MCOs that we have reached out to
when we identified issues thanks in large part to reports from this subcommittee and
counsel as well as some providers who have been sharing specific case examples with us.
That has been tremendously helpful to us as we look to figure out exactly what issues there
are in their processes. We have found that there was a little bit of confusion among the
MCOs in how to review requests for members under age 21. Of course members under age
21 are entitled to all medically necessary covered services. And so those GLP-1 requests



need to be handled a little bit differently than those for adults. And so we have been
looking to clarify that with MCOs. We have also identified that some of the denial notices
that were going out really did not contain the level of detail or the type of information that
they needed to include. And so we have been working closely with a couple of MCOs to
update the denial notice language so thatitis compliant with the Healthchoices
agreement as well as giving members the information that they really need in order to file
an appeal. We have been working on some continuity of coverage questions and again
specific to EPSDT members and like | said | have been encouraged by the response from
the MCOs. They have been working hard to address the issues as we have identified them.
And | think that we are making progress. | will say you know please continue if you are
aware of new denials coming in where you are still seeing issues, you can always send
them to us and we will look into them. And so that is the update that | have. Any questions?
>>SONIA BROOKINS: So, Gwen, thank you for that. But, going forward and | will just say
today's date, that we should not have any more problems, because they haven't updated
and everyone is on the updated side, is that correct?

>>GWEN ZANDER: That is what my expectation would be. That we believe that we have
addressed the issues and if we have not, please let us know so we can find out where the
ballis dropped.

>>SONIA BROOKINS: Thank you for that. Anyone else?

>>KYLE FISHER: Yes, it is Kyle with the health law project and | wanted to say first of all |
appreciate that you and your team being amenable to looking at these cases and using
them to identify the issues to correct with the MCOs. We have continued to hear from
some large providers that are encountering problems like blanket denials on the front-end
with requirements for peer to peer, but we have also heard from providers recently that
your team has been responsive when they have shared individual case examples with the
resource account and those responses has been helpful. And so a couple of questions
here | know that there has been some questions in previous months around departments
issuing a new general EPSDT bulletin, can you share the status of that? And then the
second question goes to the continuity piece that you mentioned, specifically where a
timely appeal has been filed for a member under 21 seeking a GLP for weight loss
purposes. Has that issue been resolved on the Department side?

>>GWEN ZANDER: It has been and | will start there and then go back to the bulletin
question. So, yes, we have issued some clarifying guidance to the MCOs about how to
handle timely file appeals for EPSDT members when they had a authorization previously
whether that was in the last calendar year or at some point this year. If they had a previous
authorization and they are now in receipt of a denial, they are entitled to continuation of
coverage during the pendency of the appeal process. So, we have provided guidance to
MCOs and got some clarifying questions from MCOQOs and | think we have shared them up
and so that has been addressed to our knowledge, but again always happy to look into it if
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you are seeing something different out in the world.

>>KYLE FISHER: Excellent, thank you.

>>GWEN ZANDER: And as for the MA bulletin update and it Sally | don't know if you are still
on or if anybody from BPAP could speak to when we could offer a general EPSDT bulletin?
>>EVE LICKERS: | am on, Gwen, this is Eve. There is some editing before it goes into the
formal review process and it has been drafted and | have looked at some tweaks and
language changes that | would like to see before we start to send it and like | said before
that official process. And | would like to say that it would probably be mid June before we
see the bulletin go out.

>>KYLE FISHER: I think you anticipated my question bout when the timeframe might be
thatitis finalized, but thank you for answering that. | appreciate the work there. | know that
this was an earlier request just to educate the larger Medicaid community on EPSDT and
what it means and the coverage that should be available through it for members under 21.
>>EVE LICKERS: Yes, thank you.

>>SONIA BROOKINS: All right, thank you for that. Anyone else have any questions about
the GLP1s? Okay, Gwen.

>>GWEN ZANDER: Okay, then I'll just finish with some update about contract negotiations.
First some good news. UPMC for you and Penn State have come to contract and so no
member notices will be sent to any UPMC members pertaining to Penn State health. They
remain in network and that is great news. And similarly agreements were also reached
between UPMC and mainline health as well as Vista and Chestnut Hill. So, those were
some agreements that we had reported on previously where they had come to an
agreement and so there will be no termination. Similarly, Holy Redeemer is a hospital that
we reported on previously and they have been in kind of month-to-month extensions with
health partners and Keystone first for over six months now | think and that continues. They
have extended yet again with those contracts for both MCOs, Healthpartners and Keystone
first now having expiration dates of June 30 year they do continue to negotiate. If needed,
notices would go out mid-May and it would go to 10,434 health partners and about 7000
Keystone numbers and again negotiations are ongoing. There is a large pediatric provider
called Holland Pediatrics that will be terminating with Healthpartners. There are 3917
children who are going to need new pediatricians or to switch to a MCO for whom Holland
pediatrics is in at work and this is across three locations. The termination dates vary by
location, but they expand anywhere from June 30 to July 31. And | also wanted to share that
Vista continues their negotiations with the University of Pennsylvania health system and
this is avery large agreement as well. No termination is expected, but we will report on it as
long as there is a expiration date within the near term and right now the current expiration
date of that contractis July 1. If for some reason Vista and U Penn were not able to come to
agreement, over 51,000 members would be impacted, but again negotiations are ongoing.
Almost done here, UPMC did terminate their agreement with Gloria Gates in Altoona and
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that was effective last week and noticed it had gone out to just over 3000 members who
either need to select a new primary care provider or transfer to Geisinger who is the only
MCO who is still in network with that provider. And the last update is that United is
negotiating with several different providers and all of whom have contract expiration dates
of July 1. None of them however are expected to term. They are just in the negotiation
phase and notices would need to be sent by mid-May and so that is why we are reporting
on it. The providers are lower Roxborough hospital and physician group and Roxborough
Memorial Hospital and suburban medical group. And altogether that total of impacted
members across those three providers would be right around 1000 members. Those are
my updates for this month. Any questions?

>>DEB: Gwen, this is Deb Shoemaker and | missed it so how many people are impacted by
UPMC and Gloria Gates term.

>>GWEN ZANDER: UPMC and Gloria Gates is right around 3000. 3039.

>>DEB SHOEMAKER: Thank you, | dismissed that number.

>>SONIA BROOKINS: Any of -- anybody else have questions for Gwen? Hearing none,
Gwen, thank you so much again. You know that we appreciate you and your teams went.
>>GWEN ZANDER: Thank you. Thank you so much.

>>SONIA BROOKINS: All right, thank you. Okay, next on this - OLTL. Juliet?

>>JULIET: | am here. Just give me one second.

>>SONIA BROOKINS: Sure.

e OLTLReport
o Deputy Secretary Updates
o Participant Directed DCW Rates Increases

>>JULIET MARSALA: All right, Juliet Marsala, with the office of long-term living. | am happy
to be here with everyone and | hope folks can hear all right.

>>SONIA BROOKINS: Yes, we can.

>>JULIET MARSALA: Fantastic. Very excited about what we will present today. I'm going to
have a real short snippet on the procurement update and then I'm going to hand it over to
doctor Larry Appel, medical director that oversees our programs and he is going to share
some exciting and innovative and positive programs that operate within the community
health choices as part of our women's health initiative. So, really eager to have him come
and spend time with you today to show positive side of the community health choices
program and different programs that the CHC MCOs are performing that we would not
have had in the traditional fee-for-service in the office of long-term living in the way that we
are able to do it today. And so very excited about that. So, as we go to the next slide you'll
see the usual agenda just reviewing what | just shared. And if we go to the slide after that,



this slide is very familiar to folks. And so important things to note about the CHC RFA
procurement as many people may be aware. The courts did render a decision. The decision
specifically canceled the award. It does not cancel the current RFA, that remains active.
And we are currently contemplating the court's decision and so the RFAremainsina
blackout. And the program continues to operate under the current managed-care
organizations under their current agreement until further notice and as always if there are
specific questions regarding the RFA and the content of the RFA that should be directed to
the pyramid resource account that is still open, RA-pwrfaquestions@pa.gov. And | do need
to reiterate that the RFA remains active and we are in a blackout. And so | just appreciate
your time and the opportunity to share that update. And with that | will pause to see if there
are any other questions or the office of long-term living that the consumer subcommittee
may have before | had the time over to Doctor Appel.

>>SONIA BROOKINS: Anybody have any questions. Hearing none.

>>JULIET MARSALA: Okay, Doctor Appel, are you with us? This is Doctor Appel, canyou
hear me?

>>SONIA BROOKINS: Yes.

>>DR. APPEL: Great. Thank you so much Juliet and thank you for inviting us to talk about
the women's health initiative. We are very excited to talk about this initiative that we have
had now for a couple of years. Next slide.

So, what happened is in late 2022 as the pandemic was receding we in the office of long-
term living took our CHC program and ask ourselves what is it that folks need in the home
and community-based services participants need? And we really said that what makes
sense was a focus on women's health and 60% of our program are women and women
have a higher life expectancy than men and so what happens is that they have a higher
chance of developing health issues later in their years and so we really decided that that
would be the focus. Next slide.

So, we also when we were looking at our data, we noticed that there was a significant
prevalence of behavioral health in the home and community-based services population.
With 59% of the recent assessments answering that they did have either bipolar,
depression or schizophrenia. And this did not even include those with anxiety disorder
which was not even included and that possibly added another 18%. And so we really had a
prominent of behavioral health issues in our population and a lot of that being depression.
Next slide.

So, we combined all of this and we said okay - we are going to focus on three main
diseases that we think that we can impact. Fractures and fall prevention, cardiovascular
diseases, specifically hypertension and stroke - and really we talked about second stroke
in preventing that second stroke. And breast-cancer screenings and biopsies. And again
really our focus has really been on trying to get folks who did screen positive to have a
biopsy. And clearly - we needed to combine behavioral health and we needed to combine
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behavioral efforts into these three diseases. And so what did we do? Next slide we
identified multiple data sources and we ask that MCOs to identify high-risk participants
and we said use things that we will as well you know the interRAl homecare assessment
tool that every HCBS member gets annually if not more frequently, HEDIS measures and
the HCBS and 46 survey and also the assessment and service plans do that we do and we
took all of this data and identified all of those folks that are at high risk and that falls for
strokes and breast cancer and meeting screening and biopsies. Next slide.

, With all of this we have looked at these three diseases and the first one we will briefly go
over is falling prevention. And so why falling prevention? Well, falls are certainly deleting
cause of hospitalization in every age group. They cause 85% of senior injury related
hospitalizations and 95% of all hip fractures and falls are certainly not cheap. They cost
two dollars a year in healthcare costs. Next slide. And certainly as we look at it, falling once
does double your chance of falling again. And so one of the big key things that we are
looking at is preventing that second wall if not the first one. And we noted that 82% of hip
fracture deaths and 80% of ED visits and hospitalizations for hip fractures were caused by
falls. And falls are also the most common cause of traumatic brain injury. So, anything that
we can do, especially that second fall, we are focused on that.

Next slide. And you know - again - the background here is that falls prevention is key and
Pennsylvania had a 27.9% or 616,000 adults fall and present to the ER in 2020. If that could
be decreased nationwide by 25% there would be 2.5 million euro injuries, 1.25 million you
are ED visit, 250,000 fewer hospitalizations and 8500 fewer deaths per year by falling. The
rate of falling and attached is actually growing and the CDC predicts that by 2030 it will be
seven falls deaths per hour. And really falling prevention becomes a key element to saving
people from injury and morbidity and mortality. Next slide.

And here is the fall death rates that we just talked about. Seven fall deaths every hour. Next
slide.

And we also have to recognize as we designed a program, the interplay between
depression and falls. Unfortunately there is a symbiotic relationship there. If we think
about depression and the factors that come with that, depression often exacerbates fears
of falling and impaired sleep and gait changes and sometimes cognitive impairment and
antidepressant medications themselves often can promote impaired balance and
sedation and orthostatic changes when that is when you have a different blood pressure
when you are lying lack then when you're sitting up or standing and you get dizzy. And
antidepressants can cause drug interactions etc. And then falls themselves can cause
injury, more fear of falling, still/elation and avoidance behaviors. And both can cause and
effect medical illness and functional disability and falls promote a history of falls as we
have talked about. So, we did need to recognize this interrelationship between depression
and falls. Next slide.

So, with the women's health initiative, each of the CHC plans have identified those that are
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at high risk and they have implemented a multifaceted comprehensive approach to fall
prevention. Each plan has an approach that involves aggressively screening for depression
among those that are at high risk for falls and treating those with double modalities, not
just meds, because antidepressant medication can cause their own problems. And often
that plan involves medication reconciliation and avoidance efforts and so going to the
primary care provider and making sure that the medications do not cause some symptoms
that promote falls. Home modifications such as showers, chairs and grab bars are
something that CHC plans have all assessed or. Participant education about falling
prevention and including tracks of small lights at night to the bathroom and other things -
these measures have prevented falls as well and certainly physical therapy and
occupational therapy evaluations. This is to promote physical therapy and occupational
therapy treatments that have been key to these fall prevention programs. And a lot of the
plans are doing all of the above and you know this work has been successful as we will see.
Next slide.

Will, one plan - what they did was they assessed if you look at the orange graph and the
blue - they assessed through the interRAI after all of these interventions what had
happened. What had occurred and they noticed that if you look after one year they had a
sick difficult drop in the folks with one fall in the last 30 days and a significant drop in the
folks with no falls in the last 30 days but fell 31 - 90 and then a significant drop in two or
more falls in the last 30 days. So, the program they had certainly had a big impact and it
was very exciting and overall at the end of their first year, they had a 33% reduction in
repeat falls.

Next slide.

>>SONIA BROOKINS: Can we ask questions or do you want us to wait until you finish?
>>DR. APPEL: If it is okay if you mind waiting and then we can do questions at the end?
>>SONIA BROOKINS: Okay.

>>DR. APPEL: And one of the other things we are excited about is another managed care
organization is piloting a unique fall prevention program starting this year and what they are
going to use is fall detection device dresses. Now, when we talk about a detection device,
we are really talking about something, a derivative of a PERS unit. It is not the same, but it
is one of the derivatives and that is going to be identified those at high risk and then a
multipronged intervention including physical therapy, occupational therapy, home
modifications, primary care physician referrals and home screening and we are certainly
excited about that, as well. Next slide.

| just ordered to briefly show when we talk about fall detection units, they are much
different and you can see that they have watches and is much more attractive necklaces
and these are not these large items that they used to be and so we are certainly excited
and we think that this trial will go well. Next slide. So, as far as fall prevention, what is the
data so far? And again, for 23/24 we noted that fall prevention efforts, one plan noted a
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decline rate of up to 30% for repeat falls and overall off the board statewide we have a
decrease of another 3.1% and the percent of home and community-based services with
two or more falls in the last 30 days is down another 1%. And for 25/26 and beyond, the
future looks good. We have increased pilots and we have behavioral health incorporation
effort and so we are very excited about the future related to fall prevention. Next slide.

And now let's turn our attention to another aspect of the women's health initiative which is
stroke prevention. Why stroke prevention? And 7.8 million Americans have experienced a
stroke which is about 3.1% of the adult population and that is more than 795,000 people
every year. And again, it featured - one in four strokes or people who have had a previous
stroke. So, we really try and focus on that second stroke and stroke is the leading cause of
serious long-term disability and stroke certainly result in more mobility and morbidity in
folks 65 and older and it is something that is very serious and something that we can
intervene with somewhat successfully. Next slide.

So, stroke prevention begins with hypertension control. And if you look at this slide you can
see the artery there with a little black area in the artery going up to the brain and you can
imagine that those areas are clot and if there is high blood pressure those two will push
together and clot off and form that blue area on the top of the brain. And so thatis one way.
And there is other ways where they break off, but all of that largely can be dealt with by
treating hypertension as one of the key factors. And we know that with high blood pressure,
51.9% of people with high blood pressure related deaths are women and out of all women,
57.6% of black females have hypertension which is more than any other race or ethnicity.
Next slide.

So, what can we do to treat hypertension and also promote less artery plaque? And
unfortunately there is no substitute for diet and exercise. With exercise we are talking
about 30 minutes a day minimum and in the elderly population, a lot of that should be
related to balance and also core exercises as opposed to exercises mainly focusing on
extremities. There are two main diet that we certainly recommend for this population and
we asked our MCOs to promote among other diets that they may want and one is the
choose my plate for older adults diet through the US Department of Agriculture site and
that offers - as you go to that site and go through it they talk about eating a rainbow. Fruits
and vegetables and they also will offer personal nutrition plans if you go to that website.
And so that has been fairly effective. And the other thing we really want to focus on is this
high level of protein. We call it the protein age diet. And the reason for that is that we want
to prevent something called sarcopenia where people will lose muscle and in the fatty
tissue will remain or grow and so we feel like if people are going to exercise, especially as
they are older, we want them to have at least 1.2 up to 1.5 amps per kilogram which is a fair
amount to prevent muscle loss in this age group which is something that we recommend
as well. Next slide.

11



So, another factor in preventing strokes is stroke education. And the reason this is so key is
that if folks can be treated promptly and ideally within three hours, but 4 and a half is okay -
if the signs of a stroke are recognized quickly and they are transported to an emergency
room or a stroke center rapidly, then time is brain and there are interventions that can be
undertaken right away and once they are undertaken it really can prevent a lot of the
morbidity from a stroke. So, we asked the glands to train the caregivers and participants
and educate them strongly on the signs of a stroke. One way to do that is to remember the
acronym BFAST. B for sudden loss of balance and E for eyes and A for sudden slurred
speech and then if they notice anything call 911 is critical and so that DER can give lot after
drug called PPA or clot retrieval medications. For vascular surgeons actually going in and
route you the clot. As a hospital physician | will tell you one of the most remarkable things
in my 28 years of practice was that we sent somebody home with this education several
years ago and they went home and they caregiver the next morning recognized a sudden
arm weakness and got the patient back to the ER urgently and they went in and they
actually injected into the artery, the clot Buster drug and that patient was fine the next day.
So, itreally can be dramatic and this is why we emphasize stroke education. Next slide.
So, there are behavioral health aspects for stroke prevention, as well. And it is the same
story where those folks with serious mentalillness have a higher proximately 34% higher
risk of developing a stroke and depressive symptoms are more likely and folks with
depressive symptoms are more likely to experience a stroke. So, we have looked at that
and our plans have looked at that and some of the factors that we note that contribute to
this are depression incidents. And in the CH program, home and community-based
population, 53% of participants reported depression or depression symptoms. Tobacco
use in the HCBS population is at least 15% and that is the number that report it and
loneliness is also a prominent feature in the CHC program. And 35% of folks report
loneliness. Next slide.

So, with the women's health initiative when we talk about rogue prevention, each plan has
implemented a solid approach to stroke invention. And these approaches involve one,
blood pressure checks. And how do they do that? They will send up low pressure cuffs and
they will hold clinics and they will call those at the highest risk and ensure that they have
access to blood pressure checks and ensure that thatis occurring. There is a lot of
nutrition and diet assistance and education for high-risk participants as part of the service
plan and we talked about some of the diet that the plans are educating folks to
recommend. Tobacco recovery or walking cessation efforts are going on. There is a lot of
unique efforts with that and a lot of mailing has gone out and reinforcing clinician
education to those folks and those clinicians that provide care for the CHC population to
promote the timeliness importance. Next slide.

So some specific behavioral health stroke prevention measures. Currently the managed
care organization interventions aimed at this include coordinated face-to-face
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appointment. One plane is really focused on that with physical health and behavioral
health providers coordinating and trying to get their participants to require both physical
health and behavioral health appointments to have them on the same day and that those
providers talk to each other. Another plan has a special project to combat loneliness as we
saw that was prevalent in this population. And they are working to call members and
participate in this program and another plan has a very specific tobacco recovery project
that is also very writing. And so these are some civic measures going on. Next slide. And
what has been the result? Well, this is actually a older slide, but we are happy to say that
the first year of the program we did see a 5% reduction in strokes overall since the launch
of the women's health initiative. And as we talked about that one plan did have a 33%
reduction in secondary falls since the launch of the women's health initiative. And we do
have a little more good news than that. Next slide.

So, with strokes and with false we have really made some progress as you can see. Breast-
cancer is really an area that we are just starting to work through with the women's health
initiative and it is certainly an important area and there is a predicted 321,000 new cases in
2026 and six 2000 new cases of carcinoma n situ and one in every four people experiencing
breast-cancer also experience depression. Next slide. So, when we talk about breast-
cancer prevention there is a little bit of a challenge for in our reason in that screening is
already done fairly effectively in the percent of women aged 50 - 74. Most have had a
mammogram. Nationally itis up to 80% and in Pennsylvania our rate are comparative. So,
getting more screening to have a mammogram or an MRl is certainly a challenge, but that
is being done. But, the big thing we are focusing on and this is much more challenging is
trying to follow-up on those folks who screen positive with a mammogram or MRI that
shows that there might be something there and we want that population to follow-up and
get a biopsy, because we are finding that about half of those folks that screen positive do
not get up biopsy. No, sometimes that is for good reason and sometimes they can identify
that a biopsy is not needed, but there is still certainly a percentage of people who do need
a biopsy and it is a significant percent who are not getting it. And that is one of the things
that we are really trying to focus on. Next slide.

So, as far as what has gone on so far, each plan has implemented a solid approach to
breast-cancer screening. And approaches include educational materials for participants
and trying to gain an understanding of who does not follow up on biopsies. This gets tricky
and the plans are working with radiology groups and other health center groups to try and
understand biopsy and mammogram result and then claims and try to understand who
does not follow-up and understand what can be done. And this is a new HEDIS measure as
well and this is being worked on nationally, as well. And some of the plans are offering
incentives to providers for increased mammogram rate and also some plans are actually
offering participants incentives if they get there mammogram. And so identifying those with
diagnosis of breast-cancer, it is very important to screen for depression and other mental
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illness, because one of the things that we are talking about with the plans is how does this
screening if somebody has depression or some other mental illness, how does that affect
following up and getting a biopsy and so we are starting to work on getting that screening
going as well. Next slide. So, so far with the women's health initiative, again screening rates
are already high, but we did see an increased rate of mammograms and screeningin 24/25
by .5% and so good work and we are guided to see more and we should have some things
to report back about biopsies over the course of the next year. Next slide.

So, allin all the diseases we are focusing on in the women's health initiative do have major
impacts on our participant lives. All three MCOs have done great work identifying members
at high risk and continue to do great work with that and implement intervention strategies.
We are delighted to see the reductions in falls and croaks that have been tremendous over
the past two years. We all need to consider more focus on breast-cancer prevention efforts
and we certainly are. And we are excited continue these efforts and incorporate behavioral
health into this initiative. And so we are very excited and we say thank you for your
continued efforts and I'm certainly happy to take any questions.

>>SONIA BROOKINS: Anybody have a question?

>>MARSHA WHITE-MATHIS: Yes, | had my hand up. Good afternoon, doctor. Forgive me if |
mispronounce your name - | will just call you doctor. So, | am closer to 75 then 70 and |
appreciate your presentation as | have learned a lot of things. But, in reference to your data
collection | want to tell you and | am very transparent - | take a lot of medications that
causes me and the side effect is that you get dizzy and lose your balance. No, | do not
report every fall to my doctor even though she asked me, because | am not injured. Ifl
don't report it and so with this data collection, where are you collecting this data from?
That is my main question and before | lose my train of thought and my understanding is
that if you are not healthy | am not healthy. If you are not healthy there is no reason for me
to screen anymore for breast-cancer, because the treatment for breast-canceris so hard
that they will not do it on a unhealthy senior female. He knew clear that up for me, also?
>>DR. APPEL: Sure. Yes, Marshall, thank you so much for your questions and Marcia, I'm
sorry. And you did not mispronounce my name and | always appreciate that. It is Appel and
everyone says Apple, but that is fine. A number one, as far as false, the main source for we
collect this data is from the interRAl homecare assessment tool. You know some of the
plans use claims, as well from the EER and we see this in service plans and so the interRAI
tool, they ask every time when they go out they say you know one of the questions is have
you fallen? Have you fallen recently? Have you fallen within 31 - 90 days? Have you fallen
twice within 90 days? And if so you are right in the sense that people do not report every
fall. And it does get hard to delineate what is actually a fall or what is kind of a slip etc. but,
we do see as we have had more awareness on falls, we do see people and the service
coordinators understanding this a little bit more and trying to ask the questions a little bit
better. And we think that you know all of these efforts are paying off and we are really
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seeing some true reduction, both on the interRAl and in claims. So, as far as that goes, itis
a good point you know that not everyone reports every fall. Now, as far as breast-cancer
goes, the data is that if you are under 75 years old - most US preventative service task
force and the emerging knowledge of Ghana colleges do not always agree, but they do
basically say regardless of your health you know you should still get a mammogram. And
one of the things and this is why we are working to get those biopsies done, if that
mammogram or MRI depending on some people now with density needing an MRI, if those
come back and they show something, often times you know they can either get it real
easily or get a biopsy and know that it is nothing and so it is sometimes pretty easy to treat
a lot of the stuff, especially if they catch it real early. So, even if you've got like a bunch of
other medical problems, this is one that they can solve really easily.

>>MARSHA WHITE-MATHIS: Okay and my last follow-up question, have you all made a
comparison between the people that have caretakers and the amount of time they fall and
the people that live independently on their own?

>>DR. APPEL: | could not hear the first part of your question.

>>MARSHA WHITE-MATHIS: I'm sorry, | did not hear you.

>>DR. APPEL: I did not hear the first part of your question.

>>MARSHA WHITE-MATHIS: Sure. Has there been a comparison between people like me, |
live independently, and people that have caretakers, because I'm thinking when my
children are around I'm not falling, they are catching me.

>>DR. APPEL: Yes and this is a good question. We have not done that, but that gives us
something to you know go out in our next stage. We do - when the people go and talk to
their primary care providers, we do try to get a sense of how much care they have and how
the physical therapist can interact with caregivers or if they are independent, that does
change what they do, but yes - | think that is something that we need to compare a little bit
more. So, thank you.

>>MARSHA WHITE-MATHIS: Okay, thank you, Doctor Appel for answering my questions.
Thank you.

>>SONIA BROOKINS: Deb Shoemaker?

>>DEB SHOEMAKER: Hello, Doctor Appel and thank you for putting the focus on behavioral
health on this as well because it takes those across the whole lifespan, but also in this
place where you hit the loneliness. But, | have two questions and the first one | will just
piggyback on what Marsha just talked about about caretakers vs. Not caretakers and is
there any information or is there a focus incentive you know something for you know having
home health and a focus on keeping people in their homes, but a lot of these things that
you're talking about if there is not a payment for transportation and if there is nota home
health person coming in or some of the services that are wraparound services you would
see aincrease in depression and maybe some of the screenings and some other things
that you talk about may not occur because it is wonderful to think okay, you have to see
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your primary care doctor, but many senior citizens and other people do not have access to
transportation. Or like | said they want things like the Meals on Wheels and all of these
ancillary services that we may take for granted like when you talk about food. If they don't
have Meals on Wheels or some kind of incentive the rainbow is wonderful, but if you don't
have access to being able to either pay or have someone that is assisting you and getting
the food on the rainbow you know that makes a big difference. And so | am just checking to
see what programs or what services are going to be a part of this initiative to ensure that
people are having those array of services so they are covered and in a better position to be
able to not fall and do the things that you're talking about.

>>DR. APPEL: Yes, Deb. Thank you so much. And that is a good point. | will say that what
we have seen so far is that with this initiative

Once these folks are identified whether they screen positive on a depression screening or a
fall screening and they are identified, then the idea is that that information gets passed and
flagged both at the primary care provider level and also the service coordinator level and
we will see itin the service plan you know that these things are being addressed. And | will
say that we have seen some of that happen and then you know if physical therapists are
going out and they identify the folks from their perspective should be okay, but they are just
so depressed, then we flagged outback to both the primary care provider in the managed
care organization. And the transportation challenges that you mentioned are certainly
there, but our hope is with this initiative that if we flagged this and identify those folks with
the most needs, that that will be identified as much as possible and addressed within the
confines of the patient 's capabilities as possible and | appreciate you talking about the
difference with caregivers and not caregivers and the loneliness factor as well. We do have
one plan that has a project for that. And we are going to see how that goes. And perhaps
present that as a best practice.

>>DEB SHOEMAKER: Okay, perfect. And my second question you know because my focus
is on behavioral health and | am a parent and also working through some psychiatry work -
when you identify like you said you identify people with depression or you may identify
different behavioral health needs - what is the follow-up - is it something that you know -
because, obviously if you are screening someone you want to make sure no one falls
through the cracks, but if someone is already depressed and you will see that they may not
be willing to take a phone call and not be willing to do the screenings and those kind of
things like what is the follow-up or what resources are given to them whether itis through
you guys or other things, because itis as I'm sure you know, this population of older adult
is one of the most increased population for behavioral health needs including dual
diagnosis with substance use and other things and so | just wonder and of course | have
the utmost respect and knowledge that knows that OMHSAS will take care of it and that is
my thing with OMHSAS. They are wonderful and | am just wondering with that initiative
since you hit every single place with these initiatives you brought up depression and other
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things, what is the follow-up? Because obviously that is crucial. If you screen it and there is
no follow-up or there is no resources for them, then that really is doing them even more of
a disservice.

>>DR. APPEL: Right. And that is a good point. Certainly the follow-up is multifactorial. And
it depends on what kind of sort of level of depression if we are talking about depression
that we see. And so if somebody does this PHQ-9 and they kind of grade that like 5to 10 or
10to 15 and if we get somebody that as you mentioned that is fairly critical, then the
follow-up is different and much more accelerated. We have actually - we have had
discussions with our plans to make sure there are good policies in place for warm handoffs
if a service coordinator goes out and they see somebody and they are really in rough shape,
how are they going to handle that urgently? And so we have that training going. The second
piece if it is kind of more moderate which fortunately is most of the time does involve really
ensuring follow-up with behavioral health providers and that does involve contacting the
behavioral health MCOs and there are liaisons between the CHC MCOs and behavioral
MCOs and also just working together to ensure that there is appropriate follow-up there
and that it does occur.

And if it does not occur, following up again to do everything they can to ensure that it does.
>>DEB SHOEMAKER: Thank you.

>>SONIA BROOKINS: All right, anyone else back.

>>KYLE FISHER: One quick one, Doctor Appel. Kyle Fisher, it sounds like the approach
within this larger women's health initiative is to give the managed care plan a fairly wide
degree of latitude or discretion to test different approaches. | guess you have identified
some and it sounds like there has been some real success in certain areas. And so as
approaches sort of demonstrate good results through data, is the department going to
start to require certain approaches? Or is there a plan to assess some short-term which of
these two mandates for the contracts as opposed to what is happening now it sounds like.
>>DR. APPEL: Right and that is a good question. What we are doing now and it seems to
work is when we identify a really good approach like we did the one plan, the fall prevention
for example - you know we have that be presented at our orderly quality review meetings
and then what we have done is | meet individually with each plan 's medical director every
other month and then | meet collectively with them on the opposite month. So, for example
if one plan has done something really good. Let's take that one fall prevention program
where there was a 33% drop in secondary falls - then what happens is | will meet with the
other two plan's directors and say hey, you saw at the quarterly review meeting what that
plane over there did. What are you doing? And so that is the approach we are currently
taking. And we seem to be getting some results there.

>>SONIA BROOKINS: Did you ask the other two plans?

>>DR. APPEL: Yes, and we got answers. Over multiple conversations we have seen some
different and new innovative pilots and things as | presented we have got one of the other
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plans that had not previously done it which is really a innovative pilot with the PERS units or
the fall protection devices.

>>SONIA BROOKINS: Okay.

>>ROCHELLE JACKSON: Hello, this is Rochelle, | did have my hand up. And | had one quick
question and it was a follow-up and along the line of Deborah 's second question for the
behavioral health these when you do identify that there is an issue with depression, anxiety
or some other behavioral health condition is the amount of experience like is there a
shortage or people with challenges connecting to services or providers who have
availability. And so my question was related to have there been any questions or
challenges with connecting individuals to providers locally to get additional services when
behavioral health is identified?

>>DR. APPEL: Rochelle, thank you so much for the question. We have heard in general
about different aspects of being able to connect, but | will say where we have not had an
issue is when things are very severe and things need to be handled almost acutely. We
really have not - and that seems to be handled pretty well. The other issue yes, statewide
and nationally you know there is a dearth of behavioral health riders and Pennsylvania is
certainly no exception.

>>SONIA BROOKINS: Anyone else? Well, | thank you for your presentation. And we will look
atitand if we want to get any or information from you, we will get in contact with you. But,
we appreciate you.

>>DR. APPEL: Thank you.

>>SONIA BROOKINS: All right. OMHSAS. Good afternoon.

e OMHSAS Report
o Prior Authorization & Denials Data

>>JENNIFER SMITH: Hello everyone and recognizing we are a little bit behind on the agenda
and so | will start off by saying as | did last year around this time when we presented similar
data, we would be happy to meet with the consumer subcommittee in a separate meeting
if we do not get through everything or if you have questions that you are not able to answer
right here immediately on this call. So, we will do our best to get through the information
that we have here, but if we cannot get to it all or you have additional questions, | am happy
to set up something off-line you know prior to your next consumer subcommittee meeting
or attend the next meeting to finish up.

>>SONIA BROOKINS: Thank you.

>>JENNIFER SMITH: Yes, of course.

>>KYLE FISHER: And Jen you are not limited to the amount of time on the agenda. We made
some changes on the agenda and so it is a reference suggestion and you can go beyond.
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>>JENNIFER SMITH: | don't know, Carl may disagree with that! Doesn't he go after me?
>>KYLE FISHER: | suspect that he would like you to take as much time as you can!
(LAUGHTER).

>>JENNIFER SMITH: All right, Carl and would you take lots of time and then you only one!
>>CARL FELDMAN: Whatever you need!

>>JENNIFER SMITH: You are so kind! We are going to start off with just a little bit of
information here that has changed from last year when we had presented some of the
similar information to you all. So, back in January 2024 there was a new federal final rule
that addressed interoperability and prior authorizations. So, as part of that final rule,
beginning March 31 of 2026 and so less than 30 days ago the managed care organizations
are now required to publicly post this prior authorization and denial information directly on
their websites. So, we are happy to continue providing this update to the consumer sub,
but wanted to let you all know that there is now a source of information for you to access
the data directly or on a more routine basis then waiting for us to pull the data together. So,
just wanted to make sure that everyone was aware of that change and now some
additional kind of publicly available information for you. You can flip to the next slide and
while you are doing that | will also mention that | know the way these meetings are
structured and go to webinar is a little bit different, but | did have several of the behavioral
health organization indicate that they were happy to hop on and listen in and if there are
any specific questions addressed to them that they may be able to help answer or provide
context for that they are happy to do that. So, I'm not sure how that would work in this
platform since they would be entering sort of as a public member, but know that if that
capability exists whether that is typing something in a question box or giving them the
ability to take themselves off of mute | do believe that there is a handful of those folks here.
And so this should look eerily similar to a slide that was in our presentation from last year
because it is exactly the same. This is just a reminder about the approval and denial of
services and the responsibilities of the BH-MCO and what they do and do not have the
ability to do in terms of services that are requested for them to provide pay. And then you
know whether or not we monitor the BH-MCOs to assure that they are complying and
appropriately approving services.

The next slide is also a refresher slide and this is just the definition of what we mean when
we say a denial. This is pulled directly from our behavioral health health choices
agreement. And a denial means when there is a decision to either impart or in full denied
the frequency and the amount or the type of service thatis requested by a member and
their representative or a provider. So, again just a refresher.

Now, the next slide contains some information that we mentioned last year, as well, but |
think | did it verbally and this year at the suggestion of some folks we have noted it here
directly in the slide for you so that you can come back and reference it. So, a few things
before we dive in to those really teeny tiny writing charts that are very hard to see and some
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background information. So, you know one thing that | think is important to start off the
conversation with is the fact that and you will see this played out in numbers later in the
presentation, but the majority of standard prior authorizations are in fact approved. And
that is demonstrated through an average approval rate across the BH-MCOs of 98%. And
so across the plans, 98% of prior authorization request are approved. And for some plans
and you will see a detailed by plan and for some it is higher than 98% and for some itis just
slightly below that. But, you are talking about a large majority of the request coming
through being approved. And now for those that are denied, one of the things that we
wanted to make sure that you understood is that there are some reasons for denial that are
more administrative in nature than they are specifically related to the medical necessity
criteria. For example, it may be that the requested provider is not current with their
Medicaid enrollment data. And so may be the request was missing a promise number or
had the wrong promise number indicated or perhaps the requested provider is out-of-
network for the managed care organization that the member is covered by. And so that
denialis reflected in the numbers that | am about to show you. However, it is not a denial
to say that the member is not going to receive those services or is not appropriate for those
services. And so in a lot of cases they will sort of work directly with the provider to remedy
those situations whether that is correcting a promise number or adding a promise number
or whether that is some agreement to allow that provider to be in network and then
ultimately that same request will come through and be approved. It is sometimes a little bit
misleading when we look only at the statistics and the numbers on the screen and itis
important to kind of keep some of these pieces of background information in our mind as
we are looking at them.

The other thing that | know we talked about last time was in the chart we are going to look
at, we are looking at a period of time between 2018 through 2025 and those are calendar
years. So, just a reminder for everyone, not that you need to be reminded, but from 2020
through 2023 which were the kind of COVID and post COVID years, there was a number of
requirements that had been relaxed during that time due to the public health emergency.
And so when we look at the numbers on these charts you are going to see sort of numbers
that look like before COVID and so the 2018 and 2019 numbers and then things are going to
look really differentin 20, 21 and 22 and 23. And then when you look at 24 and 25 it is
important to note that we have reverted back to before COVID requirements again. We are
kind of back to a steady state of making sure that we are taking a look at these services and
ensuring medical necessity appropriately and all of those things. So, when looking at the
data itis easy to compare to the years that happened most recently, but in this particular
case and it may actually be more helpful for you to look at years 24 and 25 in comparison
to 2018 and 2019 only because the requirements were similar during those periods of time
vs. during the three years in the middle there.

Another one that | know we have talked about both in the official consumer sub meeting
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and others was related to implementation of the American Society of addiction medicine
criteria. This is a set of criteria that we began implementing back in 2018 for substance use
disorder providers that really provides a different way for our substance use disorder
community to think about the delivery of care and the ways in which people are eligible for
receiving different levels of care. And it was a pretty drastic change in terms of the way that
the system had thought about levels of care and length of day. And so you know we still
even in 2026 are having some challenges with providers who had a more difficult time
making that transition and appropriately applying those new criteria. So, some of the BH-
MCOs have been working really closely with a handful of providers providing additional
training and technical assistance, but that will certainly account for some of the numbers
thatyou can see in categories related to residential SUD services.

And the last thing that | wanted to point out was that IBHS, intensive behavioral health
services for children has become a significant cost driver in the behavioral health choices
program over the last couple of years. This is not unique to Pennsylvania. We have been
seeing what | will call an explosion of request and needs for the services nationwide. And
so we are going to talk a little bit about that when we look at the numbers and you will see
some data there that is reflective of these increase request. And | just wanted to mention
at least a couple of our BH-MCOs have very concerted efforts underway to closely examine
the quality of the services being provided and ensuring that given that it is a big cost driver
for the program, making certain that we are getting the value for the dollars that are
invested and that we are in fact up will greatly utilizing that level of care and those services.
Okay, without further ado we will move to the next slide which has really tiny numbers on it.
| apologize for that. There is no great way to make it bigger. What you are looking at on this
slide are the service denials by type. Meaning that there are categories of denials. So, there
are denials for crisis intervention services or IBHS and inpatient drug and alcohol and
inpatient and etc. And what you see here are the different categories of services where we
are reflecting the denials of each of those calendars 2018 through 2025. You will notice
that a handful of the cells justindicate less than 11 and so for protection purposes we
cannot indicate the exact number, just that it was very minimal. And again | mentioned on
the previous slide the fact that a lot happened between 2020 and 2023. A lot of flexibilities
were given and a lot of requirements and criteria were waived in an effort to keep services
being provided and to keep providers open and to ensure that folks were receiving what
they needed during really unprecedented times. And when the federal government ended
the public health emergency, that really ended the ability for some of those flexibilities and
relaxation to continue occurring. And so we are in this phase of sort of reverting back to
those initial awareness and what they had been. So, a couple of areas that | will just point
out for you that | think are notable - if you are looking down the chart and if you look at the
third item down, that is the IBHS services that | mentioned. And if you look there in 2018
and 2019, really big numbers. Tens of thousands of numbers of denials for similarly
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situated services there. And you can see the numbers drop way way down during the
COVID years and then beginning to climb again just a little bitin 2024 and then pretty
significantly more than doubled in 2025. And so we are going to talk a little bit more about
that one in a future slide and so | will not go into too much detail other than to note that
that is one of the categories where we have seen a pretty significant increase in the number
of denials. And the others that | will call your attention to about halfway down the chart you
will see nonhospital residential withdraw management, rehabilitation and halfway house
services. And this is for substance use disorder. And again | am about halfway down the
chart at nonhospital residential. And if you follow your finger or your eyeballs off that
particular row you will similarly see you know fairly high denials - 3000 back in 2018 and
that drop way down during our COVID years and then crawling back up again in 2024 and
2025. This is one that we did spend a significant amount of time talking about in meetings
that occurred last year. Many of these instances of denials were in fact related to the
implementation of the ACM criteria. We had a number of providers who were really
struggling to appropriately apply that criteria. We had providers who were having a difficult
time discharge planning soon enough for admission for an individual and you know the
initial approved length of stay would be up and they would not have a discharge planin
place and so they would submit a request to the BH-MCO or a continued stay in that
residential level of care when the BH-MCO reviewed it, they would determine that in fact
the individual did not meet the criteria to remain in that level of care and so that is why we
saw a number of denials there. We also had the data to show that essentially the top three
providers that are contributing to this increased number of denials were three providers
that were not aligned with the ACM criteria. The BH-MCOs had an alignment tool that was
jointly developed by the Department of drug and alcohol programs, our office and the BH-
MCOs and the providers that were in large part to bidding to those providers were providers
that were deemed not officially aligned. And so it made some sense. And that initiated
some pretty intensive technical assistance training and additional support from our BH-
MCOs for those providers in particular.

>>KYLE FISHER: Jenn on that number, if | can ask a question here. And | think coming out of
those extensive discussions on this issue last year | think we may have naively hoped to
see that number trending down. So | guess my question is if OMHSAS can speak to
progress resulting from the trainings that Magellan had given to those larger providers
whose requests we think are driving those numbers. Has it been trending down by quarter,
or was it trending down in 20257

>>JENNIFER SMITH: | don't have that data in front of me and | do have bill on the phone
from my office, Bill, are you aware or do we need to take that back?

>>BILL: | think that is something that we should take back you know to really dive into the
reasons for the denial as their can be various reasons there and as Jen mentioned, not all
are related to the medical necessity criteria. You know not being met right there.
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>>JENNIFER SMITH: We will take that as an action item and we will dig a little bit deeper
and we do have some other slides on this particular grouping of denials. And so you may
have additional questions when we get there as well.

>>DEB SHOEMAKER: Hey, this is Deborah and | already know who those people are and so
I will not get into that, but these are people - are these facilities that are still trying to use
the PC PC criteria?

>>JENNIFER SMITH: No one is allowed to use that criteria anymore. | think it has been a
challenge to transition from a more program based delivery system to a individualized care
delivery system. So, when | say that for the benefit of some folks on the call the way that
the substance use disorder treatment system had worked, particularly for our residential
programs both short-term and long-term, there were some pretty standard lengths of stay
in those programs and so for example a short-term residential program would have been
about 30 days. And our providers built sort of a curriculum and a treatment plan based on
the knowledge that everyone was going to have 30 days in that program. And so you know
they had things mapped out to happen in week two and week five and week six etc. And so
when we transitioned to a model where you are sort of constantly assessing the patient
and determining well, maybe this person needs one week and this person may need 12
week you know it was no longer possible for the providers to kind of put everybody on the
same roadmap to get where they wanted to go. And so that really required some
institutionalized change within the provider community which definitely came at a financial
cost and OMHSAS provided some state provided dollars to providers, specifically to assist
them with that. There was a number of technical assistance opportunities offered both by
the state and by the BH-MCOs and training was paid for and some by the BH-MCOs and
some by SCAs and some by DDAP and there is a handful of providers and when | say
providers | am talking about specific locations and so for example we have some really
large providers that have multiple locations all across the state. There may only be one
location for that larger umbrella provider that is struggling. And so itis not that we are
seeing huge problems across entire provider systems or umbrella providers, itis really kind
of more local to a handful of locations that are just having much more difficulty making
that shift.

>>DEB SHOEMAKER: And like | said | know that we supported ASAM changes and | will not
get into that, but is there a separation between people who are duals and people who are
not duals?

>>JENNIFER SMITH: Do you mean in terms of treating individuals with substance use
disorder and mental health?

>>DEB SHOEMAKER: Yes, because | know how that segregation is you know a lot of people
do not think through comorbidities and co-occurring - co-occurring is probably better - like
if there is some denials | would assume that if you broke them down, if you are talking
about people with co-occurring or if they are called dual diagnosis that that would make a
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significant difference because some of those cases are a lot more complex than someone
who would just be strictly SUD or mental health or whatever the case may be.

>>JENNIFER SMITH: That is a interesting question. | don't think that we have ever looked at
it through that lens. | will say that some of the providers that have had a struggle aligning
our one that serve some of the more difficult populations and you know we will have to
look into that. | do not know if that will prove itself out in terms of those particular facilities
contributing to more denials. | think you know one of the biggest issues with this particular
service type is that there is a lack of what we would consider sort of a step down from this
level of care in the substance use disorder system. And so typically if you are coming out of
some kind of residential program, you are looking to something less strict if and maybe a
recovery house and something like that. And | think some of the communities across
Pennsylvania have a lack of accessibility to those kinds of services and that goes back to
my point about discharge planning and the need to be doing that from the moment that an
individual walks into the door of the provider and the importance of already starting to plan
for what it would look like when they are ready to transition to the next service. And so
certainly things like workforce shortages have contributed to all of these challenges and
you know that is why we have some shortages in certain areas and ASAM is one of the
contributing factors that could be involved in those numbers. Know this is very important
and | don't think anything that would do any good. And she has a lot more slides here Carl. |
am just being clear -

>>KYLE FISHER: How about maybe another 10 minutes or so, like five or 10?

>>SONIA BROOKINS: I have no problems with it -

>>KYLE FISHER: We can come back to it if you are open to that.

>>SONIA BROOKINS: | am just saying that this is important and she is being as honest as
she can be and | am just saying one half-hour does not do her any good.

>>JENNIFER SMITH: | appreciate that!

>>SONIA BROOKINS: That is just my opinion.

>>JENNIFER SMITH: So, how does this plan sound? I'm going to just skip through and hit
some really important points and you all will have this slide deck and you are welcome to
take a look at it and calm through it and then Sonia and Kyle you can talk about whether we
should just come back at the next scheduled consumer sub or whether you would like to
have some sort of offshoot interim meeting to go over the rest of it. Does that sound good?
>>SONIA BROOKINS: That is fine, that is fine.

>>JENNIFER SMITH: Okay, perfect. So, since we are going to move and groove here I'm
going to ask you to flip to the next slide. And this is based on the same data as the last
slide, but this depicts the information as a rate. So, when you are looking at the numbers
on the screen just for description if you look at the top row right there of IBHS and you look
atyear 2025, this is saying that there were 54.3 denials per 100,000 enrollees. So, that
helps give some perspective and you know sometimes the numbers on the previous slide
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look kind of big and scary and when you think of it in terms of inpatient drug and alcohol
rehab, only two people out of every 100,000 enrollees and only two services for every
100,000 enrollees are being denied, that is a really small number. So, this is just helpful in
giving some perspective. You can flip to the next slide. And | suspect that this may be a
slide that some of you will want to talk in a little bit more detail about. And | will
recommend whether we are going to talk about in the next scheduled consumer sub or
whether we set up something separately | would really love for the BH-MCOs to be invited
to be a part of that conversation. Because, this is their data and they really have a solid
handle on why the numbers have gone the way the numbers have gone and to be able to
provide some pretty detailed explanations around why they look this way and what the
trends are meaning for them and maybe how they are responding to some of those trends.
So, | would just ask that if possible we could include them in whatever that next meeting
looks like.

>>SONIA BROOKINS: That is fine.

>>JENNIFER SMITH: That would be great. Okay, the next couple of slides is related to the
denialinformation that we already talked about, but it is showing you by BH-MCO as a rate
and then showing it over time. So, | will let you digest this information, because sometimes
you have to sit with it a minute to really interpret what it is saying and I'll be happy to step
us through that the next time we get together. But, we will not cover it right now just for the
sake of time.

If you go to the next slide which is slide 10, this is specific to that nonhospital residential
line and so the one that we were spending a significant amount of time talking about and |
think this is a helpful view where you are looking at those rate by managed-care
organizations. So, Kyle if you recall, Magellan was one of the concerning areas that we
were discussing last year. And you will see that there was an improvement therefrom 24 up
to 25 and even though the numbers will look high, the area where we were doing some
intensive work actually does look better.

>>KYLE FISHER: That is helpful, thank you.

>>JENNIFER SMITH: The next slide shows for the denials that we were looking at,
specifically related to nonhospital, this chart shows you how many and what percentage of
those denials were grieved. And so for example if you are looking at Carelon for 2025, 31%
of the denials for those nonhospital residential's were ultimately grieved. And that means
almost 70% were not grieved. Meaning the denial notice was given and no further action
and no appeal or reconsideration was made related to that denial. And so that is just some
helpful information.

The next slide is related to inpatient psychiatric services, because this was another one
that we had talked about last year and if you look at this chart in 2024 you can see a little
bump where the colors look like they are getting a little bit eager and so | think that was the
reason that it was a concern. Folks were trying to say are we seeing a new trend? We are
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looking toward more denials - but, if you look at 2025 you will see that it is beginning to get
smaller again. Not by a lot, butitis dropping. And | will end with slide 13 which ethic is
really helpful information. So, this depicts the total number of prior authorization request
that were received and the percentage of those that were up proved by managed-care plan
and then of course the percent that was denied is just the difference between 100% and
the percent approved. And then the average time for decisions to be made related to these
prior authorization requests. So, when the request comes in, how quickly is the managed
care organization making a decision on whether to approve or deny that service? So, you
can see just a couple of days and in most cases less than two days. And then the last three
columns represent information around expedited prior authorizations. So, this is when
they would be a circumstance where we need a very quick decision about an individual 's
or rusted service and there could be different reasons for that expedited request. You can
CD approval percentage for those expedited requests is in the high 98 and 99% and very
low denial percentages and the time to make a decision here is depicted in hours, not days
and you can see for many of them it is just a few hours and for some it is a little bit more
than that, but again this is an average. And so there could be an outlier or two thatis kind of
skewing that a little bit, but | think this is really helpful for you all to his be and putin
perspective. These are the type of measures that will be available ongoing on each
managed-care website. And what we can do for the next meeting is make sure that we give
you links to those websites so that you are able to know directly where to go when looking
for the information as needed. Okay, that was a lot! See, Carl, | could have taken all of your
time!

>>CARL FELDMAN: We do have some important things to talk about and so I'm glad that
you did not.

>>KYLE FISHER: Thank you for your time, Jen. And the conversation will be continued!
>>JENNIFER SMITH: Sounds good!

>>SONIA BROOKINS: Thank you so much. Okay, Carl, you are on.

e OIMReport
o HR1 Communications
o HR1 Work Requirements

>>CARL FELDMAN: Yes, hello. Good afternoon. Members of the consumer sub committee,
thank you for OLTL and OMHSAS for rearranging a little bit today. | am here to talk about
some of the things you have asked related to our expectations around the community
engagement requirements of H.R.1 section 1119 and the first | read was a general request
for the ability for the consumer sub committee to be involved in the development of
contact pieces that we need to develop for this component of Medicaid eligibility starting
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nextyear and in fact earlier the next year. Generally speaking we have a lot of materials
that we need to create to put this new requirement into effect for those of you who are
regulars here, you know that expansion recipients of Medicaid will need to demonstrate
their compliance with or exclusion from community engagement through work or training
and education and there is a number of avenues by which they can be exempt from that.
This will involve a message to recipient in September of 2026 this year in advance of the
working community engagement requirements that take effect in January and this will
involve new correspondence with people about whether we can or cannot determine if
they meet that standard and what we may need from them to show that they are meeting
or excluded from it. On a real practical level this will involve new notices and some forms
and changes to the application all of which we are still very much trying to organize
ourselves to be prepared for. And CMS has not yet released the direction to the state about
how to manage this and we suspect that that will come in June and we have had
correspondence with all state calls and the national Association of Medicaid directors on a
week call and we receive information from them that gives us a sense of what they are
thinking about various components of the law and what is needed. For the development of
those materials, | cannot say exactly when this would be available, but | can say that we
will have materials that stakeholders will be able to look at and provide feedback on in the
month of May and the outreach letter being first and foremost among them. We are also
working on the screening tool and we think that as long as we can share that and receive
that feedback in May that we should be able to seriously consider what stakeholders have
to say aboutit. And so | guess you can take that as a commitment on our behalf to try and
share what we can with you when it becomes available.

>>SONIA BROOKINS: Thank you for that.

>>KYLE FISHER: And this sounds like at least a couple of these communications, the
outreach letter and a screening tool, OIM intends to have a draft ready to share by
sometime next month? Okay, excellent. Thank you.

>>CARL FELDMAN: We will probably have some other things and there is a large suite of
correspondence that we will need to be available and newly available because of this. And
the second request that was made | think was just around some expectations that the
department has as it relates to who will be compliant and who will be considered excluded
from the community engagement requirement. We can say that right now or | should say
that as of January of this year just looking at that population that there were 810,759
Medicaid expansion recipients. So, that is to get more technical about it, people in the
categories of Medicaid we referred to as MG 90 and 91 and some of the things that you
have asked is how many of these people do we believe would have income that would
exclude them from the community engagement requirement and our look at that
population indicated that there were 176,626 who are meeting that income exclusion. And
we were asked how many have a known disability and so what we can see is that we
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believe and this is January, 50,000 approximately have SS | or RSDI that would be a
component right off the bat and there is also a component based on caring for a disabled
individual and we can see there is approximately another 150,000 in that category and it
was asked of us how many are parents of someone under age 14 in that category and what
we can see is that there were approximately 150,000. These are not de-duplicated. And so
itis possible that there is plenty of overlap between these populations. But, that is what we
were able to tell based on some analysis for the month of January.

>>KYLE FISHER: If you don't mind | would like to backup to make sure | called those
numbers right and | think as you probably deduced we are trying to sort of - the 810,000 for
the expansion recipients as of January, that is a little bit different than the more recent
numbers that the department has posted on the health choices website at least which |
think is closer to 730. But, for the numbers that you just gave us it is out of a universe of
over 810,000. And then in the MAGI 90 and 91 categories - sorry, | am checking the chat
right here. Okay, 176,000 getting net income exclusion and so any income over the $580 a
month threshold roughly 50,000 with known stability is and another 50,000 possibly some
location and caring for disabled individuals and then for parents of a child under the age of
14 you mentioned 150,000. Okay. All right, very helpful information to have. Do the
consumers have any questions on any of this? | think Amy with the health project does.
Amy?

>>AMY LOWENSTEIN: Hello, thank you, Carl for sharing this data. | had a couple questions
and we appreciate you looking into who looks like they may be exempt based on these very
broad you know categories. With the income exclusion which would be | am assuming the
580 per month, did you only look at earned income or did you look at anything else that the
person had?

>>CARL FELDMAN: I'll have to get back to you about how that was determined. | can tell
you that whether the income exclusion is based on earned income or inclusive of unearned
income is something of great interest to our policy unit and something that we have asked
CMS on numerous occasions and we definitely recognize the salience of the question.
>>AMY LOWESTIEN: I'm just curious on that specific one and | appreciate thatyou
understand the nuance and importance. And you had mentioned for people who had a
documented disability which we assume would be RSDI and you mentioned SSl and | was
sort of surprised with when there would be somebody getting in a SSl recipient
classification in another category?

>>CARL FELDMAN: It is not exactly clear to me how that would take place and for that I'm
just relaying information that was provided to me. So, if your questionis is it possible for
somebody to receive SSl in the MG 90 and 91 category, | agree with you, it seems unlikely.
>>AMY LOWESTEIN: And my last question just out of curiosity and I'm glad that you could
do this and you could tell that somebody was caring for a person with a disability - like how
were you able to just determine that?
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>>CARL FELDMAN: I do not know -

>>AMY LOWESTEIN: | wonder if it was people taking an exemption for federal tax
exemption -

>>CARL FELDMAN: Yes, | am not sure that that is it, but that is definitely one likely Avenue.
>>AMY LOWESTEIN: All right, | think that is it. Thank you.

>>SONIA BROOKINS: This is Sonia. So, this is January and going forward - the numbers will
still go down as the month continues? These months continue?

>>CARL FELDMAN: This is a point in time look at the month of January and you know MG 90
and 91 will go up and down and the number of people meeting these various kinds of
justifications will move over time. So, if we were to look at a different month we would
probably get a different result. And | think that the interest not to put words into the
consumer subcommittee 's mouth, but you have a sense of like what would be a baseline
expectation of what may happen on day one of community engagement and who needs to
meet and who is exempt from these rules. That is relevant. It is a little bit more
complicated than that because people's eligibility or the applicability of these rules to their
eligibility does not occur all at once on January 1. They are actually going to phase into the
applicability of these roles based on the renewal for Medicaid. It certainly will happen on
January 1 for somebody who applies on January 1.

>>SONIA BROOKINS: Okay, thank you. Anyone else have any other questions?

>>KYLE FISHER: Carl there was a question in the chat asking about college students or
future college students, does the department have data on how many in these categories
may already be exempt based on attending educational institutions?

>>CARL FELDMAN: The department does not have very good information on educational
attainment. Itis important for at least in the past it was important for the SNAP program,
but there has been no new mechanism to capture that. There is still some kind of clarity
that we need from CMS about what constitutes enrollment in institutions of higher
education and the compliance standards and then how you have to treat that if itis not
actually have time, does that then get rolled up into a hours calculation that we are trying
to get more information on? And so the short answer is no, we do not have a lot of good
information about this and the long answer is that it is an area of deep interest for the
policy unit as we try to develop how this program has to work.

>>DEB SHOEMAKER: Sorry, Carl, this came from me, this is Deb and hours asking for a
personal reason because my daughter is 18 and goes to college in the fall. And my
question is in those circumstances, if you had somebody who in the past like she has been
diagnosed with mental health and so she had that designation, but no longer heard Doctor
did not follow up on it, is it something that would be beneficial for the college students who
have mental health needs to get that designation that will be a double coverage for them
that they may fall into you know the frailty definition gets all messed up, but s this
something that would be something that would substantiate that, because | know it will be
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difficult to do that and that is why | was asking that question.

>>CARL FELDMAN: I'm not so sure that | would think of it as double coverage. The person
who has this rule applied to them will be evaluated for exceptions and also for compliance.
The enrolled halftime is meeting compliance and medical frailty if appropriate is in
exclusion from compliance. Either way they have to - either way they have two do that only
for the month prior to the month of application and if they are in a eligibility time for one of
the six months for which they are eligible. So - | am not sure that there is a better or worse
arrangement and | think we are expecting to hear more from CMS about the sequencing |
guess you could say of what we are required to search for if you read the document that
CMS put outin November it seems that we are supposed to search for exclusions from
compliance before compliance itself. But, that does not necessarily mean - so, that would
be medical frailty for example, but that does not mean that if we do not have medical frailty
documented, then they would need to indicate compliance through enrollment and
halftime are more that they are any worse off necessarily. And so those are my broad
thoughts on the question that you have asked. It is one of these things that will kind of have
to continue to evolve.

>>DEB SHOEMAKER: Thank you. | know that we will have a lot of those questions. Itis not
an easy process.

>>SONIA BROOKINS: So, Carl - just hypothetical and just throwing this out there - so, if
stuff was at the federal government and they say no, we are not going to do this - we are
just when to stop this, that means things go back to where they used to be?

>>CARL FELDMAN: If Congress were to pass a law to go back to the way things were, then
that is what the state would be expected to do. But, as of now the law of the land is that
this is how the program has to operate. And then from there, CMS will release their
regulations that appropriately we would expect to interpret the law and tell us what that
means in practice and we would do our best to see how the program functions in
Pennsylvania.

>>SONIA BROOKINS: Thank you for that. Anybody else have any questions for Carl? Well,
again, Carl, we appreciate your honesty and we appreciate you giving us the information
we ask or and so thank you again.

>>CARL FELDMAN: Have a good afternoon.

>>SONIA BROOKINS: You do the same.

>>KYLE FISHER: Just saying thank you - all business and do business?

>>SONIA BROOKINS: Yes, all business and new business? The budget and rate
developing? Did | see that right? That is on our meeting? Kyle?

>>KYLE FISHER: This goes a little bit back if Eve - this is a holdover from last meeting if how
the rates are developed with respect to shifting care hours whether they are considering
approved hours or just expenditures.

>>EVE LICKERS:  am on, but | don't know if Gwen is still on, but I'm pulling this up and | will
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tell you that how this is done - hang on just a second, because of course thatis not now
what I'm seeing. | do have - this is not - what I'm seeing - sorry. It is not about the
expenditures. There is another methodology that is used and | am trying to pull this up. And
so from a high level and amplified version of this - so, the rates are calculated by zone,
region and rate cells and what a rate cellis is basically the category of the population that
would be in that particular cell. And can be kids, that can be adults and that can be you
know within complex needs and those types of things. And we start with base data from
the state fiscal year encounters and what was done for 2026 would be used for years 23
and 24 calendar years 23 and 24. (COUGH) Sorry - and we also look at any deficiencies and
we add in program changes and we add in trends and we add in administrative and
underwriting margin components and | am not financial and | am just relaying this
message. And then finally they add in the MCO assessment amount. And so it is not about
what hours were anticipated. Yes there is a piece of the utilization, but we are also looking
at a lot of other factors.

>>KYLE FISHER: Just to clarify, Eve and | know we are over time, but when you mention
fiscal year encounters, those encounters would have been paid claims? For the services?
And so not what was authorized, but what was actually received? | think that was the
clarity requested. | know Liz is not on today - and Meghann if you have any follow-up -
>>MEGHANN: In terms of the specific delivery vs. the service need if you will, it is
encountering utilization and so delivery is really what is being factored in.

>>EVE LICKERS: We start with that and there is other trending programmatic changes that
are anticipated. And so far | have not heard that there were issues with how it is calculated
to ensure the coverage of our mandatory services.

>>MEGHANN: Okay. Well, thank you for coming back with that and | think that will
probably have follow-up questions.

>>EVE LICKERS: And we will have the support of our financial bureau. And that is the high
level and they gave me the simplified version because they know that I'm not good with
math!

>>MEGHANN: | am also less good with math then Liz and so will bring this back to you.
Thank you so much.

>>EVE LICKERS: All right, thank you.

>>SONIA BROOKINS: So, | want to say thank you to everyone for being on this call. Again
we meet next month and it will be the 27th. And | hope everybody will be well and thank
you. May | get a motion to adjourn the meeting?

>>MARSHA WHITE-MATHIS: | make the motion.

>>SONIA BROOKINS: Second?

>>MEGHANN: Second. Street.

>>SONIA BROOKINS: Allin favor?

(MULTIPLE SPEAKERS)
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aye. Thank you all!
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