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The meeting was called to order at 1:00pm 

*** 

>>ERIN WYSE: Welcome to the May 27, 2026 edition of the Consumer Subcommittee of 
the MAAC meeting. My name is Erin Wyse. Before we begin I would like to go over a few 
items. This meeting is being recorded. Your continued participation in this meeting is your 
consent to be recorded. If you do not wish to be recorded, you may and your participation 
in the webinar at any time. Also, per DHS policy, the use of artificial intelligence or AI for 
notetaking or any other purpose is not permitted. AI bots will be removed. For panelists 
and speakers, if you are experiencing audio issues, please go to the top right corner to find 
the gear wheel to adjust settings to the correct microphone and speaker hardware. If you 
continue to express difficulty, please send a message in the chat. To help avoid any 
disruptions, please remember to keep your microphone on mute if you are not speaking. 
Live close captioning also known as CART is available for this meeting. The link is included 
in the chat. Presenters should state their names clearly before speaking to assist the 
captioner. Presenting from the Department of human services today from the office of 
medical assistance programs, Deputy Secretary Sally Kozak, director of children's health 
insurance bureau, Nicole Harris and Gwen Zander. We have bureau director Carl Feldman 
and from the office of long-term living, we have Deputy Secretary Juliet Marsala. Questions 
may be submitted in the questions tab and if you need any information, please visit the 
consumer subcommittee webpage. I'll now had things over to the consumer sub MIDI 
chair, Ms. Sonia Brookins.  
>>SONIA BROOKINS: Thank you. My name is Sonia Brookins, Chair of the Consumer 
Subcommittee. Kyle, you may get started.  
>>KYLE FISHER: Hello, Kyle Fisher with PHLP, which has the privilege of serving as counsel 
to the consumer subcommittee.  Let me start with Marsha White-Mathis. Are you able to 
take yourself off of mute?  
>>MARSHA WHITE-MATHIS: I'm here. Can you hear me?  
>>KYLE FISHER: I can. Very good. Our vice chair, Minta Livengood.  
>>KYLE FISHER: All right, thank you very much and do we have Deborah Shoemaker?  
>>DEBORAH SHOEMAKER: Yes, good afternoon.  
>>KYLE FISHER: Spencer Duffy?  
>>SPENCER DUFFY: Yes, I am here.  
>>KYLE FISHER: Liz Healy? I am seeing Liz is on, but somehow on mute. Are you able to 
take yourself off of music? Okay, you may want to drop off and come back in, I can see that 
you cannot get settled so we'll keep going. Do we have Rochelle Jackson? How about 
Jayme Carreras-Scali?  
>>JAYME SCALI: Hello, I am here.  
>>KYLE FISHER: Meghann Luczkowski? I know that we had 10 members on during the pre-
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meeting this morning and so I am hopeful that will have more that can jump in a minute or 
two later. Ronel Baccus? Do we have Bethany Pancoast? Lauren Hatcher? Many 
consumers who I have missed or who are on now but not when I called your name a minute 
ago? Okay, counsel side, do we have Amy Lowenstein?  
>>AMY LOWENSTEIN: Yes, I am here.  
>>KYLE FISHER: Danna Casserly?  
>>DANNA CASSERLY: I am here.  
>>KYLE FISHER: How about Marissa Lawall?  
>>MARISSA LAWALL: I am here.  
>>KYLE FISHER: Okay, I expect that we will have more numbers join shortly, but for now 
that is who we have and I will hand it back over to the department. Thank you. I believe we 
had our Deputy, Sally, testing audio earlier, do we have you still, Sally?  
 

• OMAP Report  
o Deputy Secretary Updates  
o H.R.1 Updates 

  
>>SALLY KOZAK: (AWAY FROM MIC).  
>>KYLE FISHER: I can hear you very faintly, I don't know if you have another audio source.  
>>DEB SHOEMAKER: Yes, you are very quiet.  
>>SALLY KOZAK: How about this one?  
>>SPEAKER: There we are.  
>>SALLY KOZAK: Okay, perfect. Sorry about all of that. Hello everybody. I hope everyone 
had a lovely memorial day wherever you were.  
>>SONIA BROOKINS: Thank you.  
>>SALLY KOZAK: A couple updates. The first one is on H.R.1. And so the H.R.1 workgroup 
met on May 8 and so just about two or three weeks ago and what I want to do right now is 
just give a few minutes to see if the individuals who are on that workgroup want to give an 
update to the Consumer Subcommittee. Or if there are questions or any suggestions that 
this group would like to forward to the MAAC?  
>>KYLE FISHER: Sally, it is Kyle, we did spend some time during the premeeting talking 
about this and we spent a good amount of time walking through feedback to the draft 
communications and the letters and notices. We were planning to walk through that in 
some detail. But, largely with the intended audience of OIM. I don't know if Carl or others 
from OIM are on yet. We are planning to do that later in the call.  
 

o Provider Revalidation  
>>SALLY KOZAK: Okay, then I will if this group does not have anything that they want to 
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discuss at the moment I want to say that for Carl, I am fine with that. And what I will say on 
the slide you can see that if you want to email questions or comments, please send them 
to the address listed. Provider validation and classification - so, on April 23 and so about 
five weeks ago, the Department of Health and Human Services with the centers for 
Medicare and Medicaid services sent a letter to all state Medicaid directors and governors. 
The letter requested that states provide a comprehensive two year provider revalidation 
strategy that included the Swift revalidation of high-risk providers. CMS did not define what 
Swift was nor did they define high-risk providers. So, if we can go to slide four. So, we have 
-- we have provider and risk levels and we have outlined those in bulletin MA-99-1613 
which is titled risk levels and the implementation of site visits. And this slide that you see 
here identifies the providers that we mentioned in the bulletin that are high-risk. And I will 
give you a second just to take a look at them. You can see high-risk providers, rehab 
facilities, mental health and substance abuse providers and some therapists, DME 
supplies, some labs and x-ray clinic and some attendant care providers. So, if we can go to 
the next slide, please.  
So, here are some additional reasons why a provider may be in a high risk category. And 
again, a newly enrolling provider from health services or durable medical equipment which 
means that you have not been in the program before or a provider that has a suspension 
imposed on a provider based on allegation of fraud, waste or abuse. If somebody is 
excluded by the US Department of Health and Human Services, office of Inspector General 
or another state Medicaid program within the last 10 years. They are applying to enroll or 
revalidate in the DMA program and they have a outstanding overpayment due to the 
department that is greater than $1500 and more than 30 days old that was not repaid at the 
time application was filed, is not being appealed and is not part of an approved repayment 
schedule. So, essentially when you attempt to enroll or validate. If you are applying for 
enrollment in a program that is six months after a federally imposed moratorium has been 
lifted. And those are the reasons we would put somebody in a high-risk category. We 
continue to move forward with provider revalidation efforts as usual with just a few 
changes on the copper has a plan that we will be submitting to CMS. A significant 
proportion are expected to occur during the end of this calendar year and continue into 
2027. And I think that is everything on my up date. H.R.1 and provider revalidation. If 
anyone has any questions about that.  
>>SONIA BROOKINS: I will let Debbie go and then I will let Bonnie go and then we will go 
from there. Go ahead, because I see hands are raised.  
>>DEB SHOEMAKER: Hello, Sally, this is Deborah. Usually OB/Gyn is on that list, are they 
not on there?  
>>SALLY KOZAK: No, they are not. The individual provider could become a high-risk 
provider but as a group OB/GYN are not on the list.  
>>DEB SHOEMAKER: I was bringing that up because that is a good thing because of the 
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fact that we have shortages in certain areas like OB/GYN and that is why I ask that specific 
question. Thank you.  
>>SALLY KOZAK: You are welcome.  
>>SONIA BROOKINS: Bonnie?  
>>AMANDA SAGASTUME: She no longer has a question.  
>>SONIA BROOKINS: Anyone else?  
>>KYLE FISHER: Sally, it is Kyle. I appreciate this update. We certainly have discussed the 
provider revalidation guidance from CMS and some of the larger waste, fraud and abuse 
narratives coming out on the federal seen earlier. One piece that we had questions about 
that relates to I believe a quote from the secretary earlier this month about Pennsylvania's 
Medicaid program moving to require all providers to have NPI's, is that something that 
you're able to speak to in more detail?  
>>SALLY KOZAK: Certainly. We have for some time recognized a growing need to be able to 
identify all providers. And when I say provider, I mean anyone that is actually rendering 
care to an individual across places of service. And across programs. We had said that 
currently our system had some limitations in allowing us to do that. Nonetheless we have 
started to move forward. So, for example we have required all doulas to have a NPI and as 
we add more services, we are requiring them to have a NPI. We are doing this with newly 
enrolled provider types and again providers being a very broad definition of anyone who 
provides services to somebody, we have been having ongoing internal conversations about 
how we begin to move forward to have everyone that is a provider have a NPI. This has been 
a request from our office state Attorney General for a while now. We know that some of 
their efforts to identify fraud, waste and abuse will be addressed through the 
implementation of our new EVV system, but we know that there are gaps where they will 
require individual NPI's to be able to better track across programs. We do not have an 
immediate date of when we will begin requiring a NPI for everybody. We know that it is at 
least a few years while we implement our new provider management system. At such time 
that we finalize our decision of what that will look like, we will certainly be issuing 
clarification. Questions about that, Kyle? Or anybody?  
>>SONIA BROOKINS: I have a question. And maybe I just need to be clear - so, I'm going to 
go with healthcare providers. So, if you have a healthcare provider with five people under 
one umbrella, all of them have to have a different NPI number?  
>>SALLY KOZAK: Anybody that is going to be touching a patient will have to have a NPI.  
>>SONIA BROOKINS: Okay. So, if I am a home health agency and I have five home health 
aides, they are all going to have to have a NPI as long as they are going to be providing care 
to a medical assistance recipient.  
>>MEGHANN LUCZKOWSKI: Hello, Sally, when you say this is going to be across settings, 
are you anticipating that this is also going to be hospitals, health centers - and so if a 
medical assistant is doing vitals, is that the level?  
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>>SALLY KOZAK: Hospitals are paying differently. They are not paid on another basis, they 
are paid on what we call DRGs.  
>>MEGHANN LUCZKOWSKI: This is specific for fee-for-service?  
>>SALLY KOZAK: This is specific to any provider type that bills individually. And so it will go 
across managed-care, as well.  
>>MEGHANN LUCZKOWSKI: Right.  
>>SONIA BROOKINS: That is a lot.  
>>SALLY KOZAK: We recognized that it is a lot of providers which is why we are slowly 
beginning to require it as we bring on new provider types and which is why we continue to 
have ongoing internal conversations about what a rollout of this would look like.  
>>SONIA BROOKINS: Okay. Anybody else?  
>>DEB SHOEMAKER: Yes, I do. I have a quick question. Is my understanding and you can 
let me know Sally that even though this is a heavy lift, it is something that for billing 
purposes and other things, something that is beneficial for people to have, because you 
can get paid at I don't want to say a higher rate, but something that is beneficial I guess for 
me to understand the numbers of who does not have it, because I think at least once I can 
think of, social workers and other people, they have NPIs or they cannot really bill. But, I 
don't know if you have that number and I know for the fee-for-service like we work with 
Sandy M and I know that she keeps on top of that, but as we move forward with this 
process, anything with consumers or even as providers saying information if there is like an 
easy like and I hate to give you any more paperwork, but like the information like this is all 
of these kinds of things that we can build up early to remind people and it is good that is 
people are coming on Board that you're asking for NPI's, but it will be good to understand 
who does not have them yet because it is my understanding that you now pretty much have 
to have one if you want to be able to be paid for your services.  
>>SALLY KOZAK: So, let me share this. Having an NPI does not necessarily automatically 
guarantee that you can go separate for your services. So, for example, I am a home health 
aide and I work at agency A, home health agency A is still going to bill for the services 
rendered. And they will pay me whatever arrangement I have with them. It is just now I will 
be able to see that Sally provided services to member B. And I am also able to see that at 
the same time she was providing to member B she was also providing services to member 
her C, D and E. Requiring everybody to have a individual NPI allows us to track across 
programs who is providing services to whom and when.  
>>DEB SHOEMAKER: Thank you for that clarification, because that was my 
misunderstanding is that at least maybe I am thinking of the position wrong because it is 
something that we have always had to have. So, that is very helpful and maybe just thinking 
from a consumer standpoint it may be helpful as well because if we have issues with 
certain things, then you know you guys can track maybe where there is a lapse or 
something. Maybe I am thinking of it differently, but I appreciate that clarification.  
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>>SONIA BROOKINS: And for the last one - it is that I understand why now they want to do 
this. And so you usually keep track of a lot of folks that did have NPI numbers vs. that did 
not NPI?  
>>SALLY KOZAK: I am sorry, Sonia, say that again.  
>>SONIA BROOKINS: What I am saying is vs. having a NPI and vs. those that do not, do you 
have a number or you do not have a number? This is just coming about from Washington.  
>>SALLY KOZAK: We are still working on that. And again let me say that I appreciate that 
there is an increased focus at the federal level. However, the department has been having 
this conversation for a number of years. So, this is not new for us. And certainly it takes on 
a different flavor given the federal interest. Also, there are many states that already require 
everybody to have a NPI. So, we are not the first or the only one that is doing this.  
>>SONIA BROOKINS: Thank you, Sally. I appreciate it.  
>>MEGHANN LUCZKOWSKI: I have one more quick question. I don't have experience in the 
NPI provider world. Is there a cost associated with having a MPI?  
>>SALLY KOZAK: You know what, honestly I do not know. I know that it is easy, you just go 
online and request one. I do not know if there is a initial cost or not. Maybe somebody 
online does, but I do not.  
>>JULIET MARSALA: There is no cost.  
>>SALLY KOZAK: There you go.  
>>MEGHANN LUCZKOWSKI: So, it is more of an administrative - in the face of workforce 
shortages that already exists, one more formality is always - it has its trade-offs, right? So, 
certainly better tracking and being able to see who is caring for what individual across the 
state is great. Just the unintended consequences of potential barriers to onboarding 
people into a workforce that is already struggling I think is where the sort of flag comes off 
for consumers.  
>>SALLY KOZAK: So, we certainly appreciate that. And that is a part of the conversations 
and part of the conversation is the barriers vs. being able to identify fraud, waste and 
abuse. Intentional fraud, waste and abuse. In systems that are already hard-pressed, yes.  
>>MEGHANN LUCZKOWSKI: Well, I think it probably - at least just knowing that there is no 
financial cost associated with it is helpful to hear.  
>>SONIA BROOKINS: Ms. White-Mathis and then we have to move on.  
>>MARSHA WHITE-MATHIS: (POOR AUDIO) so, for a person to take care of someone they 
have to have their own NPI (INDISCERNIBLE) .  
>>SALLY KOZAK: Correct.  
>>MARSHA WHITE-MATHIS: (POOR AUDIO) I googled it. Okay, so you cannot work for an 
agency (POOR AUDIO) I just wanted to make sure because my understanding is that a 
agency has to have the NPI, but not the people that work for the agency. And now you guys 
are changing that. And I understand that you cannot (POOR AUDIO) at the same time 
because (INDISCERNIBLE) I just wanted to be clear.  
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>>SALLY KOZAK: Yes, again - agencies billing us have to have a NPI. As we move forward 
and let me be clear about this, as we move forward, as the secretary said, going forward we 
will. This is not happening tomorrow. It is not happening next week and it is not even 
happening this year. It is at a point in time that we are enrolling new provider type, we are 
requiring them and noticed that I said provider types, not individuals, but provider types. 
And if so community health workers, doula, provider types is a group. And once we move 
forward in procuring our new provider management module which will be sometime in 
2028 that will be implemented, that is likely although not definitely to be the point in time 
that we start rolling up the requirements for MPI's. So, again, this is not happening 
tomorrow, next week or even this year.  
>>SONIA BROOKINS: But, it is going to happen. We understand.  
>>MARSHA WHITE-MATHIS: Thank you, Sally. I was afraid that a lot of people are going to 
lose their jobs when they find out (INDISCERNIBLE) I am glad that you have time to get it. 
Thank you so much, Sally.  
>>SALLY KOZAK: People will absolutely be given lots of time.  
>>SONIA BROOKINS: Thank you, Sally. We appreciate you.  
>>SALLY KOZAK: You are welcome, Sonia.  
>>SONIA BROOKINS: Okay, who is next? Pediatric and complex care?  

 
 

o Pediatric Complex Care 
 
>>NICOLE HARRIS: Good afternoon everyone, can you hear me?  
>>SONIA BROOKINS: We are doing well.  
>>NICOLE HARRIS: I am Nicole Harris, I serve as the CHIP director and thank you for giving 
me the time to date to give you an update on the pediatric complex care resource centers. 
Next slide, please. Based on the needs identified through the 2019 pediatric gift care 
initiative, the resource centers work created to provide additional support for families, 
nurses and home health aides caring for children at home. These are meant to help people 
navigate a complex healthcare landscape with greater guidance, connection and support. 
The mission of this is to empower, equip and educate. We want to empower agencies and 
caregivers and we want to equip families and caregivers and offer essential nonclinical 
resources and to educate both families and caregivers and providers with information 
needed to care for their children at home. This is done through the pediatric coaches and 
the family facilitators. The collective focus is to guide and support families navigating the 
intricate world of caring for children with complex medical conditions. We describe the 
difference in the roles in this way - the family facilitators specializes in helping children 
with complex medical needs transition out of hospitals and facilities and back into their 
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homes and communities while the pediatric coaches work to keep these children safely at 
home by partnering with families to find practical solutions to everyday barriers they may 
face. In addition to these roles, we are working with the University of Pittsburgh to 
implement online trainings that offer information to nurses, families and home health 
aides. Next slide.  
The resource centers are spread across four regions of the Commonwealth and are 
strategically positioned and staffed near major children's hospitals and facilities. 
Specifically in Philadelphia and Pittsburgh where many of these families lived to have 
access to additional supports. There are at least one or two family facilitators in each 
region and between 28 pediatric coaches in each region. Families may connect with the 
staff through the network, public meetings like this one or word-of-mouth. Once 
connected they are able to help families connect to service providers, medical equip 
income information, care support and other sources of answers and guidance. Some bring 
their own lived experience as parents of children with medical complexities. Next slide.  
In just one full year of implementation, our staff have made a difference in the lives of 
families with 80% of our counties in the first year of engagement and has worked with every 
managed care organization or collaboration with the Children's Hospital of Pittsburgh we 
have heard that in the first 18 months providing enhanced clinical services, ED visits were 
reduced by 9% and pharmacy expenses reduced by 10%. Children with medical 
complexities who are engaged with the Children's Hospital of Pittsburgh clinic vs. who are 
not also are having fewer emergency department visits and hospitalizations and lower 
inpatient specialty consults. In addition to these important numbers, I want to bring some 
of these numbers from a family perspective.  
Pediatric cultures have become a true lifeline not just for coordination but also emotional 
support, organization and advocacy. From helping parents feel less alone to organizing 
records and guiding families through medical assistance and SNAP, families have had 
timely and practical support when they needed the most. Next slide.  
One of the areas of concern that we heard from the consumers is how do we support that 
transition from EPS DT two waiver services and I understand that families will practical 
guidance as their children aged out and where services may change and where to go for 
help. That is exactly where the PCCRC model can make a difference. Facilitators already 
serve as trusted local points of contact to help families understand options and navigate 
systems and connected their rights supports. As shown on the slide we are building 
multiple ways for families to access that support. Families connect through the PCCRC 
website and the physical health choices MCO member units and of the PCCRC staff and to 
the upcoming trainings and through the patient center medical homes. And our goal is a 
true approach where families start with a coach, facilitator, the website, a health plan 
partner or medical home and get them connected quickly to the right information and 
services. We also know that families need more than a referral, they need education and 
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that is why OMAP with the University of Pittsburgh develop these trainings for families, 
nurses and home health aide. A key focus area for those is the age out process. These are 
short form lessons will provide education and support on topics like fundamentals of 
home care, advocacy, behavioral health and importantly, aging out and the transition from 
EPSDT to waiver services. This work is meant to make a complicated transition more 
understandable and less stressful for families. Instead of expecting families to peace this 
together, we are building tools to guide them through the process. These trainings will be 
housed on the my ODP platform making it easy to access paid we are also working toward 
continuing education credits for professionals to help strengthen the shared knowledge 
across the care team. We are on track to pilot these first two modules in summer of 2026 
and that is important for building the broader library of support including age out 
education. Sticking together, the PCCRC staff, website, apartment network and training 
modules are oral part of the same strategy making sure families have education, support 
and one connection that they need during major transitions. Next slide, please.  
In addition to direct staff support and other key resources, the team developed the 
caregiver journey map. These interactive PDF available on the DHS PCCRC webpage help 
families navigate and organize around the milestones, the journey maps are designed to 
help families better understand what to expect, what actions may be needed in order to go 
for support. They also include a agencies side view that guides families through the many 
partners serving children with complex needs showing how agencies work together to 
coordinate services and support. Families are made aware of these tools through the 
PCCRC staff and the family facilitators as well as to the webpage and related outreach and 
through our stakeholder distribution list appeared we continue to gather family feedback 
and we will refine the journey maps over time with updated information and enhanced 
interactive features. Next slide, please.  
The PCCRC resources would not have been developed without our government agency 
partners and direct care providers. They have played a critical role in shaping 
conversations, reviewing materials, facilitating referrals, building relationships and 
sustaining collaboration to support families. We will continue to provide guidance and 
coordination amongst these entities so families can access the support that they need. As 
we wrap up I want to say thank you to the Consumer Subcommittee and the many partners 
on the phone today who have contributed and collaborated with us on this initiative to 
make it successful. Now we can open it up for questions.  
>>SONIA BROOKINS: Okay, Debbie and then Bonnie.  
>>DEB SHOEMAKER: Hello, Nicole, thank you for this information. Just because I have a 
daughter that is 18 and ready to go to college - a place that is missing may be or may be 
where there could be some more communication is you know like colleges and universities 
and places like that, because I know there is confusion because they are in that 
transitional age. And you know what do you do like when you are transitioning out? And I 



11 
 

know the EPSDT, the good thing is that it is up to 101, but government agencies, it may be 
helpful to try to discuss with education, because not just at the college level, but may be 
the end of high school level because people who may or may not be going to college are 
people who even just in the workforce are confused by that and parents are put in limbo, 
because the kids want to be adults, but they are not fully quite adult yet. So, that is just 
something that I think is wonderful and I am glad for the conversation and I think that this is 
something that is convenient and that is wonderful and that is something that I thought 
may be a possibility to reach out to DCDE or colleges and universities to help with that 
transition.  
>>NICOLE HARRIS: That is a wonderful suggestion and we will definitely take that back and 
enqueue for that.  
>>KYLE FISHER: Nicole, I appreciate the presentation I just want to take a break to note 
that we had a few more consumers join that did not have a chance to identify themselves. 
If you want to do that now, Rochelle?  
>>ROCHELLE JACKSON: Good afternoon, everyone. Present.  
>>KYLE FISHER: And Bethany Pancoast.  
>>BETHANY PANCOAST: Hello, good afternoon, I am here.  
>>KYLE FISHER: And I know that Liz Healy is on and called in, are you able to take yourself 
off of mute?  
>>LIZ HEALEY: I think I'm off of mute now. I am on my phone.  
>>KYLE FISHER: Okay, thank you. I know that we have a full agenda, but does anybody also 
questions for Nicole about the PCCRCs or the recently finalized care journey map?  
>>SONIA BROOKINS: No, but I do appreciate it. It is something that if we do, Nicole, what 
we would do and Bonnie, I see your hand, just give me a second. But, Nicole, if we can get 
back to you and send you some stuff.  
>>NICOLE HARRIS: Of course.  
>>SONIA BROOKINS: Okay.  
>>SONIA BROOKINS: Okay, Bonnie.  
>>AMANDA SAGASTUME: We are unable to take her off of mute, but we will forward her 
question to the appropriate party.  
>>SONIA BROOKINS: I appreciate that and I think Ashton B is on. Are they on? Okay. All 
right. Okay. Thank you so much. Anybody else have questions for Nicole? Okay, Nicole, we 
will get back to you if we have anything and we will make sure, okay? Thank you so much. 
Okay, I guess we have healthy choices and that would be Gwen, right?  
 

• HealthChoices Issues 
o Community Health Worker Enrollment 
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>>GWEN ZANDER: Yes, can you hear me all right?  
>>SONIA BROOKINS: Yes.  
>>GWEN ZANDER: Wonderful. I will get started with community health workers first. I am 
excited to talk to you all about some of the changes that have been made to the health 
choices agreement for 2026 to incorporate community health worker services into our 
program. And so we added an exhibit to the HealthChoices agreement. This year. That 
allows for all HealthChoices members with a qualifying diagnosis which I can go through 
those in just a moment, but it allows all HealthChoices members with qualifying diagnoses 
to have three visits each year with a community health worker. So, that is one way and one 
pathway that members can receive access to those services. There are other ways that 
they can also continue to receive access to services and I will talk about those as well by 
working with community based organizations or CHWs that are directly employed by the 
MCO's and I will just cover the ones that can now be billed for. So, these are visits that 
would be billed by a provider that includes a physician, a certified registered nurse 
practitioner or ACR NP. A physician assistant or PA and a certified nurse midwife. Those 
are the types data are allowed to summit a claim to a MCO where they would be listed as 
the billing provider and a MA community health provider would be the rendering provider. 
And so in this kind of model of service and payment, the CHW is working directly with the 
provider that is going to be the billable provider. And they are the ones that will order all 
refer for the CHW services and again it is three per year and in order to receive one of those 
visits, the member needs to have a qualifying condition like I mentioned. And those include 
hypertension, high blood pressure, diabetes or prediabetes, asthma, COPD, chronic 
obstructive pulmonary disease, heart disease, high cholesterol, obesity, or using multiple 
medications.  
So, the CHW services in this case like I said need to be recommended by one of those 
providers that is eligible to bill and it needs to be based on that members diagnosis and the 
result of a screening or assessment that they do. Once they have referred for those CHW 
services, the CHW can provide education, assistance to manage that members chronic 
condition and that they can also screen for and then actually address and connector 
services or health-related social needs. Navigating those community-based services. I 
want to note that this pathway and this new billing pathway that we have created does not 
replace or interfere with any of the other ways that HealthChoices members have been 
able to access CHW services in the past. You know we have had the maternity care bundle 
program for example where high-volume maternity care providers operate as a team and 
community health workers have been members of those teams. They will continue to be 
members of those teams. Patient centered medical homes often employee community 
health workers, as well. They will still be able to do that. They will still have them on staff. 
This is really just going to allow those providers who have not historically billed MCOs for 
CHW services to have that option to do so. The key is just making sure that the billing is not 
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a duplicate of of any other payment arrangements that they have. So, that billable pathway 
is the first one of the three that I mentioned.  
The second is that MCOs can also enter into direct contract with community-based 
organizations that employ CHWs. So, in these kinds of arrangements, there is no need for a 
MA and rolled provider to be ordering referring prescribed services. There is also not a 
quantity limit. In terms of the number of visits per year. And there is not a set list of 
diagnoses that qualify to receive these services. Instead of submitting a claim, in this case, 
the MCO would enter into some kind of contract based payment arrangement like maybe 
invoicing for the community-based organization to submit an invoice to the MCO or the 
MCO would make a lump sum payment to the community-based organization. This is 
really similar to the way that the MCO's have traditionally funded community-based care 
management programs that include CHWs. So, this will continue. And then the third way 
that MCOs can allow their members to access CHW services is by actually employing their 
own CHWs directly. And having those employees served their members.  
One note that I want to make about that option is that MCOs are expected to provide no 
more than 40% of the CHW services through their own employees. Really the majority of 
CHW services need to be provided by community-based resources and provider practices.  
So, I mentioned for that billing pathway, the CHW needs to be enrolled in MA and I want to 
give you a couple statistics about that. So, there are currently 714 CHWs across the 
Commonwealth who hold the credential from the PK certification board. And it's so that is 
one of the requirements that you need to have that certification in order to be able to be 
enrolled in the MA program. DHS did not establish any specific projections or goals 
pertaining to enrollment and you know we just want to see as many of those credential 
CHWs come into our program as possible. We did only opened up enrollment for them 
relatively recently. I do not have the current enrollment numbers. I can work to get those, 
but it has only been live for a month or so. So, I am not sure how much progress we have 
made yet. But, I think it would be wonderful to get as many of those 714 CHWs who have 
the credential enrolled in our program. In terms of CHW use in previous years, looking back 
at calendar year 2025 and this is before we have these requirements in the agreement, 
really we are the only pathway which was through community-based organizations and the 
community-based care management program. There were 111,723 members who 
received services through a community-based care management program in 2025. We 
cannot tell exactly how many of those 111,000 people met with a CHW. We do not collect 
that level of detail. But, we can tell you that there were 229 community health workers that 
were working for community-based care management programs last year.  
I just also want to I think my final note on CHWs before I take any questions about them is 
that one of the specific tasks that a CHW is permitted to assist HealthChoices members 
with according to the language that we added in the agreement is navigating enrollment in 
public assistance benefits. So, I think this is going to make CHWs a really important 
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partner and that they will play a really important role in making sure that consumers 
maintain eligibility for medical assistance as new H.R.1 eligibility requirements get 
implemented in 2027. That is something that we really hope to partner with CHWs with 
during you know the remainder of this year and next year. So, that is what I had prepared 
for you all about CHWs this month and I am happy to take any questions you have before 
we moved to shift care.  
>>SONIA BROOKINS: Anybody have any questions?  
>>KYLE FISHER: Morava, then a question - go ahead, Liz -  
>>LIZ HEALEY: When talking about applying for public benefits, does that mean that they 
can also apply for SNAP and other kinds of benefits?  
>>GWEN ZANDER: All of the above, yes.  
>>LIZ HEALEY: Thank you.  
>>SONIA BROOKINS: Kyle, you have a comment?  
>>KYLE FISHER: Just to say that this is really positive and I appreciate your presentation 
and we also note the upcoming critical need for all hands on deck to help people be able to 
keep their coverage once these new work requirements roll out. and so the Avenue of 
having not just a normal MCO retention team, but also CHWs on the ground and 
community-based organizations which is a really positive development and I'm happy to 
hear that, as well.  
 

o Pediatric Shift Care Prior Authorization & Denials Data 
 
>>GWEN ZANDER: They have a specific skill set and we want to maximize that skill set and 
we are excited to partner with them. And now I will shift over to pediatric shift care. And at 
this point we can display the slides. Thank you. All right. So, like most months when I 
present this data I will do my best to make it as digestible as possible. You know members 
of the subcommittee, you all have the Excel spreadsheet that has the actual numbers that 
inform these graphs here. But, I figure that I would display mostly graphs this time and we 
can kind of talk through them. So, first this is just to set the table and help us understand 
what the scope or the universe of health choices members that are receiving home health 
aide services and I want to be specific on this slide, this is the home health aide service. 
So, you can see that from January 2023 to January 2026, the number of HealthChoices 
members that are receiving home health aide services has really taken off. Back in January 
2023, the total was 3457. And I also want to note that that was out of a total HealthChoices 
enrollment of nearly 3 million where now in January 2026, the number of members 
receiving services has increased up to 8600. This increase which is pretty significant and 
you can see this yellow line or gold line up at the top that shows you the overall 
HealthChoices total during that timeframe, this increase is particularly significant, 
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because during that same time because of the continuous eligibility unwind, the overall 
HealthChoices enrollment numbers decreased pretty significantly. We went from almost 3 
million members down to about 2.3 million. So, while we lost all of that membership we 
still saw this level of growth within Home Health Aide services. This is intended to give you 
a picture just of how many children we are talking about here for home health. Over and 
onto the next slide, this is where we are looking at just the HealthChoices membership and 
this illustrates the point that I made previously that HealthChoices enrollment has you 
know declined during the same time.  
So, we can move on to the next slide here and you are going to see a lot of colors. A lot 
going on here. The one that I want to point out to you first is the red column. That is the 
HealthChoices total amount that you will see right here. It is typically in the middle, 
because it is a average rate and you will see it in the middle of each of these clusters. But, 
it is broken out by quarter from the first quarter of 2024 up through the first quarter of 2026. 
And this is the rate of denials and partial denials by the MCOs. This includes any request 
for a Home Health Aide service that was either denied or approved other than how it was 
requested. You can see that that rate has definitely increased you know back in Q1 of 2024 
we were looking at about 12% program wide. Q1 of 2026 we are looking at 35% program 
wide. I also want to just point out a few specific MCOs numbers. You know earlier in 2024 
we were seeing UPMC with the highest denial rates and that has changed. We think in 
response to some monitoring and technical assistance that the Bureau has been providing 
UPMC.  
We are also looking at kind of the opposite side of things where health partner rates have 
really increased, especially recently. So, the team is looking very closely at those and I will 
talk after I get through the data about what our monitoring and technical assistance 
approach has been. But, I will also just note that I think one other that you may notice is 
Geisinger which is the black column where you did not see denials until Q2 of 2025. That is 
because of some reporting and process issues that we had identified with Geisinger that 
we assisted them on with and you do see those denial rates getting reported at higher rates 
after DHS kind of intervenes to provide some assistance with how they were reviewing and 
reporting those prior and I'll rates. And so that is a bit of an anomaly, but it is something 
that I want to point out because it just looks a little bit odd.  
If we move to the next slide, these are prior denial rates just for the complete denials. So, I 
wanted you all to see in the past we have provided denial rates and you had asked about 
you know are they partial or are they complete? This is where you can see kind of what that 
looks like when you take out those partial denials or approved other than requested and 
those are typically situations where a different number of hours is approved then what was 
requested. So, for here, for these complete denials you also see pretty significant change 
from 5% up to 21%. You also see some of the same friends with the individual MCOs. 21% 
definitely different than 35% then you saw in the previous slide and you can see that .1% is 
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complete denials where the remaining 14% is those partial denials. All right, next slide.  
This is just the number of requests that MCOs have been receiving over the quarters and 
kind of broken out by MCO just so you can see that it is always a little bit seasonal the way 
that these requests in you know the school year has a lot to do with what families needs 
are for support. And we do see variation across seasons. But, you are still seeing a pretty 
steady climb in terms of the number of requests that each MCO is receiving. What I will say 
though is that you are seeing pretty consistent proportions that each MCO has in terms of 
how many of the request they are receiving overtime. Let's see, if we go to the next slide 
here, this is going to be the grievance request. This will show us the number of grievances 
that each MCO received by quarter and it is broken out here with each MCO shown as a 
different color. But, you can see the grievances have really taken off recently. It used to be 
in the 200 - 300 range was about normal. We are now far, far above that, four times what 
we typically receive in a order. And that tells me some things. This tells me consumers do 
not feel that the denials are appropriate and that they are availing themselves of that 
opportunity to file a grievance and have their case looked at another time. So, I think that 
that is in some cases not great news, because of the number of people that feel the 
decision was inappropriate, but it also tells me some good news that people are aware of 
the options that they have and are pursuing them.  
Looking at the next slide, this is where we get into the overturn rates. So, looking at the 
number of grievances that get filed - that is an important thing just to understand how 
many we have, but the next question is what happens to those grievances? Are the MCOs 
decisions upheld? Or do they get overturned? And if so you can see that decisions as of Q1 
in 2026 were overturned about 16% of the time. So, we saw 1200 some grievances come in 
and of those, 16% of them were ultimately overturned. So, that has actually been 
decreasing over time. Which I find kind of interesting. We are seeing more people file 
grievances, but we are seeing fewer where the MCOs decision is being overturned. I do 
hope that that means that MCOs are appropriately applying their prior authorization 
guidelines and reviewing medical necessities appropriately. But, there are cases where 
they get overturned and there is a lot of variance in overturn rates by MCO. And this is 
something that our team looks at as well in our monitoring and kind of informs how we 
provide technical assistance to the MCOs.  
Next slide. I am almost done and you have been bearing with me. I appreciate it. This is 
where we are looking at skilled nursing prior authorization denial. Previously we had looked 
at Home Health Aide and here we are looking at the skilled level of care. Sort of interesting 
friends here. You can see some outliers back in 2024 and what you will note in those 2024 
outliers where they were UPMC, this is really something that caught our attention in 
addition to some referrals from the Pennsylvania health law project that kind of identified 
UPMC as an outlier and said we think there may be something unusual happening with 
reviews of skilled nursing services. So, we looked into those and completed some 
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technical assistance and some corrective action with UPMC and we have seen those really 
changes since then. I think this really is an example of a monitoring success. I think that it 
is pretty clear that our next MCO that we will be working closely with is health partners 
based on these data. One note that I want to make about United, you may be looking at the 
final column over there. 25%. What in the world? United has comparatively small numbers 
of members about receive these services. And so even just a few denials can really skew 
their percentages. So, that particular quarter does not cause me as much concern as it 
may look like just from this chart. But, I do want to also note that health choices we have 
seen increases in these denial rates as well going from 4% up to 10%. So, we can move on 
to what is the last slide here.  
This is just to show us again that was both complete and partial denials and now here I 
want to just show you the complete denial rate. And what you are seeing is a good amount 
of complete denials, but similar to Home Health Aide services, a lot of those partial denials 
where it is probably either the number of hours that gets approved or in some cases there 
may be a decision that skilled nursing is not the right level of care and maybe home health 
aide services are more appropriate. So, that is what I have to share with you in terms of 
data. Like I said, subcommittee members and counsel have the full spreadsheet that has 
everything that kind of informs this that you all can take a look at at your leisure and let me 
know if you have any questions about that as you review, but just finally on this point 
before I stop and take a break, I just want to share a little bit about what our process looks 
like for monitoring. We continue to conduct quarterly denial audit where we take a random 
sample of denials of services and we also receive ad hoc referrals of cases that we will 
review when we receive those referrals or when we perform those audits, we collect the 
full case file and go through it and that is you know our primary way of making sure that 
MCOs are compliant with the health choices agreement requirements and this is probably 
the most effective tool when it comes to identifying issues. It is hard to identify issues 
without actually auditing cases. So, we do appreciate those referrals that come to us. 
There have been a few things that we have noted recently through those reviews. A lack of 
outreach to members or their families, the ordering physician or shift care agencies to 
obtain missing information. So, that can result in a denial would really just with some 
additional information may be the request could have been processed. The flipside of that 
is that sometimes MCOs origin for additional information and then they are not getting it 
back. So, that will result in a denial. That is one issue that we have seen. Another thing that 
we have been seeing is denial notices that do not include all of the members specific 
reasons for the denials including reductions of services and those denial services are 
supposed to be very detailed and personalized. And sometimes we do not always see that. 
And sometimes we see items that do not align with the May 2023 OPS memo including how 
they are assessing ADL limitations within the home. And another thing that we are seeing 
sometimes is either providers requesting or MCO's approving services may be at the 
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incorrect level of care. So, an example of that would be either requesting or approving 
home health aide services that has a member that requires a tracheostomy and that would 
also need skilled services. So, those are the kinds of things that we have been seeing 
lately. And when we see multiple issues within a single MCO through these reviews, we 
have recently undertaken kind of a new approach where we are doing sort of live denial 
reviews where our staff are virtually observing a demonstration in real-time from a MCO 
utilization management team where they are showing here is how the case came in and 
here is how we are looking at it and here is how we are making the decision and here's how 
we are drafting the notice and we kind of followed that case from beginning to end. And 
that process went really well for us. And we continue - we plan to continue implementing 
that approach and this will give us an opportunity to debrief our observations with that 
plan. Whenever we find common themes and practices among the MCOs, we share with 
them those observations and we say that we may want to look at some of these process 
changes that another one has undertaken and that would bring you into compliance. And 
we present our audit findings to these MCOs. When we present them with the audit 
findings they have to provide us with improvement plans for every deficiency that is 
identified and then we monitor that improvement plan to make sure they take the step that 
they agree to take. So, those are some of the key strategies that we have been using for 
monitoring and you know it is a big undertaking, but I think that we have seen some 
success with this approach, but we are also always open to recommendations that this 
subcommittee may have about how we can best monitor these services. So, that is 
everything I have on shift care for this month. I will take a quick break before my last item 
with contract negotiations.  
>>SONIA BROOKINS: Thank you, Gwen. I am going to let Meghann speak, because we need 
to have a sidebar on that. Is that right?  
>>MEGHANN LUCZKOWSKI: Yes. This is all really - a lot of information. This is really helpful 
to see. Like Sonia said, we probably need to take a deeper look at this and digest it and 
come back to you. It is good to hear - it is really promising and good to hear that the 
department is engaging in the oversight that we have talked about and that we are catching 
anomalies and it is just promising and we are really glad to have this ongoing conversation.  
>>SONIA BROOKINS: Yes. I think for us, Gwen, let us dive into this, because we do have 
some questions, but we don't want to take up the time on this call. But, we will get back to 
you, me, you and Kyle to get feedback, okay?  
>>GWEN ZANDER: That sounds great. Take the time you need and I will just say that I really 
want to say thank you to the subcommittee for continuing to keep this issue front of mind 
and even though I know the charts we show every month, it is a lot of information to look at, 
but this exercise of putting these things together for you all is a really really important tool 
and an important practice for us. So, thank you for making us do it.  
>>SONIA BROOKINS: And thank you. Thank you. You and your team. I'll, anybody else?  
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>>KYLE FISHER: I’ll just second that, Sonia. And Gwen, we really do appreciate you putting 
the data together and walking us through it. Obviously entertaining the individual case 
examples where we think they illustrate systemic issues and I second your 
characterization of the corrective action plan you talked to through a minute ago as being a 
monitoring success. I think it’s probably no surprise to see that we have some concerns 
given the trend since Q3 25 health choices program wide. But, we would like to have some 
off-line conversation. We know that your team is working hard and we appreciate you 
walking through some of the methods that you are using to audit and monitor the plans 
here to really get to a place where at least most of the denials we are seeing are not 
inappropriate. And so that is a shared goal I think your team and the subcommittee both 
has. Thank you.  
>>SONIA BROOKINS: Thank you, Gwen.  
 

o Hospital/MCO Contract Terminations 
 
>>GWEN ZANDER: All right, then the final thing I have for you this month is my regular set of 
up its on MCO and hospital contract negotiations and terminations. So, the first thing that I 
want to start out with kind of the big item, Keystone first is continuing to negotiate with the 
University of Pennsylvania health system. That contract currently is set to expire on August 
1 of 2026. And there would be 50,980 members that would be impacted, however those 
negotiations are ongoing and we don't expect this contract to term, but we are keeping an 
eye on it. What kind of -- one kind of victory is that health partners work able to renew their 
contract with Holy Redeemer, they got a three year term and the contract will 
automatically renew for one year periods after that. So, that is great news pure Keystone 
first has not yet executed their new contract, but they have extended again. And they have 
extended through September 2026. There would be a little bit over 6600 members that 
would need to be sent notices, but that is not for a couple of months and we do expect that 
they will continue to negotiate. There were notices sent to a total of 3917 health workers 
members that were impacted by terminations with three pediatric practices under the 
Holland pediatrics umbrella. The Buck Road location is going out of network on July 1, 
center one, goes out of network on July 14 and Frankford on August 1. And again, that was 
just shy of 4000 health partners that need to either switch plans or find a new pediatrician. 
I also wanted to share a couple other pieces of good news. UPMC reached an agreement 
with mainline health. So, no notice needs to be sent out with that and similarly united 
reached agreements with several hospitals and groups and Roxborough Memorial Hospital 
and suburban medical group along with box. And lots of contracts that got executed since 
last month and lots of good news and will be keeping an eye on Keystone first and 
University of Penn and I think that is all I have for you this month.  
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>>SONIA BROOKINS: Thank you, thank you, thank you.  
>>MEGHANN LUCZKOWSKI: Just reporting in from the southeast, this is Meghann, those 
Holland pediatrics practice is just FYI are also Einstein pediatric - are believed to - they are 
all closing - the Jefferson is closing all of the Einstein pediatrics locations now.  
>>GWEN ZANDER: Thank you, Meghann. We will take a look at that for other impact on 
MCO networks.  
>>MEGHANN LUCZKOWSKI: We are not health partners, but we are being transitioned to 
another provider.  
>>GWEN ZANDER: Okay. Thank you.  
>>MEGHANN LUCZKOWSKI: You are welcome.  
>>SONIA BROOKINS: Debbie, you have your hand up.  
>>DEB SHOEMAKER: I just wanted to say good work, Gwen. You are doing an amazing job, 
thank you for all of your hard work, because I know that you have had a heavy lift with all 
that we are asking you to do.  
>>GWEN ZANDER: It is our pleasure, that is what we are here for. Thank you, Deb.  
>>SONIA BROOKINS: All right, anybody all 70 thing -- anybody else have anything for 
Gwen? Okay, thank you. Always a pleasure. OIM? Carl?  
 
 

• OIM Report 
o HR1 Communications 
o IT Runway 

 
>>CARL FELDMAN: Hello, this is Carl Feldman, Director of bureau of policy with the office 
of income maintenance. And I have some information that I would like to share with you. 
So, let me bring up that. Sorry -  
>>KYLE FISHER: We are getting background reverb. I don't know if those on can put 
themselves on mute if they are not speaking, please. Sorry, Carl, go ahead, please.  
>>CARL FELDMAN: Okay. The first thing that we were asked about was H.R.1 
communications. And I was not able to join you at the beginning of your conversation 
today, but I believe that there is kind of an update given to this committee by members of 
the Secretary stakeholder group and I can elaborate on some of that material. What was 
specifically asked was for a list of communications and notices around the new H.R.1 
requirements and a timeline for those items. So, there is a couple separate things that we 
will be sending associated with the H.R.1 community engagement rules. We will be 
needing to provide an outreach letter to all expansion recipients. This is something that will 
be issued prior to the start of the community engagement rules on January 1 and in fact we 
think that outreach will lead to begin occurring in August /September of this year. And then 
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also for new recipients in the expansion population of the month after September will need 
to kind of continue to get that particular piece of mail out to them when they become 
enrolled, because everyone prior to the start of community engagement is supposed to 
receive this message. That is a standalone mailing. It would occur once prior to the start 
and there is also a expectation of CMS of aperiodic outreach activity that we are waiting to 
hear more from CMS about what that is supposed to look like and what it is supposed to 
say. Generally both of these materials are supposed to provide information as to how the 
community engagement requirements function, exemption and information about 
exemptions to the community engagement requirements. Things of that nature. In addition 
to that, we are required if we determine that somebody is inapplicable as the community 
rules does apply to them and we cannot determine compliance, we have to send them a 
notice of noncompliance in the application and also in the renewal cycle. The notice of 
noncompliance of the application will probably function somewhat differently than the 
notice of noncompliance at the renewal. Because, in the notice or at the renewal, we are 
attempting to conduct a ex parte review of eligibility and when we do that, we should be 
able to determine if the person is noncompliant or not before the renewal packet goes out. 
So, we would send that out with the renewal packet. And at application it is a little bit 
different because there is no way to conduct a ex parte review and so what would need to 
happen is that we need to receive the information about the person's financial eligibility. 
And then once we determine that they are a applicable individual if we cannot determine 
compliance based on what they are provided, they get a notice of noncompliance. And a 
30 day time to demonstrate that information to us and what that time has elapsed if we 
cannot otherwise determine eligibility, the application would be rejected. It is also possible 
that a community engagement assessment form would be needed to determine if the 
person meets an exemption that they have not otherwise disclosed to us. But, that is highly 
contingent on what CMS will permit as a form of verification if CMS will allow us to take self 
attestation of certain things, that makes the use of the four more functional and if CMS 
takes a harder line it requires us to receive documentary evidence of compliance or other 
things, then obviously we would need to think a little bit harder about how to collect that 
information if we don't already have it, of course. Keeping in mind that what I'm describing 
to you are all scenarios where we were not able to get this information based on what they 
provided in the application of the renewal packet.  
The timeframe for the issuance of these items has not yet been fully determined, but I think 
that the details that we get from the CMS guidance that is to be issued next week will be 
instructive about that. And the second question we asked was around user testing around 
these various notices and we don't have any understanding, but we are modeling our work 
off of entities who have conducted user testing. I cannot remember off the top of my head 
the name of the entity, but I believe actually it is called Civilla, a organization outside of 
Detroit that has done a lot of work creating notices that are accessible to people and that 
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we use a lot of the information that they provide to states to help guide our notices and 
what they would look like. So, I will hold on that as a lot to say about H.R.1 items.  
>>KYLE FISHER: I appreciate that overview. Since we put the agenda items together, the 
consumers did receive a lot of the draft communications that were shared with the DHS 
workgroup generally and we have the noncompliance draft earlier this morning and so 
many of the members who are on now do have some sort of high-level points of feedback 
to provide if we have time to do that now.  
>>SONIA BROOKINS: Ms. Mathis?  
>>MARSHA WHITE-MATHIS: (POOR AUDIO) can you hear me?  
>>CARL FELDMAN: Yes, we do.  
>>MARSHA WHITE-MATHIS: Hello, Carl. This is Marsha. I just want to mention a few things.  
Community engagement, from the community that I’m from, that sounds like a block party. 
Use work requirements instead.  (AWAY FROM MIC) know we just talk about what is 
required (POOR AUDIO) it has to be understood on the third (POOR AUDIO) to be able to 
understand this. We need a notice to drive the action. The action is that you need to do 
something. This is what you have to do. You need (POOR AUDIO) and a date. A date needs 
to be on and mainly everyone who could be affected by the information being shared. And 
this just has to be done (POOR AUDIO) because, that does not (INDISCERNIBLE) correctly. 
So, that is my whole take. And I will say (POOR AUDIO) to the person who has to do 
something, because we don't want to (AWAY FROM MIC) .  
>>CARL FELDMAN: If you are asking me if that was clear, I definitely understand what 
you're suggesting to us and yes, we will take that into consideration and under advisement. 
I think for the departments, at least on the matter of what we refer to this as, we feel a little 
bit stuck, because there are other ways to gain your eligibility than simply employment. 
But, there is no doubt that employment will probably be one of the most common ways. 
So, something we have been wrestling with and we appreciate your thoughts on that.  
>>MARSHA WHITE-MATHIS: Thank you so much for listening.  
>>SONIA BROOKINS: I think for me, Carl, there are two sets of letters that have to go out 
and you know my ask is could it be color-coded? Because, I know that these letters go out 
automatically, but I don't know how you will send these letters out and will you send them 
out to one individual? Or will you send them out to an entire family? Because, if that is so 
there will be some confusion.  
>>CARL FELDMAN: They need to be addressed to the specific recipient. We do know that. 
And whether that constitutes multiple letters to people in the household or a single letter 
that has the names of both people to who that applies, we in order to be compliant need to 
do one of those things and so we can expect you to do that. If you are talking specifically 
about the outreach letter.  
>>KYLE FISHER: That is one of the recommendations as well and just to clarify, Carl, we 
will put a lot of this in writing and submit this before the deadline later this month and we 



23 
 

wanted to highlight some of these.  For the noncompliance notice, one of the 
recommendations is that it not be a notice where multiple people are impacted with one 
letter going to the household, but that they be individualized with a separate screening 
form or self-assessment form attached to each since each individual would need to 
complete and return that form or upload that form to maintain eligibility.  
>>CARL FELDMAN: Yes, we hear you about that. And I think that that will be the outcome, 
because it needs to go to the person who is noncompliant. And I will just say that we agree 
and we will be working to make sure that happens. I appreciate that.  
>>SONIA BROOKINS: Liz and then Debbie.  
>>LIZ HEALEY: I wanted to comment on the outreach form, as well. And on the back of the 
outreach form where there is a list of conditions that may make a person and may help 
them with eligibility, I wanted to suggest that you list all of those things that begin with the 
most prevalent things that will apply to those people and put those things at the bottom of 
the list for instance, are you an American Indian or an Alaskan native? And very few people 
in Pennsylvania are going to be eligible based on that. But, we thought it would be really 
helpful to people to list the most common things and put them in rank order down to the 
fewest things that people may be able to use to make it more user-friendly.  
>>CARL FELDMAN: Definitely sounds like the kind of thing that should be fairly easy to 
manage.  
>>KYLE FISHER: On that same note, Carl - obviously we are all aware that the working 
requirements are only applying to the Magi expansion population but I do not know how 
much of the consumer universe who is in that expansion population knows that, or those 
who are not in expansion understand that these requirements will not apply to them. And 
we saw in the outreach letter some language that is getting to that and listing out age 
ranges and individuals not on Medicare etc. Another recommendation is that all of these 
sort of categorical exclusions, if you will, be rolled in to the bullet pointed listed of 
exclusions of who is exempt and towards the top insofar as they are going to be common 
for individuals 18 and under and 55 and older. So that others in the household reading 
these letters or community members in general have a better sense of this does not apply 
to me. I think the broader language in the introductory paragraph is much harder to 
understand in our opinion.  
>>CARL FELDMAN: I am interested to see what you have documented about that. I think 
that we have gone back and forth in our description of this a couple of times for basically 
this reason and I think where we landed in the most recent iteration of what you received is 
something like we want to convey information about what people need to do and if people 
have an exemption that is categorical in nature that they really don't need to do anything to 
ascertain, then we would not want to lump that in with anything that they need to call us 
about, but we are very interested to hear more about that.  
>>SONIA BROOKINS: And again, Carl I don't know if you get be some kind of like/I people, 
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because you know folks when they get letters and if it is the same letter they will put it to 
the side. So, I don't know what you can do about that part, but for me, something for folks 
just to flash this at them to say something, this is what is taking place. I don't know in that 
matter, but to be able to understand that this is important. So, we can just take this back 
and see, but this needs to be something in that form.  
>>MEGHANN LUCZKOWSKI: Yes, just on the consumer level we have gotten such good 
feedback for the pink renewals and that has been so helpful that it is something that 
people have to reply to. And it is a good point and something just to consider.  
>>CARL FELDMAN: I will spend a lot of time thinking about that.  
>>MEGHANN LUCZKOWSKI: Picking colors - no, I am just kidding!  
>>CARL FELDMAN: The renewals are still going and so the rest of it we will have to figure 
out how to get attention on.  
>>MEGHANN LUCZKOWSKI: And something you said Carl is something that we all said 
with these notices like for us and just in knowing the way people's minds work and how 
with people who are reliant on Medicaid and all the things that they are juggling and notices 
that are very action oriented and the line step that are the most useful, but I think Kyle will 
provide the version of the recommendations and it is great to hear you say that, as well and 
the focus that the department is to make it very action based.  
>>CARL FELDMAN: The outreach letter in particular is a little complex, because you know 
that we drafted that before what we will get next week. And it is not really, beyond routine 
recommendations that we always want to give which is just to keep the address updated 
after the text messages and make sure your case is up to date -  
>>KYLE FISHER: You will see what we provide and the recommendation beyond updating 
addresses.  I think our topline recommendation in our outreach letter and it really is 
moving the action step to section number one to prepare for this going live is to see does 
this apply to you and are you exempt? And if not, you should plan to do 80 hours a month. 
And tied to that, if it is all possible, we recommend the renewal dates be populated into the 
outreach letter and then the compliance notice. We can give people the actual date of 
when the last renewal was and when the next one is so that they can do that planning. This 
abstract any one month within the six months before your next renewal I think is too much 
work for the reader to figure out what month does this actually apply, right? That is key 
information.  For the folks already working over that $580 threshold and for the folks with 
disabilities it will not matter, but for the folks who actually need to change their behavior at 
some point and work a little bit more and begin caregiving for a month or start to add 
together hours of community service and volunteer hours and their work and any schooling 
and giving that date range with actual renewal date seems like critical information.  
>>CARL FELDMAN: That is really good feedback. Thank you.  
>>SONIA BROOKINS: Deb, you had your hand up, are you good?  
>>DEB SHOEMAKER: I was on the implementation group, but not necessarily representing 
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Consumer Subcommittee. And I think about the recommendations and I was unable to 
make the three meeting about the boldness in doing those things and what I wanted to ask 
which is always something that is top of mind to me besides people understanding you 
know what that Magi expansion is. Like the transitional age people and where does the 
community run into it? I think it is difficult and also add a personal note because with 
college and other educational things, if it sold out a little bit more, because you are doing 
an amazing job and so thank you Carl and so what started to confuse me and there was not 
an opportunity to ask two medical questions at the end because of Deloitte's presentation 
- I think at some point getting back to seeing and more real-time will be helpful because it 
got extremely confusing when they were going through that, but if there was kind of a 
separation or a explanation of what education would count and some of the other things 
that count as well for the population because I think the 80 hours seems overwhelming for 
people and then when you start to look at it, that is helpful, but I don't know if there's more 
information that can be given. And about -  
>>CARL FELDMAN: I think there will be a lot more to say about that. Because, we 
deliberately have not said much because CMS has not been very clear. On a number of 
exemptions in particular about what is permissible and what is not. And so I would be 
ready to hear a lot more about that. And of course they're going to publish this as a final 
rule and it is none of your jobs full-time to have to read out, but many of you will, because 
you are interested in and care about our population and you will probably come to similar 
conclusions as we do on many matters. And for all of the talking and discussion that we 
have on this - at the end of the day, there is probably not a huge you know what the 
deferment reads into that and what you may read into it may just be like one or two things 
here and there where we may not see I die. And you will see that I suspect a lot right away 
that people will tell you some of these answers.  
>>DEB SHOEMAKER: You are doing an amazing job and I know that this is difficult, 
especially without CMS, but when you said a lot of us are looking at it, you correctly well 
and especially being a family member and I know Meghann and others being in that 
transitional age regardless of whether they are adults or not, our children still whatever age 
- and I think with other navigators as well and so I wanted to say thank you for that and as 
this move throughout the process we are I think showing that Pennsylvania really is doing 
an amazing job and we are steps ahead and it really is just until we get to that process and 
anything that we can do as consumers to help make this transition easier is something that 
we want to do and we want to say thank you for all of these opportunities and hopefully in 
our next meeting on the seventh of June we will get more into some of the things that we 
are talking about.  
>>KYLE FISHER: I had a couple more pieces that we just wanted to highlight somewhat 
quickly here, Carl, and I know Amy has some on the policy piece and would you like to 
jump in with that, Amy?  
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>>AMY LOWENSTEIN: Hello, it is Amy Lowenstein. Looking at the notices with the folks on 
this call, we wanted to clarify something, because the way, especially the self-assessment 
form is drafted, it states that you can only get an exemption if you are actually exempt in 
application and that is not consistent with the law. The law especially for people with the 
specified excluded people, if you would have been a excluded person in a month you know 
saying that you need a work requirement, then you can get - you can become eligible. Are 
you aware of that issue? Or have you looked into that?  
>>CARL FELDMAN: I am sure you will give us good details on this. I think these were all 
drafted before we got some information about how to handle specified excluded 
individuals and it is on our minds. And I cannot say exactly how we plan to handle it, but I 
will just say that the final version of these notices, we know it will be different based on 
what we learn from you and what we learned from what has been articulated from EMS.  
>>AMY LOWENSTEIN: That is an important distinction. Somebody who's child is 14, if they 
have a renewal and the child was 13 between since the last renewal, they should be able to 
at least be found eligible at that renewal. That is a weird term and they use the term 
deemed compliant, which in the law which I hope you know please don't ever say that the 
client which I know you will not, but we will elaborate on that.  
>>KYLE FISHER: Carl, I think the last point that I wanted to raise that relates to the self-
assessment form and this review month concept which feels like really a logic game that 
will be too confusing for too many consumers and the recommendation is that it can just 
be avoided entirely if the department were to use two versions of this assessment form. 
One at application and another at renewal and the application form of course would only 
be asking about the month prior to application and the renewal form would be the broader 
previous six or 12 months since the last renewal. Not that it would make the exercise 
simple , but far more understandable and accessible. And this combined version were 
folks are going to have to keep in mind what review month means for them given their 
circumstances as they go through completing that second section.  
>>CARL FELDMAN: Okay, yes.  
>>SONIA BROOKINS: I agree on that. Anything else for Carl?  
>>KYLE FISHER: We appreciate you hearing all of this Carl. I know that it has been a 
monumental task for the department behind the scenes largely, we also appreciate you 
soliciting feedback and sharing the draft documents. So, thank you on both of those 
counts. We hope to get you something shortly.  
>>CARL FELDMAN: I think the feedback will be timely. And the other item we were asked 
about was related to OIM 's IT runway, the tools we use to make updates to our eligibility 
system and specifically we have been asked about some of the case types in which it is 
challenging to manage manually often the examples we were given were buy-in and mod in 
which the manual activity makes fidelity of the policy difficult. At this time we do have 
requests for both of these things that should simplify that process, but neither of them 



27 
 

have been prioritized. We have to prioritize these federal mandates that we are working our 
way through with scheduling our system updates and it is my hope that in the future we will 
have space to make these changes. But, until then the manual activity -  
>>KYLE FISHER: We are not surprised to hear that update and it is still disappointing. One 
of the reasons we wanted to flag this again now in light of the upcoming H.R.1 range is the 
expected just overall increase in workload on caseworkers with the CAO incoming with 
these H.R.1 changes knowing that this is an area where they are already devoting 
significant amount of time because the system requires them to. We are hopeful that this 
may be something also in the mix to free up time when it is possible to Free up.  
>>CARL FELDMAN: We are in the last stage of a large transition to a cloud-based eligibility 
system and I have been told that the result of that transition which is to occur coincidently 
also at the end of this current federal fiscal year and so in September will result in an ease 
of changes in the future and how easy I don't exactly know, but that is how it has been 
discussed. There is a long list of things that I think we would like to change to make things 
easier for our workers and recipients and once this finalization of moving to cloud-based 
computing occurs, hopefully we are one step closer to being able to do all of those things.  
>>KYLE FISHER: Say that again, the finalization of the change to cloud-based happens up 
September -- in September of this year?  
>>CARL FELDMAN: Yes.  
>>SONIA BROOKINS: And you are saying what you are doing now for September, is it going 
to make it easier or is it going to still be the same?  
>>CARL FELDMAN: We believe that by moving to cloud-based computing, we should be 
able to make changes in our eligibility system more easily than we can today.  
>>SONIA BROOKINS: The only thing I can say is that we will have to wait and see and 
hopefully it makes a difference. That is the only thing I can say Carl. Anybody have any 
questions? For Carl, please? Okay. Thank you for that information. We do appreciate all 
that you do.  
>>CARL FELDMAN: Thank you.  
>>SONIA BROOKINS: So, before we go into OLTL, I know that there are some questions in 
the chat, however we did not get to them, but we will get to them and we will direct them to 
the folks that needs to hear any questions and I want you to know that it is on me that I did 
not check the chat, but we want to make sure that your questions are heard. All right? All 
right, OLTL.  
 

• OLTL Report 
o Deputy Secretary Updates 

>>JULIET MARSALA: Hello, this is the deputy with the Office of Long Term Living. Can 
everybody hear me okay? I will be able to make up some time , for sure. I hope everyone 
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had a restful memorial day, weekend and holiday. And perhaps summer flexion and 
appreciation for the military and armed forces that made the ultimate sacrifice for us.  
If we go to the next slide, just a couple things on the agenda. Our usual procurement slide 
and we were asked to talk about provider reclassification and revalidation and I'm happy to 
do a summary, but I think that we can skip over this since Sally and OMAP have provided a 
lot of the information that would be duplicate of an update on the personal assistance 
services staffing data. So, if we go to the next slide.  
Just as a reminder for folks, we initiated the RFA back in August of 2024 and more recently 
on April 2, 2026, the Commonwealth Court canceled the RFA awards, not the RFA. The 
CHC RFA is active in we remain in blackout. And so what is most important to note is that 
the CHC program continues to operate under the current CHC managed organizations, 
UPMC, Pennsylvania health and wellness -- and the executed agreements until further 
notice. The mailbox for the RFA and its contents is still open and any questions regarding 
the RFA and its contents should be directed to the procurement team via the resource 
account RA-pwrfaquestions@pa.gov.  
 

o Provider Revalidation & Classification  
 
So, Sonia, the next couple of slide are about the provider reclassification that deputy 
secretary Sally went over. Would you like me to get adult or just skip over them?  
>>SONIA BROOKINS: Kyle, I don't think she has to do that, because we went over that 
today.  
>>JULIET MARSALA: Yes, there is nothing new.  
>>AMY LOWENSTEIN: There was a question that we spent a lot of time on that and I saved 
it for you, Juliet.  
>>SONIA BROOKINS: Yes, she does have a question for you.  
>>AMY LOWENSTEIN: This is more of your area anyway. I know that Sally had gone through 
sort of this process of having requiring NPI's for more groups, can you speak to which 
HCBS will need NPIs? I know home care workers and attendant care and you know there is 
a lot of waiver services and customer education and employment supports and so can you 
speak to what the thinking is on how NPIs would work there or whether they would be 
required there?  
>>JULIET MARSALA: So, in terms of our thinking it is to get going to the provider that are 
directly delivering services in the expansive finish and of those who are billing individually. 
That is still in alignment with what Sally had discussed. So, there are atypical providers or 
those that go through a broker. It is undecided if those kind of entities or providers would 
also be required such as independent transportation folks. But, it really is rolled into the 
same kind of alignment that Sally discussed prior. So, home care, personal assistance, 
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home health, therapies, etc. But, certainly we welcome any feedback or thoughts if you 
had mentioned you know you had a long discussion over in terms of things that you would 
like us to take in and consider.  
>>AMY LOWENSTEIN: The conversation with Sally was longer and it was more the 
nontraditional HCBS providers, not typical. And so it's like both of them will be and there 
are still some questions about some of them.  
>>JULIET MARSALA: Yes. Are there recommendations or considerations that the Consumer 
Subcommittee would like to consider in any future contemplation?  
>>SONIA BROOKINS: We will get back to you with that one.  
>>JULIET MARSALA: Okay!  
>>AMY LOWENSTEIN: Yes, thank you.  
>>JULIET MARSALA: Sure. And as Sally mentioned, this is not an immediate 
implementation with regards to the NPIs. There is still a lot of time to discuss and kind of 
figure it out and there is different priorities with how we get to the ultimate ideal state over 
the next several years. So, there is a lot of time for feedback and consideration as we kind 
of continue on this path as Sally mentioned. So, no need to panic today.  
>>SONIA BROOKINS: Thank you.  
 
 
 

o PAS Staffing Data  
 
>>JULIET MARSALA: Sure. And the next slide again is a lot of the information that OMAP put 
out there and if we go to this it just shows the bullets that we are referencing and the 
atypical provider types and specialties that we already previously reviewed.  
So, if we go to the next slide and I know that we have given some updates over time about 
this and the personal assistance services staffing data and really looking at trying to pull 
together systems to determine the best way to collect data regarding the direct care 
workforce and the missed shifts and unfulfilled shifts. But, in particular trying to find ways 
within our system with regards to looking at the critical time when a service plan is made 
prior to authorizations being sort of written out and sent out to home care agencies. There 
is this time in between where there is not necessarily an easy way to kind of extract that 
information and that data currently and in that there is no one report source of data 
collection that like answers all of those questions in one easy report. So, there is like we 
have been doing analysis and evaluation and Randy's team and Joe P 's team and talking a 
lot with the MCOs to see how we can approach this and it is a very important question and 
it is very important sort of space that we absolutely need improved monitoring insights on. 
But, we see this as sort of a three-pronged process to capture the data and to be able to 
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monitor the program going forward. And so if we go to the next slide I will dive a little bit 
deeper into that three-pronged approach.  
So, one, completing the direct care worker full-time equivalent report utilizing the work and 
the information that the workgroup around the sort of network adequacy of direct care 
workers has worked on led by Randy and a lot of work from Jennifer H and the policy team. 
We are in the final stages of pulling all of that together. That workgroup work which is 
comprised of CHC MCOs and providers and facilitated by consultants that work with us 
you know really we are diving deep into the mechanics of operations and the functions and 
different IT systems as you know, Pennsylvania is like a open vendor Commonwealth. So, 
we support providers in being able to choose their own information systems that they want 
to use and we do not dictate you know which electronic health record etc. that they use or 
even the vendor that they use. So, it creates some complexities, because not everything is 
standardized and not all systems are created equal and some providers outside of their 
required EVV have very archaic and manual process needs. And so a lot of work was done 
with Randy and this group to look at the operations of what could work well and what 
would sort of not put additional administrative burdens on the stakeholders and on the 
providers or the MCOs or the Commonwealth staff and also things that would not create 
additional cost to our system and really looking at the optical path.  
And then another prong is working with the CHC MCOs to be able to validate the accuracy 
of operation reports and data that we currently have and routinely have been collecting to 
talk about and monitor missed shifts and what modifications need to happen to that, 
because we currently have an operation support that captures the reporting of the shift 
with different reason codes such as the worker callout/no-show and participant was 
admitted into a facility and we you know have situations where there was active COVID 
coming out of the public health emergency as a reason. The agency was unable to fill and 
things of that nature  
(DOG BARKING)  
and we are looking at that to try to do a deep dive on how accurate it is and what changes 
need to be made and then the third prong is developing the mechanism with the MCOs to 
collect data on that portion between the person centered service plan build and 
authorizations that are HHA exchange and sent out to providers for the unfilled shifts in the 
time it takes to do that. And that mechanism will include all of the service hours that were 
approved that have not been assigned to a agency for whatever reason and then 
contemplating whatever reasons those may be. Where agencies that were not accepting 
etc. and were there specific request that there is difficulty to match, whatever it may be. 
And it is going to be this three-pronged approach and we can make really good headway on 
prong one and prong two and some good work around the unfulfilled shift in that space. 
And so with all of these three areas of scope and monitoring put together, I think that would 
give us a much more holistic picture of the direct care workforce and the provision for 
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services.  
So, that is kind of where we are at. I can pause there. As you know we have also had to put 
resources to other areas based on things that have come our way from the federal level 
and other levels, but this work is continually important to continue to move forward. I also 
have Randy with me and he can certainly add anything if I missed anything, but certainly I 
will take a pause right here if there are any questions for folks, because our next slide is 
open questions. Any questions?  
>>AMY LOWENSTEIN: Hello, Juliet, this is Amy again. Thank you for going through this. I 
know that the consumers are anxious to get some of this data and it has been a while. On 
the last piece when you talk about really what we are asking about the unfilled shifts and 
the ones that have not been assigned - I think that it is great that you are working on the 
reasons that an agency looks at these shifts and provides important insight for what is 
going on and I do think that it would be really helpful considering how long this process has 
taken to get the data without that breakdown and when it is available you know just 
because you can sort out the reason -  
>>JULIET MARSALA: I take that as a very good point, Amy where we would not want that to 
delay our ability to monitor and gain insights into that space. For sure.  
>>MEGHANN LUCZKOWSKI: This is Meghann. This is exactly what Amy said for sure. And 
just sort of the same reminder that without the entire universe of authorized services we do 
not know what any of the other data will mean. So, we think looking at the priority is really 
important and I will say that I think this was said already - this was a lot of work that has 
been done around the same type of reporting with OMAP. And those colleagues are 
probably a really good resource and I'm sure they have already tapped into and just in case 
and without saying too much and going into the weeds, maybe connect with Gwen about 
the direction that reason codes may be taking and just whether or not consumers continue 
prioritizing reasons over just services delivered or not delivered.  
>>SONIA BROOKINS: I will say this - I hear everything, Juliet, what you are saying and I see 
what you are doing. And I need a sidebar with Amy, you, Randy as well. And then maybe I 
can be a little bit more clear, because I do need a sidebar and whenever you go to deliver 
that, we have just been going on for years and maybe we can be a little bit more clear with 
that. Okay?  
>>JULIET MARSALA: Sure. And I think another thing I should note is that we are also looking 
into participating with regards to the workforce and separate from this and in terms of the 
workforce as well, we are looking to participate in the NCIAD state of the workforce survey 
which is a national survey talking about the state of the workforce, particularly focused on 
individuals aging with disabilities and in future years being combined. It is a national survey 
that the Department of aging has participated in previously and the office of development 
of programs has participated in and OLTL has not, but we are at a point now where we will 
be looking to participate in that. That will also provide some additional insights with 
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regards to the state of the workforce which is a little bit different than the conversation we 
are having today. But, that is certainly something that I did want to highlight kind of moving 
forward that we will be able to get information regarding direct care workers and the state 
of that kind of reporting out and looking more at the end of 2027.  
>>MEGHANN LUCZKOWSKI: That is great. I think that is wonderful, especially you know we 
know that Pennsylvania is one of the states that runs on the lower range of reimbursement 
rate. And so I think it is important for our data to be captured in those national surveys and I 
think it sounds like it would be a really great resource for OLTL and the department overall 
just in terms of what frameworks are out there for capturing information on service delivery 
and turnover and all of the workforce data that is collected in that survey. That is good to 
hear.  
>>JULIET MARSALA: We agree and it will also give some additional meaningful insights with 
data for organizations, participants and advocates to engage further in the needs and the 
importance of the workforce. Because, I do not disagree with anything you said in terms of 
the comparisons with our work in OLTL is lower than some other dates. And that only 
changes through the appropriations process. Any other questions?  
>>SONIA BROOKINS: Any other questions for Juliet? Okay, hearing none - I say thank you. I 
look forward to have my sidebar and just let me know and we can -  
>>JULIET MARSALA: Absolutely, Sonia.  
>>SONIA BROOKINS: Thank you so much.  
>>JULIET MARSALA: You are welcome.  
>>SONIA BROOKINS: I want to say thank you to everyone being on this call. Next month we 
will be in person. So, I thank you all for being on this call. May I get a motion to adjourn the 
meeting?  
>>MARSHA WHITE-MATHIS: I make the motion.  
>>DEB SHOEMAKER: Second.  
>>SONIA BROOKINS: All in favor?  
(MULTIPLE SPEAKERS)  
aye.  
>>SONIA BROOKINS: So moved. Thank you so much. Thank you everyone.  
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