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Consumer Subcommittee of the MAAC 
June 24, 2026 
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Comarnitsky, Kathy Cubit, Scarlett Davis, Scarlett Davis, Melinda Eberhart, Kathleen 
Fauth, Kristen Figueroa, Brandy Flickinger, Nicholas Focht, Carrie Frownfelter, Anna-Maria 
Galli, Bethany Garretson, Pam Getz, Janel Gleeson, Candy Graham, Jamelia Graham, Elise 
Gregory, Erin Griffith, Erin Guay, Mia Haney, Lauren Hatcher, Rebecca Hathaway, Keith 
Heffle, Melody Hertzog, Debby Hewitt, Jeff Iseman, Emily Katz, Lindsay Kessler, Daphne 
Knapp, Angela Kritzer, Francis Ku, Tom Lacey, Laura Lentz, Becky Ludwick, Debra Luther, 
Brian MacDaid, Jocelyn Maddox, Andrew McCague, Meggie McCarthy-White, Scott 
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Jill Vovakes, Sarah Weir, Mike Wilkinson, Tyrone Williams, Cassidy Wozniak, Anne Yanikov, 
Gloria Yu, Starell Zoric, Paulette Hunter, Nicholas James, DL, Stacy Mitchell, Jessica 
Montgomery, LJ Oreo, Jim Sharp, Jim Leonard.   
 
The meeting was called to order at 1:00pm 

*** 

>> MINTA LIVENGOOD: Introduction. I'm Minta Livengood, the co-chair of Consumer Sub.  

>> SPEAKER: Welcome everyone to the June meeting of the Consumer Subcommittee. Kyle 
Fisher with the Pennsylvania Health Law Project, counsel for the consumer.  

>> SPEAKER: Marissa LaWall, PHLP, counsel for the Consumers.  

>> SPEAKER: Hi, Meghann Luczkowski, consumer from Philadelphia.  

>> SPEAKER: Spencer Duffy, Consumer from Mercer County.  

>> SPEAKER: How you doing, my name is Ashton Burrell, Consumer Subcommittee and 
Welfare Rights.  

>> SPEAKER: Amy Lowenstein, PHLP, counsel for the Consumer Sub.  

>> SPEAKER: Sally Kozak, Deputy Secretary.  

>> SPEAKER: Eve Lickers, Director for the bureau of policy and medical assistance 
programs.  

>> SPEAKER: I'm Kat Kettering [?] EverWell.  

>> SPEAKER: Could we have our consumers that's online introduce their selves, please?  

>> SPEAKER: Hi, this is Ronel Baccus from Westmoreland County.  

>> SPEAKER: Hi, sorry.  

>> SPEAKER: Do you want to repeat that, please?  

>> SPEAKER: I can go. My name is Jayme Scali.  

>> SPEAKER: I'm Bethany Pancoast, Northampton County, consumer.  
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>> SPEAKER: Deb Shoemaker, family member and also consumer.  

>> SPEAKER: Is there any other consumers online? Okay. We're going to go through the --  

>> SPEAKER: Mo Greenwood, Keystone first.  

>> SPEAKER: Nancy, AmeriHealth Caritas and Keystone First.  

>> SPEAKER: Matty Dunlap.  

>> SPEAKER: Nicole Pierce with Aetna Better Health Kids.  

>> SPEAKER: Gwen Zander, director of managed care operations in the office of medical 
assistance programs.  

>> SPEAKER: Scott Matlock, bureau of managed care operations and OMAP.  

>> SPEAKER: Jermaine Glover, chief of staff, OLTL.  

>> SPEAKER: [Name?] Office of long-term living.  

>> SPEAKER: [Name?] Office of medical assistance programs.  

>> SPEAKER: Jessica Wilson, office of medical assistance programs.  

>> SPEAKER: Anthony Abrams, office of medical assistance programs.  

>> SPEAKER: Pamela Machamer-Peechatka, Office of medical assistance programs.  

>> SPEAKER: Caleb Bressler, Office of medical assistance programs.  

>> SPEAKER: Eleanor Dockerty, office of medical assistance programs.  

>> SPEAKER: Jared Walker, office of medical assistance programs.  

>> SPEAKER: Amanda Sagastume, office of medical assistance programs.  

>> SPEAKER: Okay. We can have the report from OMAP.  

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

>> SALLY KOZAK: Okay. Thanks. So a couple of updates I want to talk about. Primarily 
some of the interim final rules that came out. And as you know, the interim final rules are 
just that, they're interim and they're final. The reason they're interim is that they give the 
public an opportunity to comment on them and then they're implemented after being 
promulgated so to speak. It does give CMS the opportunity to go back and make changes 
based on the public comment that they received. But for all practical purposes, they're the 
final rule at this point in time. So there were three of them that were released. There was 
one related to the community engagement requirements under HR1. Another one related 
to state directed payments that were further clarified under HR1. And then there was a 
separate rule that came out about cost related to home and community-based services 
and how cost savings are calculated. So let me talk at a high level about them. So the rule 
regarding community engagement, which is the requirement that folks in the expansion 
population much engage in work, education, or training, 80 hours a month. That came out 
on June 1st, 2026. We plan to submit comments on it. We are now gathering them. 
Comments are due to CMS by July 31, 2026. And so I think the link to it is on the screen and 
in the chat for those that are on virtual. And so we would encourage you to go ahead and 
submit comments to it as well. I think at this point in time the department is pretty well 
through it. It was only 327 pages. So some nice light reading. But I think we are pretty much 
through it and people are starting to comment. So that's an update for you on the IFR, the 
interim final rule. Just a reminder about who it is, who this rule is going to impact. Adults 
ages 19 to 64 who are enrolled in Medicaid as part of the expansion program who are not 
pregnant, who are not enrolled in or entitled to Medicare, and who are not otherwise 
eligible to enroll under the state plan must meet the 80-hour a month work requirement for 
community engagement. The individuals that are exempt from meeting the work 
requirements are former foster care youth, American Indians and Alaska Natives, parents 
or caretakers of a dependent child under the age of 14 years or an individual with a 
disability, veterans with a total disability rating, and medically frail or otherwise have 
special needs that significantly impair their ability to comply with this requirement. And let 
me just share a little bit with you about the final rule and what that did to medical frailty. 
And I know that the secretary and Dr. Grande had been here last month or the month 
before, right? To talk about the work we were doing with medical frailty and share our 
approach with you. The final rule has since clarified that you can no longer just be 
medically frail to get an exemption. Your frailty now has to significantly impair your ability 
to work. So we are going back. We have not necessarily changed our approach. Dr. Grande 
had talked about how we're going through the claims and then we're going to use health 
information exchange and potentially some other care management, case management 



5 
 

information that the MCOs might have access to. We prefer to do as much of the triage and 
identification of people with medical frailty electronically. We don't want to have to rely on 
individual self-attestation or provider attestation. So we're really not changing that 
approach. What we are focusing on more is beginning to identify those conditions, those 
diagnoses, those events that would help us further say this would create a significant 
impairment. So for example, we've always had in our criteria or our hierarchy as we go that 
if you fell a couple weeks ago and broke your hip, broke your leg, you were going to be at 
least temporarily medically frail. We now know that's probably going to be one of those 
things that will further qualify you as significantly impaired. That's where we've changed a 
little bit. We've had several good conversations with CMS. They have still been very much 
in favor of the digital approach so to speak that we're taking. So we're working a little bit 
more closely with them now as we begin to narrow down what does that significant 
impairment mean. So, more to come on that, but again, we shared and we haven't really 
deviated from this path at this point in time only to further refine it. There's also some 
exceptions under the rule for short-term hardships that will allow people to be considered 
as meeting the work requirement. So if you're receiving certain medical services such as 
inpatient hospital or nursing facility services, you reside in a county which there's been an 
emergency or disaster declared by the president. You reside in a county with high 
unemployment rate. Or you have to travel outside the community for an extended period of 
time for medical services for a serious or complex medical condition for either yourself or a 
dependent. So again, a couple of reminders about the continuing engagement 
requirements and just, again, please comment on the interim final rule. Questions?  

>> MINTA LIVENGOOD: I have a question. I noticed it, 80 hours a month rule, what about 
MAWD recipients that can be 18 to 64 that's eligible for MAWD but they're not required to 
work 80 hours a month, is that going to affect those --  

>> SALLY KOZAK: Again, the individuals subject to the work requirement rule or the 
individuals who became eligible for Medicaid because they were part of the expansion 
Medicaid population so MAWD individuals are not part of the expansion group of people.  

>> MINTA LIVENGOOD: Okay. Any of the consumers that's online have any questions?  

>> MEGHANN LUCZKOWSKI: This is Meghann. Just a clarification. I think I misunderstood 
in the IFR that there was going to be now a bigger limitation on the department or states 
being able to use the existing information they have on individuals to determine eligibility 
but it sounds like CMS is still onboard with PA's approach to utilizing electronic data that 
already exists, or am I talking about two different things?  
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>> SALLY KOZAK: Honestly, I don't know what it is you're talking about.  

>> MEGHANN LUCZKOWSKI: That's fair. I don't often either.  

>> SPEAKER: I can clarify.  

>> SPEAKER: You know what I'm talking about.  

>> SPEAKER: Sure.  

>> MEGHANN LUCZKOWSKI: Kyle is going to English to English translate.  

>> KYLE FISHER: The second prong you mentioned, so not just that someone has a serious 
or complex medical condition, but that the state now has to also find significant 
impairment of their ability to work, that piece was a change in direction from what CMS 
communicated to states earlier, and I think is going to constrain the agency's ability to find 
people medically exempt compared to the initial approach.  

>> SALLY KOZAK: It is a significant clarification of what was originally put out there. So yes, 
somebody now not only has to be medically frail or have a condition that could potentially 
prevent them from working, they now have to have a medical frailty or condition that will 
significantly impair their ability to work, which is a little bit different. CMS at this point in 
time has not issued additional guidance or clarification on what they mean by that. Was 
just at a conference, two weeks ago we were there (indistinct) every day here is just so 
much fun. They indicated they would be putting out a toolbox and some additional 
guidance by July 1st regarding the medical frailty pieces. So in the meantime, we again are 
not significantly deviating from the approach we're taking, so much we are having some 
conversations in particular with CMS about how it is we refine that. So for example, and 
these are not hard and fast examples, but the majority of people that have a 
neuromuscular condition are most likely to have an impairment that prevents them from 
working. Yeah, they're not going to get better. Versus somebody with diabetes who recently 
had a hospitalization doesn't necessarily mean you're significantly impaired that you can't 
work, it just means you had an acute episode of your chronic illness. So those are the types 
of things we are having conversations with CMS and that are clinical and med economists 
continue to work to refine to see what that would look like.  

>> SPEAKER: Thank you.  

>> RONEL BACCUS: Can I say something? This is Ronel. Carol, Marsha just called me, she 
cannot get in the meeting.  
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>> SPEAKER: So a couple of the consumers are having difficulty joining. I don't know if the 
normal go to meeting web IDs were sent. Another way for those trying to join is to register 
as an attendee, then sort of raise your hand. We can unmute or pull you over. We did just 
forward -- check your email, I think we re-forwarded the registration link but I'm not sure I 
have another way. I don't know if staff have any other suggestions.  

>> LIZ HEALEY: This is Liz Healey, I didn't have any sound, I could see the visual so I got on 
the phone but I'm sorry, I joined after roll was taken.  

>> DEB SHOEMAKER: Hello, this is Deb. Can I ask a question?  

>> MINTA LIVENGOOD: Sure.  

>> DEB SHOEMAKER: Okay. First off, thank you, Sally. I know you don't always get the 
recognition during this difficult time. But thank you to DHS, you guys are doing a 
humongous job especially since you worked hard to get all the diagnosis codes and now 
you have to make a little bit of a pivot, so I appreciate that. But I wanted to ask when you 
were talking about -- I didn't get the whole way through yet, but when you were talking 
about waiting for refinements by July 1, would one of those things be the definition of 
significantly impact?  

>> SALLY KOZAK: So when CMS was sharing information with us at the conference last 
week, there was question from states around what significant impact means. CMS did not 
indicate one way or another whether or not they were going to be clarifying what they 
meant by significant impact so much as they made general statements that additional 
guidance and tool kits would be forthcoming.  

>> DEB SHOEMAKER: Okay. And I guess related to that, and I know again, the goal has 
been to minimize the administrative barrier on your end, on consumers' ends and things 
like that. And I know now that you're talking about it almost has to possibly be a double -- 
like the approval of significantly impact. Is that something that would go back to where the 
provider needs to fill out the form, you know, we were talking before I guess with HR1 if a 
provider had to fill out a form for someone, all they would be saying is yes, this person has 
this condition. Does that mean that they now need to further expand upon that to prove the 
significant impairment of working? Or that's something you still have to find out?  

>> SALLY KOZAK: Yeah, those are conversations that we continue to have. One of the goals 
when we first embarked down this path, one of the objectives was to minimize the burden 
on providers and individuals. Individuals that were going to self-attest, it was clear from the 
beginning that we were going to have to have claims and other data available within six 
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months to back up their self-attestation. CMS has always made it clear from the beginning 
that whatever states do to identify medically frail and now significant impairment, that it 
has to be auditable. So our goal has always been to minimize impact both on the 
beneficiaries and on providers. So it is possible that we might need some additional 
information going forward, but again, we're looking at that and with the goal that we want to 
rely on self-attestation and provider documentation as little as we have to.  

>> DEB SHOEMAKER: And that was where my question was coming from because the 
department was being so diligent about utilizing other avenues to not put that extra burden 
on the members and the provider networks and that was my worry that it was going to sort 
of reverse course on that, but it sounds like it may be somewhere in between. Hopefully 
not. We'll know more in July.  

>> SALLY KOZAK: Again, that's where we're proceeding. We want to be very judicious in 
what it is we're going to require from people. We always recognize that there was going to 
be a percentage of people that were going to self-attest because they were new and didn't 
have any history in the system or anything like that. So we always knew there would be 
some. And even with this inability or significantly impaired in their work, we know that 
we're only going to be able to get to a percentage of those through claims. And we don't 
know what the next step of that is. If it's physician documentation, if it's patient followed 
up by something else, and so a lot of questions that we still have to work through with 
CMS.  

>> SPEAKER: Thanks.  

>> ASHTON BURRELL: I had a quick question. Say if it's a person that became a resident of 
Pennsylvania and everything switched over, but they were a member of a private 
institution. Does that affect them?  

>> SPEAKER: I'm not sure what you're asking.  

>> ASHTON BURRELL: Say if a person, they applied for the Department of Human Services 
but they were locked up in a private institution, would that -- yes.  

>> EVE LICKERS: So from what I have seen is essentially, so if you were coming in to apply, 
there would be -- if you were institutionalized at any point within the three months prior to 
that application, then you would have been deemed to have met the community 
engagement requirements essentially. So as those months increase, then at that point 
you're going to need to be meeting the work requirements.  
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>> ASHTON BURRELL: Thank you. And I had one more question. For the former foster care 
youth, is that for people that have aged out and were youth prior, or they haven't hit the age 
out mark yet. Oh, okay.  

>> SPEAKER: (Indistinct) age 26.  

>> SPEAKER: (Indistinct) that was a good conversation.  

>> SALLY KOZAK: Conversation is always good. Okay. So let me just talk briefly about the 
second interim rule. Interim final rule. I have to keep saying that. Interim final rule. And that 
was related to state directed payments and that was issued on May 22. And again, we'll 
have the link to the comments up there on the board or on the screen. And those 
comments are due back to CMS by July 21st and we are going to go ahead and comment 
on them. State directed payments, for those that may not be familiar, and just briefly the 
high level, are the mechanisms that we use to get some of the assessment dollars from our 
hospital assessments. The MCO assessment and some other things that help fund the 
program. But those are the ways that we get additional enhanced payments out to certain 
provider groups, so hospitals and some physician practice plans. Those are called state-
directed payments because we tell our managed care organizations you have to pay this 
amount to these type of providers. So hence state directed payments. They have been 
longstanding in the Medicaid program, Congress during budget reconciliation identified 
that they believed there were a number of states, that Pennsylvania was not specifically 
named in all that because we've always done a really good job with it, but that a number of 
states were using them inappropriately to get money out to providers. So what they did was 
they put significant limitations around state directed payments, and those limitations 
begin to phase in in 2028 and continue on through 2030, at which time all the changes have 
to be implemented. At the same time they did that, although this was not in the interim 
final rule, they also said states have to begin to decrease how much it is that they're 
assessing providers. So the max is going to be -- I believe it's 3%. So wherever you're at 
now, by 2030 you have to get your assessment rate back down to 3%. So what that means, 
the state directed payments for the department is we currently put $2.9 billion out in 
payments. So for calendar year '27, we won't see any change in the state -directed 
payments. For calendar year '28, we will see a 10% reduction in the payment. And then 
those will continue until the Medicare limit is reached which is the upper limit at which 
we're now allowed to make state directed payments. And after that, there will be no more 
unit firm increase for separate term so they'll flat line out the Medicare rate. So again, 
potential for significant final impact to the program as we begin to lose the dollars and the 
opportunity to pay providers. So we will be commenting on the rule and we continue to 
work with our actuary consultants and other financial consultants to see if there are other 
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things we can do to help preserve or redirect those payments.  

>> KYLE FISHER: Question on that one. You mentioned hospital supplemental certain 
physician practice groups. Any other provider types that might be impacted by this? 
(Indistinct) in particular?  

>> SALLY KOZAK: We have a number of state directed payments. Those are the biggest 
ones. A few of them, emergency ambulance services are funded under legislation, dental 
fee increases were funded under legislation, shift nursing, the $5 enhancement. Doulas 
are state directed payments, aren't they? I thought we put doulas because we put them on 
the fee schedule. Doulas are state directed payments. Yeah, there's a minimum. So yeah, 
there's a handful of other providers like that. I'm not sure if OLTL has state directed 
payments, I know they use assessment dollars and I'm not sure exactly how they go out. 
Yeah.  

>> SPEAKER: That's a lot.  

>> SPEAKER: It is a lot.  

>> SPEAKER: You also mentioned I think a very large number, $2.9 billion currently.  

>> SPEAKER: $2.9 billion, yeah.  

>> KYLE FISHER: Is there an estimate on what that number will be once reduced to the 
Medicare rate?  

>> SALLY KOZAK: There is. I don't have it on me. We can look it up. The secretary has said, 
you know, through all the cuts that are planned to happen over the next several years, we 
stand to lose about $21 billion in funding for the program. So these are all fisable but the 
hospital assessment being a part of that. And the changes I gave were for physical health 
only.  

>> RONEL BACCUS: I have a question. Can you hear me? Hi, Sally. Hi, Sally, this -- I know 
this is way off because we're talking 10 to 30. Can you explain, when you say it will flatline 
out, does that mean you will have used the whole $2.9 billion and after that no one else 
can get anything?  

>> SALLY KOZAK: No, when I say we will have flatlined, the new rules say that these 
payments in total cannot exceed 100% of Medicare, what the Medicare program would've 
paid. Right now in our program we pay what's known as average commercial rate. So 
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Medicare might pay $80. Medicaid is only paying $40. And the commercial plans are paying 
$120. So we will take the difference between Medicaid and 40 and the average commercial 
plan, 120, and say here, you have to pay that difference. That's a state directed payment. 
Going forward, we will be limited to the Medicare amount.  

>> RONEL BACCUS: Thank you for explaining that to me.  

>> SALLY KOZAK: Sure. Okay. The last thing is 1115 demonstration budget neutrality. I'm 
actually going to let Eve talk about that because that's become her favorite subject over 
the last two weeks, right?  

>> EVE LICKERS: Okay, on the 1115 demonstration waiver. So we have two demonstration 
waivers in Pennsylvania right now and that is for the former foster care and our substance 
use disorders. So it is so individuals can be in a facility beyond I think it's the 14-day limit. 
And then we also have the Keystones of health which we have not actually implemented at 
this point. But on June 11, CMS released a state Medicaid director letter that provided 
states guidance on how to implement a new statutory budget neutrality requirement, new 
requirement for section 1115 demonstration projects. So as this came in under Section 
7718 of the working families tax cut legislation. So this basically explains that beginning 
January 1 of 2027, any new demonstrations or amendments or renewals will need to meet 
new budget neutrality requirements. So up until January of next year, we have been able to 
use I think a broader perspective on determining whether or not a 1115 is budget neutral. 
Because 1115 budget waivers have to be budget neutral. In the last administration there 
was some guidance put out and it gave us flexibilities with hypotheticals so that we could 
design it out and have a little bit more flexibility with the amount that was spending and still 
meet budget neutrality requirements. So this rule is actually pulling some of that back and 
saying now that services, any services that are in 1115 that can be covered under another 
authority such as state plan or 1915c waiver will need to be covered under those other 
authorities. Until such a time as states are able to pull them out of the 1115 they can 
continue to be there. However, what it will be is they will not be able to be counted into the 
cost, and it's kind of complicated and I'm not a financial person but I kind of followed along 
that basically we can't use the cost from those services to calculate the cost savings. So 
those things, right now I don't know what those impacts will be. I think folks are looking at 
that. So how would it affect the former foster care youth, 1115, is that right now the 1115 is 
just deemed to be budget neutral for that particular service. So each service will be looked 
at and need to meet those budget neutrality requirements. But for the former foster care, 
come January 1 of 2027, if we have a renewal and amendment or new application, then 
they would have to meet the new budget neutrality requirements. And so I think we need 
some clarification from CMS about what ability we have to cover those services under the 
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state plan and potentially move them from that 1115 demonstration. We don't believe 
there will be any impact to the keystones of health, it's implemented but we're waiting on 
budget financing for that. So this is a different approach, but it is going to those bare bones 
of making sure it is in fact a demonstration. A demonstration is supposed to be that I'm 
going to apply a particular service or item or address a population that I couldn't otherwise 
cover. Have to demonstrate it's something out of the norm but applying what that 
demonstration is that it's going to come out with positive results and not cost anymore 
than if we had applied in any other way. So I think at this point CMS is interested to go back 
to that where you are actually demonstrating something and not just using it for broad 
sweeping coverage. So that's where we are on that. So I'm not sure how many questions 
there will be on that one. That one is the really wonky I think area. Wonky, very wonky.  

>> SPEAKER: Helpful to hear. Thank you for that. Just looking at the schedule. We're a little 
bit behind so maybe rather than taking questions, we can keep going. Thank you.  

>> SPEAKER: (Indistinct)  

>> SPEAKER: MCO initiatives. Keystone AmeriHealth and Jefferson Health Plan.  

>> SPEAKER: (Indistinct) I think Jefferson is up.  

>> SPEAKER: We have the slides.  

>> SPEAKER: Will you just announce the rebrand? In case others aren't aware.  

• HealthChoices Issues  
o MCO Initiatives - Keystone/AmeriHealth & Jefferson Health Plan EverWell  

 
>> SPEAKER: Good afternoon, everyone. My name is Kat [name?] Associate VP of 
Community Engagement for Jefferson Health Plans and Jefferson Health Plans EverWell. 
And we can go to the next slide. I will be concise in my comments today. This just generally 
speaks to the population that we're serving. So underneath Medicaid we are a state-wide 
health plan. We serve about 316,000 members throughout the entire commonwealth. And 
I will tell you that as of June 1st, our Medicaid plan has transitioned from Health Partners 
plans, which is the name that we have held since the beginning, over 40 years we've been a 
Medicaid plan in the state of PA. So as of June 1st, we're now Jefferson Health Plans 
EverWell for Medicaid and also for CHIP. And next slide. I like to always start, and again, I'll 
be concise here. We had the opportunity earlier this year to share this with DHS. But this is 
really the impact that we're making in the community and especially with the changes 



13 
 

coming with HR1. So one of the things we came across is a 19-year-old college student 
who was a member of ours called us. She did not have coverage. She was working two 
part-time jobs and really just making ends meet barely. She couldn't get to any of the 
normal locations, whether that was for county assistance office or any of our wellness 
centers. So our benefits navigator, Amber, called her and said, you tell me where I can 
meet you and we'll make this work together. So Amber wound up going to the Bensalem 
Library, they did the application together. Martha felt it was very overwhelming. She didn't 
understand the paperwork. So they sat until that application was completed. And I will 
touch on our navigation service, but I always like to say it is very plan and payer agnostic. 
What that means is we'll help you with the documents, and through that whole process we 
tell you that you have plan choice and we do encourage people to pick the plan that works 
best for them. So we're really proud of Amber's work to just meet people where they are, 
which at Jefferson that is our commitment, getting out in the community and not 
necessarily expecting them to come to the doctor's office but meeting them where they 
are. And next slide. So to them, I'm going to talk about the overarching commitment across 
Pennsylvania. The things you're going to hear me talk about are not just Medicaid specific. 
They're available to any person regardless of age, insurance, payer status, and they're also 
free for the entire community. So in the community engagement arm we do, we have two 
community wellness centers, one in West Philadelphia, one in North Philadelphia. We 
offer fitness classes available virtually. We do hundreds of signature events across the 
entire state every year. We invest our money back into community investments and 
charitable contributions. And we're really focused with the changes coming on the 
community engagement requirements, education, workforce. And then partnering with 
great friends, some of who are here today, and they do help us with the Medicaid work that 
we do. Next slide. So these are our three hubs. One is forthcoming. It is not open yet. We 
are hoping by the end of the year to have a third hub in Schuylkill county. Open Monday 
through Friday. We do a lot of night and weekend events at a lot of these centers. And next 
slide. Our commitment expands. We do community-based screenings. Again, free blood 
pressure, A1C, cholesterol, immunizations, health education for the whole community. 
We have a focus on fresh food access, so offering fresh produce and fruits to folks across 
the state and also pairing that with health education screenings and health demos. We 
partner with many schools, youth development organizations, community partnerships. Of 
course helping people understand where they can go for résumé writing assistance, 
applying for that job, meeting those volunteer requirements, focus on quality and closing 
the gaps for our Medicaid members, our navigation service which I will touch on in a 
moment. But these are the three pillars that really up stand and uplift the work we do every 
day in the community. Next slide. We do screenings through PIAA. We know a lot of our 
kids do not get their physical. So in some ways, the PIAA screening may be the only time 
they see a doctor that year. So we really focus on making sure that we cardiovascular 
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screen them, they get a full physical, then we're identifying early the risk factors. When 
anyone comes to a screening and they have an abnormal result, the navigators will follow 
up with them and make the connection with their primary care or help find them primary 
care to make sure they get that continuous care coverage. Next slide. One of the other 
things that we're super proud about is since 2024, we've had a period pantry in our west 
Philadelphia center. We do monthly educate. We talk about what's normal and what's not 
as far as menstrual health, menopause, really talking about everything in the full gamut of 
lifecycle in healthcare. We know 1 in 4 women and girls will miss sports, school, and work 
because they don't have access to period products or education. So we're proud of our 
commitment to menstrual health. And then next slide. We're also very proud of our 
commitment to fresh food access. Jefferson has a framework. It's called the Healthy Food 
Access. In Philadelphia we're providing monthly fresh food distributions two times per 
month to our neighborhoods in west and north Philaladelphia. We provide health 
screenings, show people how to use the produce they're getting. A lot of times they'll come 
with an eggplant or spaghetti squash and say I'm ggoing to give this back because I don't 
know how to cook it. So we cook it live for them and show them how to cook it at home. 
We've given more than 6,000 pounds of produce since November to 2100 families. And 
next slide. And one of the final things we're proud about in partnership with the 
Department of Human Services is our Navigation Program. We have health benefits 
navigators that help anyone who is uninsured, under insured, know how to complete the 
MA application. They do create their own Compass account so they have full control to 
know what's happening with their paperwork but we walk them through. We have a great 
partner in the room who also helps us make outreach calls to members who are at risk of 
losing coverage. When we work with anyone through the community we help them through 
the process up till the time they get accepted to Medicaid. If they don't we do connect 
them to the penny marketplace, other resources they may need. Once they get connected 
that's when we step out and they're connected to PA enrollment services so they can pick 
their plan. In the same vein while they're getting this help, we help with wiheap, SNAP, 
domestic violence, all the things that are concerning out there in this current environment, 
also housing insecurity, and helping them make sure they are meeting those workforce and 
volunteer requirements. Next slide.  

>> DEB SHOEMAKER: Hello, this is Deb Shoemaker, for those of us virtual, maybe it's just 
me but I don't hear any audio any longer.  

>> RONEL BACCUS: Deb, I don't hear none either.  

>> DEB SHOEMAKER: Good, then I'm in good company, Ronel.  
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>> SPEAKER: Can we put in the chat that the tech team is working on it, please?  

>> DEB SHOEMAKER: Thanks.  

>> SPEAKER: I'm almost finished here. So we'll go to the next slide. Maybe perhaps the last 
slide. And so here is our new Jefferson Health Plan's Medicaid website where you can find 
information about EverWell, member relations team is always available to answer 
questions from members. Then you can always reach us at 
communityconnect@Jeffersonhealthplans.com. Thank you for letting us come talk today, 
really it's the improvement to help the community that we're very proud about.  

>> SPEAKER: Appreciate your presentation. Spencer, I don't know if you noted the initial 
hype of the navigation for benefits in general is something that discussed (indistinct) in our 
pre-meeting there was a note how ideally they'd be going out into the community to help 
those who need additional hands on assistance. I'm glad some of the MCOs are actually 
meeting that demand. Thank you.  

>> SPEAKER: Can we test those online, are you picking up audio now? Can you hear this?  

>> SPEAKER: Yes.  

>> SPEAKER: Go ahead. Okay. Maybe that's fixed. I know Lauren Hatcher and marsha 
Mathis were able to join but they may need to be unmuted. Any other consumers on who 
did not have a chance to introduce themselves earlier?  

>> MARSHA WHITE-MATHIS: This is Marsha. I am on.  

>> SPEAKER: Okay. Keystone AmeriHealth, please.  

>> NANCY FAYHY: Good afternoon, everybody. Thank you very much for having me here 
today to discuss some of our programs. My name is Nancy fayhy, director of community 
engagement for Keystone and AmeriHealth Caritas. Next slide, please. So one of the 
programs we're very proud of is the MA Work Support and our Mission GED program. You'll 
see on here it's a supportive program, a supportive program for eligible members who are 
18 to 64 and have requested support for adult education and employment support. Our 
mission GED program helps members get general equivalence diplomas by attaining tools 
and support needed. We provide a coach to those that are going through the program. Last 
year we had a graduate that was very heartwarming. She's a single mother. She's finished 
her GED and went on to get her CTL license. It was a wonderful story. The person that 
coached them through the process did an absolutely fabulous job and was able to bring 
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the mother's dreams to fruition and went on to work for FedEx as a CDL driver. You'll see 
our numbers here for MA work support and Mission GED programs. For Keystone first, our 
MA work support, we had done 2356 calls. For ACPA we did 4311 calls. With 117 Keystone 
resulting in a referral to job recruitment and 272 calls at ACPA for referral. Then our GED 
program, 57 members were enrolled with one graduate. And then ACPA, 44 members were 
enrolled with 5 graduates. Next slide, please. Another program we have is the community 
baby shower program. For 2025, Keystone First hosted five community baby showers with 
191 members in attendance. Keystone also participated in 12 community partner baby 
showers and engaged 87 members. We had about 130 referrals to our Bright Start program 
which is our internal case management program for pregnant members. And then 
AmeriHealth Caritas did 13 community baby showers across the four zones with 237 
members in attendance, and we had 7 members that were referred to Bright Start. And 
2026 we have 14 planned baby showers across the four zones for ACPA and we have five 
planned hosted by KF as well as participation in some of the community-oriented baby 
showers by some of our community partners. We can go to the next slide. So our wellness 
and opportunity centers. These are our three brook and mortar centers. We have one at 
Keystone First in Chester, one in Redding in Burks County, then Hazelton Wellness Center 
which is in Lucerne County. Some of the services offered at the wellness centers, we have 
fitness classes, cooking and nutrition classes, educational opportunities with 
organizations that we partner with for things like résumé writing and things of that nature. 
We also do community resource and information referral at the centers, caregiver 
supports, employment readiness, access to computers and printers which is great for 
anybody that would like to apply for employment or update résumés, get on the Compass 
website. They can certainly use them for all of those things. We also provide a wellness 
center administrator that will help understand plan benefits. You'll see the totals of events 
and programs and visitors into each of those centers over the last year during 2025. If you 
can go to the next slide, please. We also have two mobile wellness and opportunity 
centers. One of them is dedicated to the Keystone First area and we have a second one 
that services the eastern side for one part of the month and the western side for the other 
part of the month. We provide educational opportunities to our members. We have 
programs such as diabetes, asthma, heart disease, women's health. We have community 
resource information and referrals. So we'll hold various types of engagement activities 
with the units. Employment readiness. And we also do health screenings at the various 
centers. Access to computers and printers as well is available on the mobile units. And we 
help with understanding health plan benefits. You'll see our totals for Keystone First, the 
number of programs and visitors per calendar year, for 2025. And also for AmeriHealth 
Caritas. Next slide. Does anybody have any questions that I can answer regarding Keystone 
or AmeriHealth?  
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>> SPEAKER: Any members of the committee?  

>> SPEAKER: I have one quick question. A family is a Keystone member and they're 
interested in GED services, do they just call member services?  

>> SPEAKER: They can call member services. There is also a GED brochure that's available 
and if you'd like copies of that brochure, I'd be happy to get them to the committee and we 
can get them out to you.  

>> SPEAKER: That would be great. I have a number of consumers that would be interested.  

>> SPEAKER: Anybody else? Thank you very much for having me.  

>> SPEAKER: Network (indistinct) and home health agency.  

o Network Adequacy & Home Health Agencies 
o Hospital/MCO Contract Terminations  

 
>> GWEN ZANDER: This is Gwen Zander, Director of managed care in OMAP. When I 
started looking into network adequacy about home health agencies, there were a couple of 
things that felt important to share with the committee today. First is that historically in the 
past we've always treated home health agencies as what we call an "any willing provider" 
provider type. This means any agency that was enrolled in the Medicaid program who was 
willing to accept the MCO's rates and that met their quality standards needed to be 
included in their network. They were not allowed to exclude anybody. We did make a 
change to that recently where now MCOs are permitted to remove a home health agency 
from their network but we are evaluating their reasons for doing so. In the past when they 
were any willing provider, the only way they could remove one of these agencies from their 
network through what's called a for cause termination, that's a legal term and has to do 
with what their appeal rights are. You need to have a cited reason that you're being 
removed from the network. When you move away from any willing provider, that means the 
MCOs don't need to cite a formal cause in the reason for terminating that agreement with 
them. With that being said, we still expect the MCOs to explain to us what the reason is, 
you know. While we aren't saying that they need to have made any formal allegations about 
fraud waste and abuse or need to have cited any formal quality issues, they may have 
some of those concerns that are ongoing that they're still investigating and they want to 
remove the agency from the network while they investigate those issues to avoid any 
further damage. So we are permitting them to do that. Because we've made this change we 
need to establish network adequacy standards. We've never had those for home health 
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agencies in the physical choices program because it was anybody who wanted to be there 
was there. So home health services and shift care in general are tricky when it comes to 
setting standards because it's not the same as a lot of other kinds of medical services. 
You're not traveling to the provider to receive the service. The provider is coming to you. So 
we can't really use the same framework that we typically use to set our network adequacy 
standards because that's based on the time and distance that it takes you to travel there. 
So what we are doing is reviewing the way that our colleagues in the Office of Long-term 
Living evaluate network adequacy for home and community-based services for example. 
We're looking at what other state Medicaid programs are using as their network adequacy 
standards, looking at what some Medicare Advantage plans are using for their standards. 
So we're doing our research to try to find what the right approach is. And then we'll use our 
own data as well to make sure that whatever the approach is, we're setting the right level, 
the right threshold for it. So that's what we're working on to have in effect for our 2027 
agreement. When we are hearing about an MCO that is removing a home health agency 
from a network, like I said, we're asking them to explain to us what that reason is and then 
we are keeping a really close eye on the care coordination for those members that are 
going to be impacted, people who are getting their services through one of those agencies, 
making sure that the MCOs are being very diligent about transitioning their care to another 
agency or if the member would like to stay with that agency, transitioning them over to 
another MCO and making sure they have continuity of care through that transition. So 
we've been keeping a close eye on that and we've also been keeping a very close eye on the 
missed shift rates because we do not want to see rates of authorized services that are not 
provided increase because agencies are being removed from networks. So those are the 
things that we're keeping an eye on as we're in this kind of transitional phase. I think you all 
asked about how frequently we monitor the network adequacy. So for every provider type 
in our program, we assess network adequacy at least annually and then we'll do it again 
any time there's a termination or any time we're hearing about changes in the market, new 
entrants, people leaving the market, things like that. So it's at least once a year all across 
the board for everybody, and then as needed for those changes. I think that's all I really had 
about network adequacy. But I'm happy to answer any additional questions you guys all 
have about that.  

>> MARISSA LAWALL: I think we're wondering with the removal of those agencies, how 
many children would be impacted. Were you able to look at that?  

>> GWEN ZANDER: I don't have that on hand right now. That's something that when every 
time a provider of any type is going to be removed from a network, the MCOs need to 
submit plans to us that include that number of members that are impacted, what their 
communication strategy is going to be, how they're managing that. So we can take that as a 
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follow-up for today.  

>> MEGHANN LUCZKOWSKI: Is there any required lead time for the patient? Is there a 
requirement that their provider agency not be removed? (Indistinct) or something along 
those lines?  

>> GWEN ZANDER: Yeah, consumers need to get notice about the change in the network 
no less than 45 days in advance. So a month and a half of lead time to either transition care 
to a new agency or to move over to a new MCO.  

>> KYLE FISHER: Appreciate the overview, Gwen. I think we struggled ourselves thinking 
about how the department monitors compliance, network adequacy, and a shift care 
scenario acknowledging there are widespread workforce shortages. It's not going to be two 
willing providers in a zone. Time and distance doesn't really apply. I think from our vantage 
point, the struggle is how we reconcile knowing there's a workforce shortage without 
relieving the MCOs of their obligation to still build out their networks wherever possible. 
And when we hear of a plan dropping a number of providers in a zone, in the larger context 
of a workforce shortage, that's concerning for obvious reasons. So happy to hear that you 
are asking for that explanation, asking the plan it sounds like to substantiate where it has 
quality or program integrity concerns and still establishing the standard.  So it sounded like 
timeframe for the network adequacy standard to be in place for the next calendar year at 
this stage?  

>> SPEAKER: Correct, yep.  

>> SPEAKER: Thank you. I don't know if members on the phone, others have questions on 
this?  

>> AMY LOWENSTEIN: What is the timeframe for the plans to notify you if they're planning 
on terminating a contract?  

>> GWEN ZANDER: Absolutely no later than 60 days. Ideally 90 days in advance. We like to 
have three months of lead time so that we can work on those plans that I was talking about 
so that we're sure their communication is good, that their transition of care plans look 
good too.  

>> MEGHANN LUCZKOWSKI: And I have one more quick question that might be a little in 
the weeds, but oftentimes provider agencies in the home health field will have what we 
kind of refer to loosely as a non-compete. So if a provider agency is removed from the 
network and the family has to go to a new agency and the patient's nurses in name of 
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continuity of care choose to go to another agency to stay with them, is there any recourse?  

>> SALLY KOZAK: You know, not through the department, I suppose since those are private 
employment contracts that are being signed, I suppose they could always dispute that 
term if they wanted to, but I don't know that I have a tool in my toolbox for that. Clearly I'm 
not the legal expert on that. As a nurse, I sign lots of non-competes saying I won't go to the 
hospital across the street and I went to the hospital across the street. It's not like I'm taking 
trade secrets with me.  

>> MEGHANN LUCZKOWSKI: Yeah. As a consumer who's child utilizes home nursing and 
who I support families in 31 counties who use home nursing, this is a thing that home 
nurses are worried about. And that agencies tend to flex in those moments. Not that I've 
ever seen them carried out in a way, but it does prohibit kids from getting continuity of 
care, people from getting continuity of care because nurses are afraid to move. But I'll tell 
them, like WWSD, what would Sally do?  

>> SPEAKER: (Indistinct) nurse practitioner generating revenue. This is me, I'm not a 
lawyer.  

>> KYLE FISHER: Similar vein on the continuity piece, presumably many families will 
choose to stay with this agency and change MCOs. I guess another piece to watch, the 
extent to which there is large scale plan movement and whether that leads other MCOs to 
take the same action, right, going back to whether MCO number 1 dropping agencies really 
has evidence to substantiate that and the department sort of oversight.  

>> GWEN ZANDER: There's a specific unit on my team who is responsible for watching 
where people come from and where they go and why. So they love this stuff. They love to 
do that.  

All right. I'll give you my quick rundown of hospital and MCO contracts. So we'll start with 
some really good newsism at the last ConSub meeting, I had reported Keystone First and 
University of Pennsylvania Health system were in their negotiations. They reached their 
agreements so no need to stress about that anymore. Keystone is starting to negotiate with 
Holy Redeemer, expectations ongoing, no expectation these would terminate. Holy 
Redeemer contract is extended until the end of July. Member notices would need to go out 
to 6,583 members but that has been kind of extended on a month to month basis for I think 
the better part of a year now. So we'll probably see the same happen. Say again? July 31.  

>> SPEAKER: (Indistinct)  
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>> GWEN ZANDER: Correct. I'll check in on that one. Got people IMing me. People holding 
me accountable. Temple, much bigger contract. That one has an expiration date at the end 
of September. September 30th. So some time there, impacted member count would be 
37,113 members for Temple. Jefferson Health Plan EverWell reported to us the closure of a 
specific program with Mercy Home Health. They had a maternal infant program that has 
been discontinued. All other programs offered by that agency remain available and they 
remain in network for MCOs but I did just want to share that that program had been 
discontinued so it's not a termination per se, it's a discontinuance, which is unfortunate 
because it was kind of one of the only programs of its type. So other than that, Geisinger 
Health Plan is in negotiations with the Commonwealth health system. It's a big health 
system, there's 88 different provider practices and hospitals sprinkled all across the state. 
The current termination date would be September 1 so notices would need to go out mid 
July if not reached by then and the member count is 20,705. So fingers crossed on that one.  

>> KYLE FISHER: Very good news on the U Penn Keystone agreement. I feel like they've had 
separate contracts sometimes in the past for those two products with hospital systems. 
Does the U Penn agreement encompass AmeriHealth Caritas as well?  

>> GWEN ZANDER: Let me check on that. The answer is no.  

>> KYLE FISHER: I'm sorry, I forgot how I worded the question. AmeriHealth contract with U 
Penn, not have a contract with U Penn?  

>> SPEAKER: Hang on a second.  

>> SPEAKER: Very clear answer but I forgot my question.  

>> GWEN ZANDER: Nicole, if you're able to tell me whether AmeriHealth is included in on 
that contract, that would be awesome. But also I want to correct a typo about Holy 
Redeemer. September 30th. Not July. So false alarm, and my apologies.  

>> KYLE FISHER: Nevertheless, all good news. No other questions from me. I know we're 
waiting.  

>> SPEAKER: I'll let you know if this comes. Looking now.  

>> SPEAKER: Thank you, Gwen. Questions from other members?  

>> SPEAKER: Gwen, we have one comment in the chat. From Paula Hunter, this is in 
regards to the last conversation, network adequacy. I think this could be a test and not 
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permanent regarding MCO, who can remove without stating reason. This is a slippery 
slope.  

>> SPEAKER: It is, Ms. Hunter. We're keeping a close eye on that. Thank you.  

>> SPEAKER: The removal of any willing provider of home health agencies, did that happen 
this year? That was this year.  

>> GWEN ZANDER: It was this year, yes.  

>> AMY LOWENSTEIN: Do you have numbers on how many home health agencies have 
been terminated from the plans?  

>> GWEN ZANDER: Not on hand but I can get them.  

>> SPEAKER: Okay. Thank you.  

>> SPEAKER: Do we have any other questions about the hospital contract terminations? 
Anybody online?  

>> SPEAKER: This is Deb. I missed with Geisinger, because it cut out, the group that's 
affected with 20,000? I didn't hear who it was with.  

>> GWEN ZANDER: That is Commonwealth Health System.  

>> SPEAKER: Thank you, Gwenie.  

>> MARSHA WHITE-MATHIS: And I have a question. I didn't hear how many health agencies 
were terminated.  

>> SPEAKER: That's something I've got to take back, is that Marsha?  

>> SPEAKER: Yes, that is me, thank you. Thank you.  

>> SPEAKER: I'll get that back to you.  

>> SPEAKER: Next is OMHSAS.  

• OMHSAS Report 
o CY 2025 Denials & Appeals Data  
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>> JEN SMITH: Hi there, I think I heard someone say next is OMHSAS. Hopefully I'm not 
talking on top of somebody. Okay, good. Usually it's pretty clear to hear when you're virtual 
but every now and then everything gets really, really quiet and you can tell people are 
talking because you hear voices, but it's not audible. So if at any point you can't hear me, 
somebody message me or raise a flag that you're having trouble hearing. So hi, everybody. 
Good afternoon. Thanks so much for having us back today just as a reminder or maybe 
information for folks who weren't able to join the April meeting. We had been on the 
Consumer Subcommittee agenda back in April to talk a little bit about denial data in the 
behavioral health Health Choices program. And we had a lot of slides, a lot of information 
to share. And there were some questions. And as a result, we didn't really have sufficient 
time to get the whole way through all of the discussion from that day. So this is sort of a 
follow-up up to that. You all have had the information that was presented. So that hasn't 
changed as of today. So I think you can see on the slide here, and if you have a printed copy 
in front of you, the data was as of March 31 which would be the most recent quarter's 
worth of data that we would have. So there's no refresh to the data itself. Instead I thought 
what we'd spend some time doing and I do recognize we're sort of already 15 minutes late 
in the agenda but what I thought we'd cover today are a couple of things. One around just 
some education for you all about what's involved in the denial process, how many people 
are reviewing these denials, who's reviewing them, when are they reviewing them, just 
because I think it's really informative for consumers to understand how many sets of eyes 
are often on these denials. So I think we'll talk a little bit about that. Then I'll hone in on, 
there were two specific areas that you all had noted as we were going through the data as 
being a little bit concerning and having additional questions. Those were specifically 
related to denials for substance use disorder residential services and then intensive 
behavioral health services or IBHS services. So that's sort of the layout for today. I'm not 
really going to follow what's in the slides. These are the slides that you all have had 
previously. What I wanted to do though was start by talking through the process with you in 
terms of what goes into making denial decisions and who plays a role in reviewing all of 
those. And to help with that, I have a couple of people joining me for this presentation 
because I think it's really important that consumers hear from all the parties that are part 
of this process. So joining me, I have Deb Luther who is from Caralawn, one of our 
managed organizations, I have Jim [name?] And I don't know if Lauren [name?] Was able to 
join us, she's from community behavioral health, CBH down in the Philadelphia area. I'm 
going to start things by turning over to Deb to talk a little bit about what happens from the 
behavioral health managed care perspective when they're reviewing these requests and 
how that denial process starts at their level. Deb.  

>> DEB LUTHER: Great. Thank you, Jen. Good afternoon, everyone. So yeah, I think what's 
important is also noting words matter in this. We call a denial just that. But it's also a really 
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important step in getting sure that a person gets matched with the right care at the right 
time. And sometimes there's a lot of nuances that have to be evaluated. So in terms of how 
we make sure that this process has integrity and that we're adhering to looking at a whole 
person to make sure they get what is appropriate in partnership with the provider and 
member's voice is that every single one of our reviews that results in a denial letter is 
actually reviewed by an external organization, right? So our contractor partners, we also 
have them sent up to other levels of the state. So there's always someone looking and 
watching to make sure that we adhere to the proper guidelines and processes. But also 
more noteworthy is the fact that at higher levels of review, there's also members, 
individuals that represent the consumer group sitting in these meetings as well. And they 
monitor adherence to the process to make sure that good judgment on behalf of the MCO 
is always being applied. And that we are evaluating the whole person's need. There's also 
an important element of it that when a service might be denied, we also offer an 
alternative. We would never want to leave somebody without access to a service. And so 
there might be an alternative recommended. Again, in partnership with the provider in 
thinking through what a person's symptoms are and what's best going to serve their needs. 
And in some circumstances, that's actually a higher level of care. So for example, if 
somebody was really struggling with their symptoms but they wanted to remain in an 
outpatient setting and we looked at that and thought, you know what, that's really 
dangerous. That person needs to be linked to a higher level of care where somebody can 
be leaning in to support them more actively. And again, it's an individual's choice whether 
they want to accept that offer and that approval that is made. But that's also 
communicated to the individual when a service is denied and something else is 
recommended. There's also a time when there might be a denial because providers are out 
of network. We really want people using the providers that are credentialed and licensed 
with us when at all possible. And there's a lot of reasons for that. But it's mostly out of 
safety because if a person isn't reviewed -- if a provider isn't licensed with us, we didn't 
have a chance to look at the quality of what they're doing to make sure they're going to take 
really good care of the people that they serve. And if something goes wrong, we're not going 
to know about it until too late. Whereas if they're in our network, we have really robust 
ways of monitoring the quality of services that let us know if something is starting to look 
amiss sooner rather than later. So it stays really safe for all the people being served. So 
again, in those circumstances, if an out of network provider is denied, then we'd authorize 
an in-network. So finally I'd just add that we do a survey every year asking questions about 
the denial and grievance appeal process at the MCO and how individuals who experience 
that process would rate it and what is their feedback. Was it professional and supportive? 
And our results have always been incredibly positive in the voice that we get back in those 
notes. But you know, again, continuing to dive in every year to look and see did something 
change, something shifted in the process, and are there concerns. So there's lots of 
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different ways we look at things to make sure we're engaging and supporting in the right 
way. So appreciating we're already a little bit over time, I'll wrap there. Jen, unless there's 
anything else you think would be important to add and also make some room for Jim and 
Laura as well.  

>> JEN SMITH: Yeah, thanks so much, Deb. I really appreciate that. I think to just add on to 
kind of what happens beyond the reviews that Deb mentioned happening internally at the 
managed care organization level, then there are reviews also conducted by our primary 
contractors which are either our counties or an entity acting on behalf which administers 
the HealthChoices program for that county. At least in the case of Carelon, their primary 
contractors review every single denial letter, every single one. They look to see again that it 
seemed appropriate, they look at whether alternative services were offered, why was the 
denial made, making sure that the consumers have been taken care of. And then a third 
level of review happens within DHS. So OMHSAS will sample the same denial letters that 
had already been reviewed at the BH-MCO, already reviewed at the primary contractor, 
and putting yet another set of eyes on top of those. And then above and beyond all of those 
reviews that happen for those denials, there's also, as many of you know, a grievance 
process. So if an individual receives a denial for a particular service or duration of service, 
they always have the ability to file a grievance and to request yet another review to re-look 
at that denial of service. So there's pretty many touch points in there for lots of different 
eyes to be looking and saying, ooh, I don't think this is right, or hey, that makes sense, it 
looks like you were providing an alternate service instead. So the last point I'll make around 
this process related discussion is just to reiterate what Deb mentioned when she opened, 
which is really the idea that the word denial tends to have a negative connotation. But in 
our world, denials can actually be a really positive thing. They can be a positive in the sense 
that we are ensuring that the service being provided to the consumer is the right thing. And 
sometimes that means denying what was originally requested to provide something that 
better suits their needs, which could be a higher level of care. It could be a more intensive 
duration. It could be a provider that we know has better outcomes than the one that was 
being requested. So there could be lots of reasons for denials in our system and not all of 
them, and in fact I'd argue the large majority of them are not a means of restricting access 
for members. So I know that Jim is with us. I wanted to give him just a quick opportunity 
here to either tack on to what Deb and/or raise anything, any additional points he wanted 
to.  

>> Jim [?]/ Magellan: Thank you. I think you both did an excellent job really laying out some 
of the issues and factors that we consider throughout the process. The only thing I'll add is 
that in addition to all this oversight that we've already described, we will routinely look at 
trends to see if there are any patterns of denials that might be related to a specific service, 
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a specific provider, a specific area of geography. We'll also look at trends involving the staff 
that were involved in these situations and it's really all about ensuring high quality service 
and high quality to the process. So if we do see a trend like that, we have an opportunity to 
intervene in a variety of different ways to ensure that everybody is working together to make 
sure that people are receiving appropriate care at the right time in the right service. We, 
just using the example of how Magellan sometimes reviews this data, we have a quality 
assurance committee that meets and reviews the data formally and we do have members 
and family members that participate in that process. We also have advisory work groups 
that we commonly reach out to and get their input about process improvement strategies, 
suggestions that we should consider. So just giving you a glimpse on the various many 
different ways that we're keeping an eye on quality to ensure that the process is fair.  

>> JEN SMITH: Yeah, thanks, Jim. I can give kind of one really tangible example of how 
Magellan has done just what Jim said. So when we had presented to the Consumer 
Subcommittee, I think it was actually last calendar year at some point on this data, we 
started to see some potentially concerning trends around increased denials for the SUD 
residential services. And it seemed particularly true for Magellan as one of the five 
managed care organizations. And when we were reaching out to get some additional 
information about what might have been causing it, Jim's response was, we're already 
working on it. So Jim had already known that there were some challenges there. He very 
quickly was able to articulate the reason for a lot of those increased denials which is 
something we talked about in our last meeting back in April related to implementation of a 
new placement criteria, the ASAM criteria, and the fact that there were some providers 
really struggling to be able to implement that tool with fidelity. And Jim's team was already 
providing technical assistance to those providers. They were offering additional training 
classes. They had reached out to some of those providers one-on-one at the executive 
level to say how can we help you, what can we do? So I say that to just give testament to 
what Jim is saying is true. They really are looking at those trends, monitoring them and 
developing action steps around what they can do to improve them. And we saw that play 
out in real time related to those SUD residential denials. If you look at the data that we had 
presented in April, while the denials are still higher than they had been for a period of time, 
the growth in those denials has slowed. And that is because of the efforts around providing 
some technical assistance and training and really working closely with some of those 
providers that are continuing to struggle around the use of that tool. The other area -- I 
know we're kind of at 2:30, but I wanted to make sure I didn't -- oh, I'm sorry, is someone 
talking?  

>> KYLE FISHER: I just wanted to jump in. We are a little short on time. And we wanted to 
react some to the presentation, I guess to note first. Appreciate the transparency, certainly 
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agree with you that the trend around last year, the uptick in denials for residential drug and 
alcohol treatment by Magellan, in particular, was concerning. We appreciate that the 
state, OMHSAS, displayed that data nonetheless, talked through it and had offline 
conversations with consumers around reasons for that and steps it was taking after 
investigation. I guess looking at the data that you presented in April, there's sort of a 
similarly concerning trend with IBHS denials which may or may not be predominantly by 
CBH. Knowing we're short on time and that there is still interest in unpacking that some, 
maybe we can make plans to have another sort of offline private conversation to delve into 
that a bit more and to hear more about what the PC, primary contractor, and OMHSAS are 
doing given the uptick in those denials.  

>> JEN SMITH: Yeah, would love to, Kyle. I think that's a great idea. There is a lot to unpack 
with the IBHS data as well. So I do think another meeting where we can kind of talk just 
about that particular issue and give CBH the opportunity to talk about what they've been 
doing in this space, which is actually really trying to focus hard on the quality of services 
being provided to members and sometimes when you implement new programs like that, 
you do see the ripple effects of that in numbers like the denials. So I think it's really 
important that they have the opportunity to talk about what they've been doing, why they're 
doing it, and why it appears like the numbers are only changing for them. So I think that's a 
tremendous idea.  

>> KYLE FISHER: I don't know if other members of the committee had questions. Okay. I 
know one other piece I'll just acknowledge in the morning meeting we had some 
conversation around the recent OIG report tied to CBH from prior auth, the audit from OIG. 
I don't know, Jen, if you want to speak to that quickly.  

>> JEN SMITH: Yeah, I can really quickly respond to that. We have seen that OIG report. The 
audit was covering the year 2023, so the data they're looking at is at this point almost three 
years old. Most of the findings from that report were actually identified by OMHSAS as part 
of our review process of our managed care organizations and really had been addressed or 
are in the process of being addressed by CBH. So right now we're in the process of 
conducting an audit for the 2025 year and certainly will take into account any of the 
findings we read in that report while we're doing that review. The other thing I'll mention 
related to that report is that there was one finding in that report that was directed more to 
the state and it was talking about the fact that they believed our denial letters did not 
adequately include information for members about how they had the right to obtain and 
request free of charge access to copies of documents and records. So as a result of that, 
we did update all DHS program offices have updated our letter templates to add language 
to that effect. We definitely took that suggestion and applied it not only to the behavioral 
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health program but also to the templates used by DHS program offices.  

>> SPEAKER: Thank you for that.  

>> SPEAKER: Sure.  

>> SPEAKER: Questions from the members? All right. I think we may be done with the 
OMHSAS item. Thank you.  

>> SPEAKER: Thank you, everybody.  

>> SPEAKER: Deputy Secretary of OLTL report.  

• OLTL Report 
o Deputy Secretary Updates 
o CHC Request for Information (RFI) 
o CHC Appeals Data 

 
>> RANDY NOLEN: Hi folks. This is Randy Nolen, director of the bureau of coordinated 
services with the Office of Long-term Living. The Deputy Secretary is on vacation so I get to 
come visit with you. Before I start my update, I'd like to make a recommendation on the 
second part of the presentation which is the data on complaints and grievances. It is a very 
extensive report. We're down to about 22 minutes to go in this meeting. Would it be okay if 
we just put that on next month's agenda? Okay. So Colleen, you get off the hook today. 
We'll prepare this for next month to move that forward. Just to give you a couple updates 
from the Office of Long-term Living, we're going to talk about procurement updates, 
participant directed care worker rate increases, and the third thing that was on the agenda 
we'll push to next month on the grievances. And we'll give you guys a month to take a look 
at the data and really have a lot of questions for Colleen and her staff. Okay. Just updates 
on the procurement stuff. Community Health Choices RFA which was published quite a 
while ago. We decided on June 1st to cancel the RFA for the reprocurement of the program 
based on findings of the court rulings on that. What we did in place at this point on June 
1st, we put out a request for information on RFI. It was released out on the PA 
eMarketplace seeking information to assist DHS with suggested input and information 
concerning the current CHC agreement and the anticipated re-procurement of the CHC 
program moving forward. That was put out on June 1st. There's a 45-day window for 
everybody, anybody, everyone to comment on. So all interested parties have to provide 
feedback by July 15th. CHC program will continue to operate under the current 
agreements with the current three MCOs until further notice until we move the 
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procurement down the road. All questions regarding the RFA and its content should be 
directed to procurement at the RA account for that. So RA-pwrfaquestions@pa.gov. Any 
questions related to RFI should be directed to procurement at RA-
PWRFIcomments@PA.gov. I encourage everybody to put comments in. If you've read the 
RFI it's very broad on what we're looking for as we move forward with this. That's where 
we're at with our procurements at this point in time. The other topic I want to talk about is 
the participant directed direct care worker rate increases. The percentage of community 
HealthChoices using a self-directed model who requested a pay increase as reported by 
the MCOs are as follows. 9342 direct care workers/common law employers, the pairs that 
had payroll within the last 90 days requested the increase. There was a total of 9,342 
individuals in the program. There was a total of 8173 forms that were received and 
processed out of the 9342. So it's 87.5% of the forms were returned by the DCW/CLEs. Of 
that total, the 8173, of the total, 7946 active DCW/CLE pairs are currently at the max rate 
available. So 87.5% took advantage of filling out the forms and looking at increasing the 
pay rates for their workers.  

>> KYLE FISHER: On that last number, Randy, the difference between the 8100 and 7900 
would just be common law employers who have not put their direct care workers at the 
maximum?  

>> RANDY NOLEN: At the max rate, yeah, that would be the difference. They might've taken 
some pay increase but not all the way to the max.  

>> KYLE FISHER: One other question here. Years of service for you at this point with 
commonwealth?  

>> RANDY NOLEN: 32.4 and I might as well make the last announcement on here. I am 
retiring on August 15th.  

>> KYLE FISHER: We were getting there but you beat us to the punch. Congratulations.  

>> RANDY NOLEN: Thank you.  

>> DEB SHOEMAKER: We don't want to accept that, Randy. We don't want to accept it.  

>> RANDY NOLEN: Yeah, that's the kind of response I've gotten from everybody.  

>> SPEAKER: 32.4.  

>> RANDY NOLEN: 32.4 years plus I had about 11 years in county government, various 
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roles before I came to this state. So I'm old.  

>> KYLE FISHER: You've earned the right to step away I think. Other than to offer 
congratulations, thank you for three-plus decades of service to the program, to the 
commonwealth. Certainly going to be big shoes to fill.  

>> SPEAKER: Thank you. I appreciate that.  

>> SPEAKER: We've prepared some questions related to appeals. But putting that one 
aside, we may be done slightly early here. Members of the committee, questions for 
Randy? Is it a Rolex they give you at departure after three decades? What's the departing 
gift?  

>> RANDY NOLEN: I work for the state.  

>> SPEAKER: Maybe a pencil.  

>> SPEAKER: Maybe a pencil, yeah. There will be a few parties for me. So I'm good with 
that.  

>> SPEAKER: There's one question in the chat. From Jeff Eisman. What are the number for 
Act 150 and OBRA waiver for the FY25-26 increase requested and received? Take it back?  

>> RANDY NOLEN: Yeah, these were CHCs. So we can break down that data and get that 
out to you soon.  

>> MINTA LIVENGOOD: Does anybody like to make adjournment?  

>> SPEAKER: I'll motion to adjourn.  

>> SPEAKER: Second.  

>> MINTA LIVENGOOD: We are now officially adjourned. 


	Consumer Subcommittee of the MAAC

