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  1 P R O C E E D I N G S

  2 CHAIRMAN MUNDY:  The second order of 

  3 business is to hear from the Department of 

  4 Aging and -- secretary of Public Welfare, 

  5 Estelle Richman, Secretary of Aging, Michael 

  6 Hall, and James Pezzuti, former director of 

  7 the Bureau of Community Development and 

  8 currently an annuitant with the Office of Long 

  9 Term Living, to discuss the Integrated Care 

 10 Initiative being presented by the department.  

 11 Would the testifiers please come 

 12 forward?  Is Mr. Pezzuti not here?  

 13 MR. HALL:  He's right here.  He'll be 

 14 a resource as we go through.  

 15 CHAIRMAN MUNDY:  Okay.  All right.  

 16 Good morning.  And thank you so much for being 

 17 here this morning to brief us on the 

 18 Integrated Care Initiative, a plan to 

 19 coordinate and combine Medicare and Medicaid 

 20 services for seniors eligible for both 

 21 programs, commonly referred to as dual 

 22 eligibles.

 23 Secretary Hall, looks like you are 

 24 ready to present.  Would you please proceed.

 25 MR. HALL:  Well, I'm John Michael 
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  1 Hall, Secretary of Aging.  And what we're 

  2 planning to do this morning is both share with 

  3 you the work that we've been doing on the 

  4 Integrated Care Initiative and what the 

  5 rationale is for that, how it would work, and 

  6 then what we think the outcomes are that we 

  7 will see from the project.  And I think 

  8 Secretary Richman is going to lead off with 

  9 the first half of that presentation.

 10 MS. RICHMAN:  No.  

 11 MR. HALL:  Secretary Richman thought 

 12 I would lead off, so I will.  

 13 The -- for the past couple of years 

 14 or so, the Office of Long Term Living, which, 

 15 as the members in the room know, is a joint 

 16 office between the Department of Public 

 17 Welfare and the Department of Aging, have been 

 18 working on trying to figure out how we get 

 19 better health outcomes and maximize the 

 20 opportunity to serve people who are dual 

 21 eligibles who are also participants on 

 22 Medicare Advantage Plans.  

 23 When a person becomes eligible for 

 24 Medicare, and that's typically somebody who's 

 25 sixty-five years of age or older but could 
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  1 also be a person with disabilities who's 

  2 received Social Security for more than twenty-

  3 three months, but let me focus for just a 

  4 moment and for purposes of illustration on a 

  5 person who turned sixty-five and becomes 

  6 eligible for Medicare at retirement age.  

  7 They typically have a choice at point 

  8 whether they want to receive Medicare in the 

  9 traditional way, with the Medicare card and 

 10 fee-for-service, and when they go to a 

 11 doctor's office or hospital, they present 

 12 their card, or whether they want to receive 

 13 that care through a -- what's called a 

 14 Medicare Advantage Plan or a special needs 

 15 plan, which is essentially a managed care 

 16 organization that -- where they participate 

 17 and use the network of providers that the plan 

 18 has assembled.  They have a care coordinator 

 19 who helps to manage and do care management of 

 20 their situation.  And not infrequently, the 

 21 Medicare Advantage Plan offers certain other 

 22 benefits or coverages above and beyond what 

 23 the person would receive if they had just 

 24 chosen the typical fee-for-service card.  

 25 The result is that in Pennsylvania, 
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  1 we have an extraordinarily high number of 

  2 Medicare Advantage Plans and participants in 

  3 those plans.  We have currently fourteen plans 

  4 in Pennsylvania.  Independence Blue Cross is 

  5 getting ready to leave the market, but still, 

  6 with thirteen plans, we have more Medicare 

  7 Advantage Plans than anywhere else in the 

  8 country.  And if you just look at the people 

  9 in those plans who are dual eligible, which is 

 10 to say they are both Medicare eligible and 

 11 they're also eligible for Medicaid, there are 

 12 over a hundred thousand participants in those 

 13 plans across the state, concentrated primarily 

 14 in the southern part of the state, in 

 15 Philadelphia markets and suburbs, and in the 

 16 southwestern part of the state, around 

 17 Allegheny.  

 18 The project that we've been working 

 19 on focuses on individuals age sixty and over, 

 20 people who are in Medicare Advantage who also 

 21 are eligible for Medicaid age sixty and over.  

 22 There are approximately fifty thousand of 

 23 those folks in Pennsylvania.  And here's the 

 24 challenge that they face.  The -- on the 

 25 Medicare side, they have access to a -- to a 
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  1 healthcare network.  They have a care 

  2 coordinator.  But the benefits of being in 

  3 that plan only extend as far as the Medicare 

  4 benefits.  And to the extent that they need 

  5 healthcare that is not covered by Medicare, 

  6 therapies that may not be part of Medicare, 

  7 dental care, vision care, and of particular 

  8 significance to us and the reason that we've 

  9 been working on this, long-term care.  

 10 Long-term care is not part of the 

 11 Medicare package, and so what happens is that, 

 12 in effect, if a person has a healthcare need 

 13 that is not part of Medicare, it's not 

 14 included in their Medicare Advantage packet, 

 15 they reach a boundary at the edge of the 

 16 country where the care coordinator helps them 

 17 with services that are under Medicare, but 

 18 then they're on their own in a fee-for-service 

 19 world for Medicaid.  And being on their own is 

 20 not a great thing for this population, partly 

 21 because today we have more problems than we've 

 22 ever had before with people who are eligible 

 23 for Medicaid finding providers who will accept 

 24 the Medicaid card.  

 25 So the first thing they're often 
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  1 doing is trying to find providers who will 

  2 take Medicaid.  The second thing is that the 

  3 folks in this population, it's well documented 

  4 that they have more complicated conditions and 

  5 more frail health than the average Medicare 

  6 beneficiary.  They typically have chronic 

  7 conditions.  They typically have co-occurring 

  8 disorders.  Their health status is much worse 

  9 than the normal Medicare population, but they 

 10 are in a situation where they are trying to 

 11 figure out how they cope with that chronic 

 12 disease and those multiple conditions largely 

 13 on their own.  

 14 As a result, their condition 

 15 deteriorates at a much faster rate than 

 16 happens in the normal Medicare population.  As 

 17 a result, they have a much higher incidence of 

 18 complications from hypertension, strokes, 

 19 complications from diabetes, amputation.  They 

 20 have a much higher rate of hospitalization, 

 21 much higher rate of nursing home utilization 

 22 than the normal Medicare population does.  So 

 23 the outcomes that they have are disturbingly 

 24 poor.  

 25 Robert Wood Johnson released a report 
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  1 on this just last year that documented the 

  2 challenges that dual eligibles, even dual 

  3 eligibles in Medicare Advantage Plans, have in 

  4 managing their healthcare.  But above and 

  5 beyond that, it has issues for Pennsylvania as 

  6 well, because they use expensive healthcare 

  7 unnecessarily.  They use care that could have 

  8 been avoided, at high cost.  If they had 

  9 gotten -- if they had gotten better care at an 

 10 earlier time in a more preventive way, if 

 11 their care had been managed, they -- and they 

 12 tend to use long-term care services in a very 

 13 expensive way, particularly nursing homes.  

 14 The rate of institutionalization in nursing 

 15 homes for this population is higher than the 

 16 general population and the length of stay is 

 17 longer.  

 18 So one of the things that we've been 

 19 trying to do is to figure out how to do a 

 20 better job of serving these folks, how we keep 

 21 them healthier longer, how we retire progress 

 22 of chronic disease and at the same time 

 23 improve their chances and their opportunity to 

 24 remain independent, living in the community, 

 25 and avoid hospitalization and avoid 
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  1 inappropriate nursing home use.  

  2 We have been following the examples 

  3 of other states that have been working on this 

  4 issue for the last anywhere from five to ten 

  5 years.  And we have, in particular, looked at 

  6 states like Massachusetts and Minnesota and 

  7 Texas, who have done initiatives similar to 

  8 this on a state-wide basis, and other states 

  9 like California and Arizona where they have 

 10 done it in -- not on a state-wide basis but in 

 11 large urban areas.  

 12 Other states have projects like this 

 13 in development right now.  Tennessee just 

 14 completed a process very similar to ours and 

 15 will start a state-wide program like this in 

 16 the coming calendar year.  

 17 The -- I think our -- our goal here 

 18 is to figure out how we address this 

 19 disconnect and the disintegration that people 

 20 currently experience where they're getting 

 21 care coordination on the Medicare side, but, 

 22 as I said before, fending for themselves too 

 23 often on the Medicaid side.  And our approach 

 24 to that, following the examples of these other 

 25 states, is to essentially wrap the Medicaid 
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  1 benefit around the Medicare benefit.  

  2 The federal government contracts with 

  3 Medicare Advantage Plans to manage the 

  4 Medicare services for these folks, pays a 

  5 capitated rate.  And what we're proposing to 

  6 do is to, essentially, add on to those 

  7 contracts, and for individuals who are dual 

  8 eligibles, have those plans managed, both the 

  9 Medicare and the Medicaid benefits, 

 10 comprehensively, the full range of healthcare, 

 11 both acute care and chronic care, in a 

 12 seamless way, and create not only continuity 

 13 of care for the beneficiaries, but create an 

 14 incentive for the health plans to care about 

 15 what happens to these folks, to care about 

 16 prevention, to have an incentive to make sure 

 17 that their conditions don't deteriorate, that 

 18 they don't wind up in the hospital, that they 

 19 don't wind up in nursing homes.  

 20 So we also think there are other 

 21 benefits that come from that.  We think it 

 22 actually has the potential to strengthen the 

 23 home- and community-based system in 

 24 Pennsylvania.  But the key point for us is 

 25 that we think it will result in notably better 
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  1 outcomes for these beneficiaries. 

  2 The -- let me -- let me go on here.  

  3 The idea here is that the individuals who 

  4 are -- have enrolled in Medicare Advantage 

  5 Plans typically stay with those plans over the 

  6 long haul.  In Medicare Advantage, generally, 

  7 an individual has a chance every year to -- 

  8 during open enrollment, to either leave 

  9 Medicare Advantage and to go back for fee-for-

 10 service or to change plans.  That happens in 

 11 October of each year.  

 12 For people who are dual eligibles, 

 13 like the population that we're talking about, 

 14 open enrollment is all year round.  They 

 15 can -- every month they can change their mind 

 16 and make a different decision.  Despite that 

 17 fact, the rate of disenrollment from -- both 

 18 from Medicare Advantage Plans and in the 

 19 states that have already integrated this, 

 20 integrated Medicaid and Medicare together, is 

 21 infinitesimal.  Less than one percent of the 

 22 population chooses to disenroll during 

 23 enrollment periods.  

 24 One of the things that we've had in 

 25 mind is, for individuals who are in a plan and 
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  1 are content with the plan that they're in, how 

  2 do we minimize the disruption and how do we 

  3 achieve the coordination of their care in a 

  4 way that is minimally disruptive and is as 

  5 seamless to them as possible?  So our plan is 

  6 for everybody who is already enrolled in a 

  7 plan who is over sixty, a dual eligible, next 

  8 July, we would automatically enroll them as 

  9 part of integrated care.  And they would have 

 10 an opportunity at that point to just continue 

 11 with their plan and have both the Medicaid and 

 12 Medicare benefits managed for them.  

 13 If they chose not to have it in that 

 14 way and they prefer to have their Medicaid 

 15 benefits in the fee-for-service model, we 

 16 would provide opportunities all over the place 

 17 for them to disenroll, to get out of the 

 18 integrated care.  But our view is that most 

 19 people are going to find that they want to 

 20 have what that offers to them.  It offers them 

 21 a chance to have one plan, to have one care 

 22 coordinator, to have one phone number and one 

 23 card that they deal with to manage the full 

 24 range of their care.  And the experience in 

 25 other states is that they have a very, very, 
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  1 very high satisfaction rate with people who 

  2 are enrolled in those -- in that coordinated 

  3 way.  

  4 The -- we have spent the last year 

  5 pretty intensively working on what this 

  6 program should look like, what the plan design 

  7 should have in it.  A lot of attention to 

  8 consumer protections, how you handle issues of 

  9 coverage, how you handle issues of grievances 

 10 that consumers may have, how you make sure 

 11 that you have good quality assurance.  We've 

 12 had a series of meetings with representatives 

 13 from Medicare Advantage Plans themselves.

 14 We've also held -- we held a series 

 15 of state-wide conference calls, 800 numbers, 

 16 where people were invited to call in and 

 17 participate in the early discussion about plan 

 18 design.  We then assembled a stakeholder work 

 19 group and invited a diverse, large group of 

 20 folks to come in and meet with us on a regular 

 21 basis to talk about the nuts and bolts of how 

 22 should we handle quality assurance, how should 

 23 we handle enrollment, how should we handle any 

 24 number of other issues.  

 25 This summer, we -- as the next step 
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  1 in the process of trying to get a sense of 

  2 what people would like for the -- for this 

  3 project to look like, we began a series of 

  4 listening sessions, or a good way to think 

  5 about them is town hall meetings, around the 

  6 state.  We held eight overall, seven in 

  7 person; three, I think, in the southwestern 

  8 part of the state; two in the southeastern 

  9 part; and then the remainder in other parts of 

 10 the area where there are concentrations of SNP 

 11 beneficiaries.  

 12 We went out of our way.  Those were 

 13 open meetings that anybody was invited to 

 14 attend, but we also wanted to make sure that 

 15 we had real dual-eligible beneficiaries in 

 16 this meeting, so we went out of our way to 

 17 make sure that they got a mailing, inviting 

 18 them to come to the meeting and telling them 

 19 about what the topic was going to be, asking 

 20 them to be there.  And I think, gratifyingly, 

 21 we got a very large number and proportion of 

 22 elderly, dual-eligible beneficiaries coming to 

 23 the meeting, listening to the presentation, 

 24 asking questions.  

 25 And the questions that they asked 
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  1 mostly focused on, is this -- is this going 

  2 to -- this is not the way that seniors would 

  3 have put it, but basically came down to, is 

  4 this going to screw up what I currently have?  

  5 You know, I like what I have now, I don't 

  6 want -- I don't want you to -- I don't want to 

  7 lose that.  I don't want to be thrust into 

  8 chaos.  How can you assure me this is going to 

  9 be smooth?  Do the benefits I have now stay 

 10 the same?  That was a big concern.  And you 

 11 say I'm going to get more benefits from this, 

 12 tell me about that.  That was a big theme of 

 13 what the meetings were about.  

 14 We also, after we held the seven 

 15 in-person town meetings around the state, we 

 16 also then held a state-wide town meeting that 

 17 was like a conference call.  That was to 

 18 provide an opportunity to participate to folks 

 19 who, because of scheduling conflicts or 

 20 geography or transportation problems, couldn't 

 21 get to one of the town meeting sites.  And we 

 22 had more than two hundred people call in and 

 23 participate in that state-wide conference 

 24 call.  And I've said before, that if members 

 25 of the committee would be interested in 
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  1 hearing a recording of that state-wide 

  2 conference call, which can give you a very 

  3 good flavor of the feedback we were getting, 

  4 we can probably arrange that.  

  5 On the basis of that, we have had the 

  6 benefit, then, of input on what people would 

  7 like to see in the project.  And one of the 

  8 main things that we heard from folks was a 

  9 concern that the -- we not overextend 

 10 ourselves in doing this project and some 

 11 apprehension about the prospect of doing 

 12 the -- doing this project initially on a 

 13 state-wide basis.  

 14 The -- there were suggestions in a 

 15 number of the town hall meetings for the idea 

 16 that you start on a smaller scale and either 

 17 do it in phases or have a pilot project.  And 

 18 so yesterday afternoon, we announced that we 

 19 are initiating the project in phases, with the 

 20 first phase concentrated just in the 

 21 southwestern part of the state, in the six 

 22 counties that encompass Allegheny, Beaver, 

 23 Westmoreland, Fayette, Greene -- and I missed 

 24 one -- and Washington.  

 25 The -- we decided to do this for a 
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  1 number of reasons.  Number one, it's 

  2 consistent with some of the nervousness that 

  3 we heard from folks when we went out and asked 

  4 stakeholders for input.  I think it's -- I 

  5 think it's very important to do this project, 

  6 but I also think it's even more important that 

  7 you do it right.  

  8 I think that it would be a great 

  9 tragedy if we embarked on this initiative, and 

 10 then, for one reason or another, stumbled and 

 11 brought the credibility of the project into 

 12 question, implemented it poorly, not only 

 13 because of the problems that that would create 

 14 for the parties involved, including the plans 

 15 and providers, but because of the harm that 

 16 might come to beneficiaries if you created 

 17 that kind of confusion.  

 18 Also, I think that this is an area 

 19 that is going to receive increasing attention 

 20 and focus in the coming years.  Even as the 

 21 federal government or the President 

 22 occasionally signals that some discomfort with 

 23 the role that Medicare Advantage Plans have 

 24 played in past years or how much they get 

 25 reimbursed.  At the same time, that same 

19



  1 administration is signaling very strongly to 

  2 the states that they want us to move exactly 

  3 in the direction that Pennsylvania is moving, 

  4 that they want us to figure out how you 

  5 integrate the Medicare and Medicaid benefits.  

  6 They just issued a large national 

  7 grant to provide technical advice to states on 

  8 doing this, not just doing it, but encouraging 

  9 states to do it.  

 10 We were in Philadelphia a little over 

 11 a week ago, meeting with an unusually large 

 12 delegation of officials from CMS, in both the 

 13 central office in Baltimore and Philadelphia, 

 14 to talk about this project.  And there is no 

 15 question in that meeting that this is the 

 16 direction that CMS wants the states to move 

 17 in.  And, if anything, the message that we 

 18 were hearing was that they are interested in 

 19 moving more aggressively than -- than we had 

 20 thought they were inclined to do.  

 21 They -- so I think it's important 

 22 that if you do this, particularly if you do it 

 23 on a stage as big as Pennsylvania and 

 24 influential as Pennsylvania, that you do it 

 25 right.  That suggests that we not overextend 
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  1 ourselves, that we not try and bite off more 

  2 than we can chew.  

  3 I think it -- what we saw as the 

  4 appeal of starting this project in the 

  5 southwest is this:  First off, we have some of 

  6 the strongest Area Agencies on Aging in the 

  7 state down in that area, very well managed, 

  8 history of innovation, and with a management 

  9 capability to work on this project with us.  

 10 And as I'll mention in a moment, the Area 

 11 Agencies on Aging are an integral part of how 

 12 this project works and how we see the 

 13 interface with consumers and special needs 

 14 plans happening.  

 15 Number two, we have some of the 

 16 strongest and most stable Medicare Advantage 

 17 Plans in that area as well.  The largest plan 

 18 in the area is UPMC, and our judgment is that 

 19 UPMC is not going anywhere.  The -- we also 

 20 believe, from our capacity, to bring the 

 21 project up, to do good readiness reviews of 

 22 the plans, to position the project to start 

 23 off on time, and to do really good quality 

 24 assurance of the project, that it makes sense 

 25 to concentrate our resources in an area like 
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  1 that and show -- and show how it's done, work 

  2 the bugs out, before we try and go on a state-

  3 wide basis.  

  4 And, frankly, in the current budget 

  5 environment that we have and uncertainty about 

  6 state staffing levels and furloughs, it also 

  7 seems prudent to us to not make a commitment 

  8 that might require more staff than we know 

  9 whether we'll be able to make a commitment to 

 10 at this point.  

 11 The -- the idea here is that plans 

 12 would sign -- would indicate their willingness 

 13 to participate in this this fall.  We would 

 14 then conduct readiness reviews, which is a 

 15 comprehensive evaluation of whether or not 

 16 they meet our criteria and standards, 

 17 including things like the strength of their 

 18 quality assurance regimen, their management 

 19 capabilities, how they handle billing, the 

 20 strength of their network, do they have an 

 21 adequate supply of providers in each category 

 22 of healthcare.  

 23 They provide documentation about 

 24 that, and then we send a team out into the 

 25 field to verify their assertion and make sure 
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  1 that they are up to snuff.  We have a lot the 

  2 experience in doing this already.  

  3 Many of you, I think, are familiar 

  4 with the life programs that we have around the 

  5 state.  Pennsylvania is also -- also has the 

  6 distinction, which is also a managed care 

  7 project, Pennsylvania has the distinction of 

  8 having more life programs than anywhere else 

  9 in the country.  So much so that the national 

 10 conference for life services is being held in 

 11 Pittsburgh next month, and people from all 

 12 over the country are coming to this state to 

 13 see how we're doing it here.  

 14 When a life program applies to 

 15 provide comprehensive managed services for its 

 16 participants, they have to go through the same 

 17 kind of readiness review process that I was 

 18 just describing.  

 19 For plans, then, that meet the 

 20 criteria, we would sign contracts with them in 

 21 the spring of next year with the plan to do 

 22 preferential enrollment of their existing 

 23 beneficiaries in July, and then long-term care 

 24 services to be part of the managed package 

 25 in -- starting six months later, in January of 
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  1 2011.  

  2 The -- it's important that -- to note 

  3 that what we're trying to do here is to 

  4 minimize the disruption that people 

  5 experience.  We're trying not to disrupt the 

  6 existing relationships that people have with 

  7 their Medicare Advantage Plans, but we're also 

  8 at pains not to disrupt the existing 

  9 relationship that people have with Area 

 10 Agencies on Aging, who participate in an aging 

 11 waiver, or for individuals who are already 

 12 receiving their services in nursing homes.  

 13 So the individuals who are in -- 

 14 receiving nursing home care now or who are 

 15 participating in the aging waiver, even though 

 16 they might be dual eligibles and they might be 

 17 beneficiaries of SNPs, would not be part of 

 18 the preferential enrollment.  We would leave 

 19 them intact in the services that they're 

 20 receiving today.  

 21 It's -- I -- I think what I'm going 

 22 to do is just talk for a moment, then, about 

 23 the work we've been doing with Area Agencies 

 24 on Aging, and then I think that's the hand-off 

 25 point where I turn things over to Estelle to 
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  1 talk about the work that we have been doing on 

  2 the outcomes that we think this -- from a 

  3 healthcare status that we think this will 

  4 bring to Pennsylvania.  

  5 Let me just say about Area Agencies 

  6 on Aging, as you know, they are an important 

  7 gateway for long-term care services in our 

  8 system here in Pennsylvania.  They work with 

  9 us as close partners in coordinating access to 

 10 long-term care services in the community, 

 11 for -- under the aging waiver.  They do the 

 12 initial level of care assessments for 

 13 virtually everybody who needs Medicaid long-

 14 term care services, not just people in the 

 15 aging waiver, but people in the waivers, for 

 16 individuals under the age of sixty with 

 17 disabilities, and even assessments for 

 18 individuals who are going into nursing homes.  

 19 The -- they also have put together, I 

 20 think, a good, strong track record and 

 21 relationships with providers that we need to 

 22 leverage and not replicate.  I've said many 

 23 times in meetings both with the Area Agencies 

 24 on Aging and with the Medicare Advantage Plans 

 25 that I'm not interested in building a 
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  1 parallel, duplicate delivery network.  I think 

  2 we need to use and take advantage of the 

  3 expertise and of the network that we have.  

  4 So our approach here is that we 

  5 intend to require each of the Medicare 

  6 Advantage Plans to sign a contract with one or 

  7 more Area Agencies on Aging to provide several 

  8 different services and functions.  One, the 

  9 Area Agencies on Aging would continue to do 

 10 the level of care assessments for individuals 

 11 who are potential Medicaid eligible.  Two, the 

 12 Area Agencies on Aging would be active 

 13 partners in what are called the 

 14 interdisciplinary teams, which is something 

 15 that we use in life but is also required in 

 16 the federal law for these integrated plans, 

 17 where you have a multidisciplinary group of 

 18 professionals who are examining both initially 

 19 and on an ongoing basis the clinical records 

 20 of beneficiaries and evaluating what their 

 21 needs are and doing a care planning around 

 22 that.  

 23 For individuals whose services tend 

 24 to be more chronic and community-based as 

 25 opposed to acute, that is to say, we're not 
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  1 talking about somebody who needs an imminent 

  2 hospitalization or surgery, but somebody who 

  3 needs home health services in the community or 

  4 home-delivered meals or other things to help 

  5 keep them healthy and stable in the community, 

  6 the -- the Medicare Advantage Plans would 

  7 contract with the Area Agencies on Aging to do 

  8 care planning and care management for those 

  9 individuals.  

 10 And then the primary way in which we 

 11 would access services for those folks would be 

 12 through the service network that the Area 

 13 Agencies on Aging have put together.  So if 

 14 somebody is nutritionally compromised and 

 15 needs to have regular, good meals being 

 16 delivered, we would access the providers who 

 17 are part of the network the Area Agencies on 

 18 Aging has worked with.  

 19 If we would need to have visits from 

 20 a home care provider, from home health 

 21 services, they would access the network that 

 22 that Area Agency on Aging already uses for the 

 23 aging waiver and for the options program.  

 24 The -- we looked at the example in 

 25 the work that's been done in other states, and 
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  1 we believe that this is an area where Area 

  2 Agencies on Aging bring something very 

  3 important to the table in working with 

  4 Medicare Advantage Plans to have an 

  5 understanding of how you deliver these 

  6 services in a way that is not exclusively and 

  7 not primarily medical and not clinical but 

  8 also recognizes the less clinical social 

  9 aspects of how we provide care in home- and 

 10 community-based settings, that recognizes that 

 11 the way in which we help people stay 

 12 independent, that we keep people healthy in 

 13 the community is not always about medical 

 14 intervention.  It's also about the work that 

 15 we do that is similar to the services we 

 16 deliver in the aging waivers.  

 17 So our -- we've developed draft 

 18 contract language for the review of the Area 

 19 Agencies on Aging that describes what we 

 20 intend to require of the -- of the Medicare 

 21 Advantage Plans.  And we -- if that -- that 

 22 should be going out to them for their comment 

 23 and feedback in short order, and as part of 

 24 the development work we're doing here, we want 

 25 to refine that contract language so that we 
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  1 have a good consensus of what that 

  2 relationship should be as we move forward.  

  3 So, Estelle, is that a good place to 

  4 hand it over to you?

  5 MS. RICHMAN:  That's a good place.  

  6 That's a good place.

  7 And let me just clarify a couple of 

  8 pieces.  One, this is very clearly for members 

  9 that are over sixty years of age.  So it's 

 10 clearly folks -- I hate that say crossed over 

 11 to elderly.  Since I'm almost sixty-six, I 

 12 don't want to be elderly yet.  

 13 It has -- we have carved out 

 14 behavioral health.  And this goes back to our 

 15 original planning on Medicare Part D.  When 

 16 Medicare Part D came in, which is pharmacy, we 

 17 made the decision that we would not leave the 

 18 dual eligibles in the capitated program on the 

 19 physical health side.  We did leave the dual 

 20 eligibles in our capitated program on the 

 21 behavioral health side.  So this pertains just 

 22 to physical healthcare, and it doesn't bring 

 23 in behavioral healthcare.  So those two have 

 24 to be very clear.  

 25 The other piece of this that brings 
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  1 it to our attention and thought, I believe the 

  2 federal government and healthcare reform will 

  3 embrace all of these models, is because when 

  4 you look at the dual eligibles, they account 

  5 for about 46 percent of Medicaid costs and 

  6 about 25 percent of Medicare cost, yet they 

  7 make up 18 percent of the Medicaid rolls and 

  8 16 percent of the Medicare rolls.  So whenever 

  9 you see that kind of difference, you know 

 10 there's dollars probably to be saved by 

 11 managing it a different way.  

 12 So our goal here is to look at this 

 13 population of dual eligibles, look at some of 

 14 the issues pertaining to them, and to key 

 15 often is the coordination of healthcare.  You 

 16 have the federal government with one 

 17 responsibility, state government with 

 18 another.  You frequently see the two do not 

 19 coordinate well, and that's what produces the 

 20 discrepancy in spending.  

 21 These initiatives of why they're 

 22 encouraged by CMS, by HHS, and why they're 

 23 going to be an integral part of healthcare 

 24 reform is to be able to force that 

 25 coordination and the beginning of looking at 
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  1 how we combine these programs.  

  2 This is what the integrated care 

  3 system does.  It integrates those two 

  4 programs.  It has a single point of 

  5 accountability, not two.  It begins to look at 

  6 how the care, the coordinated care for that -- 

  7 those populations begin to work.  

  8 It should, in time -- some of it 

  9 faster than others -- begin to see more people 

 10 in the community.  And anytime you see more 

 11 people in the community, you're going to see 

 12 us spending our dollars for effectively.  

 13 You're going to see people beginning to 

 14 interact with their communities differently, 

 15 and you're probably going to see fewer people 

 16 using acute care systems, which, again, is 

 17 where systems begin to save dollars.  

 18 So the benefit of this kind of model 

 19 is that it begins to look at both the dual 

 20 eligibles from both the Medicare and the 

 21 Medicaid perspective.  It ensures coordination 

 22 of care for the member rather than focusing 

 23 only on that one covered service.  It provides 

 24 that all the providers are working, everyone 

 25 is working towards a person-centered goal for 
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  1 the members that is coordinated with the 

  2 member.  And it reduces the possibility of the 

  3 higher-cost service utilization, which is 

  4 where we all want to be.  Because, as we know, 

  5 there's -- I forget the exact date, but 

  6 there's going to be a point in -- somewhere 

  7 between 2010 and 2020 where the baby boomers 

  8 are going to outnumber under-twenty-ones and 

  9 almost any other age -- and many other 

 10 discrete age groups, and that's going to be 

 11 another way of saying to the states and to the 

 12 country, your costs are going up.  

 13 So most of these initiatives are 

 14 starting now so we have it in effect when the 

 15 baby boomers get to the age that they are 

 16 making those decisions.  

 17 For the most part, baby boomers are 

 18 just getting into their sixties.  Right now, 

 19 they're still pretty healthy.  But as they go 

 20 through this population, the need for the 

 21 integrated healthcare between Medicare and 

 22 Medicaid is going to become critical to how 

 23 healthcare, chronic illness, and acute 

 24 illnesses are going to be managed.  

 25 This gives us an opportunity.  
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  1 Pennsylvania's not the first state to do 

  2 this -- we're probably about middle -- in 

  3 beginning to look at this, maybe early 

  4 middle.  It is something that is probably 

  5 going to be a very key part to healthcare 

  6 reform.  As the President talks about 

  7 beginning to use our dollars more effectively, 

  8 this is an example of how we use dollars more 

  9 effectively.  

 10 But the key to this is giving people 

 11 choice and keeping them living in the 

 12 communities and having them age in place but 

 13 have one coordinated healthcare.  

 14 And it's critical that Pennsylvania 

 15 be on the leading edge.  I think that, as 

 16 Mike's explained, we are starting slow, hoping 

 17 to -- if there are problems, debugging it, 

 18 looking at where it goes into the future, and 

 19 allowing the future administration to do those 

 20 fine tunings and to be able to shape it to 

 21 where Pennsylvania is at that point in time.  

 22 I think at this point, we're willing 

 23 to take any questions and any other concerns 

 24 people have.

 25 MR. HALL:  I'd like to add, though, a 
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  1 couple of things, if I could, Madam Chairman.  

  2 One of the things that we also see as 

  3 a challenge that this project can address, 

  4 this goes back to the comments I made about 

  5 the incidence of chronic disease and 

  6 deterioration and nursing home utilization, is 

  7 because the Medicaid benefits are not within 

  8 the purview or the concern, and because long-

  9 term care is not part of the Medicare package, 

 10 we really don't think that there is sufficient 

 11 incentive currently for Medicare Advantage 

 12 Plans to pay attention to the deterioration of 

 13 chronic disease.  

 14 In fact, our concern is that it's all 

 15 too easy for Medicare Advantage Plans to shift 

 16 people into nursing homes because it's not -- 

 17 it doesn't hit against their capitated rate.  

 18 It becomes the commonwealth's problem, not the 

 19 Medicare Advantage Plans' problem.  

 20 Importantly, and this is hugely 

 21 figuring in our thinking about this, we 

 22 believe that you can dramatically improve and 

 23 change the health outcomes that individuals 

 24 have when you integrate the care.  And one of 

 25 the things that we've done in materials that 
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  1 we have provided for you, and this begins on 

  2 slide fourteen and continues for -- on slide 

  3 fifteen, we've condensed and digested the 

  4 findings and experience both in other states 

  5 and the empirical analysis that's be done by 

  6 researchers of where integrated -- this care 

  7 has been integrated in the past.  But what it 

  8 shows over and over and over again is that the 

  9 hospital expenses and hospitalizations decline 

 10 dramatically.  

 11 Nursing home utilization falls 

 12 through the floor in cases where -- where care 

 13 is integrated, that the incidents of 

 14 complication from chronic disease declines 

 15 dramatically, the use of homemaker services, 

 16 home-delivered meals and outpatient rehab 

 17 increases, that hospital length of stay is 

 18 much shorter, that nursing home length of stay 

 19 is shorter, that there's an increase in the 

 20 incidence of adult health services and 

 21 personal assistance services, that it 

 22 increases the number of people who live and 

 23 extends their length of stay in their 

 24 community-based settings and in their own 

 25 homes, and that prescription drug utilization, 
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  1 prescription drug costs, actually decline when 

  2 you do this. 

  3 And it all make sense.  You're 

  4 talking about creating a system that focuses 

  5 on the entire person's healthcare status and 

  6 looks at it in a much more preventative way 

  7 than is currently the case.  

  8 And I think there are a lot of 

  9 reasons to do this.  And without even talking 

 10 about the interest of the federal government 

 11 in this, the strongest, most compelling reason 

 12 for doing this, because, I think, number one, 

 13 the health outcomes that people get today in 

 14 this situation, dual eligibles with unmanaged 

 15 care on the Medicaid side, I don't think that 

 16 there is very much room for debate that the -- 

 17 that the health outcomes that they're getting 

 18 there are poor and undesirable.  

 19 And for us, it boils down to, do we  

 20 stay where we are or do we try to do something 

 21 that really has strong promise for increasing 

 22 the quality of life and the quality of care 

 23 that these dual-eligible beneficiaries have in 

 24 Pennsylvania and help these seniors live more 

 25 independently for a longer period of time in 

36



  1 the community.  And I think that is -- that's 

  2 what's driving our work in this area.  

  3 CHAIRMAN MUNDY:  Thank you, 

  4 Chairman -- or thank you, Secretary Hall and 

  5 Secretary Richman.  

  6 We've been joined by Representatives 

  7 Burns, Swanger, Pashinski, Watson, Smith, and 

  8 Samuelson.  

  9 Let me just say that I fully support 

 10 the notion that we need a better coordinated 

 11 care and that we need to keep people in the 

 12 communities as long as possible.  You've heard 

 13 me say that over and over.  That's where they 

 14 want to be.  And we need to do the most we can 

 15 to keep them there, not only because it's 

 16 where they want to be, because it's also more 

 17 cost effective.  

 18 But having said that, as you might 

 19 imagine, this initiative has raised a number 

 20 of issues with various stakeholder groups, and 

 21 many of them have submitted questions to our 

 22 committee that they would like to have 

 23 answered.  So you probably have addressed some 

 24 of these issues in your presentation, but I 

 25 think some of the major points need 
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  1 reinforcing and maybe a more in-depth 

  2 explanation.  

  3 First of all, could I just ask, I 

  4 know that you said but I kind of missed how 

  5 many consumers we're talking about.

  6 MR. HALL:  Well, let me talk globally  

  7 and then I'll just quickly segue into what 

  8 we're talking about in the southwestern phase 

  9 of the project.  

 10 Overall, if we look at the number of 

 11 people who are dual eligibles who are already 

 12 enrolled in Medicare Advantage Plans who are 

 13 over the age of sixty, we have roughly fifty 

 14 thousand of those individuals across the 

 15 state.  If you just look at the six-county 

 16 area in the southwest, the number is between 

 17 fourteen and fifteen thousand, so that would 

 18 be the population that we would be working 

 19 with, starting next July.  

 20 CHAIRMAN MUNDY:  And to the extent 

 21 that many of the members on this committee are 

 22 new this session, could you sort of describe a 

 23 typical dual-eligible consumer?  What kind of 

 24 challenges is a typical dual-eligible consumer 

 25 facing?  
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  1 MR. HALL:  Well, an individual who is 

  2 dual eligible is eligible for Medicaid usually 

  3 categorically, which means that they're 

  4 relatively low income.  They have not had a 

  5 strong earnings record over time.  They are 

  6 often eligible for Medicaid as a byproduct of 

  7 being eligible for SSI, for instance, as well.  

  8 They -- 

  9 CHAIRMAN MUNDY:  Which would mean 

 10 that they have a disability of some sort.

 11 MR. HALL:  Well, aged, blind, or 

 12 disabled.  They might have a disability.  They 

 13 might be indigent.  But it's individuals who 

 14 are economically challenged, and as a 

 15 byproduct of that, often have a history of 

 16 problems with obesity, with use of tobacco, 

 17 with other contributing factors that raise 

 18 their risk for chronic disease, including 

 19 diabetes.  It -- they -- it's the 

 20 co-occurrence of their economic status and the 

 21 challenges they have with their health is 

 22 pretty high.  

 23 CHAIRMAN MUNDY:  Okay.  Thank you. 

 24 You talked about the health 

 25 improving, health outcomes for these folks.  
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  1 And one of the issues that we've heard a lot 

  2 about from some of the stakeholder groups, 

  3 especially the Disability Rights Network and 

  4 the disabled, they're concerned about the 

  5 medical versus the nonmedical services.  How 

  6 will people get to doctor's appointments?  How 

  7 will they get to the senior center?  How will 

  8 they get services -- activities of daily 

  9 living-type services?  And they're concerned 

 10 that if an insurance company is managing these 

 11 things, that it will be more of a health model 

 12 than a nonhealth model, social model.  

 13 Could you sort of address -- and 

 14 right along with that, I think, comes in the 

 15 aspect of what will the role of the AAAs be, 

 16 and you touched on that.  But I think we need 

 17 some assurances that these networks that are 

 18 already set up in all the counties will have 

 19 some role in providing these services and not, 

 20 you know, undermining the networks that they 

 21 have established.

 22 MR. HALL:  Let me say, first, that 

 23 one of the ongoing conversations that we've 

 24 had throughout the stakeholder network is what 

 25 population would be included and served by 
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  1 this.  We initially -- we made a decision 

  2 initially that we're still pursuing to focus 

  3 on the over-sixty population.  And that when 

  4 the project begins next year, it will just be 

  5 sixty and over.  

  6 There has been, I will say, interest 

  7 in representatives from the disability 

  8 community in wanting to know when they might 

  9 be eligible for the -- for this project as 

 10 well.  I don't --

 11 CHAIRMAN MUNDY:  Under sixty.

 12 MR. HALL:  Under sixty.  I don't 

 13 think that there's unanimity of opinion.  Some 

 14 people welcome the idea and some other people 

 15 don't want to go in that direction.  

 16 But I think our focus, our view has 

 17 been that the most important population for us 

 18 to focus our attention on right now are folks 

 19 over sixty who are already struggling with 

 20 complications from the chronic diseases that I 

 21 talked about at a very high rate.  

 22 The -- it's important, I think, for 

 23 us to recognize that this is a conscious 

 24 attempt to take a model which is primarily 

 25 acute on the Medicare side and bring the -- 
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  1 the chronic and less medical and less acute 

  2 side into the picture.  

  3 You know, one of the things I think 

  4 for anybody who's worked in healthcare policy 

  5 as long as I have, and I'm sure that Estelle 

  6 shares this view, is that all too often, and 

  7 even today, in the federal healthcare debate 

  8 in Washington, I am troubled by the notion 

  9 that you can do -- that people think you can 

 10 do healthcare reform just by focusing on acute 

 11 care, and with the -- with a lack of 

 12 recognition that chronic care and long-term 

 13 care represents fully half of the spending 

 14 that we do in government.  Even here in the 

 15 Medicaid budget in Pennsylvania, the amount 

 16 that we spend on long-term care is a huge 

 17 proportion of what we spend on Medicaid 

 18 overall, and yet too often the realities of 

 19 long-term care and chronic care aren't part of 

 20 the discussion, missing the point that if you 

 21 are only focusing on acute care intervention 

 22 and hospitals, you're not only condemned to 

 23 see continuing deterioration and continuing 

 24 poor outcomes and continued wasteful spending 

 25 on the chronic care and on the long-term care 
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  1 side.  

  2 So our conscious design here is to 

  3 bring them together, because, I think, first 

  4 of all, that's the only way that you can 

  5 really provide good comprehensive care to 

  6 individuals.  In order to do that, you need to 

  7 have people in the room with the expertise who 

  8 have -- who have a track record and experience 

  9 in helping to coordinate and arrange for that 

 10 kind of care.  I think the Area Agencies on 

 11 Aging fit that description, which is why we 

 12 have made a conscious decision to not only put 

 13 them in a contractual relationship with these 

 14 plans, but to put them right in the center of 

 15 the action in the interdisciplinary teams 

 16 where the conversations about what services 

 17 does this person need are happening in -- in 

 18 Medicare Advantage Plans.  

 19 I also want to point out that the -- 

 20 yesterday we sat down -- Mike Smith and I went 

 21 out to western Pennsylvania and spend the 

 22 better part of the afternoon with the four 

 23 Area Agencies on Aging that encompass the 

 24 southwest area.  And each of them reported 

 25 that they have already been approached and 
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  1 courted by Medicare Advantage Plans about 

  2 working in a contractual way to provide 

  3 services to those plans, and this was 

  4 before -- these meetings have been happening 

  5 over the course of the past weeks and months.  

  6 One of the area agency directors 

  7 reported that they had had a meeting with one 

  8 of the plans that morning.  Another one was 

  9 having another one later in the afternoon.  

 10 This was before we announced that we were 

 11 going to concentrate the project in that 

 12 area.  So I think the plans recognize that 

 13 they have an expertise need from Area Agencies 

 14 on Aging and are reaching out to the AAAs to 

 15 tap into that experience.  

 16 CHAIRMAN MUNDY:  Well --

 17 MS. RICHMAN:  Let me also --

 18 CHAIRMAN MUNDY:  I'm sorry.  Go 

 19 ahead.  

 20 MS. RICHMAN:  Let me also go back and 

 21 answer some of your -- earlier part of the 

 22 question around will people get the community-

 23 based services rather than medical services.  

 24 The main reason states have moved in 

 25 this direction, including Pennsylvania, is 
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  1 that we believe it saves dollars.  You only 

  2 save dollars if you don't go to the high-cost 

  3 places, which are emergency rooms, in-patient 

  4 units, and nursing homes.  You do save dollars 

  5 if you get people to the senior center, if you 

  6 get people to the day program, if you have 

  7 activities that people want to do and you're 

  8 able to, hopefully, keep someone in their own 

  9 home with the right amount of home- and 

 10 community-based services.  

 11 So if you don't do that, these are 

 12 folks over sixty that are going to end up in 

 13 your most expensive programs.  The experience 

 14 of states that have managed this and have been 

 15 able to integrate this care is it decreases 

 16 the emergency room usage.  It uses 

 17 prescription and medications more 

 18 effectively.  It cuts down on the number of 

 19 acute care visits, and it cuts -- and it 

 20 increases the amount of time people can live 

 21 in their own home.  

 22 You can't do that if you aren't using 

 23 the community.  If you're only using a medical 

 24 model, you will not achieve the goal.  The 

 25 goal can only be achieved if people are going 
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  1 to be in day senior centers, day programs, if 

  2 they're going to be traveling about the 

  3 community, and if they're going to be in their 

  4 own home.  It's the only way to achieve the 

  5 goals of the program.  And all the states that 

  6 have used this model have seen those 

  7 outcomes.  

  8 CHAIRMAN MUNDY:  So by giving a 

  9 capitated rate to the care manager team, their 

 10 incentive is to keep people healthy and away 

 11 from these high expense and acute care 

 12 requirements.  

 13 MS. RICHMAN:  And I would tell you 

 14 that our physical care managed care programs 

 15 do that well.  And they -- the questions were 

 16 the same twelve years ago when they first 

 17 started, would they be able to do that?  And 

 18 they have done that.  And they've done a good 

 19 job of that.  

 20 And this is a comparable program 

 21 specified for people who are dual eligibles 

 22 over sixty, and again, in a capitated program, 

 23 you save dollars but only if you can find good 

 24 alternatives to in-patient, emergency rooms, 

 25 and other restrictive settings.
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  1 MR. HALL:  I mean, we consciously 

  2 have in mind designing the system, but also 

  3 designing the reimbursement, so it creates a 

  4 powerful incentive for folks to avoid nursing 

  5 home utilization unless it's necessary, to use 

  6 nonclinical, nonmedical community-based 

  7 services to the maximum extent possible.  

  8 The plan that makes the mistake of 

  9 neglecting that, a plan that is too medical, 

 10 too clinical, will rapidly find out that 

 11 they're losing money on the capitation. 

 12 CHAIRMAN MUNDY:  Okay.  I have lots 

 13 more questions, but I will open it up to the 

 14 other members at this point.  

 15 Representative Hennessey, do you have 

 16 any questions?

 17 REPRESENTATIVE HENNESSEY:  Thank you, 

 18 Madam Chairman.  

 19 I guess this would probably be 

 20 directed best to Mike.  I appreciate the fact 

 21 that we intend to integrate the AAAs into the 

 22 interdisciplinary team.  But it seems to me 

 23 that the managed care organizations are going 

 24 to have -- one of the -- it's inherent in the 

 25 managed care side to try to save money, and 
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  1 the AAAs don't have that incentive, so 

  2 inevitably we're going to have a situation 

  3 where the AAAs want to provide some service to 

  4 somebody and a person on the managed care side 

  5 is going to say, no, they don't need it.  How 

  6 is that -- in the states who have done it, in 

  7 your experience, how does that ever get 

  8 resolved?  If somebody says, yes, they do, and 

  9 the other side says, no, they don't, it saves 

 10 us money, who holds the trump card in the plan 

 11 that you're envisioning here?  

 12 MR. HALL:  I don't think that kind of 

 13 conflict arises as often as you might imagine, 

 14 but we do anticipate that there will be 

 15 situations where there might be disagreements 

 16 in the interdisciplinary team about what 

 17 should be in the service package, what should 

 18 be in the care plan.  

 19 One of the conversations that we've 

 20 had with Area Agencies on Aging is something 

 21 that we -- we intend to put a couple of 

 22 different things in place to act as checks on 

 23 those potential situations.  The first thing 

 24 that we are proposing to do, and I think that 

 25 this may be unique for integrated care, is 
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  1 we're proposing to set up an Office of 

  2 Consumer Advocate where there would be an 

  3 independent advocate whose job it was to work 

  4 with consumers who felt as though they were -- 

  5 they had a grievance or they were having a 

  6 problem with a plan, either getting a 

  7 particular condition treated, getting access 

  8 to the right provider.  

  9 I think it's important to empower 

 10 consumers with the ability to have their -- 

 11 have their grievances investigated and 

 12 pursued, and we think -- I worked in a program 

 13 many years ago where we were doing one of the 

 14 early managed care programs for a -- for a 

 15 standard Medicaid program, and one of the 

 16 things that was implemented in there was 

 17 consumer ombudsman or consumer advocate, and 

 18 we're borrowing that idea for integrated 

 19 care.  

 20 Additionally, one of the things that 

 21 we intend to put in place is an avenue for 

 22 appeal or grievance to the state if an area 

 23 agency feels like they've been inappropriately 

 24 trumped or overruled in their care plan 

 25 process.  
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  1 REPRESENTATIVE HENNESSEY:  So the 

  2 appellate level would be the department?  

  3 MR. HALL:  Yes.

  4 REPRESENTATIVE HENNESSEY:  I gather 

  5 you've moved ahead on this to some extent, and 

  6 you've given us a timetable in terms of 

  7 seeking a CMS waiver.  Is this something that 

  8 is authorized by statute now?  This is 

  9 something that the department feels you don't 

 10 need any statutory authorization?  You're just 

 11 going to move ahead by regulation, or how?  

 12 MR. HALL:  I think under the terms of 

 13 the existing rules and authority that the 

 14 commonwealth has for administration of the 

 15 state Medicaid program, we have the -- we have 

 16 the ability to move ahead with this and set up 

 17 contractual relationships with Medicare 

 18 Advantage Plans without soliciting 

 19 congressional -- legislative authority.  

 20 I think we have -- we contract on a 

 21 regular basis with a whole array of providers 

 22 who deliver services today.  Our life programs 

 23 that we have around the state are within the 

 24 scope of the administrative authority that we 

 25 have for Medicaid and we're borrowing that 
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  1 idea.  

  2 REPRESENTATIVE HENNESSEY:  One final 

  3 question.  The contracts that you intend to 

  4 set up, will they -- they're certainly going 

  5 to outlive this administration because we're 

  6 not even talking about getting this started 

  7 until July of next year.  Will they be 

  8 conditioned upon the next -- you know, the 

  9 next administration's decision?  Republican or 

 10 Democrat, they may decide -- you know, they 

 11 may decide to move in a slightly different 

 12 direction.  Will that administration be able 

 13 to get out of this?  Or is this something 

 14 that's going to be locked in for a period of 

 15 time?  

 16 MR. HALL:  No.  Let me say this:  

 17 I -- first of all, I think that the -- whoever 

 18 the next governor is, the challenges of 

 19 working with a dual-eligible population, it is 

 20 very expensive and getting poor outcomes is 

 21 going to face whoever the next governor is.  

 22 Additionally, we believe that this is 

 23 going to save the Commonwealth, particularly 

 24 in the out years, very, very significant 

 25 amounts of money.  And if our current economic 
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  1 predicament is any indication, the next 

  2 governor is going to face the pressures at 

  3 least as bad as the ones we have today, and 

  4 that's going to be a consideration.  

  5 My understanding is that virtually 

  6 every contract that the state has with -- with 

  7 providers or with vendors provides an 

  8 opportunity for the state to terminate those 

  9 contracts on thirty-days' notice, on a fairly 

 10 short period of time.  They're -- anybody who 

 11 contacts with the state is aware that the -- 

 12 that the state has limited ability to bind for 

 13 an extended period of time.

 14 REPRESENTATIVE HENNESSEY:  Thank 

 15 you.  

 16 Thank you, Madam Chairman.  

 17 CHAIRMAN MUNDY:  Representative 

 18 Kortz.

 19 REPRESENTATIVE KORTZ:  Thank you, 

 20 Madam Chair.  

 21 Thank you, Secretary Hall and 

 22 Secretary Richman, for the information on 

 23 this.  

 24 Couple comments.  I am from the 

 25 southwest.  And this is going to definitely 
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  1 impact where I'm at.  

  2 Secretary Richman, you mentioned that 

  3 some of these folks will actually be seen at 

  4 senior centers and they'll play an integral 

  5 role?  

  6 MS. RICHMAN:  Yes, that is true.

  7 REPRESENTATIVE KORTZ:  Here's my 

  8 problem:  We shut down one of the senior 

  9 centers last summer, and we are going to shut 

 10 down another one.  We're in the process of 

 11 doing that.  Life Span's walking away.  

 12 What are we going to do when they're 

 13 starting to shut down the senior centers?  

 14 We're going to have an issue with that.

 15 And Secretary Hall and I talked about 

 16 this one last summer, but Life Span's walking 

 17 away from another one as we speak.  That's 

 18 part of Bethel's Church in Munhall.  So I'm in 

 19 the same boat again as I was last summer.  So 

 20 that's going to be an issue.  If Life Span's 

 21 walking away, how will we take care of this? 

 22 MR. HALL:  Let me respond, 

 23 Representative Kortz.  

 24 First off, strengthening -- aside 

 25 from the conversations you and I have had 
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  1 about senior centers in your area that have 

  2 been in decline for a number of years, we've 

  3 been seeing senior centers around the entire 

  4 state struggle.  And they struggle for a lot 

  5 of reasons.  They struggle for reasons of 

  6 reimbursement.  They struggle because many of 

  7 them have not been refurbished or remodeled 

  8 for two or three decades.  They struggle with 

  9 the fact that most senior centers, their daily 

 10 census has been in steady decline for years.  

 11 And we have focused a lot of attention on that 

 12 issue in this administration in the last 

 13 couple of years.  

 14 We held a state-wide summit with all 

 15 the senior centers, the area agencies, to talk 

 16 about how we reverse that trend, how do we 

 17 reinvent senior centers, how do we make them 

 18 strong, how do we help them to reemerge as 

 19 vital parts of a long-term living system, and, 

 20 in fact, we are hoping to be able to make 

 21 investments that will help them reverse some 

 22 of those trends in the coming years.  

 23 The -- I think the additional thing 

 24 that I would say to you is that one of the 

 25 things that you see in states that have done 
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  1 this work is that the investment in 

  2 infrastructure for community-based services 

  3 dramatically increases as a result of this, 

  4 because you now have, in the integrated care 

  5 program, not just the state making 

  6 appropriations to support programs like adult 

  7 day services or home care or nutrition or 

  8 senior centers, but now you have Medicare 

  9 Advantage Plans who have an incentive to make 

 10 sure that there is a strong adult day program, 

 11 that there's a strong senior center, that you 

 12 have enough nutrition providers in an area.  

 13 Because what they don't want to have 

 14 is a situation where the care plan says, this 

 15 person would benefit from staying at home and 

 16 getting these services and then finding out, 

 17 whoops, the nearest one is too far away or one 

 18 just closed or we can't get a vendor to go to 

 19 that area.  So investments in those services 

 20 actually increase.  

 21 And that's another reason why we 

 22 think this is a good thing for the 

 23 commonwealth, because it brings Medicare 

 24 Advantage Plans, instead of standing on the 

 25 outside and watching us struggle with the 
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  1 thoughts of long-term care, now it puts them 

  2 at the table and makes them an ally in our 

  3 efforts to strengthen community-based 

  4 infrastructure.

  5 MS. RICHMAN:  Again, I think that you 

  6 will see that when people have choices to 

  7 make, the wisest choice is going to be to 

  8 invest in the community and to find ways to 

  9 bring those centers back than to have people 

 10 go into hospitals. 

 11 If you look back on our history and 

 12 health choices, you will find that all of our 

 13 plans invest highly in the community because 

 14 they have found by investing in the community, 

 15 it does a good job of keeping their other 

 16 costs down.  

 17 REPRESENTATIVE KORTZ:  Sure.  And I 

 18 agree, and I don't want to bog the meeting 

 19 down with a question, but the senior centers 

 20 are the issue.  If we have to take another 

 21 day, we really have to talk about that because 

 22 they're playing an integral role as we go down 

 23 this path.  

 24 I do have one last question.  I agree 

 25 a hundred percent with your phase-in approach.  

56



  1 I think it's an excellent strategy.  My 

  2 question is, what are you looking at for a 

  3 total time frame to do this across the state?  

  4 Are you looking at six counties at time over a 

  5 couple years?

  6 MR. HALL:  Well, it's -- one thing to 

  7 take into account is that the Medicare 

  8 Advantage Plans don't have an equal presence 

  9 in every county in the state.  They tend to be 

 10 concentrated in the more urban and suburban 

 11 areas, heavier populations, heavier population 

 12 centers, so a huge proportion of the 

 13 members -- of Medicare Advantage members we 

 14 have in the state are in the -- are from 

 15 Washington County to Erie and from, you know, 

 16 maybe Northumberland County down to -- 

 17 Northampton County down to Delaware County.  

 18 That's where the vast majority of the folks 

 19 reside.  

 20 There are some Medicare Advantage 

 21 members sprinkled in some other parts of the 

 22 state as well, but I think with that in mind, 

 23 one of the things we're working on right now 

 24 is what the out year phases would look like 

 25 and what the timetable would look like.  
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  1 But one of the things that I've said 

  2 to our staff and in conversation we had with 

  3 my colleagues at the Area Agencies on Aging 

  4 yesterday is that I don't believe in setting 

  5 up time tables that create artificial pressure 

  6 to have something happen.  I think if we are 

  7 able to -- if we bring phase one up and it's 

  8 proceeding well, and we're ready to move into 

  9 phase two and expand into the next areas of 

 10 counties, we'll do that.  If we still have 

 11 things we need to work out in phase one, well  

 12 slow down the progression until we get it 

 13 right.  

 14 MS. RICHMAN:  You would also 

 15 remember, when this administration came in, 

 16 there was a plan to expand health choices 

 17 state wide.  For a variety of fiscal and 

 18 practical reasons, we weren't able to do 

 19 that.  So -- and, again, and as states cross 

 20 administration, I think that it would be 

 21 prudent of us to maybe have some ideas, but 

 22 clearly the next administration is going to be 

 23 the one that makes the decision of whether 

 24 there is the funding, whether there's the 

 25 interest, and where there's the success rate, 
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  1 which I would subsume there would be to expand 

  2 the state -- to figure out how to expand and 

  3 where to expand this.  

  4 REPRESENTATIVE KORTZ:  Thank you.

  5 CHAIRMAN MUNDY:  Representative 

  6 Swanger.

  7 REPRESENTATIVE SWANGER:  Thank you, 

  8 Madam Chairman.  

  9 I guess this would be for Secretary 

 10 Hall.  Given the Obama administration's recent 

 11 statement that it intends to cut 

 12 administrative costs to Medicare MCOs by 16 

 13 percent and the announcement by IBC that it 

 14 will shut down its Pennsylvania Medicare MCO 

 15 by January 1, what protections will there be 

 16 to assure continuity of care and/or 

 17 providers?  And if the federal government does 

 18 go forward with these proposed cuts to 

 19 Medicare, will the state pick up those 

 20 additional costs?

 21 MR. HALL:  Well, let me say this:  I 

 22 think that the -- it remains to be seen 

 23 exactly what the federal government will do 

 24 with respect to reimbursement for these 

 25 plans.  I think that -- I think that there is 
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  1 a gap between rhetoric and reality in this 

  2 area.  And the signals that are coming from 

  3 Baltimore and Washington are contradictory 

  4 with respect to where the federal government 

  5 is actually going in this area.  

  6 The -- the federal government also 

  7 already has experience that I don't think they 

  8 want to relive of having pulled the rug out 

  9 from under a model of care and then having 

 10 the -- having plans leave the -- leave in 

 11 droves and having those costs come back onto 

 12 the states.  And I'm not -- I don't think that 

 13 there are very many people involved in 

 14 Baltimore or Washington that have forgotten 

 15 that debacle from about fifteen years ago.  

 16 So the -- I'm -- I'm less pessimistic 

 17 about this than -- than some people are.  I 

 18 think that Medicare Advantage is here to stay, 

 19 and I think that the federal government is 

 20 signaling very strongly that -- not only with 

 21 the passage of NIPA that they are committed to 

 22 reforms in that area, but that they want the 

 23 states to be engaged and involved in working 

 24 with those plans.  

 25 But one of the things that we've also 
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  1 been thinking about -- and this was part of 

  2 the conversation that we had with the 

  3 directors of the Area Agencies on Aging 

  4 yesterday -- is if a plan were to leave, we 

  5 would need to have in place a good transition 

  6 plan for assuring, for instance, that the 

  7 individuals who were Medicaid -- who were 

  8 nursing facilities, who were Medicaid eligible 

  9 for long-term care services could get services 

 10 through our waiver program or through other 

 11 programs that we offer, if that were to 

 12 occur.  

 13 We haven't worked out exactly what 

 14 that would look like yet.  I think that's part 

 15 of the discussion that we need to have with 

 16 our staff and with the plans and with the AAAs 

 17 as we develop this through the winter. 

 18 CHAIRMAN MUNDY:  Are you finished, 

 19 Representative Swanger?

 20 REPRESENTATIVE SWANGER:  Yes, Madam 

 21 Chairman.  Thank you.  

 22 CHAIRMAN MUNDY:  Representative 

 23 Drucker.

 24 REPRESENTATIVE DRUCKER:  My questions 

 25 have been answered.  
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  1 CHAIRMAN MUNDY:  Representative 

  2 Gingrich.

  3 REPRESENTATIVE GINGRICH:  Thank you, 

  4 Madam Chairman.

  5 And thanks to both secretaries for 

  6 the comprehensive overview here this morning.  

  7 I represent Lebanon County, which has 

  8 the distinguished honor of probably ranking 

  9 number one in the aging population.  So by 

 10 virtue of my background, the people I 

 11 represent now, I have a real vested interested 

 12 in what we're doing here.  Efficiency being 

 13 critical, and that seems to be part of the 

 14 direction we're going here, and I fully -- 

 15 fully support that.  

 16 I'm having flashbacks, unfortunately, 

 17 of Medicare D right now, with the transition 

 18 and the implementation, so, of course, that's 

 19 going to be one of the very important 

 20 dynamics, I would think, but certainly ranking 

 21 high are things like choice.  Pennsylvania's 

 22 always been committed and really has been on 

 23 the leading edge with consumer choice, 

 24 particularly for our seniors, and I treasure 

 25 that.  But you can't lose quality.  We can't 
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  1 lose the protection to those people, the 

  2 protection of their life and the access to the 

  3 services they want, and then we get to the 

  4 cost thing.  

  5 So I appreciate the dialog that we've 

  6 had so far.  I think we clearly recognize -- 

  7 and I'm happy it's a pilot program, because 

  8 it's a great idea, great approach.  And I 

  9 think the selected area that's going to tell 

 10 us most about it, but it's going to take 

 11 awhile.  So I guess there's no question at all 

 12 that this will carry over, then, into the next 

 13 administration and, hopefully, have some good, 

 14 hard data and outcome to work on. 

 15 So let me ask one cost-related 

 16 question.  In this relationship with the AAAs, 

 17 which is a good one, your direction I think is 

 18 good.  They've got a network.  They've got 

 19 experience, and they have a philosophy.  

 20 Probably going to run into some philosophical 

 21 head butting, that was mentioned here earlier, 

 22 how do we save money and still serve 

 23 completely.  

 24 But how do your contracts then get 

 25 paid for?  How does this factor into the whole 
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  1 cost thing?  Is it coming out of the capitated 

  2 rate for the MCOs, so they're going to be 

  3 dealing with paying for the contracts with 

  4 AAA?  

  5 MR. HALL:  That's correct.  So we 

  6 would pay a capitated rate or a series of 

  7 rates.  There would be rates cells, depending 

  8 upon who they're serving.  Within the scope of 

  9 their overall capitation, they will not only 

 10 need to make sure that they have a -- they 

 11 have contractual relationships and a strong 

 12 network of providers, but they will need to 

 13 have a contractual relationship with an Area 

 14 Agency on Aging to help them in both the 

 15 assessment and care planning and care 

 16 coordination process and accessing people. 

 17 MS. RICHMAN:  Typically, when we go 

 18 into any level of managed care, there's a 

 19 readiness review that we do to make sure that 

 20 those contracts and providers are in place, 

 21 that people just aren't talking about it, that 

 22 they have -- they have contracts to show us, 

 23 they have operations, rules, policies, 

 24 procedures to show us, so that we can feel 

 25 confident that they have the system to be able 
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  1 to implement.  

  2 REPRESENTATIVE GINGRICH:  Will -- 

  3 will it vary, then, across the commonwealth 

  4 with what's available in the area?  Will they 

  5 be negotiating the payment plan?  How will 

  6 that work?  

  7 MR. HALL:  I think what will happen 

  8 is, we're going to -- the -- the contract that 

  9 we're -- the contract language that we're 

 10 working on will represent the baseline 

 11 requirement that plans will -- relationship 

 12 will have to have with Area Agencies on 

 13 Aging.  

 14 In -- we're going to encourage and 

 15 allow plans to purchase other services above 

 16 and beyond what that baseline is, and we 

 17 believe that they will.  And it will vary 

 18 depending upon what the plans -- what the 

 19 plans want to buy.  It may vary in terms of 

 20 the capabilities and the expertise and array 

 21 of services that an area agency has to offer.  

 22 I think it's interesting and 

 23 encouraging that for many months now, the 

 24 plans have already been reaching out to Area 

 25 Agencies on Aging to talk about a contractual 

65



  1 relationship, and I think that that not only 

  2 signals, as I said before, recognition of what 

  3 the area agencies have to offer, but it also 

  4 signals that this is a potentially important 

  5 business opportunity for Area Agencies on 

  6 Aging. 

  7 REPRESENTATIVE GINGRICH:  Well, it's 

  8 a true business model and that raises some 

  9 concerns for me too as well, some 

 10 opportunities with regard to saving money 

 11 without slashing critical services, and again 

 12 we have a long way to go with this.  We don't 

 13 want to take forever today.  

 14 But tell me quickly, and I'll finish 

 15 up, your consumer advocate that you mentioned, 

 16 how's that going to differ from the ombudsman 

 17 that we already have in place, you know, for 

 18 the assessment process and the follow-up care 

 19 plan in some of the AAAs?  

 20 MR. HALL:  You mean the long-term 

 21 care ombudsman?  

 22 REPRESENTATIVE GINGRICH:  I'm sorry?

 23 MR. HALL:  You mean the long-term 

 24 care ombudsman?

 25 REPRESENTATIVE GINGRICH:  Yes, yes, 
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  1 um-hum.  How will that differ?  

  2 MR. HALL:  Well, the long-term care 

  3 ombudsman is set up in federal law, the Older 

  4 Americans Act, is typically an on-site 

  5 ombudsman working in institutional settings, 

  6 concentrated in nursing homes, also in 

  7 personal care homes, investigating complaints 

  8 or grievances that residents of those 

  9 facilities have, and then working with the 

 10 facilities, and when necessary, with the state 

 11 to try and resolve those grievances and get 

 12 things addressed.  

 13 We're borrowing some ideas from that, 

 14 but we're also trying to do two things.  First 

 15 of all, it's not bounded by the laws of 

 16 institutions.  This is -- these are folks who 

 17 would advocate for beneficiaries of this -- of 

 18 integrated care, most of whom will be living 

 19 in the community.  And we also want to make 

 20 sure that -- I mean, sometimes the term 

 21 "ombudsman" connotes a responsibility to act 

 22 as an arbitrator, as a negotiator.  We want to 

 23 be clear in this case that we're setting up 

 24 somebody whose role is to be an advocate for 

 25 consumers.  
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  1 REPRESENTATIVE GINGRICH:  And you 

  2 don't see them conflicting in many cases?  

  3 MR. HALL:  I don't think so.  I think 

  4 the whole idea is to put somebody in the 

  5 beneficiary's corner.  

  6 REPRESENTATIVE GINGRICH:  Thank you 

  7 very much.

  8 Thank you, Madam Chairman.

  9 CHAIRMAN MUNDY:  I need to follow up 

 10 on the issue of who physically is going to pay 

 11 the providers for home- and community-based 

 12 services.  Is it going to be the AAAs who pay 

 13 them, or is it going to be the MCO?

 14 MR. HALL:  I think we envision that 

 15 the -- the MCO would be paying them.  But one 

 16 of the conversations we had yesterday with the 

 17 AAAs is whether the money will flow directly 

 18 from the MCO or flow through the AAAs.  We 

 19 still have to work that out.  

 20 CHAIRMAN MUNDY:  Okay.  

 21 Representative Pashinski.  

 22 REPRESENTATIVE PASHINSKI:  Thank you, 

 23 Madam Chair.  

 24 Thank you for your testimony.  

 25 Is it possible for you to give us a 
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  1 typical example of the dual-eligible 

  2 individual working under the -- working under 

  3 the present system as opposed to working under 

  4 the new ICI program?  Because you're 

  5 developing your capitation based upon, I 

  6 assume, some kind of formula or figures.  I'm 

  7 trying to figure out how you're developing the 

  8 capitation costs, and if you could give us an 

  9 example of, like I said, the -- a typical dual 

 10 enrollee and how they're processed now as 

 11 opposed to how they would be processed under 

 12 the new ICI program, and what maybe that cost 

 13 difference would be.

 14 MR. HALL:  Well, Representative 

 15 Pashinski, I don't know if I can give you a 

 16 precise number.  Let me say a couple --

 17 REPRESENTATIVE PASHINSKI:  About.  

 18 MR. HALL:  I don't know if I can give 

 19 you about.  

 20 What we are -- we have engaged one of 

 21 the leading actuarial firms in the country, 

 22 Mercer, to develop both the actuarial tables 

 23 that the rates would be based on and to 

 24 develop the rate cells for us.  

 25 It's based -- the work that they're 
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  1 doing in developing that it's based upon 

  2 detailed analysis of the current Medicaid and 

  3 Medicare claims experience for this 

  4 population, based upon claims history that we 

  5 already have, and comparing that to claims 

  6 history experienced in the managed care 

  7 product that Secretary Richman already runs, 

  8 as well as the integrated care programs in 

  9 other states, so that we can look at sort of 

 10 before and after claims history experience.  

 11 What kind of money are you spending?  What 

 12 changes after you integrate the care?  What 

 13 goes -- how much do you save on the hospital 

 14 side?  How much will you save on the nursing 

 15 home side?  How much more do you spend on 

 16 adult day or on home care services?  All of 

 17 that's factoring in to building the rates.  

 18 REPRESENTATIVE PASHINSKI:  I'd be 

 19 interested in seeing some of the statistics, 

 20 that formula, if it's possible. 

 21 MS. RICHMAN:  Let me give you a 

 22 little bit of an example of the difference in 

 23 the kind of people we're looking at.  We have 

 24 someone who's had a fairly disabling stroke.  

 25 Let's say they've had it at age fifty-nine.  
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  1 They've been in and out of hospitals because 

  2 every time there becomes a health 

  3 complication, the easiest thing to do is to 

  4 put them in the hospital.  They hate going to 

  5 hospitals because they feel that one of these 

  6 times someone is going to put them in a 

  7 nursing home, and a nursing home, because 

  8 of -- it's not always related to stroke but 

  9 particular doctors tend to be pretty 

 10 conservative and they fear.  

 11 They hear it, and every time they go 

 12 into an emergency room or every time they go 

 13 into a hospital, they are costing the system 

 14 system dollars.  And their biggest fear is 

 15 going into a nursing home or some kind of 

 16 long-term care facility.  

 17 They hear about this option and they 

 18 want to go into it.  So the next time they 

 19 have a medical -- first, the integrate care, 

 20 they can put monitors in their home so that 

 21 they can tell -- monitors in the home, so they 

 22 can read all of those signs and signals before 

 23 something happens.  

 24 The second thing is they may have a 

 25 home care nurse go out, maybe once a day, 
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  1 maybe a couple times a week, to check on them, 

  2 so they catch whatever problem may occur 

  3 before it occurs.  If something does happen, 

  4 they're more than likely to bring the team to 

  5 the person as opposed to putting the person in 

  6 the hospital.  And that's what an integrated 

  7 care system is all about.  How to get that 

  8 community team to come in, how to get them 

  9 socialized, how to keep them as part of their 

 10 community rather than the easy route, which 

 11 would be to put them -- take them to a 

 12 hospital, put them in a nursing home or a 

 13 nursing facility and let them stay there, or 

 14 stay there for a longer period of time.  

 15 So the switch is, the kind of work 

 16 that's done in telemedicine up front, all the 

 17 way through, bringing the community contacts, 

 18 the home healthcare nurses, the visiting 

 19 nurse, all to the patient rather than waiting 

 20 for the prices, which is the typical mode 

 21 which we have been doing.  

 22 REPRESENTATIVE PASHINSKI:  And I 

 23 really appreciate that.  But that example that 

 24 you gave, if you were now to develop a costing 

 25 out of that, would be a very vivid example to 
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  1 everyone as to the kinds of cost savings that 

  2 would be involved and still applying a good 

  3 treatment for that particular patient.

  4 MS. RICHMAN:  And that's what our 

  5 actuaries have done, and we will try to get 

  6 that.

  7 MR. HALL:  I think -- 

  8 REPRESENTATIVE PASHINSKI:  When you 

  9 say 46 percent, it goes beyond anyone until 

 10 you actually get the number.  I'm saying, it 

 11 has to be simplified to make people totally 

 12 understand the impact of this particular 

 13 program.

 14 MR. HALL:  I think, Representative 

 15 Pashinski, we can -- talking to our actuaries 

 16 and staff, we can probably develop some case 

 17 examples to share with you that would give you 

 18 an idea. 

 19 REPRESENTATIVE PASHINSKI:  Thank 

 20 you.  Thank you very much.  

 21 CHAIRMAN MUNDY:  Representative 

 22 Brooks.  

 23 And before you -- not -- I don't want 

 24 to -- mean to cut you off in any way, but, 

 25 there is another meeting here at 11:30, and 
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  1 I'm told that they need to set the room up 

  2 differently, so I think we can only go for 

  3 another ten, fifteen minutes tops.   

  4 REPRESENTATIVE BROOKS:  I'll only ask 

  5 five of my questions instead.  

  6 If I heard you right, you had said 

  7 there had been approximately seven meetings 

  8 held, and if I understood you, five of those 

  9 seven meetings were held in the southeast and 

 10 the southwest.  How have you talked with the 

 11 northeast and the northwest and met with 

 12 them?  

 13 MR. HALL:  What I -- what I should 

 14 have made clear, if I missed this point, is 

 15 that we held a series of state-wide 800 

 16 conference calls where we invited people to 

 17 participate.  We have held an ongoing series 

 18 of stakeholder meeting where people around the 

 19 state have been coming into Harrisburg, and 

 20 we've had representatives from all the regions 

 21 in those meetings.  

 22 We also held the town hall meetings 

 23 in the areas where Medicare Advantage is 

 24 concentrated, but let me see if I have staff 

 25 here who can tell me what other -- all the 
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  1 sites that we had them at.  Is that all right?

  2 Steve, can you rattle those off?  

  3 MR. HORNER:  Sure.  We're in 

  4 Lancaster -- 

  5 CHAIRMAN MUNDY:  Can you stand up, 

  6 please, and speak louder?  

  7 REPRESENTATIVE BROOKS:  I understand 

  8 it would be southwest, southeast, central.  

  9 If you can just let me know where you 

 10 held them in the northeast and the northwest.

 11 MR. HORNER:  Okay.  We had -- well, 

 12 the reason why we had telephone conference 

 13 calls with the northeast was because the dual-

 14 eligible population was not there in that area 

 15 so we didn't want to have listening sessions 

 16 where people weren't eligible or would be able 

 17 to participate in that program.  But for the 

 18 few that were there, a letter went to them 

 19 stating that there would be a call and then 

 20 they could call in and get that information.

 21 MR. HALL:  I also did -- I did one in 

 22 Bethlehem, I believe.  

 23 REPRESENTATIVE BROOKS:  Okay.  Well 

 24 that's down but -- I wanted to ask that the 

 25 northeast and the northwest not be forgotten.  
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  1 They're the furthest away, and you did travel 

  2 to the southwest and the southeast, but there 

  3 are people that will be involved in the 

  4 northeast and the northwest.  And I think that 

  5 that population is just as valuable and just 

  6 as critical that you make the effort to 

  7 personally go out and discuss this with them 

  8 as well, so I would just ask that you could do 

  9 that.  

 10 But following on, it's my 

 11 understanding that the dual-eligible 

 12 individuals will automatically be enrolled 

 13 into this system.  What happens if the 

 14 consumer just wants to stay with the AAA, they 

 15 don't want to be enrolled into that other 

 16 program?  

 17 MR. HALL:  Well, first off, a very 

 18 large proportion of the folks we're talking 

 19 about don't have current relationships with 

 20 the Area Agencies on Aging.  They don't have a 

 21 relationship with much of anybody.  But if a 

 22 person decided that they didn't want to be in 

 23 integrated care, they -- what we are designing 

 24 is what -- what we're trying to design is 

 25 the -- what would be sort of disenrollment 
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  1 overkill, providing them every opportunity to 

  2 say, I don't want to be part of this, or I 

  3 want to change my mind, or I want to get out 

  4 of that.  We don't want anybody to be in the 

  5 project over time who feels like it's not the 

  6 right place for them.  

  7 REPRESENTATIVE BROOKS:  So they would 

  8 have the option, then, to stay with the AAA?  

  9 MR. HALL:  Absolutely.

 10 REPRESENTATIVE BROOKS:  Okay.  

 11 Also just very quickly, a couple 

 12 other things.  I was looking through your 

 13 sheets, and on fourteen and fifteen there are 

 14 some interesting statistics.  Arizona and 

 15 Wisconsin actually have some very good 

 16 statistics that back up what you're saying.  

 17 Can you let me know, what was the time table 

 18 in their planning and their implementation?  

 19 How long did it take them to achieve these 

 20 statistics?  Because they're good statistics.  

 21 And then the other question I have 

 22 is, the MCOs will be able to make a profit.  

 23 And I do have a concern that, you know, the 

 24 AAAs are actually on the ground, in the 

 25 trenches, and they're there for the seniors.  
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  1 And I do have a concern that there is going to 

  2 be a bureaucracy or a conglomerate that isn't 

  3 quite as personal, and they're there for the 

  4 profit and not the consumer, that they're 

  5 going to be driven by statistics and things 

  6 like that.  So if you could address that as 

  7 well, if you're going to cap their profits 

  8 or -- and so those two questions.  

  9 MR. HALL:  Well, let me say -- let me 

 10 say, first, that the -- the amount of time 

 11 that these plans have been on the ground 

 12 varies from states.  In some cases, they've 

 13 been in existence for five years.  I think in 

 14 Texas, it's been on the ground for ten years.  

 15 I think we expect to be able to see 

 16 measurable outcomes when you start to get to 

 17 about two or three years out.  

 18 And then in each of the states that 

 19 are digesting materials that you have, 

 20 Representative Brooks, they've been out there 

 21 for five-plus years, and they're seeing pretty 

 22 strong, uncontrovertible evidence that is 

 23 changing things.  

 24 In terms of the -- you know, biases 

 25 and the motivation that the managed care plans 
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  1 have, one of the things that we are 

  2 consciously trying to do here, and this is -- 

  3 this borrows from the approach that some, but 

  4 not all, states have taken -- is to bring area 

  5 agencies to the table partly to ensure that 

  6 they -- that we change some of that 

  7 inclination and bias.  

  8 Not every state that has done 

  9 integrated care has done that, has had area 

 10 agencies involved.  We think it's a good 

 11 thing.  We think it humanizes the model and it 

 12 puts people right in the center of the 

 13 discussion about how you do this in a less 

 14 medical, nonclinical way.  

 15 REPRESENTATIVE BROOKS:  Thank you 

 16 very much.  

 17 I do want to thank you for including 

 18 the Area Agencies on Aging.  I think they're a 

 19 very important part of our community, and I 

 20 think they do need to be included in this 

 21 process.  They do bring a human element into 

 22 this process of taking care of our seniors.  

 23 And I want to thank you for being 

 24 here today to answer our questions.  Thank you 

 25 very much.  
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  1 MR. HALL:  Thank you. 

  2 CHAIRMAN MUNDY:  Representative 

  3 Mirabito.

  4 REPRESENTATIVE MIRABITO:  Secretary 

  5 Richman, I think you know that the -- this 

  6 only applies to physical healthcare, not 

  7 behavioral healthcare.

  8 MS. RICHMAN:  That is correct.  

  9 REPRESENTATIVE MIRABITO:  Is there an 

 10 incidence of dual enrollment who also have 

 11 behavioral problems?  And if so, are they 

 12 treated completely separated, or are they 

 13 not -- how do you deal with that?  

 14 MS. RICHMAN:  Well, yes.  There's a 

 15 sizeable population of dual eligibles within 

 16 the behavioral population.  If you remember, 

 17 we capitate differently for the behavioral 

 18 health choices, so these go directly to the 

 19 counties.  So, in part, before we totally 

 20 change that model, because it would have 

 21 changed that model some, we wanted to give 

 22 this a chance to get up and running.  We 

 23 wanted to see how it works before the -- 

 24 again, this would be very clearly in the next 

 25 administration, would make the decision around 
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  1 whether behavioral healthcare should be in or 

  2 out.  

  3 At this point in time, I think I 

  4 thought the best decision was to carve them 

  5 out because this would make the model so much 

  6 more complicated and so much more difficult to 

  7 judge, on the basis of the model, how 

  8 effective it was for Pennsylvania.  The 

  9 interrelationships of -- between the 

 10 behavioral managed care company, the county 

 11 who holds the contract, and the Medicare 

 12 Advantage Plan is still one that needs to be 

 13 explored, however.  The lack of continuity 

 14 between those are still a challenge for most 

 15 counties, and the counties tend to hold those 

 16 relationships and are working with their AAAs 

 17 to figure that out.

 18 MR. HALL:  I think the only thing I'd 

 19 add to that, Representative Mirabito, is that 

 20 there's widespread recognition and that's -- 

 21 this isn't a criticism of our existing 

 22 behavioral health managed care plan, but I 

 23 think there's widespread recognition that as a 

 24 society, we don't do a particularly good job 

 25 of addressing behavioral health needs for 
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  1 seniors, and I -- as we started to develop 

  2 this program and talk about it, I think that 

  3 people understood that we are going to need to 

  4 get to a place where behavioral health is well 

  5 integrated into this solution for folks, but 

  6 Secretary Richman and I agreed with many of 

  7 our stakeholders that that's a staged 

  8 process.  What we didn't want to do is disrupt 

  9 the behavioral health system that we have out 

 10 there right now.

 11 REPRESENTATIVE MIRABITO:  I know 

 12 we're short on time, but one of the -- one of 

 13 the advocacy groups was concerned about the 

 14 effectiveness of some of the other states' 

 15 programs compared to Wisconsin specifically, 

 16 and maybe there isn't time to go into it now, 

 17 but maybe at some point you could provide -- I 

 18 see the statistics here, but they made a point 

 19 of singling out Wisconsin as a very -- has a 

 20 better program.  And I guess it would be 

 21 helpful if you could do some analysis for us 

 22 and just -- critical analysis on what the 

 23 other states have done as opposed to -- or you 

 24 can answer now.  Why is it that they're so 

 25 adamant about Wisconsin family care model 
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  1 being so much more effective?  

  2 MR. HALL:  In terms of health 

  3 outcomes, I'm not sure that you can make the 

  4 case that the outcomes in Wisconsin are 

  5 dramatically better than they are in other 

  6 states.  Wisconsin has some different 

  7 approaches to how they integrate the care and 

  8 how they manage it than other states.  We put 

  9 Wisconsin in there because we think Wisconsin 

 10 supports the case that and supports the data 

 11 that you see from Minnesota, from 

 12 Massachusetts, from Arizona, from all across 

 13 the country that when you integrate this care, 

 14 you have the kind of effects that we think are 

 15 positive on -- on rates of 

 16 institutionalization and on the uptick in -- 

 17 increase in community-based services.  

 18 I don't think that -- I -- I don't 

 19 believe that the Wisconsin model is inherently 

 20 more effective at that, but I think Wisconsin 

 21 has gotten good outcomes and other states have 

 22 also gotten good outcomes, and that's where we 

 23 think Pennsylvania should be. 

 24 CHAIRMAN MUNDY:  And our last person 

 25 on our list, Representative Quinn.
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  1 REPRESENTATIVE QUINN:  Thank you.  

  2 I'll be quick.  

  3 I'm still kind of fuzzy on the cost 

  4 of all this, and given the time, I'm not going 

  5 to ask you to spell it out here, but I am 

  6 going to do some research on that, with your 

  7 help.  

  8 Obviously, this will bring down 

  9 costs, if implemented as expected, but that's 

 10 going to be more long term.  In terms of short 

 11 term, I would expect there to be cost 

 12 associated, and I want -- I'm curious, given 

 13 that this would kick off in July, what is your 

 14 understanding of funding for this in the 

 15 proposed budget deal that I've heard about.

 16 MR. HALL:  Well, we -- if we do 

 17 nothing, even in this first fiscal year, we 

 18 will incur costs for hospitalization and costs 

 19 for nursing home care that are extraordinarily 

 20 high for this population.  So we are, in terms 

 21 of the work that we need to do in -- in 

 22 staffing this and the cost of the contracts, 

 23 we anticipate that the project pays for itself 

 24 out of the savings that you have, even in the 

 25 first year of the contract.  And then over -- 
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  1 and that we realize those savings in the -- in 

  2 the budget, in terms of reduced expenditures 

  3 for most more expensive care.

  4 Getting back to Representative 

  5 Brooks' comment, as you move into the out 

  6 years and you really start to change the 

  7 course of people's disease and the outcomes 

  8 approach, the numbers that we've cited in the 

  9 spreadsheet, then the program is doing far 

 10 more than paying for itself.  Then, at that 

 11 point, it is having a very significant, 

 12 positive impact on driving down Medicaid 

 13 expenditures.  

 14 REPRESENTATIVE QUINN:  Thank you.  

 15 CHAIRMAN MUNDY:  I want to thank you 

 16 both for coming and presenting this overview 

 17 as, I guess, specific as possible in our 

 18 current situation.  

 19 I, too, want to express my support 

 20 for starting this out in a smaller area of the 

 21 state and seeing what our outcomes are.  

 22 And one of the questions that was 

 23 submitted to us at the legislative oversight, 

 24 and I suppose that was supposed to be a 

 25 question to the administration, but that's our 
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  1 job.  As committee chairman, I know I take it 

  2 very seriously, legislative oversight of 

  3 everything you folks do, sometimes to your 

  4 chagrin, I'm sure, but we will follow up and 

  5 find out how this is going.  And if it becomes 

  6 an issue that becomes a state-wide initiative, 

  7 you know, then we'll continue to monitor and 

  8 continue to make sure that things are being 

  9 done for the benefit of consumers and 

 10 taxpayers.  

 11 So again, thank you very much.  

 12 And if anyone else has questions for 

 13 the departments regarding this, submit them to 

 14 me, and we'll get them -- or to Chairman 

 15 Hennessey and we'll get them to the 

 16 department.

 17 MR. HALL:  Let me say, Representative 

 18 Mundy, we spend a lot of quality time with 

 19 this committee.  We welcome the relationship 

 20 and the oversight we receive from this 

 21 committee, and we're always available at the 

 22 call of the chair.  

 23 CHAIRMAN MUNDY:  Thank you, sir.

 24 (Whereupon, the hearing concluded at 

 25 11:16 a.m.) 
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  2 REPORTER'S CERTIFICATE

  3 I HEREBY CERTIFY that I was present 

  4 upon the hearing of the above-entitled matter 

  5 and there reported stenographically the 

  6 proceedings had and the testimony produced; 

  7 and I further certify that the foregoing is a 

  8 true and correct transcript of my said 

  9 stenographic notes.

 10
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