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>>  Welcome, everybody.  We're going to start in a couple minutes, 

but you are at the name of the webinar this afternoon, ensuing quality 
services and supports under Medicaid.  I think we're ready to start.  Thanks 
for joining us.  This is the third in a series of independence through 
advocacy webinar series.  We had a couple earlier in the year on the 
Affordable Care Act and Medicare issues.  Now we're dealing with 
Medicaid.  We are very happy to have Clarke Ross with the American 
association of health and disability to talk about managed care issues and 
how to be active in the states, make sure they're addressing student 
concerns of he's with HHHD.  He has over 40 years of experience in the 
disability community.  As former CEO of children and adults with attention 
definite hyperactivity disorder, Director of public policy with the national 
alliance on mental illness and Director of activities at united cerebral palsy.  
He has extensive experience in Medicaid issues, being involved in the 
legislate I have it -- and Medicaid expansions you were the affordable care 
act.  He current say is a member of the substance abuse and mental services 
administration, wellness campaign steering committee, and he also sets on 
the consortium with disabilities taskforce on long-term services and 
supports.  And that's just a small slice of all of the things that he's done over 
his many years working in the disability community, so I'm very happy to 
have him speak to our member shut.  Do we have the first slide on the 
screen?  We're working with AHD on this important webinar.  Next slide, 
please.  And we'd like to thank our sponsors:  Allergan and Permobil for 
enabling us to put this webinar on.  That are.  A quick description of the 
two associations, AAHD has a commission of advancing health promotion 
and wellness initiatives for people with disabilities at the federal, state, and 
community level through advocacy, education, public awareness, and 
research.  It's the only national organization specifically dedicated to 
integrating public health and disability into the overall public health 
agenda.  And as you can see from united spinal's mission, our goal is to 
improve the quality of life of people living with spinal cord injuries and 
disorders, and today we're the largest nonprofit organization dedicated to 



helping people living with SCID, and we are committed to providing active 
lifestyle information, peer support and advocacy that empower individuals 
to achieve their highest potential in all facets of life. 

Wanted to go to the next slide.  I wanted to draw your attention to an 
event called roll on capitol hill, it's being handled by the public policy 
department and our membership and chapter division, as well as our 
grassroots division, and there's more information that you can find at that 
link on that website, but you can just go to united spinal.org, click on the 
events tab, and look for roll on capitol hill. 

Next slide, please.  Just wanted to quickly address some upcoming 
webinars that might be of interest to you.  June 6th we're going to be 
addressing advocacy issues and mobility issues.  With the 23rd anniversary 
of the ADA coming up in July, we'll be addressing that as well.  So you can 
go to those upcoming webinars and you can also find this webinar at that 
link.  It will be posted up on that link shortly after this presentation. 

Next slide, please.  So just some housekeeping regarding questions.  
Clarke will be presenting momentarily and you're welcome to type in your 
questions.  You should have a questions box that shows up on the right side 
of your screen.  You can type those in, and my colleague, Carol Tyson, will 
be answering those as we go along, and of course addressing them to 
Clarke at the end of the presentation F there are questions she can answer 
ahead of time, she'll be doing that, but she'll be aggressing Clarke at the 
end.  So thank you, Carol.  That's on the side there.  And also, there's the 
live captioning link for folks that need to use that, and you can see that in 
your questions box, too. 

That is it for the housekeeping.  Very happy to welcome Clarke 
hospital and he's going to get he is started.  Thank you, Clarke. 

>>  Thank you, Alex and thank you.  This is an overview of how 
Medicare is used in the Medicaid program.  Some of you have been 
actively involved in working with managed care, and hopefully there will 
be four or five advocacy ideas that main you haven't thought through as 
carefully in part of this presentation.  The managed care, basically, is a 
health ensure ago arrangement where a payer enters into a formal contract 
with an organization to ensure a defined population of people and to 
provide that defined population of people with services or supports 
delivered through a network of providers who are selected by the managed 
care entity.  When we think of managed care, we typically think of for 
profit commercial organizations which dominate the field, and most of 
those happen to be part of national companies, but we also have nonprofit 
managed care organizations such as University of Pittsburgh and L.A. care 
in Los Angeles, and we also have county governments that serve as 
managed care organizations such as in Pennsylvania and Wisconsin. 

So who purchases managed care?  State governments purchase 



long-term services and supports and then they contract with managed care 
organizations to actually do the administration.  So when I was a youngster, 
there was a Saturday night television show, a western show that I liked a 
lot, have gun, will travel.  And it was about a bounty Hunter.  And managed 
care in some ways is have management, will use.  And that's what managed 
care organizations emphasize, their ability to manage a defined benefit and 
a defined population. 

What you need to do as an advocate, though, is work with the payer, 
and in terms of state Medicaid programs, these are programs authorized by 
state legislation and administered by state officials, and you get wrapped up 
so many times in the managed care organization did it, but the managed 
care organization did it on behalf of a payer, and so we need to go to state 
officials and emphasize that they, the state officials, are responsible for the 
design, funding, and outcome of managed care programs, and they need to 
hear your concerns directly. 

What does the state purchaser want?  So some of these are good 
things for advocates and some of these are not so great for advocates.  So 
the first one, states want budget predictability.  Medicaid's budget is 
growing.  It's taking more and more a portion of state total budget, and 
legislators and executives want budget predictability and that leads to 
something we'll be talking about, capitation in the presentation.  This can be 
a negative, because there are fewer resources available.  We also have a 
reality, but a negative for consumers. 

On the positive side, managed care's purpose usually does result in 
improved coordination of services and supports, which is a positive for 
consumers. 

So he.  We just had a little -- sorry.  We just had a little technical 
glitch.  I'm quickly going through and now I'm talking about what the state 
and purchasers want again.  Sorry for that glitch.  So improved coordination 
is one great potential advantage of managed care.  Also, managed care 
organizations are obligated and tend to focus on improved reduction of 
chronic illness in people with disabilities.  That's a positive.  And a growing 
trend in the healthcare delivery and managed care is the use of electronic 
health records, which is really helpful. 

A negative, another negative is it is based on the philosophy and 
ideology of market based competition and profit and efficiency are highly 
valued and, thus, individualized consumer responsiveness is frequently of 
less concern, so that's why, again, we need to go to legislators and 
executives and state government and remind them about the reason we have 
all of these programs are the people who need services and support.  And 
we have to remind people the fears of the consumer, because this is a 
fundamental shift away from the way services are currently delivered, and 
we have to pay particular attention to the transition from the current 



arrangement to a managed care arrangement. 
>>  There are some big decisions that managed care has to make, 

purchasers have to make, and then there are about 20 others that we'll 
briefly summarize later in the presentation.  But I want to focus on these 
four big fund an mental decisions that state governments have to make right 
now in designing a managed care program. 

So the first one is covered population, who's in and who's out?  And 
because we have existing state structures, state mental health authority, 
state disability agencies, state developmental disability agencies, of course, 
existing state Medicaid agency, the population you decide to cover in 
managed care leads one to which state agencies need to be actively engaged 
in design and go making these decisions, and many of the disability 
programs have mandatory citizen advisory boards and the selection of the 
population for managed care should, doesn't always happen, but should 
facilitate the engagement of disability and mental health advisory boards in 
those decisions. 

The decision is made to can have a certain population of the second, 
what is this population going to get?  What's the covered services?  What's 
not covered?  How do consume minors and their families access those 
services?  Something that is the topic of another whole webinar is the 
concept of medical necessity.  Medical necessity is frequently a vehicle to 
deny services.  Services have to set within the medical necessity paradigm 
and part of the advocacy structure is to make sure that medical necessity 
criteria and decisions are in the public domain.  We know what they are 
ahead of time. 

Also, we're talking about wholly based services financed under 
Medicaid and the importance of the Olmstead Supreme Court decision and 
its requirement and obligation. 

The third fundamental decision around managed care is how are we 
going to pay for all this?  So we have decided who's covered so how are we 
going to pay to it?  So this gets into the managed care terminology and 
technology of capitation and PMPM, per member/per month payment.  So 
if you're around managed care f you work in managed care, you're already 
comfortable with these terms and concepts of capitation and PMPM, but 
fundamental decisions are what funds are going to be included in the 
managed care pop that a managed care organization as to manage on behalf 
of the [inaudible] and a major advocacy concern of the entire disability 
community is a managed long-term services and supports program that 
supposedly focus on his community based services.  Frequently newer 
being home factor and nursing home payment is left out, which leaves the 
buy of the special buy for nursing homes.  When we're talking about how to 
design the payment, what pots of money go in, this issue of the nursing 
home payment is a very important one. 



And then almost all managed care contracts have financial incentives 
if the MCO delivers a certain kind of outcome, product, or service, they get 
a financial incentive.  It's important for advocates to know what those 
financial incentives are and to actually propose your own financial 
incentives for the things that you want to see happen. 

So in theoretical concept, we have a defined population.  We have a 
defined service package, and we have the capitation payment method.  And 
the fifth essential fund an mental element and decision of managed care is 
what are the grievance procedures?  Enrollee rights.  How does the appeals 
process work?  How publicly transparent is all of this process?  Is it easy to 
file a complaint?  Is it resolved in a timely way?  Is there an independent 
body that helps make these decisions?  And is all that reported to the 
number so those are the four big, big fundamental decisions that any 
purchaser in a managed care organization as to make and that advocates 
need to be actively involved in all of that. 

Now, there are many, many national organizations that that focus on 
managed care in the states.  What we've provided you here are a few that 
frequently analyze state specific Medicaid Medicare development, and 
most of these are from a consumer advocacy perspective.  So AARP 
publishes a lot of state by state information.  Community catalyst does a lot 
of webinars on what's happening in these three states just moving to 
managed care, and they have great advocacy resources.  There's a group 
that AHD and united spinal are a member of and it's called the Friday 
morning collaborative.  It's convened by the national council on aging, and 
it's a coalition of aging and disability groups focusing on holding 
community-based services.  And Friday morning collaborative holds a 
number of webinars on hot topics.  There's one coming up next week on 
three state initiatives. 

The Kaiser Family Foundation is a wonderful resource for 
state-specific managed care developments and trends over all the states.  So 
is the national academy for state health policy.  And then the national 
association of states united for aging and disabilities, you definitely want to 
get on their mailing list if you are involved in this area.  Every month they 
issue a Medicaid tracking report on home and community based services, 
and it's state by state and it's large volume, very detailed, but it's a 
wonderful resource to figure out in any particular state what the changes are 
in community based services and Medicaid.  Managed and unmanaged. 

Two national organizations who partner on wonderful webinars, 
both advocacy oriented, strategies, and state specific examples, the national 
senior citizens law center and DREDF, disability rights education and 
defense fund.  Jointly they do a lot of webinars, probably on average every 
month, although sometimes we do two a month and then we skip a month.  
.  They're a wonderful resource.  Almost all the advocacy have statements, 



principles, policies on advocating for people with disabilities in a managed 
care arena.  We've given you three.  Both United Spinal AHD are members 
of the consortium for disabilities, which is over 100 organizations, and 
CCD has issued suggested managed care principles.  The National Council 
on Disability, which is an advisory body to the federal government issued 
last year.  Principles on protecting individuals with disabilities managed 
care, and it just came up with two reports yesterday, one on Medicaid block 
grant and the other on states that have used consumer self-direction in 
Medicaid programs.  So the national Council of disability across disability, 
like CCD, crossed disability and focused on advocacy. 

And then the centers for Medicare and Medicaid services, the federal 
agency in April developed their own Medicaid managed care technical 
assistance center.  This is for states, so we as citizens can't use the hands on 
face to face technical assistance.  Those are well guided materials that the 
federal government has given to the state, and just on Tuesday, the center 
for mental health, central for Medicare and Medicaid services, issued a 
guidance to state Medicaid directors on long-term services and supports 
delivered through Medicaid managed care programs and the gist of their I 
have's are 10 essential elements managed Medicaid long-term services and 
supports program should have.  And our presentation and our Advocacy is 
very consistent and includes the 10 recommendations.  So that's a document 
you want to get.  You want fog to the CMS Medicaid website and you want 
to get that immediately. 

So managed care is a big huge change in some ways.  The downsize 
is denial of needed services and support.  And if the appeals processes 
aren't developed appropriately and adequately, you're in limbo waiting for 
denial to be approved, but the good size is that most of the publicly 
financed managed care programs that we have done -- have improved upon 
the coordination of services and supports, have improved upon the 
integrated services, sometimes have improved upon patient centered 
planning across providers.  Medicare's advantage, it does work across the 
rider settings.  The jury is still out on how person-centered that is. 

For those of us who believe providers need to be accountable, 
managed care does increase the documented performance for outcomes and 
something we'll talk about a little later today on the taps survey process, but 
there is a more formalized consumer feedback an preach on documenting 
consumer experience. 

Managed care is about capitation, the fixed amount of money, but 
the you have side of the fixed amount of money is more flexibility than the 
traditional Medicaid program, so we have examples of Medicaid programs 
that have not financed things like transportation, vision serves, dental 
services, and consumer peer delivered supports that are financed through 
some managed care organizations.  So these are all things as an advocate 



that you want to ask about, and the way you make sure it happens is 
through the legal contract and the managed care organization.  So we'll talk 
about other engagement advocacy strategies in a minute, but the contract is 
legally enforceable in a court of law on whether the managed care 
organization has done its work or not, and we, the advocate community, 
need to be engaged in developing the contract, and the contract should be 
publicly available on both the state and MCO website, and the contract 
should be periodically revised and considered for revision to correct 
deficiencies and problems. 

So the next several minutes and next several slides are a variety of 
contract advocacy recommend Asians, and each of these things have a 
place and they're very important.  The first is, and this is forgotten and not 
addressed frequently, is does the contract state or define a clear vision of 
what the objectives of the managed long-term services and supports are?  
So we know that saving money is a big concern, but is there a vision about 
where we want people to be and are they consistent with Olmstead 
objectives?  So do we want to empower individual people to live in the 
community of their choice, self-director services?  If we do, that should be 
like the opening paragraph of the contract.  We've already talked about 
covered populations, who's in and who's out.  We've already talked about 
benefit services and supports.  What's in, what's out.  And then another very 
important item that frequently gets ignore in these contracts is the program 
design itself.  So we say we want to empower people in their community 
and home of their choice.  We want them to self-direct their services.  We 
want to make sure the services are timely, adequate, appropriate.  Is the 
design of the program itself conducive to supporting that?  Or is the design 
of the program too restrictive?  Too narrow?  And may undermine those 
objectives?  And so vision is frequently not clearly addressed in the 
contract and program design is frequently not clearly defined in the 
contract. 

The services I mentioned before, the absolute importance of what the 
service supports are and how to access them, and then a very important 
issue to the disability community is the provider network.  One of the 
unique features of managed care organization is that not every licensed 
professional, not every licensed community organization can receive 
payment to provide services to people.  Only providers who are in the 
managed care network.  So we're going through this transition where people 
with disabilities have a longstanding relationship with certain providers and 
are those providers going to be in the managed care network?  And many of 
the commercial for profit managed care, their history and experience are in 
the traditional medical world.  They're very comfortable with hospitals.  
They're very comfortable with physicians and clinic services.  Maybe 
they're somewhat comfortable with home health providers and the 



transition to and from nursing homes, but when you start talking about 
community behavioral health organizations and community nonprofit 
disability organizations and no MD in charge, medical doctor in charge, if 
we're really not super focused on this, we can lose and people will be 
forced, then we have a lot of horror stories about this, where people are 
forced to change providers and their providers, not only are they force to 
change providers, but those providers aren't qualified, aren't experienced in 
serving the population that intended to be served of 

I talked about capitation.  I'm going to talk about quality measures at 
the end.  This is intended to improve quality and you have to be very -- and 
in all of these things we have to be very precise in what do we mean by 
quality and what do we want publicly reported?  A theme of public 
advocacy is we want everything publicly reported.  No secrets.  It's all in 
the public domain.  We want to know who's perform and go how they're 
performing -- performing and how they're performing and whether they're 
performing well or not. 

I've mentioned the enrollee rights issue and the importance of having 
external review process, as well as the managed care organization's internal 
review process.  Coordination is a pager benefit of most managed care 
programs, but contracts usually don't clarify how the service and his 
supports will be delivered.  How will the community mental health center 
and the supportive housing program be coordinated within the overall 
design of the managed care program?  So advocates need to, begin, ask for 
precise answers to all of these contractual issues. 

An advantage of many managed care programs has been that the 
over Yale health of individuals have improved and chronic illness in his a 
population with disabilities has been reduced.  We need to know as 
advocates of the public and taxpayers how, what mechanisms will be used 
to improve health.  And again, how will this be and when will this be 
publicly reported?  A theme of the whole presentation is everything needs 
to be transparent in the public domain and answer questions, and when 
either the state or the managed care organization is hesitant to put anything 
in the public domain, that's sort of a red flag that there's a potential 
problem, and they don't want to deal with that issue up front. 

So the transparency is an account ability device to make sure that 
everybody knows in the state, not only the consumers, but everybody, how 
the managed care program is proceeding.  Then we have a few unique 
Medicaid managed care organization programs where promoting 
employment and promoting meaningful days have an important.  I get a lot 
of kickback and a lot of resistance by a lot of traditional, medically oriented 
managed care organizations and Medicaid agencies that don't fully know 
the disability population.  So this is a scenario.  And last, promoting 
community living and involvement.  So I was asked by Alex, what do you 



mean by a meaningful day?  So ideally, we want anyone who wants to 
work, to have an employment opportunity.  We're all aware of what the 
dismal employment current status of people with disabilities are, but people 
are enrolled in programs, and even if they're not working, we want to make 
sure that their day is as meaningful as they want it to be and they are as 
engaged in the community as they can be, which may not be either part 
time or full time employment.  Volunteer activities, working at food banks 
as a volunteer, social activity.  So we want both meaningful lives, and that 
means meaningful days and that includes employment.  And these are 
concepts that you have to make a real special effort in order to build into a 
managed care contract.  Also, Olmstead says that sis temperatures and 
Medicaid payers should promote community living and promote person 
involvement and all of this should be based on consumer voice and should 
have consumer self-direction, but if these things aren't precisely defined 
and described in the managed care contract, and particularly if they're not 
financial incentives for achieving them, we know that they'll largely be 
ignored and not completed. 

Stakeholder involvement in every aspect from the early design 
through the monitoring of the program and the row design of a new 
contract is very important.  Everyone has to be at the table.  The disability 
movement is nothing about us without us.  So other than nothing about us 
without us as principle of good governance, good responsiveness, what are 
some other reasons to convince legislators, state executives, NCOs to 
meaningfully involve consumers in all stages?  So we have the abstract 
advocacy that most of us, philosophy that his most of us are fully accepting 
and advocate and incorporate, but I'm going to offer five other reasons why 
a state would want to do this. 

So if a state says they wanted to meet the needs of people with 
disabilities in a more effective way, who best to help them design what 
those needs are than the disability community?  The consumer community?  
The state says they want to improve the system and reform the system.  
Who best than the end user, the consumer, to help them think through what 
that vision should look like and how it should operate. 

Also, most commercial for profit MCOs acknowledge that their 
history is in traditional medicine, traditional health services, and they don't 
know much about home and community-based services and supports and 
they don't know much about the population.  The medical system is based 
on episodes of care, treating a symptom, and discharging a person, and 
that's not what home community based services are on a long-term basis for 
people with disabilities.  And so involving the consumer in the process will 
help the state and the MCO better learn about what these services and 
supports are and how they should be designed. 

Although it's time intensive, most endeavors in life are better if the 



true partnership was multiple partners.  And then a managed care 
organization is going to get a lot of heat and flack, because it's not going to 
do certain things.  And again, I would argue that's mostly the payer's fault 
and not the managed care organization's fault, but obviously, in the state 
has involved the consumer movement at the beginning and all stages and if 
the NCO involves the consumer movement at all stages, one would suggest 
a little less flack, a little less political backlash, because maybe the 
programs were designed and operated in a way that you say they should be 
operated. 

In the last few minutes of my presentation, I want to focus on 
performance measures and quality measure.  They're not the same.  
Performance measures -- equality measures are a form of performance 
measures, but I picked one managed behavioral health program at New 
York State that they announced this year, early 2013, and just they're 
multiple performance measures, but I thought I'd pick three to share with 
you to get you thinking about measures that are in use.  Probably hasn't 
been 'em limited yet, but will be in use when the program is implemented in 
New York State. 

So one is this timely manner issue.  How quickly is the managed 
care organizations obligated to serve people?  Geographic proximity.  How 
close to the person's home must the service and support be provided?  And 
will the service and support be delivered by network provider who is expert 
and experienced in the consumer's particular disability and health needs?  
So these are three positive examples, in my mind, of performance measures 
that New York State has announced. 

This is a national body called a national quality forum.  It's a 
national nonprofit organization, but its charged actually has been expanded 
and it's in the Affordable Care Act, and it is to move away from distinct 
payer specific measures.  So we don't have one set of measures for 
Medicare, one for Medicaid, third for centers to disease control, a fourth for 
public use of officers administration, a fifth for HRSA, the Health 
Resources and Services Administration.  But we have a consistency of 
important outcome measures across all HHS programs.  The challenge is 
that the national quality forum does not create measures.  They merely 
certify that an existing measure exists and it's currently implemented 
somewhere and it has value to some population or group. 

Quality measures are typically structural, process-oriented, and 
outcomes-oriented.  And the disability movement and health movement 
have historically relied mostly on structure and process and not on 
outcome.  Structure are things like a ratio of a certain kind of worker to a 
certain kind of consumer.  So nursing homes have a lot of structural 
measures.  Types of nurses by training and experience, certification to the 
number of nursing home residents and the demographic of the nursing 



home.  And structure is important, but is really secondary to outcomes.  
Process is also important, and is used all over the place as a quality 
measure, but it's secondary to outcomes, and process measures are things 
like serious illness.  You have your medication checked by an appropriate 
prescribing professional every month. 

So a part of the debate is that the field of professionals and providers 
like structure and process, and what we want are outcomes.  Are people 
living in the community of their choice?  In the housing of their choice?  
Does he have self-control, self-direction over their day?  Do they make 
decisions on who provides services and supports?  And these are in the 
infancy of being, quote, quantified and implemented, but we do have 
examples of them all over the country. 

So I'm giving you this next slide just a list of the different kinds of 
accrediting and certifying organizations, and I'm not going to take the time 
to go through each and every one of them.  I do want to point out the 
national CORK indicators, this is a project that's been in existence for well 
over 20 years.  It's in half the states, but it's exclusively focused on people 
with intellectual and developmental disabilities.  So part of our push is to 
field test whether the national core indicators, which is a very solid, 
reliable, and valid outcome orient system based on intellectual and 
developmental disability, can be modified and made applicable to all of the 
other disability subtexts. 

Likewise, the personal outcome measures of the council on quality 
and leadership is an organization that's been around for 40 years.  They 
accredit community based, nonmedical community-based disability 
organizations.  And like national core educators, however, they're focused 
exclusively on persons with primary diagnosis of intellectual and 
developmental disabilities.  The reason I say primary, I think it's roughly 
40% of individuals with intellectual disabilities have a cocoa considering 
mental illness.  Both the national core indicators and personal outcome 
measures have experience and have some appropriate measures around 
mental illness, but they're predominantly for the person who has the 
primary diagnosis of intellectual and developmental disabilities. 

One of the great reforms from a consumer point of view in the large 
healthcare system is the CAHPS program, consumer assessment of 
healthcare providers and system.  And there are a lot of methodological 
problems with CAHPS.  Conceptually it is that consumers do an 
independent assessment of the quality and appropriateness of the services 
and supports they received, and the central for Medicare and Medicaid 
services is launching a Medicaid home and community based experience 
survey.  It's at the highest stages of approval in the federal government.  11 
states have already signed up, and the caps program is not as appropriate or 
targeted to disability as it should be, but we're hoping that this only 



community based service experience survey will then lead to a new caps 
survey instrument. 

The CAHPS is an exciting concept F any of the managed care 
organizations say, well, we don't believe in consumer assessment, 
independent consumer assessment, your response back is, well, in your 
traditional line of business and healthcare and medical care, you already 
have to do a cap survey, and so we just want to you do a cap survey. 

Then there's some at the present nickel issues, but I'm going to skip 
those.  I do want to emphasize the last point on the slide.  There are four 
states:  Massachusetts, Maryland, Pennsylvania, and Wisconsin -- where 
either the Medicaid managed care entity or the state mental health authority 
contracts with and finances independent consumer and family organizations 
to determine, experience, choice, and paint direction as an outcome of 
service and delivery.  Soy there are only four states and Wisconsin and 
Pennsylvania is not statewide.  It's merely certain counties.  But we have a 
decade of experience where consumer and family run organizations that are 
independent receive money. 

So with that, the last few slides is the consortium for citizens with 
disability.  Fixed policy objectives with the national quality forum.  And 
consumer choice satisfaction, the importance of employment, meaningful 
day, independent community based housing, integrated, primary and 
speciality care and access to timely and appropriate services and supports.  
So thank you for listening, and we have a little time to questions. 

>>  Great.  Thank you, Clarke.  That really was some great content 
and appreciate that webinar.  Just quickly to remind folks of our roll on 
capitol hill event in June and there's more information there.  Since I didn't 
introduce myself at the beginning, this is Alex, united final association.  My 
colleague, Carol, will be addressing some of the questions that have been 
raised through the webinar to Clarke momentarily.  If we don't get to 
automatic of the questions, we absolutely will get to your questions after 
the webinar and follow up in e-mail.  We have all your e-mail addresses as 
you come in, as you send them in with questions.  So we're happy to follow 
up with all of you.  But at the moment, I'm going to hand it over to Carol to 
follow up with some of the questions.  Thanks, Carol.  We'll just get Carol 
on the line.  Hold on one second.  Carol is actually in another am, so we'll 
have her come into this office.  Hold on a second.  The questions are on 
their way as we speak.  Great, great.  Thank you, Carol.  Here we go. 

I have three questions.  One is from Walter, and Walter asks, who is 
responsible for holding managed care organization to their duties and 
coverage on the state level?  So the answer are appropriate state officials, so 
we're talking about Medicaid, long-term services and support.  So the 
Medicaid agency is responsible.  The directive of the Medicaid agency 
frequently reports directly to the governor or frequently reports to a senior 



health and Medicaid officer, so it is governor, the Medicaid director, senior 
executive would be responsible, but all of these programs are authorized by 
state legislation, and so who are the legislators?  On which state legislative 
committees who authorize the use of managed care in the Medicaid 
program for long-term services and support? 

 
So there's not one answer.  It is appropriate legislators, appropriate 

state executives, and the key, you're right as the consumer, the key is the 
contract.  What does the contract say about a given activity?  What are 
appeal rights?  How precise and detailed are the appeal rights?  Must the 
decision be made in a short period of time?  How do you make that appeal?  
Again, unfortunately, the answer is to go into the contract itself. 

The second question is from Beth.  Her state is going to a regional -- 
to regional managed care organization.  Will each region have different 
contracts or are all managed care organizations in the state required to 
follow the same contract and covered services?  So I don't know the state 
and I don't know the situation, but I'm sure there's a uniformity and overlay 
of a standard contract applicable to all regions.  Because it's regionally 
based, there are probably unique or idiosyncratic provisions and 
requirements and hopefully protections in the regional area, so I can't 
answer sitting here in Washington if there's a standard of Karra cross the 
state, because the state -- care across the state, because the state has chosen 
regions for a reason, and hopefully to be more responsive to the unique 
demographic of that region.  So I'm sorry I can't answer that clearly, but 
that's a very good question and a very appropriate question and a very 
difficult question. 

And then -- 
>>  And then there's a question from me on CRT equipment.  

There's a lot of activity around CRT.  CRT is complexed rehab technology.  
Medicare does cover some complex rehab technology, but united final and 
many other groups, the national coalition of rehab technology and others, 
are working to push for legislation to recognize CRT under Medicare 
specifically.  Since it's currently not coded in the best way, there's a lot of 
coding that goes along with medical equipment and not all the medical 
equipment is specifically coded as CRT, so that creates a delay in problems 
with access for consumers that need specific type of customized equipment.  
So that's something that we are definitely pushing.  And Kenneth, I can 
definitely send you more information about that.  There's a house bill, HR 
942, sponsored by congressman Crowley out of Wisconsin.  Crowley is 
from New York.  And there's also recently a senate bill that just got 
introduced.  Senator Schumer and Cochran.  Schumer is out of New York 
and Cochran is out of Mississippi, so that's great news.  And then as far as 
Medicaid goes, state med I indicates address CRT very differently.  We just 



recently got questions in Washington state with the recognition of CRS and 
it's own separate bill.  We were pushing back on the state Medicaid, 
recognizing CRT and the cost of CRT and to enable customers and 
consumers to get the right equipment.  So there's a whole range of issues at 
the state level related to CRT.  Ohio is looking at that, looking at 
information.  We're pushing for information, you know, specific legislation 
on that in that state.  I know Oklahoma has passed CRT legislation, was 
working on passing CRT legislation.  So I don't want to take you have too 
much time there.  May be some other questions.  Carol, are there other 
questions? 

>> 
>>  There's one more question and a request that we speak more 

clearly, if possible.  One more question.  Kathy is saying that her daughter 
has been on Medicaid since she was born with spina bifida.  I don't know if 
it was recently, they put her on Medicare where she has to take much more 
money and she's looking for inside to why she's put on Medicare. 

>>  Well, being put on Medicare actually should be a good thing.  
We have 10 and a half million people who are called duly eligible for 
Medicare and Medicaid.  And we have all of these federal demonstrations 
and we try to sort out the overload.  But the whole approach in most states, 
and it may be part of the law, is that Medicaid pay any out of pocket 
obligations that Medicare imposes if you're duly eligible for Medicare and 
Medicaid.  So you're entitled to federal Medicare benefit.  That's good.  
Those benefits are narrowly defined.  That's not good.  But as a duly 
eligible person, Medicaid should be paying those out-of-pocket expenses.  
It really is to the state's advantage and that's why it happened with this 
young lady.  It's to the state's financial advantage to have Medicare pay 
some of the cost, but it's not dropping her from Medicaid.  It is 
supplementing Medicaid with Medicare or supplementing Medicare with 
Medicaid.  However you want to view it.  But they should not have the 
burden of paying the out of pocket Medicare requirement. 

>>  Okay.  That's great.  That's perfect timing, guys, where we hit it 
within an hour.  Thanks so much for everyone.  Please check back on U.S. 
spinal's website, U.S. spinal.org or AHD's website at AHD dot U.S.  
Correct?  Thanks again, and check back, and we'll follow up with additional 
questions.  Thank you. 
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