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October 8, 2016


Secretary Sylvia Matthews Burwell 
RE: The Kentucky HEALTH Section 1115 Demonstration Waiver
Center for Medicaid and CHIP Services Centers for Medicare & Medicaid Services 
7500 Security Boulevard 
Baltimore, MD 21244 

Submitted electronically via Medicaid.gov

Dear Secretary Burwell,

Health Management Systems, Inc. (HMS), is pleased to submit comments to CMS as it gathers information on the proposed Section 1115 waiver to transform Kentucky Medicaid into a new program to be known as Kentucky HEALTH.

HMS applauds Kentucky on its innovative proposal and appreciates the opportunity to offer comments. Since 1974, HMS’s mission has been to help contain costs in the healthcare system. We deliver coordination of benefits, payment integrity, and data solutions to state agencies, federal programs, health plans, and employers. Using innovative technology through powerful data services and analytics, we prevent improper payments related to fraud, waste, and abuse; and recover on inappropriately paid claims. 

With that experience in mind, we support Kentucky HEALTH’s aim to empower individuals to gain employer sponsored insurance (ESI) or other health insurance coverage and improve patient experience and population health, while lowering costs. We offer a few suggestions below for CMS and the Commonwealth’s consideration.

Strengthening Employer Sponsored Premium Assistance

We commend the Commonwealth for expanding their existing health insurance premium assistance program to additional eligible adult recipients and their families. Premium assistance programs reduce the reliance on public assistance, provide greater member choice, promote integrated family care, prevent crowd-out, encourage employment, and maintain Medicaid as a payer of last resort.

Premium assistance programs are utilized across Medicaid programs today and have been increasingly leveraged post the Affordable Care Act. However successful these programs may be, they do have some noteworthy challenges. In a 2010 report to Congress on Medicaid and CHIP Premium Assistance Programs, the Government Accountability Office (GAO) stated that one of the most frequently identified challenges that states faced in establishing premium assistance programs was the “difficulty identifying individuals with access to private health insurance.” 

Kentucky should take steps to ensure that processes are included that effectively identify potential premium assistance participants and verify member eligibility, as well as coordinate the payment of premiums, establish effective member education tools, develop timely reimbursement schedules and other important practices that will assist in solidifying the overall success of the employer premium assistance program.   

Make the ESI Premium Assistance Program Mandatory for Employers
HMS highly recommends that Kentucky mandate employer participation in the ESI Premium Assistance Program and further define what is required of employers. The most successful premium assistance programs nationally mandate not only member participation, but also, employer participation. Without a mandate for both, success of the premium assistance program is significantly stymied and the identification of access to ESI is severely limited.  An employer mandate in the Kentucky HEALTH Premium Assistance Program is not a mandate to offer health insurance coverage to employees, rather it is a mandate requiring employers to share health insurance coverage information with the Commonwealth in order to determine if Medicaid applicants and members have access to ESI, but are not enrolled.

Remove One Year Employment Eligibility Criterion
In the waiver application, the Department proposes to make Kentucky HEALTH member’s employer premium assistance program optional during the first year of enrollment and mandatory during the second and subsequent years as long as the member has been with their employer at least one year.  However, a Medicaid member’s access to and enrollment in ESI is dynamic, and highly probable to fluctuate within a year. Validating this churn, the waiver application actually references a study that estimates that 50% of adults with income below 200% of the federal poverty level (FPL) will move between Medicaid eligibility and commercial coverage at least once per year while 25% will move between the two programs more than once per year. Given that variability, HMS recommends that Kentucky make the employer premium assistance program mandatory for Kentucky HEALTH members regardless of employment tenure, and concurrently institute safeguards to ensure that the Commonwealth only pays premiums to a member with active ESI. 

Leverage Incentives and Disincentives
The employer premium assistance program should leverage incentives and disincentives for members, similar to other proposals contained within the Kentucky HEALTH waiver application. By way of example, in one large northeastern state, there is no such incentives or disincentives for a member’s failure to respond to eligibility redetermination requests for their Medicaid premium assistance program, resulting in thousands of members temporarily receiving Medicaid premium assistance without validation. Kentucky can reduce this risk by leveraging the 6 month re-enrollment waiting period for failure to respond to Medicaid and ESI eligibility and enrollment inquiries, unless the member takes additional measures to grant a quicker re-enrollment, again as is proposed for other portions of the waiver. Similarly, the Commonwealth might consider incenting member behavior by offering reward incentives payments to the My Rewards Account for demonstrating desired behavior, like timely and accurate responses to Medicaid and ESI eligibility and enrollment inquiries, as is proposed for other desired behaviors and detailed in Table 4.1.1(A) of the waiver application.  
Maximizing Other Health Insurance Coverage

Premium assistance programs facilitate enrollment in ESI when available and cost-effective; however, the Commonwealth must also employ techniques to identify when a Medicaid member is already enrolled in ESI, COBRA, Workers Compensation or other healthcare programs in order to properly coordinate benefits in accordance with state and federal payer of last resort laws. 

HMS is pleased to partner with over 40 Medicaid programs to help Medicaid remain the payer of last resort. To that end, we recommend the Commonwealth leverage national best practices for coordination of benefits and harness a private-public sector partnership that:
1. Moves the identification of other health insurance closer to the point of enrollment.
1. Electronically validates applicant self-reported health insurance information.
1. Electronically searches for undisclosed health insurance coverage at the point of enrollment.
1. Ensures ongoing checks for changes to a Medicaid members’ other health insurance coverage. 

Validate Self-Reported Applicant Health Insurance Information
Today, as part of the application process, applicants’ self-report enrollment in other health insurance coverage. Self-attestation is routinely accepted by states for its face value. However, in order for the insurance to be meaningful, and it is maximized as early in the process as possible, HMS recommends such disclosed health insurance information be electronically validated at the point of enrollment.  This will allow Medicaid to be the secondary payer immediately upon consumption of services.  

Search for Undisclosed Health Insurance Information at Enrollment
Sometimes applicants do not realize they have other health insurance coverage, or they choose not to disclose the other health insurance out of fear of being disqualified for Medicaid. Hence, many states already employ processes to search for undisclosed health insurance coverage on behalf of Medicaid beneficiaries. However, today, there is approximately a lag time between 45-90 days from when an applicant is determined Medicaid eligible before a search is conducted for other health insurance coverage. Consequently, due to this lag time, Medicaid is often forced to seek retrospective recoveries for the most significant and costly consumption period. HMS analyzed data across five states to understand a new Medicaid member’s utilization patterns. Across those five states, in the first 30 days, the Medicaid expansion population incurred 136 million claims, but utilization dramatically dropped off from days 31 through 120 days to approximately 3 million claims monthly.

For these reasons, HMS recommends that Kentucky move the prospective identification of other health insurance coverage as close to the point of enrollment as possible. As an added benefit, the state will be able to reduce the pay and chase activity by validating disclosed coverage at enrollment and searching for undisclosed coverage at enrollment.  This is very important because, while highly effective, unfortunately pay and chase efforts do not result in the recovery of all claims that should have been the responsibility of another health insurer.

In fact, a federal audit report issued in January, 2013 by the Department of Health and Human Services, Office of Inspector General, states that challenges remain in recovery of overpayments due to other health insurance coverage.  According to the report, “As of June 30, 2011, 44 States cumulatively reported $4.1 billion that they believe is owed by third parties and is at risk of not being recovered.”

Ensure Ongoing Checks for Changes to Other Insurance Coverage
Medicaid applicants’ access to other health insurance coverage is dynamic. As their economic and employment situations change, so does their access to health insurance coverage, particularly ESI. Therefore, identifying health insurance coverage solely at time of application does not account for a Medicaid member’s movement in and out of other health insurance coverage over time. For these reasons, HMS encourages the Department to routinely search for changes to a Medicaid members enrollment in other health insurance coverage.  

Leveraging Claims Data for Health Risks Assessments and Disease Management

The proposed waiver requires managed care organizations (MCOs) to identify high-risk individuals through a standardized state approved health risk assessment and available claims data. The aggregation of, and advanced analytics on, member specific historical claims data is critical to effectively conducting the health risk assessments, instituting care management protocols and achieving the goals of the “Triple Aim”.

In the final Medicaid managed care regulation, §438.62 addresses continued services to enrollees while transitioning between Medicaid delivery systems and requires historical utilization data to facilitate said transition. HMS recommends that Kentucky model this regulation and explicitly permit claims data aggregation and sharing to ensure efficient transitions between fee for service (FFS) and managed care, and between MCOs.  Data aggregation provides a more comprehensive picture of a new member, including historical member diagnosis, provider relationships, medication history, ancillary services and Long-Term Services and Supports (LTSS) information.  Additionally, aggregated data allows care managers to quickly identify critical conditions, avoid paying for redundant testing or ineffectual treatments, and identify potential fraud, waste and abuse such as drug-seeking behavior.  The latter can assist Kentucky achieve an additional goal of the waiver by addressing substance abuse disorders and doctor shopping.

Achieving Managed Care Reforms
In the waiver request, Kentucky announces several managed care reforms, including contract reforms to tighten MCO profits, require value based purchasing between MCOs and their network providers, impose capitation withholds tied to quality benchmarks, call center performance standards and uniform provider credentialing processes. As the Commonwealth seeks to implement these managed care reforms, the Commonwealth will also have to understand the implications of the final regulation governing Managed Care released by CMS in May. Among mandatory requirements, there are numerous decision points for the states. HMS, therefore recommends that Kentucky solicit stakeholder input prior to finalizing these managed care contract reforms, compares and contrasts experiences of other states, and seeks subject matter, consulting expertise as needed.

HMS thanks CMS and Kentucky again for the opportunity to submit these comments and looks forward to providing any additional information needed. 


Sincerely, 


Kristen Ballantine
Vice President, Government Relations
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