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Section 1- Governor’s Letter



STATE OF ARIZONA

DougLas A. Ducey OFFIcE OF THE GOVERNOR Executive OFFICE
GOVERNOR

September 30, 2015

Secretary Sylvia Mathews Burwell

U.S. Department of Health & Human Services
200 Independence Avenue, S.W.

Washington, D.C. 20201

Re: Arizona’s Section 1115 Waiver
Dear Secretary Burwell:

On behalf of over 1.8 million Arizonans, I submit this formal request to apply for a new Section 1115
Research and Demonstration Waiver (the “Waiver™) that will build upon past successes of the Arizona
Health Care Cost Containment System (AHCCCS) and employ new strategies for member engagement.
This new Waiver application covers the period of October 1, 2016 through September 30, 2021.

The State’s proposal reflects the changing face of Medicaid. Traditionally, Medicaid was designed to
serve children, pregnant women, the elderly and individuals with disabilities. Today, Medicaid in
Arizona serves nearly as many adults as it does Arizonans enrolled in the traditional eligibility
categories. Though we have developed strategies around member engagement, wellness, disease
management, supported employment and housing and other opportunities for traditional eligibility
categories, the same cannot be said for adults. Accordingly, new strategies must be deployed to engage
the adult membership.

I know this is a goal you share. Recently, you launched the “Healthy Self” initiative to engage adults in
taking a more active role in their own health and wellness. The Healthy Self initiative addresses the
concern that, for a variety of reasons, adults often bypass their checkups and screenings and miss
opportunities to take better control of their own health. The goal to “promote a better, smarter and
healthier health care system with engaged, educated and empowered people at the center of it” is one
that Arizona shares.! This shared goal of an engaged, educated and empowered citizenry is at the heart
of Arizona’s new Waiver.

! See http://www.hhs.gov/blog/2015/06/1 1/invest-your-healthy-self.htm] last accessed September 24, 2015.

1700 WEST WASHINGTON STREET, PHOENIX, ARIZONA 85007
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The AHCCCS CARE program is designed to reach that adult populationz, provide them with tools to
better manage their health and prepare them for the transition out of Medicaid. AHCCCS CARE is a
fresh take on conventional approaches.

1. Giving Meaning to Personal Responsibility.

e Strategic Copays. This new look at copayments is designed to direct care to the right
setting at the right time. Copayments will not be collected at the point of service, but
instead will be billed retrospectively.

oNo _Copay. Accordingly, members who access care through their primary care
physician (PCP) are not assessed a copayment, whether visiting the doctor for a
well check or sick care. The purpose is to emphasize that there is an open door to
a member’s PCP no matter what the need. Similarly, because the OB-GYN serves
as a PCP for many women, there is no copay assessed for those visits. We also
want it to be clear that there is no copay for behavioral health services. Behavioral
health providers are a critical part of a member’s care team. We want to ensure
that same open door approach for behavioral health as we have established for
physical health. Additionally, if a member needs need specialty care, there is no
copay as long as a PCP provides a referral, emphasizing the medical home model.
Finally, there is no copayment for prescriptions (with two exceptions below) to
ensure members have the tools they need to manage chronic disease.

o Copays Required. Copays for prescriptions only apply to access opioids (unless
you have cancer or a terminal illness) and brand name drugs where a generic is
available (unless a physician determines the generic is not efficacious). The copay
on brand name drugs includes brand name biologics when a biosimilar is
available. We recognize that opioid use is sometimes necessary for pain
management, but we must take action against opioid abuse that has become a
leading public health concern and often results in abuse of illicit drugs. Arizona
was pleased to attend your recent 50-state summit to discuss strategies to address
this epidemic. We agree that this epidemic is multifaceted and support your
efforts. Requiring a copay for opioids is one of Arizona’s strategies. Copayments
will also be assessed for non-emergency use of the emergency department, missed
appointments and specialist care without a PCP referral. Certainly, members
cannot always make an appointment, but taking the step to call and cancel
obviates the need to pay the copayment.

e Putting Premiums to Work. The Arizona Legislature passed a bill to require premiums for
the adult population not to exceed 2% of annual household income (SB 1475). I support
that measure of personal responsibility and, in my AHCCCS CARE program, added an
opportunity to allow members to use their premium dollars for non-covered services like
dental and vision care. This way we combine personal responsibility with purpose. To
make sure the premium component is not overly burdensome, the AHCCCS CARE

2 The New Adult Group would be required to enroll in the AHCCCS CARE program. The New Adult Group in Arizona
includes the Prop. 204 eligible childless adults 0-100% of the federal poverty level (FPL) and the expansion adults 100-133%
FPL. The AHCCCS CARE program is optional for the TANF parent population, American Indians in the New Adult Group,
and adult members that have a serious mental illness. In addition, adults considered medically frail (to be defined) could be
excluded from AHCCCS CARE participation until they are able.
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program has a ceiling, so members will either pay 2% of their annual household income
or $25 per month, whichever is lesser.

2. The AHCCCS CARE Account. Members will receive a quarterly invoice that shows how much
they owe for copayments and premiums. Members make monthly payments into their AHCCCS
CARE account. Copayments are used to offset program costs. Premium payments are monies
that can be withdrawn by members for non-covered services. As long as members are timely
with their payments, meet one Healthy Arizona target, and participate in AHCCCS works, they
can withdraw funds from their AHCCCS CARE account. The AHCCCS CARE program also
offers a new opportunity to engage the business sector. Many employers rely on Medicaid as the
source of their employees’ health insurance. The AHCCCS CARE account provides those
employers with an opportunity to more directly invest in the health of their workforce. Arizona is
committed to encouraging business contributions into their employees’ AHCCCS CARE
accounts. Supporting a healthy workforce requires these types of partnerships. In addition, the
AHCCCS CARE account is portable. When AHCCCS members move on from AHCCCS, they
can take their AHCCCS CARE account with them.

3. Healthy Arizona. Healthy Arizona is simple. The primary goal is to educate members about
proactive measures they can take to stay healthy. Meeting the Healthy Arizona target can be as
simple as getting your flu shot or mammogram. But we want to also set higher goals and engage
employers and the philanthropic community to partner with the State. We all share similar goals
to achieve a healthier citizenry. For members who meet tobacco cessation goals, for instance, we
want to create opportunities for additional support to be provided into members’ AHCCCS
CARE accounts by charitable organizations who share that goal.

4. AHCCCS Works. The Arizona Legislature passed legislation (SB 1092) to condition Medicaid
eligibility upon acquiring work. I supported their legislation because I believe in promoting work
and support a national dialogue around how to better engage Medicaid members in work
opportunities. The AHCCCS Works program taps into the spirit of SB 1092 by taking that first
step — connecting Medicaid members to work opportunities. Participation in AHCCCS Works is
not a condition of Medicaid eligibility, nor is there a requirement that the member actually find
employment. Rather, participating in AHCCCS Works is a connection to employment supports.
It can be as simple as signing up for job seekers assistance through the Arizona Department of
Economic Security (DES), attending a job fair, or taking a class. We have a robust program at
DES with a dedicated staff that is committed to helping Arizonans find work. All that AHCCCS
Works does is extend that opportunity to a ready group — adult members on AHCCCS.

The AHCCCS CARE goal is simple: partnering with the private sector to educate Arizonans about ways
to manage their health, take advantage of preventive services, build up a savings account that they can
use to reinvest in their own health and connect people to employment. These strategies will also benefit
members once they move on from Medicaid enrollment where they will have to manage premiums and
copayments in the Marketplace or through their employer’s insurance. A member who is better prepared
for this transition is more likely to maintain their commercial coverage.

Arizona’s Waiver is the right home for AHCCCS CARE. As you know, the AHCCCS program has
operated under the flexibility of the Waiver since its inception in 1982. Through that flexibility, Arizona
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has built a program that mainstreams its members, allowing individuals the choice to seek their health
care from private providers and sit alongside commercially insured Arizonans, rather than being directed
to government-operated Medicaid mills. Arizona’s Waiver has also served as the foundation for a
competitive bidding process among health plans, drawing top quality and driving down costs. Perhaps
more importantly, Arizona’s Waiver has allowed the program to evolve over time.

While there are still those who maintain an antiquated view of what Medicaid managed care is, today’s
AHCCCS has grown well beyond simply paying claims and managing prior authorizations. Today’s
Medicaid managed care program in Arizona: uses sophisticated data analytics tools for assessing risk
and developing care management protocols; promotes value based purchasing arrangements that drive
quality over quantity; manages oversight of health plans in a manner that is data informed, not
needlessly bureaucratic; collaborates with the broader community, extending beyond health care to
support population health; and continually seeks opportunities to streamline and integrate the health care
system making access to care easier for members. All of these types of initiatives and more are made
possible through Arizona’s Waiver, which is a living document.

The fact that Arizona’s Waiver is an evolving document is critical. Health care is changing at a rate that
far outpaces government’s ability to keep up through statutes and regulations. The Waiver affords a tool
through which states can more nimbly support innovations like AHCCCS CARE to better serve
members and their families and allow decision-making at the local level.

The AHCCCS CARE program is only one component of this new Waiver generation. This application
includes: proposals for system reform through the Delivery System Reform Incentive Payment (DSRIP)
program; uncompensated care payments for Indian Health Services and tribally operated 638 facilities;
supporting a medical home model that includes traditional healing practices for our American
Indian/Alaska Native members; transition to the new Home and Community Based Services settings
standards; phasing out of the Safety Net Care Pool to smarter and more sustainable models that support
Phoenix Children’s Hospital; and changes that reflect recent transitions within Arizona’s Medicaid
system. All of these are explained in more detail in the attached document.

I am committed to working with you on achieving approval of this proposal. I believe this plan
demonstrates the State’s commitment to the AHCCCS program so that it continues to serve as a national
model of cost-effective, quality care for the State’s most vulnerable and continues as a leading example
of a successful state-federal partnership. My team stands at the ready to provide you and your staff with
whatever additional information you need so that we can have an approved package by October 1, 2016.

Thank you for your consideration and your service to the nation.
Sincerely,

b

Douglas A. Ducey
Governor
State of Arizona
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Centers for Medicare & Medicaid Services Office of
Information Services
Information Services Design & DevelopmentGroup 7500 Security
Blvd

Baltimore, MD 21244-1850

Section 1115 Demonstration Program
Template




Section 1115 Demonstration Template for New
Demonstrations

Instructions: This template is meant to assist states that are developing an application for anew section
1115 demonstration project; submission of the information provided in this template or the
attachments does not guarantee approval of a state’s demonstration request. CMS will work with states
to identify any additional information necessary to consider demonstrationrequests. Use of this
guide/format is not required; it is a tool that states can use at their option. It was designed to help
states ensure the application contains the required elements as provided for under 42 CFR 431.412, as
well as promote an efficient review process. It can also be used by states as a template for their
application; states can add narrative responses to the information requested in the sections below that
are applicable to the state’s particular application, and complete the charts and check boxes provided.
We will continue to improve this guide based on input from states and expect to have an online section
1115 demonstration applicationavailable for use in the future.

Please submit applications electronically to 1115DemoRequests@cms.hhs.gov and mailhard copies to:

Ms. Victoria Wachino

Centers for Medicare & Medicaid Services Children
and Adults Health Programs Group Mail Stop: S2-01-
16

7500 Security Boulevard

Baltimore, MD 21244

Section | - Program Description
This section should contain information describing the goals and objectives of the Demonstration, as well

as the hypotheses that the Demonstration will test. In accordance with 42 CFR 431.412(a)(i), (v) and (vii),
the information identified in this section must be included ina state’s application in order to be
determined complete. Specifically, this section should:

1) Provide a summary of the proposed Demonstration program, and how it will furtherthe
objectives of title XIX and/or title XXI of the Social Security Act (the Act). (This summary will
also be posted on Medicaid.gov after the application is submitted. If additional space is
needed, please supplement your answer with a Word attachment);

2) Include the rationale for the Demonstration (if additional space is needed, please
supplement your answer with a Word attachment);

3) Describe the hypotheses that will be tested/evaluated during the Demonstration’s approval
period and the plan by which the State will use to test them (if additionalspace is needed,
please supplement your answer with a Word attachment);

4) Describe where the Demonstration will operate, i.e., statewide, or in specificregions
within the State. If the Demonstration will not operate statewide, please indicate the

AS OF 9-30-2015 Page 1
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geographic areas/regions of the State where the Demonstration will operate (if additional
space is needed, please supplement your answer with a Word attachment);

5) Include the proposed timeframe for the Demonstration(if additional space isneeded,
please supplement your answer with a Word attachment); and

6) Describe whether the Demonstration will affect and/or modify other components ofthe
State’s current Medicaid and CHIP programs outside of eligibility, benefits, costsharing or
delivery systems (if additional space is needed, please supplement your answer with a Word

attachment).
AZ Response:

See attachment entitled: “Modernizing Arizona Medicaid”

Section Il — Demonstration Eligibility
This section should include information on the populations that will participate in the Demonstration,
including income level. In accordance with 42 CFR 431.412(a)(ii), the information identified in this

section must be included in a state’s application in order tobe determined complete. Specifically, this

section should:

1) Include a chart identifying any populations whose eligibility will be affected by the
Demonstration (an example is provided below; note that populations whose eligibilityis not
proposed to be changed by the Demonstration do not need to be included). Please refer to
Medicaid Eligibility Groups:http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Waivers/1115/Downloads/List-of-Eligibility-Groups.pdf when

describing Medicaid State plan populations, and for an expansion eligibility group, please
provide the state name for the groups that is sufficiently descriptive to explain the groups

to the public.

AZ Response:

The only population whose eligibility may be affected by the Demonstration are expansion
adults 100%-133% FPL in the New Adult Group who fail to make timely payments in the
AHCCCS CARE program. See attachment entitled: “Modernizing Arizona Medicaid”

Example Eligibility Chart

Eligibility Group Name

Social Security Act and CFR Citations

Income Level

Transitional Medical Assistance

408(a)(11)(A)
1931(c)(2)
1925
1902(a)(52)

0 —100% of the
FPL

Families who would qualify for
cash assistance if the State had

1902(a)(10)(A)(ii)(Im)
42 CFR 435.223

100 - 200% of
the FPL

children not otherwise eligible
under the State plan

expanded its cash assistance 1905(a)

program as allowed under

federal law (Parent/Caretaker

Relatives)

Adults without dependent N/A 0-200% of the

FPL

AS OF 9-30-2015
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2) Describe the standards and methodologies the state will use to determine eligibilityfor any
populations whose eligibility is changed under the Demonstration, to the extentthose standards
or methodologies differ from the State plan (if additional space is needed, please supplement
your answer with a Word attachment);

AZ Response: N/A

3)

4)

5)

6)

7)

Specify any enrollment limits that apply for expansion populations under the
Demonstration (if additional space is needed, please supplement your answer witha
Word attachment);

AZ Response: N/A

Provide the projected number of individuals who would be eligible for the Demonstration,

and indicate if the projections are based on current state programs(i.e., Medicaid State plan,

or populations covered using other waiver authority, such as 1915(c)). If applicable, please
specify the size of the populations currently served in those programs (if additional space is
needed, please supplement your answer with a Word attachment);

AZ Response: The projected number of Medicaid State Plan eligible individuals who would be
eligible for the AHCCCS CARE program is:

Newly Eligible Adults 62,763
Prop 204 Restoration 251,987
TANF Adult Parents 256,133

570,883

To the extent that long term services and supports are furnished (either in institutions or the
community), describe how the Demonstration will address post-eligibilitytreatment of
income, if applicable. In addition, indicate whether the Demonstration will utilize spousal
impoverishment rules under section 1924, or will utilize regular post-eligibility rules under 42
CFR 435.726 (SSI State and section 1634) or under 42 CFR 435.735 (209b State) (if additional
space is needed, please supplement your answer with a Word attachment);

AZ Response: AHCCCS CARE members will receive the same services furnished to all other
acute care enrollees. All of the same eligibility procedures will be utilized.

Describe any changes in eligibility procedures the state will use for populations under the
Demonstration, including any eligibility simplifications that require 1115 authority (such as
continuous eligibility or express lane eligibility for adults or express lane eligibility for children
after 2013) (if additional space is needed, please supplement your answer with a Word
attachment); and

AZ Response: N/A

If applicable, describe any eligibility changes that the state is seeking to undertake forthe
purposes of transitioning Medicaid or CHIP eligibility standards to the methodologiesor
standards applicable in 2014 (such as financial methodologies for determining eligibility based
on modified adjusted gross income), or in light of other changes in 2014 (if additional space is
needed, please supplement your answer with a Word attachment).

AZ Response: N/A

AS OF 9-30-2015 Page 3



Section Ill — Demonstration Benefits and Cost SharingReguirements
This section should include information on the benefits provided under the Demonstration as well as

any cost sharing requirements. In accordance with 42 CFR 431.412(a)(ii), the information identified in
this section must be included in a state’s application in order to be determined complete. Specifically,
this section should:

1) Indicate whether the benefits provided under the Demonstration differ fromthose
provided under the Medicaid and/or CHIP State plan:

X Yes |:| No (if no, please skip questions 3 — 7)

2) Indicate whether the cost sharing requirements under the Demonstration differ fromthose
provided under the Medicaid and/or CHIP State plan:

X Yes |:| No (if no, please skip questions 8 - 11)

3) If changes are proposed, or if different benefit packages will apply to different eligibility groups
affected by the Demonstration, please include a chart specifying the benefit package that each
eligibility group will receive under the Demonstration (an exampleis provided):

AZ Response: There are no changes proposed to the benefits provided under the
Demonstration. The benefits chart already in the Demonstration for members enrolled in the
Arizona Long Term Care System (ALTCS) is included to reflect the current differences from
State Plan services for members at risk of institutionalization. No changes are being
proposed to benefits.

Example Benefit Package Chart

Eligibility Group Benefit Package
Transitional Medical Assistance Full State Plan
Optional State plan parent/caretaker relatives Benchmark Equivalent Benefit Package
Expansion Adults Demonstration-only Benefit Package
AZ Benefit Package Chart
Eligibility Group Benefit Package

Arizona Long Term Care System (ALTCS)

Acute Hospital Admission

Adult Day Health Services

Attendant Care

Behavioral Health Services

Community Transition Services

DME / Medical Supplies

Emergency Alert

Habilitation

Home Delivered Meals

Home Health Agency Services

Home Modifications

Home Maker Services

Hospice Services (HCBS & Institutional)




ICF/MR

Medical Care Acute Services

Nursing Facility Services

Personal Care

Respite Care (in home)

Respite Care (Institutional)

Therapies

Transportation

All Other Medicaid State Plan Services

4) If electing benchmark-equivalent coverage for a population, please indicate which
standard is being used:

Oogdo

Federal Employees Health Benefit Package State
Employee Coverage
Commercial Health Maintenance Organization

Secretary Approved




**Please note that, in accordance with section 1937(a)(2)(B) of the Act, the following
populations are exempt from benchmark equivalent benefit packages: mandatory
pregnant women, blind or disabled individuals, dual eligibles, terminallyill hospice
patients, individuals eligible on basis of institutionalization, medically frail and special
medical needs individuals, beneficiaries qualifying for long-

term care services, children in foster care or receiving adoption assistance, mandatory
section 1931 parents, and women in the breast or cervical cancer program. Also, please
note that children mustbe provided full EPSDT benefits in benchmark coverage.

5) In addition to the Benefit Specifications and Qualifications form:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Waivers/1115/Downloads/Interim1115-Benefit-Specifications-and-Provider-
Qualifications.pdf, please complete the following chart if the Demonstration will provide
benefits that differ from the Medicaid or CHIP State plan, (an exampleis provided).

AZ Response: N/A. The Demonstration will not provide benefits that differ from the
Medicaid/CHIP State Plan other than the HCBS Services identified in the chart under
response to #3 above.
Example Benefit
Chart
Benefit Description of Amount, Duration and Scope Reference
Inpatient No limitations — coverage is based on State plan Mandatory
Hospital 1905(a)(1)
Services
Podiatrist Limited to 12 visits per year Optional
Services 1905(a)(6)
Benefit
Chart
Benefit Description of Amount, Duration and Scope Reference
Benefits Not
Provided
Benefit Description of Amount, Duration and Scope Reference

Please refer to List of Medicaid and CHIP Benefits: http://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By- Topics/Waivers/1115/Downloads/List-of-Medicaid-and-
CHIP-Benefits.pdf, when completing this chart.
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6) Indicate whether Long Term Services and Supports will be provided.

|:| X Yes (if yes, please check the services that are being offered)

|:|No

In addition, please complete the: http://medicaid.gov/Medicaid-CHIP-Program-

Information/By-Topics/Waivers/1115/Downloads/List-of-LTSS-Benefits.pdf, and the:

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-

Topics/Waivers/1115/Downloads/Long-Term-Services-Benefit-Specifications-and- Provider-

Qualifications.pdf.

AZ Response: No changes to benefits are being proposed. ALTCS enrolled members receive the full
array of HCBS services as under the Demonstration (see #3 above). Acute care enrollees receive the
same benefits as under the State Plan and behavioral health benefits as under the State Plan and

Demonstration.

Homemaker

Case Management

Habilitative

Respite

Psychosocial Rehabilitation

Accessibility Adaptations)

Non-Medical Transportation

Home Delivered Meals Personal
Emergency Response Community
Transition Services Day Supports
(non-habilitative) Supported Living

Arrangements Assisted Living

Dopodoobd 0o obdd gobgogt

Adult Day Health Services Habilitation —
Supported Employment Habilitation —
Day Habilitation Habilitation — Other

Environmental Modifications (Home

oo g bObduon gdg g

Home Health Aide Personal
Care Services

Habilitation — Residential Habilitation

Habilitation — Pre-Vocational

Habilitation — Education (non-IDEA
Services)

Day Treatment (mental health service)
Clinic Services

Vehicle Modifications

Special Medical Equipment (minor assistive
devices)

Assistive Technology

Nursing Services Adult

Foster Care

Supported Employment

Private Duty Nursing Adult

Companion Services
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|:| Supports for Consumer Direction/Participant Directed Goods and Services Other

[] (please describe)

7) Indicate whether premium assistance for employer sponsored coverage will beavailable
through the Demonstration.

|:| Yes (if yes, please address the questions below)

X No (if no, please skip this question)

a) Describe whether the state currently operates a premium assistance program and

under which authority, and whether the state is modifying its existing programor creating a new
program (if additional space is needed, please supplement your answer with a Word attachment);

b) Include the minimum employer contribution amount (if additional spaceis
needed, please supplement your answer with a Word attachment);

C) Describe whether the Demonstration will provide wrap-around benefits and
cost- sharing (if additional space is needed, please supplement your answer with
a Word attachment); and

d) Indicate how the cost-effectiveness test will be met (if additional space is
needed, please supplement your answer with a Word attachment).

8) If different from the State plan, provide the premium amounts by eligibility group and
income level (if additional space is needed, please supplement your answer with a Word
attachment).

AZ Response: See attachment entitled: “Modernizing Arizona Medicaid”

9) Include a table if the Demonstration will require copayments, coinsurance

and/or deductibles that differ from the Medicaid State plan (an example is

provided):
AZ Response: Copayment amounts will follow the State Plan amounts. Arizona has a State
Plan Amendment currently pending (See SPA 14-014 — ABP Cost-Sharing at
http://www.azahcccs.gov/reporting/PoliciesPlans/StatePlanAmendments.aspx ). The
AHCCCS CARE Demonstration includes exemptions to these amounts. The chart below
details copayment amounts that differ from the State Plan pursuant to legislative directives
detailed in the narrative “Modernizing Arizona Medicaid.”

Example Copayment Chart

Eligibility Group Benefit Copayment Amount
Childless Adults Podiatrist $3 per visit

Services

AZ Copayment Chart

Eligibility Group Benefit Copayment Amount
New Adult Group (Childless Adults) Non-emergency use of ER if | $8.00/visit
0-100% FPL not admitted

(1st time)
New Adult Group (Childless Adults) Non-emergency use of ERif | $25.00/visit
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0-100% FPL

not admitted
(after 1st time)

New Adult Group (Childless Adults) Non-emergency use of ER if | $25.00/visit
0-100% FPL CHC/RHC/UCC w/in 20 miles
New Adult Group (Expansion Adults) | Non-emergency use of ER if | $25.00/visit
100-133% FPL not admitted

(1st time and any time

thereafter)
New Adult Group (Expansion Adults) | Non-emergency use of ER if | $25.00/visit

100-133% FPL

CHC/RHC/UCC w/in 20 miles

New Adult Group 0-133%

Missed Appointments

Copay amount member would
have otherwise paid for the
service

If the state is proposing to impose cost sharing in the nature of deductions, copayments
or similar charges beyond what is permitted under the law, the state should also address
in its application, in accordance with section 1916(f) of the Act, that its waiverrequest:

a) will test a unique and previously untested use of copayments;
b) s limited to a period of not more than two years;
¢) will provide benefits to recipients of medical assistance which can reasonablybe

expected to be equivalent to the risks to the recipients;

d) is based on a reasonable hypothesis which the demonstration is designed to test
in a methodologically sound manner, including the use of control groups of

similar recipients of medical assistance in the area; and

e) is voluntary, or makes provision for assumption of liability for preventable
damage to the health of recipients of medical assistance resulting from
involuntary participation.

AZ Response: See attachment entitled: “Modernizing Arizona Medicaid”

Please refer to Information on Cost Sharing http://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Waivers/1115/Downloads/Interim1115-Information-on-

Cost-Sharing-Requirements.pdf requirements for further information on statutory

exemptions and limitations applicable to certain populations andservices.

10) Indicate if there are any exemptions from the proposed cost sharing (if additional space is
needed, please supplement your answer with a Word attachment).
AZ Response: The State is seeking exemptions to State Plan copayment requirements for
PCP and OB-GYN visits, persons with Serious Mental lliness and treatment of chronic illness,
in addition to preventive and wellness services. (See attachment entitled: “Modernizing

Arizona Medicaid.”)



http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/Downloads/Interim1115-Information-on-Cost-Sharing-Requirements.pdf
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http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/Downloads/Interim1115-Information-on-Cost-Sharing-Requirements.pdf

Section IV — Delivery System and Payment Rates forServices

This section should include information on the means by which benefits will be provided to
Demonstration participants. In accordance with 42 CFR 431.412(a)(ii), a description of the proposed
healthcare delivery system must be included in a state’s application in order to be determined
complete. Specifically, this section should:

1)

[

Indicate whether the delivery system used to provide benefits to Demonstration
participants will differ from the Medicaid and/or CHIP State plan:

X Yes

No (if no, please skip questions 2 — 7 and the applicable payment rate questions)

2) Describe the delivery system reforms that will occur as a result of the Demonstration, and

if applicable, how they will support the broader goals for improving quality and valuein

the health care system. Specifically, include information on the proposed

Demonstration’s expected impact on quality, access, cost of care and potential toimprove

the health status of the populations covered by the Demonstration. Alsoinclude

information on which populations and geographic areas will be affected by the reforms (if

additional space is needed, please supplement your answer with a Word attachment);
AZ Response: Arizona’s Demonstration operates a mandatory managed care system. Thus,
all participants, except American Indian/Alaska Natives (Al/AN), receive services through a
delivery model authorized under the Demonstration. The only proposed delivery system
reform is the State’s DSRIP proposal. (See attachment entitled: “Modernizing Arizona
Medicaid.”) However, even under the DSRIP, these system reforms will still occur within the
broader managed care structure. The improvements to quality, access and cost related to
the State’s DSRIP proposal will stem from improved care coordination and better
communication between providers. For fee-for-Service enrolled Al/AN members, the
State’s Medical Home proposal aims to accomplish some of the same care coordination and
managed care initiatives that are in place for managed care enrollees. The goal is to address
health care disparities for Al/AN members by linking Indian Health Service and Tribal
facilities to other providers to strengthen care coordination and build supports for a
medical home model.

3) Indicate the delivery system that will be used in the Demonstration by checking one or

[]
[]

more of the following boxes:

X Managed care
X Managed Care Organization (MCO),
[] Prepaid Inpatient Health Plans (PIHP)
[] Prepaid Ambulatory Health Plans (PAHP)

Fee-for-service (including Integrated Care Models)

X Primary Care Case Management (PCCM) — paid on



PMPM basis for IHS and Tribal 638 facilities
qualifying as Medical Homes for Al/AN fee-for-
service members

[] Health Homes

[] Other (please describe)

4) If multiple delivery systems will be used, please include a table that depicts the delivery
system that will be utilized in the Demonstration for each eligibility group that
participates in the Demonstration (an example is provided). Please also include the
appropriate authority if the Demonstration will use a delivery system (or iscurrently
seeking one) that is currently authorized under the State plan, section 1915(a) option,
section 1915(b) or section 1932 option:

AZ Response: Arizona has a small fee-for-service system through which approximately
75% of its Al/AN population are serviced. AI/AN members span all eligibility categories.

Example Delivery System Chart

Eligibility Group Delivery System Authority

Transitional Medical Assistance Fee-for-service State plan

Optional State plan Managed Care — MCO Section 1915(b) waiver
parent/caretaker relatives

Childless Adults Managed Care — MCO 1115

Delivery System Chart

Eligibility Group Delivery System Authority

5) If the Demonstration will utilize a managed care delivery system:

a) Indicate whether enroliment be voluntary or mandatory. If mandatory, is the state
proposing to exempt and/or exclude populations (if additional space is needed, please
supplement your answer with a Word attachment)?

AZ Response: Enroliment utilizes a mandatory managed care delivery system. There
are exemptions for American Indians, who can choose to receive services through
Fee-For-Service or Managed Care. Individuals who receive services through the
Federal Emergency Services receive such services on a Fee-For-Service basis.

b) Indicate whether managed care will be statewide, or will operate in specificareas of
the state (if additional space is needed, please supplement your answer with a Word
attachment);

AZ Response: Managed care is operated statewide.

C) Indicate whether there will be a phased-in rollout of managed care (ifmanaged care
is not currently in operation or in specific geographic areas of the state. If additional
space is needed, please supplement your answer with a Word attachment);

AZ Response: N/A




d) Describe how will the state assure choice of MCOs, access to care and provider
network adequacy (if additional space is needed, please supplement your answer with
a Word attachment); and
AZ Response: The contracts between AHCCCS and the MCOs require that contractors
have a sufficient network to provide covered services within designated time and
distance limits. AHCCCS monitors each contractor’s compliance with network standards
through quarterly and annual deliverables and annual network plans submitted by each
contractor as well as during regular operational and financial reviews. Contractors are
required to monitor their networks to ensure provider appointment availability
standards for primary care and dental, specialty, and maternity care services are met.
AHCCCS also tracks the number of providers who leave a contractor’s network due to
dissatisfaction with rates.

e) Describe how the managed care providers will be selected/procured (if additional
space is needed, please supplement your answer with a Word attachment).
AZ Response: AHCCCS utilizes a highly competitive request for proposal (RFP)
process to select contracted managed care organizations (MCOs). This process is
documents on the AHCCCS website and includes data, information on open and
closed solicitations, bidder’s library, contract extensions and other information:
http://www.azahcccs.gov/commercial/Purchasing/purchasing.aspx .

6) Indicate whether any services will not be included under the proposed delivery system and the
rationale for the exclusion (if additional space is needed, please supplement your answer with
a Word attachment);

AZ Response: N/A

7) If the Demonstration will provide personal care and/or long term services and supports,
please indicate whether self-direction opportunities are available under the Demonstration. If
yes, please describe the opportunities that will be available, and also provide additional
information with respect to the person-centered services in the Demonstration and any
financial management services that will be provided underthe Demonstration (if additional
space is needed, please supplement your answer with a Word attachment).

X Yes |:| No

AZ Response: This response reflects the current ALTCS structure that allows for multiple
models, including Self Directed Attendant Care, Agency with Choice and a Traditional agency
model.

8) If fee-for-service payment will be made for any services, specify any deviation from State plan
provider payment rates. If the services are not otherwise covered under the State plan, please
specify the rate methodology (if additional space is needed, please supplement your answer
with a Word attachment);

AZ Response: N/A

9) If payment is being made through managed care entities on a capitated basis, specify the
methodology for setting capitation rates, and any deviations from the paymentand
contracting requirements under 42 CFR Part 438 (if additional space is needed, please
supplement your answer with a Word attachment); and


http://www.azahcccs.gov/commercial/Purchasing/purchasing.aspx

AZ Response: AHCCCS develops capitation rates using generally accepted actuarial principles
and practices considered to be actuarially sound as certified by an Actuary. Capitation rates are
developed in compliance with CMS requirements in accordance with applicable laws and
regulations, appropriate for the Medicaid populations covered under the contracts with the
MCOs. In setting these rates, AHCCCS uses historical encounter data to set capitation rates and
rate ranges. When setting the Acute Care capitation rate ranges, AHCCCS adjusts the base data
when appropriate for reasons including, but not limited to, the following:

Completion factors

Seasonality factors

True-up factors

Historical program and fee schedule changes

Trends

Program changes are also considered when reviewing the encounter and financial statement
information. Actuarial certifications and other information can be found on the AHCCCS
website:
http://www.azahcccs.gov/commercial/ContractorResources/capitation/capitationrates.aspx

10) If quality-based supplemental payments are being made to any providers or class of
providers, please describe the methodologies, including the quality markers that will be
measured and the data that will be collected (if additional space is needed, please
supplement your answer with a Word attachment).
AZ Response: AHCCCS is proposing a DSRIP program that may allow for quality-based
supplemental payments to providers. Metrics and methodologies are still under development
through a stakeholder process.


http://www.azahcccs.gov/commercial/ContractorResources/capitation/capitationrates.aspx

Section V — Implementation of Demonstration
This section should include the anticipated implementation date, as well as the approach thatthe State will

use to implement the Demonstration. Specifically, this sectionshould:

1) Describe the implementation schedule. If implementation is a phase-in approach, please
specify the phases, including starting and completion dates by majorcomponent/milestone (if
additional space is needed, please supplement your answerwith a Word attachment);
AZ Response: Assuming CMS approval by the October 1, 2016, the current Demonstration
expiration date, the State would implement the AHCCCS CARE program upon completion of a
contract award for the third party administrator and other time as necessary for the vendor to be
ready to launch.

2) Describe how potential Demonstration participants will be notified/enrolled into the
Demonstration (if additional space is needed, please supplement your answer with a
Word attachment); and

AZ Response:
e AHCCCCS will mail letters to existing members transitioning to the AHCCCS CARE
program. The letter will contain extensive education on AHCCCS CARE, including
a description of the member’s rights and responsibilities and instruction on how
to pay premium and copay amounts due.

e The AHCCCS website (www.azahcccs.gov) will be updated to include information
about AHCCCS CARE including eligibility, cost sharing obligations, and how to
apply for the program. Information on AHCCCS CARE will also be posted on the
managed care plans’ websites and in their member newsletters.

e The State will organize public forums to engage and educate members and their
families, providers, and advocates about the AHCCCS CARE program.

e |tis desired that the vendor administering the AHCCCS CARE program will also
possess the capability to allow members to establish an online account from
which members can receive messages electronically, by email or text. The
vendor would also be able to provide counseling services regarding options and
benefits within the AHCCCS CARE program.

3) Ifapplicable, describe how the state will contract with managed care organizations to provide
Demonstration benefits, including whether the state needs to conduct a procurement action
(if additional space is needed, please supplement your answer with a Word attachment).
AZ Response: AHCCCS will work with its current contracted managed care organizations which
already provide benefits to this population. No procurements for the managed care system are
needed at this time. AHCCCS will need to conduct a procurement action to engage a third party
administrator to manage the AHCCCS CARE accounts.


http://www.azahcccs.gov/

Section VI - Demonstration Financing and Budget Neutrality
This section should include a narrative of how the Demonstration will be financed as well as the

expenditure data that accompanies this application. The State must include 5 years of historical data, as
well as projections on member month enrollment. In accordance with 42 CFR 431.412(a)(iii) and (iv),
historical and projected expenditures as well as projected enrollmentfor the proposed demonstration
project must be included in a state’s application in order to be determined complete. The additional
information requested will be needed before the application can be acted upon.

Please complete the Demonstration financing and budget neutrality forms, respectively,and include
with the narrative discussion. The Financing Form: http://www.medicaid.gov/Medicaid- CHIP-Program-
Information/By-Topics/Waivers/1115/Downloads/Interim1115-Demo- Financing-Form.pdf includes a
set of standard financing questions typically raised in new section 1115 demonstrations; not all will be
applicable to every demonstration application. The Budget Neutrality form and spreadsheet:
http://www.medicaid.gov/Medicaid-CHIP-Program- Information/By-
Topics/Waivers/1115/Downloads/Interim1115-Budget-Neutrality-Form.pdf includes a set of questions
with respect to historical expenditure data as well as projected Demonstration expenditures.

AZ Response: See attached Budget Neutrality Schedule

Section VII — List of Proposed Waivers and ExpenditureAuthorities

This section should include a preliminary list of waivers and expenditures authorities relatedto title XIX and
XXI authority that the State believes it will need to operate its Demonstration. In accordance with 42 CFR
431.412(a)(vi), this section must be included in a state’s application in order to be determined complete.
Specifically, this section should:

1) Provide a list of proposed waivers and expenditure authorities; and

2) Describe why the state is requesting the waiver or expenditure authority, and how itwill be
used.

Please refer to the list of title XIX and XXI waivers and expenditure authorities:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/

1115 /Downloads/List-of-Waivers-and-Expenditure-Authorities.pdf that the state can referenceto help
complete this section. CMS will work with the State during the review process todetermine the
appropriate waivers and expenditures needed to ensure proper administration of the Demonstration.
AZ Response: See attached Waiver and Expenditure Authority table
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Section VIII = Public Notice

This section should include information on how the state solicited public comment during the development
of the application in accordance with the requirements under 42 CFR 431.408. For specific information
regarding the provision of state public notice and comment process, please click on the following link to
view the section 1115 Transparency final rule and corresponding State Health Official Letter:
http.//medicaid.qov/Medicaid-CHIP-Program-Information/By- Topics/Waivers/1115/Section-1115-

Demonstrations.html/

AZ Response: See Attached Public Notice Write Up and referenced attachments for updated response.

Please include the following elements as provided for in 42 CFR 431.408 when developing this section:

1)

2)

3)

4)

Start and end dates of the state’s public comment period (if additional space isneeded,
please supplement your answer with a Word attachment);

AZ Response: The Public Comment period will begin with Community Forums held
throughout the State during the month of August. The first forum begins August 18, 2015.
The draft application and attachments will be posted to the AHCCCS website at that time.
The public comment period will close September 25, 2015. See the following link for more
information on dates and locations:
http://www.azahcccs.gov/publicnotices/Downloads/WaiverForumFlyer.pdf

* See Attached Public Notice Write Up and referenced attachments for updated response.

Certification that the state provided public notice of the application, along with a linkto the
state’s web site and a notice in the state’s Administrative Record or newspaper of widest
circulation 30 days prior to submitting the application to CMS (if additionalspace is needed,
please supplement your answer with a Word attachment);

AZ Response: The DRAFT Waiver application will be published on the AHCCCS Website
August 18, 2015 at the link below. The presentation reviewed during the forums will also be
posted to the AHCCCS website. Information about the State’s application, forums schedule
and email address for submitting public comment was published in an article in The Arizona
Republic on August 17, 2015. AHCCCS will also publish a notice in The Arizona Republic, the
newspaper of widest circulation, 30 days prior to submittal.
http://www.azahcccs.gov/shared/FiveYear.aspx

* See Attached Public Notice Write Up and referenced attachments for updated response.

Certification that the state convened at least 2 public hearings, of which one hearing included
teleconferencing and/or web capability, 20 days prior to submitting the application to CMS,
including dates and a brief description of the hearings conducted (if additional space is
needed, please supplement your answer with a Word attachment);

AZ Response: See Response to #1 above. AHCCCS will also present the application to the
State Medicaid Advisory Committee on August 19, 2015. Currently five (5) community
forums and one (1) tribal consultation are scheduled across the State, with one of these
forums including conference line capabilities.

* See Attached Public Notice Write Up and referenced attachments for updated response.

Certification that the state used an electronic mailing list or similar mechanism to notify the
public. (If not an electronic mailing list, please describe the mechanism that wasused. If
additional space is needed, please supplement your answer with a Word attachment);
AZ Response: The DRAFT Waiver proposal will be published on the AHCCCS Website at the
link below. Once the draft application is posted, the link will be sent to an electronic list
serve that includes major associations, the State Medicaid Advisory Council, the Office of
Individual and Family Affairs, and others. AHCCCS will also publish information on the
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newspaper of widest circulation.
http://www.azahcccs.gov/shared/FiveYear.aspx
* See Attached Public Notice Write Up and referenced attachments for updated response.

5) Comments received by the state during the 30-day public notice period (ifadditional space
is needed, please supplement your answer with a Word attachment);
AZ Response: The agency will post comments received and provide summary responses
to key issues or concerns raised. The agency will also post summaries of comments and
questions raised during the Community Forums, as well as summary responses.
* See Attached Public Notice Write Up and referenced attachments for updated response.

6) Summary of the state’s responses to submitted comments, and whether or how the state
incorporated them into the final application (if additional space is needed, please supplement
your answer with a Word attachment); and
AZ Response: Forthcoming to be included on the agency’s website.

* See Attached Public Notice Write Up and referenced attachments for updated response.

7) Certification that the state conducted tribal consultation in accordance with the consultation
process outlined in the state’s approved Medicaid State plan, or at least60 days prior to
submitting this Demonstration application if the Demonstration hasor would have a direct
effect on Indians, tribes, on Indian health programs, or on urban Indian health organizations,
including dates and method of consultation (if additional space is needed, please supplement
your answer with a Word attachment).

AZ Response: Tribal Consultation will be held on August 21, 2015. Summary will be posted
on the agency’s tribal consultation page here:
http://www.azahcccs.gov/tribal/consultations/meetings.aspx. Additional tribal consultation
sessions will be held as needed or as requested. The State has pre-scheduled tribal
consultation meetings quarterly.

* See Attached Public Notice Write Up and referenced attachments for updated response.

If this application is an emergency application in which a public health emergency or a natural disaster
has been declared, the State may be exempt from public comment and tribalconsultation requirements
as outlined in 42 CFR 431.416(g). If this situation is applicable, please explainthe basis for the proposed
emergency classification and public comment/tribal consultation exemption (if additional space is
needed, please supplement your answer with a Word attachment).


http://www.azahcccs.gov/shared/FiveYear.aspx
http://www.azahcccs.gov/tribal/consultations/meetings.aspx

Section IX — Demonstration Administration
Please provide the contact information for the state’s point of contact for the Demonstration application.

Name and Title:

Monica Coury

Assistant Director

Office of Intergovernmental Relations

Telephone Number:
602-417-4000

Email Address:
publicinput@azahcccs.gov
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Section 3- Narrative (Updated)



A H CCCS Douglas A. Ducey, Governor

Thomas J. Betlach, Director

Modernizing Arizona Medicaid

Arizona’s application for a new demonstration includes multiple components. The application
reflects Arizona Governor Doug Ducey’s vision for a modernized Medicaid program that does
more than simply try to adapt to changing times in health care. This proposal is designed to
build upon past successes and recognize new opportunities for member engagement, system
reform, and long-term sustainability.

PART |
AHCCCS CARE: Choice, Accountability, Responsibility, Engagement

Today’s climate presents unique opportunities to further innovation and change within the
existing Medicaid program, the Arizona Health Care Cost Containment System (AHCCCS).
Because AHCCCS is rooted in a public/private partnership, mainstreams its members, and
touches so many lives, changes within the AHCCCS program can also have a positive and
transformative effect across Arizona’s entire health care system and its citizenry.

Key to transforming health care in Arizona is the ability to move away from federal
prescriptions that hamper private sector innovation. Historically, Arizona has been able to
achieve this flexibility through its Section 1115 Research and Demonstration Waiver (the
“‘Waiver”). Building upon this platform is the right approach from which to launch a new
version of Medicaid for Arizona.

Some people still have an antiquated view of what Medicaid is and who the Medicaid
member is. Today’s Medicaid program in Arizona engages private health plans that use
sophisticated technology and data analytics tools to assess members’ health needs and
develop person-centered approaches to manage chronic illness and promote prevention and
wellness. The face of Medicaid has also changed, serving nearly as many adults as children
and persons with disabilities. Accordingly, Medicaid has a far greater responsibility for
impacting population health. Even though a snap shot of today’s AHCCCS enrollment shows

| over 1.87 million members, the AHCCCS program served approximately 2 million unique
Arizonans at some point in time during the course of a year.

We have an opportunity and obligation to do more. We have the tools to truly modernize
Medicaid. The goal of AHCCCS CARE is to: (1) Engage Arizonans to take charge of their
health; (2) Make Medicaid a temporary option; and (3) Promote a quality product at the most
affordable price.

801 East Jefferson, Phoenix, AZ 85034 « PO Box 25520, Phoenix, AZ 85002 « 602-417-4000 « www.azahcccs.gov
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The AHCCCS CARE Program: A Bridge to Independence

The AHCCCS CARE program uses personal responsibility not as a penalty, but a tool to build
a bridge to independence. Members must contribute financially in order to more actively
manage their own health. They also need the right tools that allow individuals to access the
health care they need on their own terms. Building a healthy balance between requirements
and incentives is the AHCCCS CARE approach. Arizona’s proposal seeks to require
participation in AHCCCS CARE for persons in the New Adult Group as well as TANF
Parents.

Who is Required to Participate in AHCCCS CARE

Participation is required for adults enrolled in the New Adult Group. This includes:
e Prop. 204 eligible childless adults between 0-100% FPL
e Expansion adults between 100-133% FPL

New Adult Group members that are exempted from participation in AHCCCS CARE include:
e Persons with a serious mental illness

American Indians/Alaska Natives

Individuals who are medically frail (to be defined through discussion with CMS)

Members who serve as caregivers to an individual that is elderly or disabled

The State is proposing that participation in AHCCCS CARE be optional for:
e TANF parents

No other eligibility groups are required to participate in AHCCCS CARE. Thus, individuals
enrolled in ALTCS, dual eligible, SSI-MAQ, children, pregnant women, Freedom to Work, or
any other cateqory are exempted from AHCCCS CARE patrticipation.

AHCCCS CARE: Requiring Member Contributions

e Copays: Up to 3% of annual household income. Members will make monthly AHCCCS
CARE payments reflecting copays for services already obtained. This also removes
the burden of collecting the copay by providers at the point of service. Copayments will
serve as a program offset.

Premiums: Up to 2% of annual household income. Included in the monthly AHCCCS
CARE payment is a premium requirement set at 2% of income- or $25 per month,
whichever is lesser.

e Member contributions do not exceed 5% of annual household income.

e The AHCCCS CARE program is not designed as a cost savings measure. The goal is
to take the directives as set forward by the Arizona Legislature and build upon them to
more strategically direct care to the right settings and offer tools to support AHCCCS
members’ ability to manage their own health. The State is not counting any savings
related to copayments and is allowing premium payments to stay with the member.




AHCCCS

Employing Strategic Copays
Copays would be strategically implemented to steer members to the right care at the right

setting.
e No Copays:
o Preventive Services
o Wellness

o Services to manage chronic illness

o Persons with Serious Mental lliness

o Services obtained at your PCP or OB-GYN'’s office, whether for a well check or
sick visit

o _Services obtained from a specialist, as long as the member has a PCP referral

o __Behavioral health services

o Prescription drugs (see exceptions below)

e Copay Required:

o Non-Emergency use of the Emergency Department

o Use of opioids except for persons who have cancer or are diagnosed as
terminally ill

o Missed Appointments — There is a code for missed appoints, so providers
should submit a claim showing a missed appointment. Copayments will be
assessed and added to the member’s invoice for what they would have paid for
that service.

o Accessing specialist services without a referral from your PCP. Once a PCP
refers to the specialist, the member can go to follow up appointments as
needed without additional referrals.

o Use of brand name drugs when a generic is available, unless the physician has
determined that the generic drug is ineffective.

The AHCCCS CARE Account: Giving People Tools to Manage Their Own Health

e The AHCCCS CARE Account is like a Health Savings Account, except that premiums
paid into the AHCCCS CARE Account do not fund services that are already covered.

e Contributions for premiums go into the AHCCCS CARE Account,

e A member’s premium dollars stay with the member and can be used for_the following
non-covered services:; fike-dental, vision,-efr chiropractic services, nutritional
counseling, recognized weight loss programs, gym memberships and sunscreen.

e Members still have access to the full array of covered services.

¢ Members must be in good standing to be eligible for the AHCCCS CARE Account by:
making timely payments; participating in AHCCCS Works; and meeting the Healthy
Arizona targets.

e Employers and the Philanthropic community can make AHCCCS CARE Account
contributions.

Personal Responsibility: Enforcing Member Contribution Requirements
e Over 100% FPL: Members will be disenrolled from the AHCCCS program for a period
of six months for failure to make AHCCCS CARE payments.
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AHCCCS

e Under 100%: Failure to make AHCCCS CARE payments is counted as a debt owed to
the State. AHCCCS will work with the Arizona Department of Revenue as to how best
to operationalize this aspect of the program.

Healthy Arizona: Promoting Healthy Behaviors

Healthy Arizona is part of the AHCCCS CARE program that sets simple yet important health
goals for adult members. Engaging Arizonans in actively managing their health, providing
health targets and then affording appropriate and responsible incentives for meeting those
targets is a key component to the AHCCCS CARE program.

e Promoting healthy behaviors and proactive measures people can take to better
manage their health is part of most corporate wellness programs, but has been
missing in Medicaid.

e Healthy Arizona is a set of targets:

o Promoting wellness: for example, wellness exams, flu shots, glucose
screenings, mammograms, and tobacco cessation.

o Managing Chronic Disease: such as, diabetes, substance use disorders, and
asthma.

e If members meet their Healthy Arizona target, they have the choice of either:

o Reducing their required AHCCCS CARE payments; or
o Rolling unused AHCCCS CARE Account funds over into the next benefit year.

e Members can only access the funds in their AHCCCS CARE account if they have met
at least one of the Healthy Arizona targets.

e Meeting additional targets may unlock added incentives through corporate and
philanthropic partnerships the State is seeking.

e The idea is not to make managing a member’s health onerous. Rather, Healthy
Arizona sets simple and achievable health goals.

e Accordingly, members only need to meet one healthy target. The goal can be met by
simply getting a flu shot, for example.

e Education around options and ways to achieve these goals will be provided to
members.

e Members that are medically frail and unable to meet a healthy target are exempted.

e AHCCCS eligibility is not conditioned upon meeting a Health Arizona target.

e The goalis to build health literacy around basic health and wellness measures and
public health concerns.
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The AHCCCS Works Program: Viewing AHCCCS as a Pit Stop

The AHCCCS Works program builds in the needed element of promoting work within
Medicaid and building greater partnerships with the businesses and philanthropic
communities. We all share in the goal of healthy employees and healthy families. Now, we
can take steps to truly make that happen.

AHCCCS Works: Getting Back to Work
e The Requirements: Per legislative directives like SB1092, all able-bodied individuals
must be employed, actively seek employment or attend school or a job training
program.
e Work Incentives: Inaddition,- AHCCCS Works builds-in-serves as a complement to the
work requirement in SB1092. Thus, AHCCCS Works functions as a Work Incentives.

o Employers that contribute to their employee’s AHCCCS CARE Account can
reduce their employee’s contribution requirements or that member can use their
employer’s contribution to build up funds in their AHCCCS CARE Account that
can be used for non-covered services.

o The AHCCCS Works program will also partner with existing employment
supports programs, like the program administered by the Arizona Department of
Economic Security (DES) to provide members the tools they need to build their
skills and find their confidence.

o __The member meets this requirement by simply taking the step to get connected
to a program through DES, attend a job fair, enroll in job seeker’s assistance,
take a class, or other similar goals.

o__Education around opportunities to meet this requirement will be provided to
members.

o__Members who are medically frail are not required to meet the AHCCCS Works
goals.

o __The purpose of AHCCCS Works is to assist members in achieving maximum
independence, recognizing that employment is an important factor in
maintaining health and wellness and enjoying greater quality of life.

o AHCCCS eligibility is not conditioned upon participation in AHCCCS Works.

o Once a member’s income exceeds AHCCCS eligibility, their AHCCCS
CARE Account transfers to a private HSA account or can be maintained
through the AHCCCS CARE administrator that they can continue to use.

Private Sector Partnerships: Engaging the Business and Philanthropic Community

o Employers will be able to make direct contributions into their employees’ AHCCCS
CARE accounts that their employees can use toward non-covered services.

e Employer contributions are strictly voluntary; the State is not mandating employer
participation.

e The Philanthropic community can make contributions for targeted purposes, such as
smoking cessation,-e¥ managing chronic disease_or to support an identified population,
such as individuals with bleeding disorders.

e Private sector contributions are tax-deductible.
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e This builds upon the AHCCCS public/private model and provides an avenue for
employers whose workforce is insured by Medicaid to promote a healthy workforce
and_allows mission-driven organizations to truly further their goals.

PART Il

The Legislative Partnership

The Arizona Legislature is an important partner in the effort to modernize Medicaid. As part of
the 2015 legislative session, the Arizona Legislature included a number of initiatives that form
part of this application. The relevance of these requests is to engage the federal government
and all stakeholders in a broader dialogue about the role of Medicaid and its long-term
sustainability. These legislative directives also are designed to engage in a dialogue about
aligning programs. As alignment is sought at the federal level between Medicaid, Medicare
and the Marketplace, state legislatures are seeking to include issues like personal
responsibility and flexibility as part of that effort.

The legislative directives that Arizona is seeking to include in this application are contained in
two key pieces of legislation: Senate Bill 1475 and Senate Bill 1092. These bills went through
the public process during the 2015 legislative session. These directives are cited below.

Senate Bill 1475:

Sec. 19. AHCCCS; cost sharing requirements; rulemaking exemption

A. The Arizona health care cost containment system administration shall pursue cost sharing
requirements for members to the maximum extent allowed under federal law.

B. Subject to approval by the centers for medicare and medicaid services, beginning January
1, 2016, the administration shall charge and collect from each person who is enrolled
pursuant to section 36-2901.01, Arizona Revised Statutes:

1. A premium of two percent of the person's household income.

2. A copayment of eight dollars for nonemergency use of an emergency room for the first
incident and twenty-five dollars for each subsequent incident if the person is not admitted to
the hospital. The administration may not impose a copayment on a person who is admitted
to the hospital by the emergency department.

3. A copayment of twenty-five dollars for nonemergency use of an emergency room for the
first incident and twenty-five dollars for each subsequent incident if there is a community
health center, rural health center or urgent care center within twenty miles of the hospital.

C. Subject to approval by the centers for medicare and medicaid services, beginning
January 1, 2016, the administration shall charge and collect from each person who is enrolled
pursuant to section 36-2901.07, Arizona Revised Statutes:

1. A premium of two percent of the person's household income.

2. A copayment of twenty-five dollars for nonemergency use of an emergency room if the
person is not admitted to the hospital. The administration may not impose a copayment on a
person who is admitted to the hospital by the emergency department.
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3. A copayment of twenty-five dollars for nonemergency use of an emergency room if there
is a community health center, rural health center or urgent care center within twenty miles of
the hospital.

4. An exemption from providing nonemergency medical transportation services from October
1, 2015 to September 30, 2016.

D. For the purpose of implementing cost sharing pursuant to this section, the Arizona health
care cost containment system administration is exempt from the rulemaking requirements of
title 41, chapter 6, Arizona Revised Statutes, for one year after the effective date of this act.

Senate Bill 1092:

36-2903.09. Waivers; annual submittal; definitions
A. On or before March 30 of each year, the director shall apply to the centers for medicare
and medicaid services for waivers or amendments to the current section 1115 waiver to allow
this state to:
1. Institute a work requirement for all able-bodied adults receiving services pursuant to this
article. The work requirement shall:
(a) Require an eligible person to either:
() Become employed.
(i) Actively seek employment, which would be verified by the department.
(iif) Attend school or a job training program, or both, at least twenty hours per week.
(b) Require an eligible person to verify on a monthly basis compliance with requirements of
subdivision (a) of this paragraph and any change in family income.
(c) Require the administration to confirm an eligible person's change in family income as
reported under subdivision (b) of this paragraph and redetermine the person's eligibility under
this article.
(d) Allow the administration to ban an eligible person from enrollment for one year if the
eligible person knowingly failed to report a change in family income or made a false
statement regarding compliance with the requirements of subdivision (a) of this paragraph.
(e) Allow for an exemption if a person meets any of the following conditions:
() Is at least nineteen years of age but is still attending high school as a full-time student.
(ii) Is the sole caregiver of a family member who is under six years of age.
(i) Is currently receiving temporary or permanent long-term disability benefits from a private
insurer or from the government.
(iv) Has been determined to be physically or mentally unfit for employment by a health care
professional in accordance with rules adopted by the administration.
2. Place on able-bodied adults a lifetime limit of five years of benefits under this article that
begins on the effective date of the waiver or amendment to the current section 1115 waiver
and does not include any previous time a person received benefits under this article. The
lifetime limit under this paragraph does not include any time during which the person meets
any of the following conditions:
(a) Is pregnant.
(b) Is the sole caregiver of a family member who is under six years of age.
(c) Is currently receiving temporary or permanent long-term disability benefits from a private
insurer or from the government.
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(d) Is at least nineteen years of age but is still attending high school as a full-time student.
(e) Is employed full time but continues to meet the income eligibility requirements under this
article.

() Is enrolled before reaching nineteen years of age.

(g) Is an eligible person as defined in section 36-2901, paragraph 6, subdivision (a), item (iii).
3. Develop and impose meaningful cost-sharing requirements to deter both:

(a) The nonemergency use of emergency departments.

(b) The use of Ambulance services for nonemergency transportation or when it is not
medically necessary.

B. In any year, the director shall apply under subsection A of this section for only the waivers
or amendments to the current section 1115 waiver that have not been approved and are not
in effect.

C. On or before April 1 of each year, the director shall submit a letter confirming the
submission of the waiver requests required under subsection A of this section to the
governor, the president of the senate and the speaker of the house of representatives.

D. For the purposes of this section:

1. "Able-bodied" means an individual who is physically and mentally capable of working.

2. "Adult" means an individual who is at least nineteen years of age. END_STATUTE

The State acknowledges and appreciates the concerns raised around ensuring that members
have access to needed care and will explore opportunities to exempt certain medically frail
populations from the directive to exclude non-emergency medical transportation as a covered
service.

PART Il
Delivery System Reform Incentive Payment (DSRIP): Arizona’s Approach

AHCCCS has initiated significant payment and delivery system reform in recent years. These
include payment, administration, and care delivery integration of behavioral health and
physical health, alignment and care coordination for dually eligible persons, Children’s
Rehabilitative Services system simplification, justice system transition of care improvements,
and value based purchasing contractual requirements.

With these reform initiatives established, the development of a State Health System
Innovation Plan through a State Innovation Model (SIM) Design award, and the findings of
the Arizona State Health Improvement Plan, Arizona is positioned to utilize DSRIP to further
develop care delivery and payment reform network infrastructure, implement system re-
design options identified through the SIM process, establish highly impactful outcome
expectations, and strengthen population focused health improvements.

The Arizona DSRIP model will be built on provider network accountability. AHCCCS has a
well-established managed care infrastructure. Arizona also has geographically distributed
health systems that are well positioned to participate in payment and delivery reform
initiatives through the DSRIP. These networks will provide the foundational infrastructure and
connectivity to foster provider collaboration and break down persistent silos that limit

8



AHCCCS

progress on outcome improvement and cost reduction. The specific transformation models
and arrangements will be established based on the findings of the stakeholder driven State
Health System Innovation Plan, developed through the Arizona SIM Model Design award.

Projects and Initiatives
The Arizona DSRIP projects and initiatives will focus on areas including, but not limited to:
= Behavioral Health —Physical Health Care Delivery and Payment Integration
= Chronic diseases associated with persons identified as having High Needs/High Costs
= Primary Care models with accountability for population health outcomes

Results of the State Innovation Plan will inform the selection of additional areas of focus and
development of a menu of projects in collaboration with healthcare stakeholders that
encompasses the selected focus areas.

Performance Metrics

The choice of performance process and outcome measures will be based on the projects and
initiatives identified through the SIM process and selected through the DSRIP planning
processes and will include:

= Measures of infrastructure development and participation — such as, membership in

the state Health Information Exchange

= System redesign — such as, establishing value based payment arrangements that
align to produce desired collaboration and integration

= Clinical outcome improvement — such as, establishing targets for hospital readmission
or asthma related hospitalizations

= Population health improvement — such as, percentage of homelessness among
persons with serious mental illness

In addition, establishing statewide measures will be considered to support collaborative
provider accountability for outcomes, and systemic transformation.

Performance Payments

A DSRIP incentive payment methodology will be established based on the milestones of the
projects and initiatives established under the Arizona DSRIP.
= Performance payments will be tied to achievement of project specific measures

= Performance payments will be tied to achievement of statewide measures

= Payment pools available for provider performance payments will tie to savings
associated with DSRIP initiatives

= Accountable provider networks will have the ability to allocate performance payments
to providers in their respective networks

= Payments to provider networks for infrastructure identified as critical to implementation
of SIM and DSRIP initiatives and systems changes
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Learning Collaborative

Providers will participate in a learning collaborative related to the DSRIP projects. The
learning collaborative will be designed to promote the following objectives:

= Encouraging the principle of continuous quality improvement

= Collaborating based on shared ability and experience

= Sharing DSRIP project development including data, challenges, and best practices

PART IV
Home and Community Based Services (HCBS) Final Rule:

Arizona’s Assessment and Transition Plan

Arizona’s successful Home and Community Based Services program for persons enrolled in
the Arizona Long Term Care System (ALTCS) has had a long history as part of the State’s
1115 Waiver. To conform with the final rule that defines HCBS qualifying settings, Arizona
conducted an assessment of its settings, as well as a draft transition plan. Extensive
stakeholder meetings and public forums have already been held to seek input and engage in
dialogue around the state’s Assessment and Transition Plan.

Due to the length of the Assessment and Transition Plan, it will be incorporated by reference
here. All materials, including the Assessment and Transition Plan, the schedule of community
forums, the presentation that is being reviewed at the forums and other materials can be
found on the AHCCCS website at: http://www.azahcccs.gov/hcbs/default.aspx.

PART V
The American Indian Medical Home

Supporting Arizona’s Commitment to Addressing Health Care Disparities
for American Indians/Alaska Natives

Overview

AHCCCS administers Medicaid to over 1.7 million members through a mandatory
managed care delivery system. This system operates managed care insurance programs
that establish each member with a Primary Care Physician (PCP) upon enrollment. Case
management is provided as an administrative service to those members identified by their
health plan to require care coordination or assistance in managing a chronic illness.
Health plans also offer call lines staffed by medical professionals as an administrative
service.
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The AHCCCS model requires every Medicaid beneficiary to enroll with a managed care
organization (MCO). The only exception to this requirement is for the American
Indian/Alaska Native (Al/AN) population, which has the option of enrolling with an MCO or
receiving services in the AHCCCS fee-for-service (FFS) program, known as the American
Indian Health Program (AIHP). American Indians and Alaska Natives who enroll in the
American Indian Health Program receive their care largely through Indian Health Services
(IHS) facilities and Tribal facilities operated under Public Law (PL) 93-638. IHS and Tribal
facilities do not have the administrative dollars to support case management functions or
call lines to assist members in coordinating their care. The clinical leadership of IHS
recognizes that fundamental changes in their system are required in this time of fewer
resources and health reform.

The IHS Improving Patient Care (IPC) program goal is to engage IHS, Tribal, and Urban
Indian health programs to improve the quality of, and access to, care for AI/AN members
through the development of a system of care called the Indian Health Medical Home
Program (IHMHP). The IPC program is focusing on patient-and-family-centered care while
ensuring access to primary care for all AI/AN people. High-quality care will be delivered by
health care teams who will be making sustainable and measurable improvements in care.
Medicaid is IHS’ biggest payor/partner. Therefore, AHCCCS would like to align its efforts
in Arizona with the efforts being made by IHS and the federal government to modernize
and improve the health care delivery system for the AI/AN population.

The most recent U.S. Census figures state the AI/AN population is approximately 350,000
in Arizona.! Almost half of the AI/AN population in Arizona is enrolled in AHCCCS, and
approximately 75 percent of AI/AN AHCCCS members are enrolled in the American
Indian Health Program. Significant health disparities exist between the AlI/AN population
and the general population of Arizona, including the average age of death (17.5 years
lower for American Indians), and higher death rates from many preventable diseases.
AHCCCS proposes an IHMHP that aligns with the IPC program in order to address some
of these disparities and to support the ability of IHS, Tribal, and Urban Indian health
programs, as well as non-IHS facilities with high AI/AN patient volumes, to better manage
the care for American Indians and Alaska Natives enrolled in the American Indian Health
Program.

Accordingly, to accomplish these goals AHCCCS seeks the following authority:

e Comparability - Waiver from 81902(a)(10)(B) and corresponding regulations at 42
CFR 88440.240, to allow the State to provide services that support a medical home
for AI/AN members enrolled in FFS who receive services provided through the IHS
and Tribal facilities. These services are Primary Care Case Management, diabetes
education, after-hospital care coordination and 24-hour call lines staffed by medical
professionals.

! Current tribal enroliment numbers collected by survey taken by AHCCCS estimate the AI/AN
population in Arizona to be approximately 443,000.
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e Reimbursement CNOM- Expenditure authority to allow the State to pay for
services that support a medical home for AI/AN members enrolled in FFS who
receive services provided through the IHS and Tribal facilities. Expenditure
authority to allow the State to pay non-IHS/Tribal facilities a shared savings
payment to support the Indian Health Medical Home Program.

Developing the American Indian Medical Home through Consultation

Originally, this concept was proposed and brought to AHCCCS by the Tucson Area IHS.
Verbal notification on the development of this proposal as well as notification that a future
consultation meeting would be held to further discuss this topic was provided at an
AHCCCS Consultation Meeting with Tribes and IHS, Tribal, and Urban Indian health
programs (I/T/U) on March 31, 2011.

AHCCCS also obtained information related to medical home activities from the Navajo
Area IHS, Phoenix Area IHS, Tucson Area IHS, and certain Tribal Facilities. This
information was used in the development of the first waiver proposal. AHCCCS formally
consulted with tribes and I/T/Us in Arizona on the components of the original waiver
proposal in accordance with the AHCCCS Tribal Consultation Policy and Medicaid State
Plan on August 4, 2011. The amendment was also placed on the AHCCCS website for
public comment around that time.

Since then, AHCCCS has embarked upon a Tribal Care Coordination effort of its own.
AHCCCS revised this proposal to align this amendment with the IPC and AHCCCS Tribal
Care Coordination efforts. The AHCCCS Tribal Care Coordination initiative strives to
improve the quality of care for its members by increasing the efficiency of the multiple
systems of care in which members can access services. While there are various care
coordination models being implemented across the nation, as well as here in Arizona,
AHCCCS adopted the Indian Health Service’s IPC Care Model to avoid creating
duplication in the system and confusion amongst the various efforts being implemented to
improve the care for AI/AN members. Furthermore, the Agency recognizes the
importance of promoting a shared message in working toward a common goal — improve
the quality, connectivity, and accessibility of care in the American Indian healthcare
delivery system. AHCCCS works toward that goal in its role as a facilitator of data
exchange to inform providers of utilization trends among members empaneled to them.
As a major payor, AHCCCS provides this data so that the medical home can develop
interventions that will assist patients empaneled to them to better manage their health.
I/T/Us, however, need additional tools to build their capacity to act as medical homes that
can be held accountable for reducing emergency department utilization, admissions or
readmissions, and improve outcomes.

Anticipated updates to the draft proposal were presented verbally at tribal consultation on
August 15, 2013. AHCCCS has also posted the revision to its website for public comment.
The revised amendment was also presented to the State Medicaid Advisory Committee
on April 9, 2014. Subsequently, representatives from the three IHS Area offices made
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revisions to the proposal for consideration requiring additional review. These revisions
have been incorporated here and will be presented for comment at the tribal consultation
in August 21, 2015.

Arizona expects that the oversight and payment for IHMHP service delivery will
necessitate close working relationships between the State and the IHS, Tribal, Urban
Indian health program, and non-IHS facilities with AI/AN patient volumes greater than
30%, and that this process will enhance collaboration toward similar goals of reducing
health disparities and delivering cost-effective care.

Provider Payments

The American Indian Health Program has worked in conjunction with tribes and IHS
facilities to determine the cost of delivering an IHMHP, which would reimburse for Primary
Care Case Management, a 24-hour call line and care coordination. In order to simplify
claiming and payment, AHCCCS has elected not to offer a tiered payment structure, but
to combine requirements and payment into one flat rate. The American Indian Health
Program cost data from IHS and tribal facilities in Arizona were evaluated to determine a
PMPM payment of $7.11 with an annual increase of 4.6%, which is based upon the
average annual increase of the outpatient all-inclusive rate over the past ten years. For
approved medical homes providing diabetes education pursuant to guidelines established
within that model and herein, an additional $2.00 PMPM will be available.

The medical home services for which AHCCCS proposes to reimburse are currently not
reimbursed through the all-inclusive rate and will therefore be billable by IHS and Tribal
facilities only on a monthly basis to AHCCCS. PMPM payments will be made with 100%
FFP dollars and will only be available for IHS and tribally operated 638 facilities for FFS
members in order to avoid duplicative payment. Facilities will be required to submit an
IHMHP claim for each member that is empanelled in their medical home on a monthly
basis. Empanelment will be determined by AHCCCS based on the criteria discussed
below.

Overview Development of Medical Home Criteria

IHS and Tribal facilities may choose whether or not to provide an Indian Health Medical
Home Program (IHMHP) for their members. In order to receive reimbursement for
services provided by their IHMHP, facilities must present their proposal to AHCCCS for
review every three years or sooner if their program structure changes. This proposal
should detail the mechanisms in place to meet the criteria outlined in the definition of an
IHMHP below. For example, when the IHMHP requires that each member be empanelled
to a personal Primary Care Provider (PCP), the facility should describe how they empanel
patients, what their empanelment rate is, and what type of providers they employ as
PCPs. When approved as medical home providers, IHS and Tribal facilities should have a
goal of 100% empanelment of their FFS AHCCCS members. However, FFS AHCCCS
members will have the option to not be empaneled so as not to restrict choice;
reimbursement will be based upon only those members that are formally part of the
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medical home. To ensure there is choice given, the AHCCCS FFS member must sign a
form at the facility stating they are agreeing to be empaneled to that particular facility.

AHCCCS recognizes the importance of prior research and development in the area of
medical homes. The AHCCCS criteria for medical home designation are based upon the
following Joint Principles of the Patient Centered Medical Home as presented in February
2007 by the American Academy of Family Physicians, American Academy of Pediatrics,
American College of Physicians, and American Osteopathic Association, combined with
AHCCCS Tribal Care Coordination and IPC principles.

e Personal physician — Each patient has an ongoing relationship with a personal,
licensed primary care provider trained to provide first contact, continuous and
comprehensive care.

e Physician directed medical practice — The personal physician leads a team of
individuals at the practice level who collectively take responsibility for the ongoing
care of patients.

e Whole person orientation — The personal physician is responsible for providing
for all the patient’'s health care needs or taking responsibility for appropriately
arranging care with other qualified professionals. This includes care for all stages
of life; acute care; behavioral health; chronic care; preventive services; and end of
life care.

e Care is coordinated and/or integrated across all elements of the complex health
care system (e.g., subspecialty care, hospitals, home health agencies, nursing
homes) and the patient's community (e.g., family, public and private community-
based services). Care is facilitated by registries, information technology, health
information exchange and other means to assure that patients get the indicated
care when and where they need and want it in a culturally and linguistically
appropriate manner.

e Quality and safety are hallmarks of the medical home.

e Enhanced access to care is available through systems, such as open scheduling,
expanded hours and new options for communication between patients, their
personal physician, and practice staff.

e Payment appropriately recognizes the added value provided to patients who have
a patient-centered medical home.

With these guidelines in mind and in conjunction with the IHS, tribally operated 638
programs and the American Indian Health Program, AHCCCS has developed the
following mandatory criteria for IHMHP designation when provided by IHS and tribally
owned or operated 638 facilities in Arizona.

Medical Home Program Mandatory Criteria:

1. Assigns the member to a primary care team led by a primary care physician, nurse
practitioner or physician’s assistant. When staffing limitations prevent direct patient
empanelment to a primary care physician, a primary care physician must be available
for consultation and advisement as needed. The primary care team may consist of, but
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is not limited to, a combination of the following professionals: physician’s assistants,
nurse practitioners, registered nurses, licensed practical nurses, pharmacists, social
workers, case managers, community health representatives (CHRs), diabetes health
educators, behavioral health professionals, and medical assistants.

2. Provides or coordinates medically necessary primary and preventive services.

3. Organizes clinical data in an electronic format as a patient-specific charting system for
individual patients.

4. Reviews all medications a patient is taking including prescriptions and maintains the

patient’s medication list in the chart.

Maintains a system to track tests and provide follow-up on test results.

Maintains a system to track referrals including referral plan and patient report on self-

referrals.

7. Provides Care Coordination and Continuity of Care to the member, especially following
hospital discharge, and supports family participation in coordinating care. Agrees to
provide follow-up with the member within five days of hospital discharge. Provides
various administrative functions including but not limited to securing referrals for
specialty care and prior authorizations, including referrals for behavioral health
treatment.

8. Provides patient education and support as needed.

9. Provides 24/7 voice to voice telephone call-line coverage with immediate availability of
an on-call medical professional.

10.Uses mental health and substance abuse screening and referral procedures.

11.Agrees to follow and report to AHCCCS on an annual basis the following measures:

a. Hospital readmissions within 30 days of discharge;

b. Number of hospital readmissions within 30 days of discharge with a behavioral
health diagnosis;

c. Average number of ED visits per empanelled patient per year;

d. GPRA measure: Childhood immunizations; and

e. Additional GPRA measures will be added following two years of successful
implementation of these criteria.

o o

Patient Empanelment

While an AHCCCS member retains the right to seek care from any AHCCCS registered
provider, AHCCCS may only pay for one medical home per member. In order to avoid
reimbursement to two different IHMHPs for the same member, AHCCCS will recognize
patient empanelment to a specific IHMHP by the receipt of claims for at least three distinct
dates of services within a six month time period within the member’s service area. An
IHMHP will not be able to be reimbursed for PMPM claims until the empanelment process
has been completed

After a faclility is approved as a medical home by AHCCCS, the facility must submit to
AHCCCS Division of Fee-for-Service Management (DFSM) a file of empaneled members.
Members submitted that already have been empaneled in a medical home will be rejected
back to the facility; in this case, the facility or member can request a transfer through the
transfer process.
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All empanelment files and transfers must be submitted to AHCCCS by the 22" of the
month for the facility to be able to submit a claim for the following month. Information
received after the 22" of the month will not be able to be claimed until the following
month.

The AHCCCS transfer process can be utilized when a member is empaneled with another
facility. In this case, the facility that would like the member to be transferred must
complete the AHCCCS approved transfer form. This form must be signed by the
requesting facility, the currently empaneled facility and the member.

Diabetes Education Mandatory Criteria
IHMHPs providing diabetes education must provide an evidence-based -curriculum
designed to enhance regular treatment and disease-specific education, such as diabetes
instruction. The Diabetes Education Program provides individuals with the skill sets
necessary to coordinate all the things needed to manage their health, which is particularly
helpful for individuals with more than one chronic condition. Subjects covered by an
IHMPP Diabetes Education Program must include:
1. Education on techniques to deal with problems such as frustration, fatigue, pain
and isolation
2. Education on appropriate exercise for maintaining and improving strength,
flexibility, and endurance
3. Education on the appropriate use of medications and medication compliance
4. Education on how to communicate effectively with family, friends, and health
professionals
5. Nutrition Education
6. Education on decision making
7. Education on how to evaluate new treatments

IHMHPs using a diabetes education curriculum and receiving an additional PMPM for
these services must separately report the following:

e Hospital readmissions within 30 days of discharge with a diabetes diagnosis

e Number of ED visits with a diabetes diagnosis

Non-IHS/Tribal facilities: Supporting the IHS Indian Health Medical Home Model
American Indian members are not limited to using only IHS/Tribal facilities. They access
care from non-IHS/Tribal facilities particularly in areas where a non-IHS/638 facility is
more readily available than an IHS/Tribal facility. Additionally, AI/AN members often
access non-IHS/638 facilities and providers for specialty care that may not be accessible
at an IHS/Tribal facility. As a result, there are a number of non-IHS/Tribal facilities with
high AI/AN patient volumes that can help support the IHMHP. These facilities are
grappling with issues of care coordination, hospital readmissions and non-emergent use
of the emergency department related to the AI/AN population.
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Facilities with high AI/AN inpatient enrollment in AIHP, specialty care (e.g., OB/GYN) or
emergency department patient volumes can help support the IHMHP model by allowing
an IHS/Tribal facility to embed an IHS/Tribal care coordinator within their facility. Non-
IHS/Tribal facilities that exceed 30% AI/AN patient volumes are eligible to receive shared
savings payments through structured arrangements with AHCCCS that, among other
measures: reduce emergency department use; reduce readmissions, coordinate with
behavioral health; and share data with AHCCCS. These initiatives will be arranged on a
case-by-case basis depending on the specialty of the provider type.

By supporting the model in this way, the non-IHS/Tribal facilities will be partnering with the
IHMHP to connect AIHP enrolled members with the services necessary to address the
health disparities that exist within the population, thereby, reducing the rate of hospital
readmissions and non-emergent use of the emergency department. These facilities
should be rewarded for the improvements in care delivery and in savings achieved for
their efforts in supporting this model. Addressing healthcare disparities for the AI/AN
population is not possible without the participation of non-IHS/Tribal facilities.

Arizona is proposing to offer services that support an Indian Health Medical Home
Program — Primary Care Case Management, 24-hour call line, diabetes education and
care coordination — to its acute care FFS Population. IHMHPs will be charged with
addressing health disparities between American Indians and other populations in Arizona,
specifically by enhancing case management and care coordination. In tracking the
successes of IHMHPs across the state, Arizona expects to see trends indicating cost
savings through the prevention of hospital readmissions and improved control of non-
emergent use of the emergency department. Non-IHS/Tribal facilities will also share in
those savings as critical players in addressing healthcare disparities for the AI/AN
population.

PART VI

Building upon Arizona’s Past Successes

While Arizona has had a longstanding 1115 Waiver through which the State has operated its
Medicaid program, the demonstration has not remained stagnant. In fact, through over 33
years of Medicaid managed care experience, the State of Arizona has learned that Medicaid
managed care is an evolutionary process. Existing demonstrations are modified, adjustments
are continually made, and the program is further refined, modernized and streamlined. The
result is a Medicaid managed care operation that is continually seeking opportunities to
improve and build upon past successes to achieve greater health outcomes for its members
and long-term sustainability for the program.

As part of this refinement, this new demonstration will reflect modifications to the following

programs:
e The merger between AHCCCS and the Division of Behavioral Health Services. As
part of the 2015 legislative session, Governor Ducey proposed and the Arizona

17



AHCCCS

Legislature approved an administrative simplification effort that brought together the
AHCCCS program with its longstanding partner, the Division of Behavioral Health
Services (DBHS) within the Arizona Department of Health Services (ADHS).
Historically, ADHS/DBHS has served as AHCCCS’ contracted managed care
organization (MCO) for the provision of behavioral health services to AHCCCS
members. In turn, ADHS/DBHS contracts with Regional Behavioral Health Authorities
(RBHAs) that provide the behavioral health benefit for members. Through the
Governor's Administrative Simplification effort, DBHS will merge with AHCCCS and
the RBHAs will become the AHCCCS contracted MCOs for administration of the
behavioral health benefit. The terms of existing RBHA contracts for both Maricopa
County and Greater Arizona (all other counties) will remain the same. Technical clean-
up of the language in the State’s Waiver will reflect this merger. The State will offer a
redline of recommended language changes at a future date.

e Aligning Benefits for Dual Eligibles. Arizona currently has 45% of its approximately
130,000 dual eligible members aligned in the same health plan for both their Medicaid
and Medicare benefits. This percentage of aligned dual members is the highest in the
nation. Health plan alignment allows the plans to better administer health benefits, and
simplifies the system for members. The results are improved health outcomes.
Because Medicare pays for a significant portion of the behavioral health benefit and
the AHCCCS acute plans are serving members as the Medicaid and Medicare plan,
the State on October 1, 2015, will align the behavioral health benefit into the AHCCCS
acute MCOs. This allows dual eligible members choice of health plan for their
complete benefit package. Technical clean up language will be offered to reflect that
dual eligible members are no longer subject to the waiver provision mandating
enrollment into the RBHA only for their behavioral health benefit.

e Continuing Existing Authorities. Arizona will also seek to continue existing
authorities that have served the State well. A table of these current authorities is
attached. These include mandatory managed care, HCBS, uncompensated care
payments for Indian Health Services and Tribal 638 Facilities, and others.

o Critical Access Hospital Supplemental Payments. Per legislative changes to 36-
2903.01(U) made as part of the 2015 legislative session, the State is seeking to
enhance its current payments to Critical Access Hospitals (CAH). The State has begun
a dialogue with stakeholders around possible ways to structure this program and will
include additional detail upon further stakeholder engagement. Specifically, the statute
provides:

o “U. Subject to the approval of the centers for medicare and medicaid services,
political subdivisions of this state, tribal governments and any university under
the jurisdiction of the Arizona board of regents may provide to the Arizona
health care cost containment system administration monies in addition to any
state general fund monies appropriated for critical access hospitals in order to
qualify for additional federal monies. Any amount of federal monies received by
this state pursuant to this subsection shall be distributed as supplemental
payments to critical access hospitals.”
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PART VIl
Safety Net Care Pool Transition Plan

Background

In April 2012, CMS approved the Safety Net Care Pool (SNCP) program designed to help
hospitals with managing the burden on uncompensated care costs. This was approved at a
time when the State had frozen new enrollment for its childless adult category (0-100% FPL).
Many hospitals across the State participated in the SNCP, and the program proved to be
incredibly valuable as a bridge to 2014. The program ended on December 31, 2013, in
anticipation of the State’s restoration of childless adult coverage and addition of new
coverage for adults 100-133% FPL. However, SNCP was extended for Phoenix Children’s
Hospital (PCH) to address issues unique to freestanding children’s hospitals that did not
benefit from adult coverage restoration and expansion. Subsequently, PCH received two
one-year extensions of SNCP.

During 2014, AHCCCS contracted with Public Consulting Group to conduct an independent
evaluation of the use of SNCP funds prior to and after the January 1, 2014 extension period,
an analysis of factors that contributed to the necessity of SNCP, and an analysis of the
findings and conclusions drawn from the factors that contributed to the necessity of
SNCP. Public Consulting Group made a number of observations and conclusions.

e PCH serves a population with a high rate of Medicaid coverage and a low proportion of
uninsured patients in comparison to safety net hospitals.

e Before and after implementation of the ACA reforms, the uninsured have constituted a
marginal group within the hospital’s overall payer mix, with no significant changes in
the proportion of “self-pay” clients over the past five years.

e Analysis revealed an 83% growth in overall uncompensated care costs between FFY
2011 and FFY 2012. This increase in costs is due to a number of causal factors
introduced in that year, including major changes in PCH volumes, higher patient
acuity, and significant rate reductions implemented by AHCCCS.

e Although PCH'’s financial picture in 2014 remains incomplete, some of the factors
driving the hospital’s higher uncompensated care since 2011 have been mitigated, if
not eliminated. It appears that the effort to contain Medicaid costs is increasingly
effective, and that the care delivery system has become more closely aligned with the
payment system and new reimbursement rates established by AHCCCS.

e The hospital’'s Medicaid shortfall is the unique consequence of a convergence
between the State’s cost containment efforts and PCH’s high quality, high cost delivery
system. Public Consulting Group also states: “The high cost of care at the hospital is
not merely a function of higher patient acuity, but must also be placed within the wider
context of PCH’s ambitious organizational growth and its aspirations to be a national
leader in high quality pediatric care, equipped with cutting-edge medical technology,
attracting top physician talent, and producing highly-respected research.”
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e While SNCP does not represent a permanent solution to assuring adequate Medicaid
cost coverage to the hospital, it continues to serve as an essential mechanism for
transitioning PCH to the post-ACA health care environment.

e SNCP funding has not adversely affected the hospital’'s capability or willingness to
achieve greater efficiencies. Rather, they appear to have facilitated the hospital’s
ongoing movement in this direction, allowing PCH the budgetary room to implement
additional efficiencies, including value-based delivery system and payment reforms,
without substantially disruptive effects on the hospital’s level of quality. For this reason,
extension of SNCP authorization appears justifiable.

Public Consulting Group’s full report can be found on the agency's website at:
http://www.azahcccs.gov/reporting/Downloads/1115waiver/Doc2AZ _SNCP_Eval Report FIN

AL.pdf.

In addition to last year’s report, AHCCCS contracted with Navigant Consulting to analyze the
cost per inpatient discharge at Phoenix Children’s Hospital compared to selected other
children’s hospitals, including those located in Alabama, California, Florida, lllinois,
Minnesota, and Washington. These hospitals were chosen because of the ease of obtaining
data. After adjusting for the differences in hospital specific Medicaid case-mix index and
regional wage differences, as well as adjusting for inflation to make hospital years
comparable, the average cost per discharge ranged from $11,204 to $27,377. The average
cost per discharge at PCH was $17,416, which was slightly below the average of $17,536
and slightly above the median of $16,823. The full analysis is attached.

PCH has also presented to AHCCCS a study conducted by the Children’s Hospital
Association that compared costs of 32 children’s hospitals across the country. This study
indicated PCH’s cost of delivering care was 15% below the nationwide mean.

Transitioning Away from SNCP: Short and Long-Term Opportunities

The State is committed to working with PCH to move away from total reliance on SNCP.
However, the State also recognizes that this transition cannot be achieved overnight. The
State has committed to taking immediate action steps that will help PCH lessen its current
SNCP reliance, as well as identify longer term goals to achieve a more complete transition
away from SNCP.

Current AHCCCS Payment Reforms

APR-DRG Payment Methodology

On October 1, 2014, AHCCCS transitioned from a tiered per diem inpatient reimbursement
system to an APR-DRG payment system to further AHCCCS’ goals of enhancing quality of
member care and promoting efficient delivery of services. AHCCCS contracted with Navigant
Consulting to provide assistance in analyzing, acquiring and implementing a DRG-based
inpatient hospital payment system, and sought and received an abundance of input from
impacted hospitals on implementing the new payment methodology in a budget neutral
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fashion. Navigant Consulting estimated that the change in payment methodology would
result in an increase in payments of $9,704,392 for PCH, which will be phased in over two
years, achieving full implementation in the third year of APR-DRG.

Reimbursements for High-Acuity Pediatric Cases

Beginning with discharges on and after January 1, 2016, AHCCCS will address the costs
associated with high-acuity pediatric services at all hospitals by increasing reimbursement for
pediatric cases with Severity of lllness (SOI) levels 3 and 4 under the APR-DRG
system. This change is projected to increase reimbursements to inpatient hospitals by nearly
$20 million annually. The projected impact to Phoenix Children’s Hospital is an annual
increase of $10,059,405.

Other Payment Reforms and Solutions

While AHCCCS is committed to ensuring a transition away from SNCP, and is working to
increase reimbursement rates to PCH outside of the SNCP program, any payment reforms to
PCH must be taken in the larger context of the AHCCCS program as a whole. This is
particularly challenging at a time when Arizona is still recovering from the Great
Recession. Due to a continued budget shortfall, Arizona’s State Fiscal Year 2016 budget
included language which allowed AHCCCS to reduce rates for providers up to 5% in
aggregate for Federal Fiscal Year 2016. Based on information received from providers and
associations representing thousands of providers statewide, AHCCCS worked to find
alternative solutions to a rate reduction while still living within the Legislature’s lower
appropriation for the program that factored in a 5% rate reduction. The resulting
reimbursement rate strategy for FY 2016 includes some rate increases in areas identified as
critical, among them the high-acuity pediatric cases discussed above.

AHCCCS requests a five year transition away from SNCP payments, whereby SNCP
payments are reduced, from a maximum of $137 million in 2015 to $117 million in 2016, $90
million in 2017, $70 million in FY 2018, $50 million in 2019 and $25 million in 2020. During
this phase-out period, AHCCCS will continue to implement solutions designed to account for
the high-quality, high-cost services provided by PCH without adversely impacting other
providers. Ultimately, any final reform needs to be multi-faceted and include increases in
Medicaid reimbursement, as well as a continued focus by PCH on achieving greater
efficiencies.

Some potential solutions appear below:

Graduate Medical Education Funding

AHCCCS intends to revise the Arizona Administrative Code detailing the Graduate Medical
Education distribution process for the purpose of updating the method for determining a
hospital’s Indirect Medical Education (IME) costs. This change has the potential to increase
IME funding by more than $81,000,000 annually for Arizona training hospitals. The
projected impact to Phoenix Children’s Hospital is an annual increase of $12,500,000.
As Arizona is currently under a rule-making moratorium, the change will require approval

from the Governor’s Office in order to proceed. Including Executive approval and factoring in
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the typical rulemaking process timeframe, this change could not be implemented any sooner
than one year.

Value Based Purchasing

Under consideration for an effective date of October 1, 2016, AHCCCS registered Arizona
hospitals that meet AHCCCS established value based performance metrics requirements (yet
to be determined) may receive a Value Based Purchasing (VBP) Differential payment for both
inpatient and outpatient hospital services. The purpose of the VBP Differential is to
incentivize and reward facilities that have committed to supporting designated actions that
improve patient care and health outcomes, and reduce cost of care growth. Preliminary
analysis suggests PCH would likely be eligible for a VBP differential under any approach yet
considered.

Increased Reimbursements for High-Acuity Pediatric Cases

AHCCCS will continue to evaluate whether additional increases for pediatric cases with
Severity of lliness (SOI) levels 3 and 4 under the APR-DRG system should be made beyond
the increase that will take place in January.

Other Delivery System Reform Opportunities

AHCCCS continues to develop opportunities for delivery system reform, which would support
PCH’s continued work to improve the efficiency and quality of the care received by its
patients both in the hospital and throughout the community. These options include, but are
not limited to, support for care coordination and integrated care efforts.
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Arizona Health Care Cost Containment System
Budget Neutrality Status by Federal Fiscal Year
Total Funds - All Populations
For the Period October 1, 2011 - September 30, 2016
Revised September 2, 2015

Estimate Estimate Estimate Estimate Estimate
Without Waiver 2012 2013 2014 2015 2016
Expenditure Limit Calculation DY 1 DY 2 DY 3 DY 4 DY 5 Total
Member Months
TANF/SOBRA 11,709,601 11,627,598 12,761,742 13,844,137 14,164,915 64,107,993
Ssl 1,949,627 1,975,079 2,034,535 2,125,424 2,199,132 10,283,798
AC 1,636,981 975,427 228,509 - - 2,840,917
ALTCS-EPD 343,024 344,727 343,347 349,951 356,514 1,737,562
ALTCS-DD 294,558 307,307 316,445 328,195 339,879 1,586,384
Family Planning Extension 50,036 56,207 25,025 15,638 16,559 163,465
Expansion State Adults - - 1,401,590 2,632,416 2,698,018 6,732,024
Combined 15,983,827 15,286,345 17,111,193 19,295,761 19,775,017 87,452,144
Without Waiver PMPM
TANF/SOBRA 585.28 615.71 647.73 681.41 716.85 653.06
SsI 885.41 938.53 994.84 1,054.53 1,117.81 1,001.91
AC 573.60 559.29 696.05 - - 578.53
ALTCS-EPD 4,737.37 4,983.71 5,242.86 5,515.49 5,802.30 5,261.35
ALTCS-DD 4,922.38 5,217.72 5,530.78 5,862.63 6,214.39 5,572.28
Family Planning Extension 16.60 17.63 13.01 13.40 14.07 15.84
Expansion State Adults - - 581.16 596.95 615.07 600.92
Weighted 787.94 842.64 865.77 886.24 933.14 867.25
Without Waiver Expenditure Limit
TANF/SOBRA 6,853,395,200 7,159,228,400 8,266,163,000 9,433,533,500 10,154,119,400 41,866,439,500
SslI 1,726,219,200 1,853,670,900 2,024,037,200 2,241,323,600 2,458,212,200 10,303,463,100
AC 938,969,500 545,543,500 159,053,400 - - 1,643,566,400
ALTCS-EPD 1,625,031,600 1,718,019,300 1,800,117,800 1,930,149,800 2,068,599,800 9,141,918,300
ALTCS-DD 1,449,926,300 1,603,441,900 1,750,185,900 1,924,087,400 2,112,141,600 8,839,783,100
Family Planning Extension 830,500 990,900 325,500 209,600 233,000 2,589,500
Expansion State Adults - - 814,548,100 1,571,418,400 1,659,467,800 4,045,434,300
Total 12,594,372,300 12,880,894,900 14,814,430,900 17,100,722,300 18,452,773,800 75,843,194,200
DSH Allotment 154,370,000 161,973,800 160,613,000 160,613,000 160,613,000 798,182,800
Total Without Waiver Expenditure Limit ~ 12,748,742,300 13,042,868,700 14,975,043,900 17,261,335,300 18,613,386,800 76,641,377,000
With Waiver Expenditures
TANF/SOBRA 3,414,757,500 3,314,309,400 4,086,187,500 4,533,829,000 4,828,175,000 20,177,258,400
SSi 1,363,661,300 1,319,080,900 1,548,762,100 1,653,968,300 1,777,314,300 7,662,786,900
AC 938,969,500 545,543,500 159,053,400 - - 1,643,566,400
ALTCS-EPD 1,090,712,700 1,107,591,200 1,222,677,500 1,270,955,500 1,350,382,500 6,042,319,400
ALTCS-DD 942,977,200 993,531,600 1,059,006,400 1,120,377,200 1,192,654,100 5,308,546,500
Family Planning Extension 830,500 990,900 325,500 209,600 233,000 2,589,500
Expansion State Adults - - 814,548,100 1,571,418,400 1,659,467,800 4,045,434,300
Al/AN Uncompensated Care 22,866,700 119,766,200 40,833,600 13,947,500 3,486,900 200,900,900
SNCP/DSHP 352,000,000 352,000,000 83,000,000 - - 787,000,000
City of Phoenix SNCP - 385,000,000 96,250,000 - - 481,250,000
HPE Serv for Preg Women - - - 262,500 350,000 612,500
Tuba City - - - 321,300 448,200 769,500
PCH SNCP - - 102,750,000 137,000,000 137,000,000 376,750,000
Expenditure Subtotal 8,126,775,400 8,137,813,700 9,213,394,100 10,302,289,300 10,949,511,800 46,729,784,300
DSH 154,370,000 161,973,800 160,613,000 160,613,000 160,613,000 798,182,800
Total With Waiver Expenditures 8,281,145,400 8,299,787,500 9,374,007,100 10,462,902,300 11,110,124,800 47,527,967,100
With Waiver Expenditure PMPMs
TANF/SOBRA 291.62 285.04 320.19 327.49 340.85
Ssl 699.45 667.86 761.24 778.18 808.19
AC 573.60 559.29 696.05 - -
ALTCS-EPD 3,179.70 3,212.95 3,561.06 3,631.81 3,787.74
ALTCS-DD 3,201.33 3,233.03 3,346.58 3,413.75 3,509.05
Family Planning Extension 16.60 17.63 13.01 13.40 14.07
Expansion State Adults - - 581.16 596.95 615.07
Budget Neutrality Variance 4,467,596,900 4,743,081,200 5,601,036,800 6,798,433,000 7,503,262,000 29,113,409,900
Cumulative Variance 4,467,596,900 9,210,678,100 14,811,714,900 21,610,147,900 29,113,409,900
Variance by Waiver Group
TANF/SOBRA 3,438,637,700 3,844,919,000 4,179,975,500 4,899,704,500 5,325,944,400 21,689,181,100
SslI 362,557,900 534,590,000 475,275,100 587,355,300 680,897,900 2,640,676,200
AC - - - - - -
ALTCS-EPD 534,318,900 610,428,100 577,440,300 659,194,300 718,217,300 3,099,598,900
ALTCS-DD 506,949,100 609,910,300 691,179,500 803,710,200 919,487,500 3,531,236,600
Family Planning Extension - - - - - -
Expansion State Adults - - - - - -
Al/AN Uncompensated Care (22,866,700) (119,766,200) (40,833,600) (13,947,500) (3,486,900) (200,900,900)
SNCP/DSHP (352,000,000) (352,000,000) (83,000,000) - - (787,000,000)
City of Phoenix SNCP - (385,000,000) (96,250,000) - - (481,250,000)
HPE Serv for Preg Women - - - (262,500) (350,000) (612,500)
Tuba City - - - (321,300) (448,200) (769,500)
PCH SNCP - - (102,750,000) (137,000,000) (137,000,000) (376,750,000)
4,467,596,900 4,743,081,200 5,601,036,800 6,798,433,000 7,503,262,000 29,113,409,900
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Arizona Health Care Cost Containment System
Budget Neutrality Status by Federal Fiscal Year
Total Funds - All Populations excluding Newly Eligible Adults
For the Period October 1, 2016 - September 30, 2021
Revised September 2015

Estimate Estimate Estimate Estimate Estimate

Without Waiver 2017 2018 2019 2020 2021

Expenditure Limit Calculation DY 1 DY 2 DY 3 DY 4 DY 5 Total

Member Months
TANF/SOBRA 14,448,213 14,737,177 15,031,921 15,332,559 15,639,210 75,189,080
Ssi 2,243,115 2,287,977 2,333,737 2,380,412 2,428,020 11,673,261
AC - - - - - -
ALTCS-EPD 363,644 370,917 378,335 385,902 393,620 1,892,418
ALTCS-DD 346,677 353,611 360,683 367,897 375,255 1,804,123
Family Planning Extension - - - - - -
Expansion State Adults 2,751,979 2,807,019 2,863,159 2,920,422 2,978,830 14,321,409
Combined 20,153,628 20,556,701 20,967,835 21,387,192 21,814,935 104,880,291

Without Waiver PMPM
TANF/SOBRA 754.13 793.35 834.61 878.02 923.69 838.44
SSi 1,184.89 1,255.99 1,331.36 1,411.25 1,495.94 1,338.97
AC - - - - - -
ALTCS-EPD 6,104.02 6,421.43 6,755.35 7,106.63 7,476.18 6,786.31
ALTCS-DD 6,587.26 6,982.50 7,401.45 7,845.54 8,316.28 7,443.72
Family Planning Extension 14.77 15.51 16.29 17.10 17.96 -
Expansion State Adults 633.16 651.78 670.95 690.69 711.00 672.29
Weighted 982.43 1,033.53 1,087.34 1,144.03 1,203.74 1,092.40

Without Waiver Expenditure Limit
TANF/SOBRA 10,895,830,900 11,691,739,400 12,545,791,600 13,462,293,500 14,445,781,900 63,041,437,300
SSI 2,657,844,500 2,873,676,200 3,107,044,100 3,359,356,400 3,632,172,200 15,630,093,400
AC - - - - - -
ALTCS-EPD 2,219,690,200 2,381,817,600 2,555,785,300 2,742,462,700 2,942,774,000 12,842,529,800
ALTCS-DD 2,283,651,500 2,469,088,800 2,669,577,200 2,886,350,600 3,120,725,700 13,429,393,800
Family Planning Extension - - - - - -
Expansion State Adults 1,742,441,200 1,829,563,300 1,921,041,500 2,017,093,600 2,117,948,300 9,628,087,900
Total 19,799,458,300 21,245,885,300 22,799,239,700 24,467,556,800 26,259,402,100 114,571,542,200

DSH Allotment 161,410,100 161,410,100 161,410,100 161,410,100 161,410,100 807,050,500

Total Without Waiver Expenditure Limi 19,960,868,400 21,407,295,400 22,960,649,800 24,628,966,900 26,420,812,200 115,378,592,700

With Waiver Expenditures

TANF/SOBRA 5,069,583,800 5,323,063,000 5,589,216,200 5,868,677,000 6,162,110,900 28,012,650,900
SSI| 1,866,180,000 1,959,489,000 2,057,463,500 2,160,336,700 2,268,353,500 10,311,822,700
AC - - - - - -
ALTCS-EPD 1,417,901,600 1,488,796,700 1,563,236,500 1,641,398,300 1,723,468,200 7,834,801,300
ALTCS-DD 1,252,286,800 1,314,901,100 1,380,646,200 1,449,678,500 1,522,162,400 6,919,675,000
Family Planning Extension - - - - - -
Expansion State Adults 1,742,441,200 1,829,563,300 1,921,041,500 2,017,093,600 2,117,948,300 9,628,087,900
Al/AN Uncompensated Care 3,661,200 3,844,300 4,036,500 4,238,300 4,450,200 20,230,500
SNCP/DSHP - - - - - -
City of Phoenix SNCP - - - - - -
HPE Serv for Preg Women 367,500 385,900 405,200 425,500 446,800 2,030,900
Tuba City 470,600 494,100 518,800 544,700 571,900 2,600,100
PCH SNCP 96,750,000 75,000,000 55,000,000 31,250,000 6,250,000 264,250,000
Expenditure Subtotal 11,449,642,700 11,995,537,400 12,571,564,400 13,173,642,600 13,805,762,200 62,996,149,300
DSH 161,410,100 161,410,100 161,410,100 161,410,100 161,410,100 807,050,500
Total With Waiver Expenditures 11,611,052,800 12,156,947,500 12,732,974,500 13,335,052,700 13,967,172,300 63,803,199,800

With Waiver Expenditure PMPMs

TANF/SOBRA 350.88 361.20 371.82 382.76 394.02

Ssi 831.96 856.43 881.62 907.55 934.24

AC - - - - -

ALTCS-EPD 3,899.15 4,013.83 4,131.88 4,253.41 4,378.51

ALTCS-DD 3,612.26 3,718.50 3,827.87 3,940.45 4,056.34

Family Planning Extension - - - - -

Expansion State Adults 633.16 651.78 670.95 690.69 711.00
Budget Neutrality Variance 8,349,815,600 9,250,347,900 10,227,675,300 11,293,914,200 12,453,639,900 51,575,392,900
Cumulative Variance 8,349,815,600 17,600,163,500 27,827,838,800 39,121,753,000 51,575,392,900

Variance by Waiver Group

TANF/SOBRA 5,826,247,100 6,368,676,400 6,956,575,400 7,593,616,500 8,283,671,000 35,028,786,400
SSi 791,664,500 914,187,200 1,049,580,600 1,199,019,700 1,363,818,700 5,318,270,700
AC - - - - - -

ALTCS-EPD 801,788,600 893,020,900 992,548,800 1,101,064,400 1,219,305,800 5,007,728,500
ALTCS-DD 1,031,364,700 1,154,187,700 1,288,931,000 1,436,672,100 1,598,563,300 6,509,718,800

Family Planning Extension - - - - N N
Expansion State Adults - - - - - -

Al/AN Uncompensated Care (3,661,200) (3,844,300) (4,036,500) (4,238,300) (4,450,200) (20,230,500)
SNCP/DSHP - - - - - -
City of Phoenix SNCP - - - - - -
HPE Serv for Preg Women (367,500) (385,900) (405,200) (425,500) (446,800) (2,030,900)
Tuba City (470,600) (494,100) (518,800) (544,700) (571,900) (2,600,100)
PCH SNCP (96,750,000) (75,000,000) (55,000,000) (31,250,000) (6,250,000) (264,250,000)
8,349,815,600 9,250,347,900 10,227,675,300 11,293,914,200 12,453,639,900 51,575,392,900
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Arizona Health Care Cost Containment System
Budget Neutrality Status by Federal Fiscal Year
NEWLY ELIGIBLE ADULTS
For the Period January 1, 2014 - September 30, 2016
December 10, 2013

Estimate Estimate Estimate

Without Waiver 2014 2015 2016
Expenditure Limit Calculation DY 3 DY 4 DY 5 Total
Member Months

Newly Eligible Adults 301,756 705,025 721,078 1,727,859
Without Waiver PMPM

Newly Eligible Adults 578.54 605.73 634.20 612.86
Without Waiver Expenditure Limit

Newly Eligible Adults 174,576,700 427,054,800 457,308,000 1,058,939,500
With Waiver Expenditures

Newly Eligible Adults 174,576,700 427,054,800 457,308,000 1,058,939,500
With Waiver Expenditure PMPMs

Newly Eligible Adults 578.54 605.73 634.20

Budget Neutrality Variance - - - -
Cumulative Variance - - -
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Without Waiver
Expenditure Limit Calculation
Member Months

Newly Eligible Adults

Without Waiver PMPM
Newly Eligible Adults

Without Waiver Expenditure Limit
Newly Eligible Adults

With Waiver Expenditures
Newly Eligible Adults

With Waiver Expenditure PMPMs

Newly Eligible Adults

Budget Neutrality Variance
Cumulative Variance

DBF 9/11/2015 2:11 PM

Arizona Health Care Cost Containment System
Budget Neutrality Status by Federal Fiscal Year
NEWLY ELIGIBLE ADULTS
For the Period October 1, 2016 - September 30, 2021
September 2015 Draft

Estimate Estimate Estimate Estimate Estimate
2017 2018 2019 2020 2021
DY 1 DY 2 DY 3 DY 4 DY 6 Total
735,500 750,210 765,214 780,519 796,129 2,250,924
664.01 695.22 727.89 762.10 797.92 696.13
488,377,500 521,557,800 556,992,500 594,834,600 635,247,600 1,566,927,800
488,377,500 521,557,800 556,992,500 594,834,600 635,247,600 1,566,927,800
664.01 695.22 727.89 762.10 797.92
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ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM
BUDGET NEUTRALITY STATUS BY FEDERAL FISCAL YEAR
TOTAL FUNDS
FOR THE PERIOD OCTOBER 1, 2016 TO SEPTEMBER 30, 2021
ALL POPULATIONS

NOTES AND ASSUMPTIONS:

1) Baseline population and expenditure information for the new waiver period is the Demonstration
Year 5 (FFY 2016) figures provided by AHCCCS on September 4, 2015 as part of the Safety Net
Care Pool transition plan.

2) All population growth is assumed to be 2% annually.

3) Without waiver PMPMs are grown at the levels currently included in the existing waiver.
TANF/SOBRA 5.2%
SSi 6.0%
ALTCS EPD 5.2%
ALTCS DD 6.0%

4) In accordance with STC 62, a, iii, the without waiver pmpms for the Expansion State Adult
group has been set equal to the with waiver expenditure pmpms such that the state

may not derive savings/loss from this "pass-through" or "hypothetical State plan" population.

5) In accordance with STC 63, the new adult group is tracked seperately for budget neutrality.
Like the Expansion State Adult group, the state may not derive savings/loss from this population.

6) Disproportionate Share allotment based on AHCCCS FFY15 estimate held constant. Does not incorporate
projected national DSH allotment reductions.

7) With waiver expenditure growth is assumed to be 5% annually.

8) PCH SNCP is phased down in accordance with the waiver request. Note that the amounts in
the waiver presentation are calendar year and have been adjusted to FFY in this model.

9) Assumes waiver period 2017-2021 represents a new waiver rather than renewal, therefore,
2016 ending positive variance is not carried forward.

10) All amounts are Draft and Subject to change. A full Budget Neutrality Update based on the AHCCCS
SFY 2017 Budget Submittal is forthcoming.
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Section 5- Public Notice Update and Public Comments
with Attachments



AHCCCS

Public Notice Update with Attachments

AHCCCS developed multiple opportunities for public input and dialogue prior to the
submission of Arizona’s Section 1115 waiver application, consistent with the requirements
outlined in 42 CFR Part 431 Subpart G as described in more detail below.

Public Website

On August 3, 2015, the State published the webpage for “Arizona’s Section 1115 Waiver
Process”: http://www.azahcccs.gov/shared/FiveYear.aspx. The web page includes a fact
sheet and video about the proposed AHCCCS CARE program, the schedule (locations, dates
and times) of Community Forums across the State, the power point presented at the
Community Forums, and instructions on how to submit comments by e-mail and mail (See
Att. 1). On August 18, 2015, DRAFTS of the waiver template and narrative were posted to
the webpage which include but are not limited to, a comprehensive description of the
demonstration application, the program description, goals and objectives of the
demonstration, the waiver and expenditure authorities necessary to authorize the
demonstration.

The public comment period began on August 18, 2015 and closed on September 25, 2015.
AHCCCS received written comments via e-mail and in the mail from over 138 organizations
and individual stakeholders. AHCCCS acknowledged, reviewed, and considered all
comments received. Common themes are identified and responses are attached along with
all written comments received (See Att. 2).

Stakeholder Meetings

AHCCCS presented details about the Waiver application to the State Medicaid Advisory
Committee on August 19, 2015 (See Att. 3) and held 5 Community Forums across the State
to discuss the waiver concepts and solicit input from stakeholders (See Att. 4). The Forum
held in Yuma included dial-in capability using a toll free number. Attendees included
associations, providers, advocacy groups, members and their families, reporters and other
interested individuals. The presentation provided at the Forums and a summary of the
comments received, including responses, are attached. (See Att. 5 and 6). AHCCCS also
presented this information to Arizona’s tribal leaders, providers and members at a separate
Tribal Consultation held on August 21, 2015 in Flagstaff Arizona, which also included dial-in
capability using a toll free number. A summary of that meeting is attached (See Att. 7).
AHCCCS also presented information about the Waiver application to various organizations
and associations such as the Arizona Hospital and Healthcare Association on September 3,
2015, the Arizona Hemophilia Association on September 8, 2015, the Arizona Council of
Human Service Providers and the Administrative Office of the Courts- Juvenile and Adult
Probation Staff on September 11, 2015, and at a Community Forum hosted by
UnitedHealthcare Community Plan on August 26, 2015.

Legislative Hearings


http://www.azahcccs.gov/shared/FiveYear.aspx

AHCCCS

The following Legislative hearings were held regarding Senate Bills 1092 and 1475 (Waiver
Section IlI) where the public had the opportunity to comment (See Att. 8):

- Senate Committee on Health and Human Services on February 11, 2015

- Senate Committee on Appropriations on March 5, 2015

Public Notice of Waiver Application

A public notice of the waiver application was published in the Arizona Republic, the
newspaper of widest circulation in Arizona, on August 20, 2015, allowing for over a 30-day
comment period. The notice included a brief summary of the Waiver requests, the locations,
dates and times of the Community Forums, instructions on how to submit comments and a
link to where additional information can be found on the AHCCCS website (See Att. 9).
Additionally, the Arizona Republic and other local newspapers published a number of articles
on elements of the waiver proposal and publicized the dates for the community forums
throughout the public comment period as outlined below. While many of the reports confused
elements of the proposal, the number of articles reflects the fact that the proposal was
broadly discussed in the public sphere.

8/3: http://www.azcentral.com/story/news/arizona/politics/2015/08/03/doug-ducey-arizona-
medicaid-plan-lifetime-limits-copays/31088935/

8/4: http://www.phoenixnewtimes.com/news/ducey-care-only-makes-it-harder-for-the-poor-
critics-say-7538123

8/5: http://kjzz.org/content/174997/effect-new-ahcccs-care-program-arizona

8/17: http://www.azcentral.com/story/news/arizona/politics/2015/08/17/ducey-medicaid-
reform-plan-raises-questions-concerns/31835509/
http://www.azcentral.com/story/news/arizona/politics/2015/08/18/doug-ducey-plan-
medicaid-criticized-hearing/31942289/

8/21: http://www.peoriatimes.com/opinion/article 009c254a-4766-11e5-83f3-

c7aac62fcf98.html

8/24: http://knau.org/post/gov-duceys-medicaid-proposals-get-chilly-reception-public-
meeting#stream/0

9/17: http://www.lexology.com/library/detail.aspx?g=f4c0ffb5-5bff-48af-987d-8a9df7b5c3dd

9/19: http://www.svherald.com/opinion/a-lack-of-qubernatorial-logic/article 1b7d2376-5f50-
11e5-8b86-671423519e20.html

9/22: http://www.gvnews.com/opinion/columns/editorial-lack-of-thought-on-
ahcccs/article e49e6¢40-6196-11e5-8636-7f2d92306b95.html

9/30: http://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2015/09/30/should-
medicaid-recipients-have-to-work
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Douglas A. Ducey, Governor
Thomas J. Betlach, Director

Modernizing Arizona Medicaid:

AHCCCS CARE - Choice, Accountability, Responsibility, Engagement

With over 1.6 million Arizonans enrolled in AHCCCS,
Medicaid has a far greater responsibility for impacting
population health. Despite past innovation, we have

an opportunity and obligation to do more. The goals

of Modernizing Arizona Medicaid are to: (1) Engage
Arizonans to take charge of their health; (2) Make
Medicaid a temporary option; and (3) Promote a quality
product at the most affordable price.

The AHCCCS CARE Program: A Bridge
to Independence

Personal Responsibility is a tool in the AHCCCS CARE
program to build a bridge to independence with the right
mix of requirements and incentives.

AHCCCS CARE: Requiring Member Contributions.

e Strategic Copays' : Up to 3% of annual
household income. Members will make monthly
AHCCCS CARE payments reflecting copays for
services already obtained. This also removes the
burden of collecting the copay by providers at
the point of service. Copays will not be applied
to certain services such as primary care and
medications for disease management.

e Premiums: Up to 2% of annual household
income. Included in the monthly AHCCCS CARE
payment is a monthly deposit set at 2% of
income into a personal HSA.

The AHCCCS CARE Account: Giving People Tools to
Manage Their Own Health.

e The AHCCCS CARE Account is like a Health
Savings Account.

e Premium contributions go into the AHCCCS
CARE Account.

e AHCCCS CARE Account funds are only for
that individual and can be used for approved
non-covered services, like dental, vision or
chiropractic services.

Member contributions do not exceed 5% of annual household income.

e To be eligible, members must:
0 Make timely payments.
0 Participate in the AHCCCS Works
program.
0 Meet the Healthy Arizona targets.
e Employers, and the philanthropic community
can make tax-deductible contributions into
individual accounts.

Personal Responsibility: Ensuring Member
Contribution Requirements.

e Over 100% FPL: Members will be disenrolled
from the AHCCCS program for a period of six
months for failure to make AHCCCS CARE
payments.

e Under 100%: Failure to pay is counted as a debt
owed to the State.

Healthy Arizona: Promoting Healthy Behaviors.
e Healthy Arizona is a set of targets:

0 Promoting wellness: for example,
wellness exams, flu shots, glucose
screenings, mammograms, tobacco
cessation.

0 Managing Chronic Disease: such as,
diabetes, substance use disorders,
asthma.

e Provides flexibility for Plans to design
individualized targets.

The AHCCCS Works Program: Viewing
AHCCCS as a Pit Stop.

AHCCCS Works builds greater partnerships with the
business and philanthropic communities who share in the
goal of healthy employees and healthy families.

AHCCCS Works: Getting Back to Work.
e AHCCCS Works requires individuals to be
actively seeking employment.
e This requirement is satisfied if the individual is
already employed or enrolled in school/training.



AHCCCS

Arizona Health Care Cost Containment System

® & 06 06 06 0 0 0 0 0 0 06 0 0 0 0 0 O 0 O O O 0 O O O O O O O O O 0 O O O O 0 O O O O 0 O 0 O O O O 0 O 0 0 O 0 0O 0 0 0 0 00

Partner with existing employment supports
programs to provide members the tools

they need to build their skills and find their
confidence.

Building a Personal Safety Net: Members

can transition their AHCCCS CARE Account
into a private Health Savings Account when
they transition to new employment and off of
AHCCCS.

Private Sector Partnerships: Engaging the Business
and Philanthropic Community.

Employers may make direct contributions into
their employees’ AHCCCS CARE Account.

The Philanthropic community can make
contributions for targeted purposes, such

as smoking cessation or managing chronic
disease.

Private sector contributions are tax-deductible.

Today’s Medicaid: A Modern Approach

Electronic Communication: Apps, Texts and More!

Avoid an emergency room visit by using an app
to look up your primary care doctor or find an
urgent care near you.

Manage chronic illnesses or conduct your own
health screenings using an app.

Receive text alerts for an appointment
reminder or managing medication.

Manage your account online, including annual
renewals, address or income changes or use a
chat feature to ask questions instead of waiting

Douglas A. Ducey, Governor
Thomas J. Betlach, Director

Building a True Health Care System: Reducing
Fragmentation.

Strengthen existing efforts for integrated care:
alignment of dual eligible members; Children’s
Rehabilitative Services (CRS) program; and
Regional Behavioral Health Authorities
(RBHAS) offering physical and behavioral
health services.

Examine new opportunities to align incentives
and achieve greater accountability.

Support efforts to reduce stigma related to
mental illness, substance use disorders, and
physical or cognitive disabilities.

Increase adoption of electronic health records
and health information exchanges that will
reduce duplication and offer better tools to
manage patient care.

Fraud Prevention: Applying Modern Tools to Curbing
Fraud, Waste and Abuse.

Refine data analytics capacity related to
program integrity.

Support the AHCCCS Office of the Inspector
General (OIG) with the tools and personnel

to investigate bad actors within the Medicaid
program.

Confirm changes in family income using
automated systems to ensure taxpayers are not
paying for people who are over income for the
program.

The Legislative Partnership
The Arizona Legislature is an important partner in this

on hold or in long lines. effort. Modernizing Arizona Medicaid will include
legislative initiatives that:

Value Based Purchasing: Paying for Quality, Not e Limit lifetime enrollment to five years.
Quantity. e Ensure copayment and premium obligations.
e Increase number of value based arrangements ¢ Eliminate non-emergency transportation.

between health plans and providers.
e Build partnerships. When there is a quality
product - i.e. good health outcomes are

achieved - providers will be rewarded.
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Common Themes and Written Comments Received



A H CCC S Douglas A. Ducey, Governor

Thomas J. Betlach, Director

Arizona’s Draft Application for a New Waiver

Public Comments: Common Themes and State Responses

Arizona received 138 written public comments to its application for a new Waiver. The State
also received numerous comments through community forums held in Phoenix, Tucson,
Flagstaff, Yuma, as well as through public meetings including the State Medicaid Advisory
Committee. All written public comments are posted to the AHCCCS website. Summaries of
comments provided at the community forums are also posted to the AHCCCS website. These
comments form part of the State’s application for a new Waiver.

This document highlights many of the common themes found throughout the public
comments and offers the State’s responses, clarification and how the comments may have
shaped the State’s proposal.

1. Which population will participate in the AHCCCS CARE program?

The State is proposing that the New Adult Group be required to participate in the
AHCCCS CARE program. This group is comprised of the State’s Prop. 204 eligible
childless adults from 0-100% of the federal poverty level (FPL), as well as the
expansion adults from 100-133% FPL. Only the expansion adults are subject to
disenrollment for failure to make timely cost sharing and premium payments. The
State has proposed making participation optional for the American Indian/Alaska
Native population, persons with serious mental illness and TANF parents. All other
eligibility categories, such as SSI-MAOQO, pregnant women, ALTCS and children are not
part of the AHCCCS CARE program. The State has amended its proposal to include
this further clarification.

2. Copayments may deter people from accessing care.

The AHCCCS CARE copayments are testing a new way of using copayments to direct
care. The AHCCCS CARE copayments are not assessed at the point of service.
Rather, members are billed retrospectively for services they already received for which
a copayment applies. This way, members do not have to make the copayment before
accessing care. In addition, because the AHCCCS CARE program is applying a new
strategy, copayments are targeted to: deter opioid abuse; promote use of generic
drugs; better manage missed appointments; curb non-emergency use of the
emergency room; and support the medical home model by requiring a referral from
your primary care physician (PCP) to seek specialty care.

There is no copayment: to see your PCP, OB-GYN, behavioral health provider, or any
other specialist (with PCP referral); or to obtain prescription drugs (except opioids and

801 East Jefferson, Phoenix, AZ 85034 « PO Box 25520, Phoenix, AZ 85002 « 602-417-4000 « www.azahcccs.gov
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brand name drugs when generic is available)*. The State has made further clarification
to its proposal per the comments received. Accordingly, the AHCCCS CARE
copayments will not deter people from accessing care, since, in most instances, a
copayment will not apply.

3. Many people may not be able to afford the premiums, especially if
they are caring for other family members with special needs.

The Arizona State Legislature already passed a measure requiring imposition of
premiums for individuals enrolled in the New Adult Group.? The legislatively directed
premium requirement is set at 2% of annual household income. The AHCCCS CARE
program builds upon the legislative directive by allowing members to withdraw the
premium dollars they have paid into their AHCCCS CARE Account and use those
monies for non-covered services.

In response to concerns about affordability, the State has amended its premium
requirement to allow for a ceiling of $25. Accordingly, the State has clarified in its
proposal that the annual premium will not exceed 2% of annual household income or
$25 per month, whichever is lesser.

In response to concerns about members who are also caregivers for individuals living
with them who may be elderly or disabled, the State has amended its proposal to allow
their participation in AHCCCS CARE to be optional.

4. Do Health Savings Accounts work in Medicaid? Are the premium
amounts going to be enough to fund this Health Savings Account?

The AHCCCS CARE Account is not a health savings account. A true health savings
account acts as the source of funds or insurance coverage for all of the individual’'s
health care needs. Also, true health savings accounts follow numerous federal
requirements. The AHCCCS CARE Account functions more like a flexible spending
program that acts as a compliment to the member’s existing full coverage. A member’s
AHCCCS covered services are not funded through the AHCCCS CARE Account.
Adults that participate in the AHCCCS CARE program still receive all of their regular
benefits through their AHCCCS health plan. There is no change to their benefits.
Monies in the AHCCCS CARE Account are for the member’s use for services that are
not covered by Medicaid.

As pointed out previously, the Arizona Legislature has passed the premium
requirement. The AHCCCS CARE Account offers members the opportunity to get their
premium dollars back and reinvest those monies in their own health for services that

! There is no copay for opioids in cases if terminal illness or cancer. There is no copay for brand name
drugs where a physician has determined that the generic is ineffective.
% See SB 1475 http://www.azleqg.qov/legtext/52leg/lr/laws/0014.pdf./
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Medicaid does not cover, like vision and dental. A member that has paid their monthly
premium — e.g., $25 per month — can then use the money they have saved for a dental
cleaning or glasses.

In addition, contributions from employers and charitable organizations will serve to
either reduce member contribution amounts or augment savings already accrued in
their AHCCCS CARE Account. Some commenters suggested that third party
participation is unlikely. The State disagrees and will aggressively pursue partnerships
with employers and charitable organizations that share Arizona’s goal of promoting
better health outcomes. Any organization can participate and reinvest their funds to
support the health of AHCCCS members as they choose. These goals could include
supporting tobacco cessation efforts or investing in the AHCCCS CARE Accounts for
members with bleeding disorders, substance use disorders or diabetes. Some
commenters stated that employer contributions could be a burden, particularly to small
businesses. There is no requirement that employers make contributions. To the extent
employers wish to make contributions, the State is pursuing a strategy to allow those
contributions to be tax deductible.

Accordingly, the State believes the AHCCCS CARE Account presents new and unique
opportunities to invest in the health of Arizonans and add value to the AHCCCS
membership. The AHCCCS CARE Account takes a fresh approach to the traditional
view of premium payments by allowing those dollars to stay with the member. The
goal is adding a tool to help members manage their overall health as an added benefit,
not to replace their current benefits.

5. The cost sharing imposed is not going to reduce total expenditures.

The AHCCCS CARE program is not designed as a cost saving measure. The goal is
to take the directives as set forward by the Arizona Legislature and build upon them to
more strategically direct care to the right settings and offer tools to support AHCCCS
members’ ability to manage their own health. The State is not counting any savings
related to copayments and is allowing premium payments to stay with the member.

6. What are the administrative costs associated with this proposal?

The AHCCCS program already administers copayments and premiums and has done
so for many years. Thus, these are not new components to the program. The only new
components will be around education to members about (1) setting health goals and
ways to achieve their goals and (2) connecting members to employment opportunities.
These are positive investments in the AHCCCS membership. Costs for these
investments in our members will be covered through copayments collected. The State
has issued a Request for Information to seek additional information on third parties
that currently administer similar type programs.
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7. People who are sick or care for others who are elderly or disabled
may not be able to keep up with premium or copayment
requirements.

The State agrees with this comment. The State is already proposing to exempt
persons with a serious mental iliness, allowing their participation in AHCCCS CARE to
be voluntary. As a result of public comment, the State is also seeking to exempt from
AHCCCS CARE participation those who care for someone in their home who is elderly
or disabled. Finally, the State will work with its federal partners at the Centers for
Medicare and Medicaid Services (CMS) to build in exemptions for certain medically
frail populations. The goal of AHCCCS CARE is to provide positive tools to better
manage AHCCCS members’ health, not to penalize members when they become ill.

8. Thereis no precedent for a work requirement or lifetime limit in
Medicaid.

These comments reference Arizona Senate Bill 1092, which conditions Medicaid
eligibility upon meeting specified work requirements and imposes a 5-year lifetime
enrollment limit in Medicaid.® This legislation was discussed as part of the regular
public process during the 2015 legislative session and included opportunities for public
comment and testimony. Very little public feedback was offered to the Legislature. The
requirements are now part of state statute. Hence, the AHCCCS Administration is
required by state law to seek these waiver authorities. While it is recognized that
similar type proposals have not yet been approved in Medicaid, Arizona policymakers’
goal is to advance the national dialogue around these issues.

9. Is the AHCCCS Works program also a condition of eligibility?

No, the AHCCCS Works program is not connected to an individual’s eligibility.
Participation in AHCCCS Works is a requirement in order to withdraw funds from the
AHCCCS CARE Account. The AHCCCS Works program is a work incentive, rather
than a work requirement, as detailed in SB 1092.

Employment is an important part of one’s overall health and wellness. Accordingly, the
State has several initiatives around supported employment for persons with disabilities
or serious mental illness. Despite the fact that adults make up nearly half of the
AHCCCS enrollment, there has been no concerted effort to engage this adult
membership around work opportunities. The AHCCCS Works program is an effort to
connect people to the resources they need to find employment. The Department of
Economic Security, for instance, has a robust program to provide aid to job seekers.

® For additional information and specific language around the requirements and exceptions, see the
Arizona State Legislature’s website at:
http://www.azleqg.gov/DocumentsForBill.asp?Bill Number=1092&Session Id=114. SB 1092 can be found
here: http://www.azleg.gov/legtext/52leg/1r/laws/0007.pdf.
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All that is required is that members take the step of getting connected to employment
assistance opportunities. Most importantly, a member's AHCCCS eligibility is not
connected to their participation in AHCCCS Works.

Some commenters suggested that there may be AHCCCS members that cannot
achieve work or cannot take the step to participate in AHCCCS Works. The State fully
recognizes that different individuals may have different health needs or challenges.
Accordingly, the State will work to accommodate individuals who are medically frail
and unable to meet the AHCCCS Works component. The State disagrees, however,
with some commenters that suggested the mere fact of being enrolled in Medicaid
creates an inability to participate in a work incentive program. Rather, the State
believes in investing in every adult member to support their ability to achieve
independence to that individual's greatest extent. Employment is a key to maximizing
independence and achieving better overall health and quality of life.

10. Setting healthy targets is a positive step.

AHCCCS appreciates the positive support for the Healthy Arizona program. Some
commenters suggested the program may be difficult for members to achieve. Setting
targets that no one can achieve is not the State’s goal. Rather, the Healthy Arizona
targets start small. Meeting this objective can be as simple as getting a flu shot.
Members only need to accomplish one of the health goals in order to meet this
requirement. The purpose here is to build health literacy around basic health and
wellness measures and public health concerns.

11. Non-emergency medical transportation is a critical part of ensuring
health and wellness.

The Arizona Legislature passed Senate Bill 1475,* which includes a requirement that
the AHCCCS Administration seek a waiver allowing the State an exemption from

providing non-emergency medical transportation to the expansion adult population —
i.e. adults in the 100-133% FPL group. The State acknowledges and appreciates the
concerns raised around ensuring that members have access to needed care and will
explore opportunities to exempt certain medically frail populations from this directive.

12. Thereis broad support for proposals aimed at addressing health
care disparities in the American Indian/Alaska Native population.
The State appreciates the broad support for the American Indian Medical Home,

continuation of the uncompensated care payments for Indian Health Services and
tribally owned or operated 638 facilities, and the opportunity to reimburse for traditional

* See http://lwww.azleg.gov/legtext/52leq/1r/laws/0014.pdf.
5



http://www.azleg.gov/legtext/52leg/1r/laws/0014.pdf

AHCCCS

healing practices. AHCCCS will further engage with tribes around the opportunities in
a series of workgroups.

13. There are other initiatives, such as community paramedicine, that
should be added to this application.

The State agrees that there are numerous initiatives taking shape throughout the
State. AHCCCS is already working on several of these efforts, including opportunities
to reimburse for certain types of services provided in community paramedicine
programs. Similarly, many of the types of initiatives or system reforms identified in
public comments are already being supported in the AHCCCS system.®> More
importantly, there are many opportunities to include future reforms as part of the
State’s Waiver document. Reform initiatives require extensive research, stakeholder
engagement and operational changes. Some of these dialogues are already occurring
or will take place through current efforts or new ones, like the State Innovations Model
(SIM) grant.®

14. While there is support for the Delivery System Reform Incentive
Payment (DSRIP) program proposal, additional detail is needed.

The DSRIP section of the State’s proposal is purposefully high level and outlines only
the State’s primary objectives. The details of what a DSRIP would entail for the State
of Arizona requires an extensive level of stakeholder engagement, as such a proposal
must be formed as part of a collaborative effort. In addition, the State is seeking
opportunities to ensure long-term sustainability of any system reform efforts. Most of
the issues highlighted in the DSRIP section are projects that are already underway in
some form. The purpose of including the concept in the State’s application is to ensure
the development of language within the new Waiver that will further support these
efforts.

15. Thereis support for the concepts of engaging adult members in
healthy goals and allowing for innovative strategies that offer tools
to help members direct their own care.

The State appreciates the support from commenters around the proposal’s goals to
empower adult members to manage their own health and have the flexibility pay for
non-covered services. The State views this proposal as an exciting opportunity to build
health literacy, connect people to work opportunities, and help prepare Arizonans for
their transition from Medicaid to commercial coverage.

®> See AHCCCS Initiatives page on the AHCCCS website at: http://azahcccs.gov/shared/initiatives.aspx.
® For more on the State’s SIM grant, see: http://ahcccsnew/reporting/federal/SIMInitiative.aspx.
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Vinyard, Christopher

From: Laurie <gold15@cox.net>
Sent: Friday, July 31, 2015 3:49 PM
To: Public Input

Cc: Laurie Goldstein

Subject: AHCCCS Community Forums
Importance: High

Follow Up Flag: Follow up

Flag Status: Completed

The waivers that the Arizona legislators are seeking are highly likely to have a negative outcome. It seems like the
measures do not recognize that people suffering from mental iliness require continuity of care, and that without
continuity of care, more costly alternatives are required. Look at the recent problem with transportation when Mercy
Maricopa took over. It is alleged that clinics experienced a marked decrease (40-50%) in clients showing up for
medication, appointments, and/or therapies. When a person with mental illness is symptomatic, the added stress of
finding transportation is traumatizing. It is likely they will then miss their medication and decompensate resulting in a
psychiatric emergency. These are some of the issues stemming from lack of continuous care:
1. Possibility of being hurt or killed by the police or others and the possible negative consequences resulting from
fawsuits.
2. The likelihood that the person may end up in jail and require psychiatric care during incarceration (not to
mention the cost of being jailed).
3. The likelihood that the person may end up in an emergency room, not an appropriate place for treating people
in psychiatric crisis (again, not to mention the costs).
4. The likelihood that they will end up homeless.
People suffering from mental iliness are likely to have poor employment histories unless they are working with a center
designed for such folk, for example the MARC Center. People with mental illness should not be traumatized by the
health care system created to help them. Please use evidence based practices {e.g. the San Antonio model for policing;
SAMHSA for treatment) before taking such draconian measures. Look at where Arizona ranks in the latest Mental
Health America report, we are 50™in the nation! These measures would ensure we do not improve.
http://www.mentalhealthamerica.net/sites/default/files/Parity%200r%20Disparity%202015%20Report.pdf
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The Arizona Legislature has mandated that waivers be sought that:
1. Institutes a work requirement for all able-bodied adults receiving Medicaid services;

2. Restricts benefits for able-bodied adults to a lifetime limit of five years that begins on the effective date of the
waiver or amendment to the current Section 1115 Waiver and does not include any previous time a person received
benefits;

3. Develops and imposes meaningful cost-sharing requirements to deters nonemergency use of emergency
departments and use of ambulance services for nonemergency transportation with differing levels based upon whether
part of the expansion population or those at or below 100% of poverty;

4. Discontinues non-emergency medical transportation services from October 1, 2015 through September 20,
2016.
Sincerely,

Laurie Goldstein
Mother and guardian of an adult son suffering from mental illness
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Abstract

Background

To examine barriers to initiation and continuation of treatment among individuals with common mental
disorders in the US general population.

Methods

Respondents in the National Comorbidity Survey-Replication with common 12-month DSM-IV mood, anxiety,
substance, impulse control and childhood disorders were asked about perceived need for treatment, structural
barriers, and attitudinal/evaluative barriers to initiation and continuation of treatment.

Results

Low perceived need was reported by 44.8% of respondents with a disorder who did not seek treatment. Desire
to handle the problem on one's own was the most common reason among respondents with perceived need both
for not seeking treatment (72.6%) and for dropping out of treatment (42.2%). Attitudinal/evaluative factors
were much more important than structural barriers both to initiating (97.4% vs. 22.2%) and to continuance
(81.9% vs. 31.8%) of treatment. Reasons for not seeking treatment varied with illness severity. Low perceived
need was a more common reason for not seeking treatment among individuals with mild (57.0%) than moderate
(39.3%) or severe (25.9%) disorders, whereas structural and attitudinal/evaluative barriers were more common
among respondents with more severe conditions.

Conclusions

Low perceived need and attitudinal/evaluative barriers are the major barriers to treatment seeking and staying in
treatment among individuals with common mental disorders. Efforts to increase treatment seeking and reduce
treatment dropout need to take these barriers into consideration as well as to recognize that barriers differ as a
function of socio-demographic and clinical characteristics.

Keywords: mentai heaith, treatment seeking, continuity of care
Go to:

INTRODUCTION

A substantial proportion of adults with common mental disorders fail to receive any treatment (Kessler et al.
2005c¢; President's New Freedom Commission on Mental Health, 2005; Sareen et al., 2007; Wang et al., 2007a;
Wang et al., 2005a; Wang ef al., 2005b), even when these conditions are quite severe and disabling (Kessler et
al., 2001). Furthermore, many who do receive treatment drop out before completing treatment (Edlund ef al.
2006; Wang, 2007b). Because individuals with psychiatric disorders would often benefit from a full course of
treatment, the gap between the prevalence and treatment of disorders contributes to unmet need for care. An
important step in reducing unmet need for mental health care involves understanding the reasons why
individuals with mental disorders either do not seek treatment or drop out of care.

Several factors are thought to impede appropriate mental health care seeking including lack of perceived need
for treatment (Edlund et al., 2006; Mojtabai et al., 2002; Sareen et al., 2007), stigma (Van Voorhees et al.,
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2005, 2006; Wrigley et al., 2005; Wynaden et al.. 2005), pessimism regarding the effectiveness of treatments
(Bayer & Peay, 1997), lack of access due to financial barriers (Mojtabai, 2005), and other structural barriers
such as inconvenience or inability to obtain an appointment (Sareen et al.. 2007). The contribution of these
factors, however, may vary across populations, health care settings (Sareen ef al., 2007), and possibly over time
(Mojtabai, 2005). In one recently published study, for example, low-income respondents from the US as
compared with those from Ontario or the Netherlands were significantly more likely to report a financial barrier
to mental health treatment (Sareen ef al., 2007). Nevertheless, in all three settings attitudinal/evaluative barriers
were more commonly reported obstacles than financial factors (Sareen et al., 2007).

Within the United States, financial barriers to mental health treatment seeking may have grown over the past
decade (Mojtabai, 2005). During this period, however, public attitudes towards mental health treatment seeking
became more favorable (Mojtabai, 2007). These trends, coupled with a marked increase in the use of mental
health care (Kessler et al., 2005¢; Olfson et al., 2002) call for a re-evaluation of reasons for not seeking
treatment in the US. A better understanding of these barriers may inform the design of clinical services and
public health campaigns aimed at improving access to mental health care.

In the present study, we use data from the National Comorbidity Survey-Replication (NCS-R), a representative
survey of the US population in the early 2000s, to examine barriers to initiation or continuation of treatment
among individuals who meet criteria for a mental disorder. More specifically, we examine the role of perceived
need as well as structural and attitudinal/evaluative barriers in treatment seeking and in dropping out of
treatment among those who have already started treatment. We also examine and compare the role of these
factors at different levels of clinical severity. Finally, we use multivariate models to examine associations
between socio-demographic characteristics and severity of illness on the one hand and barriers to mental health
treatment seeking, on the other.

Go to:

METHODS

Sample

The NCS-R is a nationally representative household survey of respondents 18 years and older in the contiguous
United States (Kessler et al., 2004; Kessler et al., 2005a). Face-to-face interviews were carried out with 9,282
respondents between February 5, 2001, and April 7, 2003. Part I included a core diagnostic assessment and a
service use questionnaire administered to all respondents. Part II (n = 5,962) assessed risk factors, correlates and
additional disorders, and was administered to all Part I respondents with lifetime disorders plus a probability
subsample of other respondents. Because a number of disorders considered in rating severity level were asked
only in Part II, the present analyses are limited to the Part II sample. This sample was appropriately weighted to
adjust for the under-sampling of Part I respondents without any disorder. The overall response rate was 70.9%.
NCS-R recruitment, consent, and field procedures were approved by the Human Subjects Committees of
Harvard Medical School and the University of Michigan.

Reasons for not using services or not continuing to use them

Respondents who reported no use of mental health services were asked whether there was a time in the past 12
months that they felt that they might have needed to see a professional for problems with their emotions, nerves,
or mental health. Those who answered affirmatively were then asked whether or not they endorsed each of a
series of reason statements about why they did not see a professional from a list that included reasons involving
low perceived need, structural barriers (e.g., lack of financial means, available treatments, personnel, or
transportation or the presence of other inconveniences), and attitudinal/evaluative barriers (e.g., the presence of
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stigma, low perceived efficacy of treatments, or the desire to handle the problem on their own). These reason
statements are based on similar statements used in the baseline NCS and earlier studies as well as on focus
group interviews about barriers to seeking treatment carried out to expand these earlier lists. Respondents who
reported that there was never a time in the past 12 months when they felt they might need help were not asked
about reasons and were coded as having “low perceived need” (Appendix A).

Respondents who reported having seen a provider within the mental health specialty, general medical, human
service, or complementary-alternative medical sectors for help with emotional problems in the past 12 months
were asked whether the treatment had stopped and, if so, whether they “quit before the [provider] wanted
[them] to stop.” Those who answered affirmatively to both questions were then asked to endorse reasons for
dropping out of treatment from a list of potential reason statements similar to the list of reasons for not seeking
treatment (Appendix B). Only respondents who had stopped or quit a// ongoing treatments were rated as having
dropped out and asked questions about the reasons for dropping out of treatment. Those who continued
treatment with providers in one sector while stopping treatment with any providers in other sectors were not
rated as having dropped out of treatment. The 160 respondents who reported taking psychotropic medications
for their emotional problems at any time in the past year but reported no contacts with a treatment provided over
that time period were not counted as having received mental health treatment in the past 12 months even though
some of them were presumably in long-term treatment and others made their last visit shortly before the
beginning of the 12-month recall period (e.g., 13 months ago) and continued taking medications into the early
part of that recall period. As we did not ask questions about treatment beyond the 12-month recall period, we
had no way of classifying the treatment of these 160 respondents, leading us to delete them from the analysis.

Diagnostic assessment

DSM-1V diagnoses were based on Version 3.0 of the Composite International Diagnostic Interview (CIDI)
(Kessler & Ustiin, 2004), a fully-structured lay interview that generates diagnoses according to International
Classification of Diseases, 10th Revision (World Health Organization, 1992) and DSM-1V (American
Psychiatric Association, 1994) criteria. The analyses were restricted to respondents with at least one 12-month
CIDI/DSM-1V disorder. Twelve-month disorders included anxiety disorders (panic disorder, generalized
anxiety disorder, agoraphobia without panic disorder, specific phobia, social phobia, posttraumatic stress
disorder, obsessive-compulsive disorder, separation anxiety disorder), mood disorders (major depressive
disorder, dysthymic disorder, bipolar disorder I or II), impulse control disorders (oppositional defiant disorder,
conduct disorder, attention-deficit/hyperactivity disorder, intermittent explosive disorder), and substance use
disorders (alcohol and drug abuse and dependence). The disorders assessed in part 2 include the 4 childhood
disorders (separaiion anxieily disorder, oppusiiionai deilani disorder, conduct disurder, aud aiieniion-
deficit/hyperactivity disorder), posttraumatic stress disorder, obsessive-compulsive disorder, and the substance
use disorders. As described elsewhere (Kessler et al.. 2005a), blind clinical reinterviews using the Structured
Clinical Interview for DSM-IV (SCID) (First et al., 2002) with a probability subsample of NCS-R respondents
found generally good concordance between WMH-CIDI diagnoses and SCID diagnoses. The above disorders
were the only ones assessed in the survey. Exclusion of other disorders of clinical interest (e.g., non-affective
psychosis, dementia, personality disorders) is a limitation.

Level of severity

Twelve-month cases were classified as serious if they had any of the following: a 12-month suicide attempt
with serious lethality intent; work disability or substantial limitation due to a mental or substance disorder;
positive screen results for non-affective psychosis; bipolar I or II disorder; substance dependence with serious
role impairment, as defined by scores in the “severe” or “very severe” range on disorder-specific versions of the
Sheehan Disability Scale (Leon ef al., 1997); an impulse control disorder with repeated serious violence; or any
disorder that resulted in >30 days out of role in the last year. Cases not defined as serious were defined as
moderate if they had any of the following: suicide gesture, plan, or ideation; substance dependence without
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serious role impairment; at least moderate work limitation due to a mental or substance disorder; or any disorder
with at least “moderate” role impairment in >2 domains of the Sheehan Disability Scale. All other cases were
classified as mild. As reported elsewhere (Kessler ef al., 2005b), mean number of days in the past 12 months
that respondents were completely unable to carry out their normal daily activities because of mental or
substance use problems was 88.3 among respondents classified as having a serious condition, 4.7 among those
classified as having a moderate, and 1.9 among those classified as having a mild condition (F;, s680=17.7;
p<.001).

Socio-demographic predictor variables

Socio-demographic variables included age (18-34, 35-49, 50-64, 65+), sex, race-ethnicity (non-Hispanic
white, Hispanic, non-Hispanic black, other), years of education (011, 12, 13-15, 16+), family income in
relation to the federal poverty level (Proctor & Dalaker, 2001) (low [<1.5 times the poverty line], low average
[>1.5-3 times the poverty line], high average [>3-6 times the poverty line], high [>6 times the poverty line]),
and marital status (married/cohabitating, separated/widowed/divorced, never married).

Analysis methods

The NCS-R data were weighted to adjust for differences in selection probabilities, differential non-response,
and residual differences between the sample and the US population on socio-demographic variables. An
additional weight was used in the Part 2 sample to adjust for the over-sampling of Part 1 respondents (Kessler ef
al., 2004). All descriptive statistics are based on these weighted data. Analyses of reasons for not initiating
treatment or continuing treatment were conducted in three stages. First, reasons were examined and compared
in the total group of respondents with any 12 month disorder as well as separately in subgroups defined by
severity. Second, analyses of reasons other than those involving lack of need were repeated among respondents
who reported perceived need for treatment. Third, multivariate logistic regression models were used to examine
variation in reasons for not seeking treatment associated with socio-demographic characteristics and severity of
illness. Three main-effect models were estimated, one for each of the three broad categories of reasons (low
perceived need, any structural barrier, any attitudinal/evaluative barrier). These multivariate analyses were then
repeated with the addition of interaction terms between severity and each socio-demographic characteristic to
examine whether the association of each socio-demographic factor with each type of barrier was uniform
regardless of level of severity. Logistic regression coefficients and their standard errors were exponentiated and
reported as odds-rations (OR) and 95% confidence intervals (CI).

Standard errors were calculated using the Taylor series method implemented in the SUDAAN software package
(Research Triangle Institute, 2002) to adjust for clustering and weighting of data. Multivariate significance tests
were conducted using Wald y* tests based on coefficient variance—covariance matrices adjusted for design
effects using the Taylor series method. Statistical significance was evaluated using two-sided design-based tests
and the p<0.05 level of significance. Only when multivariate significance tests were significant did we interpret
the significance of individual coefficients. This decision rule was used to guard against the possibility of false
positive coefficients in an analysis that made a large number of individual tests. It is important to note, though,
that although use of omnibus tests reduces the chance of false positive findings, the only definitive protection
against this problem is replication in independent datasets.

Go to:

RESULTS

Reasons for not seeking treatment



Somewhat more than half (55.2%) of the 1,350 Part II NCS-R respondents who met criteria for at least one 12-
month DSM-IV/CIDI disorder but did not use any 12-month services reported that they might have needed to
see a professional for mental health problems. This perception of need was significantly associated with severity
of psychopathology (x22 =52.0 p <.001), with 74.1% of nonusers who had a severe disorder reporting
perceived need compared to 60.7% of those who had a moderately severe disorder and 43.0% of those who had
a mild disorder. Low perceived need was the most commonly reported batrier to treatment across levels of
severity. (Table 1) Over and above the effects of global measures of disorder severity, generalized anxiety
disorder was the only individual disorder that predicted perceived need significantly, with an OR of 1.8 (95%
CI: 1.1-2.9, p = .020). Among respondents who recognized a need for treatment, in comparison, the desire to
handle the problem on one's own was the most commonly reported reason for not seeking treatment (72.6%),
while attitudinal/evaluative barriers were much more commonly reported (97.4%) than structural barriers
(22.2%). Reported reasons for not seeking treatment varied significantly across severity levels, with low
perceived need more commonly reported by respondents with mild than moderate or severe disorders compared
to structural and most attitudinal/evaluative barriers being reported by a higher proportion of respondents with
perceived need who had severe or moderate than mild conditions.
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Table 1

Reported reasons for not seeking treatment by level of severity of disorder among respondents with 12-month DSM-IV
disorders who did not seek treatment at any time in the past 12 months

The joint effects of socio-demographic variables and severity were significant as a set in predicting both low
perceived need (x*17 =159.9, p <.001) and structural barriers among respondents with perceived need (17 =
53.6, p <.001) but not attitudinal/evaluative barriers among respondents with perceived need (17=9.9,p=
.54). (Table 2) The failure to find significant predictors of attitudinal/evaluative barriers presumably reflects the
fact that virtually every respondent with perceived need reported at least one such barrier (97.4%; detailed
results for this model can be found in Appendix C). Age (65+ compared to 18-64), sex (males compared to
females), education (0-11 vs. 16+ years), and severity (mild vs. moderate-severe) were significant predictors of

structural barriers.
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Table 2

Socio-demographic and severity predictors of reported reasons for not seeking treatment among respondents with 12-
month DSM-IV disorders who did not seek treatment at any time in the past 12 months®

We also evaluated interactions between each socio-demographic variable and severity in predicting perceived
need and structural barriers. The 30 interactions (15 socio-demographic variables x two severity variables) were
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significant as a set in each of the two equations (x*30 = 74.1, p < .001 predicting perceived need and = 163.0, p <
.001 predicting structural barriers), although none of the more specific interactions between individual socio-
demographics and severity was significant in predicting perceived need. Two of these specific interactions were
significant, though, in predicting structural barriers. These involved race-ethnicity (x*s=25.7, p <.001) and
marital status (x’2 = 9.5, p = .023). (Detailed results are available in Appendix D.) In the case of race-ethnicity,
the elevated OR of structural barriers among Hispanics compared to Non-Hispanic Whites was found to be
confined to mild-moderate cases. In the case of marital status, married/cohabiting respondents were found to
have a significantly elevated OR of structural barriers compared to the never married among mild cases but not
moderate-severe cases.

Reasons for dropping out of treatment

A total of 851 respondents with 12-month disorders reported receiving treatment at some time in the past 12
months, of whom a weighted 10.6% (n = 78 actual respondents) reported dropping out of treatment in all
service sectors where they received treatment. Wanting to handle the problem on one's own was the most
commonly-reported reason for dropping out of treatment (42.2%) followed by perceived improvement in mental
health (31.2%). (Table 3) Although disorder severity was not significantly related to any of the reported reasons
for dropout (%, = 0.5-5.6, p = .06—.78), respondents with severe disorders reported a significantly higher mean
number of reasons (2.3) than those with moderately severe (2.0) or mild (1.3) disorders (F, 348 = 7.1, p= .002).
In multivariate analyses (data not shown but available in Appendix E), a standardized continuous measure of
income was the only significant socio-demographic predictor of reporting attitudinal/evaluative barriers. This
association was negative (OR: 0.2, 95% CI: 0.1-0.7; v*1=17.5, p=.006) and persisted when the sample was
limited to respondents who perceived a need for continued treatment (OR: 0.1, 95% CI: 0.0-0.4, 1 =86,p=
.003).
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Table 3

Reported reasons for dropping out of treatment by level of severity of disorder among respondents with 12-month
DSM-IV disorders dropped out of treatment in the past 12 months

CONCLUSION

This study had several noteworthy limitations. First, results are subject to recall bias because disorders,
treatments, and reasons were all assessed retrospectively over a 12-month recall period with self-report. It is
noteworthy in this regard that self-reports of service use tend to underestimate service use reported in
administrative records (Clark ef al.. 1996; Jobe ef al.. 1990; Kashner et al., 1999; Petrou et al., 2002; Ritter ef
al., 2001), although the underestimation of more recent service use tends to be modest (Clark et al., 1996;
Petrou ef al., 2002). Second, the list of reasons for not seeking treatment and dropout was limited to those
reported most commonly in past research and elicited in qualitative interviews carried out to expand these
earlier lists. Some individuals may have had other reasons for not initiating treatment or dropping out that were
not included in our lists. In addition, some reason statements were ambiguous or double-barreled (e.g., “The
problem went away by itself, and I did not really need help”) and were aggregated into rational categories in
ways that could be debated. Furthermore, the reliability of self-reports of reasons for not seeking treatment has
not been assessed. Third, with regard to reasons involving severity and change in severity (problem was not
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severe; problem went away), the analysis was limited by not having information on duration, which was almost
certainly related to these reports and would be expected to be a strong predictor of seeking treatment.

Another weakness is that the analysis of treatment dropout had low power due to the small number of
respondents defined as having dropped out of treatment. This may have been due to the stringent definition of
drop-out we used, which classified respondents as having dropped out only they dropped out of treatment from
all sectors in which they obtained treatment. A total of 81 respondents with a 12-month DSM-IV disorder
dropped out of one or more types of treatments but stayed in some other type of treatment. We did not classify
these respondents as having dropped out based on the fact that some number of them was presumably referred
to a new treatment provider by their original provider or switched rather than dropped out of treatment. These
81 respondents did not differ significantly with regard to severity from those who stayed in the same type of
treatment, but both groups were more severe than those who we defined as having dropped out. Given that this
group is relatively large, it would be useful for future research to evaluate reasons for switching treatments
among respondents of this type.

A final noteworthy limitation is that respondents who reported 12-month service use in one of the disorder-
specific diagnostic sections but not in the general service section were not included in the analysis. There were
149 such individuals. These respondents were inconsistent in their reports, making it difficult to know how to
classify them. Had we been aware of this inconsistency at the time of designing the interview, we could have
included these cases by placing the general services section later in the interview and including respondents
who reported disorder-specific treatment. It would be fairly easy to correct this problem in future surveys.
Similar inconsistencies between reports of service use when assessed globally vs. separately after assessing
each condition have been reported in other surveys (Duan ef al., 2007).

In the context of these limitations, the data provide a broad overview of perceived barriers to initiation and
continuation of mental health treatments in the United States. Three patterns are especially noteworthy. First,
low perceived need for treatment was a common reason for not seeking treatment, with attitudinal/evaluative
reasons much more common than structural barriers among people with perceived need. This pattern is
consistent with previous findings from the US and other settings in the 1990s (Sareen ef al.. 2007) and suggests
that low perceived need has remained a key barrier to seeking treatment for mental disorders.

Second, reasons for not seeking treatment varied significantly across levels of illness severity, with respondents
who had more severe disorders being significantly less likely to report low perceived need as a barrier and
significantly more likely to report structural and attitudinal/evaluative barriers than people with less severe
digorders. These findings are congistent with findings from past research on the association of severity of illness
with barriers to seeking treatment for mental disorders (Drapalski et al., 2008, Wang ef al., 2007b). The
disjunction between perceived need and our measure of severity highlights the fact that personal evaluations of
perceived need do not fully capture objectively measured need. Notably, over one-quarter of respondents with
severe psychopathology did not perceive a need for treatment and one in four of those who did perceive a need
reported that they thought that the problem was not severe or that it would get better on its own. Furthermore,
two-thirds of respondents with severe disorders who perceived a need for treatment and did not seek treatment,
and more than one-half of respondents who dropped out, reported a wish to handle their problems on their own
as a reason for not seeking treatment or dropping out. These results are consistent with an extensive clinical
literature documenting a significant association between illness insight and treatment acceptance/adherence
among patients with serious mental illness (Buckley et al., 2007). Results such as these point to the importance
of efforts to educate the public at large and patients about indicators of serious psychopathology and appropriate
treatment options (Hickie, 2004; Highet et al., 20006; Jorm ef al., 2005, 2006; Paykel et al., 1997).

Third, over one-third of respondents who dropped out of treatment cited an attitudinal/evaluative barrier such as
stigma, negative experience with providers, or perceived ineffectiveness of treatment, that show low perceived
treatment quality leads to treatment dropout. It is sadly ironic that among those who dropped out of treatment,
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patients with severe psychopathology were more likely than those with less severe disorders (albeit at a
statistically insignificant level) to report attitudinal/evaluative obstacles to treatment, as those with the most
severe conditions are likely to be in greatest need for treatment and potentially stand to benefit most from care.
This finding points to the need to improve quality of mental health services for adults with severe mental
disorders in the United States to better address the individual needs and preferences of this patient group
(Adams & Drake, 2000).

It is also noteworthy that the reasons for not seeking treatment differed by respondent socio-demographic
characteristics. Most notably, young and middle-aged adults were less likely than older adults to report a lack of
perceived need for treatment but more likely to report structural and attitudinal/evaluative barriers to treatment
seeking after they perceived a need. The effect of age may partly be explained by differences in access to care
and lifestyle. Respondents ages 65+ typically are covered by a Medicare financed health plan and are more
likely than younger people to be retired. Thus, they may be less likely than their younger peers to experience
financial and time barriers to seeking treatment. Furthermore, younger people tend to have a less positive
attitude toward mental health treatment seeking, although this pattern has been changing in recent years
(Mojtabai, 2007).

Females compared to males and respondents with low compared to high education were less likely to report
lack of perceived need as a reason for not seeking treatment. While past research generally supports an
association between female gender and greater perceived need for mental health treatment (Meadows et al.,
2002, Sareen ef al., 2010), the association with education is puzzling and may suggest that formal education by
itself does not significantly promote recognition of mental health care needs. The finding that
married/cohabiting respondents had an elevated OR of reporting structural barriers, but only among mild cases,
might reflect the fact that married people have more family responsibilities than single people that place
demands on their time and financial resources, thereby creating barriers to seeking treatment that are only
overcome when disorders become relatively serious. The finding that high income was associated with low odds
of dropping out of treatment for attitudinal/evaluative reasons is consistent with earlier reports that high income
is associated with positive attitudes toward mental health treatment (Mojtabai, 2007). This might be due to a
higher quality of services accessible to individuals from higher income groups or more attitudes related to more
general perceptions of medical care.

The results reported here reinforce other evidence that low rates of seeking treatment for common mental
disorders remains a major public health problem in the United States (Gonzalez ef al., 2010). The President's
New Freedom Commission on Mental Health recommended a campaign to improve treatment seeking by
reducing the stigma associated with mental disorders and their treatments (President's New Freedom
Commission on Mental Health, 2005). The 2008 mental health parity legislation has also sought to reduce
financial barriers to accessing such treatments. The results of the current study show, consistent with these
recommendations, that both attitudinal/evaluative and structural barriers are significant impediments to
treatment seeking in the US. However, we also found that low perceived need is an even more important
barrier. This might well reflect the fact that most of the mental disorders considered here are extreme variants
on normal patterns of emotion, cognition, and behavior that are difficult for many people to see as distinct from
the normal patterns. Our results suggest that new public education initiatives are needed to increase recognition
of mental illness in conjunction with the efforts currently underway to reduce stigma and financial barriers.
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Vinyard, Christopher

From: Jan Ogino <jogino@cox.net>
Sent: Tuesday, August 04, 2015 6:00 AM
To: Public Input

Subject: AHCCCS Community Forums

Have you ever lived on $12,000 a year? After one pays rent, utilities, food, transportation costs, with no hope that your
wage will go up, but inflation might, this one person will not have access to the cost containment system. If they qualify
at $11,000 after all the above expenses, also with no hope that wages will rise, but inflation might, they will have to pay
a premium for AHCCCS for five years then lose it. Wages won't rise because the policies of this administration will not
discuss raising the minimum wage. Add to this, the plan doesn't take into account that most of these people work jobs
that don't have sick leave. Therefore if they don't work the don't get paid and yet they have to pay something for
AHCCCS. Sure they can help themselves buy using a smartphone and an app that tells him or her where to go for
wellness classes. This assumes they can afford a smartphone and Internet access, time to go and transportation to and
from these wellness classes. Try living like these working poor live for at least three months before you pass this
legislation. The reason why I am no longer a republican is that they hate people who are poor no matter how much they
work for little money. They don't want to hand out a little help because they assume the poor are lazy. Yet they don't
mind handing out perks to rich people who don't need perks. They don't have work hard for those handouts.

Sent from my iPad



Vinyard, Christopher

From: Ginny Dickey <ginnyl2056@outlook.com>
Sent: Thursday, August 06, 2015 3:45 PM

To: Public Input; ahcccscare@azahcccs.gov
Subject: Arizona Medicaid waiver pending to CMS
Follow Up Flag: Follow up

Flag Status: Completed

Dear Administrator,

Please note that while | am not opposed to an emphasis on preventative care, with incentives to encourage early doctor
visits and avoid the ER, other aspects of the waiver request are not helpful and do not demonstrate positive outcomes
for the State’s benefit or certainly for citizens needing assistance.

For families to set aside 2% of income is too much of a burden for them, and seems like it would be burden to
administer the program, as well. Who will be overseeing the accounts? Is someone going to make a profit managing
investments of them?

| also do not support the life time limits and increase in required applications to re-up for benefits.

Co-pays for preventive, well-care visits seem counterintuitive, if they would be mandated.

| will request that CMS deny the pending 1115 waiver.

Thank you,

Ginny Dickey

Former Councilwoman

Town of Fountain Hills



Vinyard, Christopher

From: erika jahneke <ejahneke@yahoo.com>
Sent: Friday, August 14, 2015 8:23 PM

To: Public Input

Subject: Can't be there, but I'm leaving a comment...
Follow Up Flag: Follow up

Flag Status: Completed

At a time when many low-wage employers are tinkering with employee's schedules to see how few
hours they can pay for, and how little benefits to offer, this "modernization" seems callous and
damaging.

Sincerely,

Erika Jahneke

P.S. have you ever considered trying to get employers to provide more benefits? That would save the
state money on Medicaid.



Vinyard, Christopher

From: Mary <maryzl@cox.net>

Sent: Monday, August 17, 2015 7:59 AM
To: Public Input

Subject: Phoenix meetings

Follow Up Flag: Follow up

Flag Status: Completed

I am just reading about Governor Ducey’s new Medicaid reform plan.

[ am unable to attend the meetings tomorrow due to work obligations. How do | keep informed about these
changes? When do we find out how much the administration costs will be?

Though there is always room for improvement in Medicaid, | have grave reservations in tying care to more paperwork
and bureaucracy.

Please let me know how | can stay informed.

Mary Zimmerman
(480) 664-6008



Rie R,

Rio Rico Medical & Fire District

822 Pendleton Drive e Rio Rico ® Arizona e 85648

(520) 281-8421 e Fax {520) 281-7670 e www rioricofire.org

e WY

August 17, 2015

Mr. Tom Betlach

Director, Arizona Health Care Cost Containment System
801 East Jefferson Street, MD 4100

Phoenix, Arizona 85034

Re: Comments on Medicaid 1115 Waiver Application
Dear Mr. Betlach,

We are pleased the Arizona Medicaid 1115 waiver and State Healthcare Innovation Plan conversations have included a
great deal of emphasis on Mobile Integrated Healthcare Community Paramedicine (MIHCP). As a promising practice
model, CIP is well poised to reinforce rapid Medicaid transition to a value-based care model.

MIHCP is a method to employ existing fire-based Emergency Medical Services (EMS) infrastructure and workforce to
strengthen the continuum of patient care; to support identifying the root causes of potential injury and exacerbation of
chronic disease conditions that often lead to exorbitant costs, both physical and economic.

As a prime gatekeeper to the hospital system, Fire-Based EMS agencies are critically assessing how to decrease non-
emergent call volume while also linking high utilizers of the 911-system to a level of care that best meets ongoing needs.
Partnering in new ways with community hospitals, health care providers, and a variety of medical and non-medical
resources reflects the need for greater collaboration between the healthcare delivery system and public health
organizations. Only with this level of collaboration may community risk factors that drive up system costs be
appropriately contained.

Rio Rico Medical & Fire District’s MIHCP efforts are aimed at improving overall community health status while
strategically linking customers to the most appropriate medical and support services in the local community. Among the
growing number of success cases, the MedStar EMS Loyalty Program in Texas, which operates under the Texas Medicaid
1115 waiver, has observed dramatic reduction in 911 use and expenditures related to enrollees who are offered health
system navigation and support services. Comparing 12 months prior to and post program enrollment MedStar observed
a 52% (82% for 911-system abusers) reduction in ambulance transports to an Emergency Department, representing $8.2
million in health care cost savings among 142 Loyalty Program enrollees.

We recommend Arizona include Mobile Integrated Healthcare Community Paramedicine demonstration as part of
the Medicaid waiver renewal request. The ability to exhibit the efficacy of MIHCP holds a great deal of potential for
improving population health while containing costs and supporting the evolution of value and quality-based health care
delivery throughout Arizona. Please feel free to reach out to me if you have any questions or would like clarification on
any of the recommendations contained in this letter.

~TCa
Fire Chief



Vinyard, Christopher

From: Carmen <carmenlobo746@msn.com>

Sent: Tuesday, August 18, 2015 10:22 AM
To: Public Input

Subject: C.Pacheco on Health Care changes
Follow Up Flag: Follow up

Flag Status: Completed

Hello, my name is Carmen and my husband Frank and I have an adult daughter who suffers with an auto-immune illness
called Sjogrens Syndrome . | am retired and my husband plans to retire in January from his job of 51 years. He will turn
72 in Oct. and he continues to work to provide good healthcare for our daughter. She will have to apply for The state
healthcare program because she is not able to work. Along with the many children and adults who need this healthcare
assistance, our daughter will not afford the doctors and treatment she needs if the proposed cuts are made by this
administration. We, along with the thousands of Arizona citizens who need this coverage, urge you reconsider such
changes. Respectfully. Mr. & Mrs. Frank Pacheco

Sent from my iPhone
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2345 W, Glendale Avene
Phoenin, Arizona 85021
602.279.0008

August 18, 2015
Re: Arizona 115 Waiver Impact on HIV+ Arizonans

Director Tom Betlach

AHCCCS Administration

801 E. Jefferson Street, MD 4100
Phoenix, AZ 85034

Dear Director Betlach:

I fear that some of the proposed AHCCCS changes will negatively affect the health of
hundreds of the HIV+ Arizonans enrolled in AHCCCS, most of them Childless Adults.
HIV/AIDS remains an incurable but now chronic disease if medical care and antiviral
medications are continuously available. With such care, thousands of HIV+ Arizonans
live productive lives and avoid disability, though drug side effects such as fatigue and
depression make continuous employment difficult for some to sustain.

The two provisions of 1) required work participation for adults who are childless and 2)
the five-year lifetime limit on those able-bodied adults will impede the medical care for
many living with the life-long chronic disease of HIV. With medications, Positive folks
can stay off permanent Disability, though perhaps not work permanently.

Nor is the medical care solely of importance to these individuals. Healthy Positive
people cannot transmit the virus to others. The AIDS Epidemic is at a turning point.
With accessible and consistent medical and behavioral health care and HIV meds for all
Positive persons, we can end AIDS. As you deliberate the future of AHCCCS, consider
what a medical conquering of AIDS would mean for Arizona.

Yours most truly, Digitally signed by Keith A.
Thompson

DN: cn=Keith A. Thompson,
o=Phoenix Shanti Group,
ou=Admin,
email=keitht@shantiaz.org,

Keith A. ThOmrSOH Mj.ah\jogwwogn
CEO -07'00'

et {’i’““"?” .......



Vinyard, Christopher

From: babiblug8l6@aol.com

Sent: Tuesday, August 18, 2015 5:00 PM
To: Public Input

Subject: Changes to AHCCCS

Follow Up Flag: Follow up

Flag Status: Completed

As a social worker in the behavioral health field, | am in support of the major overhaul proposed by Governor Ducey to
the AHCCCS system.

| have dedicated my career to assisting clients to become empowered when so many factors can be out of one's control.
These changes support personal responsibility and discourage learned helplessness than can lead to dependency on
others and greater systems at large. Having individuals learn how to manage their health and insurance can lead to
empowerment and taking control of one's circumstances. Assisting people in job skills and training may also result in
people shaping their own destiny. Self-determination is a key social work value.

One concern of mine is the harshness of suspending an individual's coverage for delinquent payment. This potentially
hurts the tax payer, as the patient will just seek emergency treatment as an uninsured individual. Hospitals cannot turn
patients away for treatment and care. | wonder if outstanding bills/payment can be obtained through the patient's AZ
state income tax similar to the "penalty” imposed on Obama Care recipients through the IRS. | would hate for the
Federal Government and the current administration to demonize this plan and bar changes to the AHCCCS system
proposed in Ducey's plan. I'm even wondering if there may be a tiered system of contribution similar to Obama Care to
avoid the argument that the proposed changes are too harsh for those with absolutely no income until they can obtain
work through the work assistance programs. | guess I'm also wondering how these changes will affect children in
poverty as well...

Anyway, | am encouraged to see advocacy away from the status quo that hopefully leads to positive changes to the lives
of impoverished AZ residents.

Karissa Kater, LCSW candidate
Sent from my iPhone



Vinyard, Christopher

From: Kavita Bernstein <kavitamarissa@gmail.com>
Sent: Tuesday, August 18, 2015 9:00 PM

To: Public Input

Subject: Modernizing AZ Medicaid - Comment
Follow Up Flag: Follow up

Flag Status: Completed

Dear Governor Ducey,

I am writing to you as a resident of the City of Tempe. After reading the details found on the
AHCCCS website regarding proposed changes, I must email you to express by complete dismay.
These changes will have a drastic impact on families that depend on the health insurance coverage to
ensure preventive and restorative care to their children and themselves. How do I know? I have work
in the public healthcare field for over 15 years and I know our AHCCCS families. I know how they
struggle to make ends meet. To make an assumption that they can afford copays, a premium and
even contributions to a health savings account (even if they are over 100%FPL) displays your office's
complete lack of understanding of who our Arizonans are. These are not families that can afford what
you are proposing. This will have a DRASTIC impact on the public health of our residents and simply
cannot move forward. Please listen to what the people are telling you and stop these measures
moving forward. Your office has completely misheard the people of Arizona.

Sincerely,
Kavita Bernstein



Vinyard, Christopher

From: Hoa M <hoam3753@gmail.com>
Sent: Wednesday, August 19, 2015 4:13 AM
To: Public Input

Subject: I oppose the 1115 waiver proposal
Follow Up Flag: Follow up

Flag Status: Completed

| believe it's bad for arizona that AHCCCS and Governor Ducey to request changes in AHCCCS. If It
is a huge mistake to take away non-emergency transportation for vulnerable people on

AHCCCS. Transportation is essential for people to receive necessary services to stay

healthy. Without transportation, people have no other ways to go to the doctors, pharmacies, and
other services that they need to stay healthy.

They don't have the money to use other modes of transportation. They will be forced to stay at home
and will get very sick, then will have to call 911 and be transported by ambulance to the hospital

ER. Ambulance usage will increase by 10 folds and ER usage will triple. Therefore healthcare cost
will sky rocket if you take eliminate non-emergency transportation.

| am a taxpayer and am willing to pay more taxes so that people on AHCCCS can have the essential
services they need. They are in a tough spot already so we don't need to make it harder for

them. Thank you for the chance to give my input.



Vinyard, Christopher

From: Eddie Sissons <sissons8@cox.net>
Sent: Wednesday, August 19, 2015 6:52 AM
To: Public Input

Cc: purplepaganl@cox.net

Subject: FW: RE: health coverage loss

From: Phoenix Lipshutz Benson (Pam Lipshutz) [mailto: purplepaganl@cox.net]
Sent: Tuesday, August 18, 2015 10:24 PM

To: Eddie Sissons

Subject: Fwd: RE: health coverage loss

Address w/below comment did not deliver. I tried, very frustrating.

-------- Forwarded Message --------
Subject:RE: health coverage loss
Date:Tue, 18 Aug 2015 21:47:24 -0700
From:Phoenix Lipshutz Benson (Pam Lipshutz) <purplepagan@cox.net>
Reply-To:purplepaganl @cox.net
To:publicinput@ahcccs.gov

To whom it may concern:

With out health coverage I would literally die as I have multiple and serious health issues that are
being monitored & I would not be able to afford anything. Nothing like a person on SSDI having to

declare bankruptcy! Please carefully consider the ramifications on poor peoples lives before

making a bad decision.
Thank you, Pamela Jean Lipshutz aka Phoenix Lipshutz Benson

Phenix Lipshutz Benson



Vinyard, Christopher

From: MAURICIO OROZCO <orozcom@yahoo.com>
Sent: Wednesday, August 19, 2015 8:43 AM

To: Public Input

Subject: SB1475 Elimination of NEMT Benefits

Follow Up Flag: Follow up

Flag Status: Completed

Good Morning,

I was fortunate to attend the AHCCCS forum yesterday hosted by the Disability
Empowerment Center. First, I would like to thank AHCCCS for providing Governor's
Duce's vision for "Modernizing Arizona Medicaid"; we shared many concerns about this
new plan, but a theme that seemed to touch a nerve was the elimination of Non-
Emergency Medical Transportation benefits (NEMT) as stated in SB1475.

The transportation challenge is often cited as a barrier to obtaining healthcare access;
but it’s a basic and necessary step for ongoing health care and medication access,
particularly for those with chronic diseases. Chronic disease care requires clinician visits,
medication access, and changes to treatment plans in order to provide evidence-based
care.

However, without transportation, delays in clinical interventions result in rescheduled or
missed appointments, delayed care, and missed or delayed medication use. Such delays
in care will lead to a lack of appropriate medical treatment, poorer management of
chronic illness, chronic disease exacerbations or unmet health care needs, which can
accumulate and worsen health outcomes and prove more costly in the long run.

SB1475 NEMT elimination totally contradicts Governor Ducey’s nhew CARE plan
which emphasizes “Promoting Healthy Behaviors”

Thank You,

Mauricio Orozco



Vinyard, Christopher

From:
Sent:
To:
Subject:

Importance:
Follow Up Flag:

Flag Status:

Hello,

Brandi RC <bwry28@cox.net>

Wednesday, August 19, 2015 6:48 PM

Pubtic Input

Please be careful of the risk of inhumane burdens and future lawsuits

High

Follow up
Completed

I’'ve never been on AHCCCS though | have applied during a time of fear. Luckily, | became employed and didn’t need to
move forward with enrollment. | had all the tools | needed to become employed; manageable illness, car, home,
husband, computer with internet access and retirement savings that | could deplete. | am a lucky Arizonan. PLEASE
keep in mind that people on AHCCCS already have significant burdens without the tools | listed. | heard a friend say that
poverty and disease exist much longer than five years in some cases and this is SO VERY TRUE. lo impose one
circumstance when too many people have unique challenges and hardships is petty and counter-productive to health
and employment goals. Please do not move forward with HSA requirements or deadlines or premiums and co-pays
based on dollar amounts already too low to live on.

Thank You,

Brandi Ryan-Cabot
602-292-1142

WWW.avast.com

This email has been checked for viruses by Avast antivirus software.



Vinyard, Christopher

From: Andrew Cabot <cabotmecc@gmail.com>
Sent: Wednesday, August 19, 2015 8:38 PM
To: Public Input

Cc: Brandi Ryan-Cabot

Subject: Another Irresponsible Idea

Follow Up Flag: Follow up

Flag Status: Completed

The newest proposed changes to "modernize" the Arizona Health Care Cost Containment System seem like
something out of a particularly bad let's-see-how-vindictively-mean-we-can-be-to-those-crappy-poor-people
party. Especially distressing is the emphasis on "personal responsibility". Mostly this is making people pay
money that they don't have for services they might not even use. And so far as I can tell, with the merger of
AHCCCS and the Division of Behavioral Health Services, this is also forcing the burdens of "personal
responsibility" on those in our population least prepared to assume it: the Seriously Mentally Ill. Creating
penalties for missed appointments in this population will only drive them away in droves as the burdens of their
care overcome their ability to seek it. That's only if they're not dropped for 6 months at a time for not managing
to keep up on monthly payments. I mean, COME ON!" They're SERIOUSLY MENTALLY ILL. That we
would contemplate doing that to ANYONE in need of ANY kind of healthcare is monstrous.

I understand that the people in charge get to make the rules. But forcing right-wing ideology on our poorest and
most vulnerable is a despicable tactic completely devoid of Christian morality. It also makes no fiscal sense as
any savings will immediately be eaten up in court costs just like every other attempt at implementing state-wide
ultra-right-wing policy has done in the past thirty years. I, for one, am heartily sick of seeing my tax dollars go
to lawyers defending the indefensible when the money could be MUCH better spent helping those who need it.

My counter-proposal: Let those in the health and mental health care fields be involved in finding solutions to
the fiscal crises that seem to appear so regularly under Republican leadership. Make the initiative broad-based
so that we don't have ideological shift determining how to approach one of humanities most basic needs. Use
successful health organizations like the VA as a model for cost containment. Regardless of their access-to-care
issues, the VA reliably receives top marks in care outcomes at roughly half the cost, WHILE providing
transportation for appointments, no penalties for missed appointments and just about everything else this plan
proposes to cut.

Get your act together, AHCCCS. You, too, Doug Ducey.

Andrew Ryan-Cabot
Taxpayer
(602) 358-9230



Green Valley Fire District

o 1285 West Camino Encanto
Green Valley, Arizona 85622-8222
520/625.9400

www.gvfire.org
Chuck Wunder, Fire Chief

August 19, 2015

Mr. Tom Betlach

Director, Arizona Health Care Cost Containment System
801 East Jefferson Street, MD 4100

Phoenix, Arizona 85034

Subject: Medicaid 1115 Waiver Application

Dear Mr. Betlach:

The Green Valley Fire District is writing to encourage Arizona to include Mobile integrated Healthcare
Community Paramedicine (MIHCP) as part of the Medicaid waiver renewal request. Promising MIHCP
programs are being established throughout Arizona with the goal of improving patient care and
outcomes, reducing healthcare costs, and reducing the increasing burden on the emergency 911
system.

Fire-based EMS agencies have identified resources within their existing structures to help connect
community members with the proper resources they need, as opposed to placing this responsibility
on overcrowded emergency departments. In addition, MIHCP programs have proven that they can
play a vital role in the continuum of care for patients who have been discharged from the hospital and
need support to ensure they remain compliant with their discharge plans.

Here in Arizona, Rio Rico Medical and Fire District serves as a great example of how MIHCP programs
partner together with both traditional medical and non-medical resources to improve healthcare
delivery to their community. The collaborative partnerships that have been established through this
program are a model for other organizations to follow and will undoubtedly improve patient care.

Another great success story is MedStar EMS Loyalty Program in Texas. This program helps patients
navigate the healthcare system appropriately and connects patients with the proper resources they
need, thus reducing the number of ambulance transports to emergency departments. The results
speak for themselves with a 52% reduction in EMS transports by program participants, and an



estimated $8.2 million savings to the healthcare system as a whole. It should be noted that this
program operates under a Texas Medicaid 1115 waiver.

The success of these two programs is inspiring and has encouraged many fire-based EMS agencies to
evaluate how a MIHCP program fits into their service delivery model. Please support this momentum
and innovation by including Mobile Integrated Healthcare Community Paramedicine as part of
Arizona’s Medicaid waiver renewal request.

Fire Chief

Green Valley Fire District
520-625-9400
cwunder@gvfire.org

Leading the way with Compassion, Competence & Character since 1975,
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Vinyard, Christopher

From: Austen <masterstdt@aol.com>

Sent: Thursday, August 20, 2015 1:01 AM

To: Public Input '

Subject: Gov. Ducey's plan to "modernize" Medicaid
Follow Up Flag: Follow up

Flag Status: Completed

August 20, 2015
To whom it may concern:

1 am writing to express my opposition in the strongest possible terms to Governor Ducey's plan to "modernize"
Medicaid. What he is proposing is not only unnecessary but also burdensome, harmful and needlessly punitive to those
that would be affected by his proposed changes. It is, in essence, an attack on the poor who are already struggling and
don't need to have their lives made even more difficult by changes that are completely unwarranted.

Thank you,
Austen Baier



Vinyard, Christopher

From: Denise Crawford <deniseaz2003@yahoo.com>
Sent: Thursday, August 20, 2015 1:20 AM

To: Public Input

Subject: health care plan

Follow Up Flag: Follow up

Flag Status: Completed

medical care is in great danger ,, and the danger comes from the high office of the state of Az ... and
the one who fills the seat of destruction and disruption .

the guys plan to more harm to the people must be stopped ,, and not ever brought to the table again
m

his plan will kill many ,many , many ,, who do not deserve such , all so he can toss more money of the

people's to private industry .. OUTRAGEOUS !

no more hurting people, time to help people



Vinyard, Christopher

From: Linda Victoria <lavictoriall@gmail.com>
Sent: Thursday, August 20, 2015 6:27 AM

To: Public Input

Subject: AHCCCS for senior single adult

Follow Up Flag: Follow up

Flag Status: Completed

Dear AHCCCS coordinators,

I will be 64 years old next November. I live alone. I have severe arthritis which makes me
unable to work in the conventional workplace. Therefore, I am self-employed with two part-time
jobs out of my home and am receiving Social Security. What will happen to me under the new
ACHCCCS plan?

Linda Victoria

PO Box 40741
Tucson, AZ 85717



Vinyard, Christopher

From: Dorothy Wellington <d_wellington05@yahoo.com>
Sent: Thursday, August 20, 2015 9:39 AM
To: Public Input; AZGOV; Kyrstensinema Info; opinions@arizonarepublic.com; AZBP Editor;

Jim; ed.montini@arizonarepublic.com; ainewspaper@qwestoffice.net; Elvia;
council district.8@phoenix.gov; Mr. Nowakowski; council.district.83@phoenix.gov;
coolidgeexaminer@yahoo.com; newstips@arizonarepublic.com; newsl
@westvalleyview.com; newstips@aztrib.com

Subject: Modernizing Arizona Medicaid
Follow Up Flag: Follow up
Flag Status: Completed

Governor Ducey, you are in a desperate need to talk with sociologists, psychologists and economists
in Arizona on the impact your proposed budget will have on the poor, sick and handicap and the
entire State of Arizona. You are also in desperate need to talk with the people who provide direct
services to the AHCCCS population, to include the medical field and mental illness, non-profit
community organizations and agencies, faith-based organizations, and businesses.

Your proposed drastic changes to AHCCCS are inhumane to the poor, sick and handicap with
detrimental effects on both the young and old. Your proposal, Modernizing Arizona Medicaid, is a
written demonstration that you and your staff know little about the poor who AHCCCS was set up to
help for medical care and treatment. The contents of your overhaul proposed plan illustrates that you
only looked on paper and your budget numbers, but never seen the statistics as people, only
manipulated numbers in a document on how you and your partners could win. By doing so, you have
set up to crush all the poor, sick and handicap citizens in Arizona. You are bringing upon them an
increase of hardships and suffering; you are adding burdens upon their sickness and diseases and
will lead some to premature deaths.

This proposal, Modernizing Arizona Medicaid, is a disgrace of care to the "least of these" in our
State. People in poverty, on disability, and the working poor are in a fight everyday to supply the
basic survival needs for themselves and their families. Having the present AHCCCS, at least,
provides the needed medical care in their lives. | strongly advise you not to put 1.6 million men,
women and children in a black pit for your proposal, Modernizing Arizona Medicaid.

God has attention on this and His consequences will come upon those who scared the people Jesus
loved. May His Mercy be upon all the poor, sick and handicap and that those who care for them
continue to speak up in boldness, unity and power against the currently proposed Modernizing
Arizona Medicaid so all the people in Arizona may live in health and wellness (the rich and the poor).

Rev. Dorothy Wellington
P. O. Box 87413, Phoenix, AZ, 85080
602-593-5903



Vinyard, Christopher

From: MAURICIO OROZCO <orozcom@yahoo.com>
Sent: Thursday, August 20, 2015 9:59 PM

To: Public Input

Subject: SB1092 Work Requirement

In spite of public perception (stereotypes), people living in poverty have to make tough
choices with their money all day, every day, with no room for error but plenty of
judgment from others. Many people who do not live in poverty have a tendency to
criticize the poor and blame them for their supposed laziness, lack of intelligence, or
willingness to make bad decisions. Many people assume the poor must have done
something to deserve their fate.

Having said that, directives like SB1092 that require all able-bodied individuals be
employed, actively seek employment or attend school or a job training program, do not
seem unreasonable as long as the appropriate supports are put in place to make it a
successful program. Besides transportation, one of the biggest barriers is affordable
quality childcare.

This challenge is not unique to families living in poverty; many educated middle to upper
middle class families often have to struggle with the decision of who is going to give up
their job to stay at home with the kids since childcare costs today exceed every other
household expense. A family of three receiving AHCCCS benefits has to survive on an
income of $19,790 per year.

Increased access to childcare for low-income working parents is a means to reduce
poverty and increase family economic security. The impact is intergenerational; it gives
parents the time to work, and kids the educational opportunities they need to succeed in
an environment that supports their growth and learning.

Poverty is an exhausting, time-consuming struggle of trying to make ends meet. It is
the daily stress of having to choose between whether to pay the rent, pay the electric
bill, or pay for food. It is the daily worry about whether the car will break down,
someone getting ill, or a child needing a new pair of shoes, and then deciding which
necessity will have to be sacrificed to pay for the added expense of the unexpected bill.
Poverty robs you of a sense of security, it destroys your self-esteem, and it undermines
your plans and your hopes for the future.

Thank You,

Mauricio Orozco



Vinyard, Christopher

From: Carusetta, Jennifer

Sent: Friday, August 21, 2015 9:19 AM

To: Gonzales, Theresa; Vinyard, Christopher

Subject: FW: Input from someone I know on Gov. Ducey's AHCCCS reform program

Please include this in the public comment.

From: Debbie Lesko [mailto:DLesko@azleg.gov]

Sent: Thursday, August 20, 2015 4:59 PM

To: Carusetta, Jennifer

Subject: Input from someone I know on Gov. Ducey's AHCCCS reform program

Hi Jennifer,
Please see below for input.

Sincerely,

Debbie Lesko

Arizona State Senator, District 21
Chairman, Senate Finance Committee
Arizona Senate

1700 W. Washington St. S-302

Phoenix, AZ 85007

Office (602)926-5413

DLesko(@azleg.gov

From: Chuck Roberts [mailto:crrober@q.com]
Sent: Thursday, August 20, 2015 9:04 AM

To: Debbie Lesko
Subject: Gpv. Ducey's AHCCCS reform program

Thanks for posting this, lots of good ideas, but | do have a couple questions/comments:

1. My son (mentally disabled) is on AHCCCS and he gets lots of notices promoting checkups and wellness
information, so maybe that's not necessary as part of the plan. My kids are also on AHCCCS because

we adopted them through the state, and | also get lots of notices---reminders for their checkups, information on flu shots
and newsletters on wellness information.

2. Being disabled and unable to work, my son can't afford a Smartphone or any phone at all (He has in the past had
the free Obamaphone which has no app capacity).

So, is the govt. going to provide Smartphones for everyone on AHCCCS, and if not, why do people that can't
afford to pay some portion of their health insurance afford

Smartphones. | have one and it was not cheap, and the monthly cost isn't cheap either.



3. On the personal health savings account - it's really hard for people with iow income to put aside any money into
savings, let alone for something they probably

can't imagine anyway--future health issues. Would this money be taken directly from paychecks. ( | recall being young
and poor and there's no way we could have set aside money for heath care and make copayments).

4, On AHCCCS for the unemployed, it seems that would be difficult, because if you become unemployed and you
apply for AHCCCS, it takes months to get approved for it (I know from experience with my son), so

by the time you get it, you could already have found a job, and then you wouldn't qualify anyway.

Thanks for hearing me out. | just read this article and these are random thoughts that came to mind.

Keep up the good work you are doing!

Margie Roberts



To: AHCCCS
C/0 Office of Intergovernmental Relations
801 E. Jefferson Street, Mail Drop 42000
Phoenix, AZ. 85034

From

Date: August 20®, 2015
Re:  Governor Ducey’s Proposal

To whom it may concern,

I am writing this in hopes of the Governor having a change of heart. Iam also writing this
with the clients I work with, so that they may have a voice. If this proposal “Modernizing
Arizona Medicaid” goes through I shudder to think of the repercussions. Many of our clients
have to go to the food bank to get food as they just barley get enough to scrape by, and those are
the ones that are on disability. The population I work with will depend on AHCCCS. There are
three major points that affect some of the clients we serve here in Wickenburg. The biggest
pointis: Eliminating non-emergency transportation, this is a

1. Eliminate non-emergency transportation, this is a big one because of being
out in Wickenburg and surrounding areas. We have no public transportation, our
recipients depend on us to pay, set up and/or provide them transportation.

I work with the mentally ill, and some of them would be highly affected if the Governor Ducey’s
proposal goes through, some of our people would not be able to comprehend what is happening.

Sincerely yours,
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c/o Gallagher & Kennedy, P.A.
2575 E. Camelback Rd.
Phoenix, AZ 85016
602-530-8160

Arizona Association of Health Plans

August 21, 2015

VIA ELECTRONIC MAIL — Publiclnput@azahcccs.gov

AHCCCS

Office of Intergovernmental Relations
801 E. Jefferson St., Mail Drop 4200
Phoenix, AZ 85034

Re:  Proposed Changes to 1115 Medicaid Waiver
Dear Director Betlach:

I write on behalf of the member companies who make up the Arizona Association of
Health Plans (AzAHP) to comment on the proposed changes to our state’s 1115 Medicaid
Waiver.

As the contractors who provide health care to Arizona’s most vulnerable citizens, we are
deeply grateful for this opportunity to weigh in on the changes proposed by Governor
Ducey, AHCCCS, and the Legislature. Representing the private half of the public-
private partnership that makes the AHCCCS model one of the most successful managed
care programs in the Nation, we are hopeful that our views, noted below, will inform and
advance your final request of CMS, as well as their decision making.

Fundamentally, we are in total agreement with the Governor when he said we have the
“opportunity and obligation to do more” to help our members take charge of their own
health, all the while reducing costs and improving healthcare outcomes.

Part I: Modernizing Arizona Medicaid

The AzAHP supports the aims of the proposed “Modernizing Arizona Medicaid” in Part |
of the draft waiver application and shares the Governor’s goal of building a bridge to
independence by helping able members transition from AHCCCS to the subsidized
insurance market or to a commercial insurance health plan. Knowing what insurance
looks like and how it works will aid their successful transition.

Bridgeway | Carelst | Cenpatico of Arizona | Health Choice Arizona | Health Choice Integrated Care | Health Net
Mercy Care | MIHS | MMIC | Phoenix Health Plan | The UA Health Plans | UnitedHealthcare Community Plan



AHCCCS

Office of Intergovernmental Relations
August 21, 2015

Page 2

With a transition from government to commercial coverage in mind, we appreciate the
rationale for strategic member co-pays and modest premiums for certain able-bodied
adults, particularly if it comes with the opportunity to receive benefits not available
today, such as dental and vision services. Good teeth and good vision are critical to
becoming and remaining gainfully employed; these added incentive benefits are essential
to making “AHCCCS Works” an important and meaningful program.

Along with adding a value to transformative life and jobs skills, we particularly
appreciate the Governor’s decision allowing the health plans the flexibility to design
individualized targets for our members’ healthy behaviors. We know our members better
than anyone else and believe we are the people best equipped to help them get to a better
and healthier place, individually and collectively.

Part Il: The Legislative Partnership

As much as we support the Governor’s goals for advancing and modernizing the Arizona
Medicaid program, there are certain items mandated by recently enacted legislation that
raise concerns in Part 11 of the waiver proposal. We believe the legislative proposal for a
five-year cut-off is draconian, the across-the-board proposal for co-pays and premiums
goes too far, and the restriction on non-emergency transportation is misinformed. Non-
emergency transportation in certain circumstances is the only way we can ensure our
members keep critical medical appointments. In the long run, the cost of this, and the
other legislative proposals, far outweighs any savings or benefits.

Part I1I: Delivery System Payment Reform Incentive Program (DSRIP)

Not all AHCCCS members are at the stage where a transition is possible, particularly the
most vulnerable of our members. AHCCCS sets the national standard for home and
community-based care (HCBS) in the long-term care program, and the cost savings
associated with this delivery system are both staggering and well documented. Similarly,
the member services available in the integrated RBHA program anticipate better health
outcomes at reduced costs. We propose making the same services in the other existing
AHCCCS programs — not new services — available to a very limited number of high cost,
high need members in the acute care system. We believe that changing the delivery of
their specific care will give us new tools to improve their health and allow us to find
significant cost savings. This type of innovation is noted in Section I of the waiver
draft under DSRIP, and we wholeheartedly support the inclusion of this initiative.

Bridgeway | Carelst | Cenpatico of Arizona | Health Choice Arizona | Health Choice Integrated Care | Health Net
Mercy Care | MIHS | MMIC | Phoenix Health Plan | The UA Health Plans | UnitedHealthcare Community Plan



AHCCCS

Office of Intergovernmental Relations
August 21, 2015

Page 3

The convergence of the 1115 Waiver renewal and the transition to value-based
purchasing provides an unparalleled opportunity to allow the health plans the flexibility
to try new things — approved by AHCCCS and required to meet performance metrics and
outcomes measures — not allowable today, but aimed at improving quality and reducing
costs. We appreciate that this section of the Waiver reflects the value of innovation in the
managed care marketplace and are hopeful it will allow plans the flexibility to respond
quickly to emerging trends and needs.

We sincerely appreciate the opportunity to share with you our thoughts about the
Governor’s waiver proposal and look forward to working with you on its successful
implementation.

Very truly yours,

ARIZONA ASSOCIATION OF HEALTH PLANS, INC.

Deb Gullett
Executive Director

DAG/plp
23585-1/5008188

Bridgeway | Carelst | Cenpatico of Arizona | Health Choice Arizona | Health Choice Integrated Care | Health Net
Mercy Care | MIHS | MMIC | Phoenix Health Plan | The UA Health Plans | UnitedHealthcare Community Plan



Vinyard, Christopher

From: debra martinez <drmartinez57 @hotmail.com>

Sent: Saturday, August 22, 2015 11:23 AM

To: Public Input

Subject: Comments regarding AZ's Waiver and Other Initiatives
Follow Up Flag: Follow up

Flag Status: Completed

First, | wanted to thank AHCCCS (Monica and Staff) for the very informative and overwhelming meeting that
was scheduled at the Disability Empowerment Center regarding the changes to AHCCCS that are being
recommended for Arizona. Also, thank you for the opportunity to comment and have these as part of the
record that goes to CMS.

1. Non-emergency transportation needs to be continued for the SMI population due to the fact that many
clients of SMI services do not drive and do not live along any public transit system routes. There appeared to
be some ambiguity on this topic, so | wanted to address it in my comments. Access to treatment for this
population is extremely important, and putting a barrier up by excluding or charging for this benefit would be
a real detriment to their overall continued care. Many are way under the poverty level and would not be able
to afford transportation. 1 am concerned that this would effect people getting to their doctor appointments,
therapy and counseling appointments. Please do not removed the non-emergency transportation benefit for
the SMI population.

2. lam very concerned that adding co-pays and premiums for people on very limited incomes would be a
huge barrier to healthcare. Access to healthcare should be a right that everyone has, and although the
premise of this plan would be okay for those of us whose income levels far exceed the poverty level, it isn't
humane for those that are just trying to eat and keep a roof over their heads. The choice of putting food on
the table or seeing a doctor would be obvious. |believe this plan would be a major barrier for people
obtaining the healthcare they need and deserve. Access to healthcare is the way that people are going to
succeed to achieve upward mobility. Please, let's not block them from this basic need by placing barriers to
their care.

3. Administrative oversight on these recommendations: | have worked for the State of Arizona for over 30
years and been through numerous programs that were thought to be "beneficial and cost-

effective" which turned into administrative nightmares and a total waste of taxpayer dollars, often being
scrapped or costing so much money no one wanted to admit it. It appears that no thought has been put into
the "how" of these recommended changes, which is always an afterthought for many of these programs. We
need to start considering the total effects of the programs (complete effects to those involved, costs, etc.) and
have the data up front rather than trying to piece together a program after the fact. Too much is at stake
especially when it effects some of the most vulnerable (the poor, the mentally ill and the disabled) of our
populations of people.

Thank you again for the opportunity to comment.

Debbie Martinez



Vinyard, Christopher

From: duncan@azmcfarland.com

Sent: Monday, August 24, 2015 12:01 PM

To: Public Input

Subject: Concerns to Proposed AHCCCS changes

To whom it may concern,

We are parents to our son that has been declared SMI (seriously mentally ill). We would like to raise
three concerns about the proposed changes to the AHCCCS benefits. Our son has a long term
condition that requires continual treatment, most likely exceeding the five year limit being discussed.

1) Limit Lifetime enrollment to five years.
2) Eliminate non-emergency transportation.
3) Able bodies must work and participate in co-payment and premium obligation.

The five year limit will not work for people who are chronically ill, after the five year period they will
simply move to the emergency room for treatment. This will actually result in higher costs.

In the case of non-emergency transportation, support is needed to help transition SMI patients from
years of unemployment and isolation to a functioning and productive member of society. Presently
our son is transported to a clinic where he receives injections once every two weeks. Prior to getting
this medication he was hospitalized at least twice a year.

Our son is currently working 25 hours a week in a temporary work program that should make
transition to a more permanent job possible. Transportation to the job site is critical for his present
employment. We believe that co-payment and/or premium obligation is a responsible step to be taken
as long as it is does not become to much of a burden. Here again if the cost becomes too high the
transition from SMI to functioning citizen is inhibited and the patients are left in a endless cycle of
crisis, where the emergency room becomes method to deal with the crisis situation.

Duncan & Debbie McFarland



Vinyard, Christopher

From: John Newport <healingtucson@hotmail.com>

Sent: Monday, August 24, 2015 5:09 PM

To: Public Input

Subject: Comments for Medicaid Waiver Application Public in Tucson on Wed, August 26
Attachments: Bio Health Services Consultant, 6.2015.doc

Importance: High

TO WHOM IT MAY CONCERN:

I am a former senior level health services policy analyst at UCLA and am currently a health services consultant,
author and health care reform advocate based in Tucson.

| have very mixed feelings regarding our Governor's Federal Medicaid Waiver Application that will impact
350,000 recipients recently added to the program through legislation championed by former Gov Jan Brewer.

| applaud our Governor's inclusion of wellness incentives to motivate recipients to take charge of their health,
and | also applaud the proposed requirement that recipients either be actively seeking work or enrolled in a
job-training program.

| am EXTREMELY CONCERNED, however, that the proposed premium and co-payment requirements will block
“recipients from seeking treatment until they are very sick. This constitutes an INHUMANE APPROACH that will
produce an enormous amount of needless suffering, accompanied by avoidable death and disability. It will
also add substantially to our state's overall health care costs.

MY PROPOSAL: IF our Governor insists on retaining the premium, co-payment and health savings account
aspects of his waiver proposal, | suggest that these provisions be modified as follows, to prevent the cost-
sharing requirements from unduly blocking recipients' access to care.

(1) Cap total co-pays to the amount of the recipients' monthly premium, with co-pays to be charged to the
health savings account, and

(2) Initially set up each recipient's health savings account with a one-time contribution by the state equivalent
to the recipient's monthly premium.

| thank you for the opportunity to present my views and urge that your task force give serious consideration to
my proposal.

Sincerely,

John Newport, PhD

Health Services Consultant, Author and Health Care Reform Advocate
Tucson

(520) 742-1880



PS: I have attached to this message a 1-page bio summarizing my qualifications as a health care reform
advocate

John Newport, PhD, Author "The Wellness-Recovery Connection" and "The Tucson Tragedy"
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August 24, 2015

Mr. Tom Betlach

Director

AHCCCS

801 E. Jefferson St. MD 4100
Phoenix, Arizona 85034

Dear Director Betlach,

Thank you for the opportunity to comment on the proposed Medicare Waiver. As a member of
the health care community serving adults for over 50 years, Beatitudes Campus supports the
efforts of AHCCCS to modernize Arizona’s Medicaid program through choice, accountability,
responsibility and engagement. The campus welcomes the opportunity to partner with AHCCCS
to accomplish both the short- and long-term goals of this endeavor.

Founded in 1964, Beatitudes Campus is a faith-based not-for-profit continuing care retirement
community offering a wide spectrum of services for older adults including independent living,
assisted living, skilled nursing, memory support and home care services. Recognized nationally
and internationally as a leader in the field of aging services, the campus supports the autonomy
and intrinsic human value of all adults regardless of age, gender, race, ethnicity, national origin,
disability, marital status or sexual orientation.

Like AHCCCS, Beatitudes Campus is dedicated to providing excellent healthcare to older adults
using cost effective means. For the past several years the campus has identified an increase in
the number of adults experiencing Aizheimer’s disease and other dementias not only in our
organization but in the broader community. ' The national Alzheimer’s Association reports there
are 120,000 people living with dementia in Arizona and that number is expected to nearly
double in the next decade. It is not surprising that Alzheimer’s disease and other dementias
were identified as the fourth leading cause of death in Arizona, a trend that is sure to increase
over the next several years. With no options for prevention, treatment or curative measures on
the horizon for persons experiencing Alzheimer’s disease or other dementias, there has never
been a better time to embrace palliative care opportunities.

Using private sectors partnerships Beatitudes Campus has spent the past two decades
developing an evidence-hased palliative model of care designed to meet the needs of an ever
increasing number of Arizonans with dementia. BHHS Legacy Foundation and Beatitudes
Campus were compelled to address the needs of persons experiencing dementia which gave rise
to the Comfort Matters program. Comfort Matters is dementia care practice and an evidence-
based accredited education program that offers a holistic and integrated approach to improve
quality of life and quality of care for persons living with dementia.

1610 West Glendale Avenue « Phoenix, Arizona 85021
Phone: 602-995-2611 » Fax: 602-995-3740 « www. beatitudescamous.ore



BHHS Legacy Foundation is a local public health charitable nonprofit Foundation based in
Phoenix, Arizona with a mission to enhance the quality of life and health in the Foundation’s
service area of Maricopa County and the Tri-State Region of Bullhead City, AZ, Laughlin, NV, and
Needle,s CA. The Foundation has invested over 5600,000 with Beatitudes Campus over the last
decade to expand the palliative care dementia model throughout Maricopa County. Maore
recently we've worked with the campus to provide the Comfort Matters program in a digitally
based format to make the education available woridwide. The staff and board of the BHHS
Legacy Foundation are proud to have played a major role in the development of such an
effective and innovative program that has made significant strides in the forefront for
addressing the overwhelming impact of Alzheimer's disease and other dementias on patients
and their families.

Beginning in 1998, the Comfort Matters program has been driven to improve quality of life and
quality of care through educating long-term care staff about dementia-specific palliative care
principles and integrating palliative operational adaptations in institutional settings serving
persons with dementia. In partnership with BHHS Legacy Foundation, the Comfort Matters
program has educated over 10,000 physicians, advance practice nurses, licensed nurses, social
workers, administrators and other healthcare staff locally, nationally and internationally. To
date, the Comfort Matters program has been replicated in eight states from Washington to New
York. Working with the Centers for Medicare and Medicaid Services and the Institute of
Medicine, Beatitudes Campus experts have been at the forefront of the national effort to make
palliation available to persons with dementia. Comfort Matter has received the LeadingAge
2010 Excellence in Research and Education Award, the Mather's Lifeway Promising Practice
Award in 2012 and the LeadingAge Public Trust Award in 2013. For more information about
Comfort Matters please visit yww convfortroatiers org.

In addition to Comfort Matters education and practice, Beatitudes Campus has engaged in
translational research aimed at developing evidence-based and cost-effective care strategies for
nersons with dementia Our recearch ic hrnad-haced and rondiirtad with nannle evneriencing
dementia, with their families and with the organizations where they live. Both AHCCCS and
Beatitudes Campus have a strong stake in improved patient outcomes and reduced healthcare
costs.

Research from the Comfort Matters program has revealed several positive outcomes including
decreased reliance on “antipsychotic and sedative medication and improved pain management.
Qutcomes indicate that when healthcare staff practice the tenets of the Comfort Matters
program, challenging dementia-related behavior is minimized, pain management in improved
and reliance on antipsychotic and sedative medications are vastly reduced.

A cost study conducted in 2008-2010 examined healthcare costs associated with the adoption of
the Conifort Matters program. Results demonstrated a statically significant decrease in
“hospital and emergency department utilization and as well as a significant reduction in



‘antipsychotic and sedative medication costs. This cost study was replicated in 2012-2014 with
three nursing homes in New York City with similar cost savings.

By reducing healthcare fragmentation and curbing waste, Beatitudes Campus identified ways to
improve dementia care and service while decreasing costs associated with the needs of high
utilizers of healthcare services (e.g., persons with Alzheimer’s disease and other dementias).
Now is the time to adopt palliative practice in nursing homes and assisted living organizations in
Arizona. As a state, we have the unprecedented opportunity to lead the nation in offering
healthcare that not only improves patient outcomes but does so in a manner that reduces
financial burden on the community. In the spirit of partnership, representatives from
Beatitudes Campus and BHHS Legacy Foundation request a meeting with the leaders of AHCCCS
to discuss how palliation can benefit Arizonans with dementia.

Respectfully yours,

Michelle Just Gerald Wissink, FACHE
President & CEQ Chief Executive Officer
Beatitudes Campus BHHS Legacy Foundation

1. Alzheimer's Association Facts & Figures 2015; retrieved September 20, 2015:
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2. Long CO. & Alonzo TR, Palliative Care for Advanced Dementia: A Model Teaching Unit-Practical Approaches and
Results. Arizona Geriatric Saciety, 2008; 13(2)14-17

3. Long CO, Morgan BM, Alonzo TR, Mitchell KM, Bonnell DK & Beardstey, ME, Improving Pain Management in
Long-term Care: The Campaign against Pain. Journal of Hospice & Palliative Nursing 2010; 12 (3) 148-155

4,  Bryant N, Alonzo T, & Long CQ, Palliative Care for Advanced Dementia: Adopting the Practice of Comfort Future
Age December 2010, 32-37



Vinyard, Christopher

From: Mary Ottman <ottman7@comcast.net>
Sent: Tuesday, August 25, 2015 7:22 AM

To: Public Input

Subject: Medicaid Program Changes

| am writing on behalf of my college-educated daughters who are in there 20's but over 26 years of
age. The health exchange directed both of them to AHCCCS for their health coverage. One is
attending an intense RN program that did not allow her to work during the course of obtaining the
degree (suggested by the program directors). The other suffers from a chronic abdominal pain that
caused her to leave work as a successful stylist. Neither one of them intend to stay on this type of
health coverage forever. This is just a tool for them to use while their circumstances do not allow
them to hold a job.

If the governor gets his way, my daughters would not be able to afford the “free” health coverage and
would avoid seeking medical attention until an emergency warrants such action. If they were able to
work, both of my daughters would be. They were both employed prior to a change in their
circumstances. They both intend to work again once their current situation can be solved.

To require an investment of money in a health savings plan and go to job interviews is unrealistic. If
they had money and time they would both be doing that on their own.

For the daughter that is ill, she has submitted paperwork to be considered disabled. She was denied
because physicians have not been able to determine what the cause of her illness is. She wants to
work, her iliness is preventing this, but she is not deemed disabled enough to be granted that
distinction. Without a formal diagnosis, someone cannot be deemed disabled. Therefore, she would
be considered an “able-bodied adult’. To require her to go to job interviews would be detrimental to
her recovery and she has no income to contribute to a savings plan or copays.

| believe Ducey needs one of his children in my children’s circumstances to see the benefit of the
program as stands. Do not ruin this working program based on the few individuals that abuse the
program. Find a way to regulate the participants without compromising the individuals that truly need
the program as is. Leave this alone and find money elsewhere.

Very concerned mom and registered voter,

Mary Ottman



Vinyard, Christopher

From: Darwin Cox <djckcox@gmail.com>
Sent: Tuesday, August 25, 2015 10:02 AM
To: Public Input

Subject: Medicaid program changes

I am strongly opposed to the proposed changes in the states Medicaid program. Does this governor not
understand that someone making less than $15,500 per year is probably barely meeting basic needs of food and
shelter. It appears an assumption is being made that people chose to be poor. The research has shown that this
kind of approach will cause many to drop medicaid and in turn seek treatment in hospital emergency rooms.
Hospitals will then add those costs to the bills of people like myself who have insurance. Then of course my
insurance rates will go up.

Darwin Cox
djckcox@gmail.com




Vinyard, Christopher

From: Diane Wilson <dlswilson57@gmail.com>
Sent: Tuesday, August 25, 2015 11:26 AM

To: Public Input

Subject: Proposed overhaul of Az Medicaid program

I am a voter in Pima County. I am registering my opposition to the proposed changes that Arizona is requesting
from the federal government with regard to Medicaid. These changes will make it more difficult for low income
people to get the health care they need and will result in more use of emergency care systems, thus costing more
in the long run. Also the 5 year enrollment limit is a punitive one.

Diane Wilson
343 E. Florence Rd
Tucson, AZ. 85704



Vinyard, Christopher

From: Albert Dobson <albert@parties-plus.com>
Sent: Tuesday, August 25, 2015 2:48 PM

To: Public Input

Subject: Keep Health Care In AZ

Greetings,

| would like to see AZAHCCCS keep the coverage that is being provided by law for lower income older adults such as my
" self(working poor)and family.

| now can address the issues that | have, and not have to wait till a minor health issue becomes an emergency(life or

death)out of control due to high blood pressure.

The cost now is lower and controllable, rather than my self going to the emergency room for treartmeant.

Albert Dobson

Parties Plus LLC

3510 S Campbell Ave
Tucson.AZ.85713
Ph.520.792.8368
Fx.520.322.0090
albert@parties-plus.com
www.parties-plus.com




August 26, 2015

Dear Governor Ducey,

Your proposed changes to the AHCCCS program create unnecessary economic
obstacles for working and poor families and limit their access to healthcare services.
These changes to AHCCCS will end up increasing costs for the program and cause
unnecessary suffering for people.

By eliminating the non-emergency medical transportation, many people who lack
transportation will not be able to see their providers for chronic medical conditions
or preventive services.

Families who struggle to meet their financial obligations may find that a $20 co-pay
is too much to afford or may have to choose between lunch for a child or a clinic
visit.

These are just two examples that demonstrate the likelihood that hundreds of
people may not get the healthcare they need in a timely manner, causing illness and
chronic disease to spiral out of control, ending up in costly care, like an ER visit or
ICU admission.

I urge you, Governor Ducey, to preserve the AHCCCS non-emergency medical
transportation benefit and avoid co-pays and premiums for AHCCCCS beneficiaries.

Sincerely,

Hope Busto-Keyes, APRN
5040 N Camino de Oeste
Tucson, Az 85745
808-633-3196
culturaltones@cs.com



Vinyard, Christopher

From: james neuman <jmneuman911@gmail.com>
Sent: Wednesday, August 26, 2015 4:09 PM

To: Public Input

Subject: Re: az medicaid program changes

On Wed, Aug 26, 2015 at 12:33 PM, james neuman <jmneuman91 1 @gmail.com> wrote:

What is one term gov Ducey trying to do.He is trying to charge 2 percent of their total income and have a
copayment on people who are on ahcccs.These people on ahcccs are poor people and trying to charge them a
copayment and 2 percent of their income is ludicrous.We are the laughing stock of the nation concerning
education,now we are going to be the laughing stock on medicaid.




Vinyard, Christopher

From: John Newport <healingtucson@hotmail.com>

Sent: Thursday, August 27, 2015 1:18 PM

To: Pubtic Input

Subject: Proposed Modifications to Health Savings Accounts Provision of 1115 Medicaid Waiver
Application

Attachments: Bio Health Services Consultant, 6.2015.doc

Follow Up Flag: Follow up

Flag Status: Completed

TO WHOM IT MAY CONCERN:

First of all, I attended yesterday's Public Forum in Tucson and was impressed with the wealth of information
presented and the public commentary, which I believe was conducted in a very professional manner. I wish to
commend the moderator and other AHCCCS staff for putting this program together.

[ have previously submitted my comments concerning the proposed premium and co-pay provisions of the
waiver application. In this communication I will present my suggestions concerning the Health Savings
Accounts (HSA) described in the draft document.

As previously stated, I applaud our Governor's inclusion of wellness incentives to motivate recipients to take
charge of their health. I firmly believe that if every American practiced a wellness lifestyle, our nation's
problem of wasteful health care spending and out-of-control HC cost inflation would rapidly disappear.

In this regard, I am pleased at the inclusion of wellness examinations, smoking cessation and fitness center dues
as allowable spending items via the recipients' HSAs. Along these lines, I strongly urge inclusion of the
following additional allowable items for HSA spending:

 Naturopathic Medicine, Acupuncture and Massage Therapy, provided by licensed practitioners.
o Vitamins, minerals and herbal, homeopathic and other nutritional remedies or supplements.

The above-listed practitioners are all licensed by the state of Arizona and should be accessible via the HSAs to
beneficiaries who choose to utilize their services. Many Arizonans, myself included, believe that access to
services via either insurance coverage or a related HSA should not be confined to conventional allopathic
services. While I have not as yet used a naturopath, I have derived considerable benefit through both
acupuncture therapeutic massage, as well as chiropractic.

Likewise, | believe that beneficiaries should also be able to access vitamins, minerals and herbal and
homeopathic remedies via their HSAs. Through personal experience, I have found these remedies to often be
less toxic than prescribed medication and more effective for certain conditions. As these supplements are not
covered by my insurance (I am a Medicare patient), if | had a Health Savings Account I would certainly want to
be able to access these products via the funds I have contributed to my account.



I should also point out that expanding the HSA provisions to allow access to these complementary/alternative
services and remedies will not impose any additional costs to either the state or federal government, as under
the waiver proposal these items will remain uncovered by Medicaid.

I thank you for the opportunity to present my views and urge that your task force give serious consideration to
my proposal.

Sincerely,

John Newport, PhD
Health Services, Author and Health Care Reform Advocate

Tucson
(520) 742-1880

PS: I have attached a 1-page bio summarizing my qualifications as a health care reform advocate.



Vinyard, Christopher

From: Michael Dean <dkl515@aol.com>
Sent: Thursday, August 27, 2015 6:48 PM
To: Public Input

Subject: Fwd: Medicaid solutions

Follow Up Flag: Follow up

Flag Status: Completed

| have been sending out the same email for years. So | shall try again. This is a response to your email that came in my
inbox today so | shall try again. | have a further argument but need response to the general idea. Thank you

From: DKL515 <DKL515@aol.com>
To: info <info@sherrodbrown.com>
Sent: Thu, Mar 21,-2013 7:12 pm
Subject: Fwd: Medicaid solutions

From: DKL515@aol.com

To: opinions@arizonarepublic.com

Sent: 3/12/2013 10:55:23 P.M. US Mountain Standard Time
Subj: Medicaid solutions

1. Retrofit the big box stores into mini-ERS for non life threatening circumstances complete with all diagnostic
machines so that treatment can be done swiftly and humanely. These buildings are sitting in desirable areas
complete with structurally sound buildings with adequate parking. Most are on bus lines and are able to open up
in the many small stores that have been closed. Most have gone through bankruptcy so either they are sitting as
toxic assets as so stated by the politicians that are trying to find occupancy.

2. Staff these mini-ERS with graduating medical students that has a

student loan debt at a salary with contract of say 5 years and if the contract is fulfilled then reduce student loan
by 1/3. Same with nurses. Arizona is losing MD's rapidly according to the Republic and we need to give med
students a reason to stay here.....we need medical services in outlying areas and I'm sure it would be possible to
find one of these big box stores in small towns also.

3. The best part would be the jobs created by electricians, plumbers, tillers, painters, sheet rockers, solar
specialists to make the building as green as possible and of course the manufacturing of medical
machines...JOBS

4. Eventually possibly nurses schools could be added so that students coming out of college won't have to wait
3 years to get into their chosen fields and maybe do their clinical's at the ER. | would imagine 200 medical
professionals would be needed for each one for 24/7......JOBS

5. To pay for this....main question....Betsy Bayless tried to get a 550.000.000 bond issue to upgrade the
Maricopa Intergrated system on the 2012 ballot unsuccessfully so why not try to get a bond issue that all people
could be treated.....accept all insurance, medicare, medicaid, VA and when the ER becomes successful with a
net profit that profits would go directly back into medicaid so that within hopefully ten years tax dollars will not be
funding but our own insurance dollars.

6. Needed professions needed: architectural engineers, solar specialists, construction estimators, survey for
schools to see if enough students would grab at this chance, medical specialists that would set fees only to make

1



enough profit in order to sustain and make enough profit to make medicaid fungible. So these ER's would be run
out of the State Medicaid system so that equates to more JOBS

Thank you
Linda Dean
Chandler, AZ



Vinyard, Christopher

From: Jackie Salamo <salamoj@yahoo.com>
Sent: Friday, August 28, 2015 10:03 AM

To: Public Input

Subject: Medicaid

The disabled should be exempt from the 5 year limit. Many of them will never be able to work.



Vinyard, Christopher

From: Joyce Millard Hoie <joycem@raisingspecialkids.org>
Sent: Friday, August 28, 2015 12:02 PM

To: Public Input

Subject: AZ Waiver Application

Thank you for the opportunity to provide comment regarding the AHCCCS CARE Member Contributions,
regarding co-payment and premiums as a percent of household income.

Nearly half of all Arizona families of CSHCN (Children with Special Health Care Needs) have incomes below
200% of FPL. (Arizona Maternal Child Health Needs Assessment)

Parents of CSHCN are nearly three times more likely to experience a loss of employment or a reduction in
work hours to provide for the significant care needs of a child with a disability.

There is an exemption referenced in the section on SB 1092
A 1l e.ii
Exempts a sole caregiver of a child who is under six years of age.

This exemption recognizes the special care needs of the young child.

AHCCCS is strongly encouraged to consider and include an exemption which recognizes the significant financial
hardship and care-giving responsibility experienced by the parent of a child with a disability.

Joyce Millard Hoie, MPA

Executive Director, Raising Special Kids
5025 E. Washington St., Suite 204
Phoenix, AZ 85034

Phone: 602-242-4366 ext.211

Fax: 602-242-4306
joycem@raisingspecialkids.org
www.raisingspecialkids.org

This email and any files transmitted with it are confidential and intended solely for the use of the individual or entity to whom they are addressed. If you
have received this email in error please notify the sender by email, delete and destroy this message and its attachments.



Vinyard, Christopher

From: Smith, Wayne <WLSmith@GLENDALEAZ.com>
Sent: Friday, August 28, 2015 1:08 PM

To: Public Input

Cc: waynel52@cox.net; Smith, Wayne

Subject: AHCCCS Community Forums

Good morning,

| was unable to attend any of the meetings shown on your schedule, but have been working on the proposal
shown below as a solution for reducing call volume and health care costs in the associated zip codes served by
the Department of Economic Security. Below are the bullet points of the proposal | have made to DES and
members of the State Legislature. | have significant data to support the reduction in cost by implementing this
type of preventative and primary health care and would be anxious to discuss further.

Proposed changes to Department of Economic Security benefit application with contact to primary health

care providers

K/

The 911 system is the primary care provider and transportation solution for most of the community
within the zip codes serviced by the Glendale DES @ 6010 N.57dr..

Most zip codes serviced by DES within the state follow this trend

At the point of contact between DES and the community seeking food stamps, we have the best
opportunity to educate and change behaviors related to accessing the health care system.

The state controls how food stamps are processed and qualified for. Adding a primary care contact as
part of the social benefit contact will not only provide for cheaper more efficient patient care. The level
of care will increase by having all medical records available at the primary care provider.

The primary care provider would then be able to formalize a follow up process including home visits
through community paramedicine.

AHCCCS has an existing voucher program for less expensive transport to non-emergent health care
through Total Transit. Connecting transport and primary care through DES will change the behaviors of
the community.

The AHCCS 2011 Business performance improvement project (PIP) identifies these issues as well as the
need for a formal follow up process that would prevent chronic illness from becoming critical illness.
We have 2 universities that are anxious to be part of a public / private partnership proposed to operate
a clinic within DES facilities.

The City of Glendale, Az is looking for ways to reduce call volume of the 911 system while providing a
higher level of care to the community.

Cost saving to the State of Arizona and it AHCCS plan will be significant and will allow the community to
have a primary care provider along with transport for healthcare and associated prescriptions

Wayne Smith

Deputy Chief, Resource Management



Glendale Fire Department
602-376-6885



Vinyard, Christopher

From: Carusetta, Jennifer

Sent: Friday, August 28, 2015 1:56 PM

To: Gonzales, Theresa; Vinyard, Christopher
Subject: FW: Public Forum

Can we include this in the public input? T- should | forward it to the public comment address? He asked that | withhold
his name.

Thanks for inviting me to the Forum Jennifer. It was very informative. Consensus seemed to be lots of opposition to the
whole thing in general. It appears that there will be significant increase in Administrative functions to control and regulate
all these changes and not sure if the overall savings justify the increase in Administrative costs. It appears a cost/benefit
analysis has not been done which can show that there could be a net increase in costs meanwhile several people will get
less medical care at a higher cost. It does not appear there will be a Win/Win scenario. It appears our legislature did not
really do the homework on this before passing these bills. That was what | took away from the session.

Thanks for inviting me and making me aware of what is to come. | am interested to know what defines the Work
Requirement. Does this mean Full time(40 hours) Part Time (20 hours). It is not that easy in the current economic
environment to get a Full time job 40 hour a week job. This requirement needs to be better thought out and
defined because some people may only be able to get a few hours a week employment.

At what point will this get better defined?



AHCCCS

C/0 Office Intergovernmental Relations
801 E, Jefferson Street, Mail Drop 4200
Phoenix, Arizona, 85034

Dear AHCCCS Representative,

The Partners In Recovery-West Valley Campus Advisory Council would like to thank you for allowing us
to express our concerns regarding your proposal to Modernize Arizona Medicaid AHCCCS. The present
structure provides our loved ones an economical access to treatment, medication, and support to help
them overcome the crippling effects of mental Iliness and become productive Arizona citizens.

Your proposal to create AHCCCS CARE Accounts that would force monthly payments for members up to
39% of their income for medical co-pays is unreasonable. That charge places undue hardships on
individuals that are least able to pay because they have low income from minimum wage jobs or they
cannot find a job because of the seriousness of their mental condition which leaves them with no
income at all. Your proposal states that if the member cannot pay, they will either be dropped from the
program for six months or placed in debt to the State. For the mentally il members, that is just wrong.

Dropping members who are not able to pay will leave no alternative for their treatment at all. No
treatment or services, means those who are most in need will spiral further into the abysses of
worsening mental health, homeless, and desperation. Many of the recipients of AHCCCS have no outside
family system to back them up if their services were dropped. Additionally, eliminating non-emergency
transportation for outlying areas such Sun City and Wickenburg would cut those members off from
access to vital treatment, medicine and support which in turn would be contribute decline and relapse
in their mental health conditions.

Furthermore, limiting lifetime enroliment in AHCCCS to five years makes the assumption that mental
disabilities are cured or eliminated In a five year time frame. That is a most erroneous assumption.
Mental illness is a lifetime of recovery and relapse. For those fortunate few that are leading productive
lives, they wiil tell you that it took ten to twenty years of relapse, recovery, support and treatment to
help them reach their most productive potential, and even now they must avail themselves to constant
counseling and medication to continue their road to leading fulfilling lives. Limiting lifetime enrollment
to AHCCCS members would be disastrous.

The elimination of program eligibility and/or removal of non-emergency transportation services may
save Arizona some money in the short term, but in the long term these cuts would bring grief to the
taxpayers in Arizona and remove access to preventative care for many of our state’s most vulnerable.

In representation of the service recipients and family members of Partners In Recovery, the West Valley
Advisory Council, for the reasons outlined above, ask that you please re-evaluate your proposal actions.




Vinyard, Christopher

From: Joyce Millard Hoie <joycem@raisingspecialkids.org>
Sent: Monday, August 31, 2015 12:36 PM

To: Public Input

Subject: AZ Strategic Assessment and Transition Plan - Comments
Follow Up Flag: Follow up

Flag Status: Completed

AHCCCS Systemic Assessment and Transition Plan
Thank you for the opportunity to comment on Arizona’s Strategic Assessment and Transition Plan.

Collaboration with Stakeholders: We want to acknowledge the significant efforts being made by AHCCCS to provide
numerous opportunities for stakeholder engagement on HCBS rules and requirements. While stakeholder engagement
is important at the beginning of the process, we feel it would strengthen the plan to specify stakeholder engagement
activities in each year and throughout the transition plan. Stakeholder engagement will be needed to re-assess and
recalibrate transition activities as the plan moves toward implementation. The value of ongoing stakeholder
engagement is that the tone and content may begin to shift from a recitation of weaknesses and problems toward
systems improvement and quality outcomes. This type of dynamic stakeholder engagement moves systems beyond
compliance toward results-driven accountability, transparency, and more appropriate services for its members.

Member-Directed Options and Person Centered Planning: The HCBS rules address the importance of individual needs,
encouraging choice, and ensuring informed consent which is balanced with the PCP as the vehicle to limit access to
those rights. While the plan encourages choice, one of the means to limit choice is the determination of a safety
concern. The plan includes the use of positive interventions and support, but it also raises the question of dignity of risk
— how will this be measured and what directions to providers will be provided as a best practice standard?

Member Experience: Case managers play a critical role in addressing barriers to access services and benefits in
community settings. Case manager training will become a key factor in how skillfully and effectively individual members
engage in meaningful choices, express their needs and preferences, and provide consent. Families frequently report
concerns over the level of case manager training and experience, and currently play an important role in the education
of professionals in health, education, and social services. Raising Special Kids would be pleased to offer its experience in
this area by assisting in the development of training for case managers.

Families of members with guardianship have expressed the following concerns: If members living in a residential setting
are under guardianship, will the guardian have the same rights of choice, visitation, providing food, assessment of risk,
building and key access?

Families also acknowledge the significant shift in thinking that contractors, providers, guardians, and policy makers will
need to make in order to realize true community integration and providing authentic opportunities for choice. Raising
Special Kids is committed to encouraging, assisting, and advocating for this shared vision.

Monitoring of the Providers: We appreciate the considerable attention and effort focused on adequate assessment
methods and appropriate tools to measure the quality of HCBS providers. We believe the transition plan would be
strengthened by the addition of an external assessment process where stakeholders review data, and conduct and
participate in additional assessments that provide AHCCCS with information about the family perspective and the
member’s experience. The value of external assessment would be to ensure a comprehensive quality assurance review
that validates provider self-assessments.



Non-Residential Settings, DDD Day Treatment and Training: Is there a plan to ensure adequate HCBS provider
availability to cover the full range of support needs? Families currently experience a lack of provider options for
members with significant support needs. As provider capacity begins to expand for members with significant support
needs, how will day treatment and training programs achieve compliance with the rules, while including opportunities
for skill building in the community and inclusion? Have new models and approaches been developed and tested that
Arizona providers could reference as promising practices?

DDD Center-Based Employment: Using the standard of what is culturally normative for individuals not receiving HCBS,
the current center-based employment model appears to lack alignment on a number of points; individually-designed
employment goals and options, to decline participation in group activities, to earn wages based on individual skills and
experience, and more. We believe the proposed plan has set appropriate, time-limited steps for addressing the
deficiencies of center-based employment. While strongly endorsing the development of integrated employment
options as more appropriate and desirable, we recognize that center-based employment is a long-standing model of
service chosen by some individuals and their families. We encourage AHCCCS to consider ways that a limited number of
sites remain available to avoid a drastic disruption in the lives of members and families, while at the same time funding a
significant expansion of integrated employment options that provide a continuum of support.

Residential Settings: Arizona takes justifiable pride in its very low rates of institutional placements for individuals with
developmental disabilities. In recognizing the strengths of this system, we encourage AHCCCS to acknowledge the
forecasts, data, and evidence that future demand for residential services will be considerable and costly. Arizona must
also consider that families of its members will require increased support if they are to continue as the primary providers
of residential services. The needs of aging caregivers have been well documented in research, with caregivers
experiencing greater risk of depression, anxiety, declining health, and financial stress. Implementing a robust system of
family supports will help to address the needs of families and members across the lifespan. The defauit position should
not be the total burnout of care-givers who see no other option for their family members than out of home
placements. Improving the system of residential settings will hinge on whether Arizona builds sufficient capacity to
support aging and long-term family caregivers.

In considering residential options, it is not just the location where services are provided, but more importantly about the
individual’s experience and outcomes. How will the quality of experiences be measured? What outcomes will show
success? How is choice measured and substantiated?

Residential services will benefit from considering new options, such as relationship-based living settings in which family
members can stay involved, or housing models with privately-owned residences integrated within an “intentional
community”. Are there plans to review and address these newer possibilities? The support and involvement of family
members will be essential for monitoring and ensuring the quality of residential services, whether in-home or provided in
nther cettings

Raising Special Kids would be pleased to offer its assistance in developing policies to ensure adequate family and
caregiver involvement and support in residential services.

Joyce Millard Hoie, MPA

Executive Director, Raising Special Kids
5025 E. Washington St., Suite 204
Phoenix, AZ 85034

Phone: 602-242-4366 ext.211

Fax: 602-242-4306
joycem@raisingspecialkids.org

www.raisingspecialkids.org




Vinyard, Christopher

From: Dianne Post <postdlpost@aol.com>
Sent: Tuesday, September 01, 2015 4:40 PM
To: Public Input

Subject: Waiver Plan

Follow Up Flag: Follow up

Flag Status: Completed

Dear Director,

| want to let you know how much | disagree with the plans for the waiver. People on AHCCCS cannot afford to do co-
pays. They can't afford to pay a monthly premium when they are making as little as $1,000 a month. Sometimes there
is no other place to go than the ER and the ER should send them to urgent care, not treat them and then charge. Most
of the fraud in medical care is from hospitals and doctors, not patients. They don't have the ability to figure out fraud,
they are just trying to live.

People cannot be locked out of health care for 6 months - all we have is more sick people with worse problems. This
program is so completely short sighted | can hardly believe it. it sounds like it was created in a room of sadists.

How can you ask people to work or be looking for work when there are no jobs. People want to work and would work if
there were jobs. But the pay is so terrible in some that they work and are still on public benefits - that's nothing but a
subsidy to the corporation. We should stop that and make them pay decent, livable wages. The CEO doesn't need to
make $4 million a year. No one does.

Able-bodies adults may not be mentally able to work. So you must take into consideration that issue. A 5 year limit is
absolutely cruel. When someone is ill, it can take longer than that to recover. If they have babies or young children, it
can take longer than that to get them into school. When someone is mentally ill, it can take longer than that to be
stable. Again, some very cruel and mean and cold hearted people dreamed this up.

If you don't fund non ER transport, then you'll have more ER transport in an ambulance. How silly are these people?
Please do not adopt this idiotic plan. Be humane. Treat people like humans. Care a little.
Dianne Post

1826 E Willetta St
Phoenix, AZ 85006-3047



Asian Pacific Community In Action
?Adwcaﬁng for Better Health

My name is Layal Rabat and | am the Empowerment & Advocacy Manager af the Asian Pacific Community in Action.
We primarily serve the Asian American, Native Hawaiian, and Pacific Islander community, targeting the linguistically
isolated, low income members of the community because they face the largest obstacles in access to healthcare.

Community members already struggle with obtaining time off work, finding transportation to go to their appointments,
and paying for medical costs such as dental & vision that are not covered under the current AHCCCS plans that are
available. They will not be able to make their payments nor jump through additional administrative hoops.

5% of an $1,100 average take home pay is $55, and with rents averaging $800, you can clearly see how this is an
impossible requirement for most people to meet. The proposed personal responsibility incentives are actually huge
obstacles and will create an immense burden not just on community members but will increase the number of
non-paying visitors to emergency rooms, deny people access to preventative services, and undo the immense
accomplishments community assistors and Arizona have made in greatly reducing the rates of uninsured and
underinsured community members these past few years.

The compliance requirements are being called incentives, but for our community members, they are additional
obstacles to access to care. The introduction of technology into the formula is an additional burden placed on people
who need the care the most, assistors at my organization and many of our partner organizations are still struggling
through HealthEArizonaPlus glitches, so | can’t imagine introducing technology that community members would have
to access on their own, if they can even afford Internet access.

The proposed waivers do not take into account households with children and single parent households. These
proposed waivers also do not take into account the people who are either temporarily unable to work because of their
health or are currently navigating the sometimes several years long labyrinth of applying for disability benefits.

We commend the state for looking to motivate people to be healthier and Healthy Arizona sounds like a fantastic
campaign that our organization would love to support, but we cannot tie people’s access to healthcare to its successes
and failures.

Layal Rabat, M.A.

Empowerment and Advocacy Manager
Asian Pacific Community in Action
layal@apcaaz.org

0 602-265-4598 | C 602-492-2302

F 1-602-456-0430

4520 N CENTRAL AVE STE 380
PHOENIX, AZ 85012-7815
Phone: 602.265.4598

www.apcaaz.org
Twitter/Instagram: @APCAAZ
FB: https:/Mww.facebook.com/AsianPacificCommunitylnAction



Vinyard, Christopher

From: Gloria Abril <msgloriaabril@gmail.com>
Sent: Monday, September 07, 2015 5:26 PM

To: Public Input

Cc: msgloriaabril@gmail.com

Subject: Comments and input about AHCCCS Waiver

| wanted to take the time to thank you for holding meetings that | was able to attend even if | arrived late in the
afternoon.

One of my main complaints in how all of these public hearings work is that the people that work during the day
(taxpayers) are not taken into consideration. The State of AZ, The Federal government, City Government all of you take
it for granite that you all can get out of work and hold meetings during the day.

You all can attend meetings like the providers attend because it is your jobs. The providers send people to attend as
part of their job. They are on working hours so to attend-in the morning or afternoon is not big deal for any of you.

Did you stop to think about all of us that work Monday — Friday 8-5 p.m. are not able to attend these meetings because
of that?

Did you stop and think that we have to make special arrangements with employers to either take time off without pay,
or take vacation time.

| bring this up each time there is a public hearing meeting that we have to be taken into consideration.
| was able to get my employer to allow me to take 2 hrs. of vacation time to attend, but leaving my job at 3:00 p.m. I still
arrived late, so | missed the first portion of the meeting.

But | guess that is not important to anyone in the government. You guys work til 5:00 p.m. and | guess are not allowed
to hold meetings when community members that work can attend.

The other draw back to this is — that so many community members did not know about these hearings because of the
lack of notice.
How are they supposed to find out about the hearings if they are not on someone’s email distribution list?

| found out because | am on so many distribution lists that | get most of the meetings, but none of my family members
that are served by the public system and AHCCCS knew about the meeting or were able to attend because of lack of
transportation. | was not able to pick them up and bring them to the meeting because | did not have the time needed to
accomplish this.

Sad day | think.

| am very saddened by the State asking for a waiver on so many things that affect the community.

Discontinues non-emergency medical transportation services — whose bright idea was that?

How are people who need to get to the primary care for diabetic check up’s, and other types of check-ups or follow ups

to surgical procedures supposed to get to the doctor without the transport. To take 3-4 buses to the doctors for a follow
up of a procedure or when you are not doing well with high blood sugar, it not possible.




This would mean that | will have to take time off from work once again to take my family member to the doctor. | stand
a good chance of losing my job, and having to go on public system benefits after | lose my job because | have to take
time off to take my family members to their appointments.

I make sure that my family members understand the importance of being ready for the transport and not abusing the
system.

But if this is cut out — what will the choice be — don’t go or me take the chance of asking for time off. | am afraid it might
be don’t go, until they are really bad off and end up in the hospital.

Cost sharing - this must be a joke — one of my family members gets $734.00 a month by the time they pay their
program fees, and other fees that are needed in order to live, and purchase their non-prescription medications, and
food to maintain their diabetic health — there is no money left over. | have to help by making meals during the month to
supplement that they eat in order for them to make it.

So put in cost sharing and you might as well kill my family members — the stress alone of trying to figure this out will kill
them, and more than likely put them into a mental health crisis.

Restrict Benefits for able-bodied adults — who determines able-bodied — DES can’t even determine what they are doing
—how can they determine able-bodied. | would like to see the detailed explanation of how this will be determined and
what will be taken into consideration.

Work requirements — | would like to see what these requirements are and who will evaluate them. If my family
members could work they would be doing it — do you really think they like not working — but when it comes to others
being in danger because they can’t handle the stress of the working world, or can’t hold a job because they can’t get out
of bed 2-3 days a week, then how is work requirements determined?

I think the Arizona Legislature — should have held public hearings on what they thought was going to be a good move.

I think the Arizona Legislature — should have thought about what it is going to cost Arizona when people start getting
really sick because they do not see their primary care when they are supposed too.

What it is going to cost Arizona when a diabetic cannot eat semi-correctly because they have cost sharing now —so less
money will go to eating the right foods that cost more.

I think the Arizona Legislature should have though things out — maybe if they focused on bringing in money instead of
how not to spend money they would not be asking for this waiver. The easy way out is not the solution, and maybe they
should have given the people a chance to speak.

That is what | have to say at this time.

1 am sorry | do not have time to go into more — but since this meeting was held that | attended on 8-18-2015 | have had
three suicide attempts with my family members — attended 11 meetings with doctors, or residential staff, and had to go
to the VA 4 times due to crisis with my veteran at my home.

So writing this up in a rush — is because my family comes first.

Thank you for reading all of this.

Gloria Abril

Taxpayer and family member of 5 people that live with mental iliness
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June 23, 2015

Ms. Erin Long, Project Officer

Office of Supportive and Caregiver Services
Administration for Community Living

U.S. Department of Health and Human Services

SUBJECT: Alzheimer’s Disease Initiative — Specialized Supportive Services (ADI-SSS) Project,
HHS-2015-ACL-AOA-AL-0104

Dear Ms. Long:

The Arizona Health Care Cost Containment System (AHCCCS) supports and is committed to
participating in the proposed project, “Dementia-Capable Palliative Care Services and Support
System for Central Arizona.”

AHCCCS was created in 1982 as a unique partnership between State government and the private sector to
provide quality health care in the most efficient manner possible. AHCCCS has a demonstrated record of
success in providing cost-effective care to the State’s most vulnerable populations.

Hospice of the Valley approached AHCCCS two years ago to ask if we would participate in the Palliative
Care for Dementia (PCD) program for our ALTCS population. After hearing about the program and
recognizing that opportunities exist to improve the program’s dementia-capability, we agreed. Two of
AHCCCS’ three Long Term Care Contractors, Mercy Care and Bridgeway, are participating in the
program. The results to date are very promising. This proposed project will serve two major goals:
increasing the number of participants to improve the statistical significance of the quality measures; and
providing appropriate care to AHCCCS members.

Dementia-capability is critical both to Arizona and to the AHCCCS program. We realize that there are
opportunities to identify members with dementia, and to ensure the provision of appropriate services. We
are collaborating with HOV’s PCD program to work toward identifying those opportunities. AHCCCS’
role in this project is to support our Contractors and providers, and to provide leadership in promoting the
program’s work toward improving dementia-capability.

Hospice of the Valley is a highly respected agency in central Arizona. It is a national leader not only in
hospice and palliative care, but also in dementia care. Their dementia program is known in Arizona and
nationally for providing a quality care for patients at all stages of dementia.

Sincerely,

Thomas J. Betlach
Director
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Request for CMS 2016 Waiver to Include Palliative Care for Dementia Program for Arizona Medicaid
(AHCCCS/ALTCS) Members

Palliative Care for Dementia is an innovative program for AHCCCS/ALTCS HCBS (Home and Community
Based Services) members living in homes or group homes/assisted livings currently in Maricopa County
(but can be scaled to Arizona state-wide) with any degree of Alzheimer’s disease and related dementias.
Goals of the program are to lower costs by avoiding nursing home placement, hospitalization, and
pharmacy costs; and to improve quality of care. It is currently supported by Hospice of the Valley, with
funding from the Virginia G. Piper Charitable Trust, BHHS Legacy Foundation, and St. Luke’s Health
Initiatives.

The program consists of Dementia Educators (social workers or comparable) visiting member and family
twice a month the first month, then monthly; phone support from a physician geriatrician to review and
simplify medications and to discuss advance directives; a 24 hour live nurse triage line for crises; and an
optional 4 hours/week of volunteer respite care. The program cost is $275/member/month for the first
three months of care, then phone support if requested for $50/member/month.

The Dementia Educators educate re the course of disease and behavioral management; educate about
advance directives and the high risk of hospitalization for this population, asking “what would he/she
want?”; educate to reduce expensive and harmful polypharmacy; and facilitate self-care for the
caregiver to keep the member at home (where 68% of ALTCS members reside).

121 ALTCS members (Mercy Care and Bridgeway) have received the intervention for at least 3 months
2014-2015. Each intervention member has been paired with a control group member admitted at the
same time.

Costs per month for ALTCS control group: $1,862.
Costs per month for ALTCS Palliative Care for Dementia group: $1,464
Savings per prog