


CAREAssist Advisory Group 
March 19, 2014
9:00 AM – 12:00 PM
PDES Conference Room at 827 NE Oregon St, 2nd floor

Attending:  Vic Fox , Jonathan Livingston, and Christy Hudson, Oregon Health Authority (OHA), CAREAssist; Brad Howell, Community Representative; Marilee Smith, Kaiser Permanente; Lauren Nathe, OHSU Partnership Project; Kris Niklaus and Chris Hanson, Ramsell Corporation; Heathyr Fudge, HIV Alliance; Shelley Bailey, Central Drugs; Margy Robinson, Multnomah County; Robert Gassner and Jean Anne Leonard, Wellpartner; Kristin Butler, Merck; Scott Larson Bristol-Myers Squibb; Karen Smith, OHA, HIV Care and Treatment, recording.

Welcome, Introductions and announcements

Review minutes from last meeting, Agenda Review and Changes – any corrections can be sent to Karen Smith.

CAREAssist (CA/the Program)
Program Updates
· On-line Cost Share payment processing
Cost share will continue, with no change. Clients are now able to make online payment using credit/debit cards (MasterCard, VISA, and debit). It is estimated that 50-60% of clients will be using this option, and reports are that quite a few people are already using it. Thanks to Monty Schindler for getting this set up.

· Tobacco Cessation Initiative
The Program has worked with Program Design and Evaluation Services (PDES) to determine that 42% of the survey responders are smokers. Smoking cessation prescription medications will be added to the formulary, if not covered by primary insurance. Not much full cost utilization is seen, but primary insurance is being accessed for treatment.

The previous application process was complex and tedious, proving a barrier to client access. Tobacco cessation will be an ongoing part of the Program, and open to adaptations over time. Use will be evaluated; clients can re-use benefits more than once. The percentage of CA clients who smoke (42%) is almost double the smoking population of Oregon (18%). Smoking compounds the effects of HIV, and the goal is to reduce complications. HRSA is now looking for the first time at smoking cessation. 

Christy Hudson: there are two arms of intervention to be rolled out.
1) Contracting with COPE (marketing) for videos, interviews, printed materials, promotional kits.
2) Information and referral – adding three questions to the Client Eligibility Review (CER); Joan Crawford will follow up on referrals to the Quitline, and over the counter treatments through Wellpartner.

A Work Group has formed - let Christy know if you are interested in joining.

· Plan for uninsured clients’ services 2014
Some individuals currently unknown to the Program will show up after the open enrollment deadline and will be asking for help. The program estimates that there will be 50-75 people for the remainder of 2014.

OHP is now always open to enrollment for qualifying applicants. Coverage can start on the application date (the effective date). Any applicant to CAREAssist will be screened for OHP eligibility and must take that coverage when that is available to them. 

The current Bridge program will continue and be used for its original purpose which is to allow immediate access to medical care for uninsured persons. This will continue include 30 days of limited medical and drug coverage, applied for by the provider, not by the client. Vic emphasizes that CAREAssist (CA) is not an emergency service. 

For the truly uninsurable person who becomes known to CAREAssist after the open enrollment period ends, there will be a program of ongoing limited services. The Oregon HIV Health Transformation Task Force (OHHT) helped to develop this alternative. Other RW grantees (Part A and B), particularly the Part C Clinic, and pharmaceutical companies have been asked to consider a potential role in addressing the needs of this uninsured population.  Because of ACA implementation complications, the Program will provide support using the basics of the current Bridge program, including the CA formulary and the current listing of covered CPT codes.

The Program is writing an administrative rule now, and additional language explaining this new benefit for un-insurable clients will be included. The Program is open to discussion around individual client needs. Some basic Mental Health (MH) drugs may be added to the formulary which will then be available to both Bridge and UPP clients. Jonathan offered that changes will happen over time, and we need to be careful about not setting up an expectation for next year.

Vic commented that this is only for the remainder of this year and clients will have to apply for any insurance option available to them during the remaining portion of this year, as soon as the 2015 enrollment period opens. Applicants will have to provide documentation of un-insurability, and must be in community-based HIV case management. The Program will have staff to monitor services used. The uninsured persons program (UPP) will follow the same requirements for eligibility as any other fully enrolled clients. This means full income documentation and proof of residency. The person must submit re-certification documents as required, and they will pay cost share if their income is above 150% of the Federal Poverty Level. 

As to the discussion on documentation showing the client cannot get insurance, and how it applies to undocumented persons, all will continue to be monitored as to affordability.

Chris Hanson suggested monthly control of meds to ensure connection with a Case Manager. This will be taken under consideration, but probably implemented only if the client is proven to be unreliable.

Lauren thanks Vic and CAREAssist for looking at the big picture, and is wondering about clients who are above the 400% FPL, but can’t get insurance. A conversation will be started with other agencies, so that everything does not fall to Multnomah County. The Program will currently not be doing anything to assist those people, because the FPL was already raised to 400%. Vic indicated that some type of “spend down plan” or “buy in” could be considered, but likely not for this year. The Program is still open to ideas. Most medical homes do have some form of financial assistance, and CA would be viewed as a partner for outpatient services. Margy reminded the Group that Benjamin Gerritz advised to not publicize information about options until after open enrollment is closed.

NOTE: The last OHHT Task Force last meeting will be in April. The Task Force may be re-established in September or October.

ACA
· Cover Oregon Update
Jonathan reports that Cover Oregon is still functional as was intended. The application process and eligibility determination are working. If an individual is ineligible for OHP, the applicant can select a plan at that point, and then will receive confirmation from the insurance carrier. Changes in income must be called in to Cover Oregon; reporting change in income cannot be done online. Jonathan will send this information to the list serve. Confusion has arisen wherein OHP invites reports of income change, but after one to one and a half hours on hold, the caller is told to contact Cover Oregon to make the report.

· Medicaid Expansion and CCO Assignments process
Regarding the Fast Track application question “Do you have other insurance”? If the applicant answered “yes,” they were put into a hold area, and may have to reapply after 45 days. OHP is being fluid with the rules, and CA is still working on resolution.

Temporary CCO assignments have been moved to fee for service/open card; pharmacies are having great difficulty with tracking how to bill. Barbara Reis has been very helpful, but reports that there is no single place at OHP to fix things. Some apps have apparently been lost. It takes weeks to get data corrections completed (wrong name, wrong, SSN, etc.). There is major backup on getting things resolved, even though a client is insured. Additionally, ID cards have had multiple mistakes and clients are getting cards with wrong names. OHP is hiring extra staff, but it’s still not fixed.
Lost applications: Barbara says do not reapply, as it would cause more problems. Vic thanks Central Drugs and Wellpartner Mail Order Pharmacy for their extra time and attention to CA clients.

· Insurance coverage sign up for those needing to go outside of the exchange. There is consideration of expanding this referral to others.

· Update on the numbers for CAREAssist 
1500 clients are expected to move to new insurance. More than 1200 have successfully completed the transition; 115 are in pending status (waiting for OHP to enroll them or waiting to select a QHP). Of that 115, 80-90 will be OHP eligible. If an individual has not selected a plan yet, they will have coverage May 1. CA will put them in Group 4, if necessary. PCIP has been extended through April (30 clients could potentially need it). 

Around seven PCIP clients seem to have done nothing about insurance. Vic says the Program probably won’t extend to those seven who have not communicated – they may not even be in the area any more, and no recent pharmacy claims are seen. An attestation form must be signed by the individual to receive the extension. The CDC offered to call those who receive an extension to alert them that this is the end, and they will not be insured any longer. Vic refused the CDC’s very generous offer, due to the apparent absence of only seven clients. 

Lauren and Shelley talked about double-insured clients, wherein the pharmacy cannot find a Medicaid standing, but can bill the client’s previous insurance (OMIP/PCIP). PCIP is putting the onus on the clients, and turned them over to a collection agency. CMS will look at it, but they don’t think they can cancel the referral to collection because the collection agency is a non-governmental agency. Shelley (thanks for work and time) got them to reopen the adjudication process, back out the claim, and re-bill. She says the most cooperative about re-opening was Regence. Shelley advises these are all PCIP issues from last July. If CA can flag clients with PCIP billing for next eight months, it could help with rebilling. The Program may have to eat the cost, as getting a rebate from OHP has historically never happened.

Group Discussion: 
· Getting clients ready for tax filing 
An education campaign to either the Case Managers or the clients must be developed to inform them that even if taxes were not filed for last ten years, it must happen now. If their income is under $9000, no filing is required, or even allowed. Think about an easy filing system. Clients may not have to file this year for ACA, but they are mandated to file in 2015 for 2014 – clarification will be sought.

The Task Force meeting next month will address whether an ADAP can make a lump sum payment to the Feds for insufficient payment over the previous year. Also, if CA paid too much, and the client didn’t report an income change, this could bring a rebate to the client, when it should go to CA.

Change in income level should be faxed to CA by the Case Managers/Care Coordinators.

Vic suggests getting clients organized early, and will start a work group.
Income changes: report whenever it happens

· Preparing for 2015 Open Enrollment 

· Discuss the process for amending the Services to Un-insured Persons for the remainder of 2014. 

Kris Niklaus noted a recent mandate that insurance companies must accept third party payment for premiums. Vic responded that this came out in January 2014 and is, thankfully, not an issue for CA. Insurance companies have been very accommodating to payment from CA, except for Bridgespan and MODA, who have difficult processes.

Adjourn

NEXT MEETING: June 18, 2014, PSOB Room 1-A, 9:00 a.m. - noon



