
 

 

Medical Care Advisory Committee  

Minutes of April 20, 2017 

  

Participants  
Committee Members Present  
Andrew Riggle (Chair), Jenifer Lloyd, Mark Brasher, Kevin Burt, Christine Evans, Marcie Johnson for 

Steven Mickelson, Debra Mair, Jessie Mandle, Mark Ward, Donna Singer, Doug Springmeyer, Pete 

Ziegler (via phone) 

  

Committee Members Excused  
Dr. William Cosgrove, Adam Cohen, Danny Harris 

 

Committee Members Absent  
Jonathan George, Sara Carbajal-Salisbury, Ginger Phillips, Dr. Samuel Bailey 

 

Division Staff Supporting the Committee 
Nate Checketts, Jennifer Meyer-Smart, Ginny Henderscheid 

 

Guests  
Joyce Dolcourt- LCPD, Tracy Altman- UUHP, Lincoln Nehring- Voices for Utah Children, Ed Dieringer- 

UAHC, Charles W. Pruitt, MD- CHIPAC, Beau Colvin- SelectHealth   

  

1. Welcome  
The meeting was called to order at 2:07 p.m.  Andrew Riggle welcomed members. 

 

Approval of Minutes 
Andrew called to approve the minutes.  

 

MOTION:  Mark Ward moved to approve the March 16, 2017 minutes.  Donna Singer seconded the 

motion.  All approved.  None opposed. 

 

2. New Rulemakings 
Craig Devashrayee – New Rulemaking  
A handout on six new rulemakings with filing for public comment and effective dates was presented by 

Craig. 

 R414-60 Medicaid Policy for Pharmacy Program 

 R414-1A Medicaid Policy for Experimental, Investigational or Unproved Medical Practices (Five-

Year Review) 

 R414-307 Eligibility for Home and Community-Based Services Waivers (Five-Year Review) 

 R414-303 Coverage Groups 

 R414-305-7 Treatment of Trusts 

 R414-1-5 Incorporations by Reference 

 



 

 

R414-305-7 Treatment of Trusts- Joyce Dolcourt requested clarification on this rule.  Jeff Nelson 

responded that this rule changed who could set up a special needs trust.  Previously, an individual had to 

pay a person to process a trust, this now allows individuals to set up their own special needs trust. This 

rule is a result of the 21st Century Cures Act.  

 

Jessie Mandle asked who else is affected by this act.  Emma responded that there are provider 

enrollment provisions. It strengthens provider enrollments and also addresses mental health parity 

requirements. Also, it requires a provider directory to be available on the DOH website. There was 

enough interest in this rule that this will be addressed at the next MCAC meeting. 

 

3. Eligibility Update – Jeff Nelson 
Members received a two page graph report.  

 

Jeff reported on Medicaid, CHIP, and PCN enrollment totals.  The graph shows similar trends as in the 

past, with the exception of the children which are down 3,609.  A possible reason reported is that a third 

might be joining CHIP.  CHIP totals show an increase of 1,293 which occurred the same time as the 

decrease in children totals.  There was no explanation as to what happened with the other half of the 

recipients.  This is being looked into. 

 

Jeff gave an overview of the second page graph reporting on Medicaid enrollment for adults, people over 

age 65, people with disabilities, pregnant women and children. The graph indicated an up and down trend 

for adult Medicaid enrollment, more than the other groups. There was a slight decline in pregnant women.  

The children enrollment shows a steady trend.  End of report.  No questions asked. 

 

4. Continuous Eligibility for Children – Legislative Report– Jeff Nelson  
 

A six page report to the Legislative Fiscal Analyst regarding the 12 Month Continuous Eligibility for 

Children was distributed.  The background of this federal law is to allow states the option to provide 

children age 0-18 with continuous Medicaid eligibility for up to 12 months.  With some exceptions, once a 

child is determined eligible under this option, changes in circumstances such as income, resources, and 

household size will not cause a child to lose eligibility.  Exceptions include when a child turns age 19, 

moves out of state, or no longer meets an eligible alien status.  In these situations, a child will lose 

eligibility even under 12 month continuous eligibility.  States have the option to choose the maximum age 

for continuous eligibility, not to exceed age 19.  However, states that place an age limit for these children 

must ensure that all children under the age limit be covered if they are eligible for any program under the 

Medicaid state plan.  An overview on the following topics was given: 

 

 Benefits of continuous eligibility  

 Challenges/considerations  

 Data and the methodology 

 Analysis and estimated cost    

 Cost savings 

 Stakeholder involvement 

 Conclusion/analysis  

 

Jessie asked about other populations being covered under continuous eligibility.  Jeff stated that you can 

apply this policy to other groups, such as PCN, which has been done in the past.  However, it requires a 

waiver to be able to do this.  

 



 

 

Doug Springmeyer asked how the state share of costs was calculated, given that it shows a range of 

between $230,000 and $2,190,000. Jeff reported DOH used a blended Medicaid rate taken from the fee 

for service and managed care services to come up with the average Medicaid rate by month. This was 

then applied using the average number of months for the Newborn population and the CHIP population.  

Doug added that the newborn population is very expensive and asked if this was taken into consideration.  

Jeff stated that a blended rate was used.  Doug commented that he was concerned by the fiscal note on 

this.  Nate added that it is unclear what would really happen, hence the range in the estimate. Jessie 

stated that historically the CHIP population has been used for comparison, so why include the newborn 

population.   Andrew asked if we know what the churn is for kids going on and off Medicaid.  Jeff stated 

we don’t have a good feel for this, but with the new PRISM system DOH is hoping to have a better way to 

get this data. Jessie commented that continuous eligibility would create administrative simplicity.  Kevin 

Burt stated that this isn’t true for DWS because they deal with programs other than Medicaid.  They still 

have to conduct reviews for other programs (such as food stamps), for the same household.   

 

A discussion ensued regarding the costs and implications of implementing 12 Month Continuous 

Eligibility. Nate responded that the rules state for any amendment it should be cost effective. Nate stated 

the Department believes that it will increase costs. Lincoln Neering asked about using the surplus for this 

year to fund continuous eligibility.  Nate responded that the surplus is only for one year and that doesn’t 

mean there will be a surplus for the next year.  It is not built into consensus.  This would be an ongoing 

policy that would need ongoing funding.   

 

Andrew asked if there was a motion or do the committee members want to consider this a MCAC agenda 

item for June or July.  

 

MOTION:  Doug Springmeyer motioned that based upon on the analysis presented today, titled “12 

Month Continuous Eligibility for Children”, dated August 30, 2016, the Department has concluded that the 

average CHIP length of enrollment under the current 12 month eligibility is 11.1 months. For Medicaid it is 

11.47 months, and that without this standard the Department could move to 12 month continuous 

eligibility for children in Medicaid, without any material budget impact and within current statutory 

authority, and move that the Medical Care Advisory Committee recommend the Department implement 

the action as soon as possible. 

  

Donna Singer seconded the motion. 

 

Andrew asked for all those in favor of the motion. Nate Checketts and Kevin Burt were opposed. Debra 

Mair abstained. The remaining present committee members were all in favor. 

 

  

Nate clarified his position by stating that the department is willing to consider 12 month continuous 

eligibility, and does not have any opposition to the policy. However, he stated there will be costs to the 

department, which is why he can’t support it. 

 

Kevin Burt spoke to clarify his position stating his conclusion of the report is that there will be costs. He 

stated if there is considered excess based on consensus forecast, it was felt DOH could not spend that 

forecasted projected savings and would be expected to return the savings.  The correct process is to go 

through the legislative process to get ongoing funds to support the change. 

 

[Update: After reviewing the bylaws after the meeting, the Department determined the Medicaid director is 

not a voting member of the committee, but is to provide “technical assistance” to the committee. An email 

was sent to the MCAC committee members clarifying that Nate’s vote will not count. As a result of this 



 

 

clarification, the final committee vote is: one opposed, one abstained and the remaining present 

committee members were all in favor.]  

 

 

5. Managed Care Regulations Update – Julie Ewing  
 

Julie reported that back in May of 2016, CMS issued the first major update to the managed care 

regulations in over a decade.  The new regulations touch all aspects of managed care and have a phased 

implementation with effective dates ranging over several years.  Regulations that are effective this year 

will be made to the managed care contracts that begin on or after July 1, 2017.  CMS will be reviewing 

the regulations, so only 2017 will be focused on.  Those that will be updated are; PMHP, dental plan, and 

HOME contracts beginning July 1, 2017.  The ACO contracts will contain these new provisions beginning 

January 1, 2018. Most of the regulations that are coming into effect starting on July 1st are administrative 

in nature.  There are a lot of language changes that will be made to the contract. 

 

Several new financial provisions were highlighted.  It was reported there are new requirements that the 

managed care plans submit an annual audited financial report.  They must also submit an annual report 

detailing their medical loss ratio.  The regulations specify that the capitation rates may only be set using 

encounter data, and all services captured in that encounter data must be state plan covered services.  

The regulations also have new specific requirements that a managed care plan must have policies and 

procedures in place to deal with overpayments, and they must submit an annual report to the state 

detailing overpayment collection. 

 

Julie gave an update on the changes to the regulations to the appeals and grievances process.  There 

are some much needed changes to clarifying the difference between an appeal and a grievance, and 

keeping those distinctions consistent throughout the regulations.  The difference is, a grievance is a 

dissatisfaction with something like service—things like rudeness from a provider, a receptionist, or bad 

customer service.  An appeal occurs where there has been an adverse benefit determination such as a 

denial of a claim, denial of a prior authorization, or a refusal to cover or deliver a certain service.  With 

regard to the grievance process, grievances must be resolved now within 90 days.  There are specific 

recordkeeping requirements that the managed care plans will have to follow with regard to the grievances 

they receive. 

 

The appeals process is a two part process.  If a client receives an adverse benefit determination they 

must first file an appeal through the managed care plans. If the managed care plan upholds the denial, 

they can file for a hearing with the state.  Currently, the plan can utilize a two tier appeals process before 

it comes to the state for a hearing.  The new regulations require that there is only a single review at the 

plan level before it comes to the state.  The new regulations have multiple changes in terms of the 

timeliness surrounding the appeals process. Generally speaking, the regulations increase timelines for 

appeal filing and shorten deadlines for determinations to be made.  They also now require that the plans 

provide the client’s entire case file to the client free of charge. 

 

Other highlights noted are that the regulations require that the state develop a model enrollee handbook 

and model notices that the managed care plans must use.  These are being developed. The regulations 

also require that we annually inform clients who live in a county where managed care enrollment is 

voluntary, that they may enroll in managed care or remain fee for service.  DOH is tentatively planning on 

sending out that correspondence at the end of September/early October. 

 

Andrew questioned if there is consideration for input on the draft handbook model.  A draft model of the 

handbook can be requested by contacting Julie Ewing. 



 

 

 

 

6. MCAC Medicaid Guiding Principles – Andrew Riggle 
Andrew handed out a one page draft asking members to review the Medical Care Advisory Committee 

Guiding Principles that was created by MCAC volunteers.  After an overview, a question was asked 

regarding the covered populations listed in the draft; individuals with cognitive and physical disabilities, 

the elderly, and pregnant women. The question was whether “adult” or “parent” should be listed as a 

covered population. This was discussed and all were in favor of adding “parent” to the covered 

populations. 

 

Mark Brasher stated he was opposed to the sentence that the “principles should be adopted to help guide 

elected leaders, as well as state and federal policymakers, as they shape Medicaid policies”, as he was 

advised by the cabinet to not push recommendations to policymakers. 

 

MOTION:  Donna made the motion to approve as written with the inclusion of “parents” in the covered 

population.  Jessie Mandle seconded the motion.  Nate and Kevin abstained. Mark Brasher opposed. The 

remaining present MCAC members voted in favor of the motion. 

 

 

7. Director’s Report – Nate Checketts 
 

Nate reported on the health of Department of Health’s Executive Director Joseph Miner and indicated he 

is out of the hospital and home recovering.  He is expected to return in the coming months. 

 

Nate gave updates on the following: 

 

 Legislative bill to change dental services for those members that have care.  Currently they 

receive services through managed care. There was an agreement with the plans on changes that 

would be made instead of running the bill.  Dental changes expected for Premier Access on May 

1st, and for Delta on June 1st.  

 Disability Dental- funding was discussed at the Legislative session.  The waiver amendment has 

been submitted to CMS, but has not been approved.  There will be more discussion with CMS on 

this topic during a scheduled call on Friday with CMS. CMS has not indicated any concerns with 

the amendment. 

 House Bill 437- Parent Expansion- CMS approved the state plan amendment to increase the 

income limit for parents effective July 1, 2017. DOH is working to identify those affected by this 

increase to send notification.  

 House Bill 437- Targeted Expansion- chronically homeless, those involved in the justice system 

and those with mental health and substance abuse issues.  This amendment is still pending.  If 

approved, the funding will start January 2018. Additional future amendments are also being 

considered for this population, such as caps, cost sharing, work requirements, etc.  

 

 

Lincoln asked if these additional amendments are just for the targeted populations.  Nate stated DOH is 

considering other populations, such as PCN and parents.  

 

Jessie Mandle asked if these amendments would be open for public comment.  Nate stated this is part of 

what is being looked at, in addition to the process for amendments. 

 



 

 

 

Doug asked for an update on the behavioral health integration pilot as part of HB 437.  Nate responded 

this is moving forward, but reported there are some significant concerns related to this.  

 

8. Other – Andrew Riggle 
Andrew requested that suggestions for future agenda items be sent to the MCAC EC committee 

members and to Jennifer Meyer-Smart. 

 

MOTION:  Doug Springmeyer made the motion to adjourn meeting with no further business to conduct.  

All were in favor.  None opposed. 

 

The meeting was adjourned at 4:00 p.m. 

 

 

 

  

 

 

 

 

 


