DISCLAIMER:  This is NOT a certified or verbatim transcript, but rather represents only the context of the class or meeting, subject to the inherent limitations of realtime captioning.  The primary focus of realtime captioning is general communication access and as such this document is not suitable, acceptable, nor is it intended for use in any type of legal proceeding.


ILRU presents

Top Experts Answer CIL Questions About Contracts with Health Payers

With Richard Frederickson, Christina Mills, and Amber OHaver and facilitated by Richard Petty and Paula McElwee

March 17, 2023

   >> RICHARD PETTY: And good afternoon everyone.  We are really pleased that you joined this webinar.  Where experts will answer your questions about health payer contracting for CILs.

    And we have top experts that we are going to interview.  And let's go to slide two, please, Sharon.

    This webinar is sponsored by the aging and disability business institute, which is a program operated by US aging with the support of ILRU as a key partner and other organizations.

    Let's go to slide three, please, Sharon.

    And I'm very pleased to introduce to you our panel.  And most of them should already be here.  And hope they are.  I think one is having some technical difficulty.  But hope that he arrives.  Our panelists are Rick Frederickson.  He is regional vice president, business development Centene corporation.

    Christina Mills.  Senior director inclusive policy and advocacy.  Elevance.  And the person who gets the prize today for the coolest title.  On this webinar Amber OHaver.  She is chief revolutionary officer.  And she's owner Disability Revolution, LLC.  And we will interview the panel and with me interviewing the panel is Paula McElwee, technical assistance director for the ILRU, training and technical assistance center for independent living.  She is an expert on centers also.  And I'm Richard Petty.  I'm director of the IL net training and technical assistance center.  At ILRU and also I lead ILRU's work with the aging and disability center.  And as we begin I will just give you a brief description of myself which I hope other presenters will also do.

    My pronouns are he, him and his.  My hair is largely gray.  I have a pale complexion which tends towards pink.  I'm wearing dark glasses in relation to my disability.  Which is visual impairment.  I have what I hope appears to be a trimmed beard.  I wear a blue shirt today, which is almost always what I ‑‑ what you will find me wearing.  And, again, very pleased to be here.  I will introduce Paula as the panel member that will be interviewing with me.  And then I will move to the panelists.  So, Paula, if you would like to give a brief description of yourself. 

   >> PAULA McELWEE:  I have silver hair.  What I usually call Scottish complexion and today I will say Irish and pale tending towards pink.  I'm in the office and a green shirt in fear of my eight‑year‑old grand daughter pinching me. 

   >> RICHARD PETTY:  Thank you, Paula.  I hope Rick Frederickson has arrived.  He may not.  So but I'm sure he will be soon.  And I will ask Christina Mills, if you will give a brief description of yourself we will proceed. 

   >> CHRISTINE MILLS:  I'm Christina mills and use pronouns she and her.  Today I'm in full St. Patrick's wear.  I have a rainbow and four leaf clover scarf on with a long sleeved shirt below it and my hair is brown and silver pulled back.  I like to refer to myself as a young middle aged woman.  And I'm sitting in my wheelchair.  I have the background Elevance Health with blue text and white background. 

   >> RICHARD PETTY:  Thank you, Christina.  And Amber OHaver.  

   >> AMBER OHAVER:  Yes, this is Amber, thank you, Richard.  So I am Amber OHaver chief Revolution officer of Disability Revolution and I identify and use she, her, her's pronouns.  And I am an individual who identifies with many different types of disabilities.  Physical disabilities and mental health disabilities and I use a manual wheelchair for my mobility.  Today I am wearing a not green so I'm hoping I don't get pinched but I'm wearing a Navy V‑neck sweater because I forgot it was St. Patrick's Day today and that is disgraceful because my last name is Irish.  I have long blonde hair and identify as a white middle aged woman.  And I am wearing some hot pink lip balm today to brighten up my face.  It's nice to be here with everybody and look forward to our conversation and discussion and this webinar today so thank you. 

   >> RICHARD PETTY:  And it's great that you and all of our panel are here.  And I don't want to over do your title, but I some day want to become a chief revolutionary officer.  That is incredible.

    All right, let's go to slide five, please.

    No, slide four, I beg your pardon then we will go to slide five.  So we are going to begin a discussion of getting started in health payer contracting.  And slide five.  I just saw a question about can we send out copies of the slides.  And, Sharon, we can arrange that I'm sure.  So we will.

    The slides are going to be very brief.  They are going to prompt our questions.  And let's go to ‑‑ we are at slide five.  We are going to ask some questions about early preparation.  And panel members, centers probably don't wait to beginning to develop plans within their own organization.  What are some of the early steps that centers might begin to take to become known in their states and begin to make those initial in roads into the world of management care and other health payer care possibilities.

    So maybe I can begin with Christina, if you could begin to unpack that for us. 

   >> CHRISTINE MILLS:  Yeah, certainly.  And I think Rick at Centene is able to join us because I think he will have a lot to add as well.  First for those I don't know that are here with us today, I spent my career in independent living.  I started in San Diego, went to the orange county center in California and then was at the California foundation for Independent Living Centers for a little over 16 years.  And coming to managed care has been quite a change.  But I made that change with the hopes of being able to continue to elevate and increase the presence of centers for independent living across the country.

    I've only been here for about eight months.  And it's so great to see familiar names on the list of attendees today.  One of the things that I'm super excited about today is I feel like this conversation is so helpful and could probably last multiple days.  And could be a two‑day conference if we wanted it to be.  But I certainly thought about all the things that I wish I would have known in IL before coming to managed care.  I wish I would have done it in the reverse.  Managed care first and then IL.  So I hope the information that we share today is helpful and I know Amber will lend her expertise as well.

    I truly believe CILs hold tremendous value and sometimes I think were forget about the power of the independent living movement and IL philosophy.  Because it's really what has evolved into some of the stuff that managed care organizations are now doing.  Self determination, inclusion, supporting empowering, committee living whether it's out dated or current IL language, it's language that originated from CILs.  And managed care organizations are now using it.  Cultivating relationships and partnering is how we make sure the language is used correctly.  And when it comes to programs and services being offered to consumers, we need to have a seat at the table as CILs and people with disabilities.

    So Independent Living Centers have always been about making the world a more accessible place for people with disabilities across the life span.  Part of that work meant changing systems and trying to stay in tune to what the communities needs are and our motto.  Nothing about us without us.  I think managed care organizations don't know who centers for independent living are in cases.  As much as that is true I think that centers for independent living don't always know who their local managed care leaders are either.

    I think CILs have an opportunity to advance independent living and independent living philosophy on a very high level when it comes to contracting with managed care.  But it's like anything, when it comes to building a relationship we need trust.  We need to show the value and the ‑‑ and we need to understand what each of us brings to the table.  But one thing that I really wish I would have known before coming here is how important it is to be a stakeholder and know who the players are.  Not just on the state level who are deciding what the contracts look like.  But are there county and local influencers that really play a role in what the state ends up doing with their contracts.

    So I think what I've seen a lot of, and noticed prior to coming here is managed care organization has a contract and organizations try to immediately partner to do something together.  And I think now knowing what I know there is so much legwork to be done before it comes to that point.  And getting started, I think it's really important that we all know who, what the state may want.  And what the state is saying that the managed care organization is required to do.  But being able to really understand the process, understand the language, know who the players are, and be a consistent, I would consider yourselves a stable in that process so that you get known.  And that people come to you.  Because they understand how important and valuable you are to the process.  

   >> RICHARD PETTY:  This is a good time to ask, Christina and Amber, both of you, how does money flow into states and into contracts for health payer purchased services?

Who are the points, the key points that who touches, quote, unquote, touches that money, who makes decisions about it and when?

   >> CHRISTINE MILLS:  I'm going to let Amber go first since I just spoke. 

   >> AMBER OHAVER:  Thanks, Christina.  So, Richard, I think this is Amber.  And I want to back up just for a second if I could.  Just to kind of piggyback a little on what Christina laid out so beautifully in terms of the importance of why IL and why we need to be at the table and what that can look like.  But to dig in that a little deeper from a more like action oriented standpoint about really what can CILs and SILCs also do to build state and health payer connections and cultivate these relationships that have so key and important.  By the way and need to happen in some instances years in advance of contracting opportunities.  To be able to have any kind of influence or say in what contracting and subcontracting ends up looking like in a state when it comes to health payer related relationships.  And opportunities.

    So some of those things are simply signing up for e‑mail notices to be made aware of students to get engaged and the spaces and just learn about what some of the various opportunities are to engage with the state and these health payers.  One of the key things I learned and did as an individual who was the Executive Director for a SILC and when I worked at a center for independent living as a deputy director prior to the SILC was providing written and verbal feedback into any public comment periods related to health payer related type of future contracting.  Or amendments or putting out a new proposal, or to ask for bids from these various health payer contractors.

    So that is also I think really key to remember and do.  Because that opens up the door for states to recognize you as someone who is a key player and needs to be recognized as such.  So you get an invitation and offer to the table.  Because that is in my experience so critical to really having the kind of like I said earlier influence on how these connections can develop and what drives these health payers to have to reach out to community‑based organizations like centers and also statewide advocacy organizations like SILCs.  So that I think is huge.  I think also following up on these various types of like listening sessions that states often host with key stakeholders.  Or with partners to get feedback.  (Recording in progress).  On how the state and health payers need to be operating these various types of programs they are contracting out to these health payers.  Then also digging deeper and asking for one on one meetings with state agencies.  They may not say, yeah, sure we will arrange the meetings with you.  But I think if we aren't bold and insistent and don't continue to advocate for ourselves and for our people on a regular basis and learn that no is not an okay answer sometimes, we aren't going to have access like a lot of other types of entities or subcontractors are at the table.

    So because we often for whatever reason independent living tends to be an after thought in a lot of ways in a lot of states and situation and circumstances.

    So the last thing I will mention about developing relationships here before I sort of circle back to Christina or Rick if they want to address and you can repeat your earlier question around the contracting piece of how money flows.  But I don't know that some folks really realize at least this is my experience in Indiana legislatures and policy makers play a huge, huge role in how contracts roll out, happen and what they look like and what the contents in terms of scope of work consists of.  And you can have a voice and have a say in what some of this pans out to be in your state when it comes to the self payer contracts and subcontracting opportunities.  You get them from your legislatures and you are having conversations about them about why it's key and important to ensure that, one, IL entities are key stakeholder and engaged in this process.  But then, two, those scope of works in the contracts provide for opportunities for disability and aging directed entities.  That is so important and key.  One of the ways to make that happen sometimes you can't get any where like internally with the state is to leverage relationships you have with legislatures to have that become something that ends up getting dropped in legislation and passed that requires these ‑‑ the state to incorporate in their contracts these kind of really key pieces around who they need to subcontract with.  And why. 

   >> RICHARD PETTY:  That is great, thank you Amber.  And just let me see if I can summarize what I believe I'm hearing.  So much of managed ‑‑ much of health payer contracting is through Federal funding.  And I believe that's likely to be Medicaid panel.  You should correct me if that's not correct.  And that states then make many decisions about who becomes, who can and cannot be a contracting long before companies like Elevance and Centene begin to make contracts.

    And is it advantageous to become known with your state as you're saying, Amber with legislatures and others.  Maybe you feel there's a role for disability run organizations.  In contracting in your state and would you not want at that point to encourage legislatures, legislators and policy makers in your state to include disability‑run organizations such as CILs in the group that can be eligible bidders on contracts when the contracts are later released by managed care organizations?

   >> CHRISTINE MILLS:  This is Christina.  I will add one caveat.  It really depends on what way the state is ‑‑ what Federal money the state is choosing to enact to put their Medicaid services together.  So are they using the 1115 waiver or are they using another source of funding.  And I know in my experience now that some states in California we use the 1115 waiver.  I learned some states are transitioning away from that.  And I've heard some states say it's because of the administrative overhead involved in 1115.  And maybe moving to a different model would be better for some states.  You know, I don't pretend to know which one is better or not at this point.  But just to know that there are options sometimes when it comes to that.

    And also just to add on to what Amber said, and I'm sure Rick can correct me if I'm wrong, just to add on to what Amber said, having those relationships with policy makers but also at the administrative level.  So you know in California we have in lieu of services with our Cal aim which is our Medicaid program now in California, we worked really hard in independent living before Cal aim came to be in the beginning stages to ensure that centers for independent living would have an opportunity to subcontract.  And what that ended up becoming was in lieu of service contracts could be with almost any CBO.  Any community based organization.  Which is great.  In some states that's not true.  What I will say that I've learned a lot, and I'm very proud of my home state for making sure that CILs have a role at the table, is that there are other entities, our partners like area agencies on aging, are often times listed in state contracts.  They are at the table.  They are advocating from beginning to end.  So while we are trying to secure contracts with centers for independent living and building that relationship, it's important to know that others, our community partners are doing the same thing.  And so partnering with them to figure out, you know, what opportunities are out there is just as important as being there on our own as well. 

   >> RICHARD PETTY:  Okay, and panel members, if I'm a CIL director, where do I find health payer contractors, folks like Centene, folks like Elevance who are working in my state?

How do I find them and how do I connect with them?

   >> AMBER OHAVER:  I will jump in quickly. 

   >> RICHARD PETTY:  Thanks, Amber. 

   >> AMBER OHAVER:  Because of states who are utilizing the public, private partnerships and relationships, right, a lot of times and at least what I've experienced here and Christina may had the same experience or different one she can speak to.  But they reached out to us.  Like they are aware of independent living.  They are aware of centers for independent living.  They are mostly aware of SILCs.  And they reached out to us here in Indiana.  And asked for meetings and time with us to get or to host or partner and conduct a listening session.  Or doing the focus group together or something to that effect, right, to try to get a better understanding and idea of what sort of the environment looks like in Indiana.  In terms of services and needs for our peers of disabilities and those in the aging community as well.

    So if that is not the case, obviously I would suggest utilizing like leverage the community partnerships you have with your AAAs, with your AARP state entity, right?

And the folks that work in that group.  Think of all of your PNA and all your other various types of disability related organizations who may already have established relationships with some of these health payers.  And tap them.  Ask them to make an introduction for you.  Ask them to if you can tag along to a meeting or event where these health payers are going to be there so you can get some introductions happening and start to develop these relationships.  So. 

   >> RICHARD PETTY:  It's Rick welcome. 

   >>  Welcome to the group, I got pulled into some last‑minute travel on Friday and my work is national so I apologize.  I'm a he, him his.  White male, 6'1.  I'm wearing a sport coat as usual with a button down shirt.  So that is me.  I would agree with everything of the last question.

    If there is existing contracts Amber's point there is a new procurement there the MCOs are rushing around meeting with people.  But that may or may not lead to a contract and in depth meaningful relationship.  But you know just going to whoever holds the managed care contract, typically it's you know the department at the state and I want introductions period.  They won't make those introductions and want to talk to the MCOs.  But I think it's key to make the introductions at the appropriate levels, it really is.  And I'm talking you know CEO, the head of the health plan.  The head of community regulations.  Somebody at a particular level so then when we get into it then you can discuss your value proposition.  But and I have been doing this 40 years.  It was really tough.  And the IL community was forgotten.  I think to Amber's point everybody recognizes the necessity both political and from a value perspective of engaging with the CILs and the IL community.  And in their efforts to serve the consumer.  So, over. 

   >> RICHARD PETTY:  All right, thank you.  And let's move on to internal preparation.  And everyone remember that we have two sessions that we are going to be doing this.  So we may not get through every one of our slide topics today.  If we don't, we are going to be okay with that.

    We can come back and go in more detail.  Or we can explore topics that we have not, that we don't reach today.

    So I'll begin with some internal preparations.  What panel members should CILs be prepared to do, that they should be able to do that they have not previously done, that is both programs and administratively?

   >> RICK FREDERICKSON:  I get this question a lot and the answer, this will throw people is nothing.  You know, it's done in relationships where I'm funding a staff person, I'm high on transition work right now with the CILs across the country, a number of things going on in that vain.  One small one, rural community, I will fund the person on a monthly basis.  We will identify cases and will serve as a member of the transition team and we are looking for peer to peer supports that is right within the core.  And let's figure out what the loaded salary is of that person.  At a margin.  CIL is entitled to profit.  And let's move forward with it.  I don't need a bunch of reporting structures, everything else and look at relationships with Tom or liberty or Phil or Chris Rodriguez at 360 folks like that where you are a medicated contracted agency then it's sophisticated with AVV and also some reporting.  But I think if the small CIL is looking to do something, you know, there is not a whole lot of investment when there is a will there is a way is my opinion.  So when there is a will or a way to get it done I don't see any of that.  Now, you know, others may disagree with that approach.  But that is the way I'm looking at it these days.  Because I think there is tons of value especially in the transition work and the peer to peer work.  There is just tons of an interest there.  So you know I think if you take the approach that I'm going to be part of your care coordination, service coordination, case management whatever the term is in a particular state and I'm going to be that arrow in your quiver when there is a consumer, and, you know, the team identifies that IL is right and what we need, then you are there.  And you can just be part of that team so it does not need to be a whole big rigamarole of systems and everything else.  Now if you do waiver case management, Tulsa she does waiver case management to convert to a managed care system, it's going to take some investment and some work.  In terms of collaborating with getting information across.  Billing.  All those sorts of things.  Because it's a bit sophisticated.  So my answer is it depends.  So Christina?

   >> CHRISTINE MILLS:  I would agree with Rick.  It really depends.  I also think that while it does not have to be complicated, I think that it's important to actually know what the work includes.  And certainly, I've heard from centers that have said, you know, I want to partner with a managed care organization but I want to do it this way.  And they say I can't do it that way.  That's where it's really important to know and to have that background preparation work done to know what the state is requiring of the managed care organization in advance.  Because I want to set centers up to be successful.  I want centers to be able to partner with their managed care organizations and I want to bring up that Darrell Christianson their center has done it over 15 years and done it well.  Like Rick said they are in a sophisticated situation there.  But I think that while contracts are possible, I think it's super important that people understand that it's not about just the managed care organization saying what they need and how the partnership or the contract is going to look.  It's really what the state is dictating that the managed care organization is going to provide under what the state is requiring.

    And that takes a lot of work.  You've got to read the state contract and know and back to the point of who do you know who the payers are.  Yes if you are known, I wanted to go back to Amber and say but Amber how did the managed care organizations know to reach out to you?

Because Amber has been working those relationships for a long time.  They are not just knocking on doors if they don't know who you are.  Or we are not just knocking on doors.  And so one thing is managed care organizations are bringing in people with disabilities that have you know past experiences and backgrounds in CILs and disability organizations.  Because they know they want to know our culture, our community and that they want to do better.  But at the same time we need to make sure that centers are ready to perform and be able to meet the outcomes and the requirements needed to fulfill those contracts.  There's a lot of great pilots I have seen that have been amazing.  Have those pilots been turned into permanent programs?

Maybe they will be.  Maybe they won't be.  But it goes to show how important it is to be ready, to have a plan in advance.  And to be able to say these are going to be our outcomes if we partner with you to do this work.

    I think outside of transition, and transition, you know, long‑term services and supports, long‑term care that's a gigantic word and means so many things to so many people.  And it does.  So let's not just get stuck in the transition conversation of standard transition the way healthcare talks about it.  Let's talk about transition the way IL talks about it and how you know we can prepare people for disasters.  How we can be doing cultural competency trainings.  And doing all these different things and training CBO at the managed care organization is partnering with to be able to provide services in the way that centers for independent living do and believe and push IL philosophy. 

   >> PAULA McELWEE:  Some of that is beginning to show up over here in the chat.  So you're mentioning a lot of different services, so did Darrell when he was talking about it in his comments.  He talked about NICIL partnering to do on site assessments for medical facilities and doctors' office.  Creates work for CILs, gets the work done, win, win.  In his earlier comment he mentioned they have home modification programming and two Medicaid providers for reintegration and transition and working on IL services too.  I think the message to the people who are not real versed in this yet is that there are lots of different funding opportunities for the kinds of things that will be funded.  I'm not sure that's clear to everybody when they start this conversation.  So I appreciated those comments. 

   >> AMBER OHAVER:  If I could dig into something more specifically talking about centers for independent living really specific to the core services they offer.  And just the significant value that there is.  And the lived experience of the staff that works there.  Because majority of them are people with disabilities and very familiar with that.  That locality or the community that they serve.  And all the various types of layers of barriers when it comes to social determinants of health related needs.

    One of the things I have seen and one of the things in Indiana rolled out in the most recent RFP within that scope of work is states are requiring more and more and more and Rick can probably speak to this after I kind of wrap up here, but that states want to see these various health payers supporting other areas and social determinants of health related needs for their members who are our consumers.  And who better, right, to help address that either through technical assistance or service support or providing the actual service related to whatever needs that the individual has from transportation to employment to housing, to the list can go on and on and on, right?

Centers for independent living, they are experts in the areas and spaces.  Because states are requiring more and more of that kind of expertise from these health payers as part of their deliverables.  And within these scopes of work like there is I think huge, huge opportunity for centers for independent living and SILCs from an educational and awareness point of view to get involved and engaged.  Start small.  That is my thing.  You know it's important to just not think you are going to take on the world with these health payers in terms of the contracts and what you will do with them.  Smart small and develop a proven track record about what kind of support you can provide as you are building capacity in the CIL and continuing to do that.  And I think you will be successful.  You know, and continuing to garner these types of contracts.  Moving forward when you can focus on those areas. 

   >> RICHARD PETTY:  That is great and thank you.  I'm not catching every question that goes by.  But we have an important one that Janetta Green just put in the chat.  We can do this if Janetta if you would like to, we can unmute your mic and ask you if you would care to ask the question that you posted and unmuted you can speak if you like.  Speak that question if you would like to.  The question that you asked about CIL advocacy.  You don't have to though.  We will voice for you if you don't care to voice. 

   >> SHARON FINNEY:  Do you think a CIL being a strong advocate that fights for consumers of the healthcare plans would keep an NCO from working with that CIL?

   >>  RICK FREDERICKSON:  Absolutely not.  And the expectation would be that advocacy would be continuing.  There is nothing, I'm sure Christina and Amber feels the same way.  But my goodness.  First and foremost the CILs are advocacy organizations.  And will continue to be so working with legal rights and others.  There should be though cross over there because you sign a contract with an MCO doesn't mean you have to be quiet now because you have a relationship.  If anything I look at it is that linkages are there now.  So it's inevitable consumer issue comes to the for front, you know, people that don't quite get it if you will or somebody made an error or a misunderstanding, we want to hear about that quickly.  Before the consumer deteriorates or is not getting the services that they deserve and need.

    So I think it's totally separate.  Christina, you may have some thoughts there or Amber. 

   >> CHRISTINE MILLS:  Janette that is a good question and I agree with you, Rick.  That is often times how the centers that get contacted first are known.  They are known as advocacy organizations.

    I also think that, you know, yesterday, and today is what day?

The day the new HCVS settings rule is implemented.  That could be a whole other conversation.  I was thinking yesterday as I was reading the autistic self advocacy network fact sheets and plain and easy to read language they put out, I was thinking about how centers and other disability organizations might partner with managed care organizations to put out easy to understand language like that.  And to help managed care organizations and states that are not yet in compliance with the rule and understanding how to do it with the best intentions of consumers in mind.  So I think that advocacy is absolutely an important part of the relationship.  And super helpful on all different levels. 

   >> RICHARD PETTY: .  Great, and why don't we open up the floor for more questions for about ten minutes.  Before we go to the next area of discussion.

    And, Sharon, would you like for people to raise their ‑‑ use the raised hand option and tell people how they can do that?

Or how would you like people to signify that they would like to ask a question?

   >> SHARON FINNEY:  This is Sharon.  If you would like to voice a question on the Zoom tool board raise your hand.  And you just click that.  And that will raise your hand.  And I can unmute your microphone. 

   >> RICHARD PETTY:  We will get to as many of you as we can in about ten minutes here and we will move on and keep doing that, keep asking for your questions.  

   >> PAULA McELWEE:  While we are waiting for the first one I might just mention that another comment from Darrell that I thought was good and he might raise his hand but he said CILs need to realize they have valuable expertise to offer to health plans.  And do it for reimbursement.  Too often in the past CILs have been hesitant to demand payment for their services.  

   >> RICK FREDERICKSON:  You go Darrell. 

   >> CHRISTINE MILLS:  I would add to that don't sell yourself short.  Negotiate and don't just take what is presented.  Is there an opportunity to negotiate?

Some states that is harder because of the state regulations.  But if there is an opportunity to negotiate that payment, do it. 

   >> RICHARD PETTY:  Darrell, thank you. 

   >> RICK FREDRICKSON:  Am I on, Richard?

   >> RICHARD PETTY:  You are. 

   >> RICK FREDRICKSON:  All right.  Well, thanks, everybody.  And, Rick, good to hear from you.  Sorry we missed you last week.  You know, it really is true.  I've been around the block for over 30 years in independent living.  And you know we were almost apologetic for asking for fees for our services.  Like you know, we are expected to settle for the crumbs and the crummy office space.  And apologizing for asking for fees for our services and you know, I think over the years I've seen some changes in that.  But I think you know for some of the listeners out there they may feel that way.  I would just encourage them not to.  Realize that you know, there is a tremendous amount of value to the community and to health providers for the expertise and work that we do each and every day.  And look at ourselves as partners in this.  Not just sub serving for someone who has money to spend on our valuable services.  Not to suck up or anything but Rick really has been a leader in this for so long.  Whether it be the NICIL, Centene relationship or us here in Phoenix, Rick truly is one of the guys out there that puts his money where his mouth is and has a true partnership.  So I encourage everybody to know you have value.  And ask to be reimbursed to ‑‑ accordingly. 

   >> RICHARD PETTY:  Well said, thank you. 

   >> RICK FREDERICKSON:  The car you buy, but I'm only kidding.  You know, if we could, if we can, this whole conversation about value, I look at it three ways.  And I really look at it with all the stakeholders whether it's the AAA, the home care folks.  And, you know, the nursing homes.

    This really I call it the three legged stool approach but look at the value to an MCO everybody thinks it's keeping people out of hospitals and able to live in the community and a financial benefit there and it's the right thing to do and the metrics are all there and off we go.  It's so much more than that and the way we are looking at things.  Number one is compliance.  We have a number of metrics, care and all sorts of stuff going on that we are trying to meet those metrics in our contract.  And if we don't, if an MCO does not hit that it used to be a bonus now they are carrying a stick and we have to earn it back or sanctions and fines.

    Second of all in LTSS product itself, it's about three times the admin in an MCO's PNL.  So the administration and that is the care management, care coordination and all that stuff.  So we are always looking to leverage that work and create productivity.  The money is very real.  Because if the care manager has to deal with a lot of things, they can't keep up with the crisis and particular consumer needs and don't carry a case load.  The more tasks we can delegate down and out the better, if you will.  From a financial perspective and our ability to leverage the case management.  And then third of course is what we call the ROIN on the actual medical cost.  So you know, you may not or talking to an MCO and there may be something you can do for their care managers.  You can't drill it back down to a actual savings but it's there from MCO perspective.  When I contract and talk to folks and stakeholders I'm looking at those three things.  Case manager and service coordinator and productivities is moving up the list very quickly.  So we did a project in one during COVID and we are continuing with it where we were going around and we contracted with a CIL for 300 people to go out and make those personal contacts with them and follow‑up.  So then we were able to leverage our care manager then they sent us back information and were able to work with the consumer on things that are happening.

Probably better than or most certainly better than our own folks could do it.  We are using a peer model and employing people with disabilities in the CIL but for 300 folks, it was meaningful.  And didn't do systems and all this other stuff.  We sat up a price and really met the requirement that we had contact and we want to any way but it was a contract requirement.  So I think when you look at value, what does value mean, it's in all three of those areas, over. 

   >> RICHARD PETTY:  And here is the question to the panel.  

   >> CHRISTINE MILLS:  Richard, can I add one thing to Rick's point?

   >> RICHARD PETTY:  Please do then I will ask the question. 

   >> CHRISTINE MILLS:  Since it's on the top of my mind he talks about accountability and the state coming out with the whip depending what state you are in and hitting our deliverables.

Some states do a really good job of tracking and some states not so good.  Again, that's where centers come in.  The advocacy.  And being able to look to see how is the state holding managed care organizations accountable.  Some of them have data dashboards like California's.  And some other states do as well.  But New York recently did sort of an expo say report on the managed care organizations in their state and there is quite a few there.  So it's really kind of hard to track.  But just to say if you can look at those data dashboards or the reports and compare and see where is a managed care organization, maybe falling short or could be doing better, that is a place where a contract might be an opportunity.  So keeping that in mind as well. 

   >> RICHARD PETTY:  And thank you.

    So panel, why in the world should a center for independent living be involved in providing case management?

Sorry my sarcasm. 

   >> RICK FREDERICKSON:  Delegated case and taking a lot of the tasks and doing a full scale case management is a tough nut in managed care.  And a lot of states won't allow us to entirely delegate it down.  Other states you may delegate down the HCBS services but not the acute care.  So there are all sorts of different models out there.  It depends on the particular state.  Amber in Indiana, oh, boy. 

   >> AMBER OHAVER:  This is Amber.  I think back to Rick's point it depends on what your state allows for.  There are very strict sometimes job and service descriptions for a particular like care or case manager and/or case or care coordinator.  In Indiana we have both care coordinators and service coordinators and the care coordinators are the medical related types of needs and supports whereas the service coordinator can do those types of other service driven like HCBS outside of the acute level care‑type supports.  So the service coordination piece I think is a real opportunity for centers to leverage their expertise of like I said those social determinants of health related areas and what they do really well with the core services, right?

So offer the ‑‑ to offer you know these health payers help and support to ensure that they are meeting those deliverables.  The state is like just demanding and expecting them to meet.  So and just keeping in mind that like all of the contracting and subcontracting out, right, to centers for independent living which are minority‑led types of community‑based organizations really speaks to a health payer's commitment to equity.  And inclusion.  When they are contracting or subcontracting out to like centers for independent living and SILCs.  So I think that is another key piece we have not dug into yet. 

   >> RICHARD PETTY:  You know, wouldn't a CIL argue that case management is in effect at least the four core.  It's a lot of information.  Sometimes it's referring.  It's a lot of individual advocacy.  It's payer support.  And some specialized individual training.  And some centers without argue that case management done through centers for independent living is better than case management done by any other kind of organization.  

   >> AMBER OHAVER:  This is Amber Richard can I throw an inkling. 

   >> RICHARD PETTY:  Please. 

   >> AMBER OHAVER:  Centers for independent living approach it from a de‑professionalized perspective and point of view.  Which is a very different thing when we are talking about case management, right?

So IL is all about deprofessionalizing service and systems and that can result and often has very beautiful outcomes.  And significant improvement in terms of quality of life for peers with disabilities because of that very specific type of non‑professionalized approach to support with what we need as individuals with disabilities in our communities. 

   >> CHRISTINE MILLS:  I could not agree with you more.  Why wouldn't a CIL want to do it.  CILs will do it the best.  So and, yes, it is deprofessionalizing it and not what a social worker is required to do in a different type of system.

    Just to also add why, the why question, Richard.  You know, centers have been fighting for years and years and years for additional funding.  And it's getting harder in some cases to secure and have sustainable dollars.  And while, you know, all money is ‑‑ it's different in how you get that money.  I think that this is an opportunity to increase the budget of centers because centers have been doing this work for a very long time.  I've heard centers often say but it's too medical model for me.  This is an opportunity to change that.  De‑medicalize and de‑professionalize it and show it as a human work.  This is making the lives of people with disabilities better.  Giving everybody the opportunity to live their best life.  I don't see a reason why a center wouldn't do it or shouldn't do it.  I think it's worth the work to make it happen.  And I know I'm certainly a resource to have any conversations with centers that want to go down that path and talk more in detail about it.  I know if you have never even considered this, it's a lot to take in.  But I'm sure Rick and Amber would probably be available as well too.  Because there is a lot to it.  But in my opinion centers, there is no other organizations that could possibly do it better than centers but of course I'm bias. 

   >> RICHARD PETTY:  There we go.  I was afraid I lost you.  Okay, we will start over here.  Restart.  And let's go to slide eight.

    And I will ask the question to the entire panel.

    What's the best way to get your first contract?

Did you hear me?

   >> AMBER OHAVER:  Be prepared.  So have some internal discussions within your center for independent living and pull the SILC in if you need to for additional support to figure out where your strengths lie and what you know you will kick ass doing.  And be ready for when these kind of opportunities come your way.  As far as like knowing what you have to offer.  And what those types of offerings look like and can be.  Based on some significant needs, and gaps like that are occurring within your community as a center for independent living that a lot of health payers in terms of contracting can help fund, right, to help address those needs.  But and serve their members at the same time.  In the way that they want to be served by their peers.  So I would say be prepared.  Start small.  Build capacity over time.  The more you're engaged in this space and the more you do this type of work, the better you're going to get at it.  The more you will learn.  The stronger you are going to get.  Yeah. 

   >> RICHARD PETTY:  Okay we are back now.

    (Richard is frozen).    

   >> PAULA McELWEE:  I'm not sure what is happening with Richard but I think the rest of us can hear each other.  So Richard you are dropping in and out.  So I don't know what is happening there. 

   >> RICHARD PETTY:  We may be having a bad Internet day.  I regret that everyone. 

   >> PAULA McELWEE:  Everyone else has kept going and giving all kinds of good information. 

   >> RICHARD PETTY:  Well, good.  I'm glad people have been able to keep going.  I just got a message that says your Internet is unstable.  And I could have told it that before it gave me the message.

    So. 

   >> CHRISTINE MILLS:  I was going to quickly add, Richard, Amber did a great job answering your question.  I know I'm a broken record when it comes to this but I cannot stress it enough know what the state requirements are for the managed care organization.  You want to present yourself in a way that makes you look like you know what you're talking about.  And that your center has something to offer that that managed care organization needs.  So know the contract in the state.  And, again, I'm happy to help you figure out what that is.  And in the different states. 

   >>  RICK FREDERICKSON:  There is a difference with a new procurement.  That is the greatest opportunity as Amber knows.  Either an existing program or the state is moving the LTSS into managed care.  Whether it be a pilot or statewide or whatever.  To engaging at that point is the audience is a much more open.  But in an existing program, which many of you are in, the key is, I think, the way I like to work is invites again at a level.  Sometimes you have to unfortunately start at the community relations and maybe the provider networking folks.  And talking about the leader.  And but the key is to get into the medical management area.

    And that's where a lot of the value and initiatives come from.  And whenever I go in, you know, it's like let them in or trying to build a relationship for instance I'm building one in Florida right now statewide.  But it's being led by medical management.  And so there is not a lot of question.  It's not a political element.  Sometimes you may have a lobbyist or may be working with a legislature and run into the Government relations person with a health plan.  Hey I would like to have you out.  Bring your leadership team and show you all the things I do.  Start having those conversations and let them know, a lot of people don't know what you guys do.  If you go in and say hey I have a program or transition or this and that it may not appeal to the MCO and they may not recognize the value versus disruption in the current processes.  If you are a small CIL talk about what CILs are and what you do the light bulbs will start going off with MCO in those three areas I talked about.  Can you help us with this.  Can you help us with that.

    I ran into a small CIL where we did something on coordinating housing.  With a specific skill set and already had a department and you know, again, to Darryl's point the CIL did not volunteer, hey we already do this as part of our core.  We are volunteering and send over some referrals.  No, it is we can help you guys.  Let's set up a contract.  You don't have to be a Medicaid licensed contractor for a lot of this work.  It's not that.  It's a delegated task about case management.  So there is no requirement there.

    Other things if you open a home care agency, you will do FMS work, something else, then, yes.  Then you would have to go through that certification process.  But you don't need to be a licensed contractor to do this.  So, over. 

   >> RICHARD PETTY:  Great.  And audience, this is a great time.  We are going to up for questions again.  And this is a real opportunity to ask free the most knowledgeable people about contracting around your question.  So this is an I encourage you to take advantage of this opportunity.  And the mic is open.  And we will make your mics open.  And. 

   >> PAULA McELWEE:  Richard, they can either type it in the chat or raise their hand and we will open the mic.  Other one is a good solution. 

   >> RICHARD PETTY:  That is right and thank you Paula. 

   >> PAULA McELWEE:  We want to make sure we can catch everyone's questions. 

   >> AMBER OHAVER:  To give folks direction around Christina and Rick have been excellent what it is you need to know and prepare and know what the state wants.  What the state wants and expects of these health payers and managed care organizations is all laid out in a lovely document called the scope of work.  Which is within the RFP that gets issued for these various health payer contracts.  Be aware they are long and lengthy.  The one in Indiana that was released recently was 267 pages long.  However, it is such a wealth of information in terms of all the various ways and opportunities that centers for independent living can really propose, suggest, recommend or get involved and engaged as subcontractors with the health payers based on what is within the scope of work document around the state's expectations.  So just pointing folks to what to look for and where to find stuff within ‑‑ an existing program like you want to look at the contract which should also have the scope of work too.  So, yeah. 

   >> PAULA McELWEE:  And the things showing up in the chat right now are not actually questions at this point.  They are answers to Darryl's question in the chat of who is doing contracting now.  So here are some of those answers while we are waiting for the questions to pop in.  They include that the ‑‑ Megan says that the Dale Macintosh center have home modifications, transitions and housing.  Those are some that we hear a lot because it's such an oh, and housing navigation and sustainability, I did not finish the sentence.  Sorry.  And Janetta says they have contractors for NCO and pass and nursing home transition.  And Janetta Green also, she says nursing home transition explains it.

Alexa says they have a contract to provide housing navigation, deposits, tendency and sustainability.  And we have Wini who has a question. 

   >>  Thank you.  I'm from the Metro west center for independent living in Massachusetts.  I think I come with a question of what comes first the chicken of the egg.  So we actually do have an MCO contract with one of the entities in Massachusetts.  We have been approached by another one.  But I feel that how do you manage the timing between okay you sign this contract but you don't have staffing at this point to provide the services and you don't want to commit to staffing before you have a contract and now you have a contract and they are wanting to give you members to provide services to while you're trying to find adequate levels of staffing to provide the services. 

   >> RICHARD PETTY:  Great question. 

   >> AMBER OHAVER:  If I could say build a buffer and transition period phase in your contract so you get time to bring in, train and get your newer staff members or the newer folks you are bringing in right during that timeframe, right, up to speed and ready to go when the MCO starts just sending members your way.  But Christina probably has lots of other suggestions too. 

   >> CHRISTINE MILLS:  That is great.  I would say don't sell yourself short.

That is realistic and need a ramp up period and has to be part of the plan and give yourself the time that is needed and part of negotiating the contract and make sure you set up your program to be successful. 

   >> Would you use other funding streams to advertise, interview, hire, train this person during that interim period?

   >> CHRISTINE MILLS:  Ramp up period of my contract literally writing it into the scope of work I would make sure I allocate some marketing and advertising dollars into that.  It's going to be not as much as obviously the rest of the contract.  But you need money to do that. 

   >> RICK FREDERICKSON:  The problem is the funding stream.  This one I just did we prefunded a month of salary for that person in the contract.  That is the big issue to the point of Massachusetts individual.  So right on.  Also you know, we did one that had a performance fee at the end.  Then we just front loaded that in the first year.  To pay for that time period before the referral started coming in.  And the problem is you over staff.  You got to build it as you go along.  You don't know how many referrals you will get from MCO.  So one has the guaranteed referral base.  It's a statewide relationship in a particular state.  But it guarantees a certain level of payment.  It's a case rate agreement and guarantees a certain level so you always know you have enough to cover your salary.  Then you grow from there.  So you never add staff expecting a hundred referrals and you get 50.  You just ate a bunch of money.  And you contractualized it.  And I will call it a sponsorship contribution of some sort to help build capacity in a necessary service.  A lot of them, us including, will make that investment in that staff.  You got that to your point, there is a time period there.  With money.  Geez. 

   >> Thank you so very much. 

   >> AMBER OHAVER:  I would just say centers for independent living don't be afraid to ask for what you need.  Ask for what you need.  Odds are because they need to be successful, they need you to be successful.  And if you're asking what you need and they, you know, are willing to provide that, most likely because they want you to be successful, both health payer and you in the end are going to achieve what needs to happen together.  So just don't be afraid to make the ask.  I know for us we are so uncomfortable and so conditioned to like just as Darrell mentioned earlier settle for crumbs.  That time is over.  Stuff is changing.  So be bold.  Be brave.  Ask for what you need because you deserve to have that.  Our peers deserve to have that.  

   >> PAULA McELWEE:  Including I heard prefunding. 

   >> AMBER OHAVER:  Front loading the contract, that's right.  And Rick said sponsorship, the sponsorship idea. 

   >> PAULA McELWEE:  Darrell, you are not on mute.  Okay go ahead. 

   >> RICHARD PETTY:  Is he done?

   >> PAULA McELWEE:  He is taken care of now. 

   >> RICHARD PETTY:  Okay. 

We are still open for other questions.  From the audience.  

   >> PAULA McELWEE:  It was said sometimes the contractor sees what the CIL is doing and just refers to them.  And the CILs do the work like they usually would.  And wants to know how do we move from referrals to a fee for service by contract?

How do we make that transition?

Anybody?

   >> AMBER OHAVER:  Make the ask and provide the justification as to why.  CILs are grossly under funded.  We get money.  But we are under funded. 

   >> PAULA McELWEE:  We cannot serve all we could without your help. 

   >> AMBER OHAVER:  Correct.  And it's a partnership.  Again, health payers need to be successful.  And one way they can be successful is to partner with CILs and help them be successful in serving consumers.  And if that means providing services and supports on a referral basis, you deserve to get paid for that labor that you're doing.  Otherwise I'm not saying that health payers do this and this is their intention, the word exploitation comes to mind.  And I don't think any of us obviously want to be in that kind of situation and experience.  But, you know, it does happen to people with disabilities a lot.  It has happened to us for years.  We are expected for free and volunteer time and labor and energy.  And, again, just ask for what you need.  Because that is a very valid, valid thing. 

   >> RICHARD PETTY:  And panel members and audience, Sharon Finney just reminded us by now fewer than 15 minutes that we can continue.  And some of this, some of the points coming up, will ‑‑ we won't cover fully today.  Operating under contracts, there are lots of ins and outs like are you getting paid?

Getting paid in a timely way?

Are your relationships working well?

With the contractors who are paying you?

Do you have the certifications that you need?

What certifications do you need?

And we are also going to discuss a role for SILCs.  It's a very important role for SILCs.  We are really pleased that Amber OHaver is here to help us unpack that.

    And also under operating with contracts we will probably talk about networks.  Where groups of organizations go together and form a network.  Operate from an hub arrangement in communities which is now also common.  And networks can be statewide.  Networks can be region wide.  I understand there may be even some networks that kind of cross state borders.

   >> PAULA McELWEE:  There is a question in the chat if I could. 

   >> RICHARD PETTY:  Please. 

   >> PAULA McELWEE:  That is I hear the term CEO a lot what is an MCO?

   >> RICHARD PETTY:  What is a managed care organization. 

   >> PAULA McELWEE:  There you go. 

   >> RICHARD PETTY:  Panel. 

   >> AMBER OHAVER:  Managed care organization is basically private insurance company like Anthem or healthcare or Molina and Centene and Rick you may be able to talk a little about the Centene structure because it does things differently compared to most of the other managed care organizations out there as far as how you partner with a local entity or a state entity so that would be interesting for folks to hear.  Last comment sometimes MCOs are referred to MCE or managed care entities and are typically the health payers we are talking about today.

But I also envision that sometimes depending on the situation or how things are set up can be other entities or just like subcontractors of these MCOs and contractors that are out there.  Like the AAA and other types of entities, right, that you know, may be subcontracting with you to help support them and provide services for the contract they have with the health payer. 

   >> RICHARD PETTY:  And correct me if I'm wrong, isn't managed care at the core a per member, per period, meaning per month, for example, per month, per month payment?

That is paid for that individual.  And the managed care entity like Centene or Elevance will receive that payment and provide needed services based on that one payment.  And there is certainly risk involved for the organization.  And cost control is important.  And those are probably parts of managed care.

   >> RICK FREDERICKSON:  There is no limit and it's not all we are spending. 

   >> RICHARD PETTY:  Right good point, thank you. 

   >> RICK FREDERICKSON:  I think that is an interesting thing.  Some of the folks' states there are different entities.  Provider led entities.  North Carolina, Oklahoma.  They call them PLEs.  We are seeing a lot of that.  Those may be hospital systems.  Often in our case it's often for us that are joint ventured with a particular Centene health plan.  There is no Centene health plan.  They are all made for the local entities in the individuals states.  We are the overriding parent.  I work for corporate.

    So, you know, and I think there is great opportunity as we have this discussion to go beyond.  Just Medicaid.  Huge opportunities in the Medicare space.  A lot of the Medicare participants, which are, you know, us and Elevance and on a call with anthem and united and all others have Medicare products also where it's not a state contract, it's a Federal contract but the states are often involved with people that have both Medicaid and Medicare, which is a great, a large segment of the population.  So there is opportunities as you get into the weeds with a lot of the Medicaid managed care organizations whose opportunities there is on the Medicare side in a very real and large way. 

   >> AMBER OHAVER:  I just learned about that Rick earlier this week.  Right now self direction is currently hosting the on line national conference and I attended one of their sessions on Tuesday.  And it was all about how Medicare supplement plans can folks can utilize self direction to give access to long‑term services, supports and home community based services which blew my mind with Medicare. 

   >> RICK FREDERICKSON:  I think Elevance is sponsoring.  I have been involved with them for just years.  I'm glad people are attending and getting something out of the virtual.  We kept it as a virtual conference this year.  So happy to have that feedback. 

   >> AMBER OHAVER:  It was awesome.  Some of the best news I received in a long time.  So it was phenomenal.  So I was blown away. 

   >> PAULA McELWEE:  We have to figure out how to do that one too. 

   >> AMBER OHAVER:  Yes. 

   >> PAULA McELWEE:  There are a couple other things in the chat and point out that Christina left you her contact information.  So you will find that in the chat.

    And you will also find a question from Amy who says we are located in Texas.  Does anybody know if Medicaid waiver services are funneled through MCOs in Texas?

   >> RICK FREDERICKSON:  In a big way. 

   >> PAULA McELWEE:  All right there you go, Amy.

   >> RICK FREDERICKSON:  The star plus program HSSC, the star plus program.  It's rather robust and statewide.  Procurement just ended for that.  So you know we are large there.  I think you guys are there aren't you Christine?

   >> CHRISTINE MILLS:  Yes. 

   >> RICK FREDERICKSON:  Most MCOs are there.  The state is pretty prescriptive and robust opportunities there and I think most are doing some work.  I do work with Bob Kapka in Austin.  But there are others there.  So if Christina left her contact, I think that is a good way to get information.  Or I'm willing to provide my contact information there too.  So Texas is big managed care. 

   >> CHRISTINE MILLS:  To that point, Rick, I think it's important to share every state is different in terms of how many managed care organizations are in that state.  And that like Rick is saying you know depending on the state you can have many managed care organizations or the state could say we only offer three contracts.  So another piece of information that is important to know because you want to make sure you are reaching out to an organization that is in that state and has a presence.

    And Richard earlier was talking about hub models.  Some discussions with centers has been around the administrative burden in the billing of and invoicing managed care organizations when you are in contract.  I recently put on my Twitter page that well sky which is a data IT company that works with a lot of community based organizations and medical industry across the country.  They are doing a webinar.  They do a variety of really good webinars on different helpful capacity building topics.  They have one coming up, on developing care hubs.  And although the language is not necessarily the greatest in terms of what we would want to call it in IL, I think it's a good opportunity to look at ways that care hubs are structuring themselves so that maybe one entity or two entities have the administrative burden while the rest are providing services.  But looking at the different options that exist. 

   >> RICK FREDERICKSON:  One last thing I would like to say about the care hubs I would like to add.  We had inquiries from ACL specifically and CMS somewhat more limited.  But you know, in the past they would we would have contact with them because of our work with the AAAs.  But this was specific to CILs.  And I let NICIL and Theo the new exec and others there and brought the question we want to help.  Well, okay then.  Here is how you can help, you go tell the states to tell MCOs.  All it takes is a conversation.  It does not have to be forced.  We would really like for you to engage with the CILs.  We think it's good for our consumers and you really need to do that.  And that would be a great message from ACL coming on down and are very interested and very engaged.  And they have those grants they put out on the community hubs.  And it's spotty with the engagement of the CILs.  But they would like to see it more robust in terms of, you know, whoever is the lead on this community hubs and takes the grant money that they actually funnel some back out to the CILs.  So there is a opportunity there Richard and rely on NICIL and more pressure out of ACL and CMS then we with are over the first hub which is everybody asking how do I get started, how do I make contact.  And to Amber's point if it's there and mentioned and it's encouraged you don't have to make contact.  They will all come to you.  Then we get into the real meat of a lot of how the services look and how can we fund it and all those sorts of things.  There is heightened attention from the administration from MCO contracting with CILs which is good news. 

   >> RICHARD PETTY:  Panel, you could have not ‑‑ you could not have been better.  You have done everything we hoped and more.  And we are going to be asking you to do it again and more of it.  In two weeks on the 31st of March, same time, it's Friday afternoon, beginning at 3:00 p.m.  And members of our audience we hope you will return because we are going to get into new areas.  We will have some review of some of the things that we've already covered because there are still more things to cover there.  We have lots more to talk about.  About operating contracts.  About the role of SILCs.  And about so much more.

    So we are really pleased that you were with us today.  And Sharon is about to ring the bell for us because we do have limited time that's available for us today.  So panel thank you all.  Paula, cohost, thank you.  Sharon Finney and Rozio, other ILRU folks thank you.  And those who have been our guests today, thank you for joining us.  And we look forward to returning together two weeks from today, 31st of March, 3:00 p.m., Friday afternoon.  Everyone have a good weekend.  Be safe.  And enjoy the rest of your St. Patrick's Day.  Good evening and be well.
    (Meeting concludes)
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