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MACPAC JUNE REPORT TO CONGRESS ADDRESSES 
ROLE OF MANAGED CARE IN LTSS 
This week, our In Focus comes from Senior Consultant Rachel Patterson, who 
provides an overview of Chapter 3 of the Medicaid and CHIP Payment and 
Access Commission (MACPAC) June 2018 Report to Congress on Medicaid 
and CHIP, which examines the growing role of managed care in long-term 
services and supports (LTSS).  Chapter 3 includes research conducted by teams 
including HMA Principals Sarah Barth and Karen Brodsky regarding network 
adequacy for home and community-based service (HCBS) and Principals Sarah 
Barth, and Sharon Lewis and Senior Consultant Rachel Patterson regarding 
enrollment of people with intellectual and developmental disabilities (ID/DD) 
into MLTSS. 
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MACPAC has undertaken a series of activities to better understand LTSS and 
managed long-term services and supports (MLTSS), including research on 
state adoption, goals, federal regulations, implementation, operation, 
outcomes, and emerging trends – as well as issues MACPAC will continue to 
monitor related to MLTSS. 

MLTSS PENETRATION GROWS 

Medicaid is the largest payer of LTSS programs, MACPAC notes, and the use 
of MLTSS by Medicaid has grown substantially in recent years. In 2004, only 
eight states had MLTSS programs; by January 2018 that number had grown to 
24. Furthermore, the scope of MLTSS continues to expand, with eight states 
now offering MLTSS programs to individuals with intellectual and 
developmental disabilities (ID/DD). Many states also operate multiple 
programs; as of January 2018, 24 states had 41 different MLTSS programs. 
About 1.8 million people are enrolled in an MLTSS program.  

 
States typically turn to MLTSS for four primary reasons, MACPAC says: 

1. Rebalancing of LTSS spending, i.e., increasing the amount of funds 
going to home and community-based services (HCBS) instead of 
institutional care; 

2. Care coordination and quality; 
3. Reductions of HCBS waiting lists and improved access to care; 
4. Budget predictability and cost control 
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MLTSS OPERATIONAL ISSUES 

But whether LTSS is delivered through MLTSS or fee-for-service, MACPAC 
finds, the “programs face common challenges.” MACPAC notes, for example, 
that the number of individuals on HCBS waiting lists nationally topped 
656,000 in 2016, adding that there is high turnover and shortages among direct 
support workers.  

Initial implementation, procurement, and contracting periods are critical for 
beneficiaries, MACPAC says, because of the danger of care disruptions.  
Engagement of beneficiaries, advocates, and providers also plays a key role in 
successful transitions to MLTSS, MACPAC says, as does adequate training to 
address the shift providers must make from fee-for-service to managed care 
payments and contracting. 

Research conducted by HMA on behalf of MACPAC found that every MLTSS 
program studied had existing HCBS network adequacy standards in place, 
including the following:  

• Continuity of care standards beyond federal time requirements;  
• Time and distance metrics;  
• Criteria defining a minimum number of providers by type or the reporting 

of the number of HCBS providers by geography;  
• Reporting requirements for gaps in service; 
• Any willing provider provisions;  
• Provider payment rates equal to at least Medicaid fee-for-service rates;  
• Single case agreement provisions 

These standards are evolving as states gain experience with MLTSS. For 
example, stakeholders expressed a preference for the gaps in service standard, 
which requires reporting and/or tracking of missed HCBS visits and gaps or 
delays from the time of service authorization to service delivery.  
Furthermore, as states figure out what’s working in term of network adequacy 
requirements, they are using the reprocurement process to implement changes, 
MACPAC says. 

THE FUTURE OF MLTSS 

MLTSS is expected to continue to evolve, MACPAC notes, as existing 
programs mature and as more states transition to MLTSS.   

Areas to watch include the growing enrollment of individuals with ID/DD 
into MLTSS, better understanding of how states are aligning MLTSS with dual-
eligible special needs plans (D-SNPs), the adequacy of federal and state 
oversight efforts, and research comparing the cost and quality of MLTSS 
compared to fee-for-service models.  

MACPAC notes, for example, that historically individuals with ID/DD have 
been excluded from MLTSS programs for several reasons, including a lack of 
provider familiarity with MLTSS programs, stakeholder skepticism, and 
challenges in achieving cost savings.  
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But that’s changing as more states consider MLTSS.  Research by HMA 
conducted on behalf of MACPAC finds that the keys to successful program 
rollout includes slow, incremental transitions by region or eligibility group; 
and stakeholder engagement to address community concerns.  

HMA also found that ID/DD-specific provisions in MLTSS contracts “are more 
prevalent for separate programs designed for people with ID/DD than for 
programs that include other populations receiving LTSS.”  Often these 
provisions are tied to underlying policy goals. Tennessee, for example, requires 
case managers to receive training on cultural competency, family supports, 
dignity of risk, transition planning for youth, and other areas.  Other states 
require MLTSS staff to have ID/DD-specific training, have specific stakeholder 
engagement requirements, or include ID/DD specific quality provisions.  

The chapter also explores MLTSS and design characteristics, including the 
managed care authority chosen by the state, contract type (comprehensive or 
LTSS only), covered populations, mandatory or voluntary enrollment, 
geographic reach, inclusion of institutional services, number of participating 
plans, types of plan (for-profit, non-profit, and public entities), payment 
policies, and integration with Medicare benefits. The chapter also goes into 
detail on the federal requirements for MLTSS, including Medicaid authorities 
available and what they allow and federal regulations and guidance on 
MLTSS. 

The MACPAC June Report to Congress is available at: 
https://www.macpac.gov/publication/june-2018-report-to-congress-on-
medicaid-and-chip/ 

https://www.macpac.gov/publication/june-2018-report-to-congress-on-medicaid-and-chip/
https://www.macpac.gov/publication/june-2018-report-to-congress-on-medicaid-and-chip/
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Arizona 
Judge Finds State Corrections Department in Contempt, Orders $1.5 Million 
in Sanctions. AZ Central reported on June 22, 2018, that Arizona District Court 
Judge David Duncan found the state’s Department of Corrections in contempt 
of court for failure to meet the conditions of a 2014 settlement regarding 
inadequate health care in state prisons. Also named were corrections director 
Charles Ryan and medical director Richard Pratt. Duncan ordered nearly $1.5 
million in sanctions for failing to meet necessary standards. Corizon Health 
manages health care for the state corrections system. Read More 

California 
California Budget Raises Rates for Medicaid Doctors, Dentists. The 
Washington Post reported on June 27, 2018, that California Governor Jerry 
Brown signed a $139 billion budget for fiscal 2019, increasing payment rates to 
Medicaid doctors and dentists in the state’s Medi-Cal program. Read More The 
budget also allocates additional funding to hepatitis C treatment, according to 
the Sacramento Bee. 

California Nixes Plans to Provide Medicaid to Undocumented Immigrants, 
Expand Exchange Subsidies. California Healthline reported on June 26, 2018, 
that California has nixed proposed legislation that would have provided 
Medicaid coverage to undocumented adult immigrants. The measure, along 
with a proposal to provide state subsidies for Exchange coverage, was cut from 
the state’s fiscal 2019 budget. Undocumented children can already qualify for 
Medicaid if their parents are eligible. The measure would have impacted more 
than half of California’s uninsured. Read More 

Florida 
Florida to Award Children’s Medical Services Contract to WellCare. 
News4Jax reported on June 27, 2018, that the Florida Department of Health 
announced it would award its Children’s Medical Services contract to 
WellCare/Staywell Health Plan. The contract, which covers medically frail 
children, would be effective January 2019. Incumbents Centene/Sunshine State 
Health Plans and the South Florida Community Care Network have until 
Friday to challenge the award. Read More 

https://www.azcentral.com/story/news/local/arizona/2018/06/22/az-corrections-contempt-charles-ryan-corizon/727335002/
https://www.washingtonpost.com/national/brown-takes-victory-lap-as-he-signs-california-budget/2018/06/27/59aa0a72-79d0-11e8-ac4e-421ef7165923_story.html
https://www.sacbee.com/news/local/health-and-medicine/article213702989.html
https://californiahealthline.org/news/after-setback-proponents-of-universal-coverage-in-calif-look-to-next-governor/
https://www.news4jax.com/news/wellcare-tapped-for-cms-contract
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Florida Decision to Award Molina Contract in Region 8 to Be Challenged By 
Best Care Assurance. WLRN reported on June 25, 2018, that Best Care 
Assurance/Horizon Health Plan intends to challenge Florida’s decision to 
award a comprehensive Medicaid managed care contract to Molina Healthcare 
of Florida in Region 8 of the state. The region includes Sarasota, DeSoto, 
Charlotte, Glades, Lee, Hendry, and Collier counties. Best Care Assurance was 
awarded a contract in April for the same region. Read More 

Illinois 
Illinois Receives Federal Approval of Hospital Assessment Tax. FOX 2 
Now/Associated Press reported on June 21, 2018, that Illinois received federal 
approval for a revamped hospital assessment tax, which will raise billions of 
dollars in federal Medicaid matching funds for the state. Most of the funds will 
go to hospitals in low-income communities serving Medicaid patients. Read 
More 

Illinois Freezes Auto-Assigned Medicaid Enrollment in Harmony Health 
Plan, Cites Inadequate Provider Network. The Chicago Tribune reported on 
June 21, 2018, that Illinois has temporarily frozen the auto-assignment of 
Medicaid managed care members in WellCare subsidiary Harmony Health 
Plan, citing an inadequate provider network. The Illinois Department of 
Healthcare and Family Services may fine the company $20,000 to $50,000 for 
violating contract terms. The insurer has an estimated 260,000 Medicaid 
members in the state. In April, the state also blocked enrollment in Blue Cross 
Blue Shield of Illinois due to similar concerns. Read More 

Iowa 
Medicaid Director Explains Increase in Managed Care Savings Projections. 
The Des Moines Register reported on June 27, 2018, that a three-fold increase in 
projected savings from Iowa’s transition to Medicaid managed care is largely 
attributable to the state’s shift to calculating the impact of the entire program, 
rather than attempting to isolate the impact of various individual variables, 
according to Medicaid director Mike Randol. Official state estimates of 
potential savings have varied from $232 million initially to $42 million last fall 
to the current projection of $140.9 million after Randol was appointed. Read 
More 

Kansas 
Kansas to Face Protest from Amerigroup Over KanCare Awards. The Kansas 
City Star reported on June 25, 2018, that Amerigroup will protest the recent 
KanCare 2.0 Medicaid managed care awards, in which Kansas decided to 
award contracts to Centene/Sunflower State Health Plan, United Healthcare, 
and Aetna. Amerigroup, which is an incumbent, currently provides care to 
more than 127,000 KanCare recipients. Read More 

http://wlrn.org/post/medicaid-contract-challenged-southwest-florida
http://fox2now.com/2018/06/21/illinois-medicaid-hospital-funding-plan-gets-federal-ok/
http://fox2now.com/2018/06/21/illinois-medicaid-hospital-funding-plan-gets-federal-ok/
http://www.chicagotribune.com/business/ct-biz-illinois-sanctions-harmony-health-0623-biz-20180621-story.html
https://www.desmoinesregister.com/story/news/politics/2018/06/26/iowa-medicaid-privatization-managed-care-mike-randol-savings-estimates-amerigroup-unitedhealthcare/727172002/
https://www.desmoinesregister.com/story/news/politics/2018/06/26/iowa-medicaid-privatization-managed-care-mike-randol-savings-estimates-amerigroup-unitedhealthcare/727172002/
https://www.kansascity.com/news/business/health-care/article213788084.html
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Kansas Awards Medicaid Managed Care Contracts. The Kansas Department 
of Health and Environment announced on June 22, 2018, that it has awarded 
contracts for its KanCare 2.0 Medicaid managed care program to Aetna, 
Centene/Sunflower State Health Plan, and UnitedHealthcare. A total of six 
plans bid for the contracts – Aetna, Amerigroup (incumbent), AmeriHealth 
Caritas, Sunflower (incumbent), United (incumbent), and WellCare. 
Amerigroup members will need to select a new plan during open enrollment 
in October. Current contracts will expire December 31, 2018. The procurement 
was originally halted in January 2018 amid cost concerns. KanCare served 
about 390,000 members as of February 2018. Read More 

Maine 
Supreme Court Gives LePage Administration Until July 18 to File Medicaid 
Expansion Plan. US News/Associated Press reported on June 21, 2018, that the 
Maine Supreme Judicial Court is giving the administration of Governor Paul 
LePage until July 18 to file a plan to implement Medicaid expansion. The court 
will also hear oral arguments on LePage’s latest motion to block expansion, 
which was approved by voters in a ballot measure. Read More 

Maine Legislature Approves Funding for Medicaid Expansion. The Portland 
Press Herald reported on June 20, 2018, that the Maine Legislature has 
approved $60 million in state funding to implement Medicaid expansion. The 
funding is comprised of $31 million in surplus funds and up to $23.5 million in 
tobacco settlement funds. Maine voters approved Medicaid expansion in a 
ballot measure; however, Governor Paul LePage has repeatedly opposed 
implementation. Read More 

Michigan 
Governor Signs Medicaid Work Requirements Bill. The Hill reported on June 
22, 2018, that Michigan Governor Rick Snyder signed the state’s Medicaid 
work requirements bill. The bill requires Medicaid expansion beneficiaries 
aged 18 to 64 to have 80 hours of work, school, job training, internship, 
substance abuse treatment, or community service monthly. If approved by 
federal officials, Michigan will become the fifth state to add work 
requirements. Read More 

https://khap2.kdhe.state.ks.us/NewsRelease/PDFs/MCO%20RFP%20news%20release%206.18.pdf
https://www.usnews.com/news/best-states/maine/articles/2018-06-21/court-gives-maine-more-time-to-file-medicaid-plan
https://www.pressherald.com/2018/06/20/bill-to-fund-medicaid-expansion-in-maine-amended-to-use-tobacco-settlement-funds/
https://hmais.healthmanagement.com/michigan/mi-medicaid-work-requirement-bill-includes-provision-that-could-end-expansion/
http://thehill.com/policy/healthcare/393712-michigan-governor-signs-controversial-medicaid-work-requirement-bill
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New Jersey 
HMA Roundup – Karen Brodsky (Email Karen) 
New Jersey Releases January 2019 Amendments to Medicaid MCO Contract. 
New Jersey’s Department of Human Services, Division of Medical Assistance 
and Health Services (DMAHS) has released the January 2018 amendments to 
the Medicaid MCO contract. HMA compared the latest contract with the 
previous version from July 2017 and identified the following major changes: 

1. The contract now defines and acknowledges the role of caregivers in 
MLTSS. 

2. Several provisions clarify the scope of mental health parity and substance 
use disorder equity benefits for Medicaid, CHIP and Alternative Benefit 
Plan members 

3. Updates the description of Transportation services 
4. Updates HEDIS reporting set measures 
5. Adds an extensive annual MCO Drug Utilization Review reporting 

requirement 
6. Makes numerous changes to the MLTSS Behavioral Health Services 

Dictionary 
7. Provides updates to the MLTSS Capitation Rates 

A complete set of contract revisions can be found here. 

Legislature Passes FY 2019 Budget Bill. NJ Spotlight reported on June 21, 2018, 
that the New Jersey Legislature passed a fiscal year 2019 budget bill for the 
Governor’s signature. However, Governor Murphy disagrees with the bill’s 
methods for raising new revenue to support the budget. Murphy maintains 
that legislators are perpetuating Christie-era “gimmicks and games” to raise 
revenue and seeks a budget plan that relies on long-term funding tactics. Read 
More 

New Jersey Legislation Proposes Medicaid Establish Value-based Payment 
Incentive System for Home Health Agencies, Health Care Service Firms. On 
June 21, 2018, New Jersey Senator Troy Singleton (D-Burlington) introduced a 
bill to establish an incentive-based value payment (VBP) system to measure 
improved performance outcomes for Fully Integrated Dual Eligible Special 
Needs Plan (FIDE SNP) enrollees. This would rank participating home health 
agencies and health care service firms based on how they meet performance 
targets and realize improvements in the following “Outcome and Assessment 
Information Set:” 

1. Incidence of acute care hospitalization, including preventable hospital 
admissions and readmissions 

2. Incidence of emergent care 
3. Patient bathing 
4. Patient ambulation or locomotion 
5. Patient transfers, including discharge planning during hospitalization and 

maintaining continuity of care 
6. Collaboration between primary care providers and other health care 

providers 
7. Management of medications, including reconciliation of medications 

throughout the continuum of care 
8. Status of surgical wounds, and 
9. Incidence of adverse events. 

mailto:kbrodsky@healthmanagement.com
http://www.state.nj.us/humanservices/dmahs/info/resources/care/hmo-contract.pdf
http://www.njspotlight.com/stories/18/06/22/push-comes-to-shove-legislature-sends-its-2019-spending-bill-to-murphy/
http://www.njspotlight.com/stories/18/06/22/push-comes-to-shove-legislature-sends-its-2019-spending-bill-to-murphy/
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Home health and health care service providers would be required to establish 
a plan of care for patients and for coordinating their continuum of services, 
collaborate with hospitals and other providers, establish standards, 
requirements and programs to educate patients, families and caregivers about 
their plans of care and unique goals. 

Medicaid managed care organizations would administer the VBP system and 
distribute incentive payments to the providers, which would be funded by a 
$10 million initial budget less administrative costs to the Division of Medical 
Assistance and Health Services (DMAHS). 

In addition, DMAHS would receive recommendations concerning regulations 
from a new advisory board of the Department of Human Services. The Home 
Health Services Incentive-Based Value Payment System Advisory Board 
would include eight public members with the following representation: 

• home care agency providing private duty nursing 
• home care agency providing personal care assistance 
• the Home Care and Hospice Association of New Jersey 
• finance professional with a background in home care administration 
• registered nurse who provides long-term home health care services 
• certified homemaker-home health aide 
• Medicaid managed care organization 
• Rutgers Center for State Health Policy 

The bill, S2761, has been referred to the Senate Health, Human Services and 
Senior Citizens Committee. A copy of the bill as introduced can be found here 

Governor Murphy Reverses Government Reorganization of Mental Health 
Division. NJ Spotlight reported on June 21, 2018, that eight months after the 
controversial relocation of the New Jersey Division of Mental Health and 
Addiction Services (DMHAS) from the Department of Human Services (DHS) 
to the Department of Health (DOH), it will return to DHS. DOH will continue 
to control the state’s psychiatric hospitals. Read More 

New Jersey Budget Negotiations Include Pay Increase for Direct-Support 
Professionals. NJ Spotlight reported on June 14, 2018, that the New Jersey 
Senate President Sweeney is advocating for increases to hourly wages for 
direct-support professionals (DSP), providers who deliver daily care to New 
Jersey residents with intellectual or developmental disabilities (ID/DD). There 
are about 22,000 residents with ID/DD and 25,000 DSPs with a 44 percent 
turnover rate and 20 percent job vacancy. DSP wages average $11.36 an hour 
and the lawmakers aim to increase their pay to about $16 an hour over five 
years. Read More 

http://www.njleg.state.nj.us/2018/Bills/S3000/2761_I1.PDF
http://www.njspotlight.com/stories/18/06/20/murphy-to-undo-contentious-christie-makeover-of-mental-health-addiction-services/
http://www.njspotlight.com/stories/18/06/13/lawmakers-looking-to-find-more-dollars-for-direct-caregivers/
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New York 
HMA Roundup – Denise Soffel (Email Denise) 
Nurse Staffing Mandate Fails in Legislature; Governor Voices Support. The 
New York State Nurses Association has supported legislation that would 
establish mandatory nurse staffing levels in hospitals and nursing homes. The 
measure, known as the Safe Staffing for Quality Care Act, has been introduced 
every legislative session since 2009. The Act has passed in the Assembly but 
not in the Senate. After the close of the 2018 legislative session Governor 
Andrew Cuomo issued a statement in support of the act. He said that he 
would introduce legislation next session that would allow the Department of 
Health to set safe staffing levels by regulation as legislative solutions have not 
been forthcoming. He went on to say that in the meantime he will have the 
Department of Labor vigorously enforce workplace protections such as nurses 
being forced to work additional hours and work without additional 
compensation. The Greater New York Hospital Association remains opposed 
to the legislation. Read More 

New York to Prohibit Short-Term Health Insurance Plans. In response to a 
proposed rule issued by the federal government, the New York Department of 
Financial Services (DFS) issued a statement indicating that short-term health 
insurance plans will be prohibited in New York. The proposed rule would 
expand the policy term for short-term health insurance plans offered in the 
individual market from the current three months to 364 days. Short-term 
insurance plans are not subject to requirements mandated by the Affordable 
Care Act. The communication from DFS indicates that all health insurance 
policies issued in New York must be comprehensive and provide all essential 
health benefits. New York law establishes these requirements and they cannot 
be circumvented through the issuance of a short-term plan. Read More 

New York DOH Presented Information on Delivery System Reform 
Incentive Payment Program Performance. The New York Department of 
Health convened a meeting of the Project Approval and Oversight Panel 
(PAOP) to present information on the performance of the 25 Performing 
Provider Systems (PPSs) participating in the state’s Delivery System Reform 
Incentive Payment program (DSRIP). The DSRIP program requirements 
approved by CMS required New York to convene a stakeholder panel to 
review DSRIP applications. The state subsequently extended the work of the 
panel to serve as an independent oversight body. The DSRIP program 
established statewide milestones that are tied to incentive payments. Should 
these performance metrics not be met statewide, all PPSs would receive a 
financial penalty. The first statewide test occurred at the end of year 3 of the 
program; this is the first time the state has been evaluated against these 
milestones. Statewide penalties grow over time; for the current year $76 
million was at risk (five percent of funds); by year 5, it will be $185 million (20 
percent of funds). 

mailto:dsoffel@healthmanagement.com
https://www.governor.ny.gov/news/statement-governor-andrew-m-cuomo-190
https://www.dfs.ny.gov/insurance/circltr/2018/cl2018_07.pdf
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The Terms and Conditions define four statewide accountability milestones: 

• Statewide metrics performance – across 18 performance metrics, more are 
improving than are worsening; 

• Success of DSRIP projects statewide – looking at pay for performance 
measures on all DSRIP projects across all 25 PPSs, more have achieved an 
award than not; 

• Total Medicaid spending – growth in total Medicaid spending is at or 
below the target trend rate; and growth in statewide spending on inpatient 
and emergency department spending is at or below the target trend rate; 

• Value-Based Payment – VBP goals as defined in the VBP roadmap are 
being met (for year 3 – 10 percent of all managed care expenditures are in 
at least a level one (upside-only) VBP arrangement). 

The Department of Health reported that the state achieved all four milestones 
for year 3. When looking at pay for performance measures, 27 out of 32 
measures demonstrated improvement between year 2 and 3. All the avoidable 
hospital use metrics showed improvement: avoidable readmissions declined 
by 15.2 percent, avoidable ED visits declined by 14.3 percent, and avoidable 
ED admissions for persons with a behavioral health diagnosis declined 14.9 
percent. Of the five metrics that showed no improvement between years 2 and 
3, three were virtually flat while two showed slight declines (HIV/AIDS 
Comprehensive Care – engaged in care, down 3.0 percent, and Adult Access to 
Preventive or Ambulatory Care, down 1.2 percent). 

The presentation includes charts demonstrating the performance of each of the 
PPSs over three years on a number of dimensions. For potentially preventable 
readmissions, 19 of 25 PPSs demonstrated improvement, with 13 meeting the 
improvement target. For potentially preventable ED visits, 20 PPSs 
demonstrated improvement, with 11 meeting the target. For potentially 
preventable ED visits for persons with a behavioral health diagnosis, 18 PPSs 
showed improvement, with 12 meeting the target. PPSs that are under-
performing are given special attention and more regular contact with 
department staff, particularly around population health management data 
support. It was noted that the challenge seems to be one of connectivity 
between hospitals and community-based partners. PPSs with better 
partnerships demonstrate better performance. 

For slides from the presentation click here. 

For a recording of the webcast click here. 

New York to Try to Recover $426 Million in Medicaid Drug Rebates Related 
to HARP. The Albany Times Union reported on June 22, 2018, that New York 
will try to recover $426 million in Medicaid drug rebates it had failed to bill for 
between October 1, 2015, and December 31, 2017, under the state’s Health and 
Recovery Plans (HARP) program. The New York Health Department has since 
updated its procedures to bill for HARP rebates. Read More 

https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/paop/meetings/docs/2018-06-19_presentation.pdf
https://totalwebcasting.com/view/?func=VIEW&id=nysdoh&date=2018-06-19&seq=1
https://www.timesunion.com/news/article/Audit-NY-missed-out-on-425M-worth-of-Medicaid-13018151.php
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North Carolina 
Lawmaker Pulls Bill to Study Single-Payer Health Care. The News & 
Observer reported on June 22, 2018, that a bill to study the impact of universal, 
single-payer health care in North Carolina was pulled by its sponsor 
Representative Verla Insko (D-Orange County). The bill had been dormant in 
the House Appropriations Committee since April 2017, with critics raising 
concerns about its cost. Read More 

Ohio 
Ohio Medicaid Pharmacy Benefit Manager Performance Review Results 
Released. The Ohio Governor’s Office for Health Transformation announced 
on June 21, 2018, the results of Ohio Medicaid’s independent third-party 
analysis of Medicaid health plan Pharmacy Benefit Manager (PBM) 
performance. Key findings indicated an 8.8 percent spread between the 
amount PBMs billed Medicaid managed care plans and the amount they paid 
pharmacies. The review also found independent pharmacies were reimbursed 
more that CVS pharmacies for brand and generic drugs. The report indicated 
PBMs have saved Ohio taxpayers at least $145 million annually and there was 
no evidence found of anticompetitive behavior. Read More 

Medicaid Is Stretched Thin by Cost of Treating Opioid Addiction, Audit 
Says. The Columbus Dispatch reported on June 26, 2018, that the cost of treating 
opioid addiction is putting significant financial pressure on the Ohio Medicaid 
program, according to a special report by Ohio Auditor Dave Yost. The cost of 
treating opioid addiction in Ohio was $110 million in 2016, up from just $13 
million in 2010. Some of the increase is a result of Medicaid expansion, the 
report said, with adults newly eligible for coverage being treated for 
addiction. Read More 

Pennsylvania 
HMA Roundup – Julie George (Email Julie) 
Pennsylvania Bulletin Announces Amendments of Consolidated, 
Person/Family Directed Support and Community Living Waivers. 
Pennsylvania’s Department of Human Services made available for public 
review and comment the Office of Developmental Programs’ proposed 
amendments to the Consolidated, Person/Family Directed Support (P/FDS) 
and Community Living waivers. The department proposes to amend the 
Consolidated, P/FDS and Community Living waivers, effective November 1, 
2018, as follows: 

• Aligning eligibility requirements for individuals with autism, service 
definitions and provider qualification requirements 

• Transitioning rates for transportation to the Medical Assistance fee 
• Allowing relatives to provide transportation and adding transportation as 

an available service through Organized Health Care Delivery Systems 

The fiscal impact is $166.382 million for fiscal year 2018-2019 and $183.718 
million for fiscal year 2019-2020. Additional state funding for these 
amendments would be $73.639 million and $81.381 million, respectively. Read 
More 

https://www.newsobserver.com/news/politics-government/state-politics/article213667949.html
http://www.healthtransformation.ohio.gov/LinkClick.aspx?fileticket=jmwWfnedV0M%3d&tabid=193&portalid=0
http://www.dispatch.com/news/20180626/cost-of-opioid-addiction-stretching-medicaid-safety-net/2
mailto:jgeorge@healthmanagement.com
https://www.pabulletin.com/secure/data/vol48/48-25/974.html
https://www.pabulletin.com/secure/data/vol48/48-25/974.html
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Governor Signs 2018-19 Budget Spending Bill. The Morning Call reported on 
June 22, 2018, that Pennsylvania Governor Tom Wolf signed a $32.7 billion 
spending package a week ahead of the June 30 deadline. The budget received 
bi-partisan support, overwhelmingly passed in both the House and Senate. 
The package increases spending through the state’s main operating account by 
2 percent over the current year’s budget of $32 billion. The increase goes 
largely to public schools, social services, pensions and prisons. It also creates a 
$60 million off-budget grant program for school safety. The budget increases 
funding by $5.3 million for community-based family centers, which includes 
$4.5 million to provide home-visiting services for families affected by opioid 
use disorder and $800,000 in increased rates for home-visiting providers. It also 
provides additional investments to assist individuals with intellectual 
disabilities and autism, including $16 million for an additional 965 individuals 
with intellectual disabilities or autism to access waivers that provide supports 
and services enabling individuals to remain in their home and community. The 
General Assembly rejected Wolf’s attempts for a fourth straight year for a 
severance tax on Marcellus Shale natural gas drilling and for municipalities to 
start paying a fee to cover a portion of the state police coverage they receive. 
The new fiscal year begins July 1. Read More  

South Carolina 
Medicaid Work Requirements Proposal Raises Concerns Among Children’s 
Advocates. The Post and Courier reported on June 24, 2018, that children’s 
advocates are concerned with a South Carolina plan to implement Medicaid 
work requirements, requiring adults on Medicaid to work at least 80 hours a 
month with exemptions for caregivers of children or the disabled. Children’s 
advocates from the Center for Children and Families at Georgetown University 
and Appleseed Legal Justice Center have expressed concerns, citing the need 
to address a lack of employment opportunities, transportation, and child care. 
Of the one million Medicaid enrollees in the state, an estimated 180,000 adults 
could be impacted by the work requirements. Read More 

National 
CMS to Increase Oversight of Medicaid Managed Care Plans, States. CQ 
Health reported on June 26, 2018, that the Centers for Medicare & Medicaid 
Services (CMS) announced plans to increase regulatory oversight of Medicaid 
managed care plans and states. The initiatives will include audits of some 
Medicaid plans, including increased scrutiny of claims data and examinations 
of how much funding goes to care versus administration expenses. CMS will 
also audit Medicaid eligibility determinations by states, and may penalize 
states for covering individuals deemed ineligible. Read More 

65 Percent of Voters Say Pre-Existing Conditions Are Top Election Issue, 
Kaiser Poll Finds. The Hill reported on June 27, 2018, that 65 percent of voters 
surveyed said that continued protections for people with pre-existing health 
conditions is a top election issue, according to the Kaiser Family Foundation’s 
latest tracking poll. The majority of respondents also indicated the importance 
of provisions prohibiting insurance companies from denying coverage because 
of a person’s medical history. Kaiser surveyed 1,492 adults for the poll. Read 
More 

http://www.mcall.com/news/nationworld/pennsylvania/mc-nws-pennsylvania-budget-final-votes-20180622-story.html
https://www.postandcourier.com/health/s-c-medicaid-agency-wants-to-add-work-requirements-child/article_4f454fd4-70a6-11e8-a3ec-0339e569160e.html
http://plus.cq.com/doc/5347090?utm_medium=newsletter&utm_source=hbafternoon
http://thehill.com/policy/healthcare/health-reform-implementation/394253-poll-finds-pre-existing-condition-protections?utm_campaign=KHN%3A%20First%20Edition&utm_source=hs_email&utm_medium=email&utm_content=64067048&_hsenc=p2ANqtz-9bCcVlDaDuu1jdAcL-8KZcZYzAprNnLMddtgxNYbzbpb3dwZDWHkS4tB3Xk0zw0tLLSkXP2PEdglxfB0bdj92oUVQnAYiWLNYZTX3BjgHnubuc5Hk&_hsmi=64067048
http://thehill.com/policy/healthcare/health-reform-implementation/394253-poll-finds-pre-existing-condition-protections?utm_campaign=KHN%3A%20First%20Edition&utm_source=hs_email&utm_medium=email&utm_content=64067048&_hsenc=p2ANqtz-9bCcVlDaDuu1jdAcL-8KZcZYzAprNnLMddtgxNYbzbpb3dwZDWHkS4tB3Xk0zw0tLLSkXP2PEdglxfB0bdj92oUVQnAYiWLNYZTX3BjgHnubuc5Hk&_hsmi=64067048
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House Passes Comprehensive Opioid Legislation. The Washington 
Post/Associated Press reported on June 22, 2018, that the U.S. House 
overwhelmingly passed legislation to increase Medicaid coverage of treatment 
for substance abuse disorders, expand the use of medications to treat opioid 
abuse, and encourage the development of alternative pain treatments. The 
Senate will need to approve the legislation before it moves to the 
President. Read More 

Senate Budget Committee Urges HHS to Address $89 Billion in Improper 
Medicaid, Medicare Payments. HealthPayer Intelligence reported on June 25, 
2018, that the U.S. Senate Budget Committee is urging the Department of 
Health and Human Services (HHS) to address $89 billion in improper 
Medicaid and Medicare payments. The lawmakers stated that HHS has not 
acted on recommendations from Comptroller General Gene Dorado to 
improve state-federal collaboration on Medicaid audits and increase Medicaid 
data availability for program oversight. HHS has until July 20, 2018, to respond 
to the Senate Budget Committee’s letter. Read More 

US House Passes Bills to Partially Repeal IMD Exclusion, Reduce Opioid 
Use Privacy. Modern Healthcare reported on June 20, 2018, that the U.S. House 
of Representatives passed legislation to loosen the Institution for Mental 
Diseases (IMD) exclusion, which prohibits the use of Medicaid funds for 
substance abuse treatment in mental and behavioral inpatient settings. 
Another bill would waive enhanced privacy protections for individuals 
addicted to opioids. Read More 

Insurers to Expand ACA Exchange Participation Next Year. The Wall Street 
Journal reported on June 21, 2018, that health insurers are looking to expand 
their participation in the Affordable Care Act (ACA) Exchanges in 2019. 
Centene and Molina will enter or return to states like North Carolina, 
Wisconsin, and Utah, for example. Oscar will enter Arizona, Florida, and 
Michigan, and expand in Ohio, Tennessee, and Texas. Smaller health plans like 
Bright Health in Tennessee, Virginia Premier, and Presbyterian Health Plan in 
New Mexico are also expected to expand their ACA presence. Read More  

CMS Recommends Legislation to Improve Care Coordination for Dual 
Eligibles. Modern Healthcare reported on June 20, 2018, that the Centers for 
Medicare & Medicaid Services (CMS) has submitted a series of legislative 
recommendations to Congress aimed at improving care coordination for dual 
eligibles. Recommendations include permanently adopting retroactive 
Medicare Part D coverage for low-income beneficiaries, streamlining the appeal 
process for denied claims, limiting the ability to change plans via special 
enrollments, and simplifying marketing for dual eligible special needs plans (D-
SNPs). Read More 

https://www.washingtonpost.com/politics/federal_government/house-approves-bill-to-expand-treatment-for-opioid-abuse/2018/06/22/7e735292-7641-11e8-bda1-18e53a448a14_story.html
https://healthpayerintelligence.com/news/senators-stop-89b-in-medicare-medicaid-improper-payments
http://www.modernhealthcare.com/article/20180620/NEWS/180629986
https://www.wsj.com/articles/insurers-to-expand-presence-in-affordable-care-act-marketplaces-despite-uncertainty-1529575200
http://www.modernhealthcare.com/article/20180620/NEWS/180629991
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Texas Finds Xerox Responsible for Approving $1 Billion in Improper 
Medicaid Dental Claims. The Texas Tribune reported on June 22, 2018, that the 
Texas Supreme Court ruled that Xerox was responsible for approving and 
paying $1 billion in unnecessary Medicaid dental claims since 2008. The state, 
dental providers, and Xerox have been in a legal battle to determine who 
should pay back the funds. The Texas Health and Human Services 
Commission had a five-year, $759 million contract with Xerox’s Texas 
Medicaid and Healthcare Partnership, which oversaw the preauthorization of 
Medicaid dental claims. Read More 

 

 

 

 

 

https://www.texastribune.org/2018/06/22/texas-supreme-court-rules-xerox-responsible-false-medicaid-dental-paym/


 

 
PAGE 16 

June 27, 2018 

 

 

 
 

 

RFP CALENDAR 



 

 
PAGE 17 

June 27, 2018 

 
NEW THIS WEEK ON HMA INFORMATION SERVICES (HMAIS): 
Medicaid Data and Updates: 
• Florida Medicaid Managed Care Enrollment is Down 2.7%, Jun-18 Data 
• Indiana Medicaid Managed Care Enrollment is Down 2.0%, May-18 Data 
• Louisiana Medicaid Managed Care Enrollment is Flat, May-18 Data 
• Maryland Medicaid Managed Care Enrollment is Up 1.8%, May-18 Data 
• OH Dual Demo Enrollment is Flat, Jun-18 Data 
• West Virginia Medicaid Managed Care Enrollment is Down 1.6%, Jun-18 

Data 

Public Documents: 
Medicaid RFPs, RFIs, and Contracts: 

• Delaware Diamond State Health Plan Delivery System Transformation 
RFQ, Proposals and Scoring, 2017 

• Virginia MEDALLION 4.0 Managed Care, RFP, Proposals Scoring and 
Negotiation Documents, 2017-2018 

• Kansas KanCare 2.0 Medicaid & CHIP Capitated Managed Care RFP 
Evaluations, 2018 

• Florida Children's Medical Services Managed Care Plan ITN, Rankings, 
and Related Documents, Jun-18 

• Iowa Medicaid Actuarial Services RFP Award, 2018 
• Michigan Pharmacy Benefits Manager Services (PBM) RFP, Jun-18  
• Arkansas Non-Emergency Medical Transportation Services (NET) Draft 

IFB, Jun-18 
• New Jersey FamilyCare MCO Contract, 2016-18 
• New Hampshire Evaluation Plan Designs for Granite Advantage Waiver 

and Substance Use Disorder Waiver RFA, Jun-18 

Medicaid Program Reports and Updates: 
• Illinois Medicare-Medicaid Plan Quality Withhold Analysis Results for 

Demonstration Years 1 and 2, Jun-18 
• California Medicare-Medicaid Plan Quality Withhold Analysis Results for 

Demonstration Years 1 and 2, Jun-18 
• Massachusetts Medicare-Medicaid Plan Quality Withhold Analysis Results 

for Demonstration Years 2 and 3, Jun-18 
• Michigan Medicare-Medicaid Plan Quality Withhold Analysis Results for 

Demonstration Years 1, Jun-18 
• New York Medicaid Managed Care Advisory Review Panel Meeting 

Materials, Jun-18 
• New York FIDA Medicare-Medicaid Plan Quality Withhold Analysis 

Results for Demonstration Years 1, 2, and CY 2016 
• Texas Managed Care: Contract Oversight and Monitoring Presentation, 

Jun-18 
• CMS Medicare-Medicaid Coordination Report to Congress, FY 2017 
• CMS Comprehensive Medicaid Integrity Plan, FY 2014-18 
• CMS Report on Growth of Managed Long-Term Services and Supports 

Programs, 2017 
• GAO Report on Medicaid Improper Payments and Program Integrity 

Risks, Jun-18 

HMA NEWS 
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A subscription to HMA Information Services puts a world of Medicaid 
information at your fingertips, dramatically simplifying market research for 
strategic planning in healthcare services. An HMAIS subscription includes: 

• State-by-state overviews and analysis of latest data for enrollment, market 
share, financial performance, utilization metrics and RFPs 

• Downloadable ready-to-use charts and graphs 
• Excel data packages 
• RFP calendar 

If you’re interested in becoming an HMAIS subscriber, contact Carl Mercurio 
at cmercurio@healthmanagement.com. 

mailto:cmercurio@healthmanagement.com
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Health Management Associates (HMA) is an independent health care research and consulting 
firm, specializing in the fields of health system restructuring, health care program development, 
health economics and finance, program evaluation, and data analysis. HMA is widely regarded 
as a leader in providing technical and analytical services to health care purchasers, payers, and 
providers, with a special concentration on those who address the needs of the medically indigent 
and underserved. Founded in 1985, Health Management Associates has offices in Albany, New 
York; Atlanta, Georgia; Austin, Texas; Boston, Massachusetts; Chicago, Illinois; Columbus, 
Ohio; Costa Mesa, California; Denver, Colorado; Harrisburg, Pennsylvania; Indianapolis, Indiana; 
Lansing, Michigan; New York, New York; Phoenix, Arizona; Portland, Oregon; Raleigh, North 
Carolina; Sacramento and San Francisco, California; Seattle, Washington; Tallahassee, Florida; and 
Washington, DC. 
http://healthmanagement.com/about-us/ 

Among other services, HMA provides generalized information, analysis, and business 
consultation services to investment professionals; however, HMA is not a registered broker- 
dealer or investment adviser firm. HMA does not provide advice as to the value of securities or 
the advisability of investing in, purchasing, or selling particular securities. Research and 
analysis prepared by HMA on behalf of any particular client is independent of and not 
influenced by the interests of other clients. 

http://healthmanagement.com/about-us/
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