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Introduction

This workbook is designed to train a critical mass of leaders who are interested
in transforming Medicaid to create a system that provides better outcomes,
saves money, reduces health disparities, and dramatically improves the health
and wellbeing of individuals.

The Center for Health Transformation has gathered information from across the
country, state by state, on the best Medicaid practices. Our goal is to highlight
which state policies and initiatives are providing quality healthcare to those who
need it, while maintaining reasonable cost. Together with state leaders, we have
collected the best programs and practices for consumer-directed care, quality
care for the elderly or infirm, utilization of health information technology, and
the use of private sector initiatives, all of which improve the quality of care
delivered to Medicaid patients. We also asked state leaders to assess their
Medicaid program at a policy level; they have described transparency initiative
to make cost and quality public, as well as any governmental efforts to combat
waste and abuse.

The states cited on each entry are responsible for the accuracy of their specific
page. The digital workbook will be posted at www.healthtransformation.net and
will feature continual updates to existing entries, as well as new submissions.
We welcome your input and solutions.
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Alaska Medicaid Best Practices

Consumer-directed care demonstration

Alaska Medicaid secured four Home and Community Based Waivers in the 1990s to serve Older Alaskans,
Mentally Retarded/Developmentally Disabled, Children with Complex Medical Conditions, and Adults with
Physical Disabilities. Personal Care was added as a state plan service in 1986. Changes to allow more Personal
Care outside the home and providing for more consumer participation resulted in rapid growth from 1,300 clients
in state fiscal year 2000 to about 3,800 clients in fiscal year 2005. While Alaska has a significant service array
as alternatives to nursing care, hospital, and intermediate care facilities for the mentally retarded, services have
developed to meet immediate needs, with no over-arching infrastructure and with little planning for how all of
these services fit together into a seamless system of care.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

To ensure that Alaska’s systems of care are and remain cost effective, quality options that support the ability of
the elderly and individuals with disabilities to live within their communities in the least restrictive settings
possible, Alaska procured an external contractor to evaluate the long-term care system. The contractor is
reviewing home and community based waiver systems, assisted living homes, personal care attendants, nursing
and pioneer home services, and senior and community grants. A key part of the study is to summarize and
analyze current costs and suggest methodologies and rate-setting structures to incorporate into regulation,
allowing improved fiscal responsibility and service delivery systems. The final report will be completed in
February and will be shared with the state’s policymakers for consideration as we begin to reshape the long-
term care system to meet the state’s long-term care needs.

An additional contract for caseload forecast modeling was secured. The preliminary results of this caseload
modeling show a significant shift from medical assistance for children to seniors due mainly to demographic
shifts. The final results of this study will be presented to the legislature in mid-February. Together, both studies
frame the issue of an approaching long-term care crisis and offer some ideas to the state about how to
reconfigure the current long-term care service array to most efficiently and effectively meet the challenge of
providing affordable and sustainable long-term care services to Alaskans.

We intend to learn from these reports and other states’ experiences about the role consumer-directed services
may play in our future long-term care system and what best practices may assist Alaska in delivering quality,
coordinated, and cost efficient long-term care services over the next 10 to 20 years.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

Alaska Medicaid is joining a multi-state collaboration for the purpose of obtaining high quality evidence to
support benefit design and coverage decisions. States with small populations and budgets do not have the
resources to effectively determine best practices in the rapidly changing health care arena. This collaboration
will hire an operating entity that will provide and staff an information clearinghouse and perform policy/evidence
consultations, perform or contract for systematic reviews of research and technology assessments, and do
systematic reviews of existing evidence. All of this work will allow the participating states to identify, develop,
and implement best practices in areas of health care relevant to their Medicaid programs.

Efforts to combat fraud and abuse

In addition to the required Surveillance Utilization Review System (SURS) reviews and the newly imposed
Payment Error Rate Measurement (PERM) audits beginning in 2007, state law requires additional provider
audits to be done annually by a contractor.
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Changes to make to federal Title XIX to provide better services to Medicaid beneficiaries

States need flexibility to determine the service array they will provide and which citizens they will cover under
Medicaid. Title XIX, as currently written, restricts state’ abilities to serve more of their low income populations.
The current program works for those persons that fit a category of eligibility, while other desperately poor that
don’t fit into a category get nothing. Many states are interested in breaking away from the rigid categories to
implement programs that will provide an affordable service array to more residents in true need. The “amount,
scope, and duration” requirements of the current law preclude this.

Whereas the Centers for Medicare and Medicaid Services (CMS) was generally perceived by states to be a
partner in past years, the last five to six years have seen increased instances of withholding approval on state
plans, denials, delays, and threatened fund deferrals. There is less consistency among the states than ever
before. It would be so much better to administer such an important program in an atmosphere of mutual trust
and cooperation.

Future plans

We plan to use the results of the forecasting and long-term care studies and work with the political process to
configure a long-term care system that will be sustainable and meet the needs of all Alaskans.
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Arizona Medicaid Best Practices

Consumer-directed care demonstration

Developmental Disabilities
To facilitate greater control by consumers over the use of funds for home and community based services,
individuals with developmental disabilities may use a fiscal intermediary. This intermediary functions as the
payroll agent for the consumer, ensuring that appropriate taxes are withheld, including withholdings for social
security, worker’s compensation and unemployment insurance. Use of the fiscal intermediary eventually will
allow families and individuals to manage their personal budget, give control over what services they choose to
purchase and how much of a particular service they may want to purchase. The services include attendant care,
habilitation, individually designed living arrangements, housekeeping and respite.

Elderly / Physical Disabilities
Self Directed Attendant Care (SDAC) is an Arizona initiative that provides a Consumer Directed Care option for
elderly and/or physically disabled ALTCS members receiving Home and Community Based Services (HCBS).
SDAC offers ALTCS members the option to directly hire, and supervise their own attendants, personal care
providers or homemakers without going through an agency. It empowers members to have more control over
their lives, leading to increased satisfaction and improved quality of life. Individuals have the right and the ability
to make decisions about how to best get their needs met. This includes determining who will provide the
services they need and when the services will be provided. This service option will begin implementation on
September 1, 2008. To allow certain SDAC consumers to direct some of their skilled care needs to their SDAC
caregiver, Arizona passed Senate Bill 1329 into law during the 2008 legislative session. Implementation of this
addition to SDAC is expected to occur in early 2009.

Spouse as Paid Caregiver
On October 1, 2007, after AHCCCS received a waiver from the Centers for Medicare and Medicaid Services
(CMS), spouses were allowed to serve as paid caregivers. Using a spouse as a paid caregiver is an attendant
care service option that allows a spouse, who is qualified to provide basic health care services to his/her
husband or wife, to be compensated for providing the attendant care services. Per the CMS waiver, ALTCS
members selecting this option will be limited to 40 hours per week of attendant care or like services (homemaker
and personal care). Allowing married members this service option will assist in reducing the challenges of
ensuring an adequate caregiver workforce so that other ALTCS members can also choose to live at home.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Coordinating care with Medicare Advantage plans
To facilitate coordination of care for dually eligible individuals, eight AHCCCS Medicaid managed care
organizations are designated Medicare Advantage Special Needs Plans. Individuals enrolled with these health
plans are able to obtain all Medicaid and Medicare services, including Medicare Part D services, from a single
health plan. Other AHCCCS Managed Care Organizations (MCOs) are also encouraged to improve care
coordination for dually eligible individuals and/or to develop a formal relationship with a Medicare Advantage
Plan or an MA Special Needs Plan.

Using health information technology

Health Information Exchange
AHCCCS, Arizona’s single Medicaid agency, was awarded a Medicaid Transformation Grant on January 25,
2007 to develop and implement a web-based health information exchange (HIE) utility to give all Medicaid
providers instant access to patients' health information at the point of service. The Federal funds are being used
to support the planning, design, development, testing, implementation, and evaluation of the AHCCCS Health
Information Exchange (HIE).
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Arkansas Medicaid Best Practices

Consumer-directed care demonstration

In 1998, Arkansas was one of three states to pilot a “Cash and Counseling” program sponsored by the Robert
Wood Johnson Foundation and the U.S Department of Health and Human Services. The project, known as
IndependentChoices in Arkansas, was approved as a Medicaid 1115 demonstration. The program concept
allows Medicaid eligible individuals who receive personal care services from an agency to instead choose to
receive a monthly allowance to purchase their personal care service from an individual of their choosing. A State
Medicaid agency-contracted financial intermediary handles the Medicaid billing and payment transactions, so
the IndependentChoices participant does not actually receive cash, but they do make decisions about who
provides their personal care, how much to pay the care giver (within program parameters), and other decisions
about how and when they receive personal care. The IndependentChoices program has been independently
evaluated and the findings show that participants are more satisfied with their services and more likely to receive
the amount of personal care services allowed in their care plan than those who do not self-direct their own care
(see this and other reports at www.cashandcounseling.org/library ). In 2003, IndependentChoices won the
Council of State Governments innovations Award. IndependentChoices is currently limited to 3500 participants.
The operating agency, the Division of Aging and Adult Services (DAAS), and the Medicaid agency, the Division
of Medical Services (DMS), may request to increase the number of participants with the renewal application later
this year depending on the availability of State match for Medicaid funding.

Arkansas is now developing a second consumer-directed program that would apply the “Cash and Counseling”
principles to Medicaid eligible individuals residing in nursing homes who want to return to live in their homes and
communities. Arkansas plans to propose this program to the Centers for Medicare and Medicaid Services (CMS)
in 2006 as a 1915(c) Medicaid waiver piloted in Southwest Arkansas with a few hundred potential participants.

Arkansas also operates the Alternatives for Adults with Physical Disabilities (AAPD) 1915(c) waiver, which
provides for consumer-direction of attendant care and home modifications. This waiver was first approved by
CMS in 1997 and was recently renewed for five more years. During the next five years, AAPD will serve from
1600 to 2200 individuals per year. As with IndependentChoices, a financial intermediary contracted with DMS
handles billing and payment transactions while the waiver participant hires and supervises their care giver and
chooses and supervises the home modification provider.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Arkansas was one of ten recipients of the CMS Systems Transformation Grant in 2005. The goals of Arkansas
grant include the following outcomes or products: 1) individuals receiving the right care at the right time through
a streamlined application process for home and community-based waiver services that shortens the time from
eligibility determination to access from 45+ days to less than five; 2) individuals receiving home and community-
based services rather than institutional care through a triage process; 3) measurable quality improvements
through management reports that accurately document progress and enable key entities to make continuous
system improvements; 4) easier participant access through an integrated information technology; and 5)
improved health, better outcomes, and reduced use of institutional care through a primary care case
management program for dually eligible individuals with chronic illnesses. Arkansas is now in the strategic
planning phase for the grant. The strategic plan must be submitted to CMS by May 1, 2006. The grant period is
five years.

Use of health information technology (electronic health records, e-prescribing, electronic billing, etc) The
Arkansas Medicaid Management Information System (MMIS) supports electronic billing by Medicaid providers.
The MMIS processes the billing and pays claims, including electronic financial transfers. Claim information is
stored in a data warehouse, the Decision Support System, from which scheduled and ad hoc reporting is
created.
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Efforts to combat fraud and abuse

Arkansas is currently using the following procedures to combat fraud. We identify high risk Medicaid programs
and providers. An analysis of those providers whose billing practices fall outside of the norm are scheduled for
an on site review. In addition to this practice we track complaints from the recipient, providers and concerned
citizens alerting the department of fraud and abuse. We investigate all complaints and approximately 80% of
these complaints are scheduled for on site review/investigation. We also use the time line approach to identify
duplicate times and overlapping times of service to combat fraud. Our success rate in using this approach has
been very good. Arkansas’ success rate in combating fraud and abuse has been improving progressively, with
limited technology. We have also asked CMS to join the Medi-Medi program. We were assured that we will be
included during the federal fiscal year 2007-2008. We are also independently exploring the possibility of
purchasing or contracting with an outside contactor to perform data mining tasks to improve our ability to combat
fraud and abuse.

Future plans

We plan to analyze the Deficit Reduction Act provisions regarding Medicaid for flexibility and new ways to plan
and administer our Medicaid program.
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Florida Medicaid Best Practices

Consumer-directed care demonstration

In 2000, Florida, as one of three states participating in the Robert Wood Johnson Foundation’s National Cash
and Counseling Demonstration and Evaluation project, started its “Consumer-Directed Care (CDC)” waiver
program. CDC consumers exchange their current home and community based long-term care services for a
monthly budget. Program enrollees are allowed to “cash out” services on their current care and support plans
and receive a monthly budget allowance to pay for the services and supports they choose. Services may be
provided by non-traditional caregivers such as family members. The consumers’ budgets are equivalent to the
value of the services they received in the Medicaid home and community based service (HCBS) waiver
program. This budget provides the individual with flexibility and choice in managing and directing his/her own
care. Consumers’ allowable purchases can include items and services such as: personal care, homemaking
service, consumable medical and personal care supplies. Consumers eligible for the program include elders,
adults with brain or spinal cord injuries, and adults and children with developmental disabilities.

Mathematica Policy Research, Incorporated, an independent research group, was contracted by the federal
government to evaluate the Cash and Counseling demonstration. The study showed that consumers
participating in CDC+ are more likely to have their needs met and be satisfied with their care as opposed to
traditional care. Due to the project’s many benefits for consumers, Florida sought expansion of CDC and
changes to its experimental design. Florida implemented the Consumer-Directed Care Plus (CDC+) program in
January, 2004 under the authority of an Independence Plus 1115 Waiver amendment granted by the Centers for
Medicare and Medicaid Services (CMS). In March 2008 the 1115 waiver ended, and the program received
authority to operate under a 1915(j) state plan amendment. There are currently 1,090 consumers being served
on CDC+.

Medicaid Managed Care Pilot Program: Florida has been working for several years on its Medicaid Managed
Care Pilot Program. Florida's 1115 Medicaid Reform Waiver is a comprehensive demonstration that seeks to
improve the value of the Medicaid delivery system. The program is operated under an 1115 Research and
Demonstration Waiver approved by the Centers for Medicare and Medicaid Services (CMS) on October 19,
2005. State authority to operate the program is located in Section 409.91211, Florida Statutes, which provides
authorization for a statewide pilot program with implementation that began in Broward and Duval Counties on
July 1, 2006. The program expanded to Baker, Clay and Nassau Counties on July 1, 2007.

Through mandatory participation for specified populations in managed care plans that offer customized benefit
packages and an emphasis on individual involvement in selecting private health plan options, the State expects
to gain valuable information about the effects of allowing market-based approaches to assist the state in its
service to Medicaid beneficiaries. A more detailed description of the 1115 waiver can be accessed at:
http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml.

The first goal of the Pilot is to improve access to healthcare, but also to provide more choices for plans and
services and to provide opportunities for beneficiaries to take a more active role in their health. Reforms will
also reduce the administrative complexity of the Medicaid program. New options include customized plans and
enhanced benefits.

As plan choices continue to expand, certified choice counselors work with beneficiaries to help them select the
plan most appropriate for them and their families. Counselors encourage beneficiaries to consider provider,
pharmacy, co-pay, and network hospitals. The coordinated systems of care offered include HMOs and PSNs
(Provider Service Networks). The percentage of beneficiaries actively choosing their plans has increased in
recent years.

A customized benefits package, available in five counties thus far. Plans within the Pilot can add services not
currently covered under Medicaid state plans, though they must have the same value as the current Medicaid
benefit package. Examples of expanded benefits include over-the-counter drugs, preventative dental care,
circumcision, and respite care.
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Using health information technology

Florida uses wireless technology to make 90 days of our recipients’ prescription drug history available to
practitioners at the point of service which permits immediate utilization and compliance review as well as
providing information about coverage and restrictions. The system also incorporates an e-prescribing function
that permits immediate transmission of prescription authorization to the patient’s pharmacy.

Expanding coverage through private sector initiatives

As a component of Medicaid reform, the state is creating a new option for beneficiaries that are employed.
Specifically, the State has created the Opt Out Program in which employed beneficiaries can use the premiums
the State would have paid to a Medicaid HMO to pay their portion of an employer sponsored plan. Individuals
will have coverage, including cost sharing, through the employer plan only. This option is completely voluntary
and individuals will be able to reenter Medicaid, at their redeterimination date, open enrollment, employer’s open
enrollment period or if they lose their job. One of the advantages to the program is that family will be able to pool
their premiums and obtain coverage for the entire family. For example, if a mother has two children on Medicaid,
but she is not eligible, the premiums will be available to her and with the combined premium she may be able to
purchase family coverage through her employer sponsored insurance plan.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

In November 2005, through the introduction of the www.FloridaCompareCare.gov website Florida became the
first state in the country to publicly report infection rates and mortality rates in each of our hospitals. In July
2006, Florida will again be the first state to publicly report pediatric quality of care data. By giving consumers the
tools to compare hospitals and ambulatory (outpatient) surgery centers, they will become the most informed
health care consumers in the nation.

In addition to the www.FloridaCompareCare.gov website, the Agency for Health Care Administration has two
other premier websites that are dedicated to providing a transparent health care system Florida’s health care
consumer:

The Agency for Health Care Administration's (AHCA) redesigned website is the first step in an ambitious
program. This site will ultimately give Florida’s health care consumers, purchasers and professionals an
unprecedented degree of easy-to-access and understandable information on quality, pricing and performance.
Good information is key to making sure our health care system works well and in everyone’s interests. We are
committed to delivering information that is practical and useful, can play an important role in driving
improvements in quality, and can help reduce exploding health costs.

Most pharmacies do not advertise or even display drug prices. This website was developed by the Florida
Attorney General and the Agency for Health Care Administration (AHCA) to help consumers shop for the lowest
price in their area for their prescription drugs. The Florida Prescription Drug Price website
www.MyFloridaRx.com provides pricing information for the 100 most commonly used prescription drugs in
Florida. The prices are the “usual and customary prices,” also known as retail prices, reported monthly by
pharmacies. This is the price that an uninsured consumer, with no discount or supplemental plan, would
normally pay. Prices at your local pharmacy may change daily, so this website is only meant to help you
compare prices at different pharmacies and are not a guaranteed price. For questions or comments regarding
any of Florida’s consumer websites, please contact, Christina Nye, Bureau Chief of the Florida Center for Health
Information and Policy Analysis at (850) 922-7036.

Efforts to combat fraud and abuse

In the fight against fraud and abuse in the Medicaid program, Florida’s best practices start with the best
professionals. From relying on an in-house doctor or nurse to help interpret the data who, in turn, support
experienced investigators and data analysts who present a compelling case for the Agency attorneys to pursue,
only then can the best practices designed on paper bring about results in the practical world.
One of the most effective tools to prevent fraud and abuse within the Medicaid program is to prevent potential
fraudulent providers from enrolling.
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Idaho Medicaid Best Practices

Consumer-directed care demonstration

Idaho Medicaid is increasing consumer involvement in health care purchasing through two new initiatives:
1. Self-directed care for persons with disabilities.
2. Preventive health assistance benefits.
Both initiatives will provide support to eligible Medicaid participants for self-directed weight loss and tobacco
cessation efforts.

Idaho Medicaid's consumer-directed service option allows participants to develop community supports and is
modeled after the National Cash and Counseling Demonstration. This option enables participants in Idaho’s
Medicaid Enhanced Plan to have greater freedom to manage their own care. The option was implemented in the
fall of 2006 and is currently available to individuals who meet the eligibility requirements for Idaho Medicaid's
1915 (c) Home and Community-Based Waiver for adults with developmental disabilities. Approximately 15
participants in the start-up areas have selected this option. In the next few months, Idaho expects to begin
marketing this option statewide and estimates that up to 200 participants will choose to direct their own care
under this option. In addition, the Idaho Legislature has directed Idaho Medicaid to begin developing a similar
consumer-directed option for families of children with developmental disabilities. Idaho Medicaid, in cooperation
with the Idaho Council on Developmental Disabilities, has formed a Family-Directed Services Task Force to
begin this work.

Preventive Health Assistance (PHA) benefits are available to Idaho Medicaid participants who indicate that they
would like to improve their health behaviors. The health behaviors linked to PHA benefits are weight loss and
tobacco cessation. Weight management participants complete activities to bring their body mass index (BMI) to
a healthy level. Tobacco cessation participants complete activities to end their dependency on tobacco products.
Participants earn PHA credits by enrolling in weight management/tobacco cessation programs and can spend
these credits on pre-approved products and services that will support behavior change goals. Families paying
premiums for their children's Medicaid coverage can also earn credits by keeping their children's immunizations
and well-child checks current. These credits can be used to offset premium costs.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Idaho Medicaid has implemented a new Medicare-Medicaid Coordinated Plan for dual eligibles enrolled in two
participating Medicare Advantage plans offered by Blue Cross of Idaho and United Healthcare Insurance
Company. This new Coordinated Plan is designed to improve coordination between Medicaid and Medicare,
including coordination of Medicaid-financed long-term care. Idaho Medicaid will also maintain its Home and
Community-Based Waiver services to provide for non-institutional long-term care. In addition, Idaho is
implementing a new grant-funded Aging Connections Program that will provide planning and education services
to help Idahoans with long-term care financing needs.

Using health information technology

House Bill 738a authorized the creation of a Health Quality Planning Commission, supported by Idaho Medicaid
staff, to make recommendations to the Legislature and the Office of the Governor related to the development of
a uniform, statewide, flexible, and interoperable health information exchange (HIE). Working with the
Commission, Idaho Medicaid is collaborating with other Idaho payers, hospitals, and providers in a public-private
partnership effort. The goal of health information exchange is to improve quality of care and health outcomes for
Idahoans. The Commission has identified exchange of medication history, e-prescribing, and clinical messaging
as likely components to be included in Idaho’s HIE. The Commission is in the process of establishing a 501(c)
(6) entity to operate Idaho’s HIE and is in the process of hiring a project director to lead the effort.
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Expanding coverage through private sector initiatives

Idaho has implemented two premium assistance programs through a Health Insurance Flexibility and
Accountability (HIFA) Waiver (approved in November, 2004). The children’s premium assistance program is
called the Idaho Health Insurance Access Card and is available as an alternative to Title XXI S-CHIP Programs
(which cover non-Title XIX-eligible children to 185 percent FPG in Idaho). The adults’ program is called Access
to Health Insurance and is available to adult employees of small businesses (2 - 50 employees), and their
spouses, who have family incomes up to 185 percent FPG. The children’s program was implemented in July of
2004 and the adult program in July of 2005.

Both programs offer eligible individuals premium assistance in the amount of $100 per member, per month,
maximum. Parents of eligible children may use the assistance to purchase any type of commercial major
medical coverage (individual or group) for their children and eligible adults may use the program to assist them
in purchasing employer-sponsored small-group insurance. Premium assistance for eligible children is limited to
three children per family, so the maximum premium assistance amount per family is $500 (to cover both
spouses and three children).

The State of Idaho has proposed three policy changes to its premium assistance programs since its inception:
1. Allowing mandatory eligibles to choose premium assistance over direct coverage.
2. Allowing premium assistance for currently insured persons.
3. Changing a State and Federal requirement (in Idaho’s HIFA Waiver) that employers participating in the adult

program contribute 50 percent of dependent spouse premiums.

Idaho Medicaid made the third change through a HIFA Waiver amendment in December 2006; however,
passage of the Deficit Reduction Act (DRA) has made the first two changes difficult for the state. Allowing
mandatory eligibles to choose premium assistance is important because it is sometimes participant-preferred
and is cost-effective. The DRA requires that early and periodic screening, testing, and diagnostic (EPSDT)
coverage be provided to mandatory eligibles. This is not a workable requirement for commercial plans that
mandatory eligibles might want to use premium assistance to enroll in.

With respect to using Medicaid premium assistance to maintain coverage for currently insured individuals, this
would be allowable with the use of Title XIX funding rather than Title XXI funding. Since the time Idaho has
implemented money-saving reforms through State Plan Amendments authorized by new DRA provisions, these
savings do not accrue to Idaho’s HIFA Waiver. None of the proposed budget neutrality strategies for the waiver
that have been put forth to CMS have been accepted and the State cannot demonstrate budget neutrality for
this needed change within the HIFA Waiver. It will be very important in the coming months and years to allow
better integration of states’ Medicaid budgets for with-waiver reforms and non-waiver reforms in the new policy
environment created by the DRA.

Efforts to combat fraud and abuse

Idaho Medicaid has enhanced restrictions on asset transfers used to make an individual eligible for Medicaid
long-term care, expanding the look back period, and better defining annuities, consistent with the Deficit
Reduction Act (DRA) provisions.

The Estate Recovery unit has implemented new Case Management software allowing for better asset and
spousal tracking capabilities. TEFRA and Estate Liens are filed electronically with the Secretary of State’s office,
and country records are researched to capture real property owned by, but not reported by, Medicaid
participants. A small estate affidavit process has been implemented to collect from estates when probate is not
opened.

Idaho Medicaid is also working to combat fraud and abuse by improving management of benefit utilization and
by designing benefit packages appropriate to meet participants' needs. In particular, over-utilization and
inappropriate utilization of mental health services in Idaho is being addressed in part by the creation of two new
benchmark benefit plans, the Medicaid Basic Plan and the Medicaid Enhanced Plan. Each plan offers different
levels of mental health benefits. In order to obtain enhanced mental health services under the Medicaid
Enhanced Plan, participants must undergo a comprehensive assessment and must meet certain diagnostic
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criteria. This is a substantial and clear measure of medical necessity that ensures the service is driven by the
participants' health needs. Medicaid is also operating a Mental Health Provider Credentialing Program that
seeks to confirm providers are competent to provide the mental health services they are contracted to and that
the providers are in substantial compliance to IDAPA and Provider Agreement requirements.

Changes to make to federal Title XIX to provide better services to Medicaid beneficiaries

Title XIX has been partially modernized by the passage of the Deficit Reduction Act (DRA) of 2005 and Idaho
has taken advantage of new flexibility in DRA Section 6044 in order to create new Secretary-approved targeted
benchmark benefit plans. The ability to waive certain requirements such as State-wideness, benefit
comparability, and freedom of choice within these benchmark benefit plans allows for improvements in Medicaid
administration without requiring actual waivers. Certain other DRA provisions that affect Title XIX populations
are extremely specific and will be more difficult to apply to Medicaid transformation efforts, such as provisions
affecting co-pays. Even with the overall increase in flexibility in Medicaid administration (afforded) caused by the
DRA, Title XIX is fundamentally too rigid to accommodate all of the reforms that are needed in Medicaid
programs. The existence of mandatory and optional categories encourages states to continue to focus on
regulation and compliance instead of on outcomes and beneficiary’s needs.

Future plans

Idaho Medicaid has obtained the authority to modernize the Idaho Medicaid Program by creating three
benchmark benefit packages: The Medicaid Basic Plan, the Medicaid Enhanced Plan, and the Medicare-
Medicaid Coordinated Plan. The first two plans were launched in July 2006. The Coordinated Plan was
implemented in the fall of 2006. During 2007 co-pays for non-emergent use of the emergency room/emergency
transportation and a Medicaid buy-in program for workers with disabilities were also implemented. Additional
Idaho Medicaid reform initiatives will be phased in over a three to five year period. Future reforms will include
selective contracting for services such as medical transportation, and other reforms. An outsourced dental
insurance benefit plan was implemented September 2007 for children and adults in the Medicaid Basic Plan.
Idaho Medicaid recently renewed its two largest Home and Community-Based Services (HCBS) Waivers but
continues to explore the possibilities for benefit design improvements through the new DRA authorities.



September 16, 2008 CHT’s Medicaid Best Practices Workbook Page 26

Indiana Medicaid Best Practices

Consumer-directed care demonstration

Indiana provides self direction for attendant care under its Aged and Disabled waiver. This waiver was
developed through a CMS systems-change grant entitled “Community Personal Assistance Services and
Support” (CPASS). The program is intended to provide attendant care within the Medicaid Aged and Disabled
Waiver for at least 250 individuals during the first year of operation. Consumer Directed (attendant) Care already
exists as a service within the Community and Home Options to Institutional Care for the Elderly and Persons
with Disabilities (CHOICE) program. It is funded with state-only dollars for those who are ineligible for the
waiver. During fiscal year 2005, the average number of those receiving Consumer Directed Care under CHOICE
was approximately 171 individuals.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

The Indiana Family and Social Services Administration (FSSA) has recently announced Care Select, a program
which allows approximately 70,000 Medicaid recipients with serious mental illness, developmental disabilities
and chronic diseases to receive assistance in coordinating personalized health care. Two care management
organizations (CMOs) have been selected for the program: ADVANTAGE Health Solutions, Inc.SM and MDwise,
Inc.

Through care coordination and disease management, Care Select clients will receive individualized attention to
help them manage their health care challenges. Members will undergo a health needs assessment, work with a
care team to develop a plan of action, and then receive continual support from health members to accomplish
their health care goals. The plans will also be integrating utilization management services to more effectively
tailor benefits based on their needs. It is anticipated that in addition to improved quality of life of the
membership, the program will lead to reductions in avoidable hospital admissions, nursing home admissions,
and improved medication management.

Using health information technology

Health Information Technology (HIT)
Medicaid currently has partnered with the Indiana Health Information Exchange (www.ihie.com) to advance
health information exchange and the adoption of electronic health records (EHRs) through a number of
initiatives. Indiana was recently awarded a Medicaid transformation grant to enable major healthcare providers
to share clinical information at the point of care in Evansville, Indiana, a mid-sized market within the state.
These providers will become part of a larger regional health information exchange growing statewide.

Additionally, in response to storms and flooding that took place in June 2008, FSSA created the Indiana Flood
Victims eHealth Support Center. This center provides doctors with medical information to assist flood victims
and help ensure that necessary medical treatment was available. IHIE handled the calls and worked with
Electronic Data Systems (EDS) to provide the most accurate information available.

Indiana is also planning to pilot a personal health record for its Medicaid population in 2009 to improve the
availability of health information for its members and in the hopes of encouraging further provider EHR adoption.

Expanding coverage through private sector initiatives

The Healthy Indiana Plan (HIP) is a pro-active preventive health insurance product for working Hoosiers aged
19 to 64. Parents or caretaker relatives of children in the Hoosier Healthwise program are likely candidates for
HIP. The plan is similar to a commercial health savings account model and provides a POWER Account valued
at $1,100 per adult to pay for medical costs and a basic commercial benefit package for expenses above
$1,100. Contributions to the account are made by the State and each participant (based on ability to pay). No
participant will pay more than 5% of his/her gross family income on the plan. Services include: physician
services, prescriptions, diagnostic exams, home health services, outpatient hospital, inpatient hospital, hospice,
preventative services, family planning, case management, and disease management. Preventive services are
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covered at 100%, with no deductible/co-pay up to $500.00 annually. HIP took effect January 1, 2008, and since
that time over 20,000 Hoosiers have become enrolled. More information is available at: http://www.hip.in.gov.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

Indiana Medicaid requires that the managed care organizations participating in the Hoosier Healthwise program
comply with an annual, audited HEDIS survey. The HEDIS survey is a compendium of measures that assess
components essential to high quality medical care, such as access to preventive care, receipt of disease-
specific services, and outcomes of care delivered. Findings are published annually in the Hoosier Healthwise
quality strategy. In addition, OMPP tracks several HEDIS and other measures on a quarterly basis in order to
ensure that trends for high quality care are maintained over the course of the year.

Indiana Medicaid is working collaboratively in a cross-payer value based reimbursement initiative termed Quality
Health First and is expecting to actively participating by January of 2009. This program rewards physicians
who obtain evidence-based, clinical outcomes to improve the quality, safety, and efficiency of health care
services in Indiana. QHF uses medical and drug claims, patient drug information, and laboratory and radiology
test results to form a database. This information is combined with Regenstrief’s Indiana Network for Patient
Care (INPC) clinical data to form a high-level clinical database. This information is shared with health providers
and health insurers to significantly improve the overall health of their patient population.

Another way Indiana is providing transparent measurements is through a medical error reporting system. As
one of the first states to provide this system, it requires hospitals, ambulatory surgical centers, abortion clinics,
and birthing centers to report if any of the National Quality Forum’s 27 serious reportable events occur. This
reporting system is designed to obtain data that is used to reduce the frequency of medical errors, reveal the
causes of medical errors, and empower health care professionals to design methods to prevent or discover
errors before patients are harmed. The requirement to report events encourages the movement towards
increased awareness of patient safety issues and encourages work towards evidence-based initiatives that
improve patient safety.
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Iowa Medicaid Best Practices

Consumer-directed care demonstration

Iowa is in the process of adding a self-direction option (Consumer Choice Options) for six Home and Community
Based Service waivers (HCBS). Self-Direction allows the consumer more control and authority over their HCBS
dollars as well as more flexibility to meet their needs to live in their community. Currently 18,000 plus individuals
are served in these HCBS programs. It is anticipated, based on other states experience, that 10-15% of this
population will choose self-direction. With approval from the Centers for Medicare and Medicaid, Iowa will phase
in the implementation of the self-direction option by geographic locations beginning June 2006. Providing this
option statewide is expected to be completed by March 2007.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Iowa has submitted a state plan amendment (SPA), which revises the nursing facility level of care criteria for
facility admission and maintains the current level of care criteria for home and community based services for
nursing facility level of care. With this SPA, the level of care requirement for new admissions to receive services
in a nursing facility is increased. In other words, a new admission to a nursing facility must have greater care
needs then currently required in order to qualify for Medicaid payment. This is part of Iowa’s initiative to
rebalance the state’s long-term supports systems, allowing flexibility in managing the Medicaid program and
move away from institutional bias.

Using health information technology

Beginning in 2006, Iowa Medicaid will make available to qualified health care providers a web based service to
access electronic claim information about their Medicaid patient. The provider will be able to view information
about the patient’s visits to all Medicaid providers, services rendered, prescription drugs and dosages filled and
reimbursed by the Medicaid program, and any other services paid for by the Medicaid program. This will provide
an electronic health record based on all claims submitted to the Medicaid program for each Medicaid patient.

In addition, the Iowa Medicaid Enterprise (IME) has developed a comprehensive and exhaustive data
warehouse system that allows for the development of standard utilization and cost reporting defined by
innumerable potential criteria or sets of criteria. Therefore, the IME can determine the trends of utilization and
cost for specific providers, members by category of eligibility, age, sex or region. The IME will also be able to
track expenditures so that effective and efficient patient management can be identified and best practices
developed.

Expanding coverage through private sector initiatives

Iowa is exploring a health insurance premium assistance program. The program is in the design phase.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

Iowa Medicaid is seeking to become accredited as a managed care organization. Iowa has initiated contact with
nationally recognized accreditation organizations in an effort to become fully accredited as a health insurance
organization similar to an HMO. In doing so, the Iowa Medicaid Enterprise must pursue all applicable and
expected activities such a quality improvement, disease management and utilization management. The IME has
selected a basic set of HEDIS measures to present to CMS as an affiliate and to begin the process of allowing a
performance comparison.

Efforts to combat fraud and abuse

Under the IME, Iowa solicited “Best of Breed” proposals to identify the best option to develop the Medicaid fraud
and abuse investigation process. Health Care Excel, a Medicare Quality Improvement Organization (QIO) was
selected to perform this role. Under this program, all Medicaid providers are evaluated through a combined
process of MMIS SURS data runs and data warehouse drill down evaluations to identify potential fraud and
abuse perpetrators. In addition coordination meetings are held twice monthly with the Medicaid Fraud Control
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Unit (MFCU) to discuss issues that could indicate potential fraud. The intent of the contract is to return 350% of
the state match costs associated with the SURS function through both recoveries and process changes that will
result in ongoing cost avoidance.

Future plans

Iowa enacted sweeping Medicaid Reform legislation during the 2005 legislative session, which was approved by
CMS as an 1115 waiver. The reforms are directed at improving the health status of Medicaid members and
improving health care delivery. The design approach for each program includes a review of clinical literature and
best practices, through an agreement with the University of Iowa, and a review of other states’ activities by DHS
staff. DHS has also held two sets of advisory group meetings for public input on the designs. The groups will
continue to meet monthly through March. Final design plans will be complete in mid-2006.

Preliminary Design Plans and Updates
Pharmacy Assistance Clearinghouse
Program to help those without drug coverage through IowaCare access free or discounted prescription drug
programs provided by the pharmaceutical industry. The current design plan is to contract with a vendor who
provides this service until we can determine the extent to which the services will be used. The Insurance
Division has a similar mandate, so we are working with them on an RFP.

Nurse Hotline
This is a program to provide IowaCare members with access to a 24-hour nurse help-line. There are a number
of vendors of this type of service. The current design plan is also to contract with a vendor until we can
determine the extent the services are used and avoid large start-up and overhead costs. Plan to issue an RFI in
the near future.

Insurance Coverage – Uninsured, Underinsured, Costs and Barriers
DHS is required to contract with the Insurance division to research the uninsured in Iowa and barriers to
accessing private insurance. The contract or memorandum of understanding, which is yet to be developed,
would ask the Insurance Division to develop several specific indicators such as: a reasonable expectation of the
number of persons affected by under/un insurance coverage; identification of barriers to obtaining coverage (i.e.
premium cost, coverage limitations, copayments); and development of a definitive recommendation to the
governor regarding potential expansion of the IowaCare population. We have also had conversations with the
Iowa Insurance Consortium which is actively assisting the IME in developing a questionnaire to be sent to Iowa-
based insurance carriers.

Indigent Care Task Force
HF 841 requires the Task Force to gather specific information about the quantity, cost, services and population
receiving indigent health care in Iowa from any type of provider. DHS is starting with identifying what information
and studies are already available on indigent care in Iowa, beginning with the Hospital Association, Iowa State
Association of Counties, Community Health Centers and Rural Health Clinics and the Iowa Department of Public
Health. Once we have a better understanding of the information available currently, a questionnaire will be
prepared for providers to gather additional information.

Premium Assistance
The premium assistance program is to pay for health insurance premiums of Iowa Care members when their
employer pays 50% of the cost of those premiums. It will expand the health care of Iowa Care members to all
services covered by the enrollee's health insurance policy. An interested member of the public has suggested
discussion with the Iowa Department of concerning the effect of this initiative on employers and their health
insurance policies. We will use the Premium Assistance Toolkit created by the National Academy for State
Health Policy to help design the program.

IME – Cost, Quality, Compliance
DHS intends to seek accreditation by a nationally recognized certifying agency as a managed care organization.
To this end, we have been communicating with the University of Iowa Public Policy Center (PPC). The PPC, in
turn, has opened a channel of communication with the National Committee for Quality Assurance (NCQA) to
determine the program under which the Iowa Medicaid Enterprise may be so accredited. We are also working
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Weight loss and Dietary Counseling
The Iowa Medicaid program will need to establish a baseline. We are considering a study using chart reviews as
a way to obtain the prevalence of obesity in the Medicaid population. We are also interested in information on
how private insurers use incentives to assist providers or members address these issues.

Tobacco Cessation-Children
The Iowa Medicaid program needs to develop a baseline to determine the target established in legislation. A
suggestion is to evaluate adding questions to the Youth BRFSS to determine the prevalence in the Medicaid
population. The Medicaid program is planning to coordinate with the Iowa Department of Public Health in
publicizing the Quit Line. The DHS plan will include a recommendation to increase the price of cigarettes as the
best method of prevention.

Tobacco Cessation – Adults
A baseline needs to be established through a survey. DHS is working with DPH to utilize existing programs,
such as the quitline. In addition, the IME medical director is determining how best to add coverage for
prescription drugs to assist smoking cessation. We are also reviewing incentive strategies.

MR/DD Physical and Dental Assessment
The Department is mandated to work with the University of Iowa to determine whether the physical and dental
needs of this population are being met and to identify any barriers to such care. The plan to enter into a contract
with the University of Iowa to perform this assessment was reported to the Advisory Group. A hybrid
methodology of both claims and medical records will be utilized to conduct the review. Comments were solicited
from the group as to any special issues to consider for the assessment.

Health Risk Assessment, Checkup, and Individual Health Plan
The Department is collaborating with the Iowa Chronic Care Consortium to design and implement the health risk
assessment. A workplan for deployment has been developed and shared with at the Iowa Medicaid Reform
Projects Advisory Group Meeting, as well as, posted on the website. A pilot project will be implemented in
January 2006, with full implementation scheduled for March 2006.

The IME staff is identifying billing codes to open for the initial checkup.

Following identification of the codes, systems changes will be implemented for reimbursement. The plan is to
allow coverage for the exams to begin on a voluntary basis in January 2006. The Individual Health Plan
guidelines are under development.

Health Services Accounts
The Department is continuing to research the applicability of health service accounts within the Medicaid
system.

ICF/MR Case Mix Reimbursement
The Department working in coordination with the Iowa Medicaid Enterprise Provider Audit and Rate Setting Unit
are in the process of putting together a draft work plan outlining the steps that would be necessary to work
towards a case mix reimbursement system for ICF/MR. It is essential to have an appropriate assessment tool
with a case mix reimbursement system. The MH/DD/MR/BI Commission, University of Iowa, and the Iowa
Association of Community Providers have been in the process of researching assessment tools. Therefore, DHS
will be working with these groups to learn from their research.

Plan to Enhance HCBS Alternatives for ICF/MR Services
The Department will be working with the stakeholders to enhance alternatives ICF/MR and to look at the current
Home and Community Based Services Programs for individuals with mental retardation and brain injuries. In
order to move forward it will be essential to work with stakeholders to identify what has been accomplished with
the HCBS programs (ie. added services, assessment process, waiting list reduction), what is working and where
the gaps continue to be for recipients. DHS will also be working with current ICF/MR providers to determine their
strategic planning issues for the future, what they are working towards and any issues around their current or
future services. Initial contact has been made to work in coordination with the Iowa Association of Community
Providers (IACP) to survey providers.
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Mental Health Transformation Pilot
This project relates to developing community based alternatives to preserve the federal funding currently
received at the Mental Health Institutes under IowaCare. We are working with the University of Iowa to develop
an agreement for assistance with this project. The first steps will be 1.) establishment of clinical guidelines; 2.)
development of the standards of care in the community (Iowa), 3.) Identification of the overall need for inpatient
psychiatric beds in Iowa and 4.) finally, an analysis of capacity without over-reliance on the MHI system in Iowa.
We have had conversations with the University and are expecting that this analysis can be quickly developed
and initiated. Following that, IME will need to make some recommendations as to alternatives to restrictive
inpatient hospitalizations and the development of capacity for community-based services. Note is made that
Iowa has already established some measure of alternatives through its behavioral managed care plan for
Medicaid members and some of this might lend itself to expansion to other populations.

Nursing Facility Level of Care
DHS worked with CMS throughout the fall on the State Plan Amendment that would increase the level of care
for nursing facilities, while maintaining the existing, lower level of care required for home and community based
waiver services. It appears CMS intends to disapprove the State Plan Amendment, although they have not
taken this action to date. DHS will actively appeal this decision, while continuing to pursue the proposal with
CMS through other process options, such as a combination of waivers suggested by CMS.

Case Management in the Elderly Waiver
On November 7th, 2005 the Department of Human Services submitted to the Centers for Medicaid and
Medicare CMS Regional Office, Kansas City, a request for an Amendment to add Case Management as a
service to the Elderly Waiver. The amendment was written in collaboration with the Department of Elder Affairs.
The case management provider would be the Area Agency’s on Aging. If the amendment is approved the
Department of Elder Affairs will match the nonfederal funds for the case management services and the
Department of Human Services will apply for the federal financial participation funding.
The Department of Human Services will also prepare a Request for Information to receive input from any
provider group(s) that may be interested in providing case management services. This is to determine if the
services should be provided through a sole source provider or if a request for proposals process should be
initiated.

HCBS - Making good choices
We are having discussion with various groups to discuss their ideas/suggestions to explore additional
opportunities for Medicaid and other community resources to improve the ability of the consumer to transition
from institutional to home and community care. The group will also prioritize the list they agree on and they will
look to incorporate this information in their communication with their legislators.

Transportation
DHS received grant funding to enhance coordination and expansion of transportation service as a critical
support for community living. This will support and enhance other HF 841 initiatives to promote home and
community services. The preliminary design is to implement a regional service brokerage program, taking
advantage of the success of other states in improving services while reducing costs to the Medicaid program. A
Request for Information will be addressed to prospective candidates for multi-model brokerage services, to
assess the level of interest and identify support needs.
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Kentucky Medicaid Best Practices

Consumer-directed care demonstration

Kentucky has a number of options that allow consumers to direct and control what services they receive and by
whom. Consumer-directed care is a critical piece of Governor Fletcher’s drive to encourage more personal
responsibility and involvement and offer more choice, freedom, independence and self-determination in
Kentucky’s assistance programs.

Seniors, individuals with physical and developmental disabilities, and individuals with acquired brain injury who
are eligible have the choice to utilize Consumer-Directed Options (CDO) for non-medical and non-residential
services or utilize traditional service providers. Enrollees can hire individuals (relatives, friends or service
providers of their choosing) to provide services, such as personal care, homemaker services, respite care, etc.,
rather than using a specific home health agency or other service provider.

Kentucky also allows a blended package of services that allows consumers to pick and choose the options that
best meet their needs. Services provided via the CDO may be “cross-walked” to a service offered under the
traditional service option, enabling consumers to transition seamlessly between the CDO and traditional service
options with no lapse in service delivery. The goal of the CDO is to increase consumer independence,
satisfaction, and quality of life, while supporting seniors and individuals with disabilities to remain in their homes
and communities.

Kentucky’s CDO is also a model for cooperation among agencies to break down the bureaucratic silos between
programs. CDO in Kentucky is a joint effort between the Department for Medicaid Services and the Department
for Aging and Independent Living. Joint planning took the number of forms required from 22 down to just
four. Area Agencies on Aging (AAA) administer CDO through Support Brokers and Fiscal Intermediaries,
allowing coordination of services across the full spectrum of needs.

In addition to CDO, Kentucky is undertaking the next step toward greater consumer direction by offering on a
pilot basis Self-Directed Options (SDO). Authorized under the DRA (1915)(j), SDO will provide individuals with
disabilities, who are eligible for long term supports, the ability to craft a highly personalized budget within their
allocation, as long as the budget does not exceed the total allocation. Their individual allocations will be
determined using typical assessments common to all eligible beneficiaries, which are then discounted by 5%,
combining greater individual control with fiscal benefits for the Commonwealth. This demonstration is predicated
on increasing safety and health by concentrating on committed long term relationships and community
connections, as well as on safe and affordable housing when necessary outside the natural home. In addition,
this initiative allows individuals to use their budgets to pay for items that increase independence and decrease
dependence on human assistance (such as employment services).

Another consumer directed care component of KyHealth Choices under development currently is Get Healthy
Benefits. This program will allow individual members with targeted conditions to earn additional benefits by
participating in certain healthy practices as identified by the Commonwealth. Individuals with diseases including
diabetes, asthma, and heart disease will earn benefits, such as additional dental and vision services or
nutritional and smoking cessation counseling, for participation in approved disease management and prevention
programs.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

The vision for KyHealth Choices includes transforming the coordination of aging, mental health, mental
retardation/developmental disabilities, substance abuse, public health, wellness and physical health services.

With the new flexibility offered under the DRA, Kentucky embarked on the Long Term Living Initiative that
sought a comprehensive redesign of aging and long term care services and programs. This meant breaking
down silos between agencies and programs to enable easy consumer access, a full continuum of services to
match consumer needs, and delivery of quality services in a timely manner.
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Two of the four benefit packages in KyHealth Choices focus specifically on the needs of individuals with long
term care needs allowing improved coordination of care rather than the one-size-fits-all approach of traditional
Medicaid. The Optimum Choices package focuses on the populations with mental retardation/developmental
disabilities who are receiving care either in an ICF/MR or through supported community living services. The
Comprehensive Choices package focuses on populations needing nursing facility level of care. All Medicaid
members currently receiving long term care services will be enrolled in one of these two KyHealth Choices
packages.

For individuals needing long term care services, KyHealth Choices will also include various levels of care within
each benefit package. The level of care for each member will be determined by individualized plans of care. It is
the Commonwealth's intent that the plans of care will create a seamless process which will allow an individual to
shift through these levels as their needs change. Case management, individualized plans of care and the
greater flexibility in services under KyHealth Choices will allow more seamless integration of services.

In addition to targeted benefit plans, Kentucky Resource Markets throughout the state now serve as a single
point of entry and one stop shop for all aging and disability services and programs, including Medicaid services.
The Kentucky Resource Markets are part of the Long Term Living Initiative overseen by the newly created
Department for Aging and Independent Living. Partner agencies in the Kentucky Resource Market include the
state departments for Medicaid Services, Mental Health and Mental Retardation, and Community Based
Services. Kentucky’s Area Agencies on Aging administer the Kentucky Resource Markets, working with service
providers; aging and disabilities advocates; local community programs and consumers to coordinate services
across a variety of programs for clients.

In May 2007, Kentucky also received $49.8 million over five years from CMS through the Money Follows Person
Grant program to help seniors and individuals with disabilities to remain in their homes and communities.
Included in the DRA, Money Follows the Person initiatives in Kentucky and around the country are intended to
shift Medicaid’s traditional emphasis on institutional care to a system offering greater choices that include home
and community-based services for people of all ages with disabilities or chronic illnesses.

For Medicaid clients with chronic conditions, KyHealth Choices provides a new focus on wellness, prevention
and disease management exists. Wellness and prevention efforts are now coordinated between Medicaid and
the Department for Public Health (DPH), connecting Medicaid clients to the experts in healthy living through the
state and local health departments. KyHealth Choices, for instance, now covers smoking cessation services and
nicotine replacement products at no cost to Medicaid members who enroll in the Quit Line counseling offered by
the DPH Tobacco Prevention and Cessation Program. Medicaid is also committed to working with local health
departments ondisease management. Medicaid is working with 6 local health departments that have Diabetes
Centers of Excellence. Medicaid contracts with local health departments to offer diabetes education classes to
Medicaid clients with diabetes.

In addition, the traditional Medicaid system prevented true integration of services for many individuals with
mental illness, mental retardation and/or chemical dependency who have more than one diagnosis. This is
especially true for adults with Severe Mental Illness (SMI) and adolescents with Severe Emotional Disabilities
(SED). KyHealth Choices plans to utilize a 1915 B waiver to integrate physical and co-occurring health care.

Using health information technology

Kentucky Medicaid has completely overhauled its health information management systems to enable greater
use of electronic billing, care management, disease management and utilization review. The program has
contracted with a pharmacy benefits administrator to improve electronic management of pharmacy utilization
and claims. Kentucky has also enhanced its Medicaid Management Information System and the KYHealth-Net
system, which allows providers instant electronic access to member information and claims submission,
including real time adjudication of claims.

In 2005, Governor Fletcher signed innovative legislation that called for the creation of a statewide electronic
health network and established the Kentucky e-Health Network Board. The e-Health Board is a public-private
entity that is responsible for advancing the utilization of health IT in Kentucky and moving toward the ultimate
goal of an integrated and secure electronic health network. Kentucky’s Medicaid commissioner is a member of
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Minnesota Medicaid Best Practices

Consumer-directed care demonstration

The Minnesota Department of Human Services (DHS), in cooperation with its county partners, serves 670,000
Minnesotan's. Consumers include: seniors who need help paying for hospital and nursing home bills or who
need home-delivered meals, families with children who need help during a financial crisis, parents who need
child support enforcement or child care money, and people with physical or developmental disabilities that need
assistance to live as independently as possible.

Human services spending accounts for approximately 25 percent of the state's total budget. Of that spending,
more than 90 percent is spent on health care and long-term care programs and related services, including
MinnesotaCare, Medical Assistance, General Assistance Medical Care, mental health services, alternative care
services, chemical dependency services and regional treatment center services.

The Department of Human Service has implemented various health care payment reform measures to help
consumers get the best care and outcomes with the most value for the tax payer's dollars. Described below are
transformational reforms in detail.

Medication Therapy Management Services
The Minnesota Department of Human Services will pay qualified pharmacists for Medication Therapy
Management services (MTM) for General Assistance Medical Care recipients. The MTM program was
developed with the input of an advisory committee representing pharmacy groups and other interested
parties.
Medication Therapy Management is a defined service or group of services that optimize therapeutic outcomes
for individual patients. Some MTM services are independent of, but can occur in conjunction with the provision
of a medication product. MTM will provide the following services to Medicaid recipients:
• performing or obtaining necessary assessments of the patient's health status
• formulating a medication treatment plan
• monitoring and evaluating the patient's response to therapy, including safety and effectiveness
• performing a comprehensive medication review to identify, resolve, and prevent medication-related

problems, including adverse drug events
• documenting the care delivered and communicating essential information to the patient's other primary

care providers
• providing verbal education and training designed to enhance patient understanding and appropriate use

of the patient's medications
• providing information, support services, and resources designed to enhance patient adherence with the

patient's therapeutic regimens
• coordinating and integrating medication therapy management services within the broader health care

management services being provided to the patient.

Medical Home
Minnesota's Medicaid agency, the Department of Human Service has begun a process to transform health
care delivery in the primary care setting. Legislation passed in both 2005, 2007 and 2008, combined with a
Medicaid Transformation Grant has created a unique opportunity to work with providers and patients to
change the structure of primary care delivery.

The Department of Human Service's vision is to create a "medical home" for patients served by public
programs. This will be achieved by transforming primary care delivery to a system that proactively works in a
team with patients and families to manage health and reduce the burden of chronic disease. It is expected that
is approach will result in improved health with reduced costs.

The Department of Human Service will build a payment structure and an infrastructure to support this
transformation. In this payment structure, primary care providers will receive a new care coordination payment





September 16, 2008 CHT’s Medicaid Best Practices Workbook Page 38

RxConnect provides a link to information about ordering medication from Canada. The Canadian pharmacies
listed on this site have been inspected by Minnesota officials. RxConnect gives Minnesotans a safe option to
access medications that may be more affordable in Canada. Minnesotans may compare the prices offered by
the Canadian site with Minnesota pharmacy prices posted on RxPrice Compare.

Minnesota Health Information Exchange
In September 2007, Governor Tim Pawlenty joined with leaders from Minnesota's largest health care
organizations to announce an electronic health information exchange that will connect doctors, hospitals and
clinics across health care systems so they can quickly access medical records needed for patient treatment
during a medical emergency or for delivering routine care.

The Minnesota Health Information Exchange will improve patient safety, increase efficiency among health
care providers, and reduce administrative costs for all health care organizations. This public-private
partnership plans to go live in early 2008. It will be one of the largest health information exchanges in the
nation, serving more than three million Minnesotans, and additional Minnesotans will be served as more health
care organizations join the exchange.

The exchange will create an electronic superhighway that allows for a secure interchange of clinical information
among provider and payer. This will allow doctors to get medical information about a specific patient more
quickly and cost-effectively than relying on phone, facsimile, couriers or the mail. Initially, Minnesota Health
Information Exchange will provide the connectivity needed to obtain medication histories, lab orders and test
results across health systems. Future electronically based services will include radiology reports; Minnesota
Department of Health disease surveillance reporting; and electronic prescriptions, which will eliminate the
need for doctors to write prescription orders by hand.

New State Law Requires Electronic Exchange of Administrative Health Care Transactions
A law signed by Governor Pawlenty in May 2007 will require all group purchasers and health care providers to
electronically exchange the following three health care transactions: eligibility; claims; payment and remittance
advice by 2009. The electronic transactions must be in a standard format, which will be adopted through a
rule-making process by the Commissioner of the Minnesota Department of Health.

Expanding coverage through private sector initiatives

Minnesota Smart Buy Alliance
In 2004, Governor Pawlenty announced the formation of the Smart Buy Alliance, a public private purchasing
alliance. This alliance pools their purchasing power to drive value in the health care delivery system. Their
goals are to improve quality and lower costs by reducing inappropriate and unnecessary care, encouraging
evidence-based medicine and use of highest-performing providers, and reducing providers' administrative
costs through common reporting requirements. That is, the Alliance hopes to achieve savings in the long run
through coordinating their members' expectations on quality and value based on four key buying principles:

1. Reward or require "best in class" certification. Alliance members will build on existing "best in class"
certification programs in development that identify health care providers achieving certain levels of expertise,
experience, proficiency, and results.

2. Adopt and utilize uniform measures of quality and results. The Alliance will adopt uniform methods of
measuring quality of care and results and use them in purchasing.

3. Empower consumers with easy access to information. In addition to collecting information from providers,
the Alliance will provide consumers with standardized, user- friendly information about health care costs and
quality.

4. Require use of information technology. The Alliance will encourage efficiencies and quality improvements
by supporting development and/or requiring adoption of interoperable health information exchange.
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Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

Quality Care and Rewarding Excellence (QCare)
In July 2006 Governor Pawlenty introduced QCare-Quality Care and Rewarding Excellence-a new quality
standard program that will be used by the State of Minnesota in its health care purchasing policies to reward
top performing providers while saving millions of dollars in health care costs. The QCare program implements
quality of care standards, sets aggressive targets for health care providers, makes measures available to the
public online, and changes the health care payment system to reward quality rather than quantity.

DHS does this by implementing practice guidelines with their managed care organizations (MCOs). The MCOs
adopt, disseminate, and audit the application of practice guidelines consistent with the QCare preventive care
standards on the following:
• Child and adolescents immunization,
• Well-child visits,
• Chlamydia screening, and
• Breast and cervical cancer screening.

In addition, the MCO's must implement performance improvement projects. The MCOs select new projects
based on one or more of the four QCare standard areas: diabetes care, cardiac care, prevention or hospital
care and safety.

The MCOs must make disease management programs available for the QCare chronic diseases
mentioned above and may earn financial performance payments based on the MCOs preventative care
services.

Bridges to Excellence
Bridges to Excellence is the pay for performance program the Minnesota Department of Human Service uses
to reward providers for optimal treatment for chronic diseases. Diabetes and cardiac diseases are the sixth
and second leading cause of death in Minnesota. They are serious chronic diseases that have a substantial
impact on the health of Minnesota Medicaid enrollees. In order to achieve better outcomes the Department of
Human Service rewards optimal care for these two chronic diseases.

Minnesota is the first Medicaid agency in the nation to participate in Bridges to Excellence and partner with
private sector purchasers in this employer sponsored pay for performance program. This program financially
rewards providers based on results for optimal chronic disease care. In 2006 the Department of Human
Service rewarded providers who achieved optimal care in the treatment of their diabetic patients and will
rewarded for optimal care for coronary artery disease (CAD) in 2007.

Personal Health Records
On July 2008, Governor Tim Pawlenty announced a proposal to give all Minnesotans access to an online
personal health portfolio by 2011. As the first step, the Governor has directed the Department of Finance and
Employee Relations (DFER) to seek proposals for a secure and portable online personal health portfolio for
each of the state's approximately 50,000 employees by January 1, 2009. The portfolio will offer:
• Electronic access to test results
• Access to their own medical records electronically
• Instant access to immunization records
• Prescription history & detection of interactions

Pricing and quality data to be available at a single website
At Governor Pawlenty's urging, Minnesota's private health plans have agreed to provide pricing and quality
data on a single website, so consumers have a powerful tool to shop for health care in one place. To begin,
consumers will find price comparison information at the yet-to-be-named website in January 2009:
• Top 90 percent of high tech imaging can and x-ray procedures (by volume)
• Top 25 lab tests by volume
• The 100 most common procedure
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Future plans

Comprehensive Health Care Reform
In 2008, Governor Pawlenty signed significant health care reform legislation into law. These reforms, which
include recommendations of the Governor's Transformation Task Force and the Legislature's Health Care
Access Commission, create a comprehensive health care package making significant advances for
Minnesotans in the following areas:

Public health
Establishes and funds a statewide health improvement program (SHIP) to reduce the percentage of
Minnesotans who are obese or overweight and reduce the use of tobacco.
• Appropriates a total of $47 million for this activity in fiscal years 2010 and 2011.

Health care coverage/affordability
• Provides MinnesotaCare coverage for an estimated 8,700 additional people by 2011.
• Expands MinnesotaCare eligibility for adults without children to 250 percent of federal poverty and parents

with incomes up to $57,000 annually.
• Reduces the MinnesotaCare sliding-fee premiums to increase affordability.
• Increases outreach for state health care programs.
• Streamlines access to applications for state public health care programs and requires further study to

improve coordination between state health care programs and other assistance programs.
• Requires the study and development of a proposal to promote affordable access to employer-sponsored

health insurance through the use of direct subsidies and/or tax credits and deductions.
• Requires employers that have 11 or more full-time equivalent employees and do not offer group health

insurance to establish and maintain a Section 125 Plan, which allows employees to purchase health
insurance with pre-tax dollars. Employers have the opportunity to opt out of this requirement.

• Provides grants and tax credits to cover certain employers' cost of establishing Section 125 Plans.
• Agreement to establish a tax credit for the uninsured to purchase coverage through a Section 125 Plan.
• Creates a workgroup to make recommendations on the design of an "essential benefit set" that provides

coverage for a broad range of services and technologies, is based on scientific evidence of clinical and
cost effectiveness, and requires lower enrollee cost-sharing for certain services.

Chronic care management
• Promotes the use of "health care homes" to coordinate care for people with complex or chronic conditions.
• Requires DHS and MDH to develop and implement standards of certification for health care homes by July

1, 2009.
• Establishes standards for state certification of health care homes and evaluating outcomes. Health care

homes will receive care coordination payments from public and private health care purchasers.

Payment reform and price/quality transparency
• Encourages quality improvement, by increasing transparency of quality and

establishing a single statewide system of quality-based incentive payments to be
used by public and private health care purchasers.
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Mississippi Medicaid Best Practices

Consumer-directed care demonstration

The Healthier Mississippi Demonstration Project authorized through a Section 1115 Waiver for a 5-year
period provided a benefit package to an expanded population that included individuals with income up to 135
percent of the Federal poverty level who are aged or disabled, and are either not eligible for Medicare coverage
or have Medicare coverage and a specific chronic condition. The enrollment cap was 5,000 non-Medicare
beneficiaries (Medicaid only) and 12,000 Medicare beneficiaries with chronic conditions. The chronic conditions
were end stage renal disease patients on dialysis, cancer patients receiving chemotherapy or radiation,
transplant patients receiving anti-rejection drugs, and patients with mental illness receiving antipsychotic
medications. Individuals who had Medicare coverage with chronic conditions were eligible to participate in the
demonstration until December 31, 2005. These individuals were eligible for the Medicare pharmacy benefit
which began on January 1, 2006. This waiver has provided benefits to the most needy of a population that were
not eligible for Medicaid in Mississippi.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

The Division of Medicaid approved an incentive program for nursing facilities via the Civil Money Penalty Grant
Awards Program in FY 2003. This program was designed to award facilities in substantial compliance with long
term care federal requirements and those facilities that failed the requirements. This incentive award program
promotes facilities rendering care to the best of their abilities be awarded through this incentive program through
its Enhancement Grant with awards up to $50,000 each. The Educational Grant award program assists facilities
that were not in substantial compliance at immediate jeopardy levels to obtain outside resources to assist with
the facility’s need to improve its care rendered to residents in the nursing facility. A facility can be awarded up to
$20,000 each for this program. The Division set aside an amount each fiscal year to award as many facilities as
possible. From 2003 – 2005, a total of 12 grants have been awarded totaling approximately $325,000.00.
Residents in the nursing facilities receiving the grants have directly benefited from the use of the services
enhanced through these programs.

Using health information technology

Handheld Wireless Medication Management Program: Personal Digital Assistant (PDA) Device
(eMPOWERx) - The State of Mississippi now has a platform for delivering clinical information and decision
support through a wireless personal digital assistant. Gold Standard Multimedia has developed a wireless
handheld medication management program that empowers the state's high volume Medicaid prescribers with
real time access to patient specific medication histories integrated around comprehensive prescription drug
information. This program provides Medicaid physicians with access to a comprehensive, unbiased drug
information database integrated around timely, patient-specific medication histories (including prescriptions
written by other providers) - all at the point of care. Providers will have the capability to review their patient’s
medication history during the evaluation of their current medical condition, including screening this information
for such things as duplicate therapy, alternative therapies from the PDL, and unnecessary or redundant
prescribing. This will increase prescribing and fulfillment efficiencies as well as provide expeditious
communication of PDL and benefit coverage changes. The system includes a variety of innovative tools that
allow providers to better manage their Medicaid patients and combat fraud and abuse in the prescription drug
benefit program. The program has consistently achieved a high return on investment to the state, and has been
recognized nationally as an innovative, successful approach to medication management and cost containment
in Medicaid. As to health information technology, our agency use the Pharmacy Point-of-Sale (POS) system,
electronic billing, card swipe to determine eligibility and automate voice response (AVRS).
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The Bureau of Program Integrity was involved for two years with CMS (Centers for Medicare and Medicaid
Services) and a few other states to develop and test promising methods to measure the accuracy of Medicaid
payments. The Bureau of Program Integrity in MS was recognized for its work in the development of a Payment
Accuracy training manual for this process. The results from the two pilots are being used to enhance and
improve the payment accuracy of the Division of Medicaid in MS.

The Bureau of Program Integrity also utilizes onsite and desk audits of providers and beneficiaries to identify
fraud and abuse of the Medicaid program. Cases are identified for audit through the following methods:
Referrals received from inside and outside of the Division of Medicaid; Cases identified through Omni Alert and
Health Spotlight; Weekly payment spike reports; Envision MMIRS reports; Monthly new provider reports (New
provider inspections); A sample of Explanation of Medical Benefits are mailed each month to beneficiaries;
Problems with codes or provider groups identified through audits, etc.; Fraud Hot Line; Medical Necessity
referrals; Office of Inspector General; National Association of Surveillance Officials; Health Care Fraud Task
Force; and Medicaid Fraud Control Unit.

Meetings are coordinated with Medicaid program staff to review fraud/abuse and utilization issues PI has
identified and issues that have been identified by other bureaus. At these meetings PI reviews issues identified
through audits in each of the program areas and discuss findings from PI audits. PI requests input and advice
from program area staff on areas vulnerable to fraud and abuse for future investigations.

The Bureau of Program Integrity meets with the Medicaid Fraud Control Unit of the Attorney General’s Office to
review current and future investigations. During these meetings vulnerabilities to the program are discussed to
identify areas of the Medicaid program for possible investigations.

When reviewing claims for fraud and abuse, the Bureau of Program Integrity conducts an examination of the
claim focusing upon anything suspicious and any signs of deception. We become aware of intelligence reports
involving the subject we are reviewing and conduct a contextual data analysis which involves an examination of
the providers’ aggregate billing behavior; Patient’s aggregate treatment patterns; Referral patterns; coincidences
and unnatural structures in surrounding billing. Patient interviews are conducted in person or by telephone to
verify relationships with providers, diagnoses, and treatments provided. If anything suspicious is identified in the
review an unannounced visit to the provider to check billing and medical records is set up.

A Medicaid Eligibility Quality Control Division is set up within PI to determine the accuracy of Medicaid eligibility
decisions made by the Division of Medicaid to allow or deny Medicaid coverage. In the active case review
process, eligibility cases are audited for the correct establishment of eligibility for persons actively receiving
benefits. From these findings the State Eligibility Error Rate is developed. In a separate audit process, persons
or cases whose Medicaid benefits have been terminated or denied are examined to ensure that no one is
refused benefits to which they are entitled. This division assists the Division of Medicaid’s eligibility staff in the
development of corrective action measures when error patterns or trends are noted in the course of the MEQC
review process.

Program Integrity is in the process of setting up a Beneficiary Health Management program. This will focus on
questionable beneficiary utilization and if a pattern of abuse is identified it will allow us to lock a beneficiary into
a single physician and/or pharmacy.

What changes would you make to the federal Title XIX so that you could provide better services to individuals
and families on Medicaid in your state? The changes DOM would like to make to the federal Title XIX so that
better services could be provided to individuals would be the following: allowing flexibility for benefit packages,
streamline the waiver process, streamline technology that will improve timeliness and accuracy on eligibility
determinations and re-determinations, and providing continued education and on-going training to retain a
quality workforce.

Future plans

The agency future plan is to embark on implementing a digital imaging program to ensure more efficient record
keeping, and to move to more home and community-based services.
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Missouri Medicaid Best Practices

Consumer-directed care demonstration

Consumer-directed care allows a MO HealthNet participant, who lives in their own private residence or the home
of a family member, to recruit, hire, train, and supervise individuals providing care in their home. The participant
is responsible for employing individuals who are registered, screened, and employable pursuant to the Family
Care Safety Registry, Employee Disqualification List, and applicable state laws and regulations. A financial
management provider selected by the participant performs payroll and fringe benefit accounting functions
including, but not limited to, collecting timesheets and certifying their accuracy, transmitting individual payments
to the personal care attendant on behalf of the participant, ensuring all payroll, employment, and other taxes are
paid timely and submitting claims for payment with MO HealthNet. The provider also provides training and
orientation to the participants on the skills necessary to recruit, employ, instruct, supervise and maintain the
services of attendants. In state fiscal year 2008 (July 1, 2007 – June 30, 2008), 9,851 participants received
State Plan personal care, consumer directed, services. An additional 144 participants received personal
care through the independent living waiver.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Missouri was awarded a Medicaid Transformation grant from CMS in the fall of 2007 for purposes of developing
a web-based tool to determine a participant's need for home and community based services. The grant period
ends in March, 2009.

Using health information technology

Missouri's Medicaid providers have utilized an electronic health record since 2006. The electronic health record
is a web-based tool that physicians and other health care providers use to access electronic health records for
Medicaid patients. Treating providers can view a patient's medical history including diagnoses, procedures, and
prescribed drugs. Physicians can electronically submit prescriptions and request pre-certification for imaging
procedures and durable medical equipment. All of this is done in a secure environment, and the entire system is
Health Insurance Portability and Accountability Act (HIPAA) compliant. Recent enhancements to the tool
include importing laboratory data and integrating a medication possession ratio for medications used to control
chronic conditions.

Expanding coverage through private sector initiatives

The Health Insurance Premium Payment (HIPP) program pays private health insurance premiums, co-
payments, and deductibles for participants in lieu of paying more costly medical care expenses. The HIPP
program is based on cost-avoidance instead of cost-recovery. MO HealthNet provides wrap around services so
all MO HealthNet covered services are available to HIPP participants. Since MO HealthNet is the payer of last
resort, the state is able to ensure participants retain their private insurance by purchasing the coverage when it
is determined to be a cost effective to the state.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

Consumer's Managed Care Guide – Managed care organizations are evaluated on their commercial, MO
HealthNet, and Medicare product lines in the areas of access to care, quality of care, and customer satisfaction.
The Consumer's Managed Care Guide, published by the Missouri Department of Health and Senior Services
(DHSS), shows how well MCOs are delivering care and customer service to their members. This guide helps
consumers, employers and other purchasers with their health insurance selection.

The 2006 Consumer's Guide to Managed Care in Missouri (rating MCO performance during calendar year 2005)
is available on the DHSS website at www.dhss.mo.gov/ManagedCare/ mcaid_06.pdf. All seven of the MCOs
ranked average to high in the area of children's health; six of the seven MCOs ranked average or high in the
area of member satisfaction; and four of the seven ranked high in the area of women's health services.
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Pay for Performance (P4P) – The department, in conjunction with the Professional Services Payment
Committee, will be developing guidelines to implement pay for performance that will reward providers for quality
care. The Center for Health Care Strategies (CHCS) selected MO HealthNet to participate in the Pay for
Performance Purchasing Institute. Institute participants receive technical assistance from CHCS and other
collaborators in areas such as developing incentive structure, choosing measures and engaging providers.

Through the Chronic Care Improvement Program (CCIP), a Quality Improvement Council is working with
providers from around the state to develop measures and standards for a pay for performance program. This
work may serve as a foundation for the Professional Services Payment Committee to expand P4P for the
broader population. The initial CCIP P4P payment, issued to providers in the second quarter of 2008, was
developed based on provider’s individual results for several standard, peer-reviewed and best-practice clinical
outcomes for each of the participant's conditions managed through CCIP. These best practices include use of
inhaled corticosteroids for asthmatics, regular acquisition of glycosylated hemoglobin values and screening
ophthalmology examinations for diabetics, use of beta blockers and ACE inhibitors for participants with
congestive heart failure, measurement of lipid profiles for participants with coronary artery disease, and annual
influenza immunizations. Subsequent P4P payments are expected to be issued on a quarterly basis for the
CCIP.

Efforts to combat fraud and abuse

Program Integrity Unit best practices include efforts designed to offer providers the opportunity to voluntarily
review their billing practices and identify overpayments associated with industry wide issues. Missouri initiated
such a program relating to billing by nursing home chains. In an innovative approach, the issue was brought to
the attention of the industry trade group and a notice of potential overpayments sent to the members. The
Program Integrity Unit also identified individual providers through data mining. Utilizing a self audit program,
significant refunds of overpayments have been voluntarily returned by nursing home providers.

This type of self-audit program is an effective way to realize savings and cost avoidance when it is not practical
to conduct extensive audits due to budget constraints.

Changes to make to federal Title XIX to provide better services to Medicaid beneficiaries

The Social Security Act provides for demonstrations that can be used to test or provide alternative mechanisms
for delivery of care or expand populations to enhance the program. One important facet of the demonstration
approval process is budget neutrality. Current application of budget neutrality leaves states with little flexibility to
test and develop new initiatives. The current approval requires a narrow application of allowable costs and
impacts to savings. Cross program impacts are not recognizable in the budget neutrality analysis. Quality
initiatives that positively impacting populations but are difficult to quantify are also impacted.

Future plans

MO HealthNet continues to implement legislation enacted by the General Assembly in 2007, which requires all
MO HealthNet participants to have a health care home and to be enrolled in one of three health improvement
plans: risk-bearing care coordination, administrative service organizations, or coordinated fee-for-service. MO
HealthNet has completed an expansion of its existing managed care program and is in the process of procuring
regional administrative service organization vendors to provide care coordination services to participants around
the state.
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Nebraska Medicaid Best Practices

Consumer-directed care demonstration

Personal Assistance Services:
Nebraska's Personal Assistance Services (PAS) is a consumer-directed program where consumers manage
their own care through agency and individual providers whom they hire to provide them assistance with their
activities of daily living, such as bathing or dressing. Individuals of any age can qualify for PAS if they are
Medicaid eligible; living in a home, not an institution; have a chronic medical condition or a disability; and have
an assessed need for the service in order to live in the community. More information is available at
www.dhhs.ne.gov/HCS/Services/PAS.htm.

Developmental Disabilities Community Supports Waiver:
The Community Supports Program (CSP) is a set of community-based services and supports funded through
Nebraska’s Division of Developmental Disabilities. The CSP offers funding for services to assist persons with
disabilities in living, working, and participating in their community. This “consumer-directed” program provides
choices of services and providers not previously available for persons with developmental disabilities in
Nebraska. These choices are important, as it has been shown that people who feel they have control over their
lives, their services, and their supports are more likely to feel and be successful. More information is available at
www.dhhs.ne.gov/Developmental_Disabilities/csp.htm.

Money Follows the Person Demonstration Project:
Nebraska is one of 31 states selected by the Centers for Medicare and Medicaid Services to host a new five-
year demonstration project called Money Follows the Person. The project will be operated by the Nebraska
Department of Health and Human Services, with the goal of helping to rebalance Medicaid’s long-term care
spending, decreasing the percentage that would normally be spent on facility-based care and increasing the
percentage spent on home and community-based services. Eligible participants who currently reside in nursing
homes or intermediate care facilities and who wish to relocate will be assisted with their transition from the
facility back to their own home or to other suitable community residences, such as houses, apartments, or small
group living arrangements. The least restrictive living arrangements are often the ones that individuals find to be
the most desirable, so Medicaid's goal is to offer them an array of services that promote choice and
independence.

Expanded Transportation Option:
The Nebraska Department of Health and Human Services expanded transportation options for agency clients by
allowing reimbursement to non-commercial transportation providers at the same mileage reimbursement
available to state employees. Consumers refer individuals (e.g. neighbor, church volunteer) who have their own
vehicles to the Department for completion of background checks, review of driving records, and determination of
proofs of insurance. Approved providers bill the Department on a per mile basis for authorized trips.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

Own Your Future Long-Term Care Planning Campaign:
Launched in November 2006 by Governor Heineman and the Nebraska Health and Human Services System,
Nebraska's "Own Your Future" Long-Term Care Planning Campaign encourages consumers to plan for their
future long-term care needs, including initiating family conversations, living healthier, exploring community
resources, considering home modification and assistive technology and considering legal and financial options.
Research indicates that planning ahead allows individuals more control over their future choices. More
information is available at www.dhhs.ne.gov/ags/ltcPlanning.htm.
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Nebraska's Long-Term Care Savings Plan:
The Nebraska Long-Term Care Savings Plan (LTCSP) is the first of its kind throughout the entire nation.
Created by LB 965 in 2006, the plan offers a tax deduction for Nebraska residents who open a LTCSP account
at participating financial institutions. To learn more, visit www.treasurer.state.ne.us/ltcsp.

Nebraska's Long-Term Care Partnership Program:
Created by LB 965 in 2006, Nebraska's Long-Term Care Partnership establishes a special public/private
program that joins private long-term care insurance with Medicaid. A Partnership Policy is a tax qualified long-
term care insurance policy that allows Nebraskans to retain a greater share of their assets should they need to
apply for Medicaid after using their long-term care insurance benefits. To learn more, visit
www.doi.ne.gov/ltcare/index.htm.

Home Again Services:
Nebraska’s Home Again initiative, as part of the Medicaid Aged and Disabled Waiver program, assists Medicaid-
eligible nursing home residents in moving to more independent living situations. This initiative provides $1,500 to
community organizations or individuals who serve as Sponsors for Home Again participants and who purchase
the items or services necessary for participants to transition from facility- to community-based settings. These
items or services can include furniture, household supplies, security deposits, utility installation fees or deposits
and moving expenses. Home Again not only supports successful transitions, but helps to strengthen the
connection between the participant and their community.

The most comprehensive information on Nebraska’s Medicaid covered services is available in the Nebraska
regulations located at www.dhhs.ne.gov/reg/regs.htm. The state plan is not available through the state
webpage.

Changes to make to federal Title XIX to provide better services to Medicaid beneficiaries

We would increase federal funding and ensure more flexibility in the program.

Future plans

Enhanced care coordination for high cost, recipients with multiple medical conditions. Preferred drug list and
purchasing pool for prescribed drugs. Study of rate-setting methodology for Long-Term Care Services. Study of
hospital payment methodology.
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New Hampshire Medicaid Best Practices

Consumer-directed care demonstration

The Home Care and Community Based Services (HCBS) In Home Supports (IHS) Waiver for Children with
Severe Disabilities is an Independence Plus (first in the nation) waiver that is consumer/family driven. Current
enrollment is approximately 200 individuals, and is expected to reach a total of 210 individuals within the year.

New Hampshire’s DD and ABD waivers have a service category called Consolidated (Developmental or
Acquired Brain Disorder) Services. The definition of these services is: provision of assistance and resources to
individuals with developmental disabilities and their families in order to improve and maintain the individuals’
opportunities and experiences in living, working socializing, recreating, and personal growth, safety and health.
Consumers whose services are funded through this service category have full freedom and control in choosing
their own provider(s) for each and every aspect of their services. These services are not provided to recipients
by parents of minor children or spouses. In cases where services are provided by other relatives or friends these
individuals must be fully qualified as providers. Currently 78 individuals utilize this option with a number slots still
open/available.

Delivering high-quality, coordinated, long-term care for the disabled and/or the infirm

New Hampshire is a System Transition Grant (STG) recipient. The purpose of the grant is to focus on
transforming the long-term care system to promote independence and community based services for the elderly
and for adults with chronic conditions. The grant involves a 60-month planning and implementation effort. To
date, New Hampshire has submitted and recently presented (5/17/06) its strategic plan for systems
transformation to CMS. Pending CMS review and subsequent revisions, the plan will enter the implementation
phase. Although the STG is not focusing on quality per se, New Hampshire is coordinating with the Real Choice
Quality Improvement/Assurance Grant for Home and Community Based Care (HCBC) to develop ways of
reviewing individual outcomes for the long-term care population across programs.

In addition to the STG grant, the Home and Community Based Program for the Elderly and Chronically Ill
(HCBC-ECI) program provides a range of community based services for people who would otherwise require
institutional care in a nursing facility, including consumer-directed personal care services.

Using health information technology

New Hampshire is not currently pursuing health information technology with respect to electronic health records,
or e-prescribing. However, please refer to the response to question #5 (Transparent and publicly-accessible
measurements of patient outcomes and/or quality improvements) for New Hampshire’s progress toward
electronically capturing health data for the purpose of research and analysis.

Expanding coverage through private sector initiatives

New Hampshire is not currently expanding coverage through private sector initiatives.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

NH law RSA G-11,II(a) requires all health insurance carriers to report data on each and every medical bill they
paid (includes hospital stays, surgical procedures, physician appointments, mental health services, prescription
drugs, and other services that generate a bill.) This data will be analyzed by the New Hampshire Department of
Health and Human Services (DHHS) and the New Hampshire Insurance Department and will be made available
to outside parties for additional research and analysis. Because the data set is designed to track patients across
insurance carriers and providers and providers across insurance carriers, the data will allow analysis of entire
episodes of care in the private population and comparison of providers. The data will also be used by DHHS as
a benchmark in the analysis of the NH Medicaid program. To our knowledge only Maine and New Hampshire
collect private health care data in this comprehensive manner.
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New York Medicaid Best Practices

Consumer-directed care demonstration

A. New York State Department of Health
1. Consumer Directed Personal Assistance Program:
The Consumer Directed Personal Assistance Program (CDPAP), operational in New York State since 1995, allows
chronically ill and/or physically disabled individuals in need of, or receiving, home care services under the medical
assistance program greater flexibility and freedom of choice in obtaining such services while reducing administrative
costs. This program offers individuals an alternative to traditional home and community-based services that include
personal care services, home health services and private duty nursing. The local department of social services in
each district in the State is responsible for determining eligibility for the program, authorizing services that are
provided, and maintaining compliance with programmatic requirements.

The program permits participating individuals to arrange and pay for their own home care through a specifically
designated payment system that consists of a Fiscal Intermediary that functions as the employer of record. The
consumer can receive authorized services from a provider or individual of their choice. The responsibility for the
direction of care is assumed by the consumer rather than an external agency or individual. The consumer’s service
authorization is based on a strength-based needs assessment which includes a physician’s order and a nursing and
social assessment. In 2005, CDPAP served approximately 7,500 consumers in all local districts of New York State.

2. Home and Community-Based Services Medicaid Waiver for Individuals with Traumatic Brain Injury:
The Home and Community-Based Services Medicaid Waiver for Individuals with Traumatic Brain Injury (HCBS/TBI)
has been in operation in New York State since April 1, 1995. The HCBS/TBI waiver was approved as a Home and
Community-Based Services Waiver for nursing home eligible individuals with a TBI and is in its 3rd renewal period
effective April 1, 2003 - March 31, 2008. The HCBS/TBI waiver is one component of a comprehensive strategy
developed by the New York State Department of Health to assure that New Yorkers with a traumatic brain injury can
receive services within New York in the least restrictive setting appropriate to their needs.

To be eligible for the HCBS/TBI waiver an individual must have a diagnosis of TBI or related diagnosis, be eligible for
a nursing facility level of care, be enrolled in the Medicaid Program, be between the ages of 18 and 64, be given the
choice of living in the community or in a nursing facility, have or establish a living arrangement that meets the
individual’s needs and be able to be served in the community with services available under the HCBS/TBI waiver and
New York’s Medicaid State Plan. The HCBS/TBI waiver is administered through a network of State contractors,
termed Regional Resource Development Centers (RRDC), each covering specific counties throughout the State. The
RRDC staff is responsible for a variety of functions including interviewing potential waiver participants, assisting
participants to access approved providers, approving Service Plans, reviewing incident reports and maintaining
regional budgets for waiver services.

In addition to services offered under the Medicaid State Plan, HCBS/TBI participants can also utilize twelve waiver
services. The services offered under the HCBS/TBI waiver are: Service Coordination, Independent Living Skills
Training and Development, Structured Day Program, Substance Abuse Programs, Intensive Behavioral Programs,
Community Integration Counseling, Home and Community Support Services, Environmental Modifications, Respite
Care, Assistive Technology, Transportation and Community Transition Services.

3. Long Term Home Health Care Program:
The Long Term Home Health Care Program (LTHHCP), also known as the Lombardi Program or Nursing Home
Without Walls, has been in operation in New York State since April 1, 1978. The LTHHCP was approved as a Home
and Community-Based Services Waiver for the aged and disabled effective January 1, 1983 for an initial 3-year
period and as such allowed the LTHHCP to expand its package of services available to Medicaid recipients. The
LTHHCP waiver (0034.90.R4) is in its 4th renewal period effective January 1, 2004 - December 31, 2008.

The LTHHCP is a comprehensive coordinated plan of care and services (medical, nursing, rehabilitative and support
services) provided in the individual’s home, including an adult care facility other than a shelter, or in the home of a
responsible adult to invalid, infirm or disabled individuals of all ages who are medically eligible for placement in a
nursing home. This program offers individuals an alternative to institutionalization. A unique feature of the LTHHCP is
Case Management.
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All individuals must receive case management, and may receive a combination of other home care services based on
the joint assessment/reassessment of an individual’s needs by the local department of social services (LDSS) and
LTHHCP provider and included in the physician approved plan of care every 120 days. The plan of care may include
non-waiver services such as nursing, physical therapy, occupational therapy, speech therapy, medical supplies and
equipment, homemaking, housekeeping, and home health aide or personal care aide as well as waiver services such
as medical social services, nutritional counseling, education, respiratory therapy, home maintenance, home
Improvements, social day care including transportation to the social day care service, home delivered and/or
congregate meals, moving assistance, personal emergency response system, and respite care in the home or
residential nursing facility. Participants must have care costs which are less than the nursing home cost in the county
of their residence. Individuals can access this program through a hospital discharge planner, the LDSS, or a Long
Term Home Health Care Program provider. The LDSS determines eligibility for the program, must authorize all
services that are provided, and monitors compliance with individual care costs. The LTHHCP provider provides case
management and coordinates the provision of all services.

4. Care-At-Home Program:
The Care-At-Home Program (CAH) began operation in New York State as a federal model waiver on 12/1/85.
Subsequently, the CAH became a home and community based services waiver. The Program is designed to provide
medical and related services to families who want to bring their physically disabled children home from a hospital or
nursing home. Families who have already brought their child home are also eligible. CAH has 1,000 slots: 600 slots
for children who require a skilled facility level of care (maximum Medicaid budget of $9,000/month) and 400 slots for
children who require a hospital level of care (maximum Medicaid budget of $14,500/month). CAH is in its third
renewal period, 12/1/03-11/30/08. CAH is administered in conjunction with the local departments of social services.

To be eligible for the CAH waivers, the child must be ineligible for Medicaid when parental income and resources are
counted and the child must be eligible for Medicaid when the child’s income and resources are counted. In addition,
the child must be under 18 years of age; must have had a continuous 30-day hospital stay (in some cases 30 days
within a 90-day period); must be determined physically disabled based on the Supplemental Security Income rules;
must require the level of care provided in a skilled nursing facility or in a hospital; and must be able to be cared for
safely at home and at no greater cost to Medicaid than in the appropriate facility.

Each CAH participant has a plan of care which identifies all the services that the child needs; the frequency and
duration of services; who will provide them and available payment sources. The child’s plan of care is comprised of
several components: a comprehensive home assessment which list the services and supports needed by the child in
the home; the Pediatric Patient Review Instrument which identifies the child’s medical needs; physician’s orders
which shows the medical necessity for the services listed; the case management plan which identifies how the child
will obtain needed services; and a monthly budget which shows the total hours of each service; the cost of each item
and service, and who will pay for each one. The plan of care is the responsibility of the CAH coordinator in each local
social services district, the child’s case manager, and the parent, and is updated periodically.

Children in the CAH program are eligible for all State Plan services as well as the following waiver services: case
management, respite care and home and vehicle modifications.

B. New York State Office of Mental Retardation & Developmental Disabilities
1. Care-at-Home Model Medicaid Waivers:
NYS OMRDD operates three CAH Medicaid Home and Community Based Waivers under authority granted by
section 1915(c) of the Social Security Act. These waivers are considered “model 200” waivers because they were
granted under a special application category for model waivers as a way to obtain expedited federal approval of
waivers intended for relatively small state programs that targeted children with disabilities. The NYS Legislature has
granted special authority for the operation of Care-at-Home waivers. Two waivers (CAH I and II) are operated directly
by New York State Department of Health (discussed above) and are open to all qualifying children with medical
complexities. Three waivers (CAH III, IV, and VI) are operated by OMRDD specifically for children who have medical
complexities and developmental disabilities. The OMRDD CAH waivers support 600 children. OMRDD's CAH waivers
provide for services intended to support children with developmental disabilities and complex medical conditions to
live in their own homes with their families and avoid placement in Intermediate Care Facilities for Developmentally
Disabled (ICFs/DD). Children who are enrolled in the waiver are provided with case management services, respite
care, and environmental modifications. Most importantly, the waiver authority allows the child to be determined
Medicaid eligible without taking into consideration the income or resources of the parents. Medicaid eligibility makes
available a wide array of Medicaid State Plan services that address the complex health conditions of these children.
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2. Federal Home and Community Based Services (HCBS) Medicaid Waiver:
In September 1991, CMS (then Health Care Financing Administration) approved the Home and Community Based
Services waiver in New York State for people with mental retardation or other developmental disabilities. The waiver
provided the state with a mechanism to support people in the community who might not otherwise have been eligible
for federal financial support. Thus, the state was able to use this administrative tool to provide predictable Medicaid
financing for supports and services received in homes and community settings. Since 1991, the waiver has made a
significant contribution to New York's dramatic expansion in supports and services, and has been the key to the
State's achievement of an individualized service environment for enrolled individuals. As of March 31, 2006, over
56,000 people were enrolled in the HCBS waiver.

When this waiver was initially established in 1991, one of its unique characteristics was its stated intention to
reorganize the state's service delivery system to establish an individualized services environment (ISE), for waiver
participants. The ISE allows the design of uniquely tailored packages of supports and services that help each person
pursue his or her goals in life. Independence and inclusion in the community are primary values in designing these
packages, as is the productive use of personal time. These values are rooted in the federal Developmental
Disabilities Act, which underscores the importance of individualization, integration, independence and productivity.
The ISE now has become the major strategic force that has transformed New York's services. The system formerly
dominated by congregate care programs has changed to a flexible resource network that offers a balance between
traditional model-based programs and individualized services.

As the developmental disabilities field in general and OMRDD in particular have embraced consumer empowerment
and inclusion, the importance of the HCBS waiver has increased. There have been significant increases in the
number of people enrolled in the HCBS waiver and living at home. The HCBS waiver has resulted in more people
living successfully in the community. As OMRDD has increased its emphasis on person-centered approaches to
service planning and delivery, more and more support packages are being tailored to individual needs and desires
than are typically offered in model-based programs. The ISE approach has proven to be a powerful organizing
principle that results in people being supported in the most integrated setting possible.

OMRDD and the provider community are focused on the personal choices and needs of those among us who have
developmental disabilities. Progress is seen in broadening efforts to help people live in homes they choose, including
homes they rent or own. Progress is also manifest in burgeoning efforts to help people gain access to jobs, volunteer
work and other integrated day activities. The waiver has a consumer self-directed service option called Consolidated
Supports and Services, which allows people with disabilities and their families to manage their own budget and hire
staff. They work with a Fiscal Employer Agent who makes payments to providers consistent with the consumer
directed plan and assists with meeting regulatory and fiscal requirements.

3. Creating Alternatives in Residential Environments and Services (NYS-CARES, NYS-CARES II) and
New York State Options for People Through Services (NYS OPTS):
NYS-CARES and NYS OPTS are current examples of bold, innovative ideas that will have broad impact on
OMRDD's ability to meet its strategic goals in the years ahead.

a. NYS-CARES - From its inception through March 31, 2005, the NYS-CARES program solved a huge problem for
many persons with developmental disabilities and their families who were waiting-in many cases for long periods-for
out-of-home residential services. It provided more than 12,000 people with places to live in the community and family
support services for thousands more people waiting for help with residential needs. The close working relationship
among families, advocates, the nonprofit provider community and New York State is a hallmark of this initiative and a
major contributor to its success. The NYS-CARES concept continues with a 10-year commitment to develop
additional services to meet family needs. Through a multi-year process, NYS-CARES II provides an additional 1,900
new out-of-home residential opportunities, 600 new opportunities for in-home services and 370 new opportunities for
day services. It also provides additional funding for family support services beyond the State's initial commitment, to
help individuals stay with their families as long as possible.

b. New York State Options For People Through Services (NYS OPTS) - The major new OMRDD program initiative is
NYS OPTS. This is a systems change initiative based on the Organized Health Care Delivery System (OHCDS)
model permitted under federal Medicaid regulations. The new initiative was designed by consumers, families,
providers, self-advocates and other interested stakeholders to insure that the services are uniquely tailored to each
individual.
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The NYS OPTS initiative gives individuals with developmental disabilities and their families increased choice and
individualization in available services. OMRDD continually evaluates its service system through customer satisfaction
surveys. This method of evaluation helps ensure that services funded through OPTS are of highest quality and best
suited to individuals' needs. It is anticipated that by 2007, more than 5,000 will be served under the OPTS initiative.

Using health information technology

A. New York State Department of Health
Medicaid Pharmacy Initiatives: Using the Medicaid Program Planning Mart, the claiming, collection, and
disbursements to the federal and local governments of drug rebates collected from drug manufacturers was re-
designed from an out-dated and unsupported mainframe system. This new drug rebate information system went into
production effective April, 2004.

Introduced with the new system was the collection of rebates for drugs dispensed or administered by physicians and
other non-pharmacy providers (J-Code procedures). These rebates were retroactively collected to January 2000.
Beginning April, 2005, additional rebates began being collected from providers from whom no rebates were ever
collected (340B providers). To date, this new drug rebate information system has saved New York over $133 million.

The Preferred Drug Program (PDP) encourages use of drugs that are therapeutically appropriate and less expensive.
The Pharmacy and Therapeutics Committee, made of physicians, pharmacists, nurse practitioners, and consumers,
reviews selected categories of drugs using extensive, objective evidence based research outcomes from a variety of
sources, including the Oregon Health Sciences University, to recommend which drugs are the most efficacious
choices among drugs in each therapeutic class. Certain agents are considered “preferred” within a specific
therapeutic class because they have unique clinical characteristics or because New York State will receive
manufacturer rebates for certain therapeutically equivalent drugs that are considered equally effective, which lowers
the cost. The Commissioner of Health makes final determination of drugs that will be considered "preferred". Non-
preferred drugs remain available through prior authorization process.

The Department of Health is also instituting a Clinical Drug Review Program which is intended to assure appropriate
drug therapy for Medicaid recipients by requiring prior authorization for drugs in which the Department has public
health, or fraud and abuse concerns.

Through First Health Services Corporation, which has been contracted to assist the Department in implementing the
PDP, New York has joined the National Medicaid Pooling Initiative. The Department has determined that pooling with
other states by participation in the NMPI would realize greater cost savings than negotiating state-specific
supplemental rebate agreements based on New York's purchasing power alone. The NMPI has pre-established
supplemental rebates in place and is an expeditious way to begin implementation of a supplemental rebate
agreement and to implement the Preferred Drug Program.

The Department is also working with First Health to implement a State Maximum Allowable Cost list for certain drugs
for which no Federal Upper Limit has been established, which will reduce drug prices and result in cost-savings for
the Medicaid Pharmacy program.

The Department has a fully operational mandatory generic drug program and currently requires prior authorization for
Zyvox, Serostim, second generation prescription antihistamines, and prescription proton pump inhibitors which has
resulted in significant cost savings to New York's Medicaid program.

B. New York State Office of Mental Health
Pharmacy Service and Clinical Knowledge Enhancement System:
The Pharmacy Service and Clinical Knowledge Enhancement System (PSYCKES) is an innovative health information
technology product designed to support decision making and information needs for physicians and other clinicians,
and improve the quality and safety of medication prescribing practices in the New York State public mental health
system. PSYCKES' Web-based clinical decision support system uses state administrative databases to provide
clinical data and information resources at the point of care, with drill-down and aggregation capabilities at the patient,
physician, hospital, and system levels, and may serve as a model for other states, the federal government, and large
payors. The PSYCKES project is designed to address several important opportunities.

First, there is broad consensus on evidence-based practices for mental health, including medications. All states are
currently implementing one or more of the six evidence-based practices that the federal Substance Abuse and Mental
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Health Services Administration (SAMHSA) has recently published toolkits for, with 21 states implementing medication
guidelines for schizophrenia. However, states need more information on effective methods for implementation. The
NYSOMH PSYCKES initiative is providing critically important information regarding the effective implementation of
evidence-based medication guidelines that may assist participating states.

Second, physicians' psychoactive medication prescribing practices are an area of urgent public health need.
Numerous studies have documented that practices of mental health professionals are often at variance with clinical
practice guidelines and many patients receive suboptimal care leading to significant societal and financial costs; such
variation is best documented in the area of pharmacological treatment. NYSOMH’s PSYCKES initiative is contributing
toward standardizing medication practice patterns through its automated, guideline-driven performance measures that
profile quality, safety, and conformance to evidence-based practices at the hospital and physician levels.

Third, an increasing number of studies have examined the feasibility of using mental health administrative and
pharmacy databases, which are universal among payers, to assess conformance with evidence-based practices.
These studies document conformance rates in large populations and represent a methodological advance in quality
improvement. Taken together, these studies suggest that administrative and pharmacy databases are inexpensive
and reliable sources for determining some measures of guideline adherence, including dose and duration of
medication trials, patient adherence to medication regimen, and outpatient follow-up after hospitalization.

The NYSOMH PSYCKES initiative is utilizing state administrative databases to provide clinical data and information
resources at the point of care. PSYCKES capitalizes on the already existing data NYSOMH maintains for billing,
pharmacy, budgeting, and clinical information. These databases have the potential to support a broad range of clinical
management needs at the state, facility, provider, and individual client level, but integrating and making them broadly
available for decision support had not been done prior to PSYCKES.

Description of PSYCKES - PSYCKES' novel Web-based clinical decision support system utilizes advances in health
information technologies to support decision making and information needs for physicians and other clinicians and to
improve the quality and safety of medication prescribing practices in the NYS public mental health system. Through
its unique integration of patient data, clinical practice guidelines and information resources, PSYCKES addresses the
information dissemination change driver identified in this application.

PSYCKES contains two types of information: 1) all available patient treatment history data for the past 15 years for all
patients currently served in New York's 26 adult, child, and forensic state psychiatric hospitals, and 2) context-based
links to information resources including RxList, PubMed, and clinical practice guidelines. PSYCKES pulls data from
many state administrative databases to coalesce 15 years of history of prescribing, admissions, and diagnoses. All
data processing and reports are written in SAS (SAS Institute, Inc., Cary, NC) and the timelines graphs are written in
Ploticus (ploticus.sourceforge.net). For each patient and hospital, PSYCKES includes over 1,000 database queries,
and generates over 140 customized links. PSYCKES is a secure, HIPAA compliant application: users need to obtain
a security clearance with three levels of approval and use a password to log on. State level users have access to all
data in the system. Hospital level users have access to performance data at the state and hospital level, system wide,
and can view historical data from any hospital for their current patients, but cannot view data for patients at other
hospitals.

PSYCKES organizes clinical data into two linked categories: 1) clinical reports, designed to support clinical decision
making, and 2) management reports, designed to support quality improvement (Table 1). Clinical reports have been
developed with feedback from users to ensure that reports do not contain more or less information than physicians
need to quickly review a patient’s history to make a clinical judgment. PSYCKES includes six sets of patient-detail
clinical reports that offer access to 15 years of psychotropic data.

All PSYCKES reports are hyperlinked to support rapid navigation from state overviews, down to individual patient
orders. Some of the indicators summarize current data (e.g., percent of patients on higher than recommended doses).
Other measures take advantage of the historical database to make more complex judgments (e.g., identifying patients
who are eligible for clozapine, a medication of choice for treatment resistant schizophrenia, involves review of all data
since the medication's introduction). When appropriate each report presents performance on the indicator as
measured, (e.g., number and percent of patients receiving lower, within, or higher than recommended range), as well
as a break out on degree of deviation (e.g., 1.5X, 2X, 3X, 4X higher than recommended range).

Summary - PSYCKES is a new and creative method for using administrative and pharmacy data to support clinical
decision-making at the level of the individual patient. While all states share some clinically relevant patient-specific
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state database generated information with treating physicians in a limited paper-based fashion, to the best of our
knowledge, no other state has developed and offered an integrated, guideline-driven, web-based clinical and fiscal
decision support system for psychiatry. The key distinctions between PSYCKES and other existing medication
management systems are:

1) Aggregation of 15 years of history into clinically usable form.
2) Focus on providing the details of those data to front-line clinicians, and through them, patients and families.
3) Ability to drill-down into data at the levels of state, hospital, clinician, ward, patient, and finally raw orders,
allowing all users maximum flexibility to evaluate the data for themselves.

Expanding coverage through private sector initiatives

A. Partnership for Long-Term Care Program
New York is one of the original four states (NY, CT, IN, and CA) that offer a Partnership for Long-Term Care
program (Partnership program). The Partnership program links private long-term care insurance with Medicaid,
as backend insurance, and provides lifetime coverage for long-term care. The New York State Partnership
program offers Medicaid asset protection while fostering personal responsibility by encouraging individuals to
plan financially for future long term care needs. New Yorkers who have purchased Partnership policies and
exhausted their coverage can apply for Medicaid Extended Coverage and have all or part of their assets
protected, i.e., excluded from spend down requirements. (Medicaid income rules are applied in determining
Medicaid eligibility.) At the same time, the Partnership program substitutes private funds for Medicaid funds for
the payment of long term care services. The Partnership program provides New Yorkers with a reasonable and
affordable option at a time when the Federal and State governments are considering Medicaid eligibility reform.

B. Partnership: Grantmakers Alliance of Northeastern New York New York State Office for the Aging -
Leveraging Influence and Resources to Create Vital Communities
Traditionally, social programs, and the financial resources that fund them, are targeted or restricted to discrete
segments of the population. Funding is tied to distinct, disconnected networks. Little or no collaboration or
coordination occurs among networks or sectors in planning for community needs and in designing programs.
Too often, addressing the well-being of individual age groups or population segments is not integrated within the
context of addressing the overall well-being of the community.

Against this background, the New York State Office for the Aging and six foundation members of the
Grantmakers Alliance of Northeastern New York have joined forces to model an innovative inclusive, global
planning and programming process, which is meant to assist communities in the Capital District of New York
State to prepare for the impact of anticipated changes in their demographic profiles.
The partners will jointly lead ventures that will raise awareness of New York's dramatically changing
demographic profile, help communities understand the future implications of these changes, and take steps, in
innovative ways, to prepare themselves for these implications.

Transparent and publicly-accessible measurements of patient outcomes and/or quality improvements

A. New York State Department of Health
1. Quality Assurance Reporting Requirements:
New York State collects and analyzes information from Medicaid managed care plans to track performance and
consumer satisfaction information. Known as "QARR" -- Quality Assurance Reporting Requirements, the
program uses measures largely adopted from the National Committee for Quality Assurance - Health Plan
Employer Data and Information Set. New York State-specific measures are included to track public health
issues of particular importance in New York State.

The report on 2005 QARR data showed that the quality of care provided through Medicaid managed care
continues to rate among the best in the nation. New York exceeded averages in 21 comparable national
measures of quality showing large differences in women's, perinatal and diabetes care, outpatient visits for
depression, and follow-up care to hospitalization for mental illness.

A report by the National Committee for Quality Assurance and U.S. News and World Report (The State of Health
Care Quality 2005) ranked New York State as having five of the U.S. top 20 Medicaid managed care plans.
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More information on QARR and the 2005 report are available online at:
http://www.nyhealth.gov/health_care/managed_care/reports/eqarr/2005/index.htm
http://www.nyhealth.gov/health_care/managed_care/reports/eqarr/2005/about.htm
www.nyhealth.gov/press/releases/2005/2005-10-12_eqarr_release.htm

2. Pay for Performance Demonstrations:
In spring 2005, Governor Pataki signed into law a new Pay for Performance initiative intended to foster
collaborations between Medicaid, commercial payers, employers and providers. The new law was designed to
promote patient safety, quality of care and cost effectiveness by rewarding hospitals, physicians and clinics that
provide high quality care. The legislation directed the Commissioner of Health to establish a Pay for
Performance (P4P) Workgroup comprised of healthcare provider associations, health care plan associations,
hospital representatives, consumers, labor and self-insured employers. The Workgroup's mission was to seek
consensus on clinical measures and measurement criteria necessary and appropriate to achieve improvement
in quality performance by providers in delivering health care services. These clinical measures are to be used in
5 regional demonstration projects involving multiple payers, including Medicaid, and designed to provide
financial incentives to hospitals, physicians and clinics to improve performance. An RFP was issued in May
2006 with awards expected to be made by fall. The State is providing $10 million dollars to fund the
demonstrations.

3. Quality Incentives:
To further strengthen its commitment to quality, the State has implemented a "pay for performance" program
that provides financial rewards to Medicaid managed care plans that achieve high quality and member
satisfaction ratings. Health plans can earn incentive payments of up to 3% of premium for superior performance.
About one-half of the health plans that participate in the Medicaid managed care program have earned incentive
payments ranging from .75% to 3.0% of premium. Plans use these incentives to invest in quality improvement
and to reward providers. The total value of the incentive payments was approximately $45 million in 2005 with
18 plans receiving some level of incentive payment. The Commonwealth Fund has awarded a grant to the
Urban Institute to conduct and evaluation of the effectiveness of the quality incentive program.

4. Disease Management:
The Department of Health recently announced the creation of six regional demonstration projects totaling $6.5
million in grant awards to help address the complex health care needs of Medicaid recipients with chronic illness
or at-risk for disease. The demonstrations will promote the development and implementation of innovative
approaches to providing disease and care management services in the areas of heart disease, renal kidney
failure, and mental illness, among other types of chronic illness to New Yorkers enrolled in Medicaid.

One of the primary goals of the projects is to promote the doctor, patient relationship in delivering quality health
care so that patients have a greater understanding of their treatment options and become more involved in
making health care decisions. Each program will be evaluated by the Department to determine the efficiency
and effectiveness of providing health care to patients under these programs. The services are available to those
enrolled in Medicaid under fee-for-service. More information click here

5. General Quality Improvement:
The Medicaid program, in conjunction with its utilization review and quality improvement organization contractor,
the Island Peer Review Organization (IPRO) has been conducting ongoing quality improvement projects (QIP)
for 10+ years. Historically, IPRO concentrated QIP efforts in the inpatient arena, coupled with utilization review
contract deliverables. In 2000 the QIP initiatives were retooled to address chronic care conditions in the
ambulatory setting; with a focus on asthma and diabetes. These initiatives are modeled after the nationally
acclaimed, evidenced-based 'Chronic Care Model' (Dr. Ed Wagner, the MacColl Institute for Healthcare
Innovation, Center for Health Studies, Group Health Cooperative). A major goal of these QIPs is to facilitate
productive interactions between an informed activated patient and their prepared, proactive health care team.
Currently, there are 25 Article 28 clinics participating in the Asthma QIP and 19 diabetes clinics. Key
programmatic components include: real-time chart audit reviews including provider feedback (Peer Report
Cards), academic detailing (translating knowledge to practice), clinical decision support tools (i.e., chart
prompts), links to community resources, communication skills and patient self-management training, etc. To
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The Balanced Scorecard and AOT reports are the most recent additions to the information available to the public
through the OMH website. Also accessible through the site are locations of New York State licensed mental health
care providers, and the most current Strategic Plan as well as plans from prior years.

C. New York State Office of Alcoholism and Substance Abuse Services
The goal of OASAS' Managed Addiction Treatment Services (MATS) is to assure effective and appropriate access to
needed treatment services and positive treatment outcomes for recipients of chemical dependence services.
Concomitantly, MATs drives savings in the State's Medicaid program through the reduction of unnecessary or
excessive utilization of Medicaid services. In February 2005, OASAS solicited proposals from local mental hygiene
agencies for the operation of MATS programs, building on the existing Managed Addiction Treatment Services
County Demonstration model. By providing Federal and State funding to local mental hygiene agencies/Local
Government Units (LGUs), OASAS' goal is to expand and enhance MATS programs throughout New York State.

The new MATS program will improve the delivery of health care and other related services to Medicaid
recipients requiring treatment for chemical dependency, by targeting the provision of case management services
to voluntarily participating high cost Medicaid-eligible recipients of chemical dependence services. MATS
programs will be carried out at the county/NYC level through a partnership between the local mental hygiene
agency and the local department of social services.

MATS program services will include, but not necessarily be limited to: Assessment; Service Planning; Resource
Identification; Creating Linkages; System Coordination; Advocacy; Service Monitoring; Utilization Management;
Brokering; Crisis Intervention; and Creative Problem Solving. Local MATS programs will be financed through a
combination of Federal Medicaid Administration funding, State Aid and local government matching funds.

Efforts to combat fraud and abuse

New York State has a variety of best practices and initiatives designed to combat fraud, waste and abuse in the
New York State Medicaid system, including but not limited to the following:

A. Establishment of the New York State Office of the Medicaid Inspector General (OMIG)
New York State recognizes the critical importance of program integrity activities. On February 2, 2006, Governor
Pataki issued Executive Order No. 140.1 which established the NYS OMIG. The OMIG is an independent entity
within the New York State DOH and serves as the centralized entity to combat Medicaid fraud, waste and abuse
activities in New York. Formerly, New York's Medicaid fraud, waste and abuse control activities were conducted
by the DOH's Office of Medicaid Management and various State regulatory agencies, which, while having been
successful at recouping, withholding or avoiding $12.8 billion of overpayments since 1999, suffered from
fragmentation among the various state agencies and offices charged with Medicaid fraud-fighting
responsibilities. The system needed more focus on specific auditing and fraud prevention goals and needed
greater coordination and communication among the State agencies engaging in fraud, waste and control
activities. Accordingly, the OMIG that was established is responsible for all Medicaid fraud, waste, and abuse
control functions, ensuring a more focused and coordinated approach.

Specific programs
1. Post and Clear:
New York is on the cutting edge with a benchmark program called "Post and Clear." Providers who are required
to participate must “post” their prescription orders through an electronic clearinghouse maintained by the OMIG.
Pharmacies filling those orders then "clear" them upon dispensing. This system helps to ensure that only the
specific services and supplies requested by the posting provider are furnished. It aids in the elimination of
fraudulent practices such as forged prescriptions and duplication of services.

2. Provider Data Cleansing Project:
New York has recently contracted with the largest database company in the United States to obtain information
about Medicaid providers that is not currently available through the NYS Medicaid enrollment process. The
project will assist the OMIG in identifying national sanctions, licensure actions, corporate dissolutions, criminal
prosecution and other factors that would identify providers whose participation in the NYS Medicaid program is
questionable and requires review.
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3. Forge Proof Prescriptions:
New York State has implemented a program designed to eliminate the availability of photocopies and computer
printed prescription pads that are used by unscrupulous recipients to create their own prescription for
marketable street drugs. The program also establishes a mechanism to invalidate prescriptions that are stolen.
Each prescription contains a preprinted unique serial number that is associated with registered prescribers.
These serial numbers allow prescribers to report the theft of a prescription form to the NYS DOH, Bureau of
Narcotics Enforcement. This information is used by the OMIG for denial of claims, fraud targeting and inclusion
of providers in the Post and Clear program. Building on this initiative, NYS is planning an e-prescribing
environment to allow prescribers a secure alternative to paper prescriptions. This effort will enhance the State's
ability to control fraud, waste and abuse in Medicaid prescribing practices.

4. Undercover Operatives:
New York has had much success with the use of undercover operatives posing as Medicaid recipients that
obtain services from enrolled providers such as doctors, pharmacies and clinics. These undercover
investigations have identified inflated claims, services not provided and illegal relationships between various
provider entities.

New York has been in the vanguard nationally in instituting a prescription drug monitoring program, including
moving to electronic prescriptions for controlled substances as a means of ensuring that such are used by the
individual for whom prescribed and averting the ability to fill one prescription multiple times. At the Federal level,
oversight of this effort is shifting from the Department of Justice to the Department of Health and Human
Services. Under legislation enacted last year, future Federal funding for drug abuse treatment would have been
tied to states having a Prescription Monitoring Program (PMP) that was funded by DHHS. The New York State
Office of Alcoholism and Substance Abuse Services, working through the National Association of State Alcohol
and Drug Abuse Directors (NASADAD) has assisted in crafting language that permits DHHS to deem a
precedent PMP program as equivalent to that funded by DHHS; the result is that New York will be able to apply
for future drug treatment grants for services - many of which are funded by Medicaid - without having to
reconstitute the PMP.

5. Credential Verification Review:
The OMIG's Bureau of Investigation conducts unannounced visits to Medicaid provider offices and facilities to
verify practitioner credentials as well as the adequacy of office and facility environment. This initiative has been
successful in identifying and rooting out suspect providers enrolled in the program.

6. Provider Targeting/Data Mining:
New York State has an array of data mining and analysis tools to provide easy access to claims and reference
data stored in our claims data warehouse. These tools provide the OMIG staff the ability to conduct
sophisticated analysis of query results. Available tools include but are not limited to algorithm based modeling,
mapping capabilities of Geo-coded data, and statistical analysis of large data sets.

B. New York State Office of Alcoholism and Substance Abuse Services (OASAS)
1. Fraud and Abuse:
As part of the September, 2005 OASAS reorganization, the Bureau of Enforcement under the Division of Legal
Affairs is the central "point of contact" for those compliance and quality of care concerns that rise to the level of
potential waste, fraud, and abuse. The Bureau also serves as a central coordinating point for complaints against
credentialed counselors/prevention practitioners, operates the patient advocacy unit, conducts priority program
investigations and targeted compliance reviews, and maintains a follow-up system to confirm provider
compliance with approved corrective action plans. OASAS has recently taken enforcement action against two
certified proprietary substance abuse treatment providers on Long Island. One of these providers, was fined
$6.9 million for infractions of patient care and patterns of repeated regulatory violations and their operating
certificates were revoked. The other provider was fined $1.5 million for illegal operations and improper Medicaid
billing practices. In both instances, OASAS took the necessary action to ensure that affected clients were
transitioned into other treatment programs that best suited their individual treatment needs.
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Changes to make to federal Title XIX to provide better services to Medicaid beneficiaries

A. New York State Department of Health Medicaid Program
1. Simplify Rules and Categories:
The Medicaid Program has evolved over the years and has become a very complex program to understand and
administer. In order to assure access to needed benefits and to ensure program integrity, a plan to simplify
eligibility rules and categories of assistance is needed. In a state such as New York, there exist no less than 18
categories of assistance and as many methods under which eligibility must be evaluated for individuals applying
for assistance. Simplification of such processes will no doubt reduce confusion on the part of needy persons
applying for benefits and reduce administrative errors caused by the complexity of the program.

2. School Supportive Health Services:
For more than a decade, schools across New York State have been providing essential health-related services
to disabled children under the School Supportive Health Services Program. In this especially complex area,
schools are required to comply with the Individuals with Disabilities Education Act ("IDEA"), which focuses on
how the services assist the child in meeting long term goals, while also complying with the technical record-
keeping and billing requirements of Medicaid, which focuses on how the services are provided.

The absence of federal guidance in this highly-complex area has been criticized in a series of reports produced
by the federal General Accounting Office (GAO), which has complained of "inconsistent guidance." The
President noted in his 2003 budget proposal that "the federal government has never articulated clear guidance,"
for the program, and said that "[i]n 2002, the Administration will release guides that will address all aspects of
school-based Medicaid billing."

To date, however, despite the President's statement, no clear guidance has been provided. At the same time,
the federal government has taken deferrals and recommended disallowances against local school districts for
not complying with the admittedly unclear guidance.
In these circumstances, the federal government should consider revising its approach, and focus on developing
clear guidelines that will allow school districts to obtain Medicaid reimbursement for necessary eligible services.
It should avoid taking deferrals and disallowances that would punish school districts (and their children) that
have provided necessary medical services, but may not have complied fully with the admittedly unclear
guidance.

B. New York State Office of Mental Health
The Medicaid Rehabilitation option should be fully available to finance medically necessary rehabilitation
oriented behavioral health services. States need guidance on what services will be covered and what the audit
criteria will be. Also, for individuals with serious mental illness there is a disincentive to work if earning a wage
means losing Medicaid coverage. Title 19 should be reviewed to allow medical coverage to continue for
individuals with mental illness who have been successfully employed.

C. New York State Office of Alcoholism and Substance Abuse Services
1. IMD Exclusion:
Medicaid is not available, under the Federal Social Security Act, to any individual between the ages of 21 and 64
who lives in "a hospital, nursing facility or other institution of more than sixteen beds, that is primarily engaged in
providing diagnosis, treatment or care... [for] mental diseases, including medical attention, nursing care, and
related service" (the institution for mental disease exclusion or "IMD exclusion"). As mental disease is further
defined under this legislation to include substance abuse, any person who resides in a treatment facility with
more than 16 beds is ineligible for Medicaid payments for any health care service, whether the health care
service is provided at the treatment facility or off-site (e.g., a clinic).

The IMD exclusion presents a barrier to sound clinical determinations, as referral to a residential treatment
program imposes a significant additional cost on the State through the loss of Medicaid. In addition, it
undermines public policy goals including those articulated by the Federal Substance Abuse and Mental Health
Services Administration (SAMHSA), as numerous national studies have documented that substance abuse
treatment is effective, generates substantial savings at all levels and fosters individuals’ ability to be self-
sufficient.
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In New York, the IMD exclusion is additionally problematic as residential treatment facilities rely on off-site
healthcare providers for other treatment needs of their patients (e.g., primary healthcare). For many patients, the
most appropriate level of care for their substance use disorder is residential treatment (inpatient rehabilitation,
intensive residential treatment and community residential treatment programs). An unintended consequence of
the patient's acceptance of this level of care is that they become ineligible for Medicaid support for other
necessary healthcare services. This places an undue financial burden on the residential treatment facility or may
lead to a premature discharge so that the patient's other healthcare needs may be addressed.

If the patient is pregnant, this exclusion is particularly unsound as their acceptance of residential treatment
precludes Medicaid reimbursement for all other healthcare, including, for example, obstetrical services which are
key to ensuring the best outcome for the health of the baby; conversely treatment for her substance use disorder
is particularly urgent, as continued use of alcohol and/or drugs is likely to result in physical disabilities and
problems with learning, memory, attention, problem solving, and social/behavioral problems for their children.

2. Medicaid for Inpatient Treatment in Free-Standing Facilities:
While States may include services provided in free-standing clinics under their State's plan for Medicaid, there is
no such provision for inpatient treatment provided in free-standing facilities. In New York, inpatient rehabilitation
for chemical dependence is provided at hospitals and in free-standing facilities, including the 13 State operated
Addiction Treatment Centers (ATC); the cost per day is substantially higher in the hospital setting. Under a
demonstration grant in the early 1990s, New York demonstrated the cost effectiveness and efficacy of Federal
reimbursement for this level of care for those with substance abuse disorders (i.e., treatment in non-hospital
settings, which are far less costly, while assuring medical oversight and supervision). DHHS should allow State
plans to include free-standing inpatient treatment to maximize opportunities for effective treatment, in sufficient
intensity to assist the patient toward recovery, while containing costs.

Future plans

A. New York State Department of Health
1. Long-Term Care Insurance Education and Awareness Campaign:
In Spring 2006, New York will launch a comprehensive statewide Long-Term Care Insurance Education and
Awareness campaign highlighting the need for New Yorkers to plan financially for their future long term care. In
addition to its web site: www.planaheadny.com and a new long-term care insurance helpline at 1-886-950-
PLAN, the campaign will rely on television, radio, and print advertisements, direct mailings to the public, and
county Long-Term Care Insurance Resource Centers.

2. Long Term Care Restructuring Initiative:
In January 2004, the Governor's Workgroup on Health Care Reform issued a report making sweeping
recommendations for improvements in the State's long term health care system.

Working cooperatively with the New York State Office for the Aging (NYSOFA), the New York State Department
of Health (DOH) was charged to realize this major restructuring effort. The goal is to rebalance all the elements
of the State?s long-term care system, including the creation of a new comprehensive Long Term Care (LTC)
Medicaid Waiver intended to develop more home and community based services and to change the design,
delivery and eligibility requirements of Medicaid and other State funded programs. The Department is preparing
to release a Request for Information (RFI), in Spring of 2006, to gather more targeted input on the overarching
LTC service design and to pursue a new comprehensive 1115 waiver for persons of all ages that will offer
comparable services to those currently provided through several individual Medicaid waiver programs.

3. Nursing Home Transition and Diversion (NHTD) Medicaid Waiver:
Legislation passed in the fall of 2004 directed the Department of Health (DOH) to apply for a Nursing Home
Transition and Diversion (NHTD) Medicaid Waiver. An application for the NHTD waiver was submitted to the
Centers for Medicare and Medicaid Services (CMS) on December 12, 2005.

The NHTD waiver will provide community-based alternatives to individuals with disabilities, who are at least
eighteen years of age, in receipt of Medicaid and assessed to be at the nursing home level of care. The NHTD
waiver will allow individuals to avoid or transition from unwanted nursing home placement. Administratively, this
waiver will be structured after New York's TBI waiver.
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In its application to CMS, DOH requested the opportunity to serve at least five thousand (5,000) individuals
within the first three years of the waiver. Such individuals will be eligible to receive a variety of comprehensive
community-based services and supports.

Our application to CMS requests approval for the following services: Service Coordination; Respite; Independent
Living Skills Training; Structured Day Program; Positive Behavioral Interventions and Supports; Community
Integration Counseling; Home and Community Support Services; Community Transitional Services;
Environmental Modifications Services; Assistive Technology; Congregate and Home Delivered Meals;
Respiratory Therapy; Moving Assistance; Home Visits by Medical Personnel; Nutritional Counseling/Educational
Services; and Nursing Assessment.

It is anticipated that the NHTD waiver will be approved in the summer of 2006.

B. Office of Alcoholism and Substance Abuse Services
Recent research has identified Evidence Based Practices (EBPs) to better address the chemical dependence
treatment needs of adolescents; and OASAS is now seeking to develop a service delivery system to more
effectively serve adolescents (up to the age of 21). Over the last few years, OASAS has identified chemical
dependence services to adolescents as a high priority and has worked, in collaboration with residential
treatment service providers, to develop a new program model for residential rehabilitation services for youth.
This new model incorporates the clinical benefits and strengths inherent in both of the existing residential
program models to not only assure more clinically effective services, but also to conform to applicable Federal
Medicaid reimbursement criteria (under the Inpatient Psychiatric Services for Individuals under 21 rubric),
allowing for a more stable and recurring revenue stream for these important services.

OASAS, in collaboration with the New York State Department of Health (DOH), is currently working toward
implementing this new residential rehabilitation services model, to be phased-in over a three year period,
beginning in the summer/fall of 2006. Major activities completed to date include: proposed operating regulations
(Part 817) for the new services; an approved fee model for the establishment of Medicaid fees for the new
service; proposed amendments to OASAS? Medicaid regulations (Part 841), in support of the new fees; and
submission of the Medicaid State Plan Amendment for the new service and fees.

Major remaining tasks include: adoption of the new service regulations; Federal approval of the Medicaid State
Plan Amendment; and, conversion to operate under the new OASAS regulations for those providers selected for
the first phase.


