CS for CS for SB 838 Third Engrossed

1 A Dbill to be entitled

2 An act relating to Medicaid; anmending s.

3 409.912, F.S.; requiring the Agency for Health
4 Care Administration to contract with a vendor
5 to monitor and evaluate the clinical practice
6 patterns of providers; authorizing the agency
7 to conmpetitively bid for single-source

8 providers for certain services; authorizing the
9 agency to exam ne whether purchasing certain
10 dur abl e nmedi cal equi prment is nore

11 cost-effective than long-termrental of such
12 equi pnent; providing that a contract awarded to
13 a provider service network remains in effect
14 for a certain period; defining a provider

15 service network; providing health care

16 providers with a controlling interest in the
17 governi ng body of the provider service network
18 organi zation; requiring that the agency, in

19 partnership with the Department of Elderly
20 Affairs, develop an integrated, fixed-paynment
21 delivery system for Medicaid recipients age 60
22 and older; requiring the Ofice of Program
23 Policy Analysis and CGovernment Accountability
24 to conduct an eval uation; deleting an obsolete
25 provi sion requiring the agency to develop a
26 pl an for inplenmenting energency and crisis
27 care; requiring the agency to develop a system
28 where health care vendors may provide a
29 busi ness case denonstrating that higher
30 rei mbursenent for a good or service will be
31 of fset by cost savings in other goods or
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1 services; requiring the Conprehensive

2 Assessnent and Revi ew for Long-Term Care

3 Services (CARES) teans to consult with any

4 person nmaking a deternination that a nursing

5 home resident funded by Medicare is not naking
6 progress toward rehabilitati on and assist in

7 any appeals of the decision; requiring the

8 agency to contract with an entity to design a
9 clinical-utilization information database or
10 el ectroni c nedical record for Medicaid

11 provi ders; requiring the agency to coordinate
12 with other entities to create energency room
13 di version prograns for Medicaid recipients;

14 al | owi ng di spensing practitioners to

15 participate in Medicaid;, requiring that the

16 agency i nplenment a Medicaid

17 prescri ption-drug-managenment systen requiring
18 the agency to determ ne the extent that

19 prescription drugs are returned and reused in
20 institutional settings and whether this program
21 coul d be expanded; authorizing the agency to
22 pay for energency nental health services
23 provi ded through |icensed crisis-stabilization
24 facilities; creating s. 409.91211, F. S.;
25 speci fying wai ver authority for the Agency for
26 Heal th Care Administration to establish a
27 Medi cai d ref orm program conti ngent on federa
28 approval to preserve the upper-paynent-1limt
29 findi ng nechani sm for hospitals and contingent
30 on protection of the disproportionate share
31 program aut hori zed pursuant to ch. 409, F.S.
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1 providing |l egislative intent; providing powers,
2 duties, and responsibilities of the agency

3 under the pilot program requiring that the

4 agency submit any waivers to the Legislature

5 for approval before inplenmentation; allow ng

6 the agency to develop rules; requiring that the
7 O fice of Program Policy Analysis and

8 Government Accountability, in consultation with
9 the Auditor General, evaluate the pilot program
10 and report to the Governor and the Legislature
11 on whether it should be expanded st atew de;

12 anmendi ng s. 409.9062, F.S.; requiring the

13 Agency for Health Care Adninistration to

14 rei mburse lung transplant facilities a gl oba

15 fee for services provided to Medicaid

16 reci pients; providing an appropriation;

17 anmendi ng s. 409.9122, F.S.; revising a

18 reference; amending s. 409.913, F.S.; requiring
19 5 percent of all programintegrity audits to be
20 conducted on a random basis; requiring that
21 Medi cai d reci pients be provided with an
22 expl anation of benefits; requiring that the
23 agency report to the Legislature on the |ega
24 and adm nistrative barriers to enforcing the
25 copaynent requirements of s. 409.9081, F.S.
26 requiring the agency to recomend ways to
27 ensure that Medicaid is the payer of |ast
28 resort; requiring the Office of Program Policy
29 Anal ysi s and Governnent Accountability to
30 conduct a study of the long-term care diversion
31 prograns; requiring the agency to determ ne how
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1 many individuals in long-term care diversion

2 prograns have a patient paynment responsibility
3 that is not being collected and to recomrend

4 how to col |l ect such paynents; requiring the

5 O fice of Program Policy Analysis and

6 Government Accountability to conduct a study of
7 Medi cai d buy-in programs to determine if these
8 progranms can be created in this state wi thout

9 expandi ng the overall Medicaid program budget
10 or if the Medically Needy program can be

11 changed into a Medicaid buy-in program

12 provi di ng an appropriation and authorizing

13 positions to inplenment this act; requiring the
14 O fice of Program Policy Analysis and

15 Government Accountability, in consultation with
16 the O fice of Attorney Ceneral and the Auditor
17 General, to conduct a study to exani ne whet her
18 state and federal dollars are |ost due to fraud
19 and abuse in the Medicaid prescription drug
20 program providing duties; requiring that a
21 report with findings and recommendati ons be
22 subnmtted to the Governor and the Legislature
23 by a specified date; repealing the anendnents
24 made to ss. 393.0661, 409.907, and 409. 9082,
25 F.S., and the anmendnents made to the
26 i ntroductory provision of s. 409.908, F.S., by
27 the Conference Committee Report on CS for CS
28 for SB 404, relating to provider agreenments and
29 provi der nethodol ogi es; repealing s. 23 of the
30 Conference Conmittee Report on CS for CS for SB
31 404, relating to legislative intent; anmendi ng
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1 s. 409.9124, F.S., as anended by the Conference

2 Committee Report on CS for CS for SB 404;

3 revi sing provisions requiring the Agency for

4 Heal th Care Administration to pay certain rates

5 for managed care rei nbursement; requiring that

6 t he agency nmeke an additional adjustnent in

7 calculating the rates paid to prepaid health

8 pl ans for the 2005-2006 fiscal year; requiring

9 that the Senate Select Conmittee on Medicaid

10 Ref orm study various issues concerning Medicaid

11 provi der rates and issue a report to the

12 Governor and the Legislature; providing an

13 effective date.

14

15| Be It Enacted by the Legislature of the State of Florida:

16

17 Section 1. Section 409.912, Florida Statutes, is

18| amended to read:

19 409.912 Cost-effective purchasing of health care.--The
20| agency shall purchase goods and services for Medicaid

21| recipients in the nost cost-effective manner consistent with
22| the delivery of quality nedical care. To ensure that nedica
23| services are effectively utilized, the agency may, in any
24| case, require a confirmation or second physician's opinion of
25| the correct diagnosis for purposes of authorizing future

26| services under the Medicaid program This section does not
27| restrict access to energency services or poststabilization
28| care services as defined in 42 C.F.R part 438.114. Such

29| confirmation or second opinion shall be rendered in a manner
30| approved by the agency. The agency shall nmaxinize the use of
31| prepaid per capita and prepai d aggregate fixed-sum basis

5
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servi ces when appropriate and other alternative service
delivery and rei nbursenent mnethodol ogi es, including
conpetitive bidding pursuant to s. 287.057, designed to
facilitate the cost-effective purchase of a case-nmanaged
conti nuum of care. The agency shall also require providers to
mnimze the exposure of recipients to the need for acute

i npatient, custodial, and other institutional care and the

i nappropriate or unnecessary use of high-cost services. The

agency shall contract with a vendor to nonitor and eval uate

the clinical practice patterns of providers in order to

identify trends that are outside the normal practice patterns

of a provider's professional peers or the national guidelines

of a provider's professional association. The vendor nust be

able to provide information and counseling to a provider whose

practice patterns are outside the norns, in consultation with

the agency, to inprove patient care and reduce inappropriate

utilization. The agency may mandate prior authorization, drug
t her apy managenent, or di sease managenent participation for
certain popul ati ons of Medicaid beneficiaries, certain drug

cl asses, or particular drugs to prevent fraud, abuse, overuse,
and possi bl e dangerous drug interactions. The Pharmaceuti cal
and Therapeutics Commttee shall make recommendations to the
agency on drugs for which prior authorization is required. The
agency shall informthe Pharnaceutical and Therapeutics
Committee of its decisions regarding drugs subject to prior
aut horization. The agency is authorized to limt the entities
it contracts with or enrolls as Medicaid providers by

devel opi ng a provider network through provider credentialing.

The agency nmmy conpetitively bid single-source-provider

contracts if procurenent of goods or services results in

denpnstrated cost savings to the state without |imting access

6
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1| to care. The agency may limt its network based on the

2| assessnent of beneficiary access to care, provider

3| availability, provider quality standards, tine and distance

4| standards for access to care, the cultural conpetence of the

5| provider network, denographic characteristics of Medicaid

6| beneficiaries, practice and provider-to-beneficiary standards,
7| appointrment wait tines, beneficiary use of services, provider
8| turnover, provider profiling, provider |licensure history,

9| previous programintegrity investigations and findings, peer
10| review, provider Medicaid policy and billing conpliance

11| records, clinical and nedical record audits, and other

12| factors. Providers shall not be entitled to enrollnment in the
13| Medicaid provider network. The agency shall determ ne

14| instances in which allowi ng Medicaid beneficiaries to purchase
15| durabl e nedical equipnent and other goods is |ess expensive to
16| the Medicaid programthan long-termrental of the equipnment or
17| goods. The agency nmmy establish rules to facilitate purchases
18| in lieu of long-termrentals in order to protect against fraud
19| and abuse in the Medicaid programas defined in s. 409.913.

20| The agency may is—autherized+te seek federal waivers necessary
21| to admi nister these policies iwplerent—this—poeliey

22 (1) The agency shall work with the Departnent of

23| Children and Family Services to ensure access of children and
24| famlies in the child protection systemto needed and

25| appropriate nental health and substance abuse services.

26 (2) The agency may enter into agreenments with

27| appropriate agents of other state agencies or of any agency of
28| the Federal Governnent and accept such duties in respect to

29| social welfare or public aid as nay be necessary to inplenent
30| the provisions of Title XIX of the Social Security Act and ss.
31| 409.901-409. 920.
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(3) The agency may contract with health nmaintenance
organi zations certified pursuant to part | of chapter 641 for
the provision of services to recipients.

(4) The agency may contract with:

(a) An entity that provides no prepaid health care
services other than Medicaid services under contract with the
agency and which is owned and operated by a county, county
heal th departnent, or county-owned and operated hospital to
provi de health care services on a prepaid or fixed-sum basis
to recipients, which entity may provi de such prepaid services
either directly or through arrangenents with other providers.
Such prepaid health care services entities nust be |icensed
under parts | and |1l by January 1, 1998, and until then are
exenpt fromthe provisions of part | of chapter 641. An entity
recogni zed under this paragraph which denonstrates to the
satisfaction of the Ofice of Insurance Regul ati on of the
Fi nanci al Services Conmi ssion that it is backed by the ful
faith and credit of the county in which it is |located my be
exenpted froms. 641.225.

(b) An entity that is providing conprehensive
behavi oral health care services to certain Medicaid recipients
through a capitated, prepaid arrangenment pursuant to the
federal waiver provided for by s. 409.905(5). Such an entity
nmust be licensed under chapter 624, chapter 636, or chapter
641 and nust possess the clinical systens and operationa
conpet ence to manage risk and provi de conprehensive behavi ora
health care to Medicaid recipients. As used in this paragraph,
the term "conprehensive behavioral health care services" neans
covered mental health and substance abuse treatnent services
that are available to Medicaid recipients. The secretary of

the Departnent of Children and Fam |y Services shall approve

8
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provi sions of procurenents related to children in the
departnment's care or custody prior to enrolling such children
in a prepaid behavioral health plan. Any contract awarded
under this paragraph nust be conpetitively procured. In
devel opi ng the behavioral health care prepaid plan procurenent
docunent, the agency shall ensure that the procurenent
docunent requires the contractor to devel op and i npl enent a
plan to ensure conpliance with s. 394.4574 related to services
provided to residents of licensed assisted living facilities
that hold a |inmted nental health |icense. Except as provided
i n subparagraph 8., the agency shall seek federal approval to
contract with a single entity neeting these requirenents to
provi de conprehensi ve behavioral health care services to al
Medi cai d reci pients not enrolled in a managed care plan in an
AHCA area. Each entity nust offer sufficient choice of
providers in its network to ensure recipient access to care
and the opportunity to select a provider with whomthey are
satisfied. The network shall include all public nmental health
hospitals. To ensure uninpaired access to behavioral health
care services by Medicaid recipients, all contracts issued
pursuant to this paragraph shall require 80 percent of the
capitation paid to the managed care plan, including health

mai nt enance organi zations, to be expended for the provision of
behavi oral health care services. In the event the managed care
pl an expends | ess than 80 percent of the capitation paid
pursuant to this paragraph for the provision of behaviora
health care services, the difference shall be returned to the
agency. The agency shall provide the managed care plan with a
certification letter indicating the amunt of capitation paid
during each cal endar year for the provision of behaviora

health care services pursuant to this section. The agency may

9

CODI NG Wbrds strieken are del etions; words underlined are additions.




© 00 N O 0o b~ W N B

W W NN NNMNDNDRNNNRNNDNRR R R B R B R B R
P O © ® N O U A W N RP O © ® N O 00 » W N B O

CS for CS for SB 838 Third Engrossed

rei mburse for substance abuse treatnment services on a
fee-for-service basis until the agency finds that adequate
funds are available for capitated, prepaid arrangenents.

1. By January 1, 2001, the agency shall nmodify the
contracts with the entities providing conprehensive inpatient
and outpatient nmental health care services to Medicaid
reci pients in Hillsborough, Highlands, Hardee, Mnatee, and
Pol k Counties, to include substance abuse treatnent services.

2. By July 1, 2003, the agency and the Departnent of
Children and Fami |y Services shall execute a witten agreenent
that requires collaboration and joint devel opnment of al
policy, budgets, procurenent docunents, contracts, and
nmonitoring plans that have an inpact on the state and Medicaid
community nmental health and targeted case management prograns.

3. Except as provided in subparagraph 8., by July 1,
2006, the agency and the Departnment of Children and Fam |y
Services shall contract with managed care entities in each
AHCA area except area 6 or arrange to provi de conprehensive
i npati ent and outpatient nmental health and substance abuse
servi ces through capitated prepaid arrangenents to al
Medi cai d reci pients who are eligible to participate in such
pl ans under federal |aw and regul ation. In AHCA areas where
eligible individuals nunber |ess than 150,000, the agency
shall contract with a single managed care plan to provide
conprehensi ve behavi oral health services to all recipients who
are not enrolled in a Medicaid health maintenance
organi zati on. The agency nmmy contract with nore than one
conprehensi ve behavi oral health provider to provide care to
reci pients who are not enrolled in a Medicaid health
mai nt enance organi zation in AHCA areas where the eligible

popul ati on exceeds 150, 000. Contracts for conprehensive

10
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1| behavioral health providers awarded pursuant to this section
2| shall be conpetitively procured. Both for-profit and

3| not-for-profit corporations shall be eligible to conpete.

4| Managed care plans contracting with the agency under

5| subsection (3) shall provide and receive paynent for the sane
6| conprehensive behavioral health benefits as provided in AHCA
7| rules, including handbooks incorporated by reference.

8 4. By COctober 1, 2003, the agency and the departnent
9| shall submit a plan to the Governor, the President of the

10| Senate, and the Speaker of the House of Representatives which
11| provides for the full inplenmentation of capitated prepaid

12| behavioral health care in all areas of the state.

13 a. |Inplenmentation shall begin in 2003 in those AHCA
14| areas of the state where the agency is able to establish

15| sufficient capitation rates.

16 b. |If the agency deternines that the proposed

17| capitation rate in any area is insufficient to provide

18| appropriate services, the agency nmay adjust the capitation

19| rate to ensure that care will be available. The agency and the
20| departnment may use existing general revenue to address any
21| additional required match but may not over-obligate existing
22| funds on an annualized basis.
23 C. Subject to any limtations provided for in the
24| CGeneral Appropriations Act, the agency, in conpliance with
25| appropriate federal authorization, shall devel op policies and
26| procedures that allow for certification of |ocal and state
27| funds.
28 5. Children residing in a statew de inpatient
29| psychiatric program or in a Departnent of Juvenile Justice or
30| a Departnment of Children and Family Services residentia
31| program approved as a Medicai d behavi oral health overl ay

11
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1| services provider shall not be included in a behavioral health
2| care prepaid health plan or any other Medicaid managed care

3| plan pursuant to this paragraph.

4 6. In converting to a prepaid system of delivery, the
5| agency shall in its procurenent document require an entity

6| providing only conprehensive behavioral health care services
7| to prevent the displacenent of indigent care patients by

8| enrollees in the Medicaid prepaid health plan providing

9| behavioral health care services fromfacilities receiving

10| state funding to provide indigent behavioral health care, to
11| facilities |icensed under chapter 395 which do not receive

12| state funding for indigent behavioral health care, or

13| reinburse the unsubsidized facility for the cost of behaviora
14| health care provided to the displaced indigent care patient.
15 7. Traditional comrunity nental health providers under
16| contract with the Departnment of Children and Family Services
17| pursuant to part IV of chapter 394, child welfare providers
18| under contract with the Departnent of Children and Famly

19| Services in areas 1 and 6, and inpatient nmental health
20| providers licensed pursuant to chapter 395 nust be offered an
21| opportunity to accept or decline a contract to participate in
22| any provider network for prepaid behavioral health services.
23 8. For fiscal year 2004-2005, all Medicaid eligible
24| children, except children in areas 1 and 6, whose cases are
25| open for child welfare services in the HoneSaf eNet system
26| shall be enrolled in Medi Pass or in Medicaid fee-for-service
27| and all their behavioral health care services including
28| inpatient, outpatient psychiatric, comrunity nental health,
29| and case managenent shall be reinbursed on a fee-for-service
30| basis. Beginning July 1, 2005, such children, who are open for
31| child welfare services in the HomeSaf eNet system shal

12
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receive their behavioral health care services through a
specialty prepaid plan operated by conmunity-based | ead
agencies either through a single agency or formal agreenents
anong several agencies. The specialty prepaid plan nust result
in savings to the state conparable to savings achieved in

ot her Medi cai d managed care and prepaid prograns. Such plan
nmust provide nechani sns to maxim ze state and | ocal revenues.
The specialty prepaid plan shall be devel oped by the agency
and the Departnment of Children and Fami |y Services. The agency
is authorized to seek any federal waivers to inplenment this
initiative.

(c) A federally qualified health center or an entity
owned by one or nore federally qualified health centers or an
entity owned by other mgrant and community health centers
recei ving non-Medicaid financial support fromthe Federa
Governnment to provide health care services on a prepaid or
fi xed-sum basis to recipients. Such prepaid health care
services entity nust be |licensed under parts | and Il of
chapter 641, but shall be prohibited fromserving Medicaid
reci pients on a prepaid basis, until such |icensure has been
obt ai ned. However, such an entity is exenmpt froms. 641.225 if
the entity neets the requirements specified in subsections
(17) and (18).

(d) A provider service network may be rei mbursed on a
fee-for-service or prepaid basis. A provider service network
which is reinbursed by the agency on a prepaid basis shall be
exenpt fromparts | and Il of chapter 641, but nust neet
appropriate financial reserve, quality assurance, and patient
rights requirenments as established by the agency. The agency
shall award contracts on a conpetitive bid basis and shal

sel ect bidders based upon price and quality of care. Medicaid

13

CODI NG Wbrds strieken are del etions; words underlined are additions.




© 00 N O 0o b~ W N B

W W NN NNMNDNDRNNNRNNDNRR R R B R B R B R
P O © ® N O U A W N RP O © ® N O 00 » W N B O

CS for CS for SB 838 Third Engrossed

reci pients assigned to a denonstration project shall be chosen
equally fromthose who woul d ot herwi se have been assigned to
prepai d pl ans and Medi Pass. The agency is authorized to seek
federal Medicaid waivers as necessary to inplenment the

provisions of this section. Any contract previously awarded to

a _provider service network operated by a hospital pursuant to

this subsection shall remnin in effect for a period of 3 vears

follow ng the current contract-expiration date, regardl ess of

any contractual provisions to the contrary. A provider service

network is a network established or organi zed and operated by

a health care provider, or group of affiliated health care

providers, which provides a substantial proportion of the

health care itens and services under a contract directly

through the provider or affiliated group of providers and nmay

make arrangenents with physicians or other health care

prof essionals, health care institutions, or any conbination of

such individuals or institutions to assune all or part of the

financial risk on a prospective basis for the provision of

basic health services by the physicians, by other health

prof essionals, or through the institutions. The health care

providers nust have a controlling interest in the governing

body of the provider service network organi zation

(e) An entity that provides only conprehensive
behavi oral health care services to certain Medicaid recipients
t hrough an administrative services organi zati on agreenent.
Such an entity must possess the clinical systens and
operational conpetence to provide conprehensive health care to
Medi cai d reci pients. As used in this paragraph, the term
"conprehensi ve behavioral health care services" nmeans covered
nmental health and substance abuse treatnent services that are

avail able to Medicaid recipients. Any contract awarded under

14
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thi s paragraph nust be conpetitively procured. The agency nust
ensure that Medicaid recipients have avail able the choice of
at | east two managed care plans for their behavioral health
care services.

(f) An entity that provides in-hone physician services
to test the cost-effectiveness of enhanced hone-based nedica
care to Medicaid recipients with degenerative neurol ogi ca
di seases and ot her diseases or disabling conditions associ ated
with high costs to Medicaid. The program shall be designed to
serve very disabl ed persons and to reduce Medicaid reinbursed
costs for inpatient, outpatient, and energency depart nent
services. The agency shall contract with vendors on a
ri sk-sharing basis.

(g) Children's provider networks that provide care
coordi nati on and care managenent for Medicaid-eligible
pediatric patients, primary care, authorization of specialty
care, and other urgent and energency care through organized
provi ders designed to service Medicaid eligibles under age 18
and pediatric enmergency departnents' diversion prograns. The
networ ks shal |l provide after-hour operations, including
eveni ng and weekend hours, to pronote, when appropriate, the
use of the children's networks rather than hospital emergency
depart nents.

(h) An entity authorized in s. 430.205 to contract
with the agency and the Departnment of Elderly Affairs to
provi de health care and social services on a prepaid or
fi xed-sum basis to elderly recipients. Such prepaid health
care services entities are exenpt fromthe provisions of part
I of chapter 641 for the first 3 years of operation. An entity
recogni zed under this paragraph that denonstrates to the

satisfaction of the Ofice of Insurance Regulation that it is

15
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1| backed by the full faith and credit of one or nore counties in
2| which it operates may be exenpted froms. 641.225.

3 (i) A Children's Medical Services Network, as defined
4| in s. 391.021.

5 (5) By Decenmber 1, 2005, the Agency for Health Care

6| Administration, in partnership with the Departnent of Elderly
7| Affairs, shall create an integrated, fixed-paynent delivery

8| systemfor Medicaid recipients who are 60 years of age or

9| older. The Agency for Health Care Administration shal

10| inplenent the integrated systeminitially on a pilot basis in
11| two areas of the state. In one of the areas enrollnent shal
12| be on a voluntary basis. The program nust transfer al

13| Medicaid services for eligible elderly individuals who choose
14| to participate into an integrated-care managenent node

15| designed to serve Medicaid recipients in the comunity. The
16| program nmust conbine all funding for Medicaid services

17| provided to individuals 60 years of age or older into the

18| integrated system including funds for Medicaid hone and

19| communi ty-based waiver services; all Medicaid services

20| authorized in ss. 409.905 and 409.906, excluding funds for

21| Medicaid nursing hone services unless the agency is able to
22| denonstrate how the integration of the funds will inprove

23| coordinated care for these services in a less costly manner
24| and Medicare coinsurance and deductibles for persons dually
25| eligible for Medicaid and Medicare as prescribed in s.

26| 409.908(13).

27 (a) Individuals who are 60 yvears of age or ol der and
28| enrolled in the the devel opnental disabilities waiver program
29| the famly and supported-living waiver program the project
30| AIDS care waiver program the traumatic brain injury and

31| spinal cord injury waiver program the consuner-directed care

16
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1| waiver program and the programof all-inclusive care for the
2| elderly program and residents of institutional care

3| facilities for the devel opnentally disabled, nmust be excl uded
4| fromthe integrated system

5 (b) The program must use a conpetitive-procurenent

6| process to select entities to operate the integrated system

7| Entities eligible to submit bids include managed care

8| organi zations |licensed under chapter 641, including entities
9| eligible to participate in the nursing hone diversion program
10| other qualified providers as defined in s. 430.703(7),

11| community care for the elderly |ead agencies, and other

12| state-certified community service networks that neet

13| conparable standards as defined by the agency, in consultation
14| with the Departnment of Elderly Affairs and the Office of

15| Insurance Requlation, to be financially solvent and able to
16| take on financial risk for managed care. Conmunity service

17| networks that are certified pursuant to the conparable

18| standards defined by the agency are not required to be

19| Licensed under chapter 641.

20 (c) The agency nust ensure that the

21| capitation-rate-setting nethodology for the integrated system
22| is actuarially sound and reflects the intent to provide

23| quality care in the least-restrictive setting. The agency nust
24| also require integrated-system providers to develop a

25| credentialing systemfor service providers and to contract

26| with all Gold Seal nursing hones, where feasible, and exclude,
27| where feasible, chronically poor-perfornming facilities and

28| providers as defined by the agency. The integrated system nust
29| provide that if the recipient resides in a noncontracted

30| residential facility |licensed under chapter 400 at the tinme
31| the integrated systemis initiated, the recipient nmust be

17
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pernmitted to continue to reside in the noncontracted facility

as long as the recipient desires. The integrated system nust

al so provide that, in the absence of a contract between the

i ntegrated-system provider and the residential facility

i censed under chapter 400, current Medicaid rates nust

prevail. The agency and the Departnent of Elderly Affairs nust

jointly devel op procedures to nmanage the services provided

through the integrated systemin order to ensure quality and

reci pi ent choice.

(d) Wthin 24 nonths after inplenentation, the Ofice

of Program Policy Analysis and Governnent Accountability, in

consultation with the Auditor Ceneral, shall conprehensively

evaluate the pilot project for the integrated, fixed-paynent

delivery systemfor Medicaid recipients who are 60 years of

age or _older. The evaluation nust include assessnments of cost

savi ngs:; consuner education, choice, and access to services;

coordination of care; and quality of care. The eval uation nust

describe adm nistrative or legal barriers to the

i npl enent ati on_and operation of the pilot program and i ncl ude

recommendati ons regardi ng st atew de expansion of the pil ot

program The office shall submt an evaluation report to the

Governor, the President of the Senate, and the Speaker of the

House of Representatives no |ater than June 30, 2008.

(e) The agency mmy seek federal waivers and adopt

rules as necessary to adnminister the integrated system The

agency nust receive specific authorization fromthe

Legislature prior to inplenenting the waiver for the

integrated system By—OCeteber—1—2003—the agenrcy—and—the

18
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(6) The agency may contract with any public or private

entity otherwi se authorized by this section on a prepaid or
fi xed-sum basis for the provision of health care services to
recipients. An entity may provide prepaid services to
recipients, either directly or through arrangenments w th other
entities, if each entity involved in providing services:

(a) |Is organized primarily for the purpose of
provi ding health care or other services of the type regularly
of fered to Medicaid recipients;

(b) Ensures that services neet the standards set by
the agency for quality, appropriateness, and tineliness;

(c) Makes provisions satisfactory to the agency for

i nsol vency protection and ensures that neither enrolled

19

CODI NG Wbrds strieken are del etions; words underlined are additions.




© 00 N O 0o b~ W N B

W W NN NNMNDNDRNNNRNNDNRR R R B R B R B R
P O © ® N O U A W N RP O © ® N O 00 » W N B O

CS for CS for SB 838 Third Engrossed

Medi cai d reci pients nor the agency will be liable for the
debts of the entity;

(d) Submits to the agency, if a private entity, a
financial plan that the agency finds to be fiscally sound and
that provides for working capital in the form of cash or
equi valent liquid assets excluding revenues from Medi cai d
prem um paynents equal to at |east the first 3 nonths of
operating expenses or $200, 000, whichever is greater

(e) Furnishes evidence satisfactory to the agency of
adequate liability insurance coverage or an adequate plan of
sel f-insurance to respond to clains for injuries arising out
of the furnishing of health care;

(f) Provides, through contract or otherw se, for
periodic review of its nedical facilities and services, as
requi red by the agency; and

(g) Provides organizational, operational, financial
and other information required by the agency.

(7) The agency may contract on a prepaid or fixed-sum
basis with any health insurer that:

(a) Pays for health care services provided to enrolled
Medi cai d reci pients in exchange for a prem um paynent paid by
t he agency;

(b) Assunes the underwriting risk; and

(c) Is organized and |icensed under applicable
provi sions of the Florida Insurance Code and is currently in
good standing with the O fice of Insurance Regul ation

(8) The agency may contract on a prepaid or fixed-sum
basis with an exclusive provider organization to provide
health care services to Medicaid recipients provided that the
excl usive provider organi zation neets applicabl e nanaged care

plan requirenments in this section, ss. 409.9122, 409.9123,

20
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1| 409.9128, and 627.6472, and other applicable provisions of

2| Iaw.

3 (9) The Agency for Health Care Adnministration may

4| provide cost-effective purchasing of chiropractic services on
5| a fee-for-service basis to Medicaid recipients through

6| arrangenments with a statewi de chiropractic preferred provider
7| organization incorporated in this state as a not-for-profit

8| corporation. The agency shall ensure that the benefit limts
9| and prior authorization requirenents in the current Medicaid
10| program shall apply to the services provided by the

11| chiropractic preferred provider organization

12 (10) The agency shall not contract on a prepaid or

13| fixed-sum basis for Medicaid services with an entity which
14| knows or reasonably should know that any officer, director

15| agent, managi ng enpl oyee, or owner of stock or beneficia

16| interest in excess of 5 percent conmon or preferred stock, or
17| the entity itself, has been found guilty of, regardl ess of

18| adjudication, or entered a plea of nolo contendere, or guilty,
19| to:

20 (a) Fraud;

21 (b) Violation of federal or state antitrust statutes,
22| including those proscribing price fixing between conpetitors
23| and the allocation of custonmers anobng conpetitors;

24 (c) Conmission of a felony involving enbezzl ement,

25| theft, forgery, incone tax evasion, bribery, falsification or
26| destruction of records, nmking fal se statenents, receiving
27| stolen property, meking false clains, or obstruction of

28| justice; or

29 (d) Any crinme in any jurisdiction which directly

30| relates to the provision of health services on a prepaid or
31| fixed-sum basis.

21
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(11) The agency, after notifying the Legislature, may
apply for waivers of applicable federal |aws and regul ations
as necessary to inplenment nore appropriate systens of health
care for Medicaid recipients and reduce the cost of the
Medi caid programto the state and federal governnents and
shall inplenment such prograns, after |egislative approval,
within a reasonable period of tinme after federal approval.
These prograns nmust be designed primarily to reduce the need
for inpatient care, custodial care and other |ong-term or
institutional care, and other high-cost services.

(a) Prior to seeking |egislative approval of such a
wai ver as authorized by this subsection, the agency shal
provi de notice and an opportunity for public comrent. Notice
shall be provided to all persons who have made requests of the
agency for advance notice and shall be published in the
Flori da Administrative Wekly not |ess than 28 days prior to
the intended action.

(b) Notwithstanding s. 216.292, funds that are
appropriated to the Departnent of Elderly Affairs for the
Assisted Living for the Elderly Medicaid wai ver and are not
expended shall be transferred to the agency to fund
Medi cai d-rei mbursed nursing hone care.

(12) The agency shall establish a postpaynment
utilization control program designed to identify recipients
who nmay i nappropriately overuse or underuse Medicaid services
and shall provide nethods to correct such m suse.

(13) The agency shall devel op and provi de coordi nated
systenms of care for Medicaid recipients and may contract with
public or private entities to devel op and adni ni ster such
systenms of care anong public and private health care providers

in a given geographic area.

22
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(14)(a) The agency shall operate or contract for the
operation of utilization nmanagenment and incentive systens
designed to encourage cost-effective use services.

(b) The agency shall devel op a procedure for

determ ni ng whether health care providers and service vendors

can provide the Medicaid program using a business case that

denpnstrates whether a particular good or service can offset

the cost of providing the good or service in an alternative

setting or through other neans and therefore should receive a

hi gher _rei nbursenent. The busi ness case nust include, but need

not be limted to:

1. A detailed description of the good or service to be

provi ded, a description and analysis of the agency's current

performance of the service, and a rationale docunenting how

providing the service in an alternative setting would be in

the best interest of the state, the agency, and its clients.

2. A cost-benefit analysis docunenting the estimated

specific direct and indirect costs, savings, performnce

i nprovenents, risks, and qualitative and quantitative benefits

involved in or resulting fromproviding the service. The

cost-benefit analysis nust include a detailed plan and

tineline identifying all actions that nust be inplenented to

realize expected benefits. The Secretary of Health Care

Admi ni stration shall verify that all costs, savings., and

benefits are valid and achi evabl e.

(c) 1If the agency determ nes that the increased

rei nbursenent is cost-effective, the agency shall recommend a

change in the reinbursenent schedule for that particul ar good

or service. If, within 12 nonths after inplenenting any rate

change under this procedure, the agency determ nes that costs

were not offset by the increased reinbursenent schedule, the

23
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1| agency may revert to the former reinbursenent schedule for the
2| particular good or service.

3 (15)(a) The agency shall operate the Conprehensive

4| Assessment and Review for Long-Term Care Services (CARES)

5| nursing facility preadm ssion screening programto ensure that
6| Medicaid paynment for nursing facility care is nmade only for

7| individual s whose conditions require such care and to ensure
8| that long-termcare services are provided in the setting nost
9| appropriate to the needs of the person and in the npst

10| econom cal nmanner possible. The CARES program shall al so

11| ensure that individuals participating in Medicaid home and

12| communi ty-based wai ver prograns neet criteria for those

13| progranms, consistent with approved federal waivers.

14 (b) The agency shall operate the CARES program through
15| an interagency agreenment with the Departnent of Elderly

16| Affairs. The agency, in consultation with the Departnent of

17| Elderly Affairs, may contract for any function or activity of
18| the CARES program including any function or activity required
19| by 42 C.F. R part 483.20, relating to preadm ssion screening
20| and resident review
21 (c) Prior to making paynent for nursing facility
22| services for a Medicaid recipient, the agency nust verify that
23| the nursing facility preadn ssion screening program has
24| deternmined that the individual requires nursing facility care
25| and that the individual cannot be safely served in
26| comunity-based prograns. The nursing facility preadm ssion
27| screening programshall refer a Medicaid recipient to a
28| comunity-based programif the individual could be safely
29| served at a |lower cost and the recipient chooses to
30| participate in such program For individuals whose nursing
31| home stay is initially funded by Medicare and Medicare

24
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coverage is being term nated for |ack of progress towards

rehabilitation, CARES staff shall consult with the person

meki ng the determ nation of progress toward rehabilitation to

ensure that the recipient is not being inappropriately

disqualified from Medicare coverage. |f, in their professiona

judgnent, CARES staff believes that a Medicare beneficiary is

still making progress toward rehabilitation, they may assi st

the Medicare beneficiary with an appeal of the

di squalification from Medi care coverage. The use of CARES

teans to review Medicare denials for coverage under this

section is authorized only if it is determ ned that such

reviews qualify for federal matching funds through Medicaid.

The agency shall seek or anend federal waivers as necessary to

inpl enent _this section.

(d) For the purpose of initiating inmediate
prescreeni ng and di versi on assi stance for individuals residing
in nursing hones and in order to nmaeke fanmilies aware of
alternative long-termcare resources so that they may choose a
nore cost-effective setting for |ong-term placenent, CARES
staff shall conduct an assessnent and review of a sanple of
i ndi vi dual s whose nursing hone stay is expected to exceed 20
days, regardless of the initial funding source for the nursing
home pl acenment. CARES staff shall provide counseling and
referral services to these individuals regardi ng choosing
appropriate long-termcare alternatives. This paragraph does
not apply to continuing care facilities |icensed under chapter
651 or to retirenent comunities that provide a conbination of
nursi ng home, independent |iving, and other |ong-term care
servi ces.

(e) By January 15 of each year, the agency shal

submit a report to the Legislature and the Ofice of

25
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Long- Term Care Policy describing the operations of the CARES
program The report nust descri be:

1. Rate of diversion to community alternative
pr ogr ans;

2. CARES program staffing needs to achi eve additiona
di ver si ons;

3. Reasons the programis unable to place individuals
in less restrictive settings when such individuals desired
such services and could have been served in such settings;

4. Barriers to appropriate placenent, including
barriers due to policies or operations of other agencies or
st at e-funded prograns; and

5. Statutory changes necessary to ensure that
i ndi viduals in need of long-termcare services receive care in
the | east restrictive environnent.

(f) The Department of Elderly Affairs shall track
i ndi vi dual s over tine who are assessed under the CARES program
and who are diverted from nursing home placenent. By January
15 of each year, the department shall submit to the
Legi slature and the Ofice of Long-Term Care Policy a
| ongi tudi nal study of the individuals who are diverted from
nursi ng home placenent. The study nust incl ude:

1. The denographic characteristics of the individuals
assessed and diverted from nursing honme placenent, including,
but not limted to, age, race, gender, frailty, caregiver
status, |iving arrangenents, and geographic |ocation;

2. A sumary of community services provided to
i ndividuals for 1 year after assessnment and diversion

3. A summary of inpatient hospital admi ssions for

i ndi vi dual s who have been diverted; and

26
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1 4. A summary of the length of tine between diversion
2| and subsequent entry into a nursing home or death.

3 (g) By July 1, 2005, the departnent and the Agency for
4| Health Care Administration shall report to the President of
5| the Senate and the Speaker of the House of Representatives

6| regarding the inpact to the state of nodifying |l evel-of-care
7| criteria to elimnate the Intermediate Il |evel of care.

8 (16) (a) The agency shall identify health care

9| utilization and price patterns within the Medicaid program
10| which are not cost-effective or nedically appropriate and

11| assess the effectiveness of new or alternate methods of

12| providing and nonitoring service, and nmay inplenent such

13| nmethods as it considers appropriate. Such nmethods may include
14| di sease nmmnagenent initiatives, an integrated and systematic
15| approach for nmnaging the health care needs of recipients who
16| are at risk of or diagnosed with a specific disease by using
17| best practices, prevention strategies, clinical-practice

18| i nprovenent, clinical interventions and protocols, outcones
19| research, information technol ogy, and other tools and

20| resources to reduce overall costs and inprove nmeasurable

21| outcones.

22 (b) The responsibility of the agency under this

23| subsection shall include the devel opment of capabilities to
24| identify actual and optinal practice patterns; patient and
25| provider educational initiatives; nmethods for deternining

26| patient conpliance with prescribed treatnents; fraud, waste,
27| and abuse prevention and detection prograns; and beneficiary
28| case managenment prograns.

29 1. The practice pattern identification program shal
30| evaluate practitioner prescribing patterns based on nationa
31| and regional practice guidelines, conmparing practitioners to

27
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1| their peer groups. The agency and its Drug Uilization Review
2| Board shall consult with the Departnment of Health and a pane
3| of practicing health care professionals consisting of the
4| followi ng: the Speaker of the House of Representatives and the
5| President of the Senate shall each appoint three physicians
6| |icensed under chapter 458 or chapter 459; and the Governor
7| shall appoint two pharmacists |icensed under chapter 465 and
8| one dentist |licensed under chapter 466 who is an oral surgeon
9| Ternms of the panel nenbers shall expire at the discretion of

10| the appointing official. The panel shall begin its work by

11| August 1, 1999, regardl ess of the nunber of appointnents nade
12| by that date. The advisory panel shall be responsible for

13| evaluating treatnment guidelines and reconmrendi ng ways to

14| incorporate their use in the practice pattern identification
15| program Practitioners who are prescribing inappropriately or
16| inefficiently, as determ ned by the agency, may have their

17| prescribing of certain drugs subject to prior authorization or
18| may be terminated fromall participation in the Medicaid

19| program

20 2. The agency shall also devel op educati ona

21| interventions designed to pronmote the proper use of

22| nmedi cations by providers and beneficiaries.

23 3. The agency shall inplenent a pharmacy fraud, waste
24| and abuse initiative that nay include a surety bond or letter
25| of credit requirenment for participating pharnmacies, enhanced
26| provider auditing practices, the use of additional fraud and
27| abuse software, recipient nanagenent prograns for

28| beneficiaries inappropriately using their benefits, and other
29| steps that will elimnate provider and recipient fraud, waste,
30| and abuse. The initiative shall address enforcenent efforts to
31| reduce the number and use of counterfeit prescriptions.
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4. By Septenber 30, 2002, the agency shall contract
with an entity in the state to inplenment a w rel ess handhel d
clinical pharmacol ogy drug i nfornati on database for
practitioners. The initiative shall be designed to enhance the
agency's efforts to reduce fraud, abuse, and errors in the
prescription drug benefit program and to otherw se further the
intent of this paragraph.

5. By April 1, 2006, the agency shall contract with an

entity to design a database of clinical utilization

information or electronic nedical records for Medicaid

providers. This system nust be web-based and all ow providers

to review on a real-tinme basis the utilization of Mdicaid

services, including, but not linmted to, physician office

visits, inpatient and outpatient hospitalizations, |aboratory

and pat hol ogy services, radiological and other inmaging

services, dental care, and patterns of dispensing prescription

drugs in order to coordinate care and identify potential fraud

and abuse.

6.5~ The agency may apply for any federal waivers
needed to adnini ster Hwplerent this paragraph

(17) An entity contracting on a prepaid or fixed-sum
basis shall, in addition to neeting any applicable statutory
surplus requirenments, also nmaintain at all tinmes in the form
of cash, investnments that nature in | ess than 180 days
al lowabl e as adnmitted assets by the O fice of |nsurance
Regul ation, and restricted funds or deposits controlled by the
agency or the Ofice of Insurance Regul ation, a surplus anount
equal to one-and-one-half tines the entity's nonthly Medicaid
prepai d revenues. As used in this subsection, the term
"surplus" nmeans the entity's total assets mnus tota

liabilities. If an entity's surplus falls bel ow an anmpount

29
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equal to one-and-one-half tines the entity's nonthly Medicaid
prepai d revenues, the agency shall prohibit the entity from
engagi ng in marketing and preenroll nment activities, shal
cease to process new enroll nments, and shall not renew the
entity's contract until the required bal ance is achieved. The
requi renents of this subsection do not apply:

(a) Were a public entity agrees to fund any deficit
incurred by the contracting entity; or

(b) Where the entity's performance and obligations are
guaranteed in witing by a guaranteeing organi zati on which

1. Has been in operation for at |least 5 years and has
assets in excess of $50 mllion; or

2. Subnmits a witten guarantee acceptable to the
agency which is irrevocable during the termof the contracting
entity's contract with the agency and, upon ternination of the
contract, until the agency receives proof of satisfaction of
all outstanding obligations incurred under the contract.

(18)(a) The agency may require an entity contracting
on a prepaid or fixed-sumbasis to establish a restricted
i nsol vency protection account with a federally guaranteed
financial institution |icensed to do business in this state.
The entity shall deposit into that account 5 percent of the
capitation paynments made by the agency each nmonth until a
maxi mum total of 2 percent of the total current contract
anount is reached. The restricted insolvency protection
account may be drawn upon with the authorized signatures of
two persons designated by the entity and two representatives
of the agency. If the agency finds that the entity is
i nsol vent, the agency may draw upon the account solely with
the two authorized signatures of representatives of the

agency, and the funds may be disbursed to neet financia

30
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obligations incurred by the entity under the prepaid contract.
If the contract is term nated, expired, or not continued, the
account bal ance nust be rel eased by the agency to the entity
upon recei pt of proof of satisfaction of all outstanding
obligations incurred under this contract.

(b) The agency may wai ve the insolvency protection
account requirement in witing when evidence is on file with
t he agency of adequate insolvency insurance and rei nsurance
that will protect enrollees if the entity becones unable to
neet its obligations.

(19) An entity that contracts with the agency on a
prepaid or fixed-sum basis for the provision of Medicaid
services shall reinburse any hospital or physician that is
outside the entity's authorized geographic service area as
specified in its contract with the agency, and that provides
services authorized by the entity to its nenbers, at a rate
negotiated with the hospital or physician for the provision of
services or according to the | esser of the follow ng:

(a) The usual and custonmary charges nmade to the
general public by the hospital or physician; or

(b) The Florida Medicaid rei mbursenent rate
established for the hospital or physician.

(20) When a nerger or acquisition of a Medicaid
prepai d contractor has been approved by the Ofice of
I nsurance Regul ation pursuant to s. 628.4615, the agency shal
approve the assignnent or transfer of the appropriate Medicaid
prepai d contract upon request of the surviving entity of the
merger or acquisition if the contractor and the other entity
have been in good standing with the agency for the npbst recent
12-month period, unless the agency determ nes that the

assignment or transfer would be detrinmental to the Medicaid
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reci pients or the Medicaid program To be in good standing, an
entity nust not have failed accreditation or conmtted any

mat erial violation of the requirenments of s. 641.52 and nust
nmeet the Medicaid contract requirenents. For purposes of this
section, a nmerger or acquisition neans a change in controlling
interest of an entity, including an asset or stock purchase.

(21) Any entity contracting with the agency pursuant
to this section to provide health care services to Medicaid
recipients is prohibited fromengaging in any of the follow ng
practices or activities:

(a) Practices that are discrimnatory, including, but
not limted to, attenpts to di scourage participation on the
basis of actual or perceived health status.

(b) Activities that could m slead or confuse
reci pients, or msrepresent the organization, its marketing
representatives, or the agency. Violations of this paragraph
i nclude, but are not linmted to:

1. False or msleading clainms that marketing
representatives are enpl oyees or representatives of the state
or county, or of anyone other than the entity or the
organi zati on by whom they are rei nbursed.

2. False or msleading clains that the entity is
recommended or endorsed by any state or county agency, or by
any ot her organi zati on which has not certified its endorsenent
inwiting to the entity.

3. False or misleading clains that the state or county
recommends that a Medicaid recipient enroll with an entity.

4, Clains that a Medicaid recipient will |ose benefits
under the Medicaid program or any other health or welfare
benefits to which the recipient is legally entitled, if the

reci pient does not enroll with the entity.
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(c) Ganting or offering of any nonetary or other
val uabl e consideration for enroll nent, except as authorized by
subsection (24).

(d) Door-to-door solicitation of recipients who have
not contacted the entity or who have not invited the entity to
make a presentation.

(e) Solicitation of Medicaid recipients by marketing
representatives stationed in state offices unless approved and
supervi sed by the agency or its agent and approved by the
af fected state agency when solicitation occurs in an office of
the state agency. The agency shall ensure that nmarketing
representatives stationed in state offices shall market their
managed care plans to Medicaid recipients only in designated
areas and in such a way as to not interfere with the
reci pients' activities in the state office.

(f) Enrollnment of Medicaid recipients.

(22) The agency mmy inpose a fine for a violation of
this section or the contract with the agency by a person or
entity that is under contract with the agency. Wth respect to
any nonwi |l I ful violation, such fine shall not exceed $2, 500
per violation. In no event shall such fine exceed an aggregate
amount of $10,000 for all nonw IIful violations arising out of
the sane action. Wth respect to any knowi ng and wil | ful
violation of this section or the contract with the agency, the
agency nmay inpose a fine upon the entity in an amunt not to
exceed $20,000 for each such violation. In no event shall such
fine exceed an aggregate anount of $100,000 for all know ng
and willful violations arising out of the same action.

(23) A health maintenance organi zati on or a person or
entity exenpt fromchapter 641 that is under contract with the

agency for the provision of health care services to Medicaid
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reci pients may not use or distribute marketing materials used
to solicit Medicaid recipients, unless such materials have
been approved by the agency. The provisions of this subsection
do not apply to general advertising and marketing nmaterials
used by a health nmintenance organi zation to solicit both

non- Medi cai d subscri bers and Medi caid recipients.

(24) Upon approval by the agency, health naintenance
organi zati ons and persons or entities exenpt from chapter 641
that are under contract with the agency for the provision of
health care services to Medicaid recipients nmay be permitted
within the capitation rate to provide additional health
benefits that the agency has found are of high quality, are
practicably avail abl e, provide reasonable value to the
reci pient, and are provided at no additional cost to the
state.

(25) The agency shall utilize the statew de health
mai nt enance organi zati on conpl aint hotline for the purpose of
i nvestigating and resol ving Medi caid and prepaid health plan
conplaints, maintaining a record of conplaints and confirned
probl ems, and receiving disenroll nment requests nmade by
reci pi ents.

(26) The agency shall require the publication of the
heal t h mai nt enance organi zation's and the prepaid health
pl an's consuner services tel ephone nunbers and the "800"

t el ephone nunber of the statew de health naintenance

organi zati on conpl aint hotline on each Medicaid identification
card issued by a health nmaintenance organi zati on or prepaid
health plan contracting with the agency to serve Medicaid

reci pients and on each subscri ber handbook issued to a

Medi cai d reci pi ent.
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(27) The agency shall establish a health care quality
i mprovenent system for those entities contracting with the
agency pursuant to this section, incorporating all the
st andards and gui del i nes devel oped by the Medicaid Bureau of
the Health Care Financing Administration as a part of the
qual ity assurance reforminitiative. The system shall include,
but need not be limted to, the foll ow ng:

(a) Guidelines for internal quality assurance
prograns, including standards for

1. Witten quality assurance program descriptions.

2. Responsibilities of the governing body for
nmoni tori ng, evaluating, and making i nprovenents to care.

3. An active quality assurance conmttee.

4. Quality assurance program supervision

5. Requiring the programto have adequate resources to
effectively carry out its specified activities.

6. Provider participation in the quality assurance
program

7. Delegation of quality assurance program activities.

8. Credentialing and recredentialing.

9. Enrollee rights and responsibilities.

10. Availability and accessibility to services and
care.

11. Anbul atory care facilities.

12. Accessibility and availability of medical records,
as well as proper recordkeepi ng and process for record review.

13. Utilization review.

14. A continuity of care system

15. Quality assurance program docunentation

16. Coordination of quality assurance activity with

ot her management activity.
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17. Delivering care to pregnant wonmen and infants; to
el derly and di sabl ed recipients, especially those who are at
risk of institutional placenment; to persons with devel opnenta
disabilities; and to adults who have chronic, high-cost
medi cal conditions.

(b) Guidelines which require the entities to conduct
qual ity-of -care studi es which

1. Target specific conditions and specific health
service delivery issues for focused nonitoring and eval uati on.

2. Use clinical care standards or practice guidelines
to objectively evaluate the care the entity delivers or fails
to deliver for the targeted clinical conditions and health
services delivery issues.

3. Use quality indicators derived fromthe clinica
care standards or practice guidelines to screen and nonitor
care and services delivered.

(c) Guidelines for external quality review of each
contractor which require: focused studies of patterns of care;
i ndi vidual care review in specific situations; and foll owp
activities on previous pattern-of-care study findings and
i ndi vi dual -care-review findings. In designing the externa
quality review function and determning howit is to operate
as part of the state's overall quality inprovenent system the
agency shall construct its external quality review
organi zation and entity contracts to address each of the
fol | owi ng:

1. Delineating the role of the external quality review
or gani zati on.

2. Length of the external quality review organization

contract with the state.
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3. Participation of the contracting entities in
desi gning external quality review organi zati on revi ew
activities.

4. Potential variation in the type of clinica
conditions and health services delivery issues to be studied
at each pl an.

5. Determining the nunber of focused pattern-of-care
studies to be conducted for each plan

6. Methods for inplenmenting focused studies.

7. Individual care review

8. Followup activities.

(28) In order to ensure that children receive health
care services for which an entity has al ready been
conpensated, an entity contracting with the agency pursuant to
this section shall achieve an annual Early and Periodic
Screeni ng, Diagnosis, and Treatnent (EPSDT) Service screening
rate of at |east 60 percent for those recipients continuously
enrolled for at |east 8 nonths. The agency shall develop a
nmet hod by which the EPSDT screening rate shall be cal cul at ed.
For any entity which does not achieve the annual 60 percent
rate, the entity nust subnmit a corrective action plan for the
agency's approval. If the entity does not nmeet the standard
established in the corrective action plan during the specified
timeframe, the agency is authorized to inpose appropriate
contract sanctions. At |east annually, the agency shal
publicly rel ease the EPSDT Services screening rates of each
entity it has contracted with on a prepaid basis to serve
Medi cai d reci pients.

(29) The agency shall perform enroll nents and
di senrol Il ments for Medicaid recipients who are eligible for

Medi Pass or managed care plans. Notwi thstanding the
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1| prohibition contained in paragraph (21)(f), managed care pl ans
2| may perform preenrol |l nents of Medicaid recipients under the

3| supervision of the agency or its agents. For the purposes of

4| this section, "preenrollnment" neans the provision of marketing
5| and educational materials to a Medicaid recipient and

6| assistance in conpleting the application forns, but shall not
7| include actual enrollnent into a managed care plan. An

8| application for enrollment shall not be deemed conplete unti

9| the agency or its agent verifies that the recipient nade an

10| inforned, voluntary choice. The agency, in cooperation with

11| the Departnment of Children and Family Services, may test new
12| marketing initiatives to inform Medicaid recipients about

13| their managed care options at selected sites. The agency shal
14| report to the Legislature on the effectiveness of such

15| initiatives. The agency may contract with a third party to

16| perform nmanaged care plan and Medi Pass enrol | ment and

17| disenrol |l nent services for Medicaid recipients and is

18| authorized to adopt rules to inplenent such services. The

19| agency may adjust the capitation rate only to cover the costs
20| of a third-party enrollnment and disenroll nent contract, and

21| for agency supervision and managenent of the nanaged care plan
22| enrollment and di senrol | ment contract.

23 (30) Any lists of providers nmade avail able to Medicaid
24| recipients, MediPass enrollees, or managed care plan enrollees
25| shall be arranged al phabetically showi ng the provider's nane
26| and specialty and, separately, by specialty in al phabetica

27| order.

28 (31) The agency shall establish an enhanced managed

29| care quality assurance oversight function, to include at |east
30| the foll owi ng conponents:

31
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(a) At least quarterly analysis and foll owp,
i ncl udi ng sanctions as appropriate, of managed care
participant utilization of services.

(b) At least quarterly analysis and foll owp,
i ncl udi ng sanctions as appropriate, of quality findings of the
Medi cai d peer review organi zation and other external quality
assurance prograns.

(c) At least quarterly analysis and foll owp,
i ncl udi ng sanctions as appropriate, of the fiscal viability of
managed care pl ans.

(d) At least quarterly analysis and foll owp,
i ncl udi ng sanctions as appropriate, of managed care
partici pant satisfaction and di senrol | nent surveys.

(e) The agency shall conduct regular and ongoi ng

Medi cai d reci pi ent satisfaction surveys.

The anal yses and foll owup activities conducted by the agency
under its enhanced nanaged care quality assurance oversi ght
function shall not duplicate the activities of accreditation
reviewers for entities regulated under part 111 of chapter
641, but nmay include a review of the finding of such

revi ewers.

(32) Each managed care plan that is under contract
with the agency to provide health care services to Medicaid
reci pients shall annually conduct a background check with the
Fl ori da Departnment of Law Enforcement of all persons with
ownership interest of 5 percent or nore or executive
managenment responsibility for the managed care plan and shal
submt to the agency information concerning any such person

who has been found guilty of, regardl ess of adjudication, or
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1| has entered a plea of nolo contendere or guilty to, any of the
2| offenses listed in s. 435.03.

3 (33) The agency shall, by rule, develop a process

4| whereby a Medicaid nanaged care plan enrollee who wi shes to

5| enter hospice care may be disenrolled fromthe managed care

6| plan within 24 hours after contacting the agency regardi ng

7| such request. The agency rule shall include a nethodol ogy for
8| the agency to recoup nanaged care plan paynents on a pro rata
9| basis if paynment has been made for the enroll ment nonth when
10| di senrol I ment occurs.

11 (34) The agency and entities that whieh contract with
12| the agency to provide health care services to Medicaid

13| recipients under this section or ss. 409.91211 and s— 409.9122
14| must conply with the provisions of s. 641.513 in providing

15| energency services and care to Medicaid recipients and

16| Medi Pass recipients. Where feasible, safe, and cost-effective,
17| the agency shall encourage hospitals., energency nedica

18| services providers, and other public and private health care
19| providers to work together in their local conmunities to enter
20| into agreements or arrangements to ensure access to

21| alternatives to energency services and care for those Medicaid
22| recipients who need nonenergent care. The agency shal

23| coordinate with hospitals, enmergency nedical services

24| providers, private health plans, capitated nmanaged care

25| networks as established in s. 409.91211, and other public and
26| private health care providers to inplenent the provisions of
27| ss. 395.1041(7)., 409.91255(3)(4g). 627.6405, and 641.31097 to
28| devel op and inplenent energency department diversion prograns
29| for Medicaid recipients.

30 (35) Al entities providing health care services to
31| Medicaid recipients shall nake avail abl e, and encourage al
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pregnant wonen and nothers with infants to receive, and
provi de docunentation in the medical records to reflect, the
fol | owi ng:

(a) Healthy Start prenatal or infant screening.

(b) Healthy Start care coordi nation, when screening or
other factors indicate need.

(c) Healthy Start enhanced services in accordance with
the prenatal or infant screening results.

(d) Imunizations in accordance with recommendati ons
of the Advisory Commrittee on |nmunization Practices of the
United States Public Health Service and the American Acadeny
of Pediatrics, as appropriate.

(e) Counseling and services for famly planning to al
wonen and their partners.

(f) A schedul ed postpartumvisit for the purpose of
voluntary fam |y planning, to include discussion of al
nmet hods of contraception, as appropriate.

(g) Referral to the Special Supplenental Nutrition
Program for Wonen, Infants, and Children (WC).

(36) Any entity that provides Medicaid prepaid health
pl an services shall ensure the appropriate coordination of
health care services with an assisted living facility in cases
where a Medicaid recipient is both a menber of the entity's
prepaid health plan and a resident of the assisted living
facility. If the entity is at risk for Medicaid targeted case
managenment and behavi oral health services, the entity shal
informthe assisted living facility of the procedures to
foll ow shoul d an energent condition arise.

(37) The agency may seek and inplenment federal waivers
necessary to provide for cost-effective purchasing of hone

heal th services, private duty nursing services,
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transportation, independent |aboratory services, and durable
medi cal equi pnent and supplies through conpetitive bidding
pursuant to s. 287.057. The agency mmy request appropriate
wai vers fromthe federal Health Care Financing Adm nistration
in order to conpetitively bid such services. The agency may
excl ude providers not selected through the bidding process
fromthe Medicaid provider network.

(38) The agency shall enter into agreements with
not-for-profit organizations based in this state for the
pur pose of providing vision screening.

(39)(a) The agency shall inplenment a Medicaid
prescri bed-drug spendi ng-control programthat includes the
foll owi ng conponents:

1. Medicaid prescribed-drug coverage for brand-nane
drugs for adult Medicaid recipients is linmted to the
di spensi ng of four brand-nanme drugs per nonth per recipient.
Children are exenpt fromthis restriction. Antiretrovira
agents are excluded fromthis linmtation. No requirenents for
prior authorization or other restrictions on nedications used
to treat mental illnesses such as schizophrenia, severe
depression, or bipolar disorder may be inposed on Medicaid
reci pients. Medications that will be avail able without
restriction for persons with nmental illnesses include atypica
anti psychotic nedi cati ons, conventional antipsychotic
nmedi cati ons, selective serotonin reuptake inhibitors, and
ot her medi cati ons used for the treatment of serious menta
illnesses. The agency shall also limt the anpunt of a
prescribed drug dispensed to no nore than a 34-day supply. The
agency shall continue to provide unlimted generic drugs,
contraceptive drugs and itens, and diabetic supplies. Although

a drug may be included on the preferred drug forrmulary, it
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1| woul d not be exenpt fromthe four-brand limt. The agency may
2| authorize exceptions to the brand-nane-drug restriction based
3| upon the treatment needs of the patients, only when such

4| exceptions are based on prior consultation provided by the

5| agency or an agency contractor, but the agency nust establish
6| procedures to ensure that:

7 a. There will be a response to a request for prior

8| consultation by tel ephone or other tel ecomunication device

9| within 24 hours after receipt of a request for prior

10| consultation;

11 b. A 72-hour supply of the drug prescribed will be

12| provided in an enmergency or when the agency does not provide a
13| response within 24 hours as required by sub-subparagraph a.

14| and

15 c. Except for the exception for nursing hone residents
16| and other institutionalized adults and except for drugs on the
17| restricted forrmulary for which prior authorization my be

18| sought by an institutional or conmunity pharmacy, prior

19| authorization for an exception to the brand-nane-drug
20| restriction is sought by the prescriber and not by the
21| pharmacy. Wen prior authorization is granted for a patient in
22| an institutional setting beyond the brand-nane-drug
23| restriction, such approval is authorized for 12 nonths and
24| nmonthly prior authorization is not required for that patient.
25 2. Reinbursenment to pharnmacies for Medicaid prescribed
26| drugs shall be set at the lesser of: the average whol esal e
27| price (AW) m nus 15.4 percent, the whol esal er acquisition
28| cost (WAC) plus 5.75 percent, the federal upper limt (FUL),
29| the state maxi mum al | owabl e cost (SMAC), or the usual and
30| customary (UAC) charge billed by the provider
31
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1 3. The agency shall devel op and inplenent a process

2| for managing the drug therapies of Medicaid recipients who are
3| using significant nunmbers of prescribed drugs each nmonth. The
4| managenment process nmay include, but is not limted to,

5| conprehensive, physician-directed nmedical -record reviews,

6| clains anal yses, and case evaluations to determ ne the nedica
7| necessity and appropriateness of a patient's treatnent plan

8| and drug therapies. The agency may contract with a private

9| organization to provide drug-program managenent services. The
10| Medicaid drug benefit managenent program shall include

11| initiatives to nanage drug therapies for H V/ A DS patients,

12| patients using 20 or nore unique prescriptions in a 180-day
13| period, and the top 1,000 patients in annual spending. The

14| agency shall enroll any Medicaid recipient in the drug benefit
15| managenment programif he or she neets the specifications of

16| this provision and is not enrolled in a Medicaid health

17| mai ntenance organi zati on.

18 4. The agency may limt the size of its pharnacy

19| network based on need, conpetitive bidding, price
20| negotiations, credentialing, or simlar criteria. The agency
21| shall give special consideration to rural areas in determning
22| the size and | ocation of pharmacies included in the Medicaid
23| pharmacy network. A pharnmacy credentialing process may include
24| criteria such as a pharmacy's full-service status, |ocation
25| size, patient educational progranms, patient consultation
26| di sease-managenent services, and other characteristics. The
27| agency may inpose a noratorium on Medicaid pharnmacy enrol | ment
28| when it is determined that it has a sufficient nunmber of
29| Medicaid-participating providers. The agency nust all ow
30| dispensing practitioners to participate as a part of the
31| Medicaid pharmacy network regardl ess of the practitioner's
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1| proximity to any other entity that is dispensing prescription
2| drugs under the Medicaid program A dispensing practitioner

3| nust nmeet all credentialing requirenents applicable to his or
4| her practice, as determ ned by the agency.

5 5. The agency shall devel op and inplenent a program

6| that requires Medicaid practitioners who prescribe drugs to

7| use a counterfeit-proof prescription pad for Medicaid

8| prescriptions. The agency shall require the use of

9| standardi zed counterfeit-proof prescription pads by

10| Medicai d-participating prescribers or prescribers who wite
11| prescriptions for Medicaid recipients. The agency may

12| inplenent the programin targeted geographic areas or

13| statew de.

14 6. The agency may enter into arrangenents that require
15| manufacturers of generic drugs prescribed to Medicaid

16| recipients to provide rebates of at least 15.1 percent of the
17| average manufacturer price for the manufacturer's generic

18| products. These arrangenents shall require that if a

19| generic-drug manufacturer pays federal rebates for
20| Medicaid-reinbursed drugs at a | evel below 15.1 percent, the
21| manufacturer must provide a supplemental rebate to the state
22| in an anmount necessary to achieve a 15.1-percent rebate |evel.
23 7. The agency may establish a preferred drug fornulary
24| in accordance with 42 U S.C. s. 1396r-8, and, pursuant to the
25| establishment of such forrmulary, it is authorized to negotiate
26| supplenmental rebates from nmanufacturers that are in addition
27| to those required by Title XI X of the Social Security Act and
28| at no less than 14 percent of the average manufacturer price
29| as defined in 42 U.S.C. s. 1936 on the |last day of a quarter
30| unless the federal or supplenental rebate, or both, equals or
31| exceeds 29 percent. There is no upper limt on the

45
CODI NG Wbrds strieken are del etions; words underlined are additions.




© 00 N O 0o b~ W N B

W W NN NNMNDNDRNNNRNNDNRR R R B R B R B R
P O © ® N O U A W N RP O © ® N O 00 » W N B O

CS for CS for SB 838 Third Engrossed

suppl enental rebates the agency mmy negotiate. The agency may
determi ne that specific products, brand-name or generic, are
conpetitive at | ower rebate percentages. Agreenent to pay the
m ni mum suppl enmental rebate percentage will guarantee a
manuf acturer that the Medicaid Pharmaceutical and Therapeutics
Committee will consider a product for inclusion on the
preferred drug forrmulary. However, a pharmaceutica
manuf acturer is not guaranteed placenent on the fornmulary by
sinmply paying the nminimum suppl enmental rebate. Agency
decisions will be made on the clinical efficacy of a drug and
recommendati ons of the Medicaid Pharmaceutical and
Therapeutics Cormittee, as well as the price of conpeting
products m nus federal and state rebates. The agency is
authorized to contract with an outside agency or contractor to
conduct negotiations for supplenental rebates. For the
purposes of this section, the term "suppl enental rebates"
nmeans cash rebates. Effective July 1, 2004, val ue-added
programs as a substitution for supplenental rebates are
prohi bited. The agency is authorized to seek any federa
waivers to inplement this initiative.

8. The agency shall establish an advisory conmmittee
for the purposes of studying the feasibility of using a
restricted drug fornulary for nursing hone residents and ot her
institutionalized adults. The comrittee shall be conprised of
seven nenbers appointed by the Secretary of Health Care
Admi ni stration. The committee menbers shall include two
physi ci ans |icensed under chapter 458 or chapter 459; three
pharmaci sts |icensed under chapter 465 and appointed from a
list of recormmendati ons provided by the Florida Long-Term Care
Pharmacy Alliance; and two pharmacists |icensed under chapter
465.
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1 9. The Agency for Health Care Adm nistration shal

2| expand home delivery of pharmacy products. To assist Medicaid
3| patients in securing their prescriptions and reduce program

4| costs, the agency shall expand its current mail-order-pharnmacy
5| di abetes-supply programto include all generic and brand-nane
6| drugs used by Medicaid patients with diabetes. Medicaid

7| recipients in the current program may obtain nondi abetes drugs
8| on a voluntary basis. This initiative is limted to the

9| geographic area covered by the current contract. The agency
10| may seek and inplenment any federal waivers necessary to

11| inplenent this subparagraph

12 10. The agency shall limt to one dose per nonth any
13| drug prescribed to treat erectile dysfunction.

14 11.a. The agency shall inplement a Medicaid behaviora
15| drug managenent system The agency mmy contract with a vendor
16| that has experience in operating behavioral drug nanagenent

17| systens to inplenment this program The agency is authorized to
18| seek federal waivers to inplenment this program

19 b. The agency, in conjunction with the Departnent of
20| Children and Family Services, may inplenent the Medicaid
21| behavioral drug managenent systemthat is designed to inprove
22| the quality of care and behavioral health prescribing
23| practices based on best practice guidelines, inprove patient
24| adherence to medication plans, reduce clinical risk, and | ower
25| prescribed drug costs and the rate of inappropriate spending
26| on Medicai d behavi oral drugs. The program shall include the
27| followi ng el enents:
28 (1) Provide for the devel opnent and adopti on of best
29| practice guidelines for behavioral health-related drugs such
30| as antipsychotics, antidepressants, and nedications for
31| treating bipolar disorders and ot her behavioral conditions;
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translate theminto practice; review behavioral health
prescribers and conpare their prescribing patterns to a nunber
of indicators that are based on national standards; and
deternmi ne deviations from best practice guidelines.

(1) Inplenment processes for providing feedback to and
educating prescribers using best practice educationa
mat eri al s and peer-to-peer consultation.

(I'11) Assess Medicaid beneficiaries who are outliers
in their use of behavioral health drugs with regard to the
nunbers and types of drugs taken, drug dosages, conbination
drug therapies, and other indicators of inproper use of
behavi oral heal th drugs.

(IV) Alert prescribers to patients who fail to refil
prescriptions in a tinmely fashion, are prescribed multiple
sanme-cl ass behavioral health drugs, and may have ot her
potential medication probl ens.

(V) Track spending trends for behavioral health drugs
and devi ation from best practice guidelines.

(VI) Use educational and technol ogi cal approaches to
pronmot e best practices, educate consunmers, and train
prescribers in the use of practice guidelines.

(VIl) Dissemnate electronic and published nmaterials.

(VII'l) Hold statewi de and regi onal conferences.

(I'X) Inplenment a di sease nanagenent programw th a
nodel quality-based nedicati on conmponent for severely mentally
i1l individuals and enotionally disturbed children who are
hi gh users of care.

c. |If the agency is unable to negotiate a contract
with one or nore manufacturers to finance and guarantee
savi ngs associ ated with a behavioral drug managenment program

by Septenmber 1, 2004, the four-brand drug |inmt and preferred
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drug list prior-authorization requirenents shall apply to
mental health-related drugs, notw thstandi ng any provision in
subpar agraph 1. The agency is authorized to seek federa

wai vers to inplement this policy.

12.a. The agency shall inplenent a Medicaid

prescription-drug- managenent system The agency may contract

with a vendor that has experience in operating

prescription-drug- managenent systens in order to inplenment

this system Any nanagenent systemthat is inplenented in

accordance with this subparagraph nust rely on cooperation

bet ween physi ci ans _and pharnaci sts to determ ne appropriate

practice patterns and clinical quidelines to inprove the

prescribing, dispensing, and use of drugs in the Medicaid

program The agency may seek federal waivers to inplement this

program
b. The drug-managenent system nust be designed to

inprove the quality of care and prescribing practices based on

best -practice quidelines, inprove patient adherence to

nedi cation plans, reduce clinical risk, and |ower prescribed

drug costs and the rate of inappropriate spending on Medicaid

prescription drugs. The program nust:

(1) Provide for the devel opnent and adopti on of

best -practice quidelines for the prescribing and use of drugs

in the Medicaid program including translating best-practice

guidelines into practice; review ng prescriber patterns and

conparing themto indicators that are based on nationa

standards and practice patterns of clinical peers in their

comunity, statewide, and nationally; and determ ne devi ations

from best-practice guidelines.
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(11) 1Inplenent processes for providing feedback to and

educating prescribers using best-practice educationa

mat eri al s and peer-to-peer consultation.

(1I11) Assess Medicaid recipients who are outliers in

their use of a single or nultiple prescription drugs with

regard to the nunmbers and types of drugs taken, drug dosages,

conbi nation drug therapies, and other indicators of inproper

use of prescription drugs.

(1V) Alert prescribers to patients who fail to refil

prescriptions in a tinely fashion, are prescribed nmultiple

drugs that may be redundant or contraindi cated, or nmay have

ot her potential nedication probl ens.

(V)  Track spending trends for prescription drugs and

deviation from best-practice quidelines.

(VI) Use educational and technol ogi cal approaches to

pronpte best practices, educate consuners, and train

prescribers in the use of practice quidelines.

(VIl) Disseninate el ectronic and published materials.

(VIIl) Hold statewi de and regi onal conferences.

(1X) | nplenent di sease- nanagenent prograns in

cooperation with physicians and pharnaci sts, along with a

model qual i ty-based nedi cati on conponent for individuals

havi ng chroni c nedical conditions.

13.42~ The agency is authorized to contract for drug
rebate adm ni stration, including, but not limted to,
cal cul ating rebate anounts, invoicing manufacturers,
negoti ati ng di sputes with manufacturers, and maintaining a
dat abase of rebate collections.

14.143— The agency may specify the preferred daily
dosing formor strength for the purpose of pronoting best

practices with regard to the prescribing of certain drugs as
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specified in the General Appropriations Act and ensuring
cost-effective prescribing practices.

15.44— The agency may require prior authorization for
the off-1abel use of Medicai d-covered prescribed drugs as
specified in the General Appropriations Act. The agency nay,
but is not required to, preauthorize the use of a product for
an indication not in the approved | abeling. Prior
authorization may require the prescribing professional to
provi de i nformati on about the rationale and supporting nedica
evi dence for the off-1abel use of a drug.

16. 45—~ The agency shall inplenment a return and reuse
program for drugs di spensed by pharmacies to institutiona
reci pients, which includes paynent of a $5 restocking fee for
the inplenmentation and operation of the program The return
and reuse program shall be inplenented electronically and in a
manner that pronotes efficiency. The program nust permt a
pharmacy to exclude drugs fromthe programif it is not
practical or cost-effective for the drug to be included and
nmust provide for the return to inventory of drugs that cannot
be credited or returned in a cost-effective manner. The agency

shal|l determine if the program has reduced the anpunt of

Medi cai d prescription drugs which are destroyed on _an _annua

basis and if there are additional ways to ensure nore

prescription drugs are not destroyed which could safely be

reused. The agency's conclusion and reconmendations shall be

reported to the Leqgislature by Decenber 1, 2005.

(b) The agency shall inplenment this subsection to the
extent that funds are appropriated to adm nister the Medicaid
prescri bed-drug spendi ng-control program The agency may
contract all or any part of this programto private

or gani zati ons.
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(c) The agency shall submit quarterly reports to the
Governor, the President of the Senate, and the Speaker of the
House of Representatives which must include, but need not be
limted to, the progress nade in inplenenting this subsection
and its effect on Medicaid prescribed-drug expenditures.

(40) Notwithstanding the provisions of chapter 287,
the agency nmay, at its discretion, renew a contract or
contracts for fiscal internediary services one or nore tines
for such periods as the agency may deci de; however, all such
renewal s may not conbine to exceed a total period | onger than
the termof the original contract.

(41) The agency shall provide for the devel opnment of a
denonstration project by establishnment in M an -Dade County of
a long-termcare facility |icensed pursuant to chapter 395 to
i mprove access to health care for a predomnantly mnority,
medi cal | y underserved, and nedically conplex popul ation and to
eval uate alternatives to nursing home care and general acute
care for such popul ation. Such project is to be located in a
heal th care condomni nium and col ocated with |icensed facilities
provi ding a continuum of care. The establishnment of this
project is not subject to the provisions of s. 408.036 or s.
408. 039. The agency shall report its findings to the Governor
the President of the Senate, and the Speaker of the House of
Representatives by January 1, 2003.

(42) The agency shall develop and inplenment a
utilization managenent program for Medicaid-eligible
reci pients for the nanagenent of occupational, physical
respiratory, and speech therapies. The agency shall establish
a utilization programthat may require prior authorization in
order to ensure nedically necessary and cost-effective

treatments. The program shall be operated in accordance with a
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federally approved wai ver program or state plan anendnment. The
agency nay seek a federal waiver or state plan amendnent to

i mpl ement this program The agency mmy al so conpetitively
procure these services from an outside vendor on a regional or
st at ewi de basi s.

(43) The agency may contract on a prepaid or fixed-sum
basis with appropriately licensed prepaid dental health plans
to provide dental services.

(44) The Agency for Health Care Adm nistration shal
ensure that any Medicaid managed care plan as defined in s.
409.9122(2) (h), whether paid on a capitated basis or a shared
savi ngs basis, is cost-effective. For purposes of this
subsection, the term "cost-effective" neans that a network's
per - menber, per-nonth costs to the state, including, but not
l[imted to, fee-for-service costs, administrative costs, and
case- nanagenent fees, nust be no greater than the state's
costs associated with contracts for Medicaid services
establ i shed under subsection (3), which shall be actuarially
adj usted for case m x, nodel, and service area. The agency
shall conduct actuarially sound audits adjusted for case m X
and nodel in order to ensure such cost-effectiveness and shal
publish the audit results on its Internet website and submit
the audit results annually to the Governor, the President of
the Senate, and the Speaker of the House of Representatives no
| ater than Decenber 31 of each year. Contracts established
pursuant to this subsection which are not cost-effective may
not be renewed.

(45) Subject to the availability of funds, the agency
shall mandate a recipient's participation in a provider
| ock-in program when appropriate, if a recipient is found by

the agency to have used Medi caid goods or services at a
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frequency or anount not nedically necessary, limting the
recei pt of goods or services to nedically necessary providers
after the 21-day appeal process has ended, for a period of not
|l ess than 1 year. The lock-in prograns shall include, but are
not limted to, pharmacies, nedical doctors, and infusion
clinics. The limtation does not apply to energency services
and care provided to the recipient in a hospital energency
departnent. The agency shall seek any federal waivers
necessary to inplenment this subsection. The agency shall adopt
any rules necessary to conply with or administer this
subsecti on.

(46) The agency shall seek a federal waiver for
perm ssion to terninate the eligibility of a Medicaid
reci pi ent who has been found to have committed fraud, through
judicial or administrative determ nation, two tinmes in a
period of 5 years.

(47) The agency shall conduct a study of avail able
el ectronic systens for the purpose of verifying the identity
and eligibility of a Medicaid recipient. The agency shal
recommend to the Legislature a plan to inplenent an el ectronic
verification systemfor Medicaid recipients by January 31
2005.

(48) A provider is not entitled to enrollnment in the
Medi cai d provider network. The agency nmay inplenment a Medicaid
fee-for-service provider network controls, including, but not
limted to, conpetitive procurenent and provider
credentialing. If a credentialing process is used, the agency
may limt its provider network based upon the follow ng
consi derations: beneficiary access to care, provider
availability, provider quality standards and quality assurance

processes, cultural conpetency, denographic characteristics of
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beneficiaries, practice standards, service wait tines,

provi der turnover, provider |licensure and accreditation

hi story, programintegrity history, peer review, Medicaid
policy and billing conpliance records, clinical and nedica
record audit findings, and such other areas that are

consi dered necessary by the agency to ensure the integrity of
t he program

(49) The agency shall contract with established
m nority physician networks that provide services to
hi storically underserved nmnority patients. The networks nust
provi de cost-effective Medicaid services, conply with the
requi renents to be a Medi Pass provider, and provide their
primary care physicians with access to data and ot her
managenent tools necessary to assist themin ensuring the
appropriate use of services, including inpatient hospita
servi ces and pharmaceuti cal s.

(a) The agency shall provide for the devel opnent and
expansion of mnority physician networks in each service area
to provide services to Medicaid recipients who are eligible to
partici pate under federal |aw and rul es.

(b) The agency shall reinburse each mnority physician
network as a fee-for-service provider, including the case
managenment fee for primary care, or as a capitated rate
provi der for Medicaid services. Any savings shall be shared
with the mnority physician networks pursuant to the contract.

(c) For purposes of this subsection, the term
"cost-effective" nmeans that a network's per-nmenber, per-nonth
costs to the state, including, but not limted to,
fee-for-service costs, adnministrative costs, and
case- managenent fees, nust be no greater than the state's

costs associated with contracts for Medicaid services
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1| established under subsection (3), which shall be actuarially
2| adjusted for case mx, nodel, and service area. The agency

3| shall conduct actuarially sound audits adjusted for case m x
4| and nodel in order to ensure such cost-effectiveness and shal
5| publish the audit results on its Internet website and submt
6| the audit results annually to the Governor, the President of
7| the Senate, and the Speaker of the House of Representatives no
8| later than Decenber 31. Contracts established pursuant to this
9| subsection which are not cost-effective my not be renewed.
10 (d) The agency may apply for any federal waivers

11| needed to inplenent this subsection

12 (50) To the extent pernitted by federal |aw and as

13| allowed under s. 409.906, the agency shall provide

14| reinmbursenent for emergency mental health care services for
15| Medicaid recipients in crisis-stabilization facilities

16| licensed under s. 394.875 as long as those services are |ess
17| expensive than the sane services provided in a hospita

18| setting.

19 Section 2. Section 409.91211, Florida Statutes, is
20| created to read:

21 409.91211 Medicaid managed care pilot program --

22 (1) The agency is authorized to seek experinental

23| pilot, or denpbnstration project waivers, pursuant to s. 1115
24| of the Social Security Act, to create a statewide initiative
25| to provide for a nore efficient and effective service delivery
26| system that enhances quality of care and client outcones in
27| the Florida Medicaid programpursuant to this section. Phase
28| one of the denpnstration shall be inplenented in two

29| geographic areas. One denpnstration site shall include only
30| Broward County. A second denonstration site shall initially
31| include Duval County and shall be expanded to include Baker
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1| day, and Nassau Counties within 1 year after the Duval County
2| program becones operational. This waiver authority is

3| contingent upon federal approval to preserve the

4| upper-paynent-linit funding mechanismfor hospitals, including
5| a_guarantee of a reasonable growth factor, a nmethodology to

6| allow the use of a portion of these funds to serve as a risk

7| pool for denpnstration sites, provisions to preserve the

8| state's ability to use intergovernnmental transfers, and

9| provisions to protect the disproportionate share program

10| authorized pursuant to this chapter. Upon conpletion of the

11| evaluati on conducted under section 3 of this act, the agency
12| may request statew de expansion of the denpnstration projects.
13| Statew de phase-in to additional counties shall be contingent
14| upon review and approval by the Legislature.

15 (2) The Legislature intends for the capitated managed
16| care pilot programto

17 (a) Provide recipients in Medicaid fee-for-service or
18| the Medi Pass program a conprehensive and coordi nated capitated
19| managed care systemfor all health care services specified in
20| ss. 409.905 and 409. 906.
21 (b) Stabilize Medicaid expenditures under the pilot
22| program conpared to Medicaid expenditures in the pilot area
23| for the 3 years before inplenentation of the pilot program
24| while ensuring:
25 1. Consuner education and choice.
26 2.  Access to nmedically necessary services.
27 3. Coordination of preventative, acute, and long-term
28| care.
29 4. Reductions in unnecessary service utilization
30 (c) Provide an opportunity to evaluate the feasibility
31| of statewide inplenentation of capitated managed care networks
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as _a replacenent for the current Medicaid fee-for-service and

Medi Pass systens.

(3) The agency shall have the foll owi ng powers,

duties, and responsibilities with respect to the devel opnent

of a pilot program

(a) To develop and recommend a systemto deliver al

mandatory services specified in s. 409.905 and optiona

services specified in s. 409.906, as approved by the Centers

for Medicare and Medicaid Services and the Legislature in the

wai ver pursuant to this section. Services to recipients under

plan benefits shall include energency services provided under

s. 409.9128.

(b) To recommend Medicaid-eligibility categories, from

those specified in ss. 409.903 and 409.904, which shall be

included in the pilot program

(c) To deternine and recommend how to design the

nmanaged care pilot programin order to take maxi num advant age

of all available state and federal funds, including those

obt ai ned through intergovernnental transfers, the

upper - paynent -1 evel fundi ng systens, and the di sproportionate

share program

(d) To deternine and recommend actuarially sound,

ri sk-adjusted capitation rates for Medicaid recipients in the

pilot programwhich can be separated to cover conprehensive

care, enhanced services, and catastrophic care.

(e) To deternm ne and recommend policies and gui delines

for phasing in financial risk for approved provider service

net wor ks over a 3-year period. These shall include an option

to pay fee-for-service rates that nmay include a

savi ngs-settl enent option for at |least 2 vears. This npdel nay

be converted to a risk-adjusted capitated rate in the third
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1| year of operation. Federally qualified health centers may be
2| offered an opportunity to accept or decline a contract to

3| participate in any provider network for prepaid primary care
4| services.

5 (f) To determine and recommend provisions related to

6| stop-l1oss requirenents and the transfer of excess cost to

7| catastrophic coverage that acconmmmpdates the risks associated
8| with the devel opnent of the pilot program

9 (g) To determine and recommend a process to be used by
10| the Social Services Estimating Conference to determ ne and

11| validate the rate of growth of the per-nmenber costs of

12| providing Medicaid services under the managed care pil ot

13| program

14 (h) To determi ne and recommend program standards and
15| credentialing requirenments for capitated managed care networks
16| to participate in the pilot program including those related
17| to fiscal solvency, quality of care, and adequacy of access to
18| health care providers. It is the intent of the Legislature

19| that, to the extent possible, any pilot program authorized by
20| the state under this section include any federally qualified
21| health center, federally qualified rural health clinic, county
22| health departnent, or other federally, state, or locally
23| funded entity that serves the geographic areas within the
24| boundaries of the pilot programthat requests to participate.
25| This paragraph does not relieve an entity that qualifies as a
26| capitated managed care network under this section from any
27| other licensure or regulatory requirenents contained in state
28| or federal law which would otherwise apply to the entity. The
29| standards and credentialing requirenents shall be based upon
30| but are not linmted to:
31
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1. Conpliance with the accreditation requirenents as

provided in s. 641.512.

2. Conpliance with early and periodic screening,

di agnosi s, and treatnent screening requirenents under federa

| aw.

3. The percentage of voluntary disenrollnents.

4. | muni zation rates.

5. Standards of the National Commttee for Quality

Assurance and ot her approved accrediting bodies.

6. Recommendations of other authoritative bodies.

7. Specific requirenents of the Medicaid program or

st andards designed to specifically neet the uni que needs of

Medi cai d recipients.

8. Conpliance with the health gquality inprovenent

system as _establi shed by the agency, which incorporates

standards and gui delines devel oped by the Centers for Medicare

and Medicaid Services as part of the quality assurance reform

initiative.

9. The network's infrastructure capacity to nmanage

financial transactions, recordkeeping, data collection, and

other adninistrative functions.

10. The network's ability to submit any financial

progranmatic, or patient-encounter data or other information

required by the agency to determ ne the actual services

provi ded and the cost of administering the plan.

(i) To develop and recommend a nechani sm for providing

information to Medicaid recipients for the purpose of

selecting a capitated managed care plan. For each plan

available to a recipient, the agency, at a mni num shal

ensure that the recipient is provided with:

1. A list and description of the benefits provided.
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| nformati on _about cost sharing.

2
3. Plan performance data, if avail abl e.
4

An_expl anation of benefit linitations.

5. Contact information, including identification of

providers participating in the network, geographic |ocations,

and transportation limtations.

6. Any other information the agency detern nes would

facilitate a recipient's understanding of the plan or

insurance that would best neet his or her needs.

(j) To develop and recommend a systemto ensure that

there is a record of recipient acknow edgnent that choice

counsel i ng has been provided.

(k) To develop and recommend a choi ce counseling

systemto ensure that the choice counseling process and

related material are designed to provide counseling through

face-to-face interaction, by telephone, and in witing and

through other forns of relevant nedia. Miterials shall be

witten at the fourth-grade reading |l evel and available in a

| anguage ot her than English when 5 percent of the county

speaks a | anguage other than English. Choice counseling shal

al so _use |l anguage lines and other services for inpaired

recipients, such as TTD/ TTY.

(1) To develop and recommend a systemthat prohibits

capitated nmanaged care plans, their representatives, and

providers enployed by or contracted with the capitated managed

care plans fromrecruiting persons eligible for or enrolled in

Medi caid, from providing inducenents to Medicaid recipients to

sel ect _a particular capitated managed care plan, and from

prejudi cing Medicaid recipients against other capitated

managed care plans. The system shall require the entity

perform ng choice counseling to deternmine if the recipient has
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1| made a choice of a plan or has opted out because of duress,

2| threats, payment to the recipient, or incentives prom sed to
3| the recipient by a third party. If the choice counseling

4| entity deternmines that the decision to choose a plan was

5[ unlawfully influenced or a plan violated any of the provisions
6| of s. 409.912(21), the choice counseling entity shal

7| inmmediately report the violation to the agency's program

8| integrity section for investigation. Verification of choice
9| counseling by the recipient shall include a stipulation that
10| the recipient acknow edges the provisions of this subsection
11 (m To develop and recommend a choice counseling

12| systemthat pronptes health literacy and provides information
13| ainmed to reduce mnority health disparities through outreach
14| activities for Medicaid recipients.

15 (n) To develop and recommend a system for the agency
16| to contract with entities to perform choice counseling. The
17| agency may establish standards and performance contracts,

18| including standards requiring the contractor to hire choice
19| counselors who are representative of the state's diverse
20| population and to train choice counselors in working with
21| culturally diverse popul ations.
22 (0) To determ ne and recommend descriptions of the
23| eliqgibility assignment processes which will be used to
24| facilitate client choice while ensuring pilot prograns of
25| adequate enrollnment levels. These processes shall ensure that
26| pilot sites have sufficient levels of enrollment to conduct a
27| valid test of the managed care pilot programwthin a 2-year
28| tinmefrane.
29 (p) To develop and recommend a systemto nmonitor the
30| provision of health care services in the pilot program
31| including utilization and quality of health care services for
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1| the purpose of ensuring access to nedically necessary

2| services. This systemshall include an encounter

3| data-information systemthat collects and reports utilization
4| information. The system shall include a nethod for verifying
5| data integrity within the database and within the provider's
6| nedical records.

7 (g) To recommrend a grievance-resolution process for

8| Medicaid recipients enrolled in a capitated managed care

9| network under the pilot program nodeled after the subscriber
10| assistance panel, as created in s. 408.7056. This process

11| shall include a nmechanismfor an expedited review of no

12| greater than 24 hours after notification of a grievance if the
13| life of a Medicaid recipient is in imminent and energent

14| jeopardy.

15 (r) To recommend a grievance-resolution process for

16| health care providers enployed by or contracted with a

17| capitated managed care network under the pilot programin

18| order to settle disputes anong the provider and the managed
19| care network or the provider and the agency.
20 (s) To develop and recommend criteria to designate
21| health care providers as eligible to participate in the pil ot
22| program The agency and capitated managed care networks nust
23| follow national quidelines for selecting health care
24| providers, whenever available. These criteria nmust include at
25| a mininumthose criteria specified in s. 409.907.
26 (t) To develop and recommend health care provider
27| agreenents for participation in the pilot program
28 (u) To require that all health care providers under
29| contract with the pilot programbe duly licensed in the state,
30| if such licensure is available, and nmeet other criteria as may
31
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1| be established by the agency. These criteria shall include at
2| amnimmthose criteria specified in s. 409.907.

3 (v) To develop and recommend agreenents with other

4| state or |ocal governnmental programs or institutions for the
5| coordination of health care to eligible individuals receiving
6| services fromsuch progranms or institutions.

7 (w) To develop and recommend a systemto oversee the

8| activities of pilot program participants, health care

9| providers, capitated managed care networks, and their

10| representatives in order to prevent fraud or abuse,

11| overutilization or duplicative utilization, underutilization
12| or inappropriate denial of services, and negl ect of

13| participants and to recover overpaynents as appropriate. For
14| the purposes of this paragraph, the ternms "abuse" and "fraud”
15| have the neanings as provided in s. 409.913. The agency nust
16| refer incidents of suspected fraud, abuse, overutilization and
17| duplicative utilization, and underutilization or inappropriate
18| denial of services to the appropriate requlatory agency.

19 (x) To develop and provide actuarial and benefit

20| design analyses that indicate the effect on capitation rates
21| and benefits offered in the pilot program over a prospective
22| 5-year period based on the follow ng assunptions:

23 1. Gowth in capitation rates which is linited to the
24| estimated growth rate in general revenue.

25 2. Gowth in capitation rates which is linited to the
26| average growth rate over the last 3 years in per-recipient

27| Medicaid expenditures.

28 3. Gowth in capitation rates which is linited to the
29| growth rate of aggregate Medicaid expenditures between the

30| 2003-2004 fiscal year and the 2004-2005 fiscal year

31
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(y) To develop a nechanismto require capitated

managed care plans to reinburse qualified emergency service

providers, including, but not limted to, ambul ance services,

in accordance with ss. 409.908 and 409.9128. The pilot program

nust _include a provision for continuing fee-for-service

paynents for energency services, including but not limted to,

individuals who _access anbul ance services or_energency

departnents and who are subsequently determned to be eligible

for Medicaid services.

(z) To develop a system whereby school districts

participating in the certified school match program pursuant
to ss. 409.908(21) and 1011.70 shall be reinbursed by
Medi cai d, subject to the linitations of s. 1011.70(1)., for a

Medi caid-eligible child participating in the services as

authorized in s. 1011.70, as provided for in s. 409.9071

regardl ess of whether the child is enrolled in a capitated

managed care network. Capitated managed care networ ks nust

make a good-faith effort to execute agreenents with schoo

districts regarding the coordi nated provision of services

aut hori zed under s. 1011.70. County health departnments

delivering school -based services pursuant to ss. 381. 0056 and

381. 0057 nust be reinbursed by Medicaid for the federal share

for a Medicaid-eligible child who receives Medicai d-covered

services in a school setting, regardl ess of whether the child

is enrolled in a capitated managed care network. Capitated

managed care networks nust nmake a good-faith effort to execute

agreenents with county health departnents regarding the

coordi nated provision of services to a Medicaid-eligible

child. To ensure continuity of care for Medicaid patients, the

agency, the Departnent of Health, and the Departnent of

Education shall develop procedures for ensuring that a
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student's capitated nmanaged care network provider receives

information relating to services provided in accordance wth

ss. 381. 0056, 381.0057, 409.9071, and 1011.70.

(aa) To devel op and reconmend a nechani sm wher eby

Medi caid recipients who are already enrolled in a nmanaged care

plan or the Medi Pass programin the pilot areas shall be

offered the opportunity to change to capitated managed care

plans on a staggered basis, as defined by the agency. Al

Medi cai d reci pients shall have 30 days in which to nake a

choi ce of capitated managed care plans. Those Medicaid

reci pients who do not nmake a choice shall be assigned to a

capi tated managed care plan in accordance with paragraph

(4)(a). To facilitate continuity of care for a Medicaid

recipient who is also a recipient of Supplenmental Security

Incone (SSI), prior to assigning the SSI recipient to a

capi tated managed care plan, the agency shall determ ne

whet her the SSI recipient has an ongoing relationship with a

provider or capitated managed care plan, and if so, the agency

shall assign the SSI recipient to that provider or capitated

nmanaged care plan where feasible. Those SSI recipients who do

not have such a provider relationship shall be assigned to a

capitated nmanaged care plan provider in accordance with

paragraph (4)(a).

(bb) To devel op and reconmmend a service delivery

alternative for children having chronic nedical conditions

which establishes a nedical hone project to provide prinmary

care services to this population. The project shall provide

communi ty-based prinmary care services that are integrated with

ot her subspecialties to neet the nedical, devel opnental, and

enpti onal needs for children and their families. This project

shall include an evaluation conponent to determ ne inpacts on
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hospitalizations, |length of stays, energency roomyvisits,

costs, and access to care, including specialty care and

patient, and famly satisfaction.

(cc) To devel op and recommend service delivery

nechani sns within capitated managed care plans to provide

Medi cai d services as specified in ss. 409.905 and 409.906 to

persons with devel opnental disabilities sufficient to nmeet the

nedi cal , devel opnental ., and enptional needs of these persons.

(dd) To devel op and recommend service delivery

nechani sns within capitated managed care plans to provide

Medi cai d services as specified in ss. 409.905 and 409.906 to

Medi caid-eligible children in foster care. These services nust

be coordinated with comunity-based care providers as

specified in s. 409.1675, where available, and be sufficient

to neet the nedical, developnental, and enotional needs of

these children.

(4)(a) A Medicaid recipient in the pilot area who is

not currently enrolled in a capitated managed care plan upon

inplenentation is not eligible for services as specified in

ss. 409.905 and 409.906, for the anmpunt of tine that the

recipient does not enroll in a capitated nmanaged care network.

If a Medicaid recipient has not enrolled in a capitated

nmanaged care plan within 30 days after eligibility, the agency

shall assign the Medicaid recipient to a capitated managed

care plan based on the assessed needs of the recipient as

determ ned by the agency. When neking assignnents, the agency

shall take into account the followi ng criteria:

1. A capitated managed care network has sufficient

network capacity to neet the need of nenbers.

2. The capitated managed care network has previously

enrolled the recipient as a nenber, or one of the capitated
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1| managed care network's primary care providers has previously
2| provided health care to the recipient.

3 3. The agency has know edge that the nenber has

4| previously expressed a preference for a particular capitated
5| managed care network as indicated by Medicaid fee-for-service
6| clains data, but has failed to make a choice.

7 4. The capitated nmanaged care network's primary care
8| providers are geodraphically accessible to the recipient's

9| residence.

10 (b) When nore than one capitated managed care network
11| provider neets the criteria specified in paragraph (3)(h), the
12| agency shall meke recipient assignments consecutively by

13| family unit.

14 (c) The agency may not engage in practices that are

15| designed to favor one capitated managed care plan over another
16| or that are designed to influence Medicaid recipients to

17| enroll in a particular capitated nanaged care network in order
18| to strengthen its particular fiscal viability.

19 (d) After a recipient has made a selection or has been
20| enrolled in a capitated managed care network, the recipient

21| shall have 90 days in which to voluntarily disenroll and

22| select another capitated managed care network. After 90 days,
23| no further changes may be made except for cause. Cause shal

24| include, but not be limted to, poor quality of care, |ack of
25| access to necessary specialty services, an unreasonable delay
26| or denial of service, inordinate or inappropriate changes of
27| primary care providers, service access inpairnents due to

28| significant changes in the geographic |ocation of services, or
29| fraudulent enrollnent. The agency may require a recipient to
30| use the capitated managed care network's grievance process as
31| specified in paragraph (3)(g) prior to the agency's
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determ nation of cause, except in cases in which imediate

ri sk of permanent danmage to the recipient's health is alleged.

The grievance process, when used, nust be conpleted in tinme to

pernmit the recipient to disenroll no later than the first day

of the second nonth after the nonth the disenroll nent reguest

was made. |If the capitated nanaged care network, as a result

of the grievance process, approves an enrollee's request to

disenroll, the agency is not required to make a determ nation

in the case. The agency nust neke a determni nation and take

final action on a recipient's request so that disenroll ment

occurs no later than the first day of the second nonth after

the nonth the request was nade. |If the agency fails to act

within the specified tinefrane, the recipient's request to

disenroll is deened to be approved as of the date agency

action was required. Recipients who disagree with the agency's

finding that cause does not exist for disenrollnent shall be

advi sed of their right to pursue a Medicaid fair hearing to

di spute the agency's finding.

(e) The agency shall apply for federal waivers from

the Centers for Medicare and Medicaid Services to |ock

eligible Medicaid recipients into a capitated nmanaged care

network for 12 nonths after an open enrollnent period. After

12 nonths of enrollment, a recipient may sel ect anot her

capi tated managed care network. However, nothing shall prevent

a Medicaid recipient fromchanging primary care providers

within the capitated managed care network during the 12-nonth

peri od.
(f) The agency shall apply for federal waivers from

the Centers for Medicare and Medicaid Services to allow

recipients to purchase health care coverage through an

enpl oyer - sponsored health insurance plan instead of through a
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Medi caid-certified plan. This provision shall be known as the

opt - out _option.

1. A recipient who chooses the Medicaid opt-out option

shall have an opportunity for a specified period of tine, as

aut hori zed under _a waiver granted by the Centers for Mdicare

and Medicaid Services, to select and enroll in a

Medicaid-certified plan. |If the recipient remnins in the

enpl oyer -sponsored plan after the specified period, the

recipient shall remain in the opt-out programfor at least 1

yvear _or _until the recipient no | onger has access to

enpl oyer-sponsored coverage, until the enployer's open

enrol Il nent period for a person who opts out in order to

participate in enployer-sponsored coverage, or _until the

person is no longer eligible for Medicaid, whichever tine

period is shorter.

2. Notwithstanding any other provision of this

section, coverage, cost sharing, and any other conponent of

enpl oyer - sponsored health insurance shall be governed by

applicable state and federal | aws.

(5) This section does not authorize the agency to

i npl enent _any provision of s. 1115 of the Social Security Act

experinental, pilot, or denpnstration project waiver to reform

the state Medicaid programin any part of the state other than

the two geographic areas specified in this section unless

approved by the lLegislature.

(6) The agency shall devel op and submit for approva

applications for waivers of applicable federal |aws and

regul ations as necessary to inplenent the nmanaged care pil ot

project as defined in this section. The agency shall post al

wai ver _applications under this section on its Internet website

30 days before submtting the applications to the United
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States Centers for Medicare and Medicaid Services. Al waiver

applications shall be provided for review and comment to the

appropriate conm ttees of the Senate and House of

Representatives for at least 10 working days prior to

subm ssion. Al waivers submitted to and approved by the

United States Centers for Medicare and Medicaid Services under

this section nust be approved by the Legislature. Federally

approved waivers nust be submtted to the President of the

Senate _and the Speaker of the House of Representatives for

referral to the appropriate leqgislative conmttees. The

appropriate commttees shall recommend whether to approve the

inpl enentation of any waivers to the lLeqgislature as a whol e.

The agency shall submt a plan containing a recommended

tineline for inplenentation of any waivers and budgetary

projections of the effect of the pilot programunder this

section on the total Medicaid budget for the 2006-2007 through

2009-2010 state fiscal years. This inplenentation plan shal

be submtted to the President of the Senate and the Speaker of

the House of Representatives at the same tine any waivers are

subm tted for consideration by the Leqgislature.

(7) Upon review and approval of the applications for

wai vers of applicable federal |aws and regul ations to

i npl enent_the managed care pil ot program by the Leqgi sl ature,

the agency may initiate adoption of rules pursuant to ss.

120.536(1) and 120.54 to inplenent and adm ni ster the nmanaged

care pilot programas provided in this section.

Section 3. The Ofice of Program Policy Analysis and

Governnent Accountability, in consultation with the Auditor

General, shall conprehensively evaluate the two nmanaged care

pil ot prograns created under section 409.91211, Florida

Statutes. The evaluation shall begin with the inplenentation
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of the managed care nodel in the pilot areas and continue for

24 nonths after the two pilot prograns have enrolled Medicaid

recipients and started providing health care services. The

eval uation nust include assessnents of cost savings; consuner

education, choice, and access to services; coordination of

care; and quality of care by each eligibility category and

managed care plan in each pilot site. The eval uation nust

describe adm nistrative or legal barriers to the

i npl enent ati on_and operation of each pilot program and incl ude

recommendati ons regardi ng statew de expansi on of the managed

care pilot prograns. The office shall subnit an eval uation

report to the Governor, the President of the Senate, and the

Speaker of the House of Representatives no later than June 30,

2008.

Section 4. Section 409.9062, Florida Statutes, is
amended to read:

409.9062 Lung transplant services for Medicaid
reci pients.--Subject to the availability of funds and subject
to any limtations or directions provided for in the Genera
Appropriations Act or chapter 216, the Agency for Health Care
Admi ni stration Medicaid programshall pay for nedically
necessary |lung transplant services for Medicaid recipients.

These paynents nust be used to rei nmburse approved | ung

transplant facilities a global fee for providing |ung

transpl ant services to Medicaid recipients.
Section 5. The suns of $401,098 fromthe Genera
Revenue Fund and $593,058 fromthe Medical Care Trust Fund are

appropriated to the Agency for Health Care Adm nistration for

the purpose of inplenenting section 4 during the 2005-2006

fiscal year.
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Section 6. Paragraphs (a) and (j) of subsection (2) of
section 409.9122, Florida Statutes, are anended to read:

409.9122 Mandatory Medi cai d managed care enrol | ment;
prograns and procedures. --

(2)(a) The agency shall enroll in a managed care pl an
or Medi Pass all Medicaid recipients, except those Medicaid
reci pients who are: in an institution; enrolled in the
Medi cai d nedically needy program or eligible for both
Medi cai d and Medi care. Upon enrol |l nent, individuals will be
able to change their nmanaged care option during the 90-day opt
out period required by federal Medicaid regul ations. The
agency is authorized to seek the necessary Medicaid state plan
amendnent to inplenent this policy. However, to the extent
permtted by federal |aw, the agency may enroll in a managed
care plan or Medi Pass a Medicaid recipient who is exenpt from
mandat ory menaged care enrol |l ment, provided that:

1. The recipient's decision to enroll in a nmanaged
care plan or Medi Pass is voluntary;

2. |If the recipient chooses to enroll in a managed
care plan, the agency has determ ned that the managed care
pl an provi des specific progranms and services which address the
speci al health needs of the recipient; and

3. The agency receives any necessary waivers fromthe

federal Centers for Medicare and Medicaid Services Healt+h—Gare
|. Ia Ie. Ig 1‘d|i I.SE atlel.

The agency shall develop rules to establish policies by which
exceptions to the mandatory nanaged care enrol | nent

requi renent nmay be nade on a case-by-case basis. The rul es
shall include the specific criteria to be applied when meking

a deternmination as to whether to exenpt a recipient from
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mandatory enroll ment in a managed care plan or Medi Pass.
School districts participating in the certified school match
program pursuant to ss. 409.908(21) and 1011.70 shall be
rei mbursed by Medicaid, subject to the limtations of s.
1011.70(1), for a Medicaid-eligible child participating in the
services as authorized in s. 1011.70, as provided for in s.
409. 9071, regardl ess of whether the child is enrolled in
Medi Pass or a managed care plan. Managed care plans shall nmeke
a good faith effort to execute agreenments with schoo
districts regarding the coordi nated provision of services
aut hori zed under s. 1011.70. County health departnents
del i vering school -based services pursuant to ss. 381. 0056 and
381. 0057 shall be reinmbursed by Medicaid for the federal share
for a Medicaid-eligible child who recei ves Medi cai d- cover ed
services in a school setting, regardless of whether the child
is enrolled in Medi Pass or a managed care plan. Managed care
pl ans shall meke a good faith effort to execute agreenents
with county health departnents regarding the coordinated
provi sion of services to a Medicaid-eligible child. To ensure
continuity of care for Medicaid patients, the agency, the
Department of Health, and the Departnent of Education shal
devel op procedures for ensuring that a student's nanaged care
pl an or Medi Pass provider receives information relating to
services provided in accordance with ss. 381. 0056, 381.0057,
409. 9071, and 1011. 70.

(j) The agency shall apply for a federal waiver from
the Centers for Medicare and Medicaid Services Health—GCare
Firaneing—Admnistration to lock eligible Medicaid recipients

into a managed care plan or Medi Pass for 12 nonths after an

open enroll ment period. After 12 nonths' enrollnent, a

reci pient may sel ect another managed care plan or Medi Pass
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provi der. However, nothing shall prevent a Medicaid recipient
from changing primary care providers within the managed care
pl an or Medi Pass program during the 12-nonth peri od.

Section 7. Subsection (2) of section 409.913, Florida
Statutes, is anended, and subsection (36) is added to that
section, to read

409.913 Oversight of the integrity of the Medicaid
program - - The agency shall operate a programto oversee the
activities of Florida Medicaid recipients, and providers and
their representatives, to ensure that fraudul ent and abusive
behavi or and negl ect of recipients occur to the mnimum extent
possi bl e, and to recover overpaynents and inpose sanctions as
appropriate. Beginning January 1, 2003, and each year
thereafter, the agency and the Medicaid Fraud Control Unit of
the Departnent of Legal Affairs shall subnit a joint report to
the Legislature docunenting the effectiveness of the state's
efforts to control Medicaid fraud and abuse and to recover
Medi cai d overpaynents during the previous fiscal year. The
report nust describe the nunber of cases opened and
i nvestigated each year; the sources of the cases opened; the
di sposition of the cases closed each year; the amunt of
overpaynents alleged in prelimnary and final audit letters;

t he nunber and anount of fines or penalties inposed; any
reductions in overpaynent ampunts negotiated in settlenment
agreenents or by other nmeans; the amount of final agency
deterninations of overpaynents; the anobunt deducted from
federal claim ng as a result of overpaynents; the amount of
over paynents recovered each year; the anpunt of cost of

i nvestigation recovered each year; the average length of tine
to collect fromthe tinme the case was opened until the

overpaynent is paid in full; the anobunt determ ned as
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1| uncollectible and the portion of the uncollectible anount

2| subsequently reclained fromthe Federal Governnent; the nunber
3| of providers, by type, that are ternmnated from partici pation
41 in the Medicaid programas a result of fraud and abuse; and

5| all costs associated with discovering and prosecuting cases of
6| Medicaid overpaynments and neki ng recoveries in such cases. The
7| report nust al so docunent actions taken to prevent

8| overpaynents and the nunber of providers prevented from

9| enrolling in or reenrolling in the Medicaid programas a

10| result of docunented Medicaid fraud and abuse and nust

11| recomrend changes necessary to prevent or recover

12| overpaynents.

13 (2) The agency shall conduct, or cause to be conducted
14| by contract or otherw se, reviews, investigations, analyses,
15| audits, or any conbination thereof, to deternine possible

16| fraud, abuse, overpaynment, or recipient neglect in the

17| Medicaid program and shall report the findings of any

18| overpaynents in audit reports as appropriate. At least 5

19| percent of all audits shall be conducted on a random basis.
20 (36) The agency shall provide to each Medicaid
21| recipient or his or her representative an explanation of
22| benefits in the formof a letter that is nmailed to the npst
23| recent address of the recipient on the record with the
24| Departnment of Children and Family Services. The explanation of
25| benefits nust include the patient's name, the nane of the
26| health care provider and the address of the |location where the
27| service was provided, a description of all services billed to
28| Medicaid in termnology that should be understood by a
29| reasonabl e person, and information on how to report
30| inappropriate or incorrect billing to the agency or other |aw
31| enforcenent entities for review or investigation.
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Section 8. The Agency for Health Care Adninistration

shall subnmit to the Legislature by Decenber 15, 2005, a report

on the legal and adninistrative barriers to enforcing section

409.9081, Florida Statutes. The report nust describe how nmany

services require copaynments, which providers collect

copaynents, and the total anmpunt of copaynents collected from

recipients for all services required under section 409.9081

Florida Statutes, by provider type for the 2001-2002 t hrough

2004- 2005 fiscal years. The agency shall recommend a nechani sm

to enforce the requirement for Medicaid recipients to nake

copaynents which does not shift the copaynent anmpunt to the

provider. The agency shall also identify the federal or state

laws or requlations that permt Medicaid recipients to declare

i npoverishnent in order to avoid paying the copaynent and

extent to which these statenents of inpoverishnent are

verified. If clains of inpoverishnent are not currently

verified, the agency shall recommend a system for such

verification. The report nust also identify any other

cost-sharing neasures that could be inposed on Medicaid

recipients.
Section 9. The Agency for Health Care Adninistration

shall subnmit to the Legislature by January 15, 2006,

recommendations to ensure that Medicaid is the payer of | ast

resort _as required by section 409.910, Florida Statutes. The

report nust identify the public and private entities that are

liable for primary paynent of health care services and

recommend nethods to i nprove enforcenent of third-party

liability responsibility and repaynent of benefits to the

state Medicaid program The report nmust estimate the potentia

recoveries that may be achieved through third-party liability

efforts if adnmnistrative and legal barriers are renoved. The
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report nust recommend whet her nodifications to the agency's

contingency-fee contract for third-party liability could

enhance third-party liability for benefits provided to

Medi cai d recipients.

Section 10. By January 15, 2006, the O fice of Program

Policy Analysis and Governnent Accountability shall submit to

the Legislature a study of the long-termcare comunity

diversion pilot project authorized under sections

430.701-430.709, Florida Statutes. The study may be conducted

by staff of the Office of Program Policy Analysis and

Government Accountability or by a consultant obtained through

a conpetitive bid pursuant to the provisions of chapter 287,

Florida Statutes. The study nust use a statistically-valid

net hodol ogy to _assess the percent of persons served in the

proj ect over a 2-year period who would have required Medicaid

nursing hone services w thout the diversion services, which

services are nost frequently used, and which services are

|l east frequently used. The study nust determ ne whether the

project is cost-effective or is an _expansion of the Medicaid

program because a preponderance of the project enrollees would

not have required Medicaid nursing hone services within a

2-year period regardless of the availability of the project or

that the enrollees could have been safely served through

anot her Medicaid program at a | ower cost to the state.

Section 11. The Agency for Health Care Admi nistration

shall identify how many individuals in the |ong-termcare

di version prograns who receive care at hone have a

patient-responsibility paynent associated with their

participation in the diversion program |If no systemis

avail able to assess this information, the agency shal

determ ne the cost of creating a systemto identify and
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collect these paynents and whether the cost of devel oping a

system for this purpose is offset by the anmpunt of

patient-responsibility payments which could be collected with

the system The agency shall report this information to the

Leqgi sl ature by Decenber 1, 2005.

Section 12. The Ofice of Program Policy Analysis and

Governnent Accountability shall conduct a study of state

prograns that allow non-Medicaid eligible persons under a

certain incone level to buy into the Medicaid programas if it

was private insurance. The study shall exam ne Medicaid buy-in

prograns in other states to determne if there are any nodels

that can be inplenented in Florida which would provide access

to uni nsured Floridians and what effect this program would

have on Medicai d expendi tures based on the experience of

simlar states. The study nust al so _exam ne whet her the

Medi cal |y Needy program could be redesigned to be a Mdicaid

buy-in program The study nust be submtted to the Legislature

by January 1, 2006.

Section 13. The Ofice of Program Policy Analysis and

Governnent Accountability, in consultation with the Ofice of

Attorney General, Medicaid Fraud Control Unit and the Auditor

CGeneral, shall conduct a study to exanmine issues related to

the ampunt of state and federal dollars |ost due to fraud and

abuse in the Medicaid prescription drug program The study

shal |l focus on _exam ni ng whet her pharnaceuti cal manufacturers

and their affiliates and whol esal e pharnaceutica

manuf acturers and their affiliates that participate in the

Medicaid programin this state, with respect to rebates for

prescription drugs, are inflating the average whol esale price

that is used in determ ning how nuch the state pays for

prescription drugs for Mdicaid recipients. The study shal
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al so focus on _exam ni ng whet her the manufacturers and their

affiliates are conmm tting other deceptive pricing practices

with regard to federal and state rebates for prescription

drugs in the Medicaid programin this state. The study,

including findings and recommendations, shall be submitted to

the Governor, the President of the Senate, the Speaker of the

House of Representatives, the Mnority Leader of the Senate,

and the Mnority Leader of the House of Representatives by
January 1, 2006.
Section 14. The suns of $7,129,241 in recurring

Ceneral Revenue Funds, $9,076,875 in nonrecurring Cenera

Revenue Funds, $8,608,242 in recurring funds fromthe

Administrative Trust Fund, and $9,076,874 in nonrecurring

funds fromthe Administrative Trust Fund are appropriated and

11 full tine equivalent positions are authorized for the

purpose of inplenenting this act.

Section 15. The anendnents nmade to section 393. 0661

Florida Statutes, by the Conference Conmittee Report on

Committee Substitute for Conmm ttee Substitute for Senate Bil

404 are repeal ed.

Section 16. The anendnents nmade to section 409. 907,

Florida Statutes, by the Conference Conmittee Report on

Committee Substitute for Conmm ttee Substitute for Senate Bil

404 are repeal ed.

Section 17. The anendnents nade to the introductory

provision only of section 409.908, Florida Statutes, by the

Conf erence Committee Report on Conm ttee Substitute for

Committee Substitute for Senate Bill 404 are repeal ed.

Section 18. Section 409.9082, Florida Statutes, as

created by the Conference Conmm ttee Report on Conmittee
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1| Substitute for Conmittee Substitute for Senate Bill 404, is

2| repeal ed.

3 Section 19. Section 23 of the Conference Conmittee

4| Report on Conmmittee Substitute for Committee Substitute for

5| Senate Bill 404 is repeal ed.

6 Section 20. Subsection (2) of section 409.9124,

7| Florida Statutes, as anmended by section 18 of the Conference
8| Conmittee Report on Committee Substitute for Comittee

9| Substitute for Senate Bill 404 is anmended, and subsection (6)
10| is added to that section, to read:

11 409.9124 Managed care rei nbursenent. - -

12 (2) Each year prior to establishing new nanaged care
13| rates, the agency shall review all prior year adjustments for
14| changes in trend, and shall reduce or elimnate those

15| adjustnments which are not reasonable and which refl ect

16| policies or programs which are not in effect. In addition, the
17| agency shall apply only those policy reductions applicable to
18| the fiscal year for which the rates are being set, which can
19| be accurately estimated and verified by an i ndependent
20| actuary, and which have been inplemented prior to or will be
21| inplenented during the fiscal year. The agency shall pay rates
22| at per-nenber, per-nonth averages that egual—but do not
23| exceed- the ampunts allowed for in the General Appropriations
24| Act applicable to the fiscal year for which the rates will be
25| in effect.
26 (6) For the 2005-2006 fiscal year only, the agency
27| shall make an additional adjustnent in calculating the
28| capitation paynents to prepaid health plans, excluding prepaid
29| mental health plans. This adjustnment nust result in an
30| increase of 2.8 percent in the average per-nenber, per-nonth
31| rate paid to prepaid health plans, excluding prepaid nental
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1| health plans, which are funded from Specific Appropriations
2| 225 and 226 in the 2005-2006 General Appropriations Act.

3 Section 21. The Senate Select Conmittee on Medicaid
4| Reform shall study how provider rates are established and

5| nodified, how provider agreements and administrative

6| rulemaking effect those rates, the discretion allowed by

7| federal law for the setting of rates by the state, and the
8| inpact of litigation on provider rates. The committee shal
9| issue a report containing reconrendations by March 1, 2006, to
10| the Governor, the President of the Senate, and the Speaker of
11| the House of Representatives.

12 Section 22. This act shall take effect July 1, 2005
13
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