CS for SB 2-B First Engrossed

1 A Dbill to be entitled

2 An act relating to Medicaid; anmending s.

3 409.911, F.S.; adding a duty to the Medicaid
4 Di sproportionate Share Council; providing a

5 future repeal of the Disproportionate Share

6 Council; creating the Medicaid Low | nconme Poo
7 Counci |l ; providing for nmenbership and duti es;
8 anmendi ng s. 409.912, F.S.; authorizing the

9 Agency for Health Care Adninistration to

10 contract with conprehensive behavioral health
11 pl ans in separate counties within or adjacent
12 to an AHCA area; providing that specified

13 federally qualified health centers or entities
14 that are owned by one or nore federally

15 qualified health centers are exenpt fromthe
16 requi renents i nposed by law on health

17 mai nt enance organi zati ons and health care

18 servi ces; providing exceptions; conformng

19 provi sions to the solvency requirenents in s.
20 641. 2261, F.S.; deleting the
21 conpetitive-procurenment requirenment for
22 provi der service networks; updating a reference
23 to the provider service network; anmending s.
24 409.91211, F.S.; specifying the process for
25 st at ewi de expansi on of the Medicaid nmanaged
26 care denonstration program requiring that
27 mat chi ng funds for the Medi caid nanaged care
28 pil ot program be provided by | ocal governnenta
29 entities; providing for distribution of funds
30 by the agency; providing | egislative intent
31 with respect to the | owincome pool plan

1
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1 requi red under the Medicaid reformwaiver;

2 speci fying the agency's powers, duties, and

3 responsibilities with respect to inplenenting
4 t he Medi caid managed care pil ot program

5 revising the guidelines for allow ng a provider
6 service network to receive fee-for-service

7 paynments in the denonstration areas;

8 authorizing the agency to nake direct paynents
9 to hospitals and physicians for the costs

10 associated with graduate nedi cal education

11 under Medicaid reform including the Children's
12 Medi cal Services Network in the Departnent of
13 Health within those prograns intended by the
14 Legi slature to participate in the pilot program
15 to the extent possible; requiring that the

16 agency i npl ement standards of quality assurance
17 and performance i nprovenent in the

18 denonstration areas of the pilot program

19 requiring the agency to establish an encounter
20 dat abase to conpile data from nanaged care

21 pl ans; requiring the agency to inplenent

22 procedures to mnimze the risk of Medicaid

23 fraud and abuse in all managed care plans in
24 the denonstration areas; clarifying that the
25 assi gnment process for the pilot programis

26 exenpt from certain mandatory procedures for

27 Medi cai d managed care enroll ment specified in
28 s. 409.9122, F.S.; revising the automatic

29 assi gnment process in the denonstration areas;
30 requiring that the agency report any

31 nodi fications to the approved wai ver and

2
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1 special terns and conditions to the Legislature
2 within specified tine periods; authorizing the
3 agency to inplement the provisions of the

4 wai ver approved by federal Centers for Medicare
5 and Medicaid Services; requiring the Secretary
6 of Health Care Administration to convene a

7 techni cal advisory panel to advise the agency

8 in mtters relating to rate setting, benefit

9 desi gn, and choi ce counseling; providing for

10 panel menbers; providing certain requirenents
11 for managed care plans providing benefits to

12 TANF and SSI recipients; providing for

13 capitation rates to be phased in; providing an
14 exception for high-risk, specialty popul ati ons;
15 requiring the certification of rates by an

16 actuary and federal approval; providing that,
17 if any conflict exists between the provisions
18 contained in s. 409.91211, F.S., and ch. 409

19 F.S., concerning the inplenentation of the
20 pil ot program the provisions contained in s.
21 409.91211, F.S., control; creating s.
22 409.91213, F.S.; requiring the agency to submt
23 quarterly and annual progress reports to the
24 Legi sl ature; providing requirenents for the
25 reports; amending s. 641.2261, F.S.; revising
26 the application of solvency requirenents to
27 i ncl ude Medicai d provider service networks;
28 updating a reference; requiring that the agency
29 report to the Legislature the
30 pre-inplenentation nil estones concerning the
31 | ow-i ncome pool which have been approved by the

3
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1 Federal Governnment and the status of those

2 remai ning to be approved; amending s. 216. 346,

3 F.S.; revising provisions relating to contracts

4 bet ween state agencies; providing an effective

5 dat e.

6

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

8

9 Section 1. Subsection (9) of section 409.911, Florida
10| Statutes, is amended, and subsection (10) is added to that

11| section, to read:

12 409.911 Disproportionate share program --Subject to
13| specific allocations established within the Genera

14| Appropriations Act and any limitations established pursuant to
15| chapter 216, the agency shall distribute, pursuant to this

16| section, noneys to hospitals providing a disproportionate

17| share of Medicaid or charity care services by making quarterly
18| Medicaid paynents as required. Notw thstanding the provisions
19| of s. 409.915, counties are exenpt fromcontributing toward
20| the cost of this special reinbursenent for hospitals serving a
21| disproportionate share of | owincome patients.
22 (9) The Agency for Health Care Administration shal
23| create a Medicaid Di sproportionate Share Counci l
24 (a) The purpose of the council is to study and neke
25| recomendati ons regarding:
26 1. The fornula for the regular disproportionate share
27| program and alternative financing options.
28 2. Enhanced Medicaid funding through the Specia
29| Medi caid Payment program
30 3. The federal status of the upper-paynment-|imt
31| funding option and how this option my be used to pronote

4
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1| health care initiatives determ ned by the council to be state
2| health care priorities.

3 4. The devel opnent of the |owincone pool plan as

4| required by the federal Centers for Medicare and Medicaid

5| Services using the objectives established in s.

6| 409.91211(1)(c).

7 (b) The council shall include representatives of the
8| Executive O fice of the Governor and of the agency;

9| representatives fromteaching, public, private nonprofit,

10| private for-profit, and fam |y practice teaching hospitals;
11| and representatives from other groups as needed. The agency
12| nust ensure that there is fair representation of each group
13| specified in this paragraph.

14 (c) The council shall subnmit its findings and

15| recommendations to the Governor and the Legislature no |ater
16| than March February 1 of each year

17 (d) This subsection shall stand repeal ed June 30,

18| 2006, unless reviewed and saved from repeal through

19| reenactnent by the Legislature.
20 (10) The Agency for Health Care Administration shal
21| create a Medicaid Low | ncone Pool Council by July 1, 2006. The
22| LowInconme Pool Council shall consist of 17 menmbers, including
23| three representatives of statutory teaching hospitals, three
24| representatives of public hospitals, three representatives of
25| nonprofit hospitals, three representatives of for-profit
26| hospitals, two representatives of rural hospitals, two
27| representatives of units of |ocal governnment which contribute
28| funding, and one representative of family practice teaching
29| hospitals. The council shall
30
31

5
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1 (a) Make recommendations on the financing of the

2| lLowincone pool and the disproportionate share hospita

3| program and the distribution of their funds.

4 (b) Advise the Agency for Health Care Administration

5| on the devel opnent of the |ow-inconme pool plan required by the
6| federal Centers for Medicare and Medicaid Services pursuant to
7| the Medicaid reform waiver

8 (c) Advise the Agency for Health Care Administration

9| on the distribution of hospital funds used to adjust inpatient
10| hospital rates, rebase rates, or otherw se exenpt hospitals
11| fromreinbursenent limts as financed by intergovernnenta

12| transfers.

13 (d) Submit its findings and reconmendations to the

14| Governor and the Legislature no later than February 1 of each
15 ear.

16 Section 2. Paragraphs (b), (c), and (d) of subsection
17| (4) of section 409.912, Florida Statutes, are anended to read:
18 409.912 Cost-effective purchasing of health care.--The
19| agency shall purchase goods and services for Medicaid

20| recipients in the nost cost-effective manner consistent with
21| the delivery of quality nedical care. To ensure that nedica
22| services are effectively utilized, the agency may, in any

23| case, require a confirmation or second physician's opinion of
24| the correct diagnosis for purposes of authorizing future

25| services under the Medicaid program This section does not

26| restrict access to energency services or poststabilization

27| care services as defined in 42 C.F.R part 438.114. Such

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

31| services when appropriate and other alternative service

6
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delivery and rei nbursenent nethodol 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 nornmal 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 informati on 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
denonstrated cost savings to the state without linmiting access

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

7
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1| assessnent of beneficiary access to care, provider

2| availability, provider quality standards, tine and distance

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

4| provider network, denographic characteristics of Medicaid

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

8| previous programintegrity investigations and findings, peer

9| review, provider Medicaid policy and billing conpliance

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

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

13| instances in which allow ng Medicaid beneficiaries to purchase
14| durabl e nmedi cal equi prent and other goods is |ess expensive to
15| the Medicaid programthan |long-termrental of the equi pnent or
16| goods. The agency may establish rules to facilitate purchases
17| in lieu of long-termrentals in order to protect against fraud
18| and abuse in the Medicaid programas defined in s. 409.913.

19| The agency nmay seek federal waivers necessary to adm nister

20| these policies.

21 (4) The agency may contract with:

22 (b) An entity that is providing conprehensive

23| behavioral health care services to certain Medicaid recipients
24| through a capitated, prepaid arrangenent pursuant to the

25| federal waiver provided for by s. 409.905(5). Such an entity
26| rmust be licensed under chapter 624, chapter 636, or chapter

27| 641 and nust possess the clinical systens and operationa

28| conpetence to manage risk and provi de conprehensive behavi ora
29| health care to Medicaid recipients. As used in this paragraph
30| the term "conprehensi ve behavioral health care services" neans
31| covered mental health and substance abuse treatnent services

8
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that are available to Medicaid recipients. The secretary of
the Departnent of Children and Fam |y Services shall approve
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 |linmted nental health |icense. Except as provided

i n subparagraph 8., and except in counties where the Medicaid

managed care pilot programis authorized pursuant s.

409.91211, the agency shall seek federal approval to contract

with a single entity neeting these requirenents to provide
conprehensi ve behavi oral health care services to all Medicaid
reci pients not enrolled in a Medicaid nanaged care pl an

aut hori zed under s. 409.91211 or a Medicaid heal th nmmi ntenance

organi zation in an AHCA area. | n_an AHCA area where the

Medi cai d managed care pilot programis authorized pursuant to

s. 409.91211 in one or nore counties, the agency may procure a

contract with a single entity to serve the renmining counties

as an AHCA area or the renmnining counties may be included with

an_adj acent AHCA area and shall be subject to this paragraph.

Each entity nmust offer sufficient choice of providers inits
network to ensure recipient access to care and the opportunity
to select a provider with whomthey are satisfied. The network
shall include all public nental health hospitals. To ensure
uni npai red access to behavioral health care services by

Medi cai d recipients, all contracts issued pursuant to this

9
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par agraph shall require 80 percent of the capitation paid to
t he managed care plan, including health nmaintenance

organi zations, to be expended for the provision of behaviora
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 behavioral 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
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
recipients 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 Famly
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

10
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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 nmanaged care plan to provide
conprehensi ve behavi oral health services to all recipients who
are not enrolled in a Medicaid health mai ntenance organi zati on

or _a Medicaid capitated managed care plan authorized under_s.

409.91211. The agency nmy contract with nore than one
conprehensi ve behavi oral health provider to provide care to

reci pients who are not enrolled in a Medicaid capitated

managed care plan _authorized under s. 409.91211 or a Medicaid

heal t h mai nt enance organi zation in AHCA areas where the

eligible popul ati on exceeds 150,000. |In an AHCA area where the

Medi cai d managed care pilot programis authorized pursuant to

s. 409.91211 in one or nore counties, the agency may procure a

contract with a single entity to serve the renmining counties

as an AHCA area or the renmmining counties may be included with

an_adj acent AHCA area and shall be subject to this paragraph.

Contracts for conprehensive behavioral health providers

awar ded pursuant to this section shall be conpetitively
procured. Both for-profit and not-for-profit corporations
shall be eligible to conpete. Managed care plans contracting
with the agency under subsection (3) shall provide and receive
paynment for the same conprehensive behavioral health benefits
as provided in AHCA rul es, including handbooks i ncorporated by
reference. In AHCA area 11, the agency shall contract with at

| east two conprehensive behavioral health care providers to
provi de behavioral health care to recipients in that area who
are enrolled in, or assigned to, the Medi Pass program One of
t he behavioral health care contracts shall be with the

exi sting provider service network pilot project, as described

11
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1| in paragraph (d), for the purpose of denpbnstrating the

2| cost-effectiveness of the provision of quality nmental health
3| services through a public hospital-operated nanaged care

4| nmodel . Paynment shall be at an agreed-upon capitated rate to

5| ensure cost savings. OF the recipients in area 11 who are

6| assigned to Medi Pass under the provisions of s.

7|1 409.9122(2)(k), a mninmmof 50,000 of those Medi Pass-enrolled
8| recipients shall be assigned to the existing provider service
9| network in area 11 for their behavioral care.

10 4. By COctober 1, 2003, the agency and the departnent
11| shall subnmit a plan to the Governor, the President of the

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

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

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

17| sufficient capitation rates.

18 b. |If the agency deternines that the proposed

19| capitation rate in any area is insufficient to provide
20| appropriate services, the agency may adjust the capitation
21| rate to ensure that care will be avail able. The agency and the
22| departnment may use existing general revenue to address any
23| additional required match but may not over-obligate existing
24| funds on an annualized basis.
25 Cc. Subject to any limtations provided for in the
26| CGeneral Appropriations Act, the agency, in conpliance with
27| appropriate federal authorization, shall devel op policies and
28| procedures that allow for certification of |ocal and state
29| funds.
30 5. Children residing in a statew de inpatient
31| psychiatric program or in a Departnent of Juvenile Justice or

12
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1| a Departnent of Children and Fami |y Services residentia

2| program approved as a Medi caid behavioral health overlay

3| services provider shall not be included in a behavioral health
4| care prepaid health plan or any other Mdicaid managed care

5| plan pursuant to this paragraph.

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

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

10| enrollees in the Medicaid prepaid health plan providing

11| behavioral health care services fromfacilities receiving

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

14| state funding for indigent behavioral health care, or

15| rei nburse the unsubsidized facility for the cost of behaviora
16| health care provided to the displaced indigent care patient.
17 7. Traditional comrunity nental health providers under
18| contract with the Departnment of Children and Family Services
19| pursuant to part IV of chapter 394, child welfare providers
20| under contract with the Departnent of Children and Fanily
21| Services in areas 1 and 6, and inpatient nental health
22| providers licensed pursuant to chapter 395 nust be offered an
23| opportunity to accept or decline a contract to participate in
24| any provider network for prepaid behavioral health services.
25 8. For fiscal year 2004-2005, all Medicaid eligible
26| children, except children in areas 1 and 6, whose cases are
27| open for child welfare services in the HoneSaf eNet system
28| shall be enrolled in Medi Pass or in Medicaid fee-for-service
29| and all their behavioral health care services including
30| inpatient, outpatient psychiatric, comrunity nental health,
31| and case managenent shall be reinbursed on a fee-for-service

13
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basis. Beginning July 1, 2005, such children, who are open for
child wel fare services in the HoneSaf eNet system shal

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|ly 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

fixed-sum basis to recipients. A federally qualified health

center or _an entity that is owned by one or nore federally

gualified health centers and is reinbursed by the agency on a

prepaid basis is exenpt fromparts | and Il of chapter 641,

but nmust conply with the solvency requirenents in s.

641.2261(2) and neet the appropriate requirenments governing

financial reserve, gquality assurance, and patients' rights

established by the agency. Sueh—prepaidheatth—ecare—serviees

14
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: : i ed : 37
and—(18)—

(d) A provider service network may be rei nmbursed 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 conply

with the solvency requirenents in s. 641.2261(2) and neet

appropriate financial reserve, quality assurance, and patient

rights requirenments as established by the agency. Fhe—ageney
I - o . I

seleet—bi-dders—based—uponr—pree—and—quatity—of—ecare— Medicaid

reci pients assigned to a provider service network

derpnst+ation—profeet shall be chosen equally fromthose who

woul d ot herwi se have been assigned to prepaid plans and

Medi Pass. The agency is authorized to seek federal Medicaid
wai vers as necessary to inplenent the provisions of this
section. Any contract previously awarded to a provider service
network operated by a hospital pursuant to this subsection
shall remain in effect for a period of 3 years 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, including mnority physician networks and enmergency

room diversion prograns that neet the requirenents of s.

409.91211, 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 may
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

15
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financial risk on a prospective basis for the provision of
basic health services by the physicians, by other health
prof essional s, or through the institutions. The health care
provi ders must have a controlling interest in the governing
body of the provider service network organization.

Section 3. Section 409.91211, Florida Statutes, is
amended to read:

409.91211 Medicaid nanaged care pilot program--

(1)(a) The agency is authorized to seek and inpl enent

experinmental, pilot, or denobnstration project waivers,

pursuant to s. 1115 of the Social Security Act, to create a
statewide initiative to provide for a nore efficient and
effective service delivery systemthat enhances quality of
care and client outconmes in the Florida Medicaid program
pursuant to this section. Phase one of the denpbnstration shal
be inmplemented in two geographic areas. One denpnstration site
shall include only Broward County. A second denonstration site
shall initially include Duval County and shall be expanded to
i nclude Baker, Clay, and Nassau Counties within 1 year after

the Duval County program becones operational. The agency shal

i npl ement expansion of the programto include the remnining

counties of the state and remnining eligibility groups in

accordance with the process specified in the

federal |l y-approved special terns _and conditions nunbered
11-W 00206/ 4, as approved by the federal Centers for Medicare
and Medicaid Services on October 19, 2005, with a goal of ful

statewi de i npl enentation by June 30, 2011

(b) This waiver authority is contingent upon federa
approval to preserve the upper-paynent-limt funding nechani sm
for hospitals, including a guarantee of a reasonable growth

factor, a nethodology to allow the use of a portion of these

16
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funds to serve as a risk pool for denonstration sites,

provi sions to preserve the state's ability to use

i ntergovernnental transfers, and provisions to protect the

di sproportionate share program authori zed pursuant to this
chapter. Upon conpl etion of the evaluation conducted under s.
3, ch. 2005-133, Laws of Florida, the agency may request

st at ewi de expansi on of the denpbnstration projects. Statew de
phase-in to additional counties shall be contingent upon
review and approval by the Legislature. Under the

upper-paynent-linmt program or the |owincone pool as

i npl enented by the Agency for Health Care Adninistration

pursuant to federal waiver, the state matching funds required

for the program shall be provided by |ocal governnenta

entities through intergovernnental transfers in accordance

with published federal statutes and regul ations. The Agency

for Health Care Adm nistration shall distribute

upper-paynent-limt, disproportionate share hospital., and

l owi ncome pool funds according to published federal statutes,

reqgul ati ons, and waivers and the | owincone pool nethodol ogy

approved by the federal Centers for Medicare and Medicaid

Servi ces.

(c) 1t is the intent of the Leqgislature that the

| ow-i ncome pool plan required by the terns _and conditions of

the Medicaid reformwaiver and subnmitted to the federa

Centers for Medicare and Medicaid Services propose the

distribution of the abovenentioned program funds based on the

foll owi ng objectives:

1. Assure a broad and fair distribution of available

funds based on the access provided by Medicaid participating

hospitals, reqgardless of their ownership status, through their

17
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1| delivery of inpatient or outpatient care for Medicaid

2| beneficiaries and uninsured and underinsured individuals;

3 2.  Assure accessible energency inpatient and

4| outpatient care for Medicaid beneficiaries and uni nsured and
5| underinsured individuals;

6 3. Enhance primary, preventive, and other anmbulatory
7| care coverages for uninsured individuals;

8 4. Pronote teaching and specialty hospital prograns;

9 5. Pronote the stability and viability of statutorily
10| defined rural hospitals and hospitals that serve as sole

11| community hospitals;

12 6. Recognize the extent of hospital unconpensated care
13| costs;

14 7. Miintain and enhance essential conmmnity hospita
15| care;

16 8. Mintain incentives for |ocal governmental entities
17| to contribute to the cost of unconpensated care;

18 9. Pronpote neasures to avoid preventable

19| hospitalizations;

20 10. Account for hospital efficiency: and

21 11. Contribute to a community's overall health system
22 (2) The Legislature intends for the capitated managed
23| care pilot programto:

24 (a) Provide recipients in Medicaid fee-for-service or
25| the Medi Pass program a conprehensive and coordi nated capitated
26| managed care systemfor all health care services specified in
27| ss. 409.905 and 409. 906.

28 (b) Stabilize Medicaid expenditures under the pil ot
29| program conpared to Medicaid expenditures in the pilot area
30| for the 3 years before inplenentation of the pilot program

31| while ensuring:

18
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1 1. Consumer education and choi ce.

2 2. Access to nedically necessary services.

3 3. Coordination of preventative, acute, and |ong-term
4| care.

5 4. Reductions in unnecessary service utilization

6 (c) Provide an opportunity to evaluate the feasibility
7| of statewi de inplenentation of capitated nmanaged care networks
8| as a replacenment for the current Medicaid fee-for-service and
9| Medi Pass systens.

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

11| duties, and responsibilities with respect to the developrent
12| ef—=a pilot program

13 (a) To inplenent develop—andrecorrend a systemto

14| deliver all mandatory services specified in s. 409.905 and

15| optional services specified in s. 409.906, as approved by the
16| Centers for Medicare and Medicaid Services and the Legislature
17| in the waiver pursuant to this section. Services to recipients
18| under plan benefits shall include emergency services provided
19| under s. 409.9128.

20 (b) To inplenent a pilot program including reecenrend
21| Medicaid eligibility categori es—fromthose specified in ss.
22| 409.903 and 409.904, as authorized in an approved federa

23| wai ver whi-ch—shalH—beineludedinthepilot—program

24 (c) To inplenent determnre—andrecomrend—howto—design
25| the managed care pil ot programthat mexin zes +A—erder—totake
26 | medmmadvantage—of all available state and federal funds,

27| including those obtained through intergovernnental transfers,
28| the |lowincone pool, supplenental Medicaid paynents the

29| upper—payrent—tevel—funding—systens, and the di sproportionate
30| share program W¢thin the paraneters allowed by federa

31| statute and rule, the agency nmay seek options for making

19
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1| direct paynents to hospitals and physicians enpl oyed by or

2| under contract with the state's nedical schools for the costs
3| associated with graduate nmedical education under Medicaid

4| reform

5 (d) To inplenent determne—andrecormrend actuarially
6| sound, risk-adjusted capitation rates for Medicaid recipients
7| in the pilot program which eanr—beseparated—+te cover

8| conprehensive care, enhanced services, and catastrophic care.
9 (e) To inplenent determre—andrecorrend policies and
10| guidelines for phasing in financial risk for approved provider
11| service networks over a 3-year period. These policies and

12| guidelines nust shat include an option for a provider service
13| network to be paid te—pay fee-for-service rates that—ray

14| iwnrelude—a——savings—settterent—optionfor—atteast—2years. For
15| any provider service network established in a nmanaged care

16| pilot area, the option to be paid fee-for-service rates shal
17| include a savings-settlenent nmechanismthat is consistent with
18| s. 409.912(44). This nodel shall fay be converted to a

19| risk-adjusted capitated rate no later than the begi nni ng of

20| the fourth a—thethird year of operation, and nmay be

21| converted earlier at the option of the provider service

22| network. Federally qualified health centers may be offered an
23| opportunity to accept or decline a contract to participate in
24| any provider network for prepaid primary care services.

25 (f) To inplenent determnre—andrecorrenrd—prov-Ssions
26| relatedte stop-loss requirenents and the transfer of excess
27| cost to catastrophic coverage that accommodates the risks

28| associated with the devel opnment of the pilot program

29 (g) To deterrmne—and reconmend a process to be used by
30| the Social Services Estinmating Conference to determ ne and

31| validate the rate of growh of the per-nenber costs of

20
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1| providing Medicaid services under the managed care pil ot

2| program

3 (h) To inplenent determnre—andreecormrend program

4| standards and credentialing requirenments for capitated managed
5| care networks to participate in the pilot program including
6| those related to fiscal solvency, quality of care, and

7| adequacy of access to health care providers. It is the intent
8| of the Legislature that, to the extent possible, any pilot

9| program authorized by the state under this section include any
10| federally qualified health center, federally qualified rura
11| health clinic, county health departnment, the Children's

12| Medical Services Network within the Departnment of Health, or
13| other federally, state, or locally funded entity that serves
14| the geographic areas within the boundaries of the pil ot

15| programthat requests to participate. This paragraph does not
16| relieve an entity that qualifies as a capitated managed care
17| network under this section fromany other |icensure or

18| regul atory requirenments contained in state or federal |aw

19| which would otherwi se apply to the entity. The standards and
20| credentialing requirenments shall be based upon, but are not
21| limted to:
22 1. Conmpliance with the accreditation requirenments as
23| provided in s. 641.512.
24 2. Conpliance with early and periodic screening,
25| diagnosis, and treatnent screening requirements under federa
26| | aw.
27 3. The percentage of voluntary disenroll nents.
28 4. | mmunization rates.
29 5. Standards of the National Committee for Quality
30| Assurance and ot her approved accrediting bodies.
31 6. Recommendations of other authoritative bodies.

21
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7. Specific requirenents of the Medicaid program or
st andards designed to specifically neet the uni que needs of
Medi cai d reci pients.

8. Conpliance with the health quality inprovenent
system as established by the agency, which incorporates
st andards and gui del i nes 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 manage
financi al transactions, recordkeeping, data collection, and
ot her administrative functions.

10. The network's ability to submit any financial
programmati c, or patient-encounter data or other information
requi red by the agency to determine the actual services
provi ded and the cost of administering the plan.

(i) To inplenent develop—andrecorrend a nechani sm for
providing information to Medicaid recipients for the purpose
of selecting a capitated nmanaged care plan. For each plan
available to a recipient, the agency, at a mninum shal
ensure that the recipient is provided wth:

1. Alist and description of the benefits provided.

2. Information about cost sharing.

3. Plan performance data, if avail able.

4. An explanation of benefit limitations.

5. Contact information, including identification of
providers participating in the network, geographic |ocations,
and transportation limtations.

6. Any other information the agency determn nes woul d
facilitate a recipient's understanding of the plan or

i nsurance that woul d best neet his or her needs.

22
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(j) To inplenent develep—and—+econrend a systemto

ensure that there is a record of recipient acknow edgnent that
choi ce counseling has been provided.

(k) To inplenent develop—andrecormrend a choice
counseling systemto ensure that the choice counseling process
and related material are designed to provide counseling
through face-to-face interaction, by tel ephone, and in witing
and through other fornms of relevant nmedia. Materials shall be
written at the fourth-grade reading | 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 | anguage |ines and other services for inpaired
reci pients, such as TTD/ TTY.

(I') To inplenent develop—andrecormrend a systemt hat
prohi bits capitated managed care plans, their representatives,
and providers enpl oyed by or contracted with the capitated
managed care plans fromrecruiting persons eligible for or
enrolled in Medicaid, fromproviding i nducenents to Medicaid
recipients to select a particular capitated nanaged care pl an
and from prejudi cing Medicaid recipi ents agai nst ot her
capi tated managed care plans. The system shall require the
entity perform ng choice counseling to determine if the
reci pient has nmade a choice of a plan or has opted out because
of duress, threats, paynment to the recipient, or incentives
prom sed to the recipient by a third party. If the choice
counseling entity determnes that the decision to choose a
pl an was unlawfully influenced or a plan violated any of the
provi sions of s. 409.912(21), the choice counseling entity
shall imediately report the violation to the agency's program

integrity section for investigation. Verification of choice

23
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1| counseling by the recipient shall include a stipulation that
2| the recipient acknow edges the provisions of this subsection
3 (m To inplenent develop—andrecormrend a choice

4| counseling systemthat pronotes health literacy and provi des
5| information aimed to reduce mnority health disparities

6| through outreach activities for Medicaid recipients.

7 (n) To develep—andrecormend—a—systemfortheageney
8| t+o contract with entities to perform choice counseling. The

9| agency may establish standards and performance contracts,

10| including standards requiring the contractor to hire choice
11| counsel ors who are representative of the state's diverse

12| popul ation and to train choice counselors in working with

13| culturally diverse popul ati ons.

14 (o) To inplenent determnre—andrecorrend—descriptions
15| ef—the eligibility assignment processes whichwtH—beused to
16| facilitate client choice while ensuring pilot prograns of

17| adequate enrollnent |evels. These processes shall ensure that
18| pilot sites have sufficient |evels of enrollnment to conduct a
19| valid test of the managed care pilot programwi thin a 2-year
20| timefrane.

21 (p) To inplenent standards for plan conpliance,

22| including, but not limted to, standards for quality assurance
23| and performance inprovenent, standards for peer or

24| professional reviews, grievance policies, and policies for

25| maintaining programintegrity. The agency shall develop a

26| data-reporting system seek input from managed care plans in
27| order to establish requirenents for patient-encounter

28| reporting, and ensure that the data reported is accurate and
29| conplete.

30 1. In performng the duties required under this

31| section, the agency shall work with managed care plans to

24
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1| establish a uniformsystemto nmeasure and nonitor outcones for
2| a recipient of Medicaid services.

3 2. The systemshall use financial, clinical, and other
4| criteria based on pharnmacy, nedical services, and other data
5[ that is related to the provision of Medicaid services,

6| including, but not linted to:

7 a. The Health Plan Enployer Data and Information Set
8|(HEDIS) or neasures that are simlar to HED S.

9 b. Menber satisfaction.

10 c. Provider satisfaction.

11 d. Report cards on plan performance and best

12| practices.

13 e. Conpliance with the requirenents for pronpt paynent
14| of clainms under ss. 627.613, 641.3155, and 641.513.

15 f. Uilization and quality data for the purpose of

16| ensuring access to nedically necessary services, including

17| underutilization or inappropriate denial of services.

18 3. The agency shall require the nmanaged care plans

19| that have contracted with the agency to establish a quality
20| assurance systemthat incorporates the provisions of s.

21| 409.912(27) and any standards, rules, and quidelines devel oped
22| by the agency.

23 4. The agency shall establish an encounter database in
24| order to conpile data on health services rendered by health
25| care practitioners who provide services to patients enrolled
26| in managed care plans in the denpnstration sites. The

27| encounter database shall

28 a. Collect the following for each type of patient

29| encounter with a health care practitioner or facility,

30| incl uding:

31 (1) The denpgraphic characteristics of the patient.

25
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(11) The principal, secondary, and tertiary diagnosis.

(111) The procedure perforned.

(1V) The date and | ocation where the procedure was

perf or ned.
(V)  The payment for the procedure, if any.

(VI) 1f applicable, the health care practitioner's

uni versal identification nunber.

(VIl) 1f the health care practitioner rendering the

service is a dependent practitioner, the nodifiers appropriate

to indicate that the service was delivered by the dependent

practitioner.

b. Collect appropriate information relating to

prescription drugs for each type of patient encounter

C. Collect appropriate information related to health

care costs and utilization from managed care plans

participating in the denpnstration sites.

5. To the extent practicable, when collecting the data

the agency shall use a standardized claimformor electronic

transfer systemthat is used by health care practitioners,

facilities, and payors.

6. Health care practitioners and facilities in the

denonstration sites shall electronically subnmit, and managed

care plans participating in the denpnstration sites shal

electronically receive, information concerning clai ns_paynents

and any other infornmation reasonably related to the encounter

dat abase using a standard format as required by the agency.

7. The agency shall establish reasonabl e deadlines for

phasing in the electronic transmttal of full encounter data.

8. The system nust ensure that the data reported is

accurate and conpl ete.

26
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p—TFo—develop—andrecomrend—asystemto—roni-tor—the
. : . . .

at-a—int w At It it it Fder!
redical—records—

(q) To inplenent reeewrend a grievance resol ution
process for Medicaid recipients enrolled in a capitated
managed care network under the pil ot program nodel ed after the
subscri ber assistance panel, as created in s. 408.7056. This
process shall include a nmechanismfor an expedited revi ew of
no greater than 24 hours after notification of a grievance if
the life of a Medicaid recipient is in inminent and energent
j eopar dy.

(r) To inplenent reeewrend a grievance resol ution
process for health care providers enployed by or contracted
with a capitated managed care network under the pilot program
in order to settle disputes anmong the provider and the nmanaged
care network or the provider and the agency.

(s) To inplenent develep—and+recomrend criteria in an
approved federal waiver to designate health care providers as
eligible to participate in the pilot program Fhe—agenrcy—and

. I I : .
QH' de i eSS © S€ eetl Ig reat-th—eare p evlde S5 wWhieHRev-e
avatHable— These criteria nust include at a m ni mumthose

criteria specified in s. 409.907.
(t) To use develoep—and+recomrend health care provider

agreenents for participation in the pilot program

27
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(u) To require that all health care providers under
contract with the pilot programbe duly licensed in the state,
if such licensure is available, and neet other criteria as may
be established by the agency. These criteria shall include at
a mninmmthose criteria specified in s. 409.907.

(v) To ensure that managed care organi zati ons work

col |l aboratively develep—and—recormrend—agreerents with other

state or | ocal governnmental prograns or institutions for the

coordi nation of health care to eligible individuals receiving
services from such programs or institutions.

(W) To inplenent procedures to minin ze the risk of

Medi caid fraud and abuse in all plans operating in the

Medi cai d managed care pilot program authorized in this

section.
1. The agency shall ensure that applicable provisions

of this chapter and chapters 414, 626, 641, and 932 which

relate to Medicaid fraud and abuse are applied and enforced at

the denpnstration project sites.

2. Providers nust have the certification, |license, and

credentials that are required by | aw and waiver requirenents.

3. The agency shall ensure that the plan is in

conpliance with s. 409.912(21) and (22).

4. The agency shall require that each plan establish

functions and activities governing programintegrity in order

to reduce the incidence of fraud and abuse. Pl ans nust report

instances of fraud and abuse pursuant to chapter 641.

5. The plan shall have witten adm nistrative and

managenent _arrangenents or procedures, including a mandatory

conmpliance plan, which are designed to guard against fraud and

abuse. The plan shall designate a conpliance officer who has

sufficient experience in health care.

28
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6.a. The agency shall require all managed care plan

contractors in the pilot programto report all instances of

suspected fraud and abuse. A failure to report instances of

suspected fraud and abuse is a violation of |aw and subject to

the penalties provided by |aw

b. An instance of fraud and abuse in the managed care

plan, including, but not limted to, defrauding the state

health care benefit programby misrepresentation of fact in

reports, clains, certifications, enrollnent clains,

denpgraphic statistics, or patient-encounter data;

m srepresentation of the qualifications of persons rendering

health care and ancillary services; bribery and false

statenents relating to the delivery of health care; unfair and

deceptive marketing practices; and false clains actions in the

provi sion of nmanaged care, is a violation of |aw and subject

to the penalties provided by |aw.

c. The agency shall require that all contractors neke

all files and relevant billing and clainms data accessible to

state reqgulators and investigators and that all such data is

linked into a unified systemto ensure consistent reviews and

investigations.

29
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11 duphi : s o I I s : : :
2 | deptal—of——servicestotheappropriateregulatory—ageney—

3 (x) To develop and provide actuarial and benefit

4| design analyses that indicate the effect on capitation rates

5| and benefits offered in the pilot program over a prospective

6| 5-year period based on the followi ng assunptions:

7 1. Gowth in capitation rates which is |linted to the
8| estinated growth rate in general revenue.

9 2. Gowth in capitation rates which is limted to the
10| average growth rate over the last 3 years in per-recipient

11| Medicai d expenditures.

12 3. Gowth in capitation rates which is limted to the
13| growth rate of aggregate Medicai d expenditures between the

14| 2003-2004 fiscal year and the 2004-2005 fiscal year

15 (y) To develop a nechanismto require capitated

16| managed care plans to reinburse qualified emergency service

17| providers, including, but not limted to, anmbul ance services,
18| in accordance with ss. 409.908 and 409.9128. The pilot program
19| must include a provision for continuing fee-for-service

20| paynents for energency services, including, but not limted

21| to, individuals who access anbul ance services or emergency

22| departnments and who are subsequently determined to be eligible
23| for Medicaid services.

24 (z) To ensure that develop—a—systemwhereby schoo

25| districts participating in the certified school match program
26| pursuant to ss. 409.908(21) and 1011.70 shall be reinbursed by
27| Medicaid, subject to the limtations of s. 1011.70(1), for a
28| Medicaid-eligible child participating in the services as

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

30| regardl ess of whether the child is enrolled in a capitated

31| managed care network. Capitated managed care networks nust

30
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 SB 2-B First Engrossed

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 departnents and

federally qualified health centers delivering school -based

services pursuant to ss. 381.0056 and 381. 0057 nust be

rei mbursed by Medicaid for the federal share for a

Medi cai d-eligible child who recei ves Medi cai d-covered services
in a school setting, regardl ess of whether the child is
enrolled in a capitated nanaged care network. Capitated
managed care networks nmust make a good faith effort to execute

agreenents with county health departnments and federally

gualified health centers 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
Heal th, and the Departnment of Education shall devel op
procedures for ensuring that a student's capitated nmanaged
care network provider receives information relating to
services provided in accordance with ss. 381. 0056, 381.0057,
409. 9071, and 1011. 70.

(aa) To inplenent develeop—and+recomrend a nechani sm
whereby Medicaid recipients who are already enrolled in a
managed 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. All Medicaid recipients shall have 30 days in which to
make a choi ce of capitated nmanaged care plans. Those Medicaid
reci pients who do not make a choice shall be assigned to a
capi tated managed care plan in accordance w th paragraph

(4)(a) and shall be exenpt froms. 409.9122. To facilitate

continuity of care for a Medicaid recipient who is also a

reci pi ent of Supplenental Security Inconme (SSlI), prior to

31
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assigning the SSI recipient to a capitated nmanaged care pl an,

t he agency shall determ ne whether the SSI recipient has an
ongoing relationship with a provider or capitated managed care
pl an, and, if so, the agency shall assign the SSI recipient to
that provider or capitated managed care plan where feasible.
Those SSI recipients who do not have such a provider

rel ati onship shall be assigned to a capitated nmanaged care
pl an provider in accordance with paragraph (4)(a) and shall be

exenpt froms. 409.9122.

(bb) To devel op and recommend a service delivery
alternative for children having chronic medical conditions
whi ch establishes a nedical home project to provide primry
care services to this population. The project shall provide
comuni ty-based primary care services that are integrated with
ot her subspecialties to neet the nmedical, devel opnental, and
enotional needs for children and their famlies. This project
shall include an eval uati on conmponent to determ ne inpacts on
hospitalizations, length of stays, energency roomvisits,
costs, and access to care, including specialty care and
patient and famly satisfaction.

(cc) To devel op and recommend service delivery
mechani sms wi t hin 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 neet the
nmedi cal , devel opnental, and enptional needs of these persons.

(dd) To devel op and recommend service delivery
mechani sms wi t hin capitated managed care plans to provide
Medi cai d services as specified in ss. 409.905 and 409.906 to
Medi cai d-eligible children in foster care. These services mnust
be coordinated with comunity-based care providers as

specified in s. 409. 1675, where avail able, and be sufficient

32
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1| to nmeet the nedical, developnmental, and enotional needs of

2| these children.

3 (4)(a) A Medicaid recipient in the pilot area who is
4| not currently enrolled in a capitated nanaged care plan upon
5| inplenmentation is not eligible for services as specified in

6| ss. 409.905 and 409.906, for the amount of time that the

7| recipient does not enroll in a capitated nmanaged care network.
8| If a Medicaid recipient has not enrolled in a capitated

9| managed care plan within 30 days after eligibility, the agency
10| shall assign the Medicaid recipient to a capitated nmanaged

11| care plan based on the assessed needs of the recipient as

12| determ ned by the agency and the recipient shall be exenpt

13| froms. 409.9122. When nmeki ng assi gnnents, the agency shal

14| take into account the following criteria:

15 1. A capitated rmanaged care network has sufficient

16| network capacity to neet the needs of nenbers.

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

21 3. The agency has know edge that the nmenber has

22| previously expressed a preference for a particular capitated
23| managed care network as indicated by Medicaid fee-for-service
24| claims data, but has failed to nake a choi ce.

25 4. The capitated nanaged care network's primary care
26| providers are geographically accessible to the recipient's

27| residence.

28 (b) When nore than one capitated nanaged care network
29| provider neets the criteria specified in paragraph (3)(h), the
30| agency shall meke recipient assignments consecutively by

31| family unit.
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(c) |If arecipient is currently enrolled with a

Medi cai d managed care organi zation that al so operates an

approved reformplan within a denonstration area and the

recipient fails to choose a plan during the reform enroll ment

process or _during redeternination of eligibility, the

recipient shall be automatically assigned by the agency into

the npst appropriate reform plan operated by the recipient's

current Medicaid managed care plan. If the recipient's current

managed care plan does not operate a reformplan in the

denonstration area which adequately neets the needs of the

Medi caid recipient, the agency shall use the automatic

assignnent process as prescribed in the special terns _and

condi ti ons nunbered 11-W 00206/4. All enrollnent and choice

counseling materials provided by the agency nmust contain _an

expl anation of the provisions of this paradraph for current

nmanaged care recipients.

(d)e> The agency may not engage in practices that are
designed to favor one capitated nanaged care plan over another
or that are designed to influence Medicaid recipients to
enroll in a particular capitated managed care network in order
to strengthen its particular fiscal viability.

(el After a recipient has made a sel ection or has
been enrolled in a capitated managed care network, the
reci pient shall have 90 days in which to voluntarily disenrol
and sel ect another capitated managed care network. After 90
days, no further changes nmay be nade except for cause. Cause
shall include, but not be limted to, poor quality of care,
| ack of access to necessary specialty services, an
unr easonabl e del ay or denial of service, inordinate or
i nappropri ate changes of primary care providers, service

access inmpairnments due to significant changes in the
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1| geographic location of services, or fraudul ent enrollnment. The
2| agency may require a recipient to use the capitated nanaged

3| care network's grievance process as specified in paragraph

41 (3)(g) prior to the agency's determ nation of cause, except in
5| cases in which i mediate risk of permanent damage to the

6| recipient's health is alleged. The grievance process, when

7| used, nust be conpleted intine to permt the recipient to

8| disenroll no later than the first day of the second nonth

9| after the nonth the disenrollnent request was nade. If the

10| capitated nmanaged care network, as a result of the grievance
11| process, approves an enrollee's request to disenroll, the

12| agency is not required to make a deternmination in the case.

13| The agency nust make a determ nation and take final action on
14| a recipient's request so that disenrollnment occurs no |ater
15| than the first day of the second nonth after the nonth the

16| request was nmade. |f the agency fails to act within the

17| specified tinmefrane, the recipient's request to disenroll is
18| deened to be approved as of the date agency action was

19| required. Recipients who disagree with the agency's finding
20| that cause does not exist for disenrollnent shall be advised
21| of their right to pursue a Medicaid fair hearing to dispute
22| the agency's finding.
23 (f)€éey The agency shall apply for federal waivers from
24| the Centers for Medicare and Medicaid Services to |ock
25| eligible Medicaid recipients into a capitated managed care
26| network for 12 nmonths after an open enroll ment period. After
27| 12 nonths of enrollnment, a recipient my select another
28| capitated managed care network. However, nothing shall prevent
29| a Medicaid recipient fromchanging primary care providers
30| within the capitated managed care network during the 12-nonth
31| period.
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(9) € The agency shall apply for federal waivers from
the Centers for Medicare and Medicaid Services to allow
reci pients to purchase health care coverage through an
enpl oyer - sponsored health insurance plan instead of through a
Medi cai d-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 Medicare
and Medicaid Services, to select and enroll in a
Medi cai d-certified plan. If the recipient remains in the
enpl oyer - sponsored plan after the specified period, the
reci pient shall remain in the opt-out programfor at |east 1
year or until the recipient no | onger has access to
enpl oyer - sponsored coverage, until the enpl oyer's open
enrol | ment 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 mpl ement any provision of s. 1115 of the Social Security Act
experinmental, pilot, or denobnstration 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 Legislature.

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

applications for waivers of applicable federal |aws and
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regul ati ons as necessary to inplenment the nanaged 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 submitting the applications to the United
States Centers for Medicare and Medicaid Services. Al waiver
applications shall be provided for review and comment to the
appropriate comrittees of the Senate and House of
Representatives for at |east 10 working days prior to

submi ssion. Al waivers submitted to and approved by the
United States Centers for Medicare and Medicaid Services under
this section nmust be approved by the Legislature. Federally
approved wai vers must be subnmitted to the President of the
Senate and the Speaker of the House of Representatives for
referral to the appropriate |legislative conmttees. The
appropriate comrittees shall recomend whether to approve the
i mpl enentation of any waivers to the Legislature as a whol e.
The agency shall subnit a plan containing a recomrended
timeline 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 inplenmentation plan shal

be submitted to the President of the Senate and the Speaker of
the House of Representatives at the same tinme any waivers are

submitted for consideration by the Legislature. The agency may

i npl enent _the wai ver _and special terns and conditions nunbered

11-W 00206/ 4, as approved by the federal Centers for Medicare

and Medicaid Services. If the agency seeks approval by the

Federal Governnent of any nodifications to these special terns

and conditions, the agency nust provide witten notification

of its intent to nodify these terns and conditions to the

Presi dent of the Senate and the Speaker of the House of
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Representatives at | east 15 days before subm tting the

modi fications to the Federal Governnent for consideration. The

notification nust identify all nodifications being pursued and

the reason the nodifications are needed. Upon receiving

federal approval of any nodifications to the special terns and

conditions, the agency shall provide a report to the

Legi sl ature describing the federally approved nodifications to

the special terns _and conditions within 7 days after approva

by the Federal Governnent.

(7)(a) The Secretary of Health Care Admi nistration

shall convene a technical advisory panel to advise the agency

in the areas of risk-adjusted-rate setting, benefit desiagn

and choi ce counseling. The panel shall include representatives

fromthe Florida Association of Health Plans, representatives

from provider-sponsored networks, a Medicaid consuner

representative, and a representative fromthe Ofice of

| nsur ance Requl ati on.

(b) The technical advisory panel shall advise the

agency concerning:

1. The risk-adjusted rate nethodol ogy to be used by

the agency, including recommendati ons on nechani sns to

recogni ze the risk of all Medicaid enrollees and for the

transition to a risk-adjustnment system including

recommendati ons for phasing in risk adjustnent and the use of

risk corridors.

2. | npl enent ati on of an _encounter data systemto be

used for risk-adjusted rates.

3. Administrative and inplenentation i ssues regarding

the use of risk-adjusted rates, including, but not linmted to,

cost, sinplicity, client privacy, data accuracy, and data

exchange.
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4. | ssues of benefit design, including the actuaria

equi val ence and sufficiency standards to be used.

5. The inplenentation plan for the proposed

choi ce-counsel ing system including the information and

materials to be provided to recipients, the nethodol ogi es by

which recipients will be counseled regarding choice, criteria

to be used to assess plan quality, the nethodology to be used

to assign recipients into plans if they fail to choose a

managed care plan, and the standards to be used for

responsiveness to recipient inquiries.

(c) The technical advisory panel shall continue in

exi stence and advi se the agency on matters outlined in this

subsection.

(8) The agency nust ensure, in the first two state

fiscal years in which a risk-adjusted nethodology is a

conponent of rate setting, that no nmanaged care plan providi ng

conprehensive benefits to TANF and SS|I recipients has an

aggregate risk score that varies by nore than 10 percent from

t he aggregate wei ghted nean of all managed care pl ans

provi di ng conprehensi ve benefits to TANF and SSI recipients in

a reformarea. The agency's paynment to a managed care plan

shal |l be based on such revised aggregate risk score.

(9) After any calcul ations of aggreqgate risk scores or

revised aggreqgate risk scores in subsection (8), the

capitation rates for plans participating under s. 409.91211

shal|l be phased in as follows:

(a) In the first year, the capitation rates shall be

wei ghted so that 75 percent of each capitation rate is based

on the current nethodol ogy and 25 percent is based on a new

ri sk-adjusted capitation rate nethodol ogy.
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(b) In the second year, the capitation rates shall be

wei ghted so that 50 percent of each capitation rate is based

on the current nethodol ogy and 50 percent is based on a new

ri sk-adjusted rate nethodol ogy.

(c) Inthe following fiscal year, the risk-adjusted

capitation nethodology may be fully inplenented.

(10) Subsections (8) and (9) do not apply to managed

care plans offering benefits exclusively to high-risk,

specialty popul ations. The agency may set risk-adjusted rates

imedi ately for such plans.

(11) Before the inplenentation of risk-adjusted rates,

the rates shall be certified by an actuary and approved by the

federal Centers for Medicare and Medicaid Services.

(12) For purposes of this section, the term "capitated

managed care plan" includes health insurers authorized under

chapter 624, exclusive provider organi zations authorized under

chapter 627, health maintenance organi zati ons authori zed under

chapter 641, the Children's Medical Services Network under

chapter 391, and provider service networks that elect to be

paid fee-for-service for up to 3 vears as authorized under

this section.

(13) A Upon review and approval of the applications
for waivers of applicable federal |laws and regulations to
i mpl enent the managed care pil ot program by the Legislature,
the agency nmay initiate adoption of rules pursuant to ss.
120.536(1) and 120.54 to inplenment and admi nister the managed
care pilot programas provided in this section.

(14) 1t is the intent of the Legislature that if any

conflict exists between the provisions contained in this

section and other provisions of this chapter which relate to

the i nplenentation of the Medicaid nmanaged care pil ot program
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the provisions contained in this section shall control. The

agency shall provide a witten report to the Legislature by

April 1, 2006, identifying any provisions of this chapter

which conflict with the inplenentation of the Medicaid nmanaged

care pilot programcreated in this section. After April 1,

2006, the agency shall provide a witten report to the

Leqgi sl ature i nmmedi ately upon identifying any provisions of

this chapter which conflict with the inplenentation of the

Medi cai d managed care pilot programcreated in this section.

Section 4. Section 409.91213, Florida Statutes, is

created to read
409.91213 Quarterly progress reports and annua

reports. --
(1) The agency shall subnit to the Governor, the

Presi dent of the Senate, the Speaker of the House of

Representatives, the Mnority Leader of the Senate, the

Mnority Leader of the House of Representatives, and the

Ofice of Program Policy Analysis and Governnent

Accountability the followi ng reports:

(a) The quarterly progress report submtted to the

United States Centers for Medicare and Medicaid Services no

|ater than 60 days follow ng the end of each quarter. The

intent of this report is to present the agency's analysis and

the status of various operational areas. The quarterly

progress report nust include, but need not be limted to:

1. Events occurring during the quarter or anticipated

to occur in the near future which affect health care delivery,

including, but not limted to, the approval of and contracts

for new plans, which report nust specify the coverage area,

phase-in period, popul ations served, and benefits; the

enrol Il nent; grievances; and other operational issues.
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2. Action plans for addressing any policy and

adnm nistrative issues.

3. Agency efforts related to collecting and verifying

encounter data and utilization data.

4. Enrollnent data di saggregated by plan and by

eligibility category, such as Tenporary Assistance for Needy

Families or Supplenental Security Inconme; the total nunber of

enrol | ees; market share; and the percentage change in

enrollnment by plan. In addition, the agency shall provide a

summary of voluntary and nmandatory sel ection rates and

di senrol | nent dat a.

5. For purposes of nonitoring budget neutrality,

enrol | nent data, nenber-npnth data, and expenditures in the

format for nonitoring budget neutrality which is provided by

the federal Centers for Medicare and Medicaid Services.

6. Activities and associ ated expendi tures of the

| owi ncone pool

7. Activities related to the inplenentation of choice

counseling, including efforts to inprove health literacy and

the nmethods used to obtain public input, such as recipient

focus groups.

8. Participation rates in the enhanced benefit

accounts program including participation levels; a summary of

activities and associ ated expenditures; the nunber of accounts

established, including active participants and individuals who

continue to retain access to funds in _an account but who no

| onger _actively participate; an estimte of quarterly deposits

in the accounts; and expenditures fromthe accounts.

9. Enrollnment data concerning enpl oyer-sponsored

insurance whi ch docunent the nunber of individuals selecting

to opt out when enployer-sponsored insurance is available. The
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agency shall include data that identify enrollee

characteristics, including the eligibility category, type of

enpl oyer -sponsored i nsurance, and type of coverage, such as

individual or fam |y coverage. The agency shall devel op _and

mai ntain disenrollnent reports specifying the reason for

disenrollnent in an enpl oyer-sponsored insurance program The

agency shall also track and report on those enrollees who

elect the option to reenroll in the Medicaid reform

denpnstration.

10. Progress toward neeting the denpnstration goals.

11. Evaluation activities.

(b) An annual report docunmenting acconplishnents,

project status, quantitative and case-study findings,

utilization data, and policy and administrative difficulties

in the operation of the Medicaid waiver denpnstration program

The agency shall subnmt the draft annual report no |later than

October 1 after the end of each fiscal year

(2) Bedinning with the annual report for denonstration

vear two, the agency shall include a section concerning the

adm ni stration of enhanced benefit accounts, the participation

rates, an _assessnent of expenditures, and an _assessnent of

potential cost savi ngs.

(3) Bedginning with the annual report for denonstration

vear four, the agency shall include a section that provides

gualitative and quantitative data describing the inpact the

| ow-i ncone pool has had on the rate of uninsured people in

this state, beginning with the inplenentation of the

denpnstration prodgram

Section 5. Section 641.2261, Florida Statutes, is

anended to read:
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1 641.2261 Application of federal sol vency requirenents
2| to provider-sponsored organi zati ons and Medi caid provider

3| service networks. --

4 (1) The solvency requirenents of ss. 1855 and 1856 of
5| the Bal anced Budget Act of 1997 and 42 C.F. R 422. 350, subpart
6| H_ +wes—adoptedbythe Seeretary—ofthe United-States

7| Bepartrent—of—Health—andHuranr—Services apply to a health

8| mmi ntenance organi zation that is a provider-sponsored

9| organization rather than the solvency requirements of this

10| part. However, if the provider-sponsored organizati on does not
11| nmeet the solvency requirements of this part, the organization
12| is limted to the issuance of Medicare+Choice plans to

13| eligible individuals. For the purposes of this section, the
14| terns "Medi care+Choi ce plans," "provider-sponsored

15| organi zations," and "sol vency requi renents" have the sane

16| nmeaning as defined in the federal act and federal rules and
17| regul ations.

18 (2) The solvency requirenents in 42 C. F.R 422. 350,

19| subpart H_and the solvency requirements established in
20| approved federal waivers pursuant to chapter 409, apply to a
21| Medicaid provider service network rather than the sol vency
22| requirenents of this part.
23 Section 6. The Agency for Health Care Administration
24| shall report to the Legislature by April 1, 2006, on the
25| specific pre-inplementation nilestones required by the specia
26| terns and conditions related to the | owincone pool which have
27| been approved by the Federal Governnment and the status of any
28| remmining pre-inplenentation nilestones that have not been
29| approved by the Federal Government.
30 Section 7. Section 216.346, Florida Statutes, is
31| anended to read
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1 216.346 Contracts between state agencies; restriction
2| on overhead or other indirect costs.--In any contract between
3| state agencies, including any contract involving the State

4| University Systemor the Florida Cormunity Coll ege System the
5| agency receiving the contract or grant noneys shall charge no
6| nore than a reasonabl e percentage 5—pereent of the total cost
7| of the contract or grant for overhead or indirect costs or any
8| other costs not required for the paynment of direct costs. This
9| provision is not intended to limt an agency's ability to

10| certify matching funds or designate in-kind contributions that
11| will allow the drawdown of federal Medicaid dollars that do
12| not affect state budgeting.

13 Section 8. This act shall take effect upon becomng a
14| | aw.
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