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. MEMORANDUM
I
TO: Distribution - | . April 3, 1995
FR:  Chris J.

RE:- GAO Medicaid Waiver Report

- er,

Attached is our latest and final draft reply to the GAO Medicaid waiver report. Nancy Ann
just gave it to me, and informed me that some Q's & A’s will shortly be forwarded to us.

Diana, I hope [ am not duplicating and intruding u'pdn your work. Kno‘wing of the interest in
this among us, I wanted to get out as soon as I received any information from her.
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Washington, D.C. - 20201

March 31, 1995

The Honorable Charles A. Bowsher :

Comptroller General of the :
United States

General Accounting Office

Washington, DC 20548

Enclosed is the Adminstration's rosponse to the draft GAG report, .
"MEDICAID: “spending Praessures Drive States Toward Program:

Reinvention." We appreciate the opportunity to review this draft
report and provide our comments on it. '

Sinceraly,’

Bruce c..Vladeck
Adninistrator

Enclosure -

-
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The Adnﬁnimﬁon’s Rcsponse to Draft GAG Report, 'MEDICAID Spendlng Pressures
Drive States Toward ngram Relmenhon

The Administration’s budggt nenu_;gllgz methodology

There is no such thing as a State-mecxﬁc Medxcaid baseline. Thus, in reviewing State
projections of without-waiver expenditures, the Administration generally compares State
historical expenditure growth to the benchmark of baseline growth in the Medicaid
program for the pation as a whole. In so doing, the Administration recognizcs that there
has historically been dramatic variation in State Medicaid programs, e.g., differences in
the use of disproportionate share funding, etc. These factors (as well as the geographic |
variation in practice style) have resulted in radically different levels of e.xpendltures and
growth rates across the states. « :

Fnrther, itis imponant to recognize that the Administration determines budget '
neutrality on the basis of current federal law, which is also the basis used in the «
President’s Budget to praject baseline Medicaid expenditures. Therefore, in its review of .
waiver proposals, the Administration acknowledges that under current Federal law States
arc able to engage in program changes. .

Waiver mview'pg g changgs under this Adm:mstratmn

The GAQ report suggests that this Administration’s waiver review pohcxcs are d1f.fercnt
than previous Administration’s policies. It is important to note that prior to the Clinton
Administration taking office in 1993, only one comprehensive Statewide section 1115
Medicaid waiver had been granted. Recognizing the desire and the need of states to
have greater flexibility in reforming their Medicaid systems, upon taking office the
Clinton Administration encouraged states to design innovative health delivery systems
tailored to each State’s unique circumstances, while preserving and enhancing access to
quality care. To facilitate these aims, the Clinton Administration developed a more
flexible approach to reviews of waiver proposals submitted under section 1115 of the

Social Security Act. The Administration announced the principles that would gmde its
review of such proposals in the Federal Register on September 27, 1994, stating its
desire to "facilitate the testing of new policy approaches to social problems and
pledging, among other things, to:

° work with states to develop research and demonstxahons in areas mnsmtent thh
the Deparmxent’s policy goals; '

. consider proposals that test alternatives that diverge from that policy direction;
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. consider, as a criterion for approval, a State s ablhty to Jmplement the research or
dcmonstranon project;”’
e - grant waivers to test the same or related policy innovations in multiple States as a

meéchanism by which the effectiveness of polxcy changes can be assessed,

+  compute budget neutrahi.y over the hfe of the waiver, since man}' demonstrations
involve making "up-front" investments in arder to achieve out-year savings;

+  fecognizing the difficulty of making appropriate bascline projections of Medicaid
expenditures, remain open to development of 2 new. methodology in that regard :
and .

. in assessing budget. neutrnlity, the Dep'artme!it will not rule out consideration of
othier budget neutral amug(:mcnts proposed by Statca.

The Administration articulated these prmcxples for rmewmg waiver request in part asa
response fo State concerns about arbitrary spending limits, e.g., the inherent limitations
in projections of future spending, the lack of consistently reliable data, and past State
caperience - shomng that cven the best planning can be overwhelmed by unforeseen

effects.

| GAQYS nse n{ :hg mmngl current services baseline to estabhsh bu_get nentrality

- The Administration disagrees vnth GAO’s preliminary analysxs of the financing

provisions of four Statewide Medicaid demonstrations discussed in the draft report.
GAO applies a uniform budget neutrality methodology to each State, withouta
discussion of the advantages and disadvantages of that. approach GAO compares the.
baseline costs and growth rates of the approved projects to a "current services” baseline,
and finds that three of the four States may not be budget neutral.  We believe that each
demonstration is budget neutral and take issue with GAO's assumption that their rigid |
methodology is appropriate for ail States. Recognmng that States and their Medicaid
programs vary significantly, as discussed above, we have used a more flexible appmach
to ensure that each project is budget neutral. ,

‘There are several conccptual and technical problcma wlth the GAQ’s approach to using
the nahonal current semces baseline to establish budget neutality in all states:.

Th«= GAO uses as a standard for Federal budget neutrality a current services
baseline, which they define to include upeudnmm needed to finance the
program assuming laws and pohoxes that are in place at the Stata Jevel today.
Nevertheless, the GAQ applies this currcat scrvices standard to a currcnt law
baseline (the President’s Budget does not differentiate between the two,
essentially applying a current law approach to estimates of current services
‘baseline expenditures). The GAO does not constmct a true current services
baseline for their analys:ls

Ho04/000
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Conceptually, current services is the wrong baseline to adjudicate budget
neutrality, In granting waivers, the federal government determines budget

piutrality on the basis of current federal law - the basis also used to project
baseline Federal expenditures. Under current federal law states are able to
engage in program expansions and contractions. Thus, establishing a state-
specific budget neutrality baseline at a minimum must involve some judgement
rcgarding states’ behavior under current law. (See fusther disoussion of
hypotheticals below). '

The report spends considerable time (Summary. page 2) relating the dramatic
vériation in state Medicaid programs, i.e., difference in the mix of eligible - -
populations, the mix of services offered, provxder payment rates, and the use of
dlspmportionate share funding. All of these factors (as well as the geographic
variation in practice styles) have resulted in radically different levels of
ezpendlmres and growth rates across the states. However, this variation is
ignored in selecting thelr budget neutrality approach.

The report (Summary, page 3) asserts that the determination of the Wlthout-
waiver baseline is in considerable "dispute.” Yet in asserting its methodology, -
GAO offers no discussion of pros and cons of its approach or alternative

K methods The GAO should at least attempt an analysis of budgct neutrality usmg'

state-specific data.

! . . . .
Waivers involve subsets of the Medicaid population and services. GAQ applies
. the President’s Budget Current Services Medicaid baseline to establish its budget
néutrality baseline. It is unclear hcw GAO mea.sured the services uscd by
"populations covered by the waiver."

For the four waiver states for which GAQ provided its estimates of ycar-bysyear with -
and without baselines, based on the President’s Budget baseline for FY 1996, we note
that across the four waivers, the federal government actually realizes small savings (0.1%
relative to total Federal Medicaid outlays for the FY 1994 to FY 1998 period).!

The Inclusion of 1902(r)(2) el_@ ston populations in State demonstration baselines

' The report criticizes the Administration’s decision to allow states to include in their

demonstration baselines the cost of extending coverage to opnonal groups under section .

- 1902(1)(2) of the Social Security Act. We believe this decision is consistent with a

current Jaw approach and reflects the prioritics of the Administration and Congress to
extend coverage to pregnant women and children. 'We would also emphasize that, to be
counted in the "without waiver" baseline costs, the expanded populations must also be
covered \mder the demonstration.

"The four states are Tennessee, Florida, Oregon. and Hawaii, .



Eutiflement growth played minor role in Medicald’s high growth

~ We concur with GAO's ﬁnding that entitlement growth was not the major cause of the
17% cost. growth capericnce in the Medicaid program between 1985 and 1993. However,
we believe it is misleading to comparc this growth rats with growth in the federal budget
of 3.8% over the same time period, as on page 4 of the summary.

Waivers. sod m do more thnn.gnnxgm costs and gpand DProgram coverage

GAO’s report suggests that the objectives of section 1115 are limited to oontammg costs

" and e:xpamdmg coverage. While these objectives are important -~ and we believe they are
achieved in section 1115 waivers discussed in this report - the Administration believes

~ this focus is too narrow. .

Fu‘st, in addition to containing costs and expanding coveragc. section 1115
* demonstrations allow states to experiment with mnovauve dekvexy and payment systems
for their Medicaid or low-income populations.

Second, we do not agree with the statement t.hat *whether the comprehensive scope of
the demonstrations can be characterized as experimental isgontroversial.‘ HCFA
considers each of the statewide demonstrations as having unique components that are
worth testmg under a demonstration and has awarded two contracts to evaluate the -
innovative features of each implemented program

Qoeé/008



April 3, 1995

3 - Health Division i)
Office of Management and Budget
Executive Office of the President

Washington, DC 20503
Please route to: Nancy—Ann Min
‘Through: ‘ Barry Clendenm \'%C.
Mark Millerf{
‘ Decision needed -
Please sign
- Per your request X
‘Please comment :
. For your information
‘ With informational copies for:
Subject: ; Questlons/Answers for Mike ; - .HDChron, HFB Chron .
‘ ‘ McCuirry Press Conference on’ : ‘
GAOQO’s Medicaid Waiver Report ‘ : ;
. Phone: -202/395-4926
Fax: © 202/395-3910
Room: #7001

From: A Parashar Patel ?G?
- Andy Allison j

Attached are questions and answers on GAO’s report “MEDICAID Spendmg Pressures Drive ’
States Toward Program Reinvention”. . o S



. Qs and As for Draft GAO Report - “MEDICAID Spendmg Pressures Dnve States
Toward Program Remventxon

greater flexibility to contain state spending, the federal government would not likely
realize cost efficiencies because waiver approval in some States also permits coverage
expansions. The Draft report also finds that some States’ section 1115 Medicaid
demonstration waivers could increase federal spendmg Have these waivers increased
federal spendmg" o : o

Q. " The Draft GAO report indicates that while section 1115 Medicaid waivers allow for ?k

S~

A. We believe that each demonstration is budget neutral and disagree with GAO’s
preliminary analysis of the fmancmg provisions of four Statewrde Medicaid
demonstrations discussed in the draﬁ report

- GAO appliesa uniform budget neutrality methodology to each state. The Administration
takes issue with GAQ’s assumption that their rigid methodology is appropriate for all:

_ States. In our response to the Draft GAO report, we noted several conceptual and
technical problems with GAO’s approach to using the national current services baseline
to establish budget neutrahty in all States. Recognizing that States and their Medicaid
programs vary significantly, the Admlmstratlon has used a more flexible approach to
ensure that each project is budget neutral. :

We also note that for the four waiver States for which GAO provided its estimates of -
~ year-by-year, with and without waiver spending, based on‘the President’s Budget

baseline for FY 1996, across the four waivers, the federal government actually realizes
- small savings (0.1% relative to total Federal Medicaid outlays for the FY 1994 to FY

1998 period). The Federal Government realizes savings because, using GAO’s

methodology and data, Federal savings under Tennessee’s waiver are greater than the
: addmonal Federal costs in the three other waiver States !

Q. One of GAOQ’s principal findmgs is that entltlement growth played a minor role in
Medicaid’s high growth rate Do you agree" b

A We agree with GAO’s ﬁndmg that entitlement growth was not the major cause of the
hlgh cost increases in the Medicaid program between 1985 and 1993.
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'The other three waiver States are Hawan Florida, and Oregon.

April 3, 1995 (4:03pm) , S W . -
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GAO mdlcates that until 1993 section 1115 waivers were limited in scope and that all
section 1115 waivers approved since have been approved as statewide demonstrations.
GAO notes that questions have arisen as to whether the comprehensive scope of these
demonstrations can be characterized as experimental. Are these waivers experimental?

GAOQ’s Draft report suggests that the objectives of section 1115 are limited to containing
costs and expanding coverage. While these objectives are important -- and we believe
they are achieved in section 1115 waivers dlscussed in this report -~ the Admlmstratlon
beheves this focus is too narrow.

First, in addition to containing costs and expanding coverage, §1115 demonstrations
allow States to experiment with innovative dehvery and payment systems for their
Medx(:cud or low-lncome populatlons :

'Second we do not'agree with the statement that whether the comprehenswe scope of the

demonstrations can be characterized as experimental is controversial.” The
Administration considers each of the statewide demonstrations as having unique
components that are worth testing under a demonstration and has awarded’ two contracts’ -
to evaluate the mnovatwe features of each 1mplemented program.

Many of the States'that have received approvals for section 1115 demonstration programs
use capitated managed care arrangements to provide services for Medicaid recipients.
While such arrangéments can increase access, some advocates argue that such care also
means that quality of care and access problems can go undetected without adequate
beneficiary education and vigorous state and federal oversxght Given the recent
problems with Medlcald HMOs in Florida and the ‘problems with Tennessee’s

. waiver as outlined in the GAO report what steps has the Admmlstratlon taken to

ensure quallty care?

‘ Quality‘ and access to quality care area high priority for the Administration. We carefully

evaluate each proposal to determine whether the State has developed a performance-
based quality improvement program and can guarantee access to critical health services.
We work particularly closely with States to develop agreements on momtormg, quahty

"assurance activities, and access standards

Aprit 3, 1995 (4:09pm)
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Q. GAO says that since 1993 the Administration has apphed the test of budget neutrahty in

- such a way as to allow States more flexibility in showing that their proposed projects a(
‘would be budget neutral.. Why did the Admmlstratlon change its test of budget
neutralllty" .

A. Itis 1mportant to note that prior to the Clinton Admlmstratlon taking ofﬁee in 1993, only
one Statewide section 1115 Medicaid waiver had been granted. Recognizing the- desire.
and the need of States to have greater flexibility in reformmg their Medicaid systems,

_upon taking office the Clinton Administration encouraged States to design innovative
health delivery systems tailored to each State’ S umque circumstances, while preservmg
and enhancing access to quality care. To facilitate these aims, the Clinton Administration
developed a more flexible approach to reviews of waiver proposals submitted under
section 1115 of the Social Secunty Act We beheve that each demonstratlon watver is
budget neutral. :

The Administration announced the principles that would guide its review of such
proposals in the Federal Register on September 27, 1994. The. Admnmstratlon articulated
_these principles for reviewing waiver requests in part asa response to State concerns
about arbitrary spending limits, e.g., the inherent limitations in projections of future
spending, the lack of consistently reliable data, and past State experience showmg that.
i even the best plannmg can be overwhelmed by unforeseen effects.

Q. According to the GAO, edch of the waiver agreements ensures some limits on federal
*spending and holds some financial risks for the States. If there are cost overruns, the
federal government, under each of the waivers, has limited its liability for such cost
overruns. However, the States will not receive federal assistance in paying for costs in
excess.of the agreed-upon limits. But in fact, as GAO points out, the impact of higher
than anticipated costs on federal funding depends on the specific Wéxgreement and
HCFA’s enforcement. Given the fact that the Admmlstratmn has allowed Statesto ™'
expand coverage and incur llablhty for additional costs, what will the ’
Administration’s response be if States cannot meet their caps?

A. Al of the waiver agreements include explicit enforcement mechanisms, including
reporting requirements and sanctions for non-eompliance. : :

Q. Has HCFA ever approved or wnll they ever approve a waiver with .growth rates

below the national average‘? ’ :

A. Allowable growth under Tennessee’s waiver is below the national growth rate expected at
' the time the waiver was approved : ~

-

. April 3, 1995 (4:09pm)
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I agsume that if you*have‘ﬁad a chanQe to read this report, you
realize that it criticizes the Administration's handling of 1115
waivers. It states that there has been a change in policy under
the Clinton administration and that policy is less fiscally
responsible than the Bush Admlnlstratlon policy. Some of the more
critical statements are: C

WAIVERb ARE NOT BUDGET NEUTRAL

"...the administration has allowed states to make adjustments and:
determine a new baseline... In contrast, we believe a more
rigorous test of budget neutrality measures spending using a
current services baseline. Thus, we consider the demonstrations
to add to federal costs..." o '

. . CONGRESS IS BEING BYPASSED
- "In essence, states will have used Medicaid to finance state
health reform without the opportunlty for congress1onal congent or

debate."”

CLINTON ADMINISTRATION POLICY IS LESS FISCALLY RESPONSIBLE

"Four states..sucessfully argued that their baselines should
include the costs of extending coverage to optional eligibility
groups that could have been, but were not then, served by the
state's Medicaid program" "“That a policy change occurred in 1993
is underscored by the fact that, according to one Oregon official,
the state was unsuccessful in making its argument to the previous
administration."”

"Federal Medicaid expenditures could increase substantially if all
states successfully made the 1902(r)(2) argument. The Urban
Institute estimates that annual state and federal [Medicaid]
spending could increas€ by between $5.5 billion and $23 billion."

"Another policy change since 1993 is to allow demonstretions to

show budget neutrality over the life of the walver but not
require it year by year." :

We have drafted some criticisms of the GAO report in general and

- their application of a national growth standard specifically. As
: you know, OMB staff have considered national growth standards in

the past, and in fact the most recent waiver negotiations (IL, ‘DE)

- reflect national growth rates. When we send over our comments on

the GAO report, we will also send over a discussion of moving
toward a methodology like GAOs. 2

N
The GAO report is being done at the request of the House Budget
Committee. The report will be released Arpil 4th, at which time
the GAO will testify. They have asked for comments from OMB and
HHS by COB Monday. Also recall that.in addition to GAO, CBO has

‘been asked to comment on this 1ssue.§ If they choose to comment,

we can expect CBO to ‘point-out that one of the main differences
between  their Medicaid baseline and the Administration's is that

CBO assumes that these 1115 waivers are not necessarily ‘saving the
federal government money. ' ’
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We strongly recommend the following actions: .

‘1) inform Jack Lew and Bob Damus of this draft report's "

conclusions [I can do this if you want me to];

2) rai'e thlS report to the Director's attentlon—-we may want to
brief her on its contents and prov1de her with possible responses:
and

3) coordinate with HHS on our responses [I spoke with D. Chang and .
Barb Cooper on Friday night--they have started the review but they.
did not sound like they were moving very fast "we will put it in
the review process"--you may want to contact Judy F. to assure
that thls report gets HHS/HCFA S prompt attention. ]

]

e
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' Draft GAO Report:
- "MEDICAID: Spending Pressures Drive States .
Toward Program Reinvention"‘ ‘ '

GAC was scheduled to release the report today in a Kasich

‘hearlng.

The report loOksﬁat the Administration’s approval of section
1115 waivers for states to expand their Medicaid programs.

The report concludes that in 3 out of 4 specific instances

‘where waivers have been used, they are not budget neutral --
‘that is, they are costing the federal government money. :

We disagree with this conclusion and have serlous questlons
about GAO’s technical approach. : _

The report also 1mplies that the Admlnistratlon ‘has ueed a

different policy in reviewing the waivers from prev1ous
Administrations.

According to the draft GAO report;'section 1115 Medicaid
waivers may have increased federal spending. Have they?

No. We believe that each waiver is budget neutral and
disagree with GAO’s preliminary analysis of the four
Medicaid demonstrations discussed in the draft report.

 GAO used a uniform method to determine if federal costs had
increased. The Administration does not believe that GAO’s

rigid methodology is appropriate for all states. We also

" have technical concerns about GAO’s methodology.

I m:ght point out that, for the four waiver states GAO
analyzed, even assuming GAO’s methodology is correct -- the
federal government actually realizes savings. (That’s
because, using GAO’s methodology and data, Federal savings
under Tennessee’s waiver ‘are greater than the additional
Federal costs in the three other waiver states.)

The GAO says the Clinton Administration has used a differehtk

policy in rev1ew1ng section 1115 walvers.. Is that true?

From day one of thls Admlnlstratlon, the Pre51dent has made
clear that he wanted to encourage state innovation while
preserving access and quality for Medicaid beneficiaries.
Before this Administration, only one of these waivers had
ever been granted -- to Arizona in the early 1980s. The 7
waivers we’ve granted are covering almost 500,000 more
people while saving the states money and not- costlng the

‘federal government any more than it would have spent.
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Curr ent Enrollment in. Approved Sectmn 1115 Demonstranons (As of 9/1/96)

S_t_gt_g o | Cufl_'ent Eligjb[csv
Az 80,024

DE . see0

HI - | : Approx.'135,000"total
MN 142200

o .  ' 295,861

"OK S 125133

OR o 2557
RI R 68,943

~™ 848,933
Subtotal‘*

Expansion Eligibles

" 7 oo o e

-~ Il .
4000

it o
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108,207

2,424

315,099
3,088 -

.. 653,818

Prqjected Enrollment in Approved Demonstrations Not Yet Implemented

e o o

i 1,500,000
kY 493,108
MA 480,000

"TOTAL APP*ROVED WAWERS
Source: Heolbh Cace Fnaneing Mm.;kdbm

* mcludes 457,798 in acute care program and 22,226 in long term care progam
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434,000

2,167,112 _
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Medlcald Sectlon 1115 Demonstratlon Walvers

As Med:cazd reform legzslatzon has sralled sfates are. mcreasmgly :tsmg the.section 1 15 Medzcazd demonstratron waiver authomy to o

' pursue major statewide health reform initiatives.. In order 1o further control costs and sometimes to expand eligibility beyond the -

* upper limits in Medicaid law, states apply for these waivers.of Medicaid law. OMB plays a major role in zhe negozzatton of these
waivers wzth HHS and the states, especrally in the area. of budget neufralzty .

sttory ‘ - R SRS

Smce the orlgmal Medtcard legtslatxon was passed in 1965 §1 1 15 of the Soctal Secunty Act has glven the Secretary of HHS the
authorlty to walve certam requtrements of the Medrcald program to support an experrmental prlot or demonstratlon pro;ect
o 40; . The §1 115 authortty allows the Secretary to walve more aspects of. Medlcatd law than the more hrmted §1915(b) waiver

authorrty (known as a freedorn of chorce waiver) whtch states use even more frequently to move' their ehgtble populatrons mto .
- managed care. .‘ ' . : » :

, The Adrmmstratton has approved 12 statewrde §1 1 15 ‘waivers and isin the process of evaluatrng 11 more. Pnor to the Chnton -
: ~Admmlstrat10n only Arizona had received approval for a ‘statewide §11 15 waiver'in 1984. Montana’s behavroral health waiver N
‘j apphcatxon was disapproved. New. Jersey and’ Washington are expected to submit waiver proposals this summier. Tab A
: mcludes a hst of all the warvers wrth therr appreval or drsapproval dates and watvers yet to be approved
e A—ﬂ: '_ Of the 13 approved statewrde warvers 9 states have lmplemented thetr programs Flortda Kentucky Massachusetts and Ohto a
g have yet to obtam approval for therr program form the state legrslatures '

e In FY 95 acute care spendmg in. States with approved warvers comprlsed 14% of total Medrcard spendmg Acute care spendmg
S “in states with pending §1115 ‘waivers: comprtsed 23% of total Medrcatd spendmg ‘Since most demonstrations'do‘not -

. mcorporate all State Medrcald acute'care spendmg, these ﬁgures probably overstate the percentage of Medlcatd expendttures »
o attrlbutable to the §1 1 15 waivers. : o s

LEm - s N B . -t - o

o 0 v When all of the currently approved demonstratlons are xmpiemented nearly 2 2 mtlhon mdrvxduals who d1d not receive Medlcatd
L coverage w1ll be eltgrble for servrces : :




* Non-statewide §1115 Waivers

- States typically use the §1115 waiver process to:’

- mm}e their AFDC, and more reCently their. disabl’ed populations, into managed care;

‘-~ obtain federal matching funds for costs that are fot otherwrse matchable under Title XIX (e prlvate health insurance -

- premiums for the workmg poor)

-2 use the managed care savmgs and other waiver-related revenues to cover traditionally non-Medicai‘d populati’onS' .

- waive statutory enrollment requ1rements (e.g., the “75!25" rule that requlres the enrollment of at least 25 percent

prwately insured patrents ina managed care entlty)

B After apbroval of the waivers, states later often seek federal approval for amendments to the waiver. Most often, the

amendments are designed to reduce the costs of the waiver program by reducing the number of new ehgrbles or by reducmg the

costs per new ehglble by a reduction 1 in services or by 1mpos1ng hrgher premiums.

_HCFA has. funded an evaluation of five of the waivers (Tennessee, Hawaii, Rhode Island Oklahoma and. Vermont) The
_evaluation should answer-questions regardmg how these demonstrations work, how they affect individuals, what they cost, and -

whether they are able to provide care that is as good as or better than that provided under the current Medlcaxd program. The
ﬁnal evaluation report is expected in September of 1998 :

In addition to the statewide waivers which move large portions of a state’s Medicaid population into managed care, states have |
also.used the §1115 waiver authority to-affect changes in smaller pomons of thelr programs Like the statew1de §1115 waivers,
these waivers also must be budget neutral.

- Family Planning Demonstrations -- Several states have received waivers to extend coverage of family planning services

wio

‘ extend famrly plannmg benefits to all women who would become Medicaid ehgrble if-they became pregnant. These

waivers also must be budget neutral. States must prove that the avérted expendrtures on new Medlcald births would -
outwexgh the expendltures on expanded family plannmg serv1ces

to women who would lose their Medicaid eligibility post- partum. More recently, states are aoplying for waivers to .



Integration of Medicaid and Medicare F inancing --States are beginning to experiment with combining Medicare

- financing -of acute care services with Medicaid financing of wrap-around acute care services and long-term care services.-

In these waivers, a managed care organization would receive one capitated payment for all Medicaid and Medicare
services. Minnesota has already received a waiver to do this, although it is not yet implemented. Several other states

have recently applied for similar waivers. The most recent Republlcan Medrcard proposal on May 22, 1996 would
authorize HCFA to approve 10 such demonstrations. «

Special Popularions - Maryland received a waiver to provide enhanced case management to Medicaid- recipients whose
expenditures were or were anticipated to be in the top 10% of all recipients.. The District of Columbia recexved a waiver

~ to enroll disabled chrldren into a specralty managed care plan desrgned to address their needs.

Budget Neutrality Process

" In '1993, the Administration re’cOgniz_ed‘ the desire and the need. of states to have greater flexibility in reforming their Medicaid

systems. At the same time, the Administration has also stated that the waivers must be budget neutral to the federal

~ government. Although budget neutrality is not required by law, an agreement was reached on this issue with the National

Governors Assocratlon (NGA) that was pubhshed inthe Federal Regrster on September 27,1994,

- The agreement with the NGA, mcludes the followmg guidelines:

HCFA now establishes : a well-defined review schedule for each waiver with a target decrsmn date that 18 approxrmately
four months from HCFA's recerpt of the proposal

HCFA may make only one consohdated request for addmonal mformatlon about a prOposaI

- HCFA wrll not limit the lrfespan of the wawers to 425 years

OMB, HCF A and HHS review the warver proposal concurrently to expedrte the process,

demormrauon wawers can now be used to test 31m11ar polrcres in more than ¢ one state and are no longer required to be ..
unique;



- and, when an expenment is successﬁJl the Administration wtll seek legrslanon to allow for permanent change and the -

HCFA will provide states with techmcal assrstance through a contract with the Natronal Academy for State Health

- Policy; -

HCFA will assess cost neutrality over the lifetime of the project;

Administration wrll consider extensrons to exrstrng warvers that are successful until legrslatwe authonty 15 granted

Budget Neutrahty Negotxatzons _

OMB plays a major role in the negotratrons between the states and the federal government to assure budget neutralrty

Though the Admrmstratlon has pledged to_remain open to new methodologres for calculatmg budget neutrahty, a budget-neutral

-

Baselzne Expendxtures = Projected Per-Capzta Spendmg x Actual Enrollment

- waiver expenditure limit is generally set by projecting a state’s “without-waiver baseline” current-law expendrtures as follows:

‘ Per-capnta method Budget neutrahty can be deﬁned solely in terms of per-cap1ta costs as follows

i - LN

All but two states thus far have- chosen thrs methodology because it does not hold them at nsk for unexpected increases
in- enrollment S . . .

Aggregate method. Budget neutrallty may also be deﬁned in the aggregate relymg on pro;ecnons of both per-caprta

costs and enroliment, as follows

" Baseline expendztures = Projected Per-Capzta Spendmg x Progected Enro!z‘ment

jOnly Tennessee and Florrda have chosen an aggregate cap

The budget neutrallty calculatron generally includes only the services: and recipients eligible for waiver services.
Typically states do not include beneficiaries dually eligible for Medicaid and Medicare, residents of i mstltutrons and

medically needy ehgrbles under the wawer States also do not usually molude long-term care services.



The budget neutrality discussions with the states generally focus on the development of an appropriate estimate of federal

- spending in a base year without the waiver, as well as appropriate trend factors over the five year life of the waiver. The

federal without-waiver baseline is the limit of what the federal government will spend on the people and servrces under the -

" wailver.

In the budget neutrallty negotlatrons the state s incentive is to increase the wrthout-walver baselme as much as p0531ble

* especially if they are expending eligibility or services. Asa result most of the budget neutrality drscussrons with states have:

revolved around the followmg issues:

“C'zirrem Services” Baseline v. “Current Law” Baselme -- Several states have wanted to pro;ect their without-waiver
costs by including expenditures necessary to maintain their current program, i.e. a current services baseline, although -
federal or state law had changed, which would make that current services baseline impossible to support. For example,

- the OBRA 93 hospital- specrﬁc limits may reduce some states abrhty to. continue to.-fund DSH at its historic levels.

Hypothetzcal E[zgzbles -- §1902(r)(2) of the Social Security Act allows states to expand ehgrbrllty for children under 10,
pregnant women, the medically néedy and qualified Medicare beneficiaries (QMBs) by liberalizing statutory income
standards. For example, several states have mcorporated into their without-waiver baseline eligibility expansions
authorized under §1902(r)(2) but which are not yet implemented. The Administration policy has been to allow the
baselme to be mcreased to reﬂect these hypothetlcal eligibles, if the state mtends to mclude them in their waiver.

Hypothetical Services- - Some states have requested including services in the without-waiver baseline that they have not
yet provided under Medicaid, but intend to under the waiver: Adrmmstratlon policy has been to only mclude in the base

- year expendltures services whrch are currently being offered.

DSH Payment Pro;eczzons --Duein large part to the full 1mplementatron ef the OBRA 93 hosprtal speerﬁc payment
caps in FY 96, it is difficult to estimate base year spending and to forecast growth in these expendrtures in states whrch

‘have been affected by the 1mplementat10n of this law.

Mixed § H 15/§ 1915(b) Approach -- States have begun to use the §1 115 waiver authontv to move their current
Medicaid eligibles into managed care without an expansion in services or coverage. Section 1115 is supposed to be used
only for “an experimental, pilot or demonstration project,” although several states are using the waiver mostly to move
recipients into managed care.- States prefer a §1115 waiver to a §1915(b) waiver because they can lock enrollees into a
managed care organization for a specified time perxod can use managed care organizations that enroll less than 25%



“taxes may be disallowed if the tax is determined to be impermissible. It is not yet. -clear how these. potennally

",yiyrivate payors, and can obtain federal match for services not otherwise matchable. Allowing states to use the §1115

waiver process, however, could undermine the §1915(b) process. On the other hand, a §1 115 waiver does subject a state

. to a more strict’ “budget neutral” standard, whereas a §1915(b) waiver is only held to a cost effectweness standard. .

: Certzf ed Public Expendztures (CPE) -- CPE are costs incurred by states or local publlc agencies m the prov151on of .
" Medicaid services. Under a §1115 waiver, the definition of Medicaid services and Medicaid ehglbles can be expanded

almost without limit. ‘Thus, States have requested extending the base of federally-matchable expenditures to include
Iocal expenditures for non-Medtcald services, such as public health services, by usmg CPE.

" Provider Taxes -- The Medtcald Voluntary- Contrlbutton and Provrder Specific Tax Amendments of 1991 were enacted - '
" to curb the tremendous growth in the DSH program, in part, by restricting the ability of states to use certain types of

provider taxes. Several states with §1115 waiver applications have been alerted that the expenditures supported by these

dlsallowable expenditures will be accounted for in the without-waiver baseline:

Current Managed Care Savings -- Several states'are requesting §l 1 15 waiyers whioh will cover Medicaid recipients
already enrolled in a-§1915(b) waiver. The Administration’s policy has been that the savings that have accrued from
currently implemented §1915(b) managed care waivers should be reflected. in the base year expenditures. States have

: argued that this unfairly penalizes “good” states which have been pursuing managed care all along. .~

Criticisms of Administration’s Waiver Policy

In two reports, the GAO has criticized the Administration for approving waivers GAO considers not to be budget neutralto the

federal government. GAO studied 4 of the §1115 waivers and found that only Tennessee was budget neutral, while Oregon,

Hawaii and Florida were not budget neutral. GAO conclusion’s are based on its judgment that budget neutrality calculations

should rely on the use of the average of the 50 states’ baseline rates of growth (i.e.-the national Medicaid growth rates) instead .
of the more flexible approach based on individual state experience that has been taken by the Administration. The ’
Administration responded by describing the flaws in GAO’s methodology and pomttng out that the Administration had crafted
without-waiver baselines which promote fairness and State flexibility by taking into consideration the complemty and variation
of a State’s program, while also evaluating the robustness and approprlateness of the historical data in comparison to national

trend rates.

- P
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WISCONSIN 'S VVELF ARE PLAN H.IDDEN REPEAL OF N[EDICAID GUARANTEE

) W1sconsm 8 “welfare rcform proposal actually contams hldden provzsmns that end the
Medicaid gua:rantee for many poor families. o

NEEDLESS REPEAL OF MEDICAID GUARANTEE. Thc Wlsccnsm plan ends the
‘ naﬁonwxde guarantee of Memcmd — mdependent of welfare — for poor children and pregnant
women ' _ :

. - Over 45 ,000 children and pregnant women wzll Iose guarantecd Medxcaxd coverage under
: W1sconsm 8 welﬁam plan — even though thcy do not get Medlcmd because of welfare

¢ While most of these Mcdwatd recipients will be ehg:ble fora scaled—back health

' program, the State itself predicts that less than half will join because of required -
premiums. This means that over 27,000 poor chxldren and pregnant women could Iose
‘health i msurance coverage m Wxsconsm in 1997 ‘ . g

~ MORE EXTREME TI-IAN EVEN TI—IE CONGRESSIONAL REPUBLICANS’ PLAN:
The Wisconsin plén has greater restrictions on access to health coverage for poor clnldmn '
betwcen 13 and 18 than for younger children. :

e Both the House and the Senate Repubhcans put back mto the1r Medxcmd block gra,nt bills
a ‘2 phased-in guaraniee of coverage of children 13 to 18 years old, bowmg to pressure from :
Demxoc&rats and groups concerned about chﬁdrcn s health. I :

: INCREASED UNIN SURED AND UNCOMPENSATED 'CARE: The repeal of the Medicaid
guarantee for poor children and pregnant women is coupled thh demed ehgxbzhty for some
people who currently recewe welfare, - ‘

. Over 1(}0 000 peopie in Wisconsin could become umnsured under the W1scon5m plan,
. accordmg to the non-partxsan Wlsconsm Leglslanve F:scal Burcau ,

¢ The Wisconsin Hospital Assoclatwn worries about mcreases in emergency room useand
* uncompensated care from the Wisconsin plan: “If even a fraction of this group goes
. uninsureéd, the costs down the road to hospuals and the pnvately msured may. be hxgh” ‘

NOT NEEDED FOR WELFARE REFORM Med1ca1d and welfare rcform are not 1mkecl »
because of Med icaid’s reliance on welfare but becaase of pamsan polxucs o :
o Only a fraction of Medxcaxd spendmg relates to welfare recxplents ‘While thereisa
", swrong relationship between Medicaid and welfare, less than 20 percent of total Medlca:d
spending is dedicated to. welfare (AFDC) recipients. - . ‘

o« Governc:rs agree | that polmcs, not pohcy, drive. the Medmand welfare link, 'Ihe
' - Democratic Govérnors stated: “although we agree that welfare and Medicaid are
inextricably linked in practice, we cannot agree to a legislative strategy that insists that
they be united.” (5/29/96). Even the Republican Governors acknowledge that they insist
on the link because, if Medicaid réform is not included in the “plan now, public pressure
 to address this issue will fade and an historic opportumty will be lost » (6!25/96)
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Potential conflict between Medicaid 1115 waiver and reform policies. 1115 -
states have negotiated. budgets In 1995 and 1996 Medicaid reform, these budgets
" were over-ridden by the per capita cap and DSH limits. However, the more -
- waivers that are approved, the more difficult it will be to pre-empt them,
- especially if the- per capita cap is mtmduced on}y months after waiver approval e

s The Presulent’s $54 bxlhon in savings between 1997 and 2002 would be reduced

to about $30 billion if waiver states are excluded from the policies. Medxcaud

- savings consistent with the 1995 and 1996 targets gagmgj_};g_@qmm zf waiver
' ,states are excluded from the per capita and DSH limits.

Background: The f5uowing states have féceived 1115 wajvers,’ or ‘aré likely to receive them:

Federal Benefits (8 m)-

Federal DSH (S m) )

* Total ($ m, 1994)

e ———
AT )

| HA;imna 1,052 (1.4%) 70 (0.7%) oAz |
|| Detaware 136 (0.2%) 3 (0.0%) 139 2% . ||
Florids 2,690° (3.7%) 156 (1.5%) 2,846 (3.4%)
Howsii 214 (03%) 15 01% 229 (03%)
Tlinois *. 2424 (33%) 150 (14%) 2,574 (3.1%)
lKentucky | 1,253 (17%) 48 (0:5%) 1,301 (1.6%)
|| Louisiana # 2,108 (2.9%) 975 (9.3%) 3,083 (3.7%)
| Massachusetts 1911 (26%) 271 (2.6%) 2,181 @6%) |
| Minnesota 1,325 (18%) 24 (02%) L9 (16%) ||
1| New York * 9483 (13.0% | 1253 (1210%) 10,736 (12.9%)
Ohic L. 3,054 (4.2%) L 303 29%) 3,357 (4.0%) l o
"okmhoma_ ‘ 724 (1.0%) '17 (0.2%) 741 (05%) -
uaregon .- 675 (0.9%) 13 '(o.'i%) . -688 (0.8%) ‘ﬂ
Rhode Island 371 (0.5%) 5T (0.5%) 422 (05%)
| Teanessee 1,722 24%) 7 0.7%) 1,794, (2.2%) ‘
Vermont 160 (0.2%) 11 01%) 171 (02%)
Wisconsin * 1,383 (17%) 70.1%) ©1391 (15%) ﬂ
TOTAL 30,544 (42.0%) 3,437 (32,9'%) | 33,981 (40.8%)

* . Mayor may not be approved / treated ssan 1115 state. Numbers may not Sum to totals due to roundmg

!

"'
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Methodology‘ To estimate the eﬁ’ect on per caplta cap and DSH savings from excludmg these. -
state, the follcvwmg assumptions were made. About 40% of Federal benefits spending and 40% .

of person-year recipients were removed from the baseline. The 40% of spending comeés from the - -
table above. To maintain the 1995 per capita spending by group used in the CBO per capita cap Co

model, 40% of recipients were excluded as well. Note that this is- sunphstlc sincethe

" distribution of spending and beieficiaries in these states is not likely to equal the national
average, their exclusion would change the per capita spending. However, this analysis is meant
1o give an approximation, not & precise estimate. This approach lowers the pcr capita cap savings -
ﬁom about $‘24 billion to $21 b11hon between 199‘? 2002 ' . ‘

For DSI-I it was assume:d 30% cf the cheral DSH baselme 15 excluded and that the limits setin -

legislation are revised so that the savings are the same proportion relative to the revised baseline "
. as they were without the 1115 state exclusion, This has the effect of reducing DSH savings
. from about §39 bﬂhon to about $28 blllmn bctween 1997 2002 Thc ool payments were not

changed




CTuL er r9e @6 11PM THCRP . - , _ ( : - | ,
he may be “willlng to 1im1t EIlglbillty" for medical sav1ngs .
accounts (MSAs) under theé Kassebaum/Kennedy health insurance ,

- reform bill to businesses with .75 workers or less, instead of 100
workers as proposed earlier by congressicnal Republicans. Lott

- alpo said that staff and leglslators "not among the leadership! .

. were meeting vesterday to try to work out an MSA compromise that
- is "acceptable to Repub;icans and- the White House." However, if

- no deal 1is reached on MSAs soon, Lott said he may “make another
attempt" tc appoint Senate conferees to the House-Senate ' .
;negotlat*ons on the bill. = However, ‘he sald "I mlght change the

" numberg or the mix around "

MIXING IT UP: - Lott told CONGRESS DAILY that GOP leaders
will "look at a mlx that’e acceptable" to Democrats. In = .

"referring to the ratio of Repuhllcan to Democratic conferees,
Lott said, "We might.ge with 7-4, we might go with 5-3, we might -
'go with 6=4." The current proposal, which has been rejected: by
Democrats, reportedly includes seven Republicans and. four -

- Democrats. ‘A Senate Democratic  source said that Democrats*"wzll
not appreve thé appointment of conferees who are predetermlned to

- stack the outcome of the conference' in favor of MSAs (6/25) '
- ‘MSA CDST:. The .Republican MSA proposal could cost the ;

T raverage American family "more than 20 percent of its annual
income if the family needed ¢estly medical care, . accordlng to a
study released today by Consumérs Union. Accord;ng to.Consumers’

.~ Union, familiés could face- out-of -pocket expenses as high as .
$7,500, or 23% of the average American famlly income of $33, 000

ADD IT UP: Accordlng ‘to Consumersd Union,. most current
health insurance plang limit out-of- -pocket, expenses, with the
median health: insurance- deductible for an indxv;dual ‘at $250 and _
$500 for a family in- 1995 _However, Consumers Union estimated.

- that a family living in the Washington,_DC area expected-a child
. would face an additional $5,500 in expenges for an uncomplicated .
' birth before their insurance kicked in under an MSA plan with a

$2,000 employee contribution and a §7,;500 deductible.’ 1In
-addition, the same family could bé responsible for 30% of .the
cost of their care even after ‘the deductible was met, which would,
add an additional $2,250 to. their expenses,

PUTTING IT IN CONTEXT: Consumers Union Director of Health
Policy Analysis Gail. Shearer said, "Today, four out of five -
consumers who ge* thELE health care from their employers are
protected against never-ending health care!costs. Under the
proposal now being debated in Congress, those who choose MSAS
would lack similar. guarantees. Whether your health need is for

childbirth, diabetes, paralysis or heart bypass surgery,{MSA ‘ de
_plans would mean flnanclal agony for the average family“ . {V\dﬂJE
{(release, 6/26 S

+2 (_MEDICAID/WELFARE:  REPUBLICANS WILL NOT,, SEPARATE REFQRMS
.RepubTli eaders have decided to "stick to their original

decigion" and link proposalg for Medicaid and welfare reform

together in-one piece -of- leglslaticn, ‘WASHINGTON POST reports

- (Yang, 6/26). House Speaker Newt Gingrich, (GA) said yesterday.

. that Republicans would include the reforms in one package, noting .
that a letter from the Republican Governors' Association (RGA) was
"the primary reason for praceedmpg in this manner" (Faulkner and |, °
Gray’'s HEALTH LEGISLATION, '6/26 issue) . In the letter, the
governors state, "There ig no question thatlthese two issues are
iriextricably linked and cannot be separated . Medicaid - and

3 ;
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‘cash welfare axre mutually dependent, and failure to. reform both
will mean the failure to reform .either.".
‘CAN'T HAVE ONE WITHQUT THE OTHER: The letter states that
"many families become dependent on welfare mainly because they
need the health care coverage.provided by Medicaid. Az the same
time, a barrier to 1eav1ng the welfare rolls-is the prospect of
losing Medicaid coverage." In addition, the governors write that
if Medicaid reform is not -included in the "plan now, public
pressure to address this issue will fade, and- an historic
opportunity will be lost” (RGA release, 6/25). =
' ‘POSSIBLE CHANCE OF DIVORCE: ‘Howevex, HEALTH LEGISLATION
reports that "speculatlon continues ‘as to whether the package
could be separated later." House Majority Leader Richard Armey
{(TX) left the door.open,.saymng "I'm willing and still open to
finding out the best way te get ‘this jokb done." However, Senate
Budget Committee Chair Pete Domenici (NM) "questioned” whether
the divided bills "would still be treated as a reconciliat;on
- bill, and, therefore, ‘enjoy expedlced procedure rules in the
_ Senate.” Houge Budget Committee Chair John Kasich (OH) :
"speculated” that ghould the reforms bé split, the welfare bill
would be treated as reconciliation legislation, while the future
~of-the Medicaid component would be "unclear." The Senate Finance
Committee is acheduled to begzn marklng up- the Med;caid/welfare
- bill today (6/26 issue). , .
HEALTH ALLOWANCE: The house Approprlations Commlttee passed
a §65.6 billion spending. bill which would fund health, welfare,
labor ard 2ducation programs for FY 87 by a 27 to 17 vote
yesterday. The panel adopted an amendment by Reps. Jay Dickey
and (R-AR) and Roger Wicker (R-MS) on a 25-20 vote that would
econtinue the ban, on federal funding for human embryo research.
Dickey szid that human embryo research xs.”lethally -experimenting
with a life" (POST, 6/26). WASHINGTON TIMES notes that the
committee "blocked an effort" by Rep. Nita Lowey (D-NY) to -

- "yweaken" the ban "to allow some research on embryos created as a
byproduct of in vitro fertilization." .
'RURAL AND IMMIGRATION SPECIFICS: Under the blll $2.6

million would be cut from the Centers for Disease Control and
Prevention’s (CDC) budget and shifted intc. a rural health care
program dedigned to recruit physicians and nurses to : ,
- "underserved! areas. TIMES notes that the National Rifle
Association backs the cut, which is 'equal to the amount the CDC
. apent last year studying gunshot wounds."  Dickey said that the
CDC's research "took the approach that gun ownership 'is. a kind
of disease.’"™ The committee rejected a provision, introduced by
“Rep. Esteban Torres (D-CA), which would have softenéd the
" language of spending restrictions for health and social serv:ces
for the children of 1llegal immigrante (Sands, 6/26).
: FAMILY PLANNING: . The committee also rejected leglslatlcn'
which weould have requlred individuale ‘with incomes over 150% of
the federal poverty level to pay the full amount for. any family
planning services they obtain. Notlng that government funded
family planning programs helped to prevent 500,000 abortions last
year, Rep. John Porteyr (R-IL) called the provision a "direct ,
~attack" on the precgrams. .Instead, the panel adopted an amendment
which would require persons ‘with incomes between 100% and 250% of
the poverty level to pay for the servicas on .a sliding scale;
basgis. ‘ " : v D
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BNA 2 HEALTH OAHE POLICY REPORT .

Doing More With Less Money

 Kenneth E. Thorpe, director of the Institute for
Health Services Research at Tulane University Medi-
cal Center, suggested that states and cities must de-

velop ways to care for growing numbers of the unin- .-

sured without expecting any more Medicaid money.-

“Medicaid growih is over — that's just the reality,” he

said, Despite the stalling of congressional proposa
block grants, he continued, “no_matter who is el}gg%q in
Novermnber, my sens¢ is nnt gnlv that tl_x_xg will
revisited but that bI6ck grants will pass.”

Backing acceleration of managed care enrollment,

f?r

- Thorpe suggested that while TennCare provided : Jes-
riments in -

Oregon and Arizona were worth studying lor their

sons "“about how to do this wrong,” ex

~ effectiveness in reducing the number of the uninsured.
States and cities must learn “to act in the same role
as any big purchaser,” Thorpe said. “They cannot.

' allow the managed care organizations to set the rules.

Public authorities must make sure the rules are set up

.the AHA,
- leges, and the American Public Health Association, -
" and public agencies led by the federal Centers for

! .

. health 1mprovement and to create an Actmn Agen- L
’ a, according to the American Hospital Association.

s included national associations such as

The grou
e Assoclation of American Medical Col-

" Disease Control and Prevention. They signed the dec-

laration at a meeting called “Leadership Action Fo-

. rura I Building Bridges Between Public and Private

Sectors for Commumf;y Health Improvement" held in

* Arlington, Va.

_right and enforced.” The result must be a system that . -

does not just cut costs, but also is “designed around :

; sat;sfaction and quality," he said.[]

Accreditation

. JCAHO DEVELOPS STANDARDS
'FOR LONG-TERM CARE PHARMACIES

- CHICAGO~The Joint Cornmxssion on Accreditation

of Healthcare Organizations announced June 19 the
launching of a new accreditation program for lohg-
term care pharmacies, with the initial surveys being
‘scheduled for this summer. ' .

The new standards have been designed for pharma-

cies that provide dispensing and consultation services
to "long-term care organizations such as nursing
homes. The standards focus on pharmacy services.
provided directly to the resident (such as assessment
of the medications used, planning of drug treatment,
and dr:dg therapy moniforing) and on those services
provided to the organization (such as medication dis-
tribution, delivery of services, and staff education).
Approximately 5,000 organizations in the country
currently meet the ‘eligibility criteria for long-erm

care pharmacy accreditation. Individual practitioners ..

" or consultant pharmams‘ts will not be accredited, ex-

cept as part of an organization that is, or contracts

with, a licensed pharmacy

Hogpital pharmacles and pharmacies owned and
operated on-site by long-term care facllities only will
be eligible under this program if they provide phar-
‘tnaceutical services to patients in long-term care fa-
cllities that are pot part of the same apphcant
organization,

For more information, contact Darryl Rxch service

integrator, Home Care and Long Term Care Semces,-
JCAH() at (708) 916-5?53 '__J

P&blfc Health

MORE THAN 100 PUBLIC, PRIVATE GROUPS - _
TO WORK TOGETHER FOR COMMUNITY HEALTH |

. More than 100 groups pledged June 21 to work

together to develop long-term solutions for communi-

71 ~96

- American Lung Ass

~~ The Action Agenda declaration, accordmg to the
* AHA press release, was aimed at helping communities

deal better with their priority health issues, and pro-

- moting a broader definition of health mcludmg social,

spiritual, physical, and mental dimensions of wellness,

.The document stated the groups will promote “com-
n:mmtiv1 ownership of the health u'nprovement grocess

and “literacy, educatxon, and economic deve
as gtrategies to improve health.”
Dick Davidson, AHA president, said at the meeting

opment

that the private and public sectors must align their-

priorities with each other and communities they serve
to create a healthler environment. - .
Other groups signing the declaration included the

' Healtheare Organizations, and the Midwest. Busmess

Group on Health.[]

Pro vfder L:censure

. PHYSICIAN CREDENTIALS DATA BANK

- MAY BE ‘UP AND RUNNING* JAN. 1997

- The Federation of State Medical Boards mténds to

have a physician credentials data bank “up and run-’
‘m,ng” h}’
~ director, said June 20,

anuary 1997, Leroy B. Buckler, a federation
The “Federation Credentials Verification Serwee”

would serve as 4 “repository of verified credentials,”
. Buckler.told a District of Columbia Bar Health Law
Section grogram ‘on legal aspects of telemedicine,

“We bope all states will submit data, which will
then be verified by federation personnel,” he said,

‘noting that the American Medical Association tried to
advanéé a similar project but relied too heavily on -
‘physicians verifying their own credentials.

Any entity that must eredential physxczans could use
the data bank, saving large amounts of time and

ation, National Assoclation of
Public Hospitals and Health Systems, National Civic
. League, the National Association of Local Boards of
" Health, the Joint Commission on Accreditation of

.g .

money involved with primary- venﬁcat.xon of phys;- , .

 "clans’ credentials, he said. :

' The proposed data bank also could ease the way for‘ '
state adoption of the federation’s “Model Act to Re

late the Practice of Telemedicine or Medlcme y.

- QOther Means Across State Lines,” he said.:

The mode! act, approved last October, would allow :
... physician holding & valid unrestricted licehse in one

state to expediently receive a medical license limited

. to the pracuce of medicme across state lines in other

states

- Presently, physxﬂxans who practice medxcme across, "
state lines w:thout bemg Iocated physlcany m the
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