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AS ADOPTED 2/6/96 

RESTRUCTURING MEDICAID 

'PR£CMBLE : 

FiN' most of tht IIut dtCtllU, .haltll cart Dptlld.iAl'ru in.1hi Uniztd Statu haVt far 

f'Z&ttdeiJ. overd grt1Wthin IhI u.s. 1'0110"'1' .And wlUU mtdklll inflisriDlI iI dtclining, publk 

IWl prtvtlltly fuNJtd hea1lh carr com con.tilwe to IimiI tht 10llg term tcollomk growth of tht. 

I'UUi.on. FiN' #dtu, Iht primIl1'y impact 0/ Ata!lh "" com 011 ItIlIt budgtu Iw bttfl in tht 

Mtdi&aiiJ program. .A.MuIIl I1tdkaitJ grawlhover IhI ltur dtCtIIU Iw bttfl wtll. in cu:us 0/ 

10 ptrCtllt, IWl ill half of thoSt yean tI.MUQ/ growth approadaed 20 perrtnL Determining tht 

causes of such 111Ibridltd growtll iI difJku/t. Hownu, major cofll'ribuling faclon includt: 

congrusioN:l/ Dpansions ill IhIprogram, CDUlf dtcisions limiMg tht stalU in thtV abilil;y to 

c01l:1.;,1 corts,poliq dtci.riOtv by. rtD1CJ ".....::;.:mi,ring ftderal jin.an.cing of previowly stalt-fu.ndtd 

heallh Cart programs, and t:h.t:lJ'lging dtmographit:.l. 

Rtstrieting tht growth 0/ Mtdi&aid iI 110 tasy uuk. .Mtdicaid iI tht primmy 10W'Ct of 

htalth Cart fDl' IDw incomt prtgn.ant womlft IWl chiJdrm. penons wilJJ disabiliMJ, and tht 

tldtrly. Thil ,taT, statu and Iht ftdual govtmmtfll combintd wU/ spmtJ. mDl't than $140 billion 

in IhiI program proviliingCart to mOrt dum, 28 mi!Ii.oll ptoplt. Tht wlltllgt for tht naM1I, 

twlGovtmOn as 1M stewards of this progra"" iI to rwsi", .Mtdicaid 10 ihathtalfh cart 

cosu 	art mOl't tfftcriVtly containtd and thOSt that t1"U1y fIltd htalth cart coverage conrinut to 

gain 	 acetll to that cart while giving statu tht IItfdtd J1aibUiIy to ma:r.imizt tht Wt ofthut 

limutd health cart 40llDn to most qI'tcrivtly mttt tht 11,,41 of low incomt individual$. 

THE NEW PROGRAM 

Within tht baltJnced budge' dtbatl, a .lW111ber of allemarivtl to tht wting Mtdicaid 

program halltb~tll proJ'Dstd. Tht following outlinu tht nariDII's Govtrnon proposal that bltnds 

the 	 b,st asp'cu of the amtllt prog'fam. with congrtlnonal an4 Gdministranoll altemarillu 

toward "lUning a Strtam.O.ntd and stalt·flaiblt htallh cart sysltm that guaranttu Alalth cart 

. to our most fIltdy dtiu1v. 

1. 	 Tht baN heallh t:IJJ'! fIlW of 1M 1UIliDn". most vulntrablt populJ:llions must. bt 

guartllUttd. 

2. 	 Tht grOwth in heallh cart crptndin.uu must bt brought un.r:le cOfllroL 
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3. 	 Sldlel mUll IId'" mlUimum Jluibility ill rill IlI'i", dllil impltmtllldlioll oJ 

cost-efftctivl qmm.r of ""'" 
4. 	 Suuu nuur be prDtIcu4 from IIIldISti,dpille4 progrDm tQsuruulMg from ICOllomie . 	 , 

fbi,CIlldtiollS ill IhI bu..ri1lus 9'lt. cluuJging tlem.ogrdplUu, twI MIlUd! tli.Jaitm. 

• 	 Prtgruw womm III 13J JIII""" of povtny. 

• 	Chi.l.dmt III. dl' 6 III 13J Jlll"D'Il of poverty. 

• 	ChildI'tn dl' 6 rlwugh 12 III 100 pDUNof poverty. 

• 	 1'hI Ilderly who ".,11 SSI i1It:o"., tJNl fUOIIJ'tl ZfIZI'I4t::rds.
'. 	 . 

• 	PenollS wiJ.h tli.JtJbiJida dS Ufine4 by tht ndU ill IhIir ndlt pltm. S,d,U will Iulvt d 

fu,nds sttoflSi.d4 rtquirem~1Il tq&ldl to 9{t P"',111 of IhI p"'tllldge of tOld! mtditdl 

dSsistQ.1l.Ct funds 'pdid ill FY 1995 fOl' pmOlU with tli.JtJbiliriu. 

• 	Mtditdlt con slulring 101' Qudlijied Mtditdlt lJDltfkituW. 

• 	EiJ.her. 
-Illdividu.du or fdmiliu who mtll QJn'IIIl A.FD<:' iIIeom, tmd ruourct ndlldardJ 

',JltdlU wiJ.h i1It:Oml .SU1.1'i.ddrdJ .higher .th.diJ,the .MftoruU .d~erdl' .mllY ' lower _thOSt 

SldlldardJ to IhI IIdtioruU dverdgt): or 

-	 SttllU CM nus d singlt tligibi1ity systtlll lor illdividudU who IUt digiblt for d IItw 

wtlfort progrDm dS UfinuJ. by tht lUlU. 

COlUislt1l1 wiJ.h IhI Sttltutl, IJIiI.qudt:y 01 tht Ildlt pltmwill bt "termintd by tht Stcrtttuy 

01 HHS. Tltt Ser::rtttuy should MV, d timt emtZin to dCt 

CovDdge "mQins optiolldllor. 

• 	All OthD opri()1laJ groUpl ill IhI "'"till MtdttQid progrll1lL 
, . 
• 	Other iN:livid.uQU or ItJIrIiJiD dS d.ejinld by IhI ndtt' but btlow 275 JJmtlll 01 pqvmy. 

'. 
• 	 1'hI 101lt1Wing btllqiu remdill guorGllltuJ. 101' IhI guQTQIltttd' popu14rioIU o~. 

-	 IIlPQMIIl mill outpdtitrlt Mspild! lervices, plry.sicitJn services, prt1ldUll' un, 1I&lnillg 

IQeWtj lervicu, Iaoml htQIlh UVl, family plaM.i1lg servicu Il1I4 tupplJa, WOI'dIOry 

.Il1I4 ;r-rll1' lervicu, peditJtric dlld IQmiJy 1I&lnl prQc:riliollD' sD'Vit:tl, 1I&lrJt midwill 

servicu, Il1I4 Edrly tJNl Pt1'f.odk Sattrti1l&, DUlgrw.sLr twl TrtatnwU Servicu. ~ 

' .. 
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-r In EPSDT iI 1'tI1.rjind ,10 Ih4I • mz,. Med IIDI cover .u Mtdi.ctU4 optio1UJl 

Iervi&U I" ehlltImL) 

• 	At • miI'IimUm, 1111 other btntfiu dlfintdlU opMf'I4l ...,NltI' th, CumIU Mtdicaid. 

prr>grlflll would rt.rrraiIt opdonal twI It"'g urm CtJrt options sipijf&tmlly b~ 

• 	Sunu IuM compl4tt J1t:dbilifJ ill ~lning amOWl4 duration, twI 1C0pt 01 Itrvitu. 

/"ritIiIU RighI tI At:IiD,. 

• 	 Th4 lollowing tJrt the only righls of actiDn I" illdividJJ41s " cwsu /" tligibilifJ. All 

01 th~t letJlUru wiJJ b, t/.uigtwd to prevOll' StalU from Mvillg to d4/eNl agaUut an 
illdividJJ4l's mil on btMft# ill Itderlll couir.' 

- Silor, Idillg .Crioll ill th, Itall couru~ the individual musr fDl/ow tJ srQIt 

administrazive appeab prouu. 

- Statu mJ.I.ft offer illdividuab or cwsu a privtJ,. right 01 actioll ill th, Itall count 

IU a condiriDlI 01 pDrtidpfJ.liDn ill the program. 

- Following action ill the SUZll couns, ~ illdividutJl "', cws could petilicll the U.S. 

Suprem, Court. 

- IndtpendtIU 01 any mzlt judicial nmedy, the Seaettuy 01 HHS could bring .CMII 

,in the t,derd .cOW'U Oft ,behalf 01 illdividuals or, c/fJSs~ "but not I'" provi.d.m Dr 

hetJlth pliuu. 

• 	 Ther, should be no private right of action lor prllVid.c1 or health pltJIU. ' 

• SltJtes must b, 'able to use all. available hetJlth ctJrt delivery sysltms lor thIS' 

. population.s withOUt any special pmnission from tht lederal govtmmuu. 

• SttJtu must nor Mvt ItderlJlly imposed· limiU on .tht IJ.U1'I1btr 01 btntficiaries who InIIY 

, b, 1N0/Jed ill any Mtworic. 

• 	Sl/UU mJ.I.ft Mvt compltll authority to s~ .u Malth p1llll twlprovi.d.er rtimbuntmtlU 

ralU without inttTj'ermc, from the lukral gDVt1'MWIl '" Wtal 01 Itgal tJCMII 01 th, 

provillD' Dr pUm. 

• 	 Th4 Borm amtndm,IU twI, ocher Bortn·1iJu statutory provision.s mJ.I.ft b, Ttptaltd. 

• 	 "One lwNJred pcrctIU rtlZS01llJblt coSt rtimbuntmtnt'" mJ.I.ft bt phased out lIVer • two 
, ' 

year ptrit>d lor Itderally qualijittJ Maitla ctlUtrJ twI rural Maitla dinIU. 

."" 

http:twlprovi.d.er
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• Sraw mu.n bt Gb~ It) Itt t.h.eV OWI'I M4lzh pllJlt II1tII p,ovi.der· f{Wllificatioru nDNJ..artls 

II1tII bt UllbW'd.t1Ud from IlI'tJ /ederal min.imum f[WlIijicatioll staNlartls IUch III rhost 

CW"I"tIU6' :Itt /'" obml7idl:uu tIII4 pttii.tllri&itms.. 

• 	FIN Iht purpost D/ Iht Qu.alified Medkan BeneJi&iJJriJu p1og;lIm, Iht ItDIU may pay 

"" MuJka/4 ralt in Ii.m D/ Iht Mtdie.tw rlZlL . 

• 	 St.IllU wiJ/ Gbidt by "" OBRA. '8i ItQIIIJ.ards lor nuning MmD. 

• 	 SlalU wiJ/ luzvt "" J1t::dbiHty It) dn,umjnt en/o"tmtlll lt1'attgies /0' lIuning homt 

stDNlI:ud.s tJNJ wiJ/ includt Ihtm in Ihtir ItDII p/Jut.' 

• 	 StDltS mUSI bt unbwdmtd 10m Iht htavy hand .0/ ovmight· by Iht Htallh Cart 

FiItI:ut&ing At:lmWstration. 

• 	 Tht plall alld p/all amtndmtnl P'OelSS must bt strtamlintd 10 "movt HCFA 

mi.cromaNZgtmtlll 0/ St.lllt p'ogrlZmL 

• 	 avtrsighl 0/ slatt activilits by tht StCTtltuy mu.n. bt strtamlintd 10 .IIlSUrt IMI /tderal 

wmtntilm ocam onlY whtn a natt /ails 10 complY substantially wilh /tderal statutts 

0' irs OWI'I p/Jut. 

.• HCFA call only impost duaUowancu Uuzt IUt commtl'/.SUlalt with thtsizt 0/ tht 


violation. 


• 	This program should bt wrilttn uNto a lIew ritll 0/ tht Sodal Steurity, Act 

• 	 CllITtnt p,ovi4rr uz.r QNJ. donation mtrictioru in /tderal statutu would bt rtptaltd. 

• 	CllITtlll tJNJ ptNlil'lg Slate disputu with HHS over provi4rr lIZUS would bt discontinued. 

F~. Each IUJIt wlll Mve a· m4Dmum /ederal all()(ation Uuzl p,ovil!.u tht stale with Iht 

JinancWcapacily to cover Mtdka/4 OITolllu. The allocation iI avaUabll only if the statt puu 

up " matching pt"tntIJgt (methodology to bt dejin.td). Tht GlIoc~tio,. iI ~ sumO//OUT 
/a"on: blllt allocation. growth, spteia/ granu (sptei"/ grallU hatlt ItO itatt matching 

"quirtmtnt) II1tII an insuranct umbrtllll, ducribed III /0Iltwn: 

.. 
·4. 	 . ..; .'.'. .. 
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Base. I,. utmniniJlg bast ~ II IIDlt may choost Jrom the loUowing-199J 

crpcNlJ.turu, 1994 ~, Of 199$ ~ Some IUlIU may require sptcw 

provi.siI:Hv to U1I"I'Ia IOf GIIomtlliD ita Wir bMt )'tf11' ~ 

,Grt:rWth. 7'IU.I " II 10I"I7'U.l1II duu IICCOUJU$ IOf U'limInfll dlGIIgu ~ the IUllt" ClUtl0i/4 

. (both """.a1/ gt't'Iwth IINl ClUt :'Itiz) 1INl,GIl illJUn;",. laelar. TIlt ulilils 01 thit 

J0mudiJ IW to bt ult:rmbr.tt4. 7'IU.I lomu.dIl " calt:u.lDlfIl tach )'tIlT IOf 1M 10110wing 

yt4r bMfIl 0fI 1M bur tlVtliltlbi4 dInII.. 

Sptcitzl GrIlllU. Sptcw grDlll fuNJs will bt ItJI/lIU tlVtliltlbi4 IOf ctl"'lllin SlIlIU 10 COVtr 

iJJegDl DliI:Jv IINllar cet1IJiII SlIllU to MM 1nd.i41t Htalth StrVkt IINlrtlJJltd lacilws 

ill 1M prt1VisitHt 01 MDlIh CIW to NQ1ivt Amtriclll'Lf. Stalu wiIJlulvt 110 mtllching 

rtl[U.irurtt7Jl 10 gDin accus to tlwt ItderDl fuNb. 
'Tht lMUlJnCt UmbrtUa. 7'IU.I iMurllllCt wnbrtllll U de.rigrwl to IJUWt tIult SlalU 

will pt QCCUS to 4ddili.oN:J1 fiwJ.' (07 cma.in populJJtitJn.s if, btcaust of unllllrU:ipattd 

con.stqutllCU, 'ht growth laClor lails to Q"uraltly tSlimalt ,tht growlh in. tht 

populJJtitJfL Funds IJrt gu.tJTDIIltfll Oil Q ptr·btllqiciluybMU lor thOSt dtscribtd btlow 

who wert 1101 in.c/:J.d.ul ill the urimDtu, 01 tht bMt Il1!d tht growth. ThtSt funds IJrt 

IlII uuilltmtlll 10 SlIllU Il1!d 1101 subjtCl 10 IlI'UWIll approprilztitJ/IL 

'<?apr.ilqffolU arid 'BtriefjR. Accustow in.rurQ1lct umbrt11ais availablt to Covtr tht COSI 

01 CIW for both g&UUQJuttd Il1!d optitJMl,btntftu. Tht umbrtllJJ COVtTS Q./l. guarantttd 

populatitJn.s Il1!d tht optitJNlI portiOIl of two groups-pmon.s with disabi/irits and tht tl. 

d.trly. 

Au,S!· CD tbe llYUrancc Umbrella. Tht iMurallct wnbrtlla is availablt 10 a start only 

afttr tht lollowing condi:lion.s IW mtt 

I. 	 Statu must htlVt ustd up oth". availablt bMt' Il1!d growth funds that had 1101 

bttn ustd btcQUSt the utimatfll populJJtitJlI ill the growth and bast WM grtattr 

tIuIII tht acruaJ populJJtitJlI SI1'Ved. 

.z. 	 Appropriatt provision.s wUl bt ulabUshfll to t1ISIUt tIult SIIllU do 1101 Iulvt 

aecUl to 1M wnbrtllll fullds u:nJus thm " a umon.strabi4 IIted. 

,Matching 	Pl1'Ctllla~ W"uh 1M CCtptitJ1I of 1M Iptcw granu, stalu must shllTt ill 

1M COlt 01 1M program. A SlIllt" mtllching, contributio1lill 1M program wUl 1101 

cc'tfll 40 perctIIL 

Disproportionart Shan Hospual Program. Currtllldisproportiollalt :shan hospital 

sptntJirsg wUl be inclu.d.td ill 1M bM& DSH Jiuub must be sptlll Oil htalth CIJrt 107 

" .. , ., 

.'0 
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k1w WOIM ",op1& A lUlU wlIl nor ,,,,iv, growth Oft DSH.1f duls, JuNls coMiAt.t, 

""'" th.a1I 12 JH1"DIl of IDUll progrtun ~. 

PnwisUHI /. Tfif'f"iI,ori& n. Nt:JJiDruIl GtJvt.mDrJ· Allodalicm strongly encOIPDgU Cong'I'Ul to 

work with rII, GoVl!17Itm DI PutnD RicD, GIUUrI, tJiuJ othr tlrriloriU towllJ'ib lllloaJ.ting 

. cquitllblt fldeal flwJing ItII' their mt4i&al A."sirtlUS4:1 PT't# -­
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THE SECRETARY OF HEALTH AND HUMAN SERVICES 

WASHINGTON, D.C. 1'0'01 


FEB 	 I 5 1996 

MEMORANDUM FOR LAURA TYSON 

From: . The Secretary ~ 7"~ 
Subject: . Questions on NGA Medicaid plan • 

The President's stand on Medicaid throughout the budget debate has been very successful 
because it is grounded in sound principles that are reinforced by his weU-known personal 
commitment to health care coverage. He has received a great deal· ofcredit by insisting on a 
balanced. approach to Medicaid reform that: 

• 	 preserves the federal guarantee ofa Congressionally-defined benefit package for Medicaid . 
beneficiaries; 

• 	 .preserves Medicaid protection for currently eligibJe groups; 

• 	 maintains our shared financial partnership v.ith states as they provide health coverage to 
,.;needy ·individuals; 

• 	 provides unprecedented new fIeXJoiIity to states in how to operate their programs, pay 
providers ofcare, and operate managed care and other arrangements, 'With continuing 
programrnati~ and fiscal accountability, and federal savings that contribute to the balanced 
budget plan. . 

Last week, .the National Governors Association (NGA) approved the outlines ofa plan that they 
are now refining. The lead Democratic Governors in those negotiations worked long and hard to 
convince their Republican coUeagues to agree to a financing alternative to the block grant that 
allows th~ federal funding to appear to be more responsive to enrollment changes. As the 
President has indicated, those discussions and that movement on the financing structure have been 
helpful. 

QUESTIONS ABOUT THE. NGA MEDICAID PLAN 

However, as we continue to review the evolving NGA policy, it is clear that it does not meet the 
principJes that have served as the basis for the President's position. The attached documents 
review the key issues. Inbrief; the governors' plan repeals title XIX, the current Medicaid 
program, and replaces it v.ith a riew program that falls short ofthe President's principles. 

,,"' '.' 

..... 	-~---- ..-.- - . 
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EligibilitylBeDefitsIED(orc:emeDt 

While the NGA policy retains the States; entitlement to federalfi.uiding. it repeals the eXisting 
federal entitlement or guarantee ofCOngressionaIly.defined health benefits for Medicaid 
beneficiaries. It is important to note that when we use the phrase federal "guarantee" it has a . 
different meaning than when others use it. For us, it means an entitlement, with three key 
interrelated components - definitions ofeligible groups, benefits, and enforcement. The NqA 
plan provides for a"guarantee" ofcoverage that makes marginal improvements in the Republican 
block grant, but it is only a nominal guarantee. 

• 	 Eligibility. While the NGA plan includes a number ofmandatory groups, it repeals the 
current law phase-in ofMedicaid coverage for children ages 13·18 in families with income 
below the federal poverty level - repealing a coverage expansion signed into law in the 
last Administration. Further, the plan repeals the federal standard for defining disability, 
replacing it with state definitions - making uncertain coverage and benefits for 
populations such as those with HlV; and it is unclear about guaranteed coverage ofcash 
assistance popUlations and those.making the transition from welfare to work; . 

• 	 Benefits. While the NGA plan lists required benefits for the mandatory populations, it 
provides "complete" flexibility in defining the adequacy ofthose benefits (amount, 
'duration and scope). It is silent on whether benefits must be comparabJe among or within 
groups and areas ofthe state; makes an unspecified change in the currently required 
treatment component ofthe Early and Periodic Screening. Diagnosis, and Treatment 

..,(Ep.sDl}program;~ana 'sets'no'standardfotbenefits-for optibnal'benenCiary groups. 

• 	 Enforcement. The NGA plan repeals the federal right ofaction for individuals and limits 
claims that a state is violating federal law to resolution by state courts. Medicaid would be 
the sole federal statute conferring no possibility,offederal enforcement by its intended 
beneficiaries. 

Financing 

The NGA plan'S proposed financing may be responsive to enrollment changes- a change that 
Democratic governors have insisted on - but more details are needed. We need to continue to 
work 'With the Democratic governors to help them assure that the plan specifics reflect the need 
for a financing structure that truly adapts to ,enrOllment changes. 

Apart from gaining more details about the federal structure, the real financing problem is that the 
plan could substantially lessen state contn"butions to health coverage under Medicaid. 

• 	 The maximum state matching percentage drops from SO percent to 40 percent. In the 
context of a cappe~ program, this could increase the total Medicaid funding cuts 

2 



substantiaDy. Analyses ofa comparable provision in the Republican plan indicate that an 
S8S billion federal cut could yield additional state cuts ofover S200 billion under this 

. approach. Alternatively, in an open-ended·financing approach, this provision could 
substantially increase federal costs. as.states could capture more federal matching for the 
same amount ofstate funds.. 

• 	 Moreover, the "reaI"state share could change because ofanother provision in the NGA . 
approach. The plan at10ws states to use questionable provider donation and tax provisions .. 
'Without limits, like those. in the late 1980s and early 1990s that significantly drove up 
federal program .costs and reduced actual state spending - ultimately states could take all 
oftheir funds out ofthe program 'With these mechanisms. Bipartisan legislation in 1992 
closed these financial Joopholes. 

The federal costs and savings ofthe proposal are important in the context ofthe President', 
balanced budget plan, which includes SS9 bUllon in federal Medicaid savings. At lllis point. it is 
unclear whether the NGA plan will achieve federal savings of the type envisioned in the balanced 
budget plan. 

QualitylBenefieiary Finanei~1 Protections/AccountabUity 

By repealing title XIX, the NGA plan repeals beneficiary financial protections. and quality and 
fiscal standards that are essential components ofthe Medicaid program. For example: 

• 	 The NGA plan does not appear to include requirements for quality standards for managed 

.. ·'care-plans. 


• 	 The NGA plan retains the Republican Conference Agreement approach ofeliminating 

federal enfor·cement ofthe nursing home standards. . 


• 	 The NGA plan is silent on beneficiary .financial protections: these include spousal 
impoverishment protections as well as financial protections for the adult children ofaged 
nurs~g home residents. 

l\,"£XT STEPS 

The NGA took an important and logical step that reflects the legitimate interests ofthe governors. 
The D~mocratic governors did a good job in moving the Republican governors in the direction of 
a per enrollee financing structure. However, we should all reCognize the inherent constraints on 
any process driven solely by anyone interest, including the governors. The majority of the 
governors are Republicans who had already signed on to the block grant approach that the . 
President vetoed. In addition, it is difficult, ifnot impossible. for even our strongest Democratic 
.governors to sigue personally with fellow governors for federal standards in many areas that have 
been central to the President's position, despite the unprecedented flexibility that is already 

3 
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otTered in the President's plan. 

. Tbe President's approach should continue to serve as the basis fQr Democratic unity on Medicaid. 
As theNGA proceeds to flesh out its plan, we need to foster discussions among the Democratic 
governors and members ofCongress about how best. to adapt the President's proposal to meet 
our shared goals. . 

ATIACHMENTS 

• . ENTllLEMENT: ELIGIBn.ITYIBENEFITSIENFORCEMENT 
• FINANCING 
• ACCOUNTABn.lTY 

4 




ENTITLEMENT TO A MEANINGFUL BENEFIT PACKAGE 

Overview 

The most fundamental principle underlying the President's Medicaid reform plan is the concept 
that beneficiaries are entitled to a meaningful benefit package. So long as they meet the 

- eligibility requirements, certain categories ofindividuals have an absolute and enforceable 
guarantee of ,benefits-a guarantee upon which they can rely. There are three basic components 
to the Medicaid entitlement: • 

-Eligibility 

-Benefits 

-Enforcement 


EligjbiIity 

'TheNGA resolution provisions on eligibility inClude a number ofgroups as "guaranteed" 

eligibles, i.e., coverage is "guaranteed" for the following: 


• 	 Pregnant women, and children to 133% ofpoverty 
• 	 Children to age 6 up to 133% ofpoverty 
• 	 Children 6·12 to 100% ofpoverty 
• 	 The elderly who meet SSI income and resource standards 
• "'Persons With 'disabilities ;""disabilit)''''"defmed'by the state 
• ' 	 Medicare cost sharing for Qualified Medicare Beneficiaries (QMBs) 
• 	 Families who meet current AFDe income and resource standards; or states may run a 

single eligibility system for those who are eligible for ·'new welfare." 

Coverage is optional for the following groups: 

• 	 All other current law optional groups 
• 	 Other individuals or families as defmed by the state but below 275% ofpoverty 

However, the NGA resolution fails to address certain key populations. 

MediCaid would no longer be phased in for children 13 • 18 under ,1 00% ofpoverty as• 
would be the case under current law. This coverage was enacted ,with bipartisan support. 

States can apply more limited defmitions ofdisability than exist under federal law. This• 
provision could lead to severely restricted definitions of disability resulting in very 
limited coverage for a population whose service needs are among the most costly. For 
example, states could defme disability in ways that preclude individUals with certain 
diagnoses (IDY, or mental illness) from being able to receive needed services under ' 
Medicaid. This is particularly significant because the disabled are unable to work and 
therefore less likely to have other health insurance. 



. . 


• 	 It is important to note cunent welfare reform proposals include changes in key areas in 
the definition ofdisability to address substantive concerns raise4 by states and others. 

In the case ofdrug addicts and alcoholics, the proposal (accepted by the 
Admini~tion) would change program eligibility to exclude drug addiction and 
alcoholism as a qualifying disability for purposes ofSSI and Medicaid. 

In the case ofdisabled children, effective in 1998, the proposal would change the 
eligibility process by eliminating the Individual Functional Assessment (IFA) 
process and eliminating maladaptive behavior from inclusion in the Social 
Security Act. 

• 	 Welfare related coverage is very unclear, and the NGA resolution provides insufficient 
information about the links between n,ew welfare definitions and Medicaid coverage. ' 

Benefits 

The NGA resolution includes the following list ofbenefits that are "guaranteed" but only'for 
"guarantee~" coverage groups. 

-Inpatient and outpatient hospital 

-Physician 

. -prenatal care 


. --nursing facility 

-home health 

-family planning and ~upp1ies 


--laboratory and x-ray 

--pediatric and family nurse practitioner 

--nurse midwife . 

-EPSDT, with limitations on reqUirements for treatment 


The resolution stipulates that all other services would be optional, and there would be a 
broadened long term care benefit 

Even given the apparent progress, made in defming a mandatorY J:>enefit package, there are still 
serious concerns with the provisions of the NGA resolution. ' 

• 	 A responsible health care program must provide benefits that are adequate to achieve 
their purpose~ :Under the NGA resolution,. states would be given complete flexibility to 
define the amount, duration and scope of the benefits to be provided. These provisions 
taken as a whole raise serious concemsabout whether the Secretary would have any 
ability, in the case ofover-restrictive state plans, to disapprove a benefit package that 
would be effectively meaningless. . 

.," . , ,,' . 



• 	 Because the NGA resolution is silent about requirements for comparable services for all 
eligible groups, or provision ofservices on a statewide basis, there is concem that states ' 
might structUre benefit packages that are more limited for more costly populations, (e.g., 
the disabled), or might provide less comprehensive services in certain parts ofthe state. 
There are serious questions about the equity that might result under the NGA approach. 

• 	 The NGA would limit the treatment optioDunder EPSDT in a manner that is still unclear. 

• 	 The Administration has indicated a willingness to discuss additional flexibility-oft'ermg 
optional benefits to optional beneficiaries in the context of the President's plan. 

Enforcement 

The third essential component ofthe entitlement is enforcement The NGA resolution contains 
provisions requiring states to provide a guaranteed state right ofaction, but eli.mmates any 
federal right ofaction for individuals and providers. The only access to federal court would be 
the opportunity to petition the U.S. Supreme Court for review from a decision of state's highest 
court. The NGA provisiqns pose a Dumber ofserious questions and concerns. 

• 	 Implicit in the concept ofdefined populations and defuied 'benefits is the back-up of a 
meaningful enforcement mechanism. A federal cause ofaction for beneficiaries assures 
that those seeking' a remedy for the deprivation ofmedical care receive the same due 
process rights everywhere in the United States. , 

• 	 Under the NGA proposal, Medicaid would be the single federal statute'conferring no 
possibility of federal enforcement by its intended beneficiaries; seeking enforcement of 
title XIX would be the one cause of action arising under federal law that would be barred 
from the federal courts. Such an unprecedented step would be seen by important 
constituencies as a signal ofsecond-class status and would set off massive reaction from, 
beneficiary groups and their allies. Advocates for the poor would be restricted to the 
remedies and procedures available under state law, which are often stricter than those 
under federal law. 

• 	 The largest number ofsuits against states have been filed by providers over payment , 
rates. Under the administration's plan, the Boren Amendment would be repealed, thereby 
eliminating these causes ofaction by providers. Going furtber,the Administration has 
indicated a willingness to specify that there would be no right ofaction by providers over 
payment rates under statutory provisions other than the Boren Amendment. Thus, under 
the Administration's plan, state concerns about limiting their exposure to suit in federal 
court would be largely resolved. Given the broader federal policy and the reality that· 
beneficiary suitS have not been a problem, further changes to individual right ofaction 

, 	 . J 

would appear to be unnecessary.. .' 	 ' , 

3 ' 
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to • Those aspects of the Medicaid program that are common to all states should be subject to 
• consistent interpretation and administration. Efficiency and predictability are best served 

. by using the federal court system, when the same question arises across multiple 
jurisdictions. Moreover, when Medicaid·based claims interact, as they often do, With 
other areas offederal law (Medicare, Social Security), the federal courts are more 
experienced in analyzing these statutory reJationsbips and are better able to understand 
and decide cases with potentially broad ramifications. 

• There is·no indication that federal judges-the vast majority ofwhom were appointed by 
Republican presidents-ignore or take lightly the legitimate concerns of state 
administrators. . 
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FINANCING• 

The National Governors' Association resolution would replace the current financing system with 
a combination of a fixed federal payment, and a payment adjustment for unexpected excess 
enrollment. The minimum federal contribution to the financing ofMedicaid would increase from 
50 percent to 60 percent, and states' use ofprovider tax and donation schemes (which are 
cWTently prohibited) would be permitted. . 

From the beginning ofthe CWTent Medicaid debate, the President has maintained that Medicaid 
must be a financed through a federal-state partnership that ensures a reasonable and appropriate 
amount of funding to provide meaningful benefits to eligibles while also protecting states from 
increases in enrollment. Although growth in federal expenditures for Medicaid can be slowed, 
any adjustments must be based on who a state covers, not an arbitrary ceiling (Block Grant) that 
does not provide states with enough federal funds to provide coverage and benefits in times of 
economic downturn or increased enrollment. 

• 	 Although the NGA resolution reflects progress toward a financing structure based on 
enrollment, there are still some questions that must be addressed. Many of these 
questions will not be answered until there is sufficient specificity to enable some 
assessment ofthe budget implications of the NGA resolution. We should continue to 
work with Democratic governors to maintain their progress on this issue. 

• 	 Raising the minimum federal match rate from 50 percent to 60 percent will allow states to 
reduce their spending by over 5200 billion over the next seven years, and will raise the 
"average·federal"Share -oftota1-program'costs"from~57'percent 'to"63 percent. 

• 	 Also, permitting the use ofprovider tax and donation schemes will allow states to reduce 
the amount of "real" state dollars which they contribute to the program. ,During the late 
1980s and early 1990s, many States took advantage of these schemes, costing the federal 
government billions ofdollars and helping drive growth rates up to well over 20 percent. 
.The Inspector General continues to express concerns about such fmancing schemes. 

s 

I 
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. ACCOUNTABll.,ITY . 

The President's plan proposes unprecedented new fleXibility for the states in bow to operate their 
programs, pay providers, and use managed care and other delivery arrangements. At the same 
time, it retains core standards related to quality and beneficiary financial protections. 

The NGA resolution would repeal title XIX and create a new title for the Medicaid program. 
. This bas the de facto effect ofcompromising seriously the existing framework for accountability 

that provides governance for the Medicaid program today. The NGA resolution is silent in many 
areas that affect Medicaid reform. And in areas where the resolution is specific, some long­
standing protections would be reduced or eliminated. 

• 	 The NGA resolution eliminates the federal role in monitoring nursing home quality 

assurance--yet without federal monitoring and enforcement of state and facility 

compliance, the uniform qualitY standards established by OBRA 87 are meaningless. 


• 	 Nearly a third ofall Medicaid beneficiaries are currently enrolled in some form of 
managed care. The NGA resolution makes no mention ofquality assurance requirements 
or monitoring responsibilities for Medicaid managed care.. 

• 	 The NGA resolution does not address beneficiary and family financi~ protections such as 
spousal impoverishment and family responsibility that have been central to the Medicaid 

..'prqgram forsears. These,,Protections are maintainedin.theJ~resident~,s:plan. -..The.NGA 
resolution also does not address the imposition ofcopayments and other cost sharing for 
Medicaid beneficiaries. 

• 	 There are ways, similar to the approach taken in the President's plan, to provide states 

with considerably expanded flexibility in management and operation oftheir Medicaid 

programs, without reducing the framework of responsible accountability to 

meaninglessness. There must be at least a modicum ofreporting requirements and 

monitoring in a program that spends over $100 billion federal dollars. The NGA 

resolution expands federal funding and reduces ongoing congressional and executive 

management of the program. 
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COMPARISON OF MEDICAID PLANS 

New title ofSocial Security Act 

Coverage "gu:'rantefll" for: 

-Pregnant women. and children 
under 6 under 133% ofpovcrty 
-Children 6-12 under 100% of 
poverty 
-People with disabilities (as 
defined by the state) who meet 
SSI standards 
-Elderly who meet SSI income 
and reSource standards, 

All other eligibility groups 
would be optional. Slates may 
cover individuals up to 275% of 
poverty 

J 

Block gi'ant and insurance 
umbrella for unexpected excess 
enrollment 

New title ofSocial Security Act 

Coverage is "g,uarantttd" for: 

- Pregnant women, and children 
'under 133% of poverty 

, -Children 6·12 under 100% 
of poverty , 

• Persons with disabilities (as 

defined by the state) 


- Medicare cost sharing for 

Qualified Medicare 

Beneficiaries (QMBs) 


• Elderly who meet SSI income 
and resource standards 

• Families who meet cumnt 
AFOC income and resource 
standards. or eligibles for "new 
welfare", 

Coverage is optional for: all 
other optional groups as defined 
by the current law, and other 
individuals or families as 
defined by the state but below 
27S% ofpoverty, 

Retain, title XIX Retain title XIX 

Maintains all current law mandatory 
and optional groups,including: 

• Pregnant women and children 
age I~under 133%ofpoverty 

- Children age 6 through 12 under 
100 % ofpoverty 

- Children age 12·llI under 100% 
of poverty to be phased In so that 
by year 2002, all children up to age 
III will be covered 

• AFDC cash recipients. 
- SSI Aged, Blind, and Disabled 
-QMBs 

-All current law optional groups. 
including the Medically Needy 

Also adds a new eligibility option 
for individuals below 1SOO.4 of 
poverty, subject to a budget neutrality 
requirement 

Maintains all curnmt law mandatory 
llllid optional grouPs, hicluding: 

- Pregnant women and children 
age 1-6 under 133% ofpoverty 

• Children age' 6 through 12 . 
under 100 % of pOverty 

• Children age 12·llI under 100% 
ofpoverty to be phased in so 
that by year 2002, all children 
up to age III will be covered 

• AFDC cash recipients. 
• SSI Aged, Blind. and Disabled 
-QMBs 

• All current law optional groups, 
Including the Medically Needy 

Also adds a new eligibility option 
for Individuals below ISOO.4 of 
poverty, subject to a budget 
neutrality requirement ' 
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"Guaranteed" for low income 
families: Inpatient/outpatient 
hospital, physicians' surgical 
and medical services, 
Diagnostic tests, Childhood 
immunizations, and pre­
pregnancy planning services 
and supplies. 

Long term care services for the 
elderly and disabled 

States are not required to 
provide any other services. 

Eliminates requirements 

No specific requlremeilt /01' 
early, periodic, s~nlng , 
diagnosis and treatment 
services (EPDS'l) for chlldIYn 
under age 11. 

Eliminates requirements 

"Complete" State flexibility 

UnClear: "redefines" treatment 
- no specifics how /I will be 
redefined. 

NOpni'llislon 

No provision 

Unclear· proposal" hroadens" 
long-term "options." No 
specifics how options are 
hroadened. 

"Guaranteed" coverage for 
mandatory populations: 
inpatient/outpatient, laboratory 
and x-ray services, nurse 
practitioners' services, nursing 
racility and home health 
services, EPSDT· , family 
planning services and supplies, 
physicians' services, nurse­
midwife services • 

•See EPSDT below under 
"Like MediGrant II" 

All currently Optional services 
,trould remain Optional 

ivo provision 

Unclear - proposal 
"brood ens " long-term 
i.options . .. No specifics 

options are broadened 

Retains current law requiring States 
to cover: inpatient and outpatient 
hospital, RHC &: FQHC services, 
laboratory and x-ray services, nurse 
practitioners' services, nursing 
facility and home health services, 
EPSDT. family planning services and 
supplies, physicians' services, nurse­
midwife services. 

States may also cover optional 
services (drugs, physical ther8py, 
dental services, etc.) 

Retains current state flexibility within 
comparability and statewideness 
requirements 

RetainS current law for treatment' 
mandating coverage ofservices to 
treat or ameliorate a defea, physical 
and mental Illness, or condition 
identified bya health screen.' 

Retains current law requirement that 
services be comparable lind available 
statewide 

Maintained 

Retains current law requiring States 
to cover: inpatient hospital, 
outpatient hospital, RHC &: FQHC 
services, laboratory and x-ray, 
services, nurse practitioners' services, 
nursing facility and home health 
services, EPSDT, family planning 
services and supplies, physicians' 
services, nmse-mldwlfe services. 

States may also cover optional 
services (drugs, physical therapy. 
dental services. etc.) 

Retains current state flexibility 
within comparability and 
statewidencss requirements 

Changes treatment: The Secretary, 
after consultation with States and 
provider organizations, would define 
treatment under EPSDT. 

Retains CU1'I'ent law requimnent that 
services be comparable and available 
statewide 

Maintained 

Malee! home and commtmlty-based I Current law 
services lin optional service - States 
no longer need waivers to cover these 
services. 
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Silent on stote COIII1 right of 

action 


Individuals can bring issues 
and/or complaints to the 
attention of the Secretary 

Secretary's 8ction re individual 
complaints is limited to 
investigation and subsequent 
notification to the Congress 

, and/or chief executive ofthe 

AlloWs states to require adult 
children ofnursing home 
residents with incomes above 
the state median income to 
contribute to their parents' 
nursing home care. 

States must provide state court 
right ofaction 

Must use state administrative 
mechanisms before going to 
state court 

Can petition US Supreme Court 
for review after all slJlte court 
action completed 

SeCretary can bring suit In 
federal court on behalfof 
individuals or classes. 

No provisionNo provision 

Maintains current law,lndlviduai right 
ofaction for individuals to bring suit 
in federal court. 

Retains current law prohibiting states 
from presuming that relatives other 
than spouses will provide financial 
support. 

Maintains current law Individual 
right ofaction for individuals to 
bring suit In federal court. 

Retains current law prohibiting slJltes 
from presuming that relatives other 
than spouses will provide financial 
support. 

No provision No provision Retains current lawRetains current law Retains current law 

States have broad nexibility to 
develop cost sharing schedules 
that differentiate between 
income groups, types of 

• ,,1 services. Greater restrictions on 
cost sharing for children and 
pregnant women. 

No prov&/OfINo provision Maintains current limitations that 
copayments be nominal and only for' 
some individualslbenefits. New 
authOrity to impose similar nominal 
copayments on HMO enrollees. 

Allows Stales to Impose copayments 
scaled to income and family size for 
lndividualslbenerdS currently subject 
to copayments . 
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;':I'I'Wo.t'ii':'I:::m::1 Fixed federal payments set by 
fonnula: Federal spending will 

z·:··t:·S···'·"·:·'·:··:t,··z':"::r::'::1 be S839 billion between 1996­
!;'tI..·~II!Jq·:.·:·,,· 2002 (savings 0($8S billion). 

State matching rates are 
signifiC8l1tly lowered. 

Estimated state spending over 
seven year.;: 1493 billion 
(savings of$20S billion). 

Provider taxes and donations 
restrictions are repealed, 
allowing states to "borrow" 
money &om providers to 
replace state tax dollar.;, 

1996 allotments are set in 
legislation. Subsequent year.;' 
allotments are based on the 
product orthe number of poor 
people and the state-adjusted 
spending per person, subject to 
maximum or minimum growth 
rates. Actual enrollment is not 
included in the fannula. 

': ' ", " 


. , ~", 


~'. 

Partially fixed: For base 
spending, Federal payments are 
set by a fannula. A state gets 
this amount even if it reduces 
benefits or enrollment Federal 
spending and savings are not 
known. 

State matching rates are 
signifiC8l1Uy lowered. 

Slate spending and savings are 
not known. 

Provider taxes and donations 
restrictions are repealed, 
allowing states to "borrow" 
money &om providers to 
replace state tax dollar.;. 

Base funding is set by . 
multiplying the base year - the 
states' choice of 1993, 1994, or 
1995 spending";' by an 
innation factor and estimated 
enrollment growth. OSH 
spending is included in the base, 
but is not grown ifOSH is 
greater than 12o/o,oftotal 
spending. 

Partially responsive: An 
"Insurance Umbrella" allows 
for higher Federal payments 
when enrollment for 
mandatory and some optional 
groups is unexpectedly high. 
Federal spending and savings 
are not known. 

The "Insurance Umbrella" 
allows states to get Federally­
matched capitation payments 
for mandatory and some 
optional beneficiaries who are 
above the estimated . 
enrollment for the year. 

Responsive: Federal benefit 
spending limits are based on 
enrollment growth. The limits 
increase and decrease with changes In 
enroJlment growth. OSH payments 
are fixed. Estimated Federal 
spending 0($86S billion between 
.1996-2002 (savings orSS9 billion). 

Current matching rates are 
maintained. . 

Estimated state spending over seven 
year.;: S6S3 billion (savings orS4S 
billion). 

Current restrlc:tJons on the use or 
provider taxes and donations are 
retained, 

Federal benefit spending limits are 
calculated by multiplying the states' 

. enrollment by a spending limit per 
beneficiary (product ofthe average 
I99S spending by beneficiary group 
and nominal GDP growth per person 
(5-year average) plus an adjustment 
factor). The group-specific limits are 
summed so that each state has one, 
enrollment-based limit that is 
matchable by the Federal 
government The OSH limits, which 
are gradually phased in, are based on 
states' share ofthe number or low­
income patient days. 

Responsive: Federal benefit 
spending limits are based on . 
enrollment growth. The limits 
Increase and decrease with changes 
In enrollment growth. DSH 
payments are fixed. Estimated 
Federal spending or$839 billion 
between 1996-2002 (savings 0($85 
billion). 

Current matching rates are 
maintained. 

Estimated state spending over seven 
years: $633 billion (savings or$6S 
billion). 

Current restrictions on the use or 
provider taxes and donations are 
retained. 

Federal benefit spending limits are 
calculated by multiplying the states' 
enrollment by a spending limit per 
beneficiary. The spending limit per 
beneficiary is the product ofa rolling 
average spending by beneficiary 

. group and CPI (3~year average) plus 
adjustment ractors. The group­
specific limits are summed so that 
each state has one, enrollment-based 
limit that is matchable by the Federal 
government The OSH limits, which 
are gradually phased in, are based on 
states' share ofthe number oflow­
Incoine patient days. 
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Repeals all provider payment Repeals all provider payment Repeals Boren Amendment Repeals Federal payment rules for 
rules - hospitals. nursing rules. hospitals. nursing facilities. FQHCs 
homes. hospice, FQHClRHC 
and home and community-based 
services. 

and RHCs (except for Indian 
FQHCslRHCs) and home and 
community-based services. 

Repeals requirement that rates 
be sufficient to guarantee access 
to services. 

Unclear. May repeal 
requirement that ratelJ be 
lJufficient to guarantee access to 
IJI!rvlcelJ. 

Retains current requirement that rates 
be sufficient to guarantee access to 
services. 

Retains current requirement that rates 
be sufficient to guarantee access to 
services. 

Repeals payment rules for 
obstetrical and pediatric care 

Repeals payment rules for 
, obstetrical and pediatric care 

Repeals payment rules for obstetrical 
and pediatric care 

No change to payment rules for 
obstetrical and pediatric care 

Repeals physiCian qualification 
requirements. 

Repeals physician qualification 
requirements. 

Repeals physician 
• qualification requirements. 

Repeals physician qualification 
requirements. 

Retains physician qualification 
requirements. 

States' ability to mandate 
managed care enrollment would 
be unrestricted. 

States may implement managed 
care without a waiver 

states may implement 
managed care without II waiver 

States could mandate enrollment In 
managed care, except 

States could mandate enrollment In 
managed care. except 

Beneficiaries would have no 
guarantee ofchoice ofplan or 
provider. 

Unclt!tJf'. BenejiclarielJ may 
have no guarantee ofchaice of 
plan or provttkr. 

Unclear. Benejic/arle1J may be 
guaranteed a choice ofplan or 
provider. 

• Beneficiaries must have II choice 
of plan or delivery system; 

• States may not require enrollment 
. for Medicare cost-sharing; 

States may not restrict choice of 
provider for family planning services. 

..Beneficiaries must have II 
choi()C ofplan or provider; 

-States may not require special 
needs Individuals to enroll In 
managed care plans. 

Payments to managed care plans 
must be based on actuarial 
methods 

Nopmvislon No provilJlon Retains current law ­ payments to 
managed care plans must be 
actuarially sound. 

Applies the current "reasonable and 
adequate" payment standard to 
managed care systems. 

Repeals all statutory contrac::ting. Unclear. May repeal all 
rules. contracting rulelJ. 

Health plans mUst meet INo provllJlon 
commercial solvency standards. 

Unclear. May retain lJomt! 
current contracting rulelJ. 

No provision 

Repeals problematic contracting 
rules: 1Sf2S rule; HHS approval of 
HMO contracts; payment rules for 
managed ~ntracting FQHCs.IProvides new authority for solvency 
standards. 

Repeals current contrac::ting rules. 

I Establishes new solvency standards. 
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"Relains" current rules, but 
actually eliminates significant 
quality standards and 
protections for nursing borne 
residents. 

Significantly diminishes Federal 
authority to enforce quality 
standards. . 

Federal administrative oversight 
!:f!l@j:lr~l~!:!:tt!!] curtailed. Financial penalties 

would be proportional and 
permitted only for "substantial" 
violations. 

Unclear. May elimlntlle .rome 
C'II1Tent .rtandaTds, like 
MediGrant II. 

States may decide how nursing
horrie standards will be enforced 

Disallowances must be 
proportional to violation. 
Federal oversight limited and 
intervention permitted only 
when State "rails substantially" 

with I&wor 

Requires States to develop quality 
improvement programs, which must 
include access standards and 
monitoring activities. Eslllblishes 
new reporting and fraud prevention 
requirements for health plans. 

Retains current nursing home 
standards and enforcement 

Repeals and reVises variowJ 
administnltiveand systern9 
requirement5. 

Establishes new quality requirements 
for managed care systems, including 
statutory guarantees ofaccessibility 
and timeliness ofservices, 
information-sflaring requirements, 
prior authorization and grievance 
procedures, and encounter data. 

Retains current nursing home 
standards and enforcement 

No change to current administrative 
requirements. 
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THE PRESIDENT'S MEDICAID REFORM PROPOSAL 
t', 

/ 

1. 	 Overview 

'2. 	 Financing 

! 

o 	 Responsive and Responsible Federal Financing 

o 	 Per Capita Cap: What Is It 

o 	 Per Capita Cap:· How Does It Work and Ad~pt to Enrollment Changes 

o 	 Per Capita Cap: Adapting to State Spending 
, I 

o 	 Disproportionate Share Hospital (DSH) Changes and Pool Payments 

" 

3. 	 Flexibility 


. 0 Provider Payment Flexibility 


o . 	 Managed Care Flexibility 

o 	 Eligibility and Benefits Flexibility 

o 	 Administrative Flexibility 



1.0YERVIEW 


The President's Medicaid proposal achieves significant refonn and offers: 

• 	 Responsive and responsible Federal funding: 

o 	 Federal funding is not fixed but responds to unexpeCted costs due to recessions or iricreases in the numbef ofaged or 
disabled beneficiaries. 

o 	 Federal reductions are responsible, providing states with sufficient funds to maintain coverage for the millions of . 
Americans who rely on Medicaid. 

• 	 State flexibility: The top concerns of the Governors have been addressed, including: 

o 	 Repeal of the Boren Amendment regulating proviaer payments; 

o 	 End to the burdensome waiver process for managed care and home and community-based waivers; 

o . Eligibility simplification and expansions without waivers; and 

o 	 Elimination ofmany unnecessary and duplicative ~dministrativerequirements. 

. .~, 
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2. FIN,ANcING 

The President has proposed to refonn Medicaid financing through 8 Per Capita Cap and Disproportionate Share Hospital (DSH) 
payment changes. 

• 	 Responsiveness: A per capita cap maintains the responsiveness ofFederal funding to states' unexpected costs. 

o 	 Under the President's proposal, the Federal govermhent shares in the unexpected costs due to recessions or increases in 
the number. ofaged or disabled beneficiaries. . \ 

• 	 Responsible: The per capita cap and Disproportionate Share Hospital payment reductions achieve respOnsible levels ofFederal 
savings. 

o 	 The President's proposal provides states with sufficient Federal funds to maintain coverage for the millions of 
Americans who rely· on Medicaid. 

The following section reviews: 

o 	 Responsive and Responsible Federal Financing-

o 	 Per Capita ~ap: What Is It 
, 

o 	 Per Capita Cap: How Does It Work and Adapt to Enrollment Changes 
",'-'" 

,~ , 
" .:.~< 

o 	 Per Capita Cap: Adapting to State· Spending 
'1,', 

o 	 Disproportionate Share Hospital (DSH) Changes arid Pool Payments 
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Responsive and Respo.,sible Federal Financing 


The President's proposal maintains the Federal commitment to share in states' Medicaid costs: 

• 	 Protection from recessiOn. During a period ofeconomic retession, enrollment will increase, causing state costs to rise. The 
Center on Budget and Policy Priorities estimates that MediCaid costs could increase by at leaSt $26 billion over seven years if 
there is a recession similar to the one experienced in the eariy 1980s. Under a per capita .cap, the Federal government shares in 
these unexpected costs. 

• 	 Protection from changes in Medicaid caseload. States maY,flnd themselves with greater proportions ofcostly persons such as 
seniors or people with disabilities. The per capita cap adapts to shifts in the types ofbeneficiaries covered by a state, 
increasing Federal payments to states if their patient populdtion becomes sicker.' . 

The President's propOsal also takes a responsible and not a radical &nount ofsavings from the MedIcaid program. 
. 

• 	 President's plan saveS the Federal government $59 billion Oyer seven years. 

• . Republicans' plan saves the Federal government $85 billioii over seven years. 

o 	 This is $26 billion - or 44 percent -- higher than the savings proposed by the President 

o 	 Under the Republican plan, spending growth per beneficiary would be significantly below private spending growth per 
person (7 percent). 

; ~ 

o 	 By 2002, Federal'funding to states will be inadequate and states will be forced to reduce payments, benefits and deny 
coverage for millions of Americans. . 

"'.~:,;; .' ; 

" 
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Per Capita Cap: What Is It 


• A "per capita cap" is a policy that limits Federal Medicaid spending.growth per beneficiary. Under this policy, Federal 
payments automatically adjust to a state's enrollment: if a state has an unexpected increase in enrollment, the Federal 
government will share in these increased costs. In other wordS, Federal money will flow with the number ofneedy persons a 
state serves. 

There are three componerits to the per capita limit on Federal funding: 

o Base s'pending: Each state's 1995 spending per benefl.ciary is calculated, excluding spending items such as payments 
for Medicare premiums and cost-sharing and Dispropbrtionate Share Hospital payrilen~. The spending per beneficiary 
is separated for the four major groups of Medicaid beneficiaries: seniors, people with disabilities, adults and children. 

i , . 

o . Index: Fu~ year spending limits will be calculated by growing the average 1995 spending per beneficiary by a pre­
set "inde~". The index updates the 1995' spending in proportion to the growth in the gross domestic produ~t per person. 

o Actual enrollment: This indexed spending per beneficiary is then mUltiplied by the number of beneficiaries in each 
category in a given year. The category-specific limitS are then added together to yields the maximum spending that the 
Federal government will match. 

Each state will have a sit~gle total limit, so it can use savings from one group to support expenditures for other groups or to 
expand benefits or coverage. . 
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Per Capita Cap: How Does It Wor~ and Adapt to Enrollment Changes 

• To give an example of how the fonnula works, take a hypothetical state: 

1995 Spending per 
Beneficiary 

2000 Limit per 
Beneficiary • . 

Enrollment in 2000 Total Limit 
(Millions) 

Federal Limit 
(Millions)·· 

Elderly $9,000 $11,487 
. f. 

1,000 $11.5 

Disabled $8,000 $10,210 
" 

2,000 $20.4 

Adults $2,000 $2,553 , 3,000 $7.7 

Children $1,000 $1,276 ;; , 
6,000 $7.7 

Total 
" 

$47.2 523.6 
• Index is 5% per year, or 28% growth between 1995 and 2000;

•• Assumes that the Federal medical assistance nite is 50%. 


. • 	 In the year 2000, the maximum Federal matching paymentS for this state would be $23.6 million. 

The cap adapts automatically to state enrollment changes 

• 	 'Ifenrollment in these categories increases above the levels hoted above, the total and Federal limit would increase 

automatically - because the limit is calculated on a per perSon baSis. 


.' If enrollment shifts to more expensive populations or enroihnent grows faster than expected, then the total limit would increase 
automatically. ' 

o 	 For example, ifthere are 500 more seniors than not&t above, then.the total limit would increase by $5.7 million'(500 
,seniors times $11 ,487 limit per senior), and the Federal limit would increase by around $2.85 million. 
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Per Capita Cap: Adapting to State Spending 


. 1 	 _ . 

• 	 If the state keeps spending per beneficiary below the limit for one or more categories ofbeneficiary, it has a number ofoptions. 
For example, assume that the state kept spending for the elUerly to $10,376 per elderly beneficiary ($1,000 below the limit per 
beneficiary). That would free up $1 million within the statb's aggregate limit ($1,000 per enrollee times 1,000 seniors). The 
state could: 

o 	 Spend above its per beneficiary limit for another grbup. For example, the state could spend $150 more per child .... a 
total of$I,426 per child - for a total cost of$0.9 million ($150 per child times 6,000 children) and still remain within 
its aggregate limit. 

o 	 Use the funds to expand eligibility to new groups Whose income IS within the 150 percent ofpoverty level (see 
Eligibility Flexibility). 

o 	 Save the state share of the funds. 

~ '~.~ 
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Disproportionate Share Hospital (DSH) Changes and Pool Payments 


Disproportionate Share Hospital Payments Changes: 

. 	 . 
• 	 Disproportionate Share Hospital (DSH) payments would be reduced and retargeted. 

o 	 Financing: The current (1995) Federal payments to'states would begraduaUy phased ou~ and a new DSH payment 
method would be phased in. Funding from a fixed Federal pool would be allotted to states on the basis of their share of 
low-income days for eligible hospitals. . 

o 	 Program Design: States would use the funds for hospitals that serve a high number ofuninsured and Medicaid patients, 
and would have the flexibility to cover additional hospitals that they deem needy. 

Pool Payments: 

• 	 Special transition pools would would be created to ease the transition to the reformed Medicaid program; 

o 	 Undocumented Persons Pool: A special pool to h~lp the 15 states with the largest numbers ofUndocumented persons 
would be created. This 100 percent Federal pOOl w~uld be in effect from 1997 to 2001, and would be allocated to states 
in proportion to their share ofthe nation's undocu.rh~nted persons. It would be used by states for emergency care for 
these persons. 

o 	 Federally Qualified Health Centers and Rural Health Clinics Pool: As part ofthe proposed changes to promote 
state flexibility, the mandate for states to pay Federally Qualified Health Centers (FQHCs) and Rural Health Clinics 
(RHCs) on a cost basis would be repealed. To ease the change in funding for these facilities, a program would be 
created with $500 million in Federal funds in each year beginning in 1997. 

o 	 Transition Pools: Additional federal funds would ~ allocated through special pools designed to ease the transition to 
the new program and allow states to plan now for program changes. 
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3. FL~XIBILITY' 

The President's Medicaid proposal significantly increases states,'nexibility to design and managed their own Medicaid programs. , . . . ... . 

• The President's plan addresses the top concerns of the Governors: 

o Repeal of the Boren ,Amendment regulating provider payments; i 
! 
t 

o '. End to the burdens~me waiver process for manage<t care and home- and community-based waiv~; 

o Eligibility simplification and expansions without Waivers; and ,t 

o ' Elimination of many unneCessary and duplicative d.dministrative requirements . 

.The foliowing section describes new state flexibility in the foUdwing areas: 

o Provider Payment Fle~ibility 

o ' 'Managed Care Flexibility, 

o Eligibility and Ben~fits Flexibility 
" 

o " Administrative Flexibility 
.......... 
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Provider Payp.ent Flexibility .. 


The President's plan gives states greater flexibility insetting provider payment rates: 

• 	 Boren Amendment is Repealed: (NGA Recommendatioh) The proposal repeals the Boren Amendment, allowing states 
greater discretion in establishing their provider payment nites ..Under the Boren Amendment, states were required states to pay 
hospitals and nursing homes "adequate" and "reasonable" rates. Because of its ambiguity, this requirement led to many costly 
lawsuits for states.· 

• 	 Cost-Based Reimbunement for Clinics is Repealed: (N,GA Recommendation) States will no longer be required to pay 
Federally Qualified Health Centers (FQHCs) and Rural.Health Clinics (RHCs) that are not Indian Health Service facilitieS oil 
a cost basis beginning in FY 1999. 

. i " . ,. 

• Burdensome Standards for Obstetrician and Pediatrician Payments are Eliminated: '(NGA Recommendation) States 
currently must file extensive documentation relating to their payments for the~e providers. Under the proposal, states could set 
their own payment standards for obstetricianS and pediatricians and would be freed from the paperWork burden that can range 
from 30 pages to 300 pages. 

• Requirement to Pay for Private Insurance When Cost Effective is Repealed: (NGA Recomrriendation) Under cui:rent . 
law, states are required to enroll individuals in private insrlrtUlce in certain situations~ when private insurance is more cost 
effective. States will have the option to continue purchasing group insurance and negotiate their own rates. 

:>. 
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Managed C~re Flexibility 


Under the President's proposal, states will have new flexibility to implement and operate Medicaid managed care programs. 

• 	 Elimination of Need for a Waiver: (NGA Recommendatibn) States will be able to implement managed care programs 
without the need for Federal waivers, so long as beneficiari~s have a choice ofplans, except in rural areas. States will be 
permitted to enroll Medicaid beneficiaries into their health plans for up to six months and to guarantee Medicaid eligibility 
during this enrollment period. ' 

• 	 , Outdated Quality Standards are Repealed: (NGA Recorbmendation) The 75/25 enrollment composition rule will be 
eliminated. 

" Quality ofcare will be assured through state-designed qualily improvement programs - which follow Federal guidelines -- that 
ensure that managed care providers maintain reasonable access to quality health care. 

• 	 Fede~1 Contract Review is Eliminated: The Federal gov~rnrnent will no longer review states' contracts with managed care 
plans that exceed $100,000., ' 

• 	 HMO Copayments are Allowed: (NGA Recommendatiorl) States will be able to require HMO enrollees to make nominal 
copayments, consistent with their ability to require copayments in fee-for-service settings. 
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Eligibility and Benefits Flexibility 


The President's proposal maintains the Federal entitlement and keeps Medicaid basic benefits intact. It builds upon this base to offer 
states options for simplifying and expanding eligibility and designing community-based long-tenn care programs. 

• 	 Eligibility Expansions are Allowed Without Waivers: If states are able to manage costs below their per capita limits, they 
may add any new eligibility group at their discretion. This means that if states want to expand coverage, they may do so 
without a waiver and to any group of low-income people. :The only limits on this flexibility are that the new beneficiaries' 
income is less than 150 percent of the poverty level, and tl1eexpansion does not result in spending above the per capita limit. 

o 	 In the example ofthe how a per capita cap would ~ork, the state could, under one scenario, spend $1,000 less than its 
limit per senior ($10,476). With 1,000 senior enrotlees, that would free up $1 million within the state's aggregate limit 
($1,000 per enrollee times 1,000 senior enrollees). 

o 	 With this $1 million, the state could choose to add 500 individuals with spending of$2,000 per person and still be 
within their limit. 

• 	 Eligibility Expansions can be Scaled Back: (NGA Recbmmendation) Under current law, a state that chooses to cover 
pregnant women and children above the mandatory levels Cannot reverse that decision. This mandate is repealed, so states can 
return to the minimum level. 

• 	 Home and Community-Based Care Programs are Alloived Without Waivers: (NGA Recommendation) States will be 
able to provide home and community-based services to thtHr elderly and disabled Medicaid enrollees without the ': ! 
administrative burden ofseeking Federal waivers. 
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AdministraJi\re Flex:ibility 

The President's plan repeals and simplifies Federal administrative requirements for the Medicaid program. 

• 	 Certain Personnel and Program Requirements are Repealed: The current Federal mandates to document the 
establishment and maintenance of merit-based personnel stahdards, and to use professional medical personnel in administration. 
and supervision, are duplicative and are repealed. Also repealed is the obligation to enter into cooperative agreements with 
other state agencies: 

• 	 Data Requirements are Streamlined: Medicaid Managetrient Information System (MMIS) requirements for the use of 
standardized claims fonnats and standardized HCF A reponihg requirements will be simplified and reduced. The Medicaid 
Eligibility Quality Control (MEQC) system will also be retonned. States will no longer have to go through the entire 
determination, adjudication, and cost accounting process every six months. 

• 	 Nursing Home Resident Duplicative Reviews are Eliminated: (NGA Recommendation) Required annual resident review 
in nursing homes will be repealed. States will conduct reviews when indicated. 

• 	 Permissible Sites for Nune-Aide Training are Broaderied: (NGA Recommendation) States will be able to conduct nurse­
aide training in certain rural nursing homes, which currendy are not considered permissible training sites. 

• 	 Certain Federal Provider Qualifications Requirements are Repealed: (NGA Recommendation) Special minimum 
qualifications for obstetricians and pediatricians will be repealed. 

~: ,'.'.: 
j", .!,. 
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PRESIDENT CLINTON'S MEDICAID PLAN: 


. EXAMPLES OF FLEXIBILITY FOR STATES 


February 23, 1996 




EXAMPLES OF FLEXIBILITY IN PRESIDENT CLINTON'S 

PER CAPITA CAP MEDICAID PLAN 


" 

, 
OV"tRVIEW 

1... 	 IMPLEMENTING MANAGED CARE 

.' Repeal of Requirement for Federal Waiven for Managed Care 

• 	 Repeal of Managed Care Contracting Rules 
• 	 Elimination of Requirement for Federal Revieftl otHMO Contracts over 5100,000 

IL 	 FLEXIBILITY IN PROGRAM PAYMENT 
• 	 Repeal of the Boren Amendment 
• 	 Elimination of Special Requirements for Obstetricians and Pediatricians 

IlL 	 FLEXIBILITY IN PROGRAM BENEFITS 
• Elimination of Requirement for Federal Waivers for Home and Community-Based Waiven 

, • Enabling States to Require Nominal Copayments for HMO Enrollees 

"IYa 	 FLEXIBILITY IN PROGRAM ELIGIBILITY 
• 	 Income Levels for Infants and Pregnant Women 

Y.. 	 FLEXIBILITY IN STATE ADMINISTRATION 
• 	 Reforming Medicaid Eligibility Quality Controi (MEQq . ...;" 

. ,I: • Revise and Simplify Medicaid Management Information System Requirements 
• ' Provider Qualifications for Obstetricians and Pediatricians 
• 	 Elimination of Requirements to Pay for Private Health Insurance 
• 	 Elimination of Penonnel Requirements , 
• 	 Elimination ofRequirements for Cooperative Agree~ents 
• 	 Elimination ofRequirements for Preadmission Screening and Annual Resident Review (pASARR) 



EXAMPLES' OF STATE FLEXIBIL1TY IN PRESIDENT CLINTON'S 
PER CAPITA CAP MtDICAID PROPOSAL 

I. IMPLEMENTING MANAGED CARE 


REPEAL OF REQUIREMENT FOR FEDERAL WAIVERS FOR MANAGED CARE 


Administration Proposal: 


The Administration's proposal would allow states to implement managed care programs without the need for Federal waivers. States 
could implement managed care programs with a state plan amendment. 

• 	 43 States will no longer need to apply for waivers or waiver'renewals. These States have initiated 162 requests - either initial 
waivers or renewals - over the last tbreeyears. 

. • States can implement managed care by submitting state plan amendments. 

• 	 This simplified process will save states the considerable adrtlinistrative burden associated with preparing fteedom--of-choice 
waiver requests. 

Background; . 

Currently, states must apply for Federal waiver approval to implem~nt Medicaid managed care programs. Waiver requestS are 
administratively burdensome and repetitive -- freedom-of-choice waivers must be renewed every two years. States generally spend 
three to six months preparing freedom--of-choice waiver requests, although this effort varies widely depending on the scope and 
complexity of the program. All but five states with freedom ofchoice waivers have more than Qne such waiver, each ofwhich 
requires separate processing. HCFA's r~view and approval proeess,lnust be completed within 90 days; however, this time period may ',": 

" 
be extended substantially ifthe State must provide additional information. See attached table for affected states. 

'" 
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FREEDOM OF CHOICE WAIVER ACTIVITY 

(1993;.1996) 


., . 

\ .: 

" 

Alabama I 2 

Alaska 

Arizona 

Arkansas S 

California .1 18 

Colorado. I S 

Connecticut· 

Delaware 

D.C. 2 

Florida 4 

Georgia S 

Hawaii 

Idaho 2 

Illinois I 

II Indiana 2 

II Iowa 4 

Kansas 2 
II I 

I Kentucky 4 North Dakota 

Louisiana 2 Ohio 
. , 

Maine 
; 

3 Oklahoma 

Maryland 3 Oregon 

I Massachusetts 3 Pennsylvania 

I Michigan S Rhode Island

IMinnesota 2 I South Carolina 

4 I South DakotaMISSISSIPPI 

Missouri 4 Tennessee.. 
Montana 2 Texas 

Nebraska 2 Utah 

Nevada 1 Vermont 

New Hampshire Virginia 

I New Jersey I Washington 

New Mexico 3 West Virginia 

New York 8 Wisconsin 

North Carolina S Wyoming
• • 

The numbers indicated include approved and pending new waivers, renewals, and modifications. 

3 

I 3 

I 3 

I 3 

·1 7 

2 

I 3 

7 

3 

3 

14 

S 

I 4 



REPEAL OF MANAGED CARE CONTRACTING RULES· 

Administration Proposal 

Under the Administration proposal, States will be able to contract,With Medicaid-only managed care plans. States will also be able to 
enroll Medicaid beneficiaries into managed care plans for up to six lnonths at a time. Some States - Hawaii and Rhode Island - have 
developed demonstration programs in order to implement managoo care programs with these features. 

• States will no "longer need to apply for demonstration authority to receive waivers ofthese statutory provisions. 

• States will be able to contract with a broader range ofmanhged care entities. 

• Six-month lock-in provisions will attract more managed dee plans to contract with Medicaid programs. 

Background 

Currently, Medicaid managed care plans must maintain a commerbial enrollment base of twenty-five percent. .This requirement - the 
"75/25 rule" - prohibits States from contracting with Medicaid-orily managed care plans. In addition, Medicaid beneficiaries must be 
able to disenroll from most managed care plans on a month-to-month basis, thus disrupting enrollment stability. 

If these provisions were repealed, the programmatic elements (but riot eligibility expansions) of some demonstration programs (Hawaii 
and Rhode Island) could be operated without demonstration waiv~rs. Other demonstration States, such as Oregon, require more 

, complicated waivers ofMedicaid law and would therefore still need waiver authority to operate their demonstration programs. 
~ 
I 

i 
I· 
:£",'

l·;
J . 
f' 
~., 
I 
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ELIMINATION OF REQUIREMENT FOR FEDERAL REVtEW OF:J:IMO CONTRACTS OVER 5100,000 


Administration Proposal: . 


Under the Administration's proposal, stales will no longer need td seek Secretarial approval for HMO Contracts over $100,000. 


• 	 All States with pre-paid managed care programs will avoia unnecessary and duplicative Federal oversight oftheir contracting' 
and rate-setting procedures. 

• 	 This new flexibility will save sta~s time and effort. 

Background: 

Currently, states must obtain HCFA's approval ofall contracts with HMOs that exceed $100,000 in expenditures. This prior approval 
requirement represents an unnecessary double-check on the state'!; contracting and rate-setting procedures. HCFA approval generally 
takes between tw~ and forty-five days. 

See attached chart for state-by-state contract numbers . 

.,'" 
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FEDERAL APPROVAL OF MANAGED CARE CONTRACTS 

';r" 

A 

Alabama I 0 Kentucky • I 0 I Ohio I ' 14 

Alaska I 0 Louisiana 0 Oklahoma I 12., 

Arizona I 7 Maine 0(6-8 next year) ·Oregon I 36 
~ . 

Arkansas I 0 Maryland 
,..;..; 

6 Pennsylvania I 9 

California I 16 Massachusetts 
~, 

II Puerto Rico I 2 

Colorado I 7 I Michigan 
~. , 12 I Rhode Island I 5 

Connecticut I 11 IMinnesota '9 South Carolina I 0 

Delaware I 4 IMississippi 

~ . 

0 South Dakota I 0 
" 

D.C. I ITexas 

4 I Missouri , 6 Tennessee I 12 

Florida 30 I Montana I 2 t (8 next year) 

Georgia I 
0 7 UtahINebraska .:: I 5 

Hawaii' 5 o (4 next year) I Vennont 0Nevada 

Idaho 0 New Hampshire 3 Virginia I 10'. 
Illinois 7 New Jersey 

l 
25 Washington I 30 

, 
Indiana 2 New Mexico 

f". 
0 West Virginia I 0 

Iowa 8 New York 130 Wisconsin II.. 
Kansas 6 North Carolina I Wyoming 0'. ' 

North Dakota 0 ESTIMATED TOTAL 466 
,'i'.' 

r· 
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II. FLEXIBILITY IN PROGRAM PAYMENt 


REPEAL OF THE BOREN AMENDMENT 


Administration Proposal: 


The Boren Amendment will be repealed, and replaced with a proce:ss for notifying the public about facility rates. Thus, states can 
establish hospital and nursing home payment rates without federal requirements. 

• States will have flexibility to negotiate payment rates with providers. 

• States would no longer be required to submit assurances ofthe, adequacy oftheir payment rates to HHS. 

• ' States will no longer face costly law suits from providers demanding higher payments. 

Background: 

Under current requirements, states are required to assure that payin'bnt rates for institutional facilities are reasonable and adequate to 
meet the costs that must be incurred by an efficiently and economically operated facility. 

Sinc~ 1984, plaintiffs have filed at least 173 cases alleging that States have failed to comply with the Boren Amendment. Under the 
Administration's proposal, these suits would not be possible. 

~.. ' 
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ELIMINATION OF SPECIAL PAYMENT REQUIREMENTS FOR OBSTETRICiANS AND PEDIATRICIANS 

Administration Proposal: 

The current burdensome requirements for data collection to docmrtent that states are meeting special payment rate requirements for 
obstetricians and pediatricians will be repealed. 

• 	 States will no longer have to collect and submit data on payment rates for obstetrical and pediatric services. 

• 	 States will no longer have to submit state plan amendmen~ for the OblPeds information that can range from 30 pages to over 
300 pages in size. 

Background .; 

States are required to report the following information by April 1 ofeach year: 

• 	 payment rates for obstetrical and pediatric services for the ~oming year; 

. • 	 '. data to document that the states' rates are sufficient to ensure access to these services is comparable to the access enjoyed by 
the general popUlation; 

; 

• 	 data that document that payment rates to HMOs take into aCcount fee-for service payment rates for ob/ped services; . 

• 	 data on the average statewide payment rates, 

,', 	 ,',' . .; :' The data collection and analysis required to fulfill these requirements involve, on average, at least 5 people in each state Medicaid 
agency. In addition, staff from State licensing boards and provider offices are called upon to help states review and define data. 

,; Preparation ofthe final report alone takes, on average, 2 weeks. State plan amendments for the OblPeds information range from 30 
pages to over 300 pages in size depending on the state. 

., 
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I.·III. 	 FLEXIBILITY IN PROGRAM BENEFITS 
f. 

ELIMINAnON OF REQUIREMENT FOR FEDERAL WAIVERS FOR HOME AND COMMUNITY BASED SERVICES 

PROGRAMS 


Administration Proposal: 

States will be able to provide home and community-based services to their elderly and disabled Medicaid enrollees without the 
administrative burden of seeking Federal waivers. 

. 	 ; 

• 	 49 States with a total of 517 home and community-based waiver programs will no longer need to obtain federal approval and 

renewal authority. 


• 	 States can provide tailored home and community-based services simply by submitting a state plan amendment. 

• 	 This simplification will save states approximately 6 months preparing new and renewal home and eommunity-basedwaiver 

requests. 


Background: 
; 

Currently, states must apply for Federal waiver approval to provide home and community-based services to elderly and disabled 

Medicaid beneficiaries. Waiver requests are ;tdministratively burdensome and repetitive bealuse initial waiver approvals only last 

three years and must be renewed every five years. States spend apptoximately 180 hours to prepare each new and renewal home and 


., commUnity-based waiver request and approximately forty hours prepanng an'amendment to approved waivers. All 49 states with 

., .'. HCBS waivers have more than one such waiver, with separate processing requirements for each. 


> '., 

See attached chart for affected states. 
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HOME AND .COMMUNITY~BASED WAIVER ACTIVITY 
(1993-1996) 

",'.. ..::,., 

Alaska 12 

Arizona 

Arkansas 10 

California 10 

Colorado 18 

Connecticut 7 

Delaware 7 

D.C. I 

Florida I 17 

Georgia 7 

Hawaii 4 

Idaho 4 

Illinois IS 

Indiana I 24 

Iowa I 23 

IKansas 7 

I Louisiana 

I 
I I 

12 Ohio 

I Maine 12 Oklahoma 

I Maryland 8 Oregon 

I Massachusetts 3 Pennsylvania
? 

I Michigan 12 Rhode Island 

Minnesota 17 South Carolina 

Mississippi 6 South Dakota 

I Missouri 11 Tennessee 

I Montana I 5 Texas 

Nebraska 12 Utah 
r 

Nevada 9 Vermont, 
New Hampshire 7 Virginia., 

New Jersey 18 Washington., 
INew Mexico ' 4 West Virginia 

INew York 15 Wisconsin 
.' 

INorth Carolina 13 Wyoming I 8 
:1:. • 

I 
.; TOTAL 

The numbers indiCated include approved and pending new 

10 

13 

9 

2 

I 

I 517 

14 

6 

13 

8 

15 

I 22 

I 7 

I 7 

I 7 

I 16 

I 3 

I 16 



ENABLING STATES TO REQUIRE HEALTH MAINTENANtE ORGANIZATION ENROLLEES TO MAKE NOMINAL 

COPAYMENTS . 


Administration Proposal: 

The Administration's proposal would allow States and health plans to require nominal copayments from Medicaid beneficiaries who 

are enrolled in HMOs to the extent that copayments could be imposed if the beneficiary were ,not enrolled in an HMO. For example, 

states could not require children to make copayments' nor charge copayments for pregnancy-related services or emergency services. 


o States and health plans would have the flexibility to controi ilimecessaryutilization better, 

o States could reduce their capitation payments based on plans; anticipated copayment revenues, and 

1 

o Plans would still be required to provide services, regardless ofenrollees' ability to make a copayment. 	 l' 

I 
I 
I' 

Background: 
, 

Currently, states cannot require categorically-eligible Medicaid ben~ficiaries who enroll in HMOs to make any type ofcost-sharing 

payment, including oopayments. This restriction prohibits States and Medicaid-contracting health plans from using all available tools 


'. 	 to'control unnecessary utilization ofand payment for services. States currently have the ability to impose nominal copayments in the 

fee-for-service portion of the Medicaid program. 


~ ;..', 

.. 
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IV. FLEXIBILITY IN PROGRAM ELIGIBILITY 

INCOME LEVEL FOR INFANTS AND PREGNANT WOMEN 

Administration Proposal; 

The 33 States that choose to cover pregnant women and infants above the minimum 133% of the Federal Poverty Level (FPL) will be 
given the option to lower this income eligibility threshold back to die minimum level. Currently, once a State chooses to expand 
Medicaid coverage to include populations at an iQ.come level above 133%FPL, they are prohibited from lowering the income 
threshold back to 133% FPL. 

Backeround 

States that used a percentage ofpoverty for eligibility level for pregnant women and infants that was above the minimum percentage 
required before OBRA 89 are currently prohibited from reducing that percentage . .. 


The attached chart shows the 33 states that could take advantage of this provision today. 


:.: 
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INCOME AND ELIGIBILITY LEVELS: INFANTS AND PREGNANT WOMEN 
The JJ Hi2hlh!hted states could take advanta2e ofthis nmvi<!inn 

i' "; ':, ,"" 
Ii; 
f" 
I;,I ' 

! 
j 

STATE 

Alabama 

PERCENT OF POVERTY I STATE PERCENT OF POVERTY I STATE 

133 

PERCENT OF 
POVERTY 

133 

• States with effective income levels above the nontinal statutory maximum use the authority in section 1902(rX2) to disregard higher than 
usual amounts of income.

•• States using higher income level as part ofdemoltstration under section II 1.5. 
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v. FLEXIBILITY IN STATE ADMINISTRATION 

" 

REFORMING MEDICAID ELIGiBILITY QUALITY CONTJiOL (MEQC) 

Administration Proposal: 

The Administration's proposal reduces the complex accounting and individualized cost accounting currently required under MEQC, 
by requiring that states address only the numbers of ineligibles and the average cost per ineligible in the appropriate group. 

" 
o . 	 Details ofspending on each ineligible case will not have to be documented, and 

o 	 Disallo\Vances will not be distorted and excessively inflated when the ineligible Sample includes a very few very high cost 

cases. 


, 	 , 

All stales will benefit from this reduction in individualized trackingl Though only a few States have excessive error rates (the national . 
average has hovered around 2 percent for several years), all states ate currently required to go thrOugh the entire detennination, 
adjudication, Cost accounting process every six months. 

Background; , 

Federal matching funds are disallowed to·the extent that a State makes excessive errors in detennining ineligible persons to be eligible 
for Medicaid or understates the amount ofmedical bill that a persorl must be resporisible for before becoming eligible. "Excessive" 
means erroneous payments in excess of3 percent oftotal paymentSi In certain circumstances, disallowances may be waived ( e.g.; if . 
-excessive errors are explained by events beyond the State'scontrol)i 
, 
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REVISE,AND SIMPLIFY MEDICAID MANAGEMENT INFORMATION SYSTEM (MMIS) REQUIREMENTS 

Administration proposal; 

States would have new flexibility to design, structure, and operate their Medicaid Management Iiiformation Systems within general 
federal parameters rather being required to comply with the detailed systems design requirements and planning documentation 
requirements in effect today. 

, • All states will be able to operate MMIS systems that are more tailored to State circumstances and thus more cost-effective. 

• 	 The Secretary will retain appropriate oversight authority 8hd the ability to enforce general Federal parameters, but the States 
will not be hamstrung by a Medicaid equivalent of"mandatory sentencing." , 

• 	 Because current financial penalties for n~n-compliance win be repealed, HCFA~s on-site reviews ofState MMIS systems 
would be less frequent and less intrusive. States would nt; 'longer need to dedicate several staff members to month-long 
preparations for these reviews. 

Background; 

Currently, as a requirement for federal administrative matching, all States must operate a Medicaid Management Information System 
that meets highly detailed Federal requirements. Compliance is tontinuously and rigorously monitored. Non-compliance results in 
financial penalties, which are elaborated in considerable statutory detail. 

'·f.' . , 
, , ' 
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PROVIDER QUALIFICATIONS FOR OBSTETRICIANS AND PEDIATRICIANS 


Administration Proposal: 


The administration proposal would eliminate the detailed minimdtn provider qualifications that specify requirements that must be met 

by physicians serving pregnant women and children. . 


The requirements that would be eliminated are difficult for practi~oners in large urban and underserved rural states to meet. This 

proposal would make state licensure requirements the only qualification requirements practitioners serving pregnant women and 

children would have to meet. 


Background: 


Section 1903(1) establishes provider qualifications for physicians 'serving pregnant women and children. Physicians must be certified 

in family practice or pediatrics, affiliated with an FQHC, have admitting privileges ala hospital participating in a State plan, a member 
of the National Health Service Corps, or certified by the SecretaIjr as qualified to provide physicians' services to pregnant women. 

Implicationsofthe current policy are significant. 

New York estimated that only 113 of its physician provid~t population would remain eligible to treat pregnant women and 
children. 

. Rural states e.g., Montana have indicated that the only soUtce ofphysician care in some counties is from physicians who do not . 
. meet on~ ofthe qualifications. 

, . 
'. - New Mexico conducted a quick review ofdisciplinary actions under licensure and found that all ofthe in~olved physicians met 

the Medicaid standards. 
'.',; 

The AMA estimates that approximately one third ofthe mition' s physicians are not bOard certified., 
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ELIMINATION OF REQUIREMENTS TO PAY FOR PRIVATE HEALTH INSURANCE 

Administration proposal: 

The current Federal requirements in this area would be repealed. States will have the option to purchase health insurarice for their 
Medicaid population under flexible terms ofnegotiation with insu'fc~rs. States will be free to negotiate benefit packages, premiums, 
and cost sharing ·rates (deductible and co-payments). States-would continue to have the option to continue such "buy-out" kinds of 
programs - particularly cost-effective "buy-out" arrangements. 

Background: 

Currently, states must pay premiums and all other cost-sharing obligations for a private insurance plan for Medicaid eligibles when 
this strategy provides cost-effective coverage. . 

Free of federal restrictions, states should be able to do a better job, of restraining costs by moving people into private insurance. This is 
because Federal requirements require states to consider i!ll cost-sHaring related to private insurance. Because private plan deductibles 
and coinsurance amounts typically exceed the Medicaid rate for tht same services, this requirement restricts the number ofcases _ 
where a "buy-out" would be cost-effective. Also, the requirement Is virtually impossible for states to administer since every plan may 

'. has different payment rules. 

" . 
'.~' 

:i>' 
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ELIMINATION OF PERSONNEL REQUIREMENTS 

Administration proposal: 

Prescriptive Federal personnel standards and requirements that currently must be met by states would be replaced with a simple 

requirement that states provide methods ofadministration which are necessary for the proper and efficient operation of the plan. The 

detailed state plan requirements and dociuneritationcurrentiy required would be eliminated. 


Background: 

Federal statute and regulations mandate in some detail th,:..! states milst provide methods ofadministration for the establishment and 

maintenance ofmerit system-based personnel standards. and states ~ust use professional medical personnel for administration and 

supervision. Many ofthese federal requirements are duplicative ofstate requirements and processes. States are required to provide ! 


considerable documentation for this portion oftheir state.plan.. 


; 

.', 

,. 

'i' 

" , 
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ELIMINATION OF REQUIREMENT FOR COOPERATIVE AGREEMENTS 

Administration Proposal: 

The current requirements for entering into cooperative agreements with numerous other state agencies would be repealed. Also 
repealed would be any requirements that states provide documentation, as a part of their state plan, that the agreements are inplace.and 
current. 

The repeal of these requirements would alleviate considerable administrative burden for states, and would allow flexibility to pursue 
management of Medicaid withing the circumstances within each state's administrative practices and circumstances. 

Background: 

Section 1902(a) requires that a State Plan must "provide for entenhg into cooperative arrangements" with other State-agencies. Some 
States have interpreted this to mean they must submit state plan arttendments with the actual agreements every time an agreement is 
established or there is a change to an existing agreement. The requirement, however, is for states only to indicate in their State plan 
that agreements exist and identify which agencies the agreementS are with. States are not required to submit the actual agreements. 

:~ . 
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_ ~~J~!rJA:r.oN ()F ~Q!HREMENT_SJi'QF._fREt\D~IS~ION SC~F;NING AND ANNUAL RESIDENT REVIEW 
(PASARR) 

Administration proposal: 

Replace the requirement for an ~ual resident review for all residents, With a requirement that States conduct an annual resident 
review on an exception basis. Under.the Administration proposal: reviews would be conducted only when the NF resident assessment 
indicates a significant change in the physical or mental-condition 6fthe resident. 

This would provide considerable administrative flexibility to focus scarce resources on those residents whose condition indicates there 
is a need for additional intervention and assessment. This proposai relieves the states of burdensome, costly, annual reviews ofevery 
resident which duplicate~ in large part, the required evaluations ana add little value to meeting the needs ofresidentS. . 

Background: 

States are required to perreform resident assessments promptly aft~r admission, after,a significant· change in physical or mental 
condition and no less often than annually thereafter for all mentally retarded or mentally ill individuals residing in facilities. 

Although each state administers their reviews differently, the state ofWashington can be looked to as a case example. In 1991, 
Washington conducted 400 annual resident reviews at a cost of$750,000. Under the administration's proposal, the State of 
Washington's burden would be reduced significantly because dupHcative reviews would be eliminated. However~ the actual reduction 
cannot be quantified. 
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,". 
') 	 l1lt~n1 i.~ a secolld question rcgClrdil18 a pO$sibl~ CPI (ldjl~Sft11C1r'i in tire Adjustment Faclor . 

section, desctibed above, the factor is [v.·ed ill: the legislation oitd there is 110 CPl adjustment. 

Some h(lve Qdl'OC(lt~d, howf;:wr,' tho/ tlte adjustment factor shOlild jlo,lt using' cpi as a 

compollent. So, j{)rexampie. the adjllstll;tmt .factor cOtitel have two ~ompollellts-CPI plus an 

addiliolll!! ja;/Qr. .4 stat~ would filch receive population growth + CPI + '2 pcrcem. rltis 
approa,-::iI wouid protect 8lal.;s against'}rtture co..<;{.,illcrctl5.es during' high inflatioll. {It should 

, ' 

h.;. noted thaI ~r the adjustment laclor is. allowed 10 float, CEO may hove a .scoring problem.} 

. 	 , ' 

.1. 	 Iht~ Iltird.ques!iall.if, wher!t{~r or Jiot there should be em, adjustmetU, over time, to lesscil the 

differences between high and low cost per-bel1eficiary states. Should Slaj! develop severa! 
, . ' 

a!femath'es to meet thi~~ ~oa{i', 

, The Path of tbe 'Ar.:lillslment Factor 'Overtime, The adjustment far-tor thai is Mitte,ll 11lto the 

legis]f:ltioll, v.111 be higher in the early ye-8rfS SInd lower ill the out years. ,For example, u" the average 
. ,-	 ." , 

,HUllSlmenl factor (JVer seven years is 4.3 peTc-eut it wuuld have a path su(",h as p.O~ 5.5.5.0, 4:6, , 
3.5. ;'i,O, 3.0 over 1-7. 

the StatE', Alto('.atioll, AIl eXt'cutive agency board win. estimate Nlch states~ allocation every year 

fOr rhe 1'\C,xt tllf('C', ycari.i'llis alloC'<ltiollwould be basoo on thE' states unique projectrd grov.1h and 

tht' naiioll:ll adjustmellt i'actor. The next vear \Y'ill represeut a permanent· allocation that will 
, ," . ,' 

·t··::­

rqi1(:sclH a min,inlllill' state 211o~tiou. if matched by the state, The twoiulditioDlI! years would 


r!:'pr,>seu! 2 pJill:lIlii'g. llOriZo!l that would be· 1.lpdate-d each ye.ar, 


l:::ffkien('v Inceuli\'{',~. El\l~b year for thcscvc/I )'cars, each state would rece,ive the full adjustment 

i!1r\ot' appiied hHllc prior year bast' regardle.~~ of th~ii !lctual per (:'(J.!)jti\ c,;pcllditure..· If statli;'s 
, ' . 	 . 

. . 	 .. . . 

t';.;ec.~lti\'c. board will project for;he next three years tbe, airJOU1)t of mOlleythal will be available te' 

{'(H:'ll S!:HC' f~;; rlH:j, base ~ilGCaiio!l. Tbe projection will represent tJ){: board's best eSlir11111e of the 

http:Iltird.ques!iall.if
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Fiullllcing'oftbe NGAProPosal . ('\ 
. . ' ,~J 

Base. In determining base expenditures ,ft 'stale 'lllaychoose from'lbe foUoV<.iug-,-1993, '1994~ or,j ~".....;w , . 
1995 expenditure.s. The base indudes disl1roportion3te.,sh!lTC spcndillg, ' y ,;..0 ~J,..J-

Grov,.1h, Tbe growth in a st~te.s base ove'r time, will be exmlposed of t~\'O factors. First, a w('ight('.d 

average. of the projected grO\\1b in the\~narimteed popUlations of 'that state ami serond, lin 
, . \': , 

adjustment factor. Both factors will be applied to the e.Jltill' ba:S,e induding dispropot1iollllte. shiue. 

as long as a states share of disproportionate share is below the 12 percellt natiol)al average:. J.f a ' 

states disproportionate share. is Above 12 pe.fct'nl. ]'he disj:>roPOl'liol.lC\le shale portion \viII 'not 

rec(!.ive any grov,.'th until it falls ~o 12 PCCI..'t'Dt. 


, . 

The average weighted populatioil gro\JJth. will rcflcctt11c pros.pcctivc, g.roMJl ill the S<Wll 

gu'arante~.d popul~'tjon categories in sgiven state. The growth \\~11 b~. weightt'd l~Yllle average per" 

b(,ll~fkiary cost in a state for e~r.h p~t1ifular poplliation{lsing the, base yearchosell b): the sl<tte. 

The Adjustment Factor. The Rdjllstme~t tast.or''''illbe a p~~eulage by\vhicb each state's bas~ wiii 
. be adjusted (alol1g with the unique ~verag(' weighted popUJ1\tiol' gro\..1h for tb(' 'state) cadJ YC'ar .to 

aC.('Ollnt for increases in the (',ofjt of providing. heal1h care servi~s. rh~. adjustment fador .'\'ill be· 

specified in the legislation ove.r the seven year period and cannot be a ltcrcd. The' adjustm<:'nt factor 

\yiH never be below:; perce.nt for any year. For example, if tbe legislationallo\\:e.d' for a national 
. . , " . . . 

spending growth,of 7:9 percent aDllual1y and the Mlional weighted awrage of populalion 'growth 

was 3.2 perC.fIlt anllually over ·tbe. se~cu ycarpcriod tbe'o (lW,)' 'stale wOll1d n~,'eivc a 4:7 pcrc~llt 
annual at1justlUf.nt factor as Wt'U as their lInique. Slate weighted a\'t'rage of popul::}tiol.i growlh.. 

There ate three: unresolved qUE\5tions: 

the {::gistMimt (as the adju.<:tmenl p,ctor i$}:or wllethe/,the IImiona! growTIt ,"Me is Ilpdarcd 

each ,war. rr if is 'ht~ former fhell the totai (I!!(lc~tion fo SId,e., O~'er .,;!!vcn years woidd be 

fixed irI the It:gislalion. If it .is updated al1l1ud~}'. thell the :otq! amount (:ould fif/{'tU!1IC 

.~ 

.u.. ~/' 
~V 
~ 
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guarantef.(1 POPUhl;'ion' b~l will be 8I?plied to Uie e.ntire base~' ,'Tlw ~rospcctjvc allocation \vill be' 


bast'{l on tE't:E'n( lIl'tllal slalE' Medicaid data flild. oidy whc~ l!C~Ssary tbe use of proxy V!uiables. 


Some. proxy variables nlll}' he .collec1fi1d by the Bureau oftbe Consus, the: Burc'<lu of Er~)lloll1i(~ 


A~lal~'SCS, or oth('r federal age,nc;ies for each of the. sewen rnie.gorh~;, II is true tbat SOli\{' of these 


proxy variablf'"ut> already prCljected by sonie federal' ageucies. The use of any proxy v<lTiahles 

, . . '. 


will also be sptcifie.d by the executive boa~. 

" . '\',: 


~' i 


RecoJlciliation or Truing llu. At tile. ell~ of eachquartel of th~.fis~al year there would be a look 
. . 

bark to ::ire if ::;1&1t'" pro;-.'idtd care to rl'lore of the guaranteed populati?llS thall was estill~ledin Ihe 

· original alloca1ion,. If 1here, was aqditional case load grt)Mh:.ab~vc that aS5umedjo Ihe. sl~ltS ... 

allocatiOtl. st~tcs could fuaw from th{': umbrella funds. For' eae~ guaranteed popul~tion ~s well as ," 
. ' . ' l ' -', " • 

thtoptionai elderly, optional disabled, and inedk'ally nc,edy,. individual st,ate,s wonl~ be paid ,the . 
. I. . . 

state p~r ~apila spendillg:viib adjustment for that category of that. population. (rhe pe-.f (apitf~ Ii 

sp{'mli~g would riot include. disproportionate share spending} StattS would haw to USCltl.y 

· smplu~ f'Jndsresu1ti~g'fro1ll'a pop',l!aiiou over-estilllllte iil one guarantd.'d;.popu!ation ~;ategory:to 
,,:~ . " 


offf~(.'t a deficitil) another guarfl~teed population prior, to being able. t~ dnnv 1'[(;111 (be umhrella 

. . . 

fund. The matching share would bt' lhf: same fOr ttie umbrdla as the base program~ The .dr~w· 


dov.m from tIre umhrella woulQ be a,liOlilatk sin~·.e il' would bl" an 'eutillemcDt'to the ~tat('. It '!,'ould 

.' . 

lIot he cappe.d ane il ·...·ould not uee4 tobe, appropriated. This reconciliation woulclhe donE> on a 

quart6rly basis;. ~Ho\ye\;e.(! a fe.deral agE-,ocy would audit the statest~opulation draw-down), afler 

tbe fad. 

'" " 

· 'Roliover PW\'ision. Unooligated fUlld\ tlwt have nm been drawn' {lown bya slate 'will rt,main 

available to (he sti1t~. ill futureytars. 

Fuudiil,& Fonnula 

, '. • . I, , 

ll! lilly g:i('::>.ll year, ;1 state's H'.llxinmm federal .Medicaid allocation would be (',r.;tablishrd uudel the 
, , ' 

, ' 

fSUlll of Ax Ex C for bel! l'opula1ioli Gwup] x D :::. E 
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A = 	 State-specific estimate by an impartial executive brand) .board of lhe.pe.rc.elltligt. inCreasf' 

(or de{'.rNlse) in the m~t,nher of eligibles iortht' parlicuiar population group. Each eMimate . 

must be. based on the. !le.st flva,nable. slate--specuic. data, Only Wh~ll lH?cess~r}' should the 

board USf· fe.levaut population grov.1h iudices as proxie.s(e:g.,povertYCOullt. SSI county. 
. \. 

CCflSUS aDd eoonomic daHl; as apptopriate). The board would Ilse rigorous, Rnalytic~ny~ 

sollnd estimating te<:huiqu('s.. 

13 	 Federal. sba~e of Ihestate's per beneficiary costs,for tll~. par.tlt:ul~r population in the base 

yc.ar chos('n by the slate: 

, '. '.' . 	 . . 

C == This is an a~iustmellt factor'that will be ~pedfiedill the legislation. It would represe.nt tM 

.diffcrt'llc.t' b€twe.en the wt'ighle{\ national'grOv.1h rafe and the budget target; t~r ea~h of t}j~, 
. 	 . ' . , 

" . , . 
.SE'vt"n yeats. '1'6 the ,cxte·llt possible, C v.'ill' lepre.sent an annua.l projection of nation!!l· ' 

J):; . Federal ~har:e of the stuff'S projected bascalloc~tio.u for the. prior year (i,e" ihe state's' ' 
• 

prior year E or, in the case of the first year. the federalsbare' of the state's. actual tota.l 
" 	 .. " .,,' " 

spending in the base: year selected by the state). Disproportionate share Jlo:::pitaJ (DSH) 
. " 

~pClldjllg, wotlld he inl,.~ludt',d. 110wev<:'1. if DSH spending is more than 12% of a stales 

total Medicaid s:pcl1di~)g in the baseyea'f.Qr prim year, the DSHportiQll ,,,'ould 'DOt grow;' , 

Lc.~it ,...·.)u!d be fIOze.U in real dollars. 

E =' 	 The statc.:-.p~('ifi\.'; federal alloclitiou in the particular year for base, ('(lsts, grov,'lh, and the: 

adj ustmenl factor for h€"allh cilrt> inflation. , , 

, " 

r ::: 	 federal .;;biilt of flluding (if any) made 8vailabk> ulld.:r the u1110rdla to !HX'OllUllodate 

uUt'XfH''::'led pc)pUlatlOll gro'lh1h ill paftic~ilar popUlations, 

G :: 	 Federal fu;].jiJlg provid€·j to the- sta1E'. under the speciai grants (if applic<ibk). 
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H =, MaximulIl fc.deral a}]ocalio!l for the particular ye.ar. 


No giveu )It'.ar'sE, (sum of prior Yt'.af~sbasc. projecte.d'gro~"th, a~d projectc.(l hoollh iuflatloll) , 

" . ' , .' ~ ': . 

would be-less 1han fh~ prior 
" 

year'!> projer1ed Ef~;r that stille. 


The lhrt't', poplilations subjcc.t to A. lj, and:r ,atio\'t' would be the following: 


1. .,.'\11 childrt'n with gl.larante.ed eligibility 

2. ' All pregnalll wotllc.l1with glli}l'Bntc,('d ~,ligibjjjlY, 

3. A,lt other adultsv.rith 'guilrantfed eligihilitY­

't: 

<-,.~ ••• ;., _ -'".i'. ~, " _'II 
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