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Paper #429 1997-99 Budget May 21, 1997

To: Joint Committée on Finance

From: Bob Lang, Director
Legislative Fiscal Bureau

ISSUE

Emergency Medical Servrc&s (EMS) Rates (DEFS - Medxcal Assnstance)

[LFB Summary Page 258, #4}

The state’s medical assistance (MA) program covers certain emergency and non-
emergency ambulance transportation services in cases where a recipient is’ suffering from an
IHI}GSS or m;ury that contra;ndxcates transportauon by other means.

Ambulance provzders are paid the sam of a basic life support (BLS) rate and a per mile
‘rate under a maximum fee schedule which recognizes cost differences between providers that
operate in Milwaukee County, metropolitan areas and other areas of the state. - Table ‘1
summanzes the current MA ambulance transportatzon rate structure

- TABLE }

Current MA' Rates Paid for EMS Transpurtatwn Services

 Statewide Metrogohtan ' Milwaukee
BLS Rate $76.51 $81.91 $109.29"

Per Mile Rate 1.92 2.46 3.48
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"GOVERNOR B

Establish an advanced life support (ALS) reimbursement rate for ambulance providers,
beginning in 1998-99. Provide $608.400 ($251,800 GPR and $356,600 FED) in 1998-99 to
support the projected costs of establishing this higher ALS rate. Table 2 summarizes the ALS
rate structure recommended by the Governor. '

TABLE 2

MA Rates Paid for EMS Transportation Services
SB 77
Statewide Metropolitan Milwaukee
BLS Rate* . - 0 i $76:51. oo o B8L9Y -.$:11€}9_.29
ALS Rate (188% of BLS Rate) 143. 84 153.99 205.47
Per Mile Rate 1.92 246 - Vo 348

_*Excludes Governor’s recommended rate increase for non-ingtitutional providers (1% in‘each year). .~ . .

DISCUSSION POINTS

1. Basic life support (BLS) services are generally defined as emergency medical care
_rendered to.an individual by a basic emergency medical technician (EMT). Authorized activities
of a basic_ EMT include transportation of patients, adnumstenng dEVICBS to assist. the patients’
-breathing, and deﬁbnllanon : R L

2. Advanced life support (ALS) servzces are generaHy deﬁned as emergency medlcal
care provided by an intermediate or advanced EMT. : Authorized activities of an intermediate or
" advanced EMT include those of a basic EMT as well as adrmmstratmn of mtravenous infusions,
drawing of blood samples,. and ga.stnc and. endotracheai mtubat;on '

3. Of the 450 ambulance providers in the state, 115 providers (26%) are certified to
provide ALS services. Approxxmately 70% of ALS certified providers are operated by
municipalities. . .- - e TR

4. Me&icare and MA programs in other .states have an EMS i*até .s't.'rucrﬁre that

differentiates between ALS and BLS services. Under medicare, the ALS rate is approximately
188% of the BLS rate. The Governor’s recommended ALS rate is 188% of the current BLS rate.
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5. Wisconsin’s MA program pays medicare premiums, coinsurance and deductibles for
individuals who are eligible for both MA and medicare. Because approximately 20% of all
ambulance trips billed to MA on behalf of these. MA/medicare dual eligibles are ALS trips, the
tunding budgeted in SB 77 assumes that 20% of all ambulance trips for the total MA population
will be ALS tips.. However, the 20% utilization rate reflects the experience of an elderly
population, who may use ambulance services for non-emergency transportation more frequently
than the general'MA population. For example, when authorized by a physician, an ambulance
may be used to transport an elderly individual from a hospital to.a nursing home.

6. Information collected from Iowa, Michigan and Minnesota indicate that, in these
states that have both BLS and ALS rates, at least 50% of MA ambulance trips are billed under
the higher ALS rate. Based on a projected 50% utilization rate for ALS services, the estimated
cost of establishing an ALS rate in Wisconsin equal to 188% of the BLS rate would be

-$1,631,100 ($674,900. GPR and $956,200) in 1998-99.. This reestimate. is $1,022,700 ($423,100
GPR and $599,600:FED) more than the. amount budgeted for. thxs item in. SB 77.

This reestimate also reflects an expected decrease in ambulance unhzanon as a resuit of
the AFDC/healthy start managed care expansion. Health maintenance’ organizations (HMOs) are
responsible for reimbursing ‘ambulance provxders that serve MA recxplents who are enrolled in
HMOs. Therefore, the total fee~for—serv1ce c:ost for ambulancc transpoztatzon 1s expected to '
decrease in: the 199? 99 biennium. = FER S : S :

7. The prlmary argument fer estabhshmg an: ALS rate is- to reﬂect the addltwnai
training and equipment necessary to provide ALS :services. However,. the current BLS rate
structure already reflects, to some extent, the additional costs incurred by ALS ambulance
operators. = For. example, the BLS base rate for services provided in Milwaukee County is
approximately $33 00 higher than the statewxde rate to account for the fact that the proportion
of ALS ambulances in Milwaukee is greater than in the rest of the state ’{'hls factor could be
an argument for: retammg the current rate stmcture

8. Asan aitematlve to the Governor s recemmendatxon, the Commxttee could cstabhsh
the ALS rate at 120% of the current BLS raté, beginning in 1998-99. The estimated cost of
establishing an ALS rate at this level would be $1, 041,100 ($430 800 GPR and $610 300 FED)
This is $432,700 ($179,000 GPR and $253,700 FED) moré than the amount that is provided in
the bill for this item, but $244,100 GPR and $345,900 less than the amount required to support
the Governor’s proposal, as reestimated. Table 3 summarizes a proposed ALS rate structure that
is 120% of the current BLS rate.
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TABLE 3

Aiternatlve EMS Rate Structure .

Statewzde Y Mctrogﬁhtan Milwaukee

~“BLSRate - - $76.51 S $8£1-.91. - $109.29
ALS Rate (120% of BLS Rate) . - 91.82:.« oo 982G - 131158
Per Mile Rate 1.92 246 348

ALTERNATIVES TO BILL

1.~ Approve the Governor’s recommendatmn In addition, increase MA beneﬁts fumhng
by $1,022,700 ($423,100 GPR and $599,600:FED) in: 1998-99 to reflect 4 reestimate of the costs
of estabiishing a_n ALS rate at 188% of the BLS rate.

_ Ahematwe1 _' ) : _ GPR " D TOTAL o
. 1997-99s=unams(changem Bil) '_ wsmo '__:-'_jif'_'fi__-$59__9,eog _  _ _'$§1,b;_2_2f?;>b__

_ { Modify the Governor’s recommendation by estabhshmg an ALS rate at 120% of the
“BES rate ‘i addition, increase MA benefits: fandmg by $432 700 ($179 000 GPR- and $253 700
'"FED} in 1998—99 to reﬂect the costs of estabhshmg thxs rate:

| Atternative 2 - - ""_égﬁ:' S mp ToTAL

| 1087-98 FuNDING (ChangetoB:l!) | s7eoo0 ssazoo  saszyoo |

3. Maintain cmi'e'nt law.

199759 Fvun;m (Change to Bl) . -$251800 . -S356600  -$608400 |
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Paper #430 1997-99 Budget May 21, 1997

To: Joint Commnittee on Finance

From: Bob Lang, Director -
Legislative Fis¢al Bureau -

ISSUE

Dental Sealants (BHFS -~ Medical Ass:stance)

[LFB Summary Page 265, #Il}

CURRENT LAW

Currently, the state’s medical assistance (MA) program provides coverage of dental
‘sealants’ oniy in- cases-where children are. referred for the service as:a result of an early and
periodic screening, diagnostic and testmg (EPSDT) screen.’ Dental sealants are not covered
unless this reférral is made R S T Sa :

GOVERNOR

Provade $1 500 700 ($617 1“ GPR and- $883 600 FED) in 1997—98 and $16 700 ($6,800
GPR and $9;900 FED) in 1998-99 to estabizsh dental sealants as-a ccvered service for chxidren
‘under mechcal assistance. R UL i S e

'DiSCUSSION POINTS

Dentai Seaiams

1. Dentai sealants- are-a plastic material applied to the chewing surface of molars.
The plastic sealant bonds into the-depressions and groeves:(pits and fissures). of the chewing
surfaces of the back teeth. The sealant acts as a barrier, protecting enamel from piaqne and acids
and themby, prevents the deveiopment of tooth- decay on those surfaces. ¥
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<Pyl Dental sealants are accepted by the dental comimunity as an effective preventive
service. Research has shown that dental sealants, which are applied correctly and are properly
maintained, in combination with the effective use of fluoride, can completely prevent cavities in
many children. One study found that approximately 70% of teeth which were not sealed would
develop a cavity over a ten-year period, compared to approximately 22% of sealed teeth.

3. Thirty-eight of 39 states surveyed by DHFS reported coverage of dental sealants
as an MA benefit. Attachment 1 summarizes the findings of this survey.

4. Preventive care can be less expensive than symptomatic treatment. A number of
cost-benefit studies have attempted to quantify the monetary benefits of sealing children’s teeth.
These studies have found that the cost of sealing children’s teeth are less than the future cost of
filling cavities that may occur in unsealed teeth. : :

. 5. However, the cost of a-prevention activity, such ‘as the: apphcauon of sealants,
. oceurs when the service is delivered, while the benefits accrue over time. ~This time
consideration is partxcularly relevant when budgeting for the MA: program. While the costs of
providing dental sealants would be incurred in the 1997-99 biennium, the benefits associated with
this prevention activity will primarily occur in subsequent biennia. Further, because the MA-

- . :ehglble popniatxon is‘not static, the cost savmgs of prowdmg cientai sealantﬁ 1& HE}t fuily reahzed o
S by the MA proaram : .- S

el ':6 Current estlmates af the net cost r:::f prov;dmc dental sealants as:a: covered MA
beneﬁt are $594 900 ($244,600 GPR and $350;300 FED) in 1997-98:and $196; 600($81,300 GPR
and $115,300 FED). This estimate is $905,800 ($372,500 GPR and $533,300 FED) less in 1997-
98 and $179,900 ($74,500 GPR and $105,400 FED) more in 1998-99 than the administration’s

estimate.

‘The current estzmate of the net cost of providing dental sealants as a covexed MA benefit
g reﬂects that:'(a) many’ children who are-eligible for this: service are enrolled in HMOs and the
bill ‘assumes:a fee-for-service cost for: ;}rovzdmg dental sealants to: these ciuldren, and {(b)" the
- maajority of the savings resultmg from the addition of this: prevennve service: will be realized
beyond the 1997-99 biennium, while the bill assumes too much cost savings in 1997-99.

7. The state is obligated under contract to adjust the HMO capitation rate when anew
MA service or benefit is added during the contract period.  Under the Governor’s
recommendation, it is assumned that the coverage of dental sealants as an.MA: benefit-would be
effective on July 1, 1997. At that time, there will be six months remaining under the current
HMO: contract. However, the Governor’s estimate. does not-account. for a capxtatmn ad;ustment
for the: HMOS if th;s benefit is added: dunng the current: contract penod R

Smce DHFS reqmres time to formally netzfy racszents and pmv;ders abmzt anew service,
the Committee could establish January 1, 1998, as the effective date for the coverage of dental
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sealants. In addition; if the benefit:- were effective January 1, 1998, the current HMO contract
would not require an amendment. .. However, the addition of dental sealants as a covered MA
benefit will -be one of the many factors taken into.consideration during the- negotxanon of the next
~HMO contract. : : TR

If the Committee estabhshes Ja:nuary 1, 1998 as the effectwe date af the service therc
will be a decrease in costs in 1997-98 and an increase in costs in 1998-99 from the bill. The cost
“increase in 1998-99:is due to the fact that there will be fewer sealants applied in 1997-98 and,
-therefore, reduced-savings resulting from avoided cavities in 1998-99..

Access to Dental Services

8. .Dental sealants may be an effective prevention service, but unless a child has
access to a dentist and receives routine dental care; the addition of dental sealants as an MA
~benefit will be of limited value.. Many dentists in Wisconsin are unwilling to accept MA patients
~for a variety of: reasons, including: (a) low reimbursement rates;. (b) high rates of missed

- appointments; -and (c) prior authorization requirements for services that -dentists conmder
~medically ‘necessary, such as braces’and root canals. -

..9.°  HMOs that contract with.the state for health services cover dcntal servmes for state:' :

o empioyes as. part of ‘the. state’s uniform benefits packagé. However, the provision of dental

-services is optional for HMOs.that contract-with'the state for providing services.to MA recipients.
Currently, there are HMOs that contract:with the state for the provision-of services to both MA
recipients and state employes.

10000 Currently, eight HMOs provide. dental services to. MA enrollees in certain
counties.  As of. March, 1997, approximately 70% of all MA HMO enrollees were enrolled in
~an HMO that provided dental services. Attachment 2 prowdes a hstmg of the HMOs. that have
elected to provide dental services to MA énrollees. . i - U

If an HMO elects to provide dental services to MA recipients, the HMO is paid an
additional dental capitation rate per enrollee. Under the current' HMO contract; which expires
December 31, 1997, the average dental capitation rate for children in the expanszon rcgaons is
$5.77 per child per month. e 5 :

©~ SB 77 assumes’ that nearly-all- AFDC- and healthy- start-related MA eligibles will be
-enrolled in HMOs by June 30, 1997, and that all. HMOs. will elect to cover.dental services.
~Therefore; the dental -capitation rate for nearly all AFDC- and healthy start-related ehgzbles 18
included in the base estimate of MA costs. - : i P -

11. " Some states require HMOs that provide services to MA recipients to include dental
services as part of a comprehensive health package. Minnesota also requires HMOs that provide
services to public employes to provide the same services to MA recipients. In order to improve
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~dental access for MA eligible children, the Committee could-direct DHFS: to require HMOs to
+ over dental services, beginning January 1, 1998. In addition, the Committee could direct DHFS
“to establish target dental utilization rates as part of the next:HMO contract.- For example, DHFS
could require that HMOs improve dental access by 10% in calendar year 1998 and-another 10%
in 1999. This would be consistent with current DHFS policy to require by contract utilization
f‘targets fer carly zmd pemodzc screemng, dxagnostzc and tesnng (HeaithChec:k) screens.

: 120 Other states; mcludmg Hknms and anesata havc uuhzed dental managed care

as a means for improving access to dental services. In'these states; dental services are excluded
from the benefit package covered by HMOs and instead are contracted for thh a smg‘ia provider
for the state’s entire MA population. s sl e

_ ‘Tllineis currently ‘contracts witha dental ‘managed care-organization: 1o provide dental
“services to all MA' remplents “The: conﬁract between this organization ‘and the state establishes
“a utilization target The' managed care ergamzatmn st prowde dental services to’ 50%: of the

i -""'-ehgzbie population per year; or face financial pena}tms The current dental capitation rate paid

_ per child per ‘month in Hiinois under this contract is less than the current MA dental. capztanon
_rate in Wisconsin. Dentists are reimbursed by the managed care organization-on a fee-for-service

__:_:_basxs_ T

: anesotaz plans to uuim: dentat managed care to pmwde' dental benefits for aIl pubhc: >
_ empioyes and -MA rec:pzents enrolled: in HMOs as-of ‘January 1. +1998. . The 'state Tecently
' 'conducteé a request for® pro;rosa} (RFP} and three: dental managed care crgamzanens snbmztted
“a bid. s T

000 As‘armeans of improving dccess to dental services for the states’>MA population, the
“Committee could-direct. BHFS to exclude ‘dental services:from the basic. HMO contract and,
instead; contract for the prevzs:zon ‘of dental services for- MA HMO enrcliees thh a smg}e dent;al

managed care orgamzatzon, begmmng January 1; 1998 L SEEE :

ALTERMHVES 'm BILL' -

] \A/} Governor s- Recommendanon

S I Reduce MA benefits funding by $9€15 800 ($372,500 GPR and $533,300 FED) in
1997-98 and increase MA ‘benefits ﬁmdmg by $179 900 ($74,500 GPR-and $105,400 FED) in
71998-99 to reflect reestimates of the costs and savmgs of establxshmg dental sealants as’an MA
covered benefit on the bill’s generai effective date. T NP

Aiternauveﬁn " e g rOmAL
| 1997.09 FunonG. (Change wBN) | -$298000 . -$427900. _ _ =$725, seo .
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;) Modify the Govemor’s recommendatmn by establxshmg a Ianuary 1 1998 o
effectwe date for the coverage of dental sealants undﬁr' he MA program. Reduce MA benefits
fundmg by $452, 9&6 ($186,200 GPR and $266,700 P'Ei?) in 1997-98 and i mcrease MA benefits .

' ﬁmdmg by 3331 6@0 ($137,200 GPR and $194 4()(}) in 1998«99 :

Alternative A2 | G_pi;ﬂ'_' D TOTAL

1997-99 FUNDING (Change to 8il) -$49,800 1 --$72,300 - $121,300 |

3. Maintain current law.

Altematwe Aa TOTAL

--19&7-99 FUND;HG (Change to thi} - $1,517,400

: ;ﬂ*kw :1321" SR -
£ 2; “Direct: DHPS to exclude dental serv;"_'
s Instead cilrect BH?S ‘to contract wzth a den

3. Mamtam current an
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Senator Jauch

HEALTH AND FAMILY SERVICES

MA Dental Services Pilot Program

Motion:

Move to direct DHFS, in consultation with the major dental association in Wisconsin, to
develop a pilot program, effective through June 30, 1999, for the provision of medical assistance
(MA) dental services in Ashland, Douglas, Bayfield and Iron Counties. Direct DHFS to
determine an estimate of the costs of providing MA dental benefits to MA recipients in this area
in the absence of such a program, and provide this funding to an entity that would be responsible
for providing dental services to all MA recipients in the four-county region.

Specify that: (a) each enrollee would identify their dental provider, and, if no dental
provider is identified, a dental provider would be assigned to the recipient; (b) enrollees would
~ be entitled to all dental services currently covered under the MA program. . -

Direct DHFS to seek any federal waivers necessary to implement this program. Specify
that if, after receiving any necessary waivers, DHFS determines that the costs- of the pilot
program would not exceed the costs of providing MA dental services in these counties in the
absence of the pilot program and that the pilot program would increase access to MA dental
services for MA recipients, the Department would implement the program by January 1, 1998,

- Note:
Under this pilot program, DHFS would contract with a program administrator that would:
(a) accept a capitation payment from DHFS for each enrolled MA recipient; (b) enroll
- participating dentists; and (c) be required to coordinate activities such as outreach and patient
education with county health departments. In addition, the program administrator would be
responsible for paying participating dentists for all MA covered dental services provided to MA
recipients in these four counties. Participating dental providers would be paid by the program
administrator on a fee-for-service basis.

MA enrollees in Ashland, Douglas, Bayfield and Iron counties would be required to select
a primary dental provider from among those participating in the pilot program and would receive
all of their dental services from these participating dentists.

The pilot program would be evaluated based on its ability to: (a) improve access to dental

services for MA recipients in these four counties; and (b) reduce the number of emergency room
visits for dental services.

&
Motion #1034 YT e ~F
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Alaska
Arizona
Arkansas
California

Colorado

Delaware
Florida
Georgia
Hawaii
1daho

Llinois
Indiana
Iowa
Louisiana
Maryland

. Massachusetts

Michigan
Missourn
Nebraska
New Jersey

New Mexico
New York
North Carolina
Ohio
Oklahoma

South Carolina
South Dakota
Texas

Utah
Vermont

Washington
West Virginia
Wisconsin
Wyoming

ATTACHMENT 1
Sealants As A Covered Service Under Medicaid

Covered per tooth for children age 21 and under one annually.

Covered for all non-carious permanent first molars.

Covered for first and second permanent molars only.

Caovered for permanent first molars on beneficiaries age 8 and under; on permanent second
molars up to age 14,

Long list attached to survey {too length to list).

100% coverage on sealants.

Covered for bicuspid initial placerent and first and second permanent molars.

Covered for first and second permanent molars (must be non-carious).

Covered for occlusal surfaces of permanent molars age 6-15.

Covered for children ages 6-16; permanent molars, primary molars with prior approval only.

Permanent molars-ages 5-17,

Covered for permanent and deciduous molars,

Covered for only one application per tooth per lifetime ages 5-15.

Covered for first permanent molar through age 9, second permanent molar through age 15.

_Covered for occlusa! surfaces of permanent tceth bm not over restorations.

e .'Covered for age 21 ané nnder

Covered for ages 5-15 on fully erupted first and secend molars.

Covered for silicate restoration including local anesthesia and treatment base.
Covered for molars and premolars within three years of eruption,

Covered for a one-time application limited to recipients age 16 and under.

Covered and limited to one application per permanent posterior tooth for recipients age 21
and under.

Covered and restricted to previously unrestored permanent first and second molars with no
signs of occlusal or proximal caries for patients ages 5-15.

Covered for primary and nearly erupted permanent premolars and first and second molars
for ages 21 and under. “Allow one in a lifetime replacement of sealants.

Covered on permanent ﬁrst and second molars for recxplents dge 18'and under.

Covered: for tooth numbers listed for caries-free virgin teeth for ages 8§ and under, ages 13

'and under and through age 14.

Covered on newly erupted molars, eight per lifetime.

Covered for first and second molars for age 20 and under with a 3-year time limitation.
Covered only on pits and fissures of permanent molars of children ages 14 and under, must
be free of proximal caries and restorations.

Covered on premolars and molars for ages 0-18.

Covered for first and second permanent molars for ages 5-21.

Covered for primary and permanent teeth for age 18 and under.

Covered for posterior permanent teeth only for children.

Covered for children who bave had an EPSDT screen during the previous year.
Covered for permanent molars with occlusal surfaces without caries and/or restoraticns.
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ATTACHMENT 2

HMO Coverage of Dental Services for MA Enrollees
as of March, 1997

County/HMO Provides Dental | County/HMO Provides Dental
Brown Ozaukee
Compcare Yes Compcare Yes
Network Health Plan Yes Genesis Yes
United Health No Managed Health Services Yes
Calumet Maxicare Yes
Network Health Plan Yes Network Health Plan Yes
United Health No Primecare Yes
Fond du Lac Racine
Dean Care No Compcare Yes
Genesis No Geriesis Yes
Network Health Plan Yes Hamana Yes
United Health No Managed Health Services Yes
Unity No Maxicare ' Yes
~Gréen Lake Network Health Plan Yes
Dean Care No Primecare Yes
Network Health Plan Yes Sheboygan
United Health No Compcare Yes
Jefferson: . : - Genesis: .. . - o Yes. | ..
DeanCae * - . No | NeworkHealthPlan' .~ = Yes -|
Genesis e | Yes | Walworth - o
Mercy Care No Compcare : Yes
Physicians Plus No Dean Care No
Kenosha Mercy Care Health Plan No
Compcare Yes Washington
Genesis Yes Compcare Yes
Humana Yes Dean Care No
Managed Health Services Yes Genesis Yes
Maxicare Yes Managed Health Services Yes
Network Health Plan Yes Maxicare Yes
Primecare Yes Network Health Plan _ Yes
Manitowoc Primecare Yes
Compcare Yes Warkesha
Genesis = No Compcare’ Yes
Network Health Plan Yes Family Health Plan Yes
Milwaukee Humana Yes
Compceare Yes Managed Heaith Services Yes
Family Health Plan Yes Maxicare Yes
Genesis Yes Network Health Plan Yes
Humana Yes Primecare Yes
Managed Health Services Yes Waapaca
Maxicare Yes Network Health Plan Yes
Network Health Plan Yes Security Health Pian No
Primecare Yes United Health No
Outagamie ‘Waushara
Network Health Plan Yes Network Heaith Plan Yes
United Health No United Heaith No
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Paper #431 1997-99 Budget May 21, 1997
D ——————— T ———————

“To: Joint Committee on Finance

From: Bob Lang, Director
Legislative Fiscal Bureau

ISSUE

Case Management Servxces for Women Aged 45 thrngh 64 (BHFS - Medxcal
Assistance) _ AR

[LFB Summary: Page 265, #12]

"""?"'CKERRENT LAW

Under current law, case management isa covereé madical assistance: (MA) beneﬁt foran
individual who: (a) has a developmental disability; (b) has a chronic mental illness; (¢} has
-Alzheimer’s disease; (d) is-alcoholic or:drug dependent; (e) is physically disabled; (f) is a child
with severe emotional disturbance; (g) is age 65 or over; (h) is a member of a family that-has
a child at risk of physical, mental or:emotional dysfunction; (i) is infected with HIV; (j) 1s
infected with tﬂberculosxs (k) is a child ehgibie for eaxly mterventlon servzces or (1) is a child
Wlth asthma -- R T S o, ek :

Ca.se management services: assist mdzvzdua}s in accessmg, coordmatmg and momtonng
an array of ‘services, including” seérvices covered by MA ‘and services provided: under other
programs. These services are provided by qualified public and private, nonprofit agencies, if a
county or municipality elects to-make these services available.: The MA program pays the federal
share of the cost :of ‘thése. services (approximately:59% of the total cost:of providing: these
services). - Counties must provide the state: MA match (approximately 41% of the total cost) by
-using funds provided through: other programs, such as the commumty opuons progfam orthe
family support program. : R
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 GOVERNOR"

Expand eligibility for MA targeted case management services to include women aged 45
through 64 who are not res;dmg in nursing homes or enrolled in managed care organizations and
are not otherwise receiving case management services. Provide $549,000 FED annually to reflect
the projected increase in federal MA matching funds that would be available to support these

services.

DISCUSSION POINTS -

1. The Governor has identified MA eligible women aged 45 through 64 as a
medically under-served group that could benefit from case management services. The extension
of the case management benefit to these women is intended to facilitate medacal care
coordination.’ Far example, if ‘2. women were- mlssmg medical appomnnents due- to a lack of
transportation, a case’ manager ceuld he}p the woman access pubhc transportanon

2. However, virtually all women enmlied in MA who are: {a) agcd 45 through 64;
(b) not residing in nursing homes; and (¢) not enmlled in health mmntenance orgamzatxons

o f_.:-"_(Hl\eIOS) are women who are aIready mcluded in current targetcd case management groups. Veryf_:__; :
- few women aged 45 through 64 quahfy for MA based on AFDC-related criteria, and most of the

women who do qualify for MA under the AFDC-related criteria are em'oiied in an HMO as a
-_--resuit of tha state’s: managed care: expansxon e i S e wle

’I‘he ma}onty of the women’ in’ thzs age range quailfy for MA due 10 a physzcal OF
_--devclopmental disability. or-a mental illness. Individuals with disabilities and/cr a mentai ﬁlness
-are currently: chgzble for MA targeted case management SELVICES: o ivwes o e o S

3. 1995 WlSCOﬂSlﬁ Act 27 (the 1995 97 blenmai budget act) expa.nded targeted case
_ management services to include: (a) families who' have a chxld at risk of physu:al mental or'-_
. j_emotxonai dysfuncucn (b) children. who are ethb}e for memcal assistance and who: recewe early; -
_ mterventzon servxces under the’ szth“toll‘hree program, and (c) chﬁdren w:th asihma '

R S A rewew e)f caiendar ye:ar 1996 bzllmg data meizcates that c:oum:zes eiect to prmnde
case management servicesto targeted gmups 10 varymg degrees.: The: following table:surnmarizes
the number of counties which provided case management services-for each eligible targeted case
managemerit group-and fotal expenditures for case: management services: prowdeci to-each group
iri ¢alendar year 1996. S T i
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. MA Targeted Case Management Utilization
- Calendar Year 1996 :

No: of Counties:
Providing Case ..o
. -Mgmt. Services - Expenditures*. .

Individuals with developmental disabilities 64 $3,860,970
Individuals receiving Birth-to-Three services 38 . . . ...503553
Individuals receiving AODA services 25 525,990
Individuals with mental illness 54 - 2,875,887
“Individuals with Alzheimer’s disease o 4 B W51
" Individuals with tuberculosis R D ¢ SRR ¢
Individuals with physical disabilities L R % LT 728678
Individuals age 65 or older 59 681,942
Childrén with severe emotional distarbance 38 2,429,426
Children with asthma . S 316
Individuals in families atrisk =~ T 14 158,274
Individuals with HIV or AIDS 5 108,042

*Counties supported approximately 40% of these total costs.

This table illustrates that counties elect to target casé management services primarily to MA
recipients who are disabled or mentally ill and children with severe emotional disturbances.

5. In estimating the projected number of additional women that would receive case
management services under the Governor’s bill (approximately 1,800 per year) DHEFES staff
. estimated: the total number of women eligible for MA who are not in’ nursmg ‘homes or HMOs,
subtracted the estimated number of women who are currently receiving: case management
services, and assumed. that 10% of the remaining women would require and receive targeted case

management services.

However, this analysis assumes that: (a) the reason this population does not currently
receive case management services is due to ineligibility for the benefit; (b) all counties will
choose to make this service available; and (c) counties will begin making these services available
beginning in July, 1997.

6.  Because virtually all MA-eligible women aged 45 through 64 currently qualify for
case management services, it is estimated that the additional case management services these
women would receive under this proposal, and corresponding federal matching funds, would be
minimal. Consequently, the Committee could adopt the Governor’s recommendations to add
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women aged 45 through 64 as a separate. group-eligible for MA targeted case management
services, but delete the estimates of additional federal- MA funds that would be received.

Alternatively, the Committee could deny the Governor’s recommendation to create a
separate targeted case management group for women aged 45 through 64. Instead, DHFS could
encourage counties to-provide additional case management services to these women and other
groups of MIA recipients currently-eligible for targeted case management services.

ALTERNATIVES TO BILL

’f% b

?\é) AdoPt the Governor’s recommendation to add women aged 45 throu gh 64 as. a groap
eligiblée for MA targeted case management services and ad}ust fundmg to reflect cost reesumates

of expanding targeted case management services to this group.

Alternative 1 e R
| 1997-99 FUNDING (Change to Bil) - $1,000,200

-2: " 'Maintain’ current law.

i A?temative 2 FED
|. 1997-99 FUNDING (Change to Bif) . -51,099,200
MO# ﬁ Iy 5
e L el e R { JENSEN X N A
Prepared by: . Amie T. Goldman ~ OURADA ¥ N A
_ e . SN HARSDORF X N A
PR ALBERS XN A
GARD X N A
KAUFERT X N A
LINTON ¥ N oA
coGas ¥ N oa
4 BURKE A N A
DECKER X N A
GEORGE X N A
JAUCH X N A
WINEKE X N A
SHIBILSKI ¥ N A
COWLES A N A
PANZER X N A
AYE © ./ NO -~ ABS
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Paper #432 1997-9% Budget May 21, 1997
44T S orTe T ——— L T —————

To: " Joint Committee on Finance

“ Fromi: ‘Bob Lang, Director- -
Legislative Fiscal Bureau

ISSUE

Medical Assnstance Copayments (DHFS -- Medical Assnstance)

[LFB Summary: Page 269, #17]

. CURRENT LAW -

* Federal law: permits states to require medical assistance (MA):recipients to share in the
cost of receiving certain MA services through the payment:of a flat, nominal fee:(copayment)
‘per service.. ‘However, federal regulations establish maximum- copayments. for services and
exempt some : groups  fromcopayments, including: (a) recipients under the age of 18; (b)
‘categorically needy persons enrolled-in health maintenance organizations; (c) services relating to
pregnancy; (d) institutional services if individuals are required to spend-all their-income for
medical expenses, except for the amount exempteei for personai needs; and (e) emergency, family
plannmg and hosp;ce servxces T B - L : : -

3 A compiete hstmg of copayments apphcabla to servmes offered under WlSCO!ISin S MA
Program 1$ prov;;cied gt:1 Attachmenti R R SIE NPT PR :

GOVERNOR

: i)ecrease MA beneﬁts fundmg by $1 654, 690 ($6’78 400 GPR: and $976 200:-FED) in
'_1997 98 and $3,478.400 (31,426,000 GPR and $2,052,400 FED)in 1998-99 to reflect: the
projected cost savings of: (a) creating a copayment for specialized medical - vehicle (SMV)
services and free-standing ambulatory surgery services; and (b) increasing current copayments
‘to the maximum amount pemntzad under federal law,: excluding prescription -and over-the-
counter (()TC) drugs.: iy : o ES - :
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Discussion Points

1. It is the provider’s responsibility to collect copayments. However, no participating
provider may demy services to an MA recipient because of the recipient’s inability to pay
copayments. In effect, a recipient’s. failure to pay.a copayment reduces the provider’s
reimbursement for that service by the copayment amount.

2. Federal law establishes maximum copayments for services in relation to the state’s
MA payment for the service, as shown in the following table.

State’s MA Payment Maximum Recipient
for Service Copayment

$10.00 or less _ £0.50
$10.01 to $25.00 Tl $1.00
$25.01 1o $50.00 $2.00
$50.01 or more 1$3.00

Federal law- also-permits states to-determine an average. or:"typical” payment for-a service
‘and to-set the copayment:level based-on-this: average. -For-example, rather-than establishing
separate copayinents for each-disposable ‘medical supply-item, states can calculate the: typical
teimbiirsement for disposable medical supplies and then-charge one :unifen-n.:cqpayment-_i-for--ali
disposable: medical ‘supplies. - States commonly ‘use this formula for determining a copayment

3. Over time, as reimbursement levels for services have increased or decreased, the

' federally allowable copayment level for particular services has also increased: and decreased.

However; 'DHFS  has ‘not tesponded to these changes by adjusting copayment - levels.
Consequently, there: aré a number of services for ‘which. the ‘established copayment amount is

currently below the federally allowable maximum and a few services for which the established

copayment amount is above the federally allowable maximum.

4, As shown in Attachment 1, the current copayment levels are determined based on
actual reimbursémient ratés for some services.and typical reimbursement levels foriother services,
including: (a) disposable’ medical supplies; (b) medications; (c) laboratory services; (d) X:ray
services: and (e) diagnostic services. 7 o Sl o e wmeean o

- Under the Governor’s recommendation, copayments would:be increased for-a number of
specific service codes for which the actual reimbursem;nﬁj_h’as changed over time and for a
number of services for which the typical reimbursement for the services has changed over time,
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including: (a) the copayment for x-ray services would be increased from $2.00 to $3.00 has
changed over time; (b) the copayment for diagnostic physician services would be increased from

~$1.00 to $2.00; and (c) the copayment for diagnostic laboratory services would be increased from

$1.00 to $2.00.

5. MA recipients may be required to pay. more than one copayment for services they
receive during a single appointment. For example, for a doctor’s visit, the recipient may be

- charged a separate copayment for the office visit and any-laboratory tests or x-rays. However,

the effect of these copayments on recipients may be moderated becausé the copayments are not
typically collected at the:time the service is rendered. - ‘With the exception of pharmacies, most
provxders bill MA recipients for copayments, rather than collect the copayments at ‘the time. of
service. I e

No information is available relating to the percentage of copayments which are actually
collected by providers. However, it is believed that many providers-do not collect, these

- copayments. -

‘The impact. of .copayments is further moderated by the fact that the: state has established

-cumulative. maximum copayment amounts for some MA services.. By statute, an MA recipient N
is not- rcquzred to pay more than $5. OD per month, per. pharmacy for. presc:nptzon drugs. In .

addition to the statutory cumulative monthly limit for prescription drugs, DHFS has established
cumulative -limits on other copayments-as-a matter of policy. = Current: cumulative -maximum

-copayments for other MA services are included in the information provided in Attachment 1.

6. The primary argument in support of copayments is that they require MA rccipiénts
to share in the cost of their health care services. It is argued that recipients should be responsible
for supporting some portion, however nominal, of the costs of services they receive. -

- However, the: MA recipients who are subject to copayments are primarily-poor elderly and

dlsabied individuals, who require the most health care services. -In the 1997-99 biennium, the

great majority of MA ‘recipients who qualify for MA based on- AFDC-.» or healthy start-related
eligibility:criteria will-not be subject to copayments; because: they will:'be enrolled in health
maintenance organizations.

7. It is argued that the assessment of copayments will ‘dectease utilization of
unnecessary services. However, DHFS currently assesses copayments for some services and
benefits for which a recipient cannot reasonably control utilization. For example, DHFS assesses

-a copayment for x-ray and diagnostic services, even though it is typically the physician, rather
~than.a patient, who makes a determination as to whether an . x-ray is: requzred or whether. a
' physzcmn needs to pre}vxde dlagnostzc services. P . :

-In addition, there are a number of medical;.:su.p'pliles subject to copayments, including reagent
strips, which are unlikely to be over-utilized: Reagent strips allow.individuals with diabetes to
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- Z-E______':-;*Sé% o:{" the MA beneﬁts savmgs 18 attnbutabler--

perform blood glucose tests in-their home. These tests are necessary for diabetics to monitor

- their blood glucose:levels. - In: 1995-96, MA recipients utilized 638,000 packages of these strips.

Under the Governor’s recommendation; the copayment for reagent strips would be- mcrcased from
$.50 to $2.00 per package. :

+ . 8 Copayments may function as a barrier for-utilization of necessary services. Many
‘states assess copayments ‘for a few selective: services where over-utilization is  most likely.
“ Attachment 2 -provides. information on copayments assessed by: all: other states included - in
< ‘Wisconsin’s- Health: Care  Financing:-Administration: (HCFA): region::. As ~this attachment
illustrates; Wisconsin’s ‘current copayment stracture is more extensive than those: of other states
“in  the 'HCFA ‘region.. ~For:these reasons, the Committee could deny ‘the. Governor’s
recommendation to increase current copayments to the federally allowable maximum.

SR RREHE | EE Based ona reestimate of projected MA beneéfit savings resulting from the proposed
5 c&payment adjustments recommended by the Governor, MA benefits savings-would be $360,300
- {$146,700 GPR and $213,600 FED) in 1997-98 and $889,800 ($358,200 GPR and $531;600
F’ED) in 1998-99 less than estimated in the bill. This estimate and the esnmate prepared for the
- bill assumes that 50% of the annual cost savings in the first year of the biennium to account for

- the time DHFS will require. to; unplernent these changes. - Under this reestimate, appmxzmately _
'the mcreas&d‘copayment for reagemi -stnps_ FE

: The pnmary dxfference betwee;l thls estimazc and the estimate: prepared for the bxli is: the
: 'ehmmatmn of a proposed increase to the diagnostic: Jaboratory copayment due to the-fact that the
typical reimbursement for the service does not justify an increase in the copayment.

Aitemat:tves to Bﬁi

S 1. Modlfy Govemor $ recommendatmn to adjust current’ copayments to'the fedcraliy
jaliowable maximum by increasing MA- benefits funding by $360,300 ($146,700 GPR. -and
:$213,600 FED) in 1997-98 and- $889 800 ($358,200 GPR ‘and $531,600 FED) in:1998- 99 to
.'-.reﬂect reestimates of- the cost savings resuitmg from ad}ustments in curmnt capayments

Al'éemattva AL : - GER - TOTAL
 1997-99 FUMDING (Change to Bzii} . $508900 . . 745200 . $1,250,100

S W Deiete the chernor s recﬁnﬁnended increases in copayments for services: currently

sub;ect to copaments and- increase-MA benefits: funding by $1,220,800 ($500,500 GPR -and
$720,300 FED) in 1997-98 and $2,610,800 ($1,070,300 GPR and'$1,540,500 FED) in 1998-99.
In addition, increase MA benefits funding by $29,700 GPR and $42,500 FED in 1997-98 and
$59,700 GPR and $84,600 FEDin 1998-99:t0 reflect rcducncus in cmmnt cnpayments that
“exceed federaﬂy established maximim copayment levels.- R TR i
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 Alternative A2 o e EEp TotaL|

1997-99 FUNDING. (Change to Btli) $1,660,200 $2,387,900 $4 043 1{)0

j DRUG COPAYMENTS

stcussmn i’-_omts:

I . A recent two«year study completed by a team of resea.rchers headed by Alan L
Hillman, M D at the University of Pennsylvania assessed the reiatwe effects of physmlan and
patient ﬁnanmal incentives under managed care plans. The study demonstrated a relanenshxp
between drug copayments and individual drug spending. Specifically, resea:chers concinded that
as copayments increased, spendmg on prescription drugs decreased. However, the study did not

. draw conclusions about the extent to which.increases in diug copayments decreased spending for
: dxscretmnary medmauons, compared. thh mcd;caﬂy necessary medxcatxons f the: unposmon of

higher copayments. reduces spendmg for medlcaily necessary medzcat}.ons a panems health could
be adversely affected, resulting in increases in other heafith—rciated COSS.. -

< 2.0 . While prescnptzon drugs are an aptaonal MA benefit every state has eiected 0 .

e prowde coverage of prescription drugs for ‘all ‘or some of portion. of their’ MA pﬁpulatwn "

Coverage of prescription drugs is considered to be cost effective for states.. It is assumed that
by ensuring that MA recipients can afford their prescription drugs, comphance wxll be mzproved
and other health care expenditures.can be avoided. ‘ o

Many dlsabled and elderly mdlvxduais are reqmreci to take mult;ple medzcanons If the cost
of these mcdmatzons becomes too high. for an individual, the individual may not ﬁﬂ his or her

;.prescnptzons ‘Failure to. take medically: uecessary mechcanons can. result in acute he:alth care

crises, which may reqmre -expensive: emergency room. vmts or ccmphcate emstmg heaith
conditiors.

Fer these reasons the Governor chd not recommend an increase in ‘the dmg copayment to
the federally allowable maximurn. However itis not knewn how high'a copayment must be in
order for a patient to forgo medically necessary medications, rather than discretionary
medications. Further, a similar argument for minimizing copayments could be made for all cost
effective services that are currently subject to a copayment, including: (a) preventative dental
services; (b) physical therapy services; and (¢} diagnostic services, such as lab tests. The
arguments for establishing a copayment on drugs are no different from the arguments in support
of copayments for current services for which copayments are assessed.

3. The current drug copayment represents a small portion of the total cost of

medications. The current copayment for prescription drugs is $1.00 per prescription with a $5.00
monthly limit per provider. The current copayment for OTC medications is $0.50 per
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prescription. There is no monthly limit for OCT medications. In 1995-96, average annual drug
expenditures for MA recipients wha uukze thzs benefit were. $1 249 for prescrzpnon drugs and

$369 for OTC drugs.

The Committee could increase the drug copayment to the federally allowable maximum.
The copayment for prescription drugs could be raised from $1.00to $2.00 and the copayment
for OTC drugs could be raised from $.50 to $1.00. If the Committee chose this alternative, it
would be necessary to raise the monthly cumulative limit for prescription drugs from$5.00 per
month to $10.00 per month per provider to realize the full savings resulting from an increase m
the per prescription copayment. If the- Comrhittee’ increases the copayment Jevel but does not
increase the monthly cumulative Tlimit,  recipients would reach ‘the limit after filling two
' 'prescnptzons “rather than five, and DHFS would only collect $4 worth of copayments, whxch
'wouki be $1 {}O iess than the amount coliected uncier the current copayment schedu}e '

' In 1995~96 approxnnately half: of all prescnpuons covemd by the MA ‘program were
subject to & ccpayment and 3 total of ‘over $3 million (all funds) in savings was realized from
“drug copayments: Therefere, itis assumed that if ‘the drug copayment were incredsed to-the
federally allowable maximum and the monthly cumulative limit were raised to $10.00, an
additional $3 million annually in MA benefits savings would be realized.

i AIte‘matrves to Blﬂ

' Increase the copayments for prescnpnon and over-the-counter drugs to’ the federally
szﬁf maximum ($2.00 per prescription and $1.00 per over the counter drug). In addition,
“increase the monthly cumulative maximum cspayment for prescription driags from '$5.00 per
“fnonth per provider to $10.00 per month per provider. Finally, decrease MA benefits funding by
"$1,542,800 ($634, 409 GPR and $908,400 FED} in 1997-98 and $3,085,600 (51, 276 700 GPR and
$1,808, ,900 FEB) in 1998~99 to reflect the savings resulting from this increase. o ;

| Alternative BY . GPR.. . FED . rcm;. -
1199799 FUNDII\EG (Change to: axﬂ} -~ - $1,911,100. - - $2,717,300 -$4628 400} .
207 Maintain current law.
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€ SPECIALIZED MEDICAL VEHICLES
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Discussion Points

i Speczahzed medlcal vehlcles may be used to transport mdeﬁmtely d&sabied or blind
individuals who are unable to fake public common carrier or private motor vehicle transportation
if the purpose of the trip is to receive covered MA services. An “indefinite disability” is defined
by DHFS:as a physical or mental impairment which includes an -inability to move without

.personal assistance or mechanical aids, such-as a wheelchair, walker or crutches or a mental

impairment which prohibits the individuals from using ‘comimon carrier transportation reliably or
safely. All transportation services provided by SMVs must be prescribed by a physician.

2. The Govemor recomends establzshmg a new copayment for SMV services.
However, current state law prohibits DHFS from establishing copayments for specialized medical
services. Senate Bill 77 does not repeal this prohibition. In order to implement the Governor’s
recommendation, this provision should be repealed.

3. The administration believes that there is unnecessary utilization of SMV services.
The proposed $2.00 copayment for SMV services is intended to dxscourage overutzhzanon and
‘to curb-abuse of these services. The maximum ailowable copayment for these semces under

" federal Jaw would be $3. 00." Therefore, the Commlttce could estabhsh thxs new copayment at

$3.00. However, the ad:mmstraﬂon behe:ved that assessmg the maxzmum copayment would pkacez
100 great a hardsiup on recxpzents o ' :

4. Based on a reestimate of projected benefit savings resulting from the Governor's
proposed SMV copayment, MA benefit savings $241,800 (899,900 GPR and $141,900 FED) in
3997»98 and $438 7{)0 ($203 4(}0 GPR and $283 300) in 1998 99 more than estzmated in the blil

Alternatzves to Bxll

| \é;ﬁ;%é"‘ Modify the Governor's TECTRmMERARHSH t Setablish 2 $2 00 SMV' copayment by

decréasing MA benefits funding by $241,800 ($99,900 GPR and $141,900 FED) in 1997-98 and
$438,700 ($203,400 GPR and $280,300 FED) in 1998-99 to reflect reestimates of the benefit
savings resulting from the Governor’s recommendation to establish a copayment on SMV
services. In addition, repeal the current statutory prohibition on SMV copayments.

Alternatwem . e s o GPRY - EED oo TOTAL |
1987-98 FUNDING (Change to Bill) - $303,300 - 3422200 - o ~$725.500: ]

2. Modify the Governor’s recominendation by establishing a $3.00 SMV copayment
and decreasing MA benefits funding by $463,600 ($191,100 GPR-and $272,500 FED) in 1997-98
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and $927.200 ($386,900 GPR and $540,300 FED):in 1998-99.: ‘Ia ‘addition, repeal the current
statutory prohibition on SMV copayments.

A!tema‘tzve Cﬂ GPR - EED TQTAL
| 199799 FUNDING (Change to Bxil} 8578000 _-_sjsi’a_:;s'a_o:' 31,390,800

q kéf %@‘ Delete the Govemo:f s recammendah@n to: estabhsh a cepayment for SMV services.
mcrease MA benefits.funding by $430,200 ($176,400 GPR and $253,800 PED} in.1997-98 and
$86{} 300 ($352 ;700 GPR and 55{)7 600 FED) 1n 1998 99. Lo e e

| Atternative 3 GPR FED TOTAL
| 199790 FUNDING {ChangetoBr!}} U $529100 | $761,400  $1,290,500

) AMBULATORY SURGERY CENTERS

..Bi.s.cussmn.PthS I

; ery centers are fa _:__es tha _operate exc}uswe}y-fo .__-__he purpose of_

' _prov1dmg surgwal servzces te patzentg not. requmng hospﬂahzatzon ‘Services perfonned in these
‘centers are services which require ge:nera} or local anesthesia and post«ane:sthesza observanon
time. They are services which could not be performed safely in an office setting, inclading: (a)
_hernia repair; (b) breast bzopsy, ané {c) ca:pal tunnel surgery.

S 2. _ Cuxrcnﬂy, there 1s no copayment for free: standmg ambuiatory surgery servxces
Under the bill, free standing ambuiatory surgery centers, which provide outpatient surgery
-services, would be sub;ect to a' $3.00 per visit copayment Outpatxent services, including s surgery,
 provided in hcspztais are. currenﬂy sub}ect to a $3.00 per visit copayment. Therefore, assessing
a copayment on outpatient surgery perfonned in mnbulatory surgery centers would be consistent
With the current I)HF S. pohcy to assess’ copayments fer_outpanent szzrgery in outpanem hospztals

tmm to :B’iki

1. f Mod;fy Govemor s recommendanon to estabhsh a $3 DG copayment for ambuiatory
surgez:gﬁfcenters by-decreasing MA- benefits funding by-$7,300 (83,000 GPR and $4,300 FED) in
1997-98 and $14.600 ($6,000.GPR and $S 6{)0 FED) in 1998—99 to reﬂect reest:mates of the MA
benefits savings of this proposal. : :

Aternative DY . .- .o . o o GPR . o FED . A TOTAL:
' 1667:09 FUNDING (Ghange o Bafi) T S8000 4 812,800 1 h S $21.900
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Beiete the Governor’s reconnnendatmn to estabhsh a $3.00 copayment foir free
standing ambulatory surgery centers. Increase MA benefits funding by $1,500 GPR and $2, 200
FED in 1997-98 a.nd $3 GGO GPR in 1998-99 and $4 3“ 0 FED in 1998-99.

| Ahernative D2

- 1997-99 FUNDING (Change to Bill

GPR j-
$4,500

Prepared by: Amie T. Goldman
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Senator Decker

HEALTH AND FAMILY SERVICES

Copayment for Reagent Strips

Maotion:

Move to modify Alternative Al of LFB paper #432 by providing $196,800 GPR and
$281,800 FED in 1997-98 and $396,000 GPR and $561,100 FED in 1998-99 to maintain the
current copayment for reagent strips ($.50 per package).

Note:

. SB 77 would increase the copayment.for reagent strips from $.50 to $2.00. This motion: R
would maintain the cepayment at its’ cun:ent level and restore funcimg that represents the MA s
benefits savings associated with the copayment increase proposed in SB 77.

[Change to Bill: $592,800 GPR and $842,900 FED]

MO# §

JENSEN 4. N A
OURADA ¥ N A
HARSDORE ¥_N A
ALBERS Y N A
GARD ¥ N A
KAUFERT ?ﬁ N A
LINTON N A
COGGS ¥ N A
7 _BURKE A N A
s DECKER A N A
GEORGE A N A
JAUCH XN A
WINEKE X N A
SHIBILSKI X N A
COWLES YN A
PANZER Y N A

. I'%%
AYE NO 5%‘ ABSi ]
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ATTACHMENT 1 - -

Current Wisconsin Medicaid Copayménfs

-Amount of Copay

Chiropractic Services :
. services costing up to $10.00 e 8056

. services costing $10.01 1o $25.00 S SR - : $1.00

. services costing $25.01 to $50.00 . L $2.00
Dental Services {including orthodontia} : TS

. services costing up to $16.00 $0.50

. services costing $10.01 o $25.00 S g - %100 .
. services costing $25.01 to $50.00 - 5200

. services costing over $50.00 . 2o $3.00

Disposable Medical Supplies A
. each item (no monthly limit) ERER $0.50

Durable Medical Equipment

. items costing up to $10.00 _ $0.50.-

. items costing $10.01 to-$25.00 G - C 81,00 Lo
«  items costing $25.01 to $50.00 ' B R0
. items costing over $50.00 e = $3.00- .
Hearing S

. andiological testing $1.00-

. each purchased item - $3.00 -

. each accessory or repair w3100

HealthCheck Screen : S
. children under age I8 ne copay

. recipients age 18, 19 and 20 $1.00
Hospital 2 Gowichae mn o
. inpatient (maximum of $75.00 per stay) $3:00 (per day)

. outpatient '~ $3.00 (per visit)
(includes all services provided in the v T R T
hospital, including pharmacy and therapy services)

Medications

. each covered over-the-counter drugs $0.50-
{requires a doctor’s prescription) :
{no menthly limit) : B :

. All other medications (3$5.00 limit per month, $1.00
per pharmacy)

Health and Family Services — Medical Assistance (Paper #432) ‘Page k1




Mental Health/Alcohol and Other Drug Abuse Therapy

. each 60 minutes of individual mental health, 3 $2.00
alcohol and other drug abuse: (AODA), family =~ ¢ %
therapy, and collateral interviews
{mental health/AODA/biofeedback limited
to the first 15 hours or $500 of services
per calendar year)

. each 60 minutes for each member of $0.50
group therapy. {mental health/AODA/Biofeedback :
limited to the first 15 hours or 3500
of services per calendar year)

. each 60 minutes of psychiatric evaluation o $1.00

Physical, Occupational, or Speech Therapy
{not provided’in hospital)

. services costing up to $10.00 ' ' . $0:50

. services costing $10.01 to $25.00 $1.00
. services costing $25.01 to $50.00 .. 82000 -
. services costing over $50.00 Coo.$3.00

(No copayment after the first 30 hours or
$1,500 of services per therapy type, per
calendar year) -

*Physician and Nurse Practitioner Services Hl
. each evaluation: and managemient visit, G - $1.0810:$3.00

hospital admission, or consultation
. each surgery service $3.00
* each lab service o $1.00
. each x-ray service - 3200
. each diagnostic’service : -$1.00:-

. each nuclear medicine service $2.00
{copayment limited to $30 per year per provider) B

. each evaluation and management visit $1.00

. each lab service date - R $1.00.

. each x-ray service : S TR RTHEET ¢ | R
. each surgery service $3.00 .

. each mycotic condition/nail procedure S $3.00. . -

. each routine foot care visit o - Ty 7 2.0 LI

. each casting, strapping, or taping procedure $3.00

Rural Health Clinics: e s e B

. each visit -$2.00. .

(copayment limited 1o $30 per year per provider)

Transportation .
» each nonemergency ambulance trip $2.00
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Vision Care
Optometric Services

. each evaluation and management service $2.00 10 $3.00
. each special and low vision service, test or therapy $0.50 to $1.00
. each contact lens service $3.00
Eyeglasses
. new $3.00 per complete pair
. replacement of frame, lens or temple $2.00
. each repair $0.50

Copayments do not apply to:

. recipients under 18 years old

. recipients in HMOs

. pregnant women when the services are pregnancy-related
. family planning services and supplies

. nursing home residents

. emergency services
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ATTACHMENT 2

Medical Assistance Copayments
HCFA Region V

Hlinois (Categorically and Medically Needy Recipients)
Inpatient Hospital Stays

$3.00 per day $325 per day or more
$2.00 per day Above $275 but less than $325 per day
No copayment $275 per day or less

Indiana {Categorically Needy Recipients)
Transportation Services
$0.50 - $2.00 depending on the reimbursement rate for the service

Pharmacy Services
$0.50 for each generic drug
$0.50 - $3.00 for each brand name drug depending on the reimbursement rate

Emergency Room Services
$3 {}0 copayment for noncmergency servzces prov:ded ina hospual emergency room

Mtchlgan (Med&ca’ﬂy Needy Recszems}
Vision Services
$2.00 per visit

Dental Services
$3.00 per visit

Podiatry Services
$2.00 per visit

Hearing Aids N
$3.00 per hearing aid

Pharmacy. Services. | _
© . $1.00 per prescription

Chiropractic Services
$1.00 per visit

Minnesota
No copaymentis

Ohio
No copayments

Note: Under federal law, the following groups are exempt from copayments: (a) pregnancy-related services provided
to pregnant women; (b) institutionalized individuals; {¢) individuals under the age of 18; (d) family planning services;
{(e) emergency services; (f) services provided to categorically eligible MA recipients in HMOs.
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Paper #433 1997-99 Budget May 21, 1997

To: Joint Committee on Finance

From: ' Bob Lang, Director
" “Legislative Fiscal Bureau

ISSUE

Vahdatmn of Haspntal DRG Clmms (I}HFS - Medxcal Assnstauce) Lt

[LFB Summary Page 270 #18}

_. .CURRENT LAW

Under Wxsconsm $ medlcai ass:stance (MA) program, payment for most mpatxent ‘hospital
services is based on'a prospectlve payment system known as a dxagnosxs-re}ated group (DRG)
system. A DRG system, which is the type of hospxtal payment system ‘used by the medicare
program, pays hospitals based on a patient’s diagnosis and/or the nature of the services furnished
“int relation fo that diagriosis. However; the DRG system allows for certain hospx.tai—spemﬁc costs
-and circumstances to be cmsxdered as: part of ﬂ}e rate’ calcuiatlon v BE PR

The DRG payment system cov‘ers acute care hospltals and hospxtai mstlmtzons for mental
- _dlseaae “MA payment for mpanent hospxtal ‘services: prowded at the two state mental health
institutes and Sdcred Heart Rehablhtatzon Hospﬁal in Mﬁwaukae is- not based on-the DRG
system. instead thcse hospxtals are pmd on a per d:em basxs to reﬂeet the speczal nature of the
pauent mix at these facﬂmes : :

Under the DRG system the hospltal deterxmnes the patzent dlamosxs and then- bﬂls MA
“for the DRG related to: that condmon ami treatmient. : e e

GOVERNOR

Reduce NéA benefits fﬂﬁﬁﬁ‘g by $2 909 O{}O ($8’?2 480 GPR aﬂd $1 7“77 600 FBD} in
1997»98 and $2,000,000($827,700 GPRand $1;172,300 FED) in 1998:99 to reflect the projected
cost savings of implementing a system to electronically audit and validate inpatient DRG hospital
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“claims.  No ‘funding is provided in the bill ‘to support “additional” administrative costs of
implementing the system.

DISCUSSION POINTS

1. Recent articles in the Wall Street Journal have focussed on the U.S. Department
of Health and Human Services (HHS); Qfﬂca of the Inspector General’s investigations into the
practice of "upcoding" under the medlcare }}RG system HHS has targeted hospital fraud as a
major area of inquiry. ' :

Under the medicare system, upcoding is the practice of upgrading the seriousness of a
medical condition by filing medicare bills under the DRG code that will maximize payment to
the hospital. The Wall Street Journal article concludes that this practice "appears to be endemic
in the industry.” In fact, an entire consulting industry has evolved to help hospitals-use.the DRG
system more advantageously. Hospitals can utilize computer software programs, such as
"Optimizer” and "Strategist," which offer a step-by-step. guide to maximizing claims under the
DRG systemn. Similar to the practice of maximizing deéductions on tax returns, many of these
npcodmg practaces are ennrely legai

2 Howaver, acccrdmg to thesc artlcles and DHFS staff the system is- sub}ect o

‘abuse and-it:is:clear that; in'some. instances; claims are manipulated in such-a way that the DRG
‘payment is mappmpnateiy mcreased It is these mstances: of mapprepnai‘e ugcodmg which-are
the target of the HHS mqmry il e L : : .

3 The practxce of I)RG upcodmg is: not hxmted to. the med;care system DRG
upcoding can affect any insurer; including commercial insurers and medical -assistance programs,
which utilize a DRG system as the basas for xnpatlcnt hospltal payments

L T The Department of Health and Famﬂy Servxcas (BHFS) mtends to: impiement a
' BRG validation audit program for WiSGOtISIIl s MA program The steps cf thxs audzt prcgram_ '
would include the failowmg G madi B LR e I

. Submission of hospital claims for review by a computer software program that
would identify - claims. which -are candidates for an-audit. . This would:be accomplished by
applying specific rules to hospital clalms datain: order-to: zdenufy ‘statistical outliers. - For
example, the software would identify hospitals that submit a larger than expected number of
claims for "DRGs with complications,” compared to "DRGs without complications.”

. After the software identifies a patient claim that should be audited, the actual

medical chart for that patient would be reviewed by nurses who:are spec;ﬁcally tmmed in BRG
'audmng, in order to confirm or élscenﬁnn the diagnosis that'was submitted: - e -
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_ . When the review indicates a dzscrepancy, the : new diagnoses would be run thwugh
- the fiscal agent ERG system and a new DRG payment 13 calcaiated o :

. The d;fference batween the ongmal DRG payment and the new DRG payment
Would be presented to the hospital and a recovery of the dszerence would be requeste:d :

5. The experience of an organization whzch has been adzmmstenng a sumiar audzt'-_
" system for commercial insurers indicates that hospztals Aaccept the findings: of the audit -
' approximately 90% of the time. This audit pregram aiso provades for an appea}s process and-_ L
- mecessary physician consultations. . o

6. If DHFS were to implement a DRG andﬂ: program it could audxt cla;tms recezved '
in the upcoming fiscal years as well as claims submitted in prior-years. DHFS staff indicate that: -
.. it would be reasonable to ‘retroactively. audit claims as far back as five years. If DHFS were to .
. submit current and past claims for review by the audit software program, it is estimated that
.ai?pmxzmami}f 10, 000_ ciazms_ woulé_be targeted for an audit | :aCh’ year of the biém‘ium e

7. DHFS current}y contracts w1th a number of ozgamzanons for the performance ef RN
_ various audit and administrative functions related to the MA am' One of these orgamzatmns_"_'-’ i
ecently estimated that the ‘annual cost: of administerin :
" approximately ‘10,000 claims would be’ $766 000, Ttis e
S 'resuinng from the admmlstmtmn of this audit program woul
o 'funds) The net savmgs af the DRG aucilt program waulai _b

'ﬁjf.234 000 (all funds} annuall

- 8. The adlmmstrat:on pro;ected savmgs tc:taihng 2.5 xmihon annually and increased___ o

. _admmxstrauve costs of $0.5 million annually to support this : 'txve However, Senate Bill 77 - - -
.. reduces MA benefits by $2,000,000 (all funds) annually; fun_ g was inadvertently omitted to’ . .
G supporﬁ mcreased MA adnnnzstratzon costs wh;ch are support d o 'a'-Sﬂ% GPR!SO% FED baszas

}.._ALTERNATIVES TO. BILL e

e Modxfy fundmg in SB 77 by: (a) mcrea&mg fundmg for MA adnumstratx by - '_
i '-?5766 ($383 000 GPR and $383,000 FED) annually to fund costs associated with =~
.. administration of a DRG audit system; and (b) reducing, MA: benefit funding by $411. 20{3 GPR. .-
_ 'fand $588,800 FED in 1997-98 and by $413,600 GPR and $586 400 FED in 1998-99 to reflect - - -
o reestzmates of the costs and savings associated with 1mpiemenﬁng a system to eiectromcaﬂy audlt-. o c
C -'and vahdate inpatient DRG hospital claims.

7.
&

2. Maintain current law.
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Alternative 2 g gD TOTAL
1997-99 FUNDING (Change to Bill) $1,650,100  $2,349.900 $4,000,000

'Pfepéred by:
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Paper #434 , 1997-99 Budget May 21, 1997

“To: - *Joint Committee on Finance

From: Bob Lang, Director
- ‘Legislative Fiscal Bureau -

ISSUE
Medlcaj Assnstance Eﬁgibility Umt {DHX"S - Medlcal Asszstance)

{LFB Summary Page 272 #23}

.C.‘URRE_NT LAW

- Provisions-of 1995 Wisconsin Act 27 transferred the responsibility for the administration _
-of economic support:programs from the Department of Health and Family Services: (DHFS) to
the Department of Workforce Development' (DWD), effective July.- 1, 1996, Prior to-this date,
staff'in the DHFS Division of Economic Support (DES) were primarily responsible for medical
-assistance (MA) eligibility' determination policy and analysis.- At the time DES was transferred,
'1.0:full time equivalent (FTE) policy analyst position that otherwise would have been transferred
to DWD was retained by DHFS and transferred to the D1v1smn of Health (DOH) to work:on: MA

chglbxhty issues. -

..GOVERNOR

Prowde $121 200 (Sﬁ{} 600 GPR and $6O 609 FED} axmuaﬂy to supp{)rt 2 5 posﬂ:}ons {i 25
GPR positions and 1.25 FED positions), beginning in 1997-98, to form a new MA eligibility unit
in the DHFS Bureau of Health Care Financing. These positions would be transferred from DWD
to reflect that DHFS, rather than DWD, is currently responsible for implementing all MA
eligibility policies and procedures. Reduce funding and position authority in DWD by a
corresponding amount.

Health-and Family Services -- Medical Assistance (Paper #434) Page 1




"DISCUSSION POINTS -

1. DHFS, DWD and the Department of Administration (DOA) have agreed that
because DHFS administers the MA program, the responsibilities of MA eligibility policy should
remain with DHFS. However, under. Act 27, only 1.0 FTE position was retained by DHES to
perform this function. .

2. The following MA eligibility responsibilities remain with DHFS after the transfer
of DES: (a) promulgating administrative rules related to MA eligibility changes; (b) preparing
training materials; () completing policy analysis of federal MA laws; (d) assuming responsibility
for legal decisions and liability issues associated with eligibility decisions; (¢) communicating
with staff in the DHFS Office of Strategic Finance about MA eligibility changes; (e)
cormunicating eligibility policy changes to all interested parties; (f) coordination with 'other

_agencies, pam<:ular£y DWD and (g) respon&mg to and mterpratmg eE1g1b111ty pohcy quesuons

3. In addmcm, DHFS must ensure comphance w1th fedcral ia,ws and regulat;cms
relating to MA eligibility. As a result of the recent federal welfare reform legisiation which
eliminated the aid to families with dependent children (AFDC) program and the separation of
- Wisconsin. Works and the MA program the MA ehgxblmy detc—:nmnauon process has become
' __.':-m()re cemp}ax e - . S e _ A

B T C‘urrenﬂy, the: Bureau (}f Health Care’ ananczng (BHCF) is devotmg approxzmateiy
.10 0 FTE positions to: work on MA: eligibility-issues, partzcularly those which relate to:federal
welfare reform and the separauon of the W-2 ‘and MA programs: These staff fesources:are being
-diverted from’ existing work" requirements, including: (a) general management of BHCF; (b)
_ administration of thé estate recovery program; (c) implementation of changes 1o processing and
operations through the MA fiscal agent (d) pohcy anaiysm of MA beneﬁts and. (i) adnnmstratmn
of the managed care. cxpansmn i _ R _

5. Due to this unannczpated mcrease in m ehgxbzhtyurelated workload the DHFS

o 'Secretary has requested .the estabhshment of a 10.5 m (5.25.GPR posmons ‘and’ 5.25 FED

positions) chgxblhty unit.  MA admzmstranve costs, mcludmg ehg;bﬂzty staff; are: ehgxbie for-a
SB%FE})fSE}%GPR match. The Department of Adm:mstratmn DHFS and D‘WD have agreed that
the: umt should be staffed in the fsli{}wmg manner _

Page 2 Health and Family Services -~ Medical Assistance (Paper #434)




. Proposed MA Eligibility Unit Staffing

“fotal FIE GFR FED

Source oy T . - - Positions Positicns Positions
Current DOH MA eligibility analyst position 1O 0.50 0.50
DWD staff ransferred to DHFS under SB 77 25 1.25 1.25
Proposed transfer of an additional 3.0 FTE positions from DWD to DHFS 3.0 1.50 1.50
Reallocation of 2.0 GPFR DHFS general operations positions and

corresponding increase in FED positions 440 200 200
Fotai 10.5 523 5.25

6.  The current proposal advanced by the administration would not increase GPR costs
_or positions, since this workload would be addressed through the transfer of current staff from
DWD to DHFS and reallocations of staff within DHFS. In. addition, the state can claim
-additional federal matching funds by reallocating 2.0 GPR current posmens and using these funds

. 'to create 2.0 FED additional posmons to meet this werkioad

Based on the number of staff DHFS has currently Iealloc':a:téd"to work on MA eligibility
issues (10.0 FTE positions) and the importance. the adrmmszratmn places on ensuring that

o ﬁmdmduals who'* are el1g1b}e for MA remain covered, the. requested staffing for the new MA
* eligibility unit appears reasonable.” Consequcntiy, the' Committee could modlfy the Governor’s

recommendation by: () transferring an additional 3.0 FTE posxtmns from DWD to DHFS (1.50°
GPR positions and 1.50 FED positions) and $72,800 GPR and $72, 800 FED annually; and (b)
transferring 2.0 GPR positions and $82,500 GPR annually from the IDHFS general administration:
appropriation to the Division of Health and providing $82.500 FED to support 2.0 FED positions,

beginning in 1997-98, to staff a new MA eligibility unit in the Bureau of Health Care Financing.

 ALTERNATIVES TO BILL

T w1 Apprcve the Governor’ s recommendauon to trarisfer 2 5 FI‘E positions (1.25 GPR
_'posmons and 1.25 FED positions) from DWD to DHFS. '
M‘%‘* CEL

2;' i Modify the Governor’s recommendation by authonzmg the transfer of an addxtlonai

$72,800 GPR and $72,800 FED annuaily and 3.0 FTE positions (1.5 GPR positions and 1.5 FED

positions) from DWD to DHFS. In addition, transfer $82,500° GPR annually and 2.0 GPR

positions, beginning in 1997-98, from the DHFS general adnumstranon appropriation: to the

‘Division of Health and provide $82,500 FED annually to create 2.0-FED positions, beginning in

1997-98, to staff a new MA eligibility unit in the Bureau of Health Care Financing.

- _";E_ieklth-s and Family Services < Medical -Assistance (Paper #434) Page:3




Alternative 2

1897-99 FUNDING (Change to Bill)
-1998-99 POSITIONS (Change to Bil) 2.00

" FED
$165,000

Prepared by: Amie T. Goldman
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Paper #435 ' 1997-99 Budget May 21, 1997

: ’_1_“(5: " Joint "Co’z_ﬁiﬁi&ee on Finance

From: Bob Lang, Director
Legislative Fiscal Bureau

ISSUE

Medical Assnstance Admmlstratxve Costs Resultmg from Fedeml Welfare Refarm
(DHFS - Medical. Assmtance} R -

CURRENT LAW

P L 104—193 the recent federal welfare: refonn Ieglslauon auzhonzed $50€} nuﬂzon on

A one—ume ’bas;s to. support medical. ass1stance (MA) admxmstrative: costs states wﬂl incur as a

result of the separatzon of the MA program and econonnc assistance: programs Prevmus}y,

inchvzduais who were ehgﬂale for-aid to farmlxes with depenéent chlidren (AFDC) were
__categoncaﬁy ehglble for MA. This. Ieglslatzen repiaces the AFDC program with a temporary

_assistance fo needy fam;hes (TANF) block grant pmvram In W:tsconsm, the APDC program wxli

104-193 also made changes regarchng MA chgxbxhty for iega.i xmnugrants, _as well as for certam
chﬂciren who would quahfy for MA as a résult’ of meetmg SSI»related ehgxbxhty cntena o

Every state wﬂl be allocated a zmmmum of $2 0 Imlhcm, whxch c:an be cla;med w;th a

- }0% state match. The minimum allocations for the . states represent 20% of the total $50€} million
in ftmdmg Th& remaining 80% will be. aliocated based on a foxmula compnsed of the follcwmg
'_.facmrs (a) state APDC caseioad (60%) (h) state MA adrmmstrauve expenéltures (29% % (c) SSI
_E_Chzldren in the state (10%) and (d} SSI im:mgrants in the state (10%) The state match rate for
_.'fundmg prov1ded thrcugh ’the fommla is 25% for certain acmvmes and 10% for other specxfied

activities.

GOVERNOR

No provision.
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* DISCUSSION POINTS

1. Wisconsin’s total federal award is approximately $7,023,800, which is available
on a one-time basis. States are required to utilize the federal funding within 12 quarters of the
date on which their TANF state plan is in effect and no earlier than October 1, 1996. Because
Wisconsin’s state plan was approved effective August 22, 1996, these funds will need to be
claimed and expended in the 1997~99__ biennium.

2. The following table summarizes the actwanes that are ehgzbie for 2 90% and 75%
federal matching rate.

90% Match Rate 75% Match Rate

+ Education « Hiring new eligibility workers

* Public service announcements _ _+ Identifying potential TANF/MA rec;plents
* Qutstationing of eligibility workers + State/local organizational changes R
+ Training for eligibility workers, providers » Eateraovemmentai activities

« Local community interactions « Eligibility systems changes

= Developing and distributing new publications = Design of new eligibility forms

* Qutreach _ » Other activities, as appmved by the: S_ec_retm_jy _Qf;-DH_HS_

3. Due to the fact that the U S Department of Hea.ith and Human Servzces, Health
‘Care’ Fmancmg Adzrnmstratmn (HCFA) did" not” ‘issue " final - rtegulations reiatmg to - the
’adnnmstmuon of these funds until May 14, 1997, DHFS has not yet had the opportumty 0
_ﬁnahze a detaﬁed budget for these actxvmes However DHFS mtends to ‘conduct activities that
are eligible for the 90% federal match. 'I'he attachment to this' paper is a prelmnnary pkan
deveioped by DHEFS staff for the usc of these funds. Based on Wlsconsm s “allocation of
_$7 023,800 of federal funds, the state Wauid bc reqmre& to provxde $702 4()6 GPR in 1997~98
as a match io clmm these funds _j' ; ; _

4. The AFDC-reIated MA caseload dec:imed by over 19% be{ween March 1, 1996 and :
' March 1, 1997 It is believed that thxs dechne is. attnbutabie, in part ‘to misunderstandmgs by
-recapzents servxce provzders and county workers about the delmkaga of AFDC and MA. "As a
means of addressmg this issue, on Apr;l 7, 1997, the Secretanes of DHFS and the Depamnent
of Wc}rkferce Development zssued a press re}ease clanfymg that mdmduals who are MA ehgﬁ)le
f'cannet be denied coverage, regardiess of that mdzvzdual’s status under pay for pezfomance or
Wisconsin Works. In addition to the press ‘telease, DHFS has tried to disseminate s;m;}ar
information through direct communication with county workers, MA recipients and service

providers.

5. As aresult of the elimination of the AFDC program and the separation of Wisconsin
Works and the MA program, the MA eligibility determination process has become more complex.
In order to accommodate the separation of the two programs, the Department has been required
to make a number of administrative modifications, particularly to its computer systems. DHFS
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Representative Gard

HEALTH AND FAMILY SERVICES

MA Administrative Costs

Motion:

Move to modify Altemative 2 of LFB paper #435 to provide $234,100 GPR and
$2,341,300 FED in 1997-98 and place $468,300 GPR and $4,682,500 FED in the Committee’s
supplemental appropriation, subject to release to DHFS following approval of a detailed budget
submitted by DHFS, to support the one-time costs associated with federal welfare reform.

fx} 2 «v”ﬁ"‘z f’a
MO# ﬁ’{g,ﬁj *}(}

JENSEN
OURADA
HARSDORF
ALBERS

{GARD
KAUFERT
LINTON
COGGS

ZE2zZRZZ2

£BURKE
DECKER
GEORGE
JAUCH
WINEKE
SHIBILSK]
COWLES
PANZER

R SRUNEE LS

zzEzEz22ZE2

P, I
AYE .. NO el

\mw :e::-»:a:-%»» PpEDBBDP

P
2}
44}

Motion #2008




has also reallocated significant staff time to this function, and developed several work groups to

address numerous administrative and policy issues facing the Department as a result of the
federal welfare reform legislation.

6. In a letter addressed to the Co-Chairs of the Committee dated April 21, 1997, the
DHFS Secretary requested that GPR funds be provided as a 10% state match in order to claim

the federal funds available to support increased MA costs associated with federal welfare reform.

7. As an alternative to providing these funds directly to DHFS, the Committee could
place $702,400 GPR in its supplemental appropriation for release to the Department after a final
detailed budget for the use of these funds has been developed. Once the final budget has been

developed, DHFES could submit its proposal to the Governor and Committee under s. 13.10 for
release of funds.

ALTERNATIVES TO BILL

1. Provide $702,400 GPR and $7,023,800 FED in 1997-98 to support one-time MA
costs associated with federai_wekfare reform.

Aliernative 1 GPR

1997-89 FUNDING {Change to Bill) $702,400

2. Place $702,400 GPR to be used as the state match for federal funds provided to
support the one-time costs associated with federal welfare reform in the Joint Finance

Committee’s supplemental appropriation, subject to release to DHFS following approval of a
detailed budget submitted by DHFS. o
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Alternative 2 GPR
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ATTACHMENT

Wisconsin Allocation of $7 Million Enhanced Match Fund Under
P.L. 104-193
Draft Plan

Educational Activities
Information Campaign
Fact Sheets

Public Service Announcements (PSAs)
Information Campaign

Outstationing of Eligibility Workers

FQHCs
Disproportionate Share Hospitals
Tribal Health Centers
Migrant Health
Milwaukee Healthy Start Outstations

- Major Medical Practices
Other S

TFraining
Information Campaign
Healthy Start Outreach (BPH)
WIC Agencies
Head Start
Day Care Providers
HMO Enroliment Specialists
Hotlines
SSI _ )
- Healthy Start/HealthCheck/WIC (MCH)
© Bilingual Workers

Developing and Disseminating New Publications
Medicaid Eligibility Brochures

Local Community Activities
Community Meetings
Consumer Protection Workgroup
Immigrant and Refugee Associations
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Paper #436 1997-99 Budget May 21, 1997

To: Jomt Comxmttee on Finance

From ‘Bob Lang, Director *
' Legzslauve Fiscal Bureau

iSSUE

Federa! Matchmg Rate for MEBS Contract (DHFS - Medzcaf Assxstance)

CURRENT LAW

e Federa} law requires. states 10! operate a. cirug uuhzatxon revzew (E)UR) systern foar thexr:

. medxcai assistance (MA) programs. ‘The DUR system retrospectively reviews drug utilization by
MA recipients with high drug expenditures, such as elderly individuals and nursing home
residents. ‘When the DUR system identifies patterns that suggest c)ver»prescnbmg, DHFS staff
educate prov1ders and attempt to 1mprove prescnbmg pracuces -

GOVERNOR

No provision.

DISCUSSION POINTS

1. An enhanced 75% federal financial participation rate (FFP) was available to states
for the operation of DUR systems for calendar years 1991 through 1993. Beginning January 1,
1994, the FFP was reduced to 50%. Due to an error by the U.S. Department of Health and
Human Services, Health Care Financing Administration (HCFA), Wisconsin continued to receive
the 75% FFP after that date.

2. On February 12, 1997, DHFS received a letter from HCFA stating that the FFP
would be reduced from 75% to 50%, effective retroactively to September, 1996. However, the
funding provided in SB 77 was based on the assumption that the state would continue to receive
75% FFP for the operation of the DUR system in the 1997-99 biennium.

“Heéalth and Family. Services -- Medical Assistance (Paper #436) :Page:1




3] In his April 21, 1997 letter to the Committee’s Co-Chairs, the DHFS’ S'éére:’tary
requested that funding for MA administration be increased by $356,000 GPR annually, which

represents the increased state share of the costs of operating the DUR system as a result of the
reduced FFP.

4. Currently, the DUR system is funded through the Department’s medical
evaluations and decision support (MEDS). contract. -SB 77 would maintain funding for this
contract at the 1996-97 base amount. Base funding for the MEDS contract represents the costs
of a contract developed with Unisys prior to the 1995- 97 biennium. Since that time, Unisys lost
the contract because it was unable to fulfill its contractual responsibilities. DHFS staff believe
that Unisys was not able to meet its contractual responsibilities because it underbid its contract.
Consequently, it is unlikely that there is sufficient funding allocated for this contract to support
the increased cost of the DUR system. For this reason, the Committee may wish to provide
- $356,000 GPR annually and reduce federal fundmg by a correspandmg amount to support the
DUR systenr-in the next biennium... -

ALTERNATIVES TO BILL
o
gt % 1. ) - Provide $356,000 annually to, suppart the costs of the medlcal asszstance DUR y
system' d reduce federai fundmg by a comespon&mg amount. -
[momwer e g Tom
1997-99 FUNDING (Change to Bif) §712000  -$712000 %0
H
MO f 5«5‘ il !
2. Maintain current law.

- / JENSEN A, N A
OQURADA X N A
HARSDORF X . N A
ALBERS A N A
o GARD X N A
Prepared by: Amie T. Goldman KAUFERT ¥ N A
" N A L LINTON A N A
' COGGS PARLE
? BURKE A, N A
pEcken ¥ N A
GEORGE Y N A
JAUCH f‘f NOOA
WINEKE M,ON A
SHIBILSK] f N A
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PANZER X N A
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HEALTH AND FAMILY SERVICES

Medmal Ass;stance

LFB Summary Items for Which No Issue Papers Have Been Prepared

i _'-'Rewew c}f Nursmg Heme Capzﬁai Expemhtures Under. the Resource: Allocatlon'.-_"'ﬁ.:f[

o _.ﬁf' 'MA Subrbgatxon
'_.MAManagedCare s R e L o
- MA Eatate Recevcry ~--Jomt and Payable-ondﬁ)eath Bank_ Accounts"--ﬁ

MA c:ep Wézvar -~-Federal Fundmg
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Representative Jensen
Senator Burke

HEALTH AND FAMILY SERVICES

MA Subrogation

Motion:

Move to delete provisions in the bill that specify that if DHFS is joined as a plaintiff in
a personal injury lawsuit because of the provision of MA benefits to the injured party, DHFS
need not sign a waiver of the right to. pam{:zpaze in order to have its interests represented by the
party. Regardless of whether DHFS participates in prosecuting the claim, if the plaintiff prevails,
the portion of the proceeds of the claim that represent benefits paid under MA as a result of the
occurrence of injury, sickness or death for which the claim arose must be paid to DHFS.

mow_L 0 A
# JENSEN A N A
OURADA ¥ N A
HARSDORF X N A
ALBERS X N A
GARD X N A
KAUFERT X N A
LINTON A N A
COGGS A N A
7 BURKE ¥ N A
DECKER A ON A
GEORGE Y N A
JAUCH AN A
WINEKE AN A
SHIBILSKI A N A
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PANZER X N A
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Senator Decker

HEALTH AND FAMILY SERVICES

Medical Assistance Family Planning

Motion:

Move to direct DHFS 10 develop a proposal to expand access to family planning services
currently covered under the MA program to all women between the ages of 15 and 44 who live
in families with income under 185% of the federal poverty level. In addition, direct DHFS to
seek approval of a demeonstration waiver from the U.S. Department of Health and Human
Services, Health Care Financing Administration (HCFA), and to implement the proposal by July
1, 1998.

Provide $840,000 GPR and $7,560,000 FED in 1998-99 to support the estimated costs of
family planning services that would be provided under this proposal. In addition, provide
$100,000 GPR and $100,000 FED in 1998-99 to support the administrative costs associated with
 this proposal.

Note:

The State of Michigan developed a demonstration project which extends MA coverage for
family planning services to all women of childbearing age in families with income up to 185%
of the federal poverty level. Under this demonstration project, Michigan expanded. its current

'MA family planning benefit.

Under this motion, DHFS would develop a similar demonstration project, except the
Wisconsin project would only include family planning services which are currently covered by
the Wisconsin MA program. The motion would increase funding for MA benefits expenditures
by $840,000 GPR and $7,560,000 FED in 1998-99 and MA administration by $100,000 GPR and
$100,000 FED in 1998-99 to support projected costs of expanding these services.

The demonstration project would be designed to test the effectiveness of innovative
intervention strategies aimed at reducing the number of unintended pregnancies and improving

birth outcomes among low income women.

[Change to Bill $940,000 GPR and $7,660,000 FED]
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Representative Ourada

HEALTH AND FAMILY SERVICES

Medical Assistance Family Planning

Motion:

Move to direct DHFS to develop a proposal to expand access to family planning services
currently covered under the MA program to all women between the ages of 15 and 44 who live
in families with income under 185% of the federal poverty level. Direct DHFS to seek approval,
by January 1, 1998, of a demonstration waiver from the U.S. Department of Health and Human
Services, Health Care Financing Administration to implement this proposal.

Specify that, if DHFS receives approval of the demonstration waiver proposal, DHFS will
submit legislation authorizing the implementation of this proposal to the appropriate standing
committee of the Senate and G‘%iai Assembly.

Note:

The State of Michigan developed a demonstration project which extends MA coverage for
family planning services to all women of childbearing age living in families with income up to
185% of the federal poverty level. In addition, under this demonstration project, Michigan
expanded its current MA family planning benefit. Under this motion, DHFS would develop a
similar demonstration project, except the Wisconsin project would only include family planning
services which are currently covered by the Wisconsin MA program.

The demonstration project would be deszgned to test the effectiveness of mnoiratxve
intervention strategies aimed at reducmg the number of unintended pregnancies and zmprovmg
birth outcomes among low-income women.

IEeR BURKE Y N oA
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Representative Ourada

HEALTH AND FAMILY SERVICES

In-Home and Community Psychotherapy Services

Motion:

Move to specify that, if permitted under federal MA law, at county option, if mental health
services and alcohol and other drug abuse services under 49.46(2)(b)6f. are provided to recipients
age 21 and over in their place of residence or other community settings, that the recipient’s
county must pay that portion of the cost of the service not provided by the federal government.

Note:

Based on this language, the Department would be required to promulgate changes to
administrative code to remove the restriction on providing psychotherapy in the home or in other
community settings, and identifying it as a covered service for psychotherapy and AODA.
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Representative Ourada

HEALTH AND FAMILY SERVICES

Community Based Psychosocial Services

Motion:

Move to direct DHFES to create an MA benefit which would be similar to the current MA
community support program benefit, except that it would available to individuals whose mental
health needs are less severe than individuals with chronic mental illness. In addifion, direct
DHEFS to establish: (a) the scope of services; (b) recipient eligibility criteria; and (c) provider
certification criteria for this benefit.

Specify that counties which elected to provide this benefit would be responsible for paying
the state share of the MA cost for these services.

Note:

The purpose of Community Support Programs (CSPs) is to provide individuals with chronic
mental illness effective and easily accessible treatment, rehabilitation, and support services. CSP
services are provided in the community, as opposed to in clinics or institutions. Tt is theught that

by belping long-term mentally ill persons better manage the symptoms of their mental ﬂlness
fewer msﬁtutwnal placements will be needed. '

Chronic mental illpess is defined as "a mental illness which is severe and degree and
persistent in duration, which causes a substantially diminished level of functioning in the primary
aspects of daily living and an inability to cope with the ordinary demands of life, which may lead
to an inability to maintain stable adjustment and independent functioning without long-term
treatment and support and which may be of lifelong duration.”

This new benefit would be targeted for individual whose mental health needs require more
than outpatient counseling, but less than the current CSP services.
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Representative Ourada

HEALTH AND FAMILY SERVICES

Distribution of Additional County Nursing Home Supplemental Payments

Motion:

Move to direct the Department of Health and Family Service to distribute any supplemental
payments to county-owned nursing homes in excess of $37,100,000 in the following manner;

(a) first, based on the facility’s proportion of all direct care operating deficits, net of any
supplemental payments from the $37,100,000; and if funding exceeds the amount needed
to fund all net direct care operating deficits, then

-(b) secondly, based on the facility’s proportion of all care operating. deficzts, net of any
- supplemental payments from the $37,100,000 and payments under (a). ke
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Representative Albers

HEALTH AND FAMILY SERVICES

Rural Medical Centers

Motion:

Move to direct DHFS to assist members of Wisconsin’s congressional delegation in the
preparation of federal legislation that, if adopted, would amend the Social Security Act to enable
Wisconsin to operate a demonstration project for rural medical centers. Require that DHFS work
with Wisconsin’s congressional delegation to finalize this proposal by December 31, 1997.

~ Note:
1995 Wisconsin Act 98 established rural medical centers as a licensed health care entity.
Because rural medical centers are not defined as a provider type in the Social Security Act, there
are constraints under federal law relating to medicare and medical assistance reimbursement to

rural medical centers.
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Representative Ourada

HEALTH AND FAMILY SERVICES

Transportation Services

Motion:

Provide $63,000 GPR in 1997-98 for DHFS to reimburse providers of transportation
services for repayments of medical assistance overpayments that were made between January 1,
1992, and May 14, 1993, in situations where: (a) the provider’s private pay rate was less than
the usual medical assistance rate; and (b) the provider’s private pay billings for a year were less
than 10% of total billings for that year.

[Change to Bill: $63,300 GPR]
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