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Sara Cooper, Central and Northern New York political coordinator for 1199 SEIU,
wears a sticker on her shirt that reads ‘Stop Medicaid Cuts’ during a protest of the
proposed state Medicaid cuts on Tuesday at Carthage Area Hospital in Carthage.
ALBANY — Thousands of health care providers protested Gov. Andrew M.
Cuomo’s proposed reductions to Medicaid spending in Albany and throughout
the state Tuesday.
With “some cuts never heal” as the mantra, those rallying decried a proposal to
reduce the state’s Medicaid spending by $567 million in the 2019-20 fiscal year
and by $1.3 billion over the next two years. Last year, $68.5 billion was spent on
Medicaid by the state.
For nursing homes, the impacts of the proposed cuts total over $400 million for
the 2019-20 state fiscal year and more than $800 million over the next two years.
Ambulance services would have an estimated loss of $14 million per year.
In response, the Healthcare Association of New York State organized the rally to
show the “devastating reduction” of vital health care support if the Medicaid
proposal is approved.
“Each cut lessens critical funding support that hospitals, health systems and
nursing homes need and depend on to provide quality healthcare services all
New Yorkers deserve,” the association stated in a news release.
Representatives from Samaritan Medical Center and Clifton-Fine Hospital were
present in Albany for the rally, while Carthage Area Hospital employees had a
walkout at 2 p.m. in recognition of the protest.
If the cuts are approved, Samaritan Medical Center estimates its first-year loss at
$552,000, and its combined total for Samaritan Keep Home and Samaritan
Summit Village at $2 million. Clifton-Fine Hospital expects a loss of $150,000.
Carthage Area Hospital would lose more than $277,000 over two years if the
budget cuts are enacted.

Lori M. Everard, dietetic assistant at Carthage Area Hospital, said she participated
in the walkout today to support those who can’t afford insurance.
“I am blessed where I have good insurance, but for these poor people who are
working, trying to make ends meet, and can’t afford insurance, we have to do
something,” Ms. Everard said.
Additionally, Ms. Everard said, if the proposal is approved the hospital will be
forced to cut positions.
“Our hospitals will have no choice but to cut staff positions,” Ms. Everard said.
“Our communities cannot afford to lose these jobs and our patients cannot afford
to lose access to the quality care they deserve.”
Local ambulance services also participated in the rally, including Guilfoyle
Ambulance Service, Town of Watertown Ambulance, Indian River Ambulance,
Thousand Island Emergency Rescue Service, Gouverneur Rescue Squad and RB
Lawrence Ambulance Company.
The United New York Ambulance Network worked in conjunction with the
association to raise awareness about the elimination of Medicaid crossover and
supplemental funding in the budget proposal. Last week, the network sounded
the alarm about the impending collapse of the statewide ambulance industry if
crucial Medicaid and Medicaid reimbursement funding is not reinstated in the
2019-2020 state budget.
Bruce G. Wright, president and CEO of Guilfoyle Ambulance Service, said each of
the local services participating sent an ambulance to Albany to circle the Capitol
building, while paramedics were also involved in the rally.
Mr. Wright said the emergency medical services statewide are incredibly fragile as
it is, so cuts like this aren’t plausible.
“This would be completely devastating,” Mr. Wright said. “You’re talking about
fewer ambulances on the roads and detrimental outcomes for sick and injured
patients.”
Regardless of type of care, the association stressed that cuts of this magnitude
will not heal.

“Cuts to Medicaid affect everyone’s care. Policymakers must understand the
devastating impact these reductions would inflict,” the association stated.
Aside from protests, the association is asking state residents to contact their local
legislators and urge them to reject the funding cuts.
The association will also be hosting another large rally in Albany on March 19,
following four other rallies across the state.
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Senate Majority Leader Kimberly Lightford (front) and Rep. Camille Lilly speak at a
news conference Tuesday about their legislation to reform the state’s Medicaid
managed care system. | Peter Hancock/Capitol News Illinois photo
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SPRINGFIELD – Democratic state leaders said Tuesday that Illinois’ “managed
care” Medicaid system is threatening the viability of hospitals and access to
health care in many parts of the state, and they are pushing legislation they say
would reform the system.
“We have a broken managed care program in Illinois, and it’s threatening the very
future of our health care providers and the patients they serve all around this
state,” Senate Majority Leader Kimberly Lightford said during a news conference
unveiling the legislation.
Under the managed care system, which Illinois launched in 2011, insurance
companies are paid a flat, per-patient monthly fee to manage the care of most
Medicaid recipients. These managed care organizations, or MCOs, are required to
reimburse health care providers and make sure patients receive follow-up care

with specialists, therapists or rehabilitation facilities following a medical
procedure.
In theory, the managed care system is supposed to improve patient care and
lower costs by avoiding preventable emergency room visits or hospital
readmissions.
But Lightford, a Democrat from the western Chicago suburb of Maywood, argued
that neither of those goals has been achieved. Instead of managing care, she
argued, the MCOs are merely managing costs through excessive denials of claims
and delayed payments, especially for facilities known as safety net hospitals,
which serve large numbers of Medicaid and uninsured patients, and small, rural
“critical access” hospitals that have 25 or fewer beds.
“Instead of coordinating care and services and saving the state money, the MCOs
get their savings by denying claims submitted by hospitals by an average 26
percent statewide,” Lightford said.
Prior to managed care, when the Medicaid program operated on a traditional
fee-for-service basis, Lightford said the denial rate was closer to 2 or 3 percent.
In addition, she said, even when claims are approved, many hospitals have to wait
as long as 150 days to get paid.
Lightford and Rep. Camille Lilly, a Chicago Democrat who is vice chair of the
House human services budget committee, are sponsoring legislation that would
require MCOs to make expedited payments to critical access and safety net
hospitals. It would also require MCOs to promptly prepare follow-up care
management plans after a patient is discharged from a hospital, and to update
their health care provider rosters on a weekly basis to prevent unnecessary claim
denials.
Officials at MeridianHealth, one of the MCOs that works in the Illinois Medicaid
program, defended its company’s track record and disputed the contention that
it denies 26 percent of initial claims.
“Working through the Illinois Association of Medicaid Health Plans, Illinois
managed care organizations helped create a unified billing guide to streamline
access to billing information,” the company said in an email statement. “Our
success is confirmed by our reporting to the Illinois Department of Healthcare

and Family Services that illustrate Illinois MCOs have a claim denial rate of less
than 11 percent.”
Lightford also said she believes there is support within the General Assembly for
abandoning the managed care model and returning Medicaid to the traditional
fee-for-service system.
“We’d like to try with the reforms and see if we can work with the MCOs, but I
wouldn’t discard that coming in the future if that’s what’s needed,” she said.
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Iowa Senate advances Medicaid work
requirement bill
DES MOINES (AP) — An Iowa Senate subcommittee has advanced a bill that
would require tens of thousands of Medicaid recipients to work to keep their
benefits.
Medicaid is a health insurance program for poor or disabled people paid for with
federal and state money. Among those covered in Iowa are 172,000 adults living

in poverty who were added to the program as part of a health care insurance
expansion enabled by the Affordable Care Act.
Republican Sen. Jason Schultz says there's a "groundswell of support" for a work
requirement in his northwest Iowa district.
State officials say about 60,000 people could be affected by the bill, which
requires recipients to work or volunteer at least 20 hours per week.
Opponents say it could kick people off Medicaid who must stay home, such as to
care for a parent with Alzheimer's.
The nonpartisan Kaiser Family Foundation says seven other states have similar
laws, including Arkansas where 18,000 Medicaid recipients were kicked off their
health insurance after last year's enactment of the law.
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SOURCE: MGN
TOPEKA, Kan. (WIBW) --- A new study by the Kansas Health Institute estimates
expanding Medicaid would cost the state more than a billion dollars over the
next decade. That number drops to $520.8 million when new revenues and other
savings are added in.
The nonpartisan agency predicts nearly 130,000 more Kansans, including almost
40,000 children, would enroll in KanCare, which includes Medicaid and the
Children's Health Insurance Program (CHIP), if an expansion bill passed. It
projects 75,000 of them do not have insurance right now, while the rest would be
switching to KanCare from other insurance. KHI notes those numbers could be
affected by how expansion worked, for example if work requirements were
added.

In the full first year of expansion, state lawmakers would have to find $47.4
million to pay for it, according to KHI's predictions. That number ticks up over the
next 10 years, reaching $58 million in 2029.
The total price tag for a full decade, starting in 2020, could top $8 billion, KHI
says. Nearly $7 billion of that would be covered by federal funding included in
the Affordable Care Act, leaving the state on the hook for $1.2 billion for the 10
years. Of that, the state would be able to recoup $700 million in offsets, a bulk of
which would come from managed care privilege fees.
KHI notes its projections leave out some factors that could impact the economy
and possibly mitigate more of the cost. It points to the Kansas Hospital
Association estimates that expansion could generate a 2.5% bump in tax revenue,
which KHI predicts could add $18.1-$22.6 million to the state coffers each year.
Researchers also left out possible savings from other parts of the state budget,
such as decreased funds spent on behavioral health or other medical treatments
provided to currently uninsured Kansans. It also leaves out any population trends.
Any estimates could also be affected by external factors. For example, the study
says an economic downturn or disruption in the private insurance market could
drive more people to sign up for KanCare programs.
Kansas is one of 14 states that has not expanded its Medicaid program under the
2010 healthcare overhaul. In 2017, the state legislature passed an expansion bill
that was vetoed by then-governor Sam Brownback. Two expansion bills were
introduced this session, one in each chamber, both of which have the support of
Gov. Laura Kelly. Neither of the bills include work requirements, cost-sharing, or
other program components other states have implemented.
Under the expansion plan, adults with household incomes up to 138% of the
federal poverty level ($35,535 for a family of four in 2019) would be eligible.
Get the latest updates from wibw.com delivered to your browser
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New estimates from Manatt Health indicate that Michigan’s Medicaid work
requirement, scheduled to take effect January 1, 2020, could cause up to 27% of
the state’s Medicaid expansion population to lose coverage within a year—an
estimated 183,000 out of 680,000 people enrolled in the Healthy Michigan Plan
(HMP). In 2018, then-Governor Rick Snyder (R) signed legislation requiring the
Michigan Medicaid agency to seek and implement a Section 1115 work
requirement waiver. The Centers for Medicare & Medicaid Services (CMS)
approved the waiver in late December 2018, just prior to newly elected Governor
Gretchen Whitmer (D) taking office. Michigan is the eighth state granted
permission to condition Medicaid eligibility on participation in work and
community engagement (CE) activities. In early February, Governor Whitmer
informed CMS that she plans to work with the state legislature on changes to the
Medicaid work requirement to preserve coverage while promoting work, and to
minimize administrative complexity and costs.
States that have submitted similar waiver applications have not always provided
detailed estimates of projected enrollment impacts; Michigan did not include an

estimate of coverage losses in its waiver application. However, recent experience
in Arkansas—where 23% of beneficiaries subject to a work/CE requirement have
been disenrolled within seven months of implementation—provides a basis for
enrollment impact projections elsewhere, with appropriate adjustments for
differences and similarities across states. While the data show that most
nondisabled adults subject to work requirements are either working or exempt
from the requirements, Arkansas’s experience shows that proving compliance or
establishing an exemption is a major stumbling block causing a large portion of
people to lose coverage. Key findings from Manatt Health’s analysis of the
potential impacts of Michigan’s work requirement include:
An estimated 61% of the 680,000 people enrolled in the Healthy Michigan Plan,
which covers the state’s Medicaid expansion group, will be required to self-report
an exemption or qualifying work/CE activities. For the remaining 39%, the state
will provide exemptions using information it already has available on beneficiaries
(referred to here as administrative determinations).
An estimated 174,000 people each month will be found noncompliant for failure
to meet the reporting obligations of Michigan’s work/CE requirement.
Depending on how many months their reporting issues continue, an estimated
61,000 to 183,000 people—between 9% and 27% of the state’s Medicaid
expansion population—will lose Medicaid coverage over a one-year period. The
high end is consistent with the experience in Arkansas to date, but the range
reflects the uncertainty of impacts as work requirements are implemented and
policies and practices evolve over time.

Michigan’s Medicaid Expansion and Work Requirement
Michigan expanded Medicaid coverage to adults with incomes of up to 138% of
the federal poverty level (FPL) effective as of April 2014, using waiver authority to
establish the Healthy Michigan Plan with features not otherwise permitted in
Medicaid, including new premiums for beneficiaries and incentives to encourage
healthy behaviors. In early 2018, state law required the Michigan Medicaid
agency to seek and implement a work requirement waiver. The waiver was
approved at the end of December 2018.
Michigan’s legislation requires most Healthy Michigan Plan beneficiaries to
participate in 80 hours per month of qualifying activities as a condition of
Medicaid eligibility, beginning January 1, 2020. A number of exemptions are
provided, and there is a monthly reporting obligation for beneficiary verification
of qualifying activities. Reporting will be through an online portal or by phone.

After three months of noncompliance (including noncompliance with reporting)
in any 12-month period, individuals are disenrolled; they may re-enroll once they
have become compliant for at least one month or have been found exempt.

Arkansas’s Experience With Medicaid Work Requirements
Arkansas’s work/CE waiver was approved in March 2018 and has been
implemented on a phased basis beginning in June 2018. As with Michigan, the
state’s work/CE requirement is 80 hours per month and applies to expansion
adults, but Arkansas’s exemptions and qualifying activities are more expansive.
For example, all individuals over age 49 are exempt in Arkansas, compared to
those over age 61 in Michigan; anyone living with a child under age 18 is exempt
in Arkansas, compared to caretakers of children under age 6 (limited to one
parent at a time) in Michigan. Similarly, Arkansas beneficiaries who are required
to report work/CE activities must do so monthly, but the state has less frequent
reporting in some cases and more extensive administrative determinations than
Michigan has. Initially, Arkansas only permitted online reporting; as of December,
people were permitted to also report by phone. If a beneficiary has three months
of noncompliance or nonreporting in the calendar year, the individual loses
coverage for the remainder of that year. The vast majority (more than 90% in
some months) of people required to report in Arkansas did not meet the
reporting requirements, and, in total, nearly a quarter (23%) of beneficiaries
subject to the work/CE requirement in 2018 lost coverage.

Estimates of Enrollment Impact in Michigan
Based on a combination of Michigan-specific data and Arkansas experience to
date (adjusted to account for similarities and differences between the states), an
estimated 61,000 to 183,000 HMP beneficiaries—between 9% and 27% of
Michigan’s Medicaid expansion population—will lose Medicaid coverage over a
one-year period. Key inputs and considerations in Manatt Health’s development
of estimates included:
Data provided by the state on the number of HMP beneficiaries likely to have an
exemption determined administratively
Michigan’s less expansive exemption criteria (regarding the breadth of
exemptions as well as the frequency of beneficiary verification) and qualifying
activities relative to Arkansas’s

Michigan’s more limited administrative determinations of compliance relative to
Arkansas’s
The fact that Michigan will have more avenues for self-reporting of compliance
and exemptions than were available during the first six months of Arkansas’s
implementation
Uncertainty with regard to the trajectory of reporting and compliance over time

Conclusion
Work requirements are new to Medicaid, but Arkansas’s recent experience
provides important insight into how they may affect coverage in Michigan and
elsewhere.
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Robert F. Bukaty | AP
Mainers for Health Care rally outside the State House prior to Gov. Paul LePage's
State of the State address, Tuesday, Feb. 13, 2018, in Augusta, Maine. The
coalition that supported the successful Yes on 2 campaign to expand Medicaid in
2017 say LePage and his allies in the Legislature are trying to block Medicaid
expansion, which is now state law.

By Alex Acquisto, BDN Staff • March 4, 2019 3:47 pm
Updated: March 4, 2019 4:17 pm
The Maine Department of Health and Human Services will temporarily open a
Medicaid assistance call center in western Maine to help streamline enrollment in
MaineCare.
The move comes as Gov. Janet Mills’ administration moves ahead rapidly with
implementation of voter-approved Medicaid eligibility expansion.
The department will use $955,000 in existing department funds to hire 45
temporary employees to staff the Department of Labor’s Wilton Career Center for
at least six months, acting DHHS spokeswoman Jackie Farwell said Monday.
The bulk hiring within DHHS to assist new MaineCare enrollees is the first since
Mills signed an executive order on her first day in office directing the state to
implement the Medicaid expansion law endorsed by voters in November 2017
but stalled by her predecessor, Republican Gov. Paul LePage.

Between January and March, nearly 8,800 people enrolled in MaineCare,
according to the department, which is working to “streamline” applicants
enrollment in MaineCare, as well as the state’s other human service programs.
Mills said the new call center will provide some reprieve to residents of western
Maine who face the imminent closure of Barclays Call Center at the end of this
month, when more than 200 employees will lose their jobs.
The Democratic governor said the new call center “will allow us to enroll people
in MaineCare and offer temporary employment to people in western Maine at the
same time, including some of those who are losing their jobs at Barclays.”
A job fair to fill the positions is scheduled for March 7 at the Barclays facility. Job
training for the MaineCare call center’s new employees will begin April 1.
The new call center, which will be rerouted through the Office for Family
Independence’s Customer Service Center, will be accessible at 855-797-4357
once it opens.
...
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Massachusetts recently established
guidelines to allow 1.9 million residents
on Medicaid to access mental health
services through telehealth, but some
experts say the new rules may be more
cumbersome than helpful.
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By Eric Wicklund
March 04, 2019 - Massachusetts may have opened the doors to Medicaid
coverage for certain telemental health services this year, but a new analysis by a
national law firm finds that the guidelines for telemedicine use may be more
restrictive than helpful.
The state’s Medicaid program, MassHealth, announced in January that members
can use an audio-visual virtual care platform to access a therapist, psychiatrist or
substance abuse counselor. This expands access to needed behavioral healthcare
for about 1.9 state residents who might not be able to seek in-person care.
But the guidelines put forth by the agency prevent members from using an
asynchronous (store-and-forward) telehealth platform or an interactive audio
service with store-and-forward capabilities. The platform must “conform to
industry-wide compressed audio-video communication standards for real-time,
two-way, interactive audio-video transmission.”
In a recent blog, Nathaniel Lacktman, a partner in the Foley & Lardner law firm
and chairman of the firm’s national Telemedicine & Digital Health Industry Team,
along with Kyle Y. Faget, a special counsel and business lawyer with the law firm,
and Alexandra Shalom, an associate and business layer with the firm, say
MassHealth may have created too many hoops to jump through, thereby scaring
providers away from using connected care technologies.
Aside from the restriction to audio-visual technologies, the attorneys point out
that healthcare providers in the state have to be “trained in the provision of
services via telehealth, including training in the use of the telehealth equipment,”
and they must have a training program in place for employees – standards that
aren’t required under the state’s professional licensing laws and which don’t exist
in other programs.
The guidelines are even more challenging for providers who want to use
telehealth or mHealth to prescribe Schedule 2 controlled substances.
According to Lacktman, Faget and Shalom, MassHealth requires any provider
wishing to prescribe such medications has to first conduct an in-person exam

with the patient, then conduct in-person exams every three months while the
patient is taking the medication.
“With regard to prescribing controlled substances, the bulletin’s recurring inperson exam requirement erects a hurdle even higher than the federal Ryan
Haight Act,” the three lawyers wrote, referencing the landmark 2008 law that set
specific guidelines for prescribing controlled substances. “This requirement could
undermine the access to care benefits typically enjoyed by patients who use
telehealth for their mental health and substance use disorder treatment.”
Lacktman and his colleagues warn the restrictions could be even more
cumbersome once the Us Drug Enforcement Administration follows through with
plans to create a special registration process for providers wishing to prescribe
controlled substances through telemedicine.
The MassHealth bulletin underscores the challenges faced by state lawmakers
and medical boards in creating avenues to increased adoption of telehealth and
telemedicine. At a time when patients are looking for new ways to access care
and providers are looking at new ways of providing it, the mix of existing and
new laws sometimes does more harm than good.
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By Catherine Candisky
The Columbus Dispatch
Posted Mar 4, 2019 at 7:57 PM Updated Mar 5, 2019 at 6:19 AM
More than 88,000 applications from poor Ohioans are awaiting processing by
caseworkers to determine if they are eligible for Medicaid. Nearly two-thirds of
the applications have been pending 45 days or longer.
The backlog actually has improved since one point last year, when nearly 110,000
requests were awaiting review, but lengthy delays continue to cause uncertainty
and delayed care for needy families — and financial difficulties for many healthcare providers.
Advocates for the poor say many Medicaid applicants have no or limited access
to health care while they wait, which can cause life-threatening problems.

“You apply and wait for care until you get approval,” said Kate McGarvey,
executive director of Ohio State Legal Services. “We have people waiting for drug
(addiction) treatment, and one client who had a gap in coverage was able to get
free treatment at a clinic but had a heart attack.” The latter case raised questions
about whether the heart attack could have been prevented had the client been
able to see a specialist.
While the backlog is down, McGarvey said, waits for coverage in many counties,
particularly urban areas, remain significant.
“The state says it has gotten better, but it’s still a problem,” said Pete Van Runkle,
executive director of the Ohio Health Care Association, a nursing-home-industry

group.
Hundreds of nursing-home residents are awaiting word on their Medicaid
applications. Many already are receiving care but unable to pay for it.
“It creates uncertainty for families and that causes angst, and from the provider
perspective, they are already providing care, so it’s a cash-flow problem at best
and at worst they won’t get paid,” Van Runkle said.

Listen to the latest Buckeye Forum politics podcast:
Ohio’s tax-funded Medicaid program covers nearly 3 million poor and disabled
residents. Under federal guidelines, applications for coverage and annual
renewals to maintain benefits must be processed within 45 days for non-disability
requests and 90 days for disability ones.
The state uses a pre-enrollment eligibility system that requires applicants’ income
to be verified before they’re approved for the program. Although coverage can
be retroactive to the date of application, many health-care providers won’t accept
patients without coverage. After they are approved, beneficiaries must submit
income information annually to maintain coverage.
State and local officials acknowledged wait times are too long for many
applicants.
“It’s bad. I’m not making excuses. We want to get them all cleared up,” said Joel
Potts, executive director of the Ohio Job and Family Services Directors
Association. Caseworkers at county human services offices review Medicaid
applications.
Potts said policy changes, a new online eligibility system and insufficient staffing
contribute to the backlog. Applications for long-term care take longest to
process because caseworkers must identify assets going five years back to
determine eligibility.
“I feel for people who are waiting for benefits, but these cases are complicated
and we need more money in the system,” Potts said.
In Franklin County, 5,355 Medicaid applications are awaiting review. Nearly 1,400
have been pending longer than 45 days.

Jodi Andes, spokeswoman for the county Department of Job and Family Services,
said there are a number of reasons these applications take additional time, but
most — about 900 — are from those needing long-term care. Their applications
are much more detailed and require more verifications that usually take
additional time, she said.
Franklin County’s backlog is fourth highest in the state. Cuyahoga County’s is the
largest, at more than 16,000, followed by Lucas and Montgomery counties.
“Ohio Medicaid has been working with counties to improve their application
processing time,” said Medicaid spokesman Tom Betti. “We know there is still
much work to do statewide, but there has been improvements in Franklin County
and elsewhere. There are many factors that contribute to the backlog, but at the
end of the day Ohioans deserve prompt response from all levels of government.”
State officials contend the backlog is somewhat inflated because it includes
renewal requests in which the applicant already has coverage, and others tagged
to earlier requests by the same individual, making them appear older than they
are.
To help speed the process, state officials say they are automating some computer
functions now done manually by caseworkers.
Van Runkle said nursing homes are asking the state to pay Medicaid costs for
those who have waited more than 45 days for a decision on their application
regardless of whether they ultimately are found to be eligible. The proposal
follows an order by a federal judge last year requiring the state of Illinois to pick
up Medicaid costs for backlogged applications.
ccandisky@dispatch.com
@ccandisky
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By J. Carlisle Larsen
Air Date:
Monday, March 4, 2019, 3:00pm
Monday, March 4, 2019, 5:00pm
Governor Tony Evers called for the state to expand Medicaid coverage, known as
BadgerCare, in his budget address last week. We learn more about the current
program and if any political hurdles stand in the way of BadgerCare's expansion.

Wisconsin Public Radio, © Copyright 2019, Board of Regents of the
University of Wisconsin System and Wisconsin Educational Communications
Board.
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A simple change to state law could keep released inmates from returning to jail,
overdosing on drugs or experiencing a relapse of mental illness, say advocates
for two bills introduced in the Legislature.
Unlike most states, Missouri terminates Medicaid health care coverage when
someone is incarcerated in jail or prison. In at least 35 other states, including
Illinois, Medicaid enrollment is instead suspended and reactivated upon release
from a correctional facility.
In general, jails and prisons pay the costs of medical care for inmates. Private
insurance generally covers medical care during pretrial detention and postrelease, and prisons can bill the insurance companies for eligible charges during
incarceration.

The termination of Medicaid eligibility means Missouri youth or adults with
disabilities can experience delays in medical treatments and prescription drugs
when trying to reapply for coverage. States that only suspend Medicaid coverage
during incarceration can reactivate the coverage more quickly, and with less
paperwork and administrative oversight, advocates said.
“Because we know that the first few days and weeks after getting out of jail or
prison are the most important in terms of access to health care, this time gap
between application and approval of Medicaid is a key reason we are hoping to
make the change to suspension (of coverage),” said Nicole Wemhoff, a law
student at St. Louis University who works with the nonprofit Missouri Appleseed
on the issue.
People who are incarcerated are more likely to experience mental health
disorders, substance abuse, addiction and chronic illnesses, including asthma and
diabetes, that may make them eligible for Medicaid, according to the federal
Medicaid and CHIP Payment and Access Commission.
In Missouri, an estimated 14 percent of incarcerated men and 31 percent of
incarcerated women have mental illness. A majority are believed to have
substance use disorders including opioid addiction, according to the state
Department of Corrections.
The percentage of inmates eligible for Medicaid government insurance is not
known, but believed to be significant, said Dr. Jacqueline Landess, assistant
professor of psychiatry at St. Louis University.
“Someone with schizophrenia, who may need monthly injections, those are the
folks we worry about the most,” said Landess, who has treated inmates in the St.
Louis County jail.
The problem is exacerbated in Missouri, which is one of 14 states that have not
expanded Medicaid for impoverished people through the Affordable Care Act. In
states that expanded Medicaid, many released inmates would be eligible for the
government benefits based on income.
“You would see people released (in St. Louis County) … and I assume unless they
had family members that were really involved in their care, they most likely went
back out to the streets, with many of them ending up again if not in the jail, then
in the emergency room,” said Landess.

Missouri is already one of the slowest states at processing Medicaid applications,
with nearly half taking 45 days or longer. Only Georgia and Virginia are slower,
according to a January report from the Kaiser Family Foundation.
The issue is gaining attention as Missouri health officials face questions about a
large drop of more than 70,000 residents — including 56,000 children — from
Medicaid enrollment in the last year.
“It is so hard to get approved for Medicaid,” said Mikel Whittier of the St. Louis
Integrated Health Network. “Without that continuous care we see higher risks of
people overdosing and other adverse health outcomes.”
The issue should be resolved this year at least for youth offenders in Missouri.
Under the federal Support for Patients and Communities Act, signed by President
Donald Trump in October, states must suspend rather than terminate Medicaid
eligibility for anyone under age 21 and restore coverage upon release from jail as
of October 2019.
The laws have the support of law enforcement, advocates said.
Rep. Lane Roberts, R-Joplin, a former police chief, introduced a bill in the Missouri
House Wednesday that would suspend rather than terminate Medicaid eligibility
for offenders in correctional facilities. Sen. Lincoln Hough, R-Springfield,
introduced a similar bill in the state Senate earlier in February.
Christine Patterson, executive director of the National Alliance on Mental IllnessSt. Louis called Missouri’s policy “an unnecessary hurdle” for the inmate
population.
“It would certainly help to not have as much time to get back on their
medication,” she said. “If 35 other states have done it, why aren’t we doing it?”
The bills are SB 393 and HB 1102.
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State sued over Medicaid application
backlog

ANCHORAGE (KTUU) - The state of Alaska is facing s a lawsuit for failing to
process Medicaid applications in the time frame required by federal law.
Medicaid applications are supposed to be processed within 45 days, or within 90
days if it involves determining a disability.
As of February, at least 15,000 Alaskan have submitted an application that has
not been processed. At least 10,000 of those applications were submitted in 2018.

"We've been following the problem for some years and hoping that it would get
redressed, and it seemed to be getting worse and worse no matter what issues
are raised to the state," attorney James Davis said.
Davis, an attorney with the Northern Justice Project civil rights law firm, filed the
suit on behalf of one client with intent for it to be certified as a class-action case.
Davis' client applied for Medicaid in November, but still has not had her
application processed.
"The state doesn't have to provide her with medical benefits. It could say, 'No,
you're not eligible,' for one reason or another. It could just give her an answer,
but the state hasn't either approved her or denied her, so she's just left in limbo,
which is what literally tens of thousands of other applicants just like her are-- in a
state of limbo," Davis said.
No representative from the Department of Health and Social Services or the
governor's office responded to requests for comment Friday, but a webpage on
the DHSS website is dedicated to information on the application backlog.
The website states that applicants who have submitted an application in the last
90 days and have not received notice of their status do not need to submit a new
application. The website states that the office will have limited services three days
a week so staff can focus on addressing the out-of-date workload.
"There is no factual debate," Davis said. "I think the state is going to concede that
it's violating the law. The question is how best to fix it, and there has to be a will
to fix it."
Davis says the purpose of the lawsuit is to have the court order the state to
comply with existing laws.
"We're not saying, Give people Medicaid/Don't give them Medicaid,' but at least
follow the law and give them a decision on whether or not they're entitled to
Medicaid or not," Davis said. "It's just a matter of giving them a yes or a no.
People have a right to a yes or no and I think people have a right to ask the state
government to follow the law just like the rest of us."
Get the latest updates from ktuu.com delivered to your browser
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In Medicaid fraud case, record
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FILE - In this May 1, 2018, file photo, Texas Attorney General Ken Paxton speaks at
a news conference in Austin, Texas. Civil rights groups are asking Texas officials to
walk back a letter that questioned the citizenship of thousands of voters and
prompted President Donald Trump to renew unsubstantiated claims of rampant
voter fraud. Paxton told supporters in a fundraising email Monday, Jan. 28, 2019,
that many of those people could have become citizens and voted legally. (Nick
Wagner/Austin American-Statesman via AP, File)
Photo: Nick Wagner, MBO / Associated Press
When Attorney General Ken Paxton announced last week he had settled a giant
Medicaid fraud case on behalf of Texas, he trumpeted how much money the state
would collect from Xerox. “AG Paxton Recovers Record $236 Million for Texas in
Medicaid Fraud Settlement,” he announced in a press release.
Yet it might not turn out to be as impressive a haul as it first seemed - in fact, the
state could end up losing money.
Steep legal fees and money Texas taxpayers had to repay to the federal
government lopped a huge chunk of the award off the top. Now, a handful of
whistleblowers have filed a legal claim saying they are due a finder’s fee for
helping Texas regulators make the case.
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Although the amount the state ultimately agrees to turn over will almost certainly
be subject to negotiation, experts said the award in what is known as a qui tam
proceeding could reach nearly $50 million.
The result: despite Paxton’s huge-seeming haul, Texas taxpayers may still come
out of the five-year legal dispute millions of dollars in the red, illustrating just
how relative even an eye-popping cash payment can be in complex and timeconsuming litigation.
“Given the scope of the fraud, the settlement doesn’t touch it,” said Loren
Jacobson, a law professor and qui tam expert at University of North Texas at
Dallas School of Law who isfamiliar with the case.
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The settlement announced last week was to repay state taxpayers who
unwittingly footed the bill for thousands of unnecessary dental procedures. Texas
hired Xerox Corporation and its subsidiaries, including spin-off Conduent, to
analyze requests from dentists and orthodontists seeking to perform Medicaidfunded work.
But instead of performing meaningful medical evaluations of the charts, molds
and x-rays, Xerox’s untrained workers furiously rubber-stamped nearly every
procedure request, court filings show. Given the green light, dentists performed
hundreds of millions of dollars-worth of questionable procedures at taxpayer
expense.
Texas fired Xerox in 2012 and filed its lawsuit two years later, claiming that the
company had defrauded taxpayers by allowing the unnecessary dental work.
According to public documents, state prosecutors claimed Xerox owed Texas $2
billion in payback and penalties.
Complicating matters, however, was Xerox’s claim that state regulators were well
aware of how it operated and did nothing. Last week, after a nearly five-year legal
battle, Xerox/Conduent agreed to settle the dispute for considerably less. The
company, which will pay Texas the money over the next three years, admitted no
wrong-doing.

Still, Paxton said the $236 million deal represented “the largest single resolution
in a case filed by the attorney general’s office for Medicaid-related claims.”
Federal government took $133M
By the time the agreement was finalized, however, most of the money had
already been spent by the State of Texas.
In 2015, auditors from the U.S. Department of Health and Human Services, Office
of the Inspector General, determined many children’s dental procedures paid
through Medicaid should not have been covered. They concluded that by failing
to oversee Xerox’s shoddy work, Texas ultimately was to blame for allowing
$191.4 million-worth of unnecessary dental work during only a 2.5-year period.
States share Medicaid costs with the federal government. Texas taxpayers’ portion
of the misspent money came to just under $60 million - money the state already
had lost and needed to recover from Xerox.
Subtracting that from the $236 million settlement leaves $176 million of the
award.
The federal regulators also demanded that Texas reimburse them for the federal
portion of the money that was unnecessarily spent on the dental work, according
to the audit. Last year, Texas wrote a check to the U.S. Department of Health and
Human Services for $133 million.
Leaving $43 million remaining of Paxton’s settlement.
According to the details of the settlement, $24 million of Xerox/Conduent’s
payment was to cover the Office of Attorney General’s cost of suing Xerox attorney fees and other legal expenses. More than three dozen attorneys worked
nearly 60,000 hours on the case. The state also hired professional help from
outside the agency.
Subtracting those legal fees and other costs leaves less than $20 million of the
settlement remaining. But that, too, could quickly evaporate. In legal documents
filed last week, seven people said they were due money for helping Texas uncover
Xerox’s inferior work.
Whistleblowers could claim up to $47M

So-called qui tam cases allow whistleblowers to file lawsuits alleging fraud on
behalf of the government. If the claims turn out to be legitimate, state and
federal laws award a finder’s fee of between 15 and 25 percent of the total
settlement or judgment.
The cases have become increasing common as government regulators have
concentrated on attacking fraud using the insider information, particularly in
huge healthcare and military programs. In recent years about 80 percentof all
fraud claims originated with whistleblower lawsuits, said Joel Hesch, a professor
at Liberty University School of Law and author of “Whistleblowing: A Guide to
Government Reward Programs.”
A recent U.S. Department of Justice study found the number of qui tam lawsuits
has grown significantly in recent years. In 2017, there were 669 filed - nearly 13
every week.
The money at stake has soared, too. In 2017, $3.4 billion of the $3.7 billion in
settlements and judgments reported by the government came from qui tam
lawsuits, according to the study.
During that period, whistleblowers were paid nearly $400 million for their help in
uncovering the fraud. Hesch said that to qualify for the government reward,
whistleblowers must file their claims before the government files its lawsuit, and
then regulators must agree to accept the case.
Jim Moriarty, a Houston attorney representing the Xerox whistleblowers, said
both criteria had been met. Several of the whistleblowers worked for dentists or
orthodontists and filed their qui tam lawsuits in 2012, two years before the state
sued Xerox. Another was a dentist who also filed her lawsuit in 2012.
Moriarty added that, in court filings, lawyers for the attorney general’s office had
accepted the dentist as a whistleblower soon after. “In my view, the state is dead
in the water,” he said.
A spokeswoman for Paxton’s office, Kayleigh Lovvorn, declined to comment.
Hesch, who led fraud investigations for the Justice Department before becoming
a professor, said it appears the Xerox whistleblowers have a legitimate case. If so,
he added, they were due the 20 percent of the total settlement they sought —
$47 million, an amount that would leave Texas taxpayers tens of millions in the
red in the litigation.

Hesch cautioned the state could contest the reward, and it might be lowered
significantly. Jacobson said the state might argue that the quality of information
from the whistleblowers was low, or that they didn’t fully cooperate with state
lawyers, for example.
Jason Ray, an attorney representing dentists being sued by the state for
performing unnecessary procedures, questioned the value of the whistleblowers’
inside information. “Their attempt to money-grab $47 million when there’s no
evidence they brought anything of value to this is galling,” he said.
Moriarty said Paxton’s office had already offered him a smaller finder’s fee,
however, he said he had quickly dismissed it as insufficient.
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Sen. John Kennedy has asked the federal Centers for Medicare and Medicaid
Services to investigate Louisiana's Medicaid program after he publicly
blistered the state's health agency and its leader earlier this week.
Kennedy, R-La., wrote a letter to federal Medicaid Administrator Seema Verma
asking the agency to "investigate whether or not the Louisiana Department of
Health has violated federal Medicaid regulations."
His action was prompted after the state said as many as 37,000 Louisiana
Medicaid recipients may be ineligible for the coverage because their income
exceeds the limit for coverage.

Republican U.S. Sen. John Kennedy (Photo: Courtesy photo)
Kennedy calculated the cost of the insurance for those who are possibly ineligible
could be as high as $200 million and called the state heath department a
"dumpster fire" and Secretary Rebekah Gee "incompetent."

But Gee noted the Centers for Medicare and Medicaid Services alerted her
agency last week that the state's Medicaid program "is one of only a few in the
nation that has used best practices to combat fraud and abuse."
Gee, an appointment of Democratic Gov. John Bel Edwards, said securing and
installing the new technology to root out ineligible recipients or fraud should be
applauded rather than criticized and saves taxpayer dollars.
"This independent, unbiased review recognizes our program integrity unit for
using innovative approaches to prevent and detect Medicaid fraud," Gee said this
week in an email to USA Today Network. "Because of the commitment of this
administration, Louisiana now has an eligibility and enrollment system that is
more robust than what had been in place for decades."
Kennedy's letter acknowledged the department "has taken steps to improve
Medicaid eligibility determinations," but only "after pressure from Congress and
the Louisiana Legislative Auditor."
In his letter Kennedy also asked the federal agency to "detail what can be done to
recover improperly spent tax dollars from medicaid recipients."
But the funding actually goes to manage care companies rather than to
individuals.
Most of the 37,000 people identified by the state are part of the Medicaid
expansion Edwards ushered in as one of his first orders of business in 2016.
The expansion insured about 500,000 more Louisianians and slashed the state's
uninsured rate in half.
Edwards touts the expansion as one of his top achievements, but some
Republicans have been critical of the expansion's cost and growth.
Greg Hilburn covers state politics for the USA TODAY Network of Louisiana. Follow
him on Twitter @GregHilburn1
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