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1 A bill to be entitled

2 An act relating to Medicaid managed care; amending s.

3 409.912, F.S.; providing the Agency for Health Care

4 Administration with authority to extend or modify

5 certain contracts with behavioral health care

6 providers under specified circumstances; removes the

7 expiration of the authority of the agency to impose

8 fines against entities under contract with the

9 department under specified circumstances; providing
10 rebates under specified circumstances; amending s.

11 409.9122, F.S., directing the agency to calculate a
12 medical loss ratio for managed care plans under

13 specified circumstances; providing method of

14 calculation; directing the agency to create a pilot
15 accountability system for Medicaid pre-paid dental

16 plans; amending s. 409.962, F.S.; including certain
17 Medicare plans in the definition of “comprehensive

18 long-term care plan”; including certain Medicare plans
19 in the managed medical assistance program by amending
20 the definition of “eligible plan”; amending s.
21 409.966, F.S.; modifying a preference for plans with
22 in-state operations; deleting a definition; amending
23 s. 409.967, F.S.; directing the agency to calculate a
24 medical loss ratio for managed care plans under
25 specified circumstances; providing method of
26 calculation; amending 409.973, F.S.; providing that a
27 managed care plan shall inform the recipient of the
28 importance of having a primary care provider;
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29 amending s. 409.974, F.S.; modifying requirements for
30 participation by certain Medicare plans; requiring
31 contracts meeting certain standards; setting
32 enrollment requirements; amending s. 409.981, F.S.;
33 modifying requirements for participation by certain
34 Medicare plans; requiring contracts meeting certain
35 standards; setting enrollment requirements; providing
36 an effective date.

37
38| Be It Enacted by the Legislature of the State of Florida:

39 Section 1. Paragraph (b) of subsection (4) and subsection
40 (21) of section 409.912, Florida Statutes, 1s amended to read:
41 409.912 Cost-effective purchasing of health care.—The

42| agency shall purchase goods and services for Medicaid recipients
43| in the most cost-effective manner consistent with the delivery
44 of quality medical care. To ensure that medical services are

45 effectively utilized, the agency may, in any case, require a

46 confirmation or second physician's opinion of the correct

47| diagnosis for purposes of authorizing future services under the
48| Medicaid program. This section does not restrict access to

49| emergency services or poststabilization care services as defined
50 in 42 C.F.R. part 438.114. Such confirmation or second opinion
51 shall be rendered in a manner approved by the agency. The agency
52 shall maximize the use of prepaid per capita and prepaid

53| aggregate fixed-sum basis services when appropriate and other

54 alternative service delivery and reimbursement methodologies,

55 including competitive bidding pursuant to s. 287.057, designed
56 to facilitate the cost-effective purchase of a case-managed
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continuum of care. The agency shall also require providers to
minimize the exposure of recipients to the need for acute
inpatient, custodial, and other institutional care and the
inappropriate or unnecessary use of high-cost services. The
agency shall contract with a vendor to monitor and evaluate the
clinical practice patterns of providers in order to identify
trends that are outside the normal practice patterns of a
provider's professional peers or the national guidelines of a
provider's professional association. The vendor must be able to
provide information and counseling to a provider whose practice
patterns are outside the norms, in consultation with the agency,
to improve patient care and reduce inappropriate utilization.
The agency may mandate prior authorization, drug therapy
management, or disease management participation for certain
populations of Medicaid beneficiaries, certain drug classes, or
particular drugs to prevent fraud, abuse, overuse, and possible
dangerous drug interactions. The Pharmaceutical and Therapeutics
Committee shall make recommendations to the agency on drugs for
which prior authorization is required. The agency shall inform
the Pharmaceutical and Therapeutics Committee of its decisions
regarding drugs subject to prior authorization. The agency is
authorized to limit the entities it contracts with or enrolls as
Medicaid providers by developing a provider network through
provider credentialing. The agency may competitively bid single-
source-provider contracts if procurement of goods or services
results in demonstrated cost savings to the state without
limiting access to care. The agency may limit its network based

on the assessment of beneficiary access to care, provider
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85 availability, provider quality standards, time and distance

86 standards for access to care, the cultural competence of the

87| provider network, demographic characteristics of Medicaid

88| beneficiaries, practice and provider-to-beneficiary standards,
89 appointment wait times, beneficiary use of services, provider

90 turnover, provider profiling, provider licensure history,

91| previous program integrity investigations and findings, peer

92 review, provider Medicaid policy and billing compliance records,
93 clinical and medical record audits, and other factors. Providers
94| are not entitled to enrollment in the Medicaid provider network.
95| The agency shall determine instances in which allowing Medicaid
96| Dbeneficiaries to purchase durable medical equipment and other

97| goods is less expensive to the Medicaid program than long-term
98 rental of the equipment or goods. The agency may establish rules
99| to facilitate purchases in lieu of long-term rentals in order to
100| protect against fraud and abuse in the Medicaid program as
101 defined in s. 409.913. The agency may seek federal waivers
102| necessary to administer these policies.
103 (4) The agency may contract with:
104 (b) An entity that is providing comprehensive behavioral
105| health care services to certain Medicaid recipients through a
106 capitated, prepaid arrangement pursuant to the federal waiver
107| provided for by s. 409.905(5). Such entity must be licensed
108 under chapter 624, chapter 636, or chapter 641, or authorized
109 under paragraph (c) or paragraph (d), and must possess the
110 clinical systems and operational competence to manage risk and
111| provide comprehensive behavioral health care to Medicaid
112 recipients. As used in this paragraph, the term "comprehensive
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113 behavioral health care services" means covered mental health and
114 substance abuse treatment services that are available to

115| Medicaid recipients. The secretary of the Department of Children
116 and Family Services shall approve provisions of procurements

117 related to children in the department's care or custody before
118 enrolling such children in a prepaid behavioral health plan. Any
119 contract awarded under this paragraph must be competitively

120| procured. In developing the behavioral health care prepaid plan
121 procurement document, the agency shall ensure that the

122 procurement document requires the contractor to develop and

123] implement a plan to ensure compliance with s. 394.4574 related
124 to services provided to residents of licensed assisted living
125 facilities that hold a limited mental health license. Except as
126| provided in subparagraph 5., and except in counties where the
127| Medicaid managed care pilot program is authorized pursuant to s.
128 409.91211, the agency shall seek federal approval to contract
129| with a single entity meeting these requirements to provide

130 comprehensive behavioral health care services to all Medicaid
131 recipients not enrolled in a Medicaid managed care plan

132 authorized under s. 409.91211, a provider service network

133 authorized under paragraph (d), or a Medicaid health maintenance
134 organization in an AHCA area. In an AHCA area where the Medicaid
135| managed care pilot program is authorized pursuant to s.

136 409.91211 in one or more counties, the agency may procure a

137 contract with a single entity to serve the remaining counties as
138 an AHCA area or the remaining counties may be included with an
139| adjacent AHCA area and are subject to this paragraph. Each

140| entity must offer a sufficient choice of providers in its
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141 network to ensure recipient access to care and the opportunity
142 to select a provider with whom they are satisfied. The network
143 shall include all public mental health hospitals. To ensure

144 unimpaired access to behavioral health care services by Medicaid
145 recipients, all contracts issued pursuant to this paragraph must
146 require 80 percent of the capitation paid to the managed care
147| plan, including health maintenance organizations and capitated
148| provider service networks, to be expended for the provision of
149| Dbehavioral health care services. If the managed care plan

150| expends less than 80 percent of the capitation paid for the

151| provision of behavioral health care services, the difference

152 shall be returned to the agency. The agency shall provide the
153| plan with a certification letter indicating the amount of

154 capitation paid during each calendar year for behavioral health
155| care services pursuant to this section. The agency may reimburse
156 for substance abuse treatment services on a fee-for-service

157| Dbasis until the agency finds that adequate funds are available
158 for capitated, prepaid arrangements.

159 1. The agency shall modify the contracts with the entities
160| providing comprehensive inpatient and outpatient mental health
161 care services to Medicaid recipients in Hillsborough, Highlands,
162 Hardee, Manatee, and Polk Counties, to include substance abuse
163| treatment services.

164 2. Except as provided in subparagraph 5., the agency and
165| the Department of Children and Family Services shall contract
166| with managed care entities in each AHCA area except area 6 or
167 arrange to provide comprehensive inpatient and outpatient mental
168 health and substance abuse services through capitated prepaid
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169 arrangements to all Medicaid recipients who are eligible to

170| participate in such plans under federal law and regulation. In

171 AHCA areas where eligible individuals number less than 150,000,

172 the agency shall contract with a single managed care plan to

173| provide comprehensive behavioral health services to all

174 recipients who are not enrolled in a Medicaid health maintenance

175 organization, a provider service network authorized under

176| paragraph (d), or a Medicaid capitated managed care plan

177 authorized under s. 409.91211. The agency may contract with more

178 than one comprehensive behavioral health provider to provide

179| care to recipients who are not enrolled in a Medicaid capitated

180| managed care plan authorized under s. 409.91211, a provider

181 service network authorized under paragraph (d), or a Medicaid

182| health maintenance organization in AHCA areas where the eligible

183| population exceeds 150,000. In an AHCA area where the Medicaid

184| managed care pilot program is authorized pursuant to s.

185 409.91211 in one or more counties, the agency may procure a

186 contract with a single entity to serve the remaining counties as

187 an AHCA area or the remaining counties may be included with an

188 adjacent AHCA area and shall be subject to this paragraph.

189| Contracts for comprehensive behavioral health providers awarded

190| pursuant to this section shall be competitively procured. Both

191 for-profit and not-for-profit corporations are eligible to

192 compete. Managed care plans contracting with the agency under

193 subsection (3) or paragraph (d) shall provide and receive

194| payment for the same comprehensive behavioral health benefits as

195| provided in AHCA rules, including handbooks incorporated by

196 reference. In AHCA area 11, the agency shall contract with at
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197 least two comprehensive behavioral health care providers to

198| provide behavioral health care to recipients in that area who

199 are enrolled in, or assigned to, the MediPass program. One of

200 the behavioral health care contracts must be with the existing

201| provider service network pilot project, as described in

202| paragraph (d), for the purpose of demonstrating the cost-

203 effectiveness of the provision of quality mental health services

204 through a public hospital-operated managed care model. Payment

205 shall be at an agreed-upon capitated rate to ensure cost

206| savings. Of the recipients in area 11 who are assigned to

207 MediPass under s. 409.9122(2) (k), a minimum of 50,000 of those

208| MediPass-enrolled recipients shall be assigned to the existing

209| provider service network in area 11 for their behavioral care.

210 3. Children residing in a statewide inpatient psychiatric

211| program, or in a Department of Juvenile Justice or a Department

212 of Children and Family Services residential program approved as

213 a Medicaid behavioral health overlay services provider may not

214| be included in a behavioral health care prepaid health plan or

215 any other Medicaid managed care plan pursuant to this paragraph.

216 4, Traditional community mental health providers under

217 contract with the Department of Children and Family Services

218| pursuant to part IV of chapter 394, child welfare providers

219| wunder contract with the Department of Children and Family

220 Services in areas 1 and 6, and inpatient mental health providers

221 licensed pursuant to chapter 395 must be offered an opportunity

222 to accept or decline a contract to participate in any provider

223 network for prepaid behavioral health services.

224 5. All Medicaid-eligible children, except children in area
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225 1 and children in Highlands County, Hardee County, Polk County,
226 or Manatee County of area 6, that are open for child welfare

227 services in the statewide automated child welfare information
228 system, shall receive their behavioral health care services

229 through a specialty prepaid plan operated by community-based
230 lead agencies through a single agency or formal agreements among
231 several agencies. The agency shall work with the specialty plan
232| to develop clinically effective, evidence-based alternatives as
233| a downward substitution for the statewide inpatient psychiatric
234| program and similar residential care and institutional services.
235| The specialty prepaid plan must result in savings to the state
236| comparable to savings achieved in other Medicaid managed care
237| and prepaid programs. Such plan must provide mechanisms to

238| maximize state and local revenues. The specialty prepaid plan
239 shall be developed by the agency and the Department of Children
240 and Family Services. The agency may seek federal waivers to

241 implement this initiative. Medicaid-eligible children whose

242 cases are open for child welfare services in the statewide

243 automated child welfare information system and who reside in

244 AHCA area 10 shall be enrolled in a capitated provider service
245| network or other capitated managed care plan, which, in

246 coordination with available community-based care providers

247 specified in s. 409.1671, shall provide sufficient medical,

248 developmental, and behavioral health services to meet the needs
249| of these children.

250

251 Effective July, 1, 2012, in order to ensure continuity of care,

252 the agency is authorized to extend or modify current contracts
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253| based on current service areas or on a regional basis, as

254 determined appropriate by the agency, with comprehensive

255| behavioral health care providers as described in this paragraph

256| during the period prior to its expiration. This paragraph

257 expires October 1, 2014.

258 (21) The agency may impose a fine for a violation of this
259 section or the contract with the agency by a person or entity
260 that is under contract with the agency. With respect to any

261 nonwillful violation, such fine shall not exceed $2,500 per

262 violation. In no event shall such fine exceed an aggregate

263| amount of $10,000 for all nonwillful violations arising out of
264| the same action. With respect to any knowing and willful

265| wviolation of this section or the contract with the agency, the
266| agency may impose a fine upon the entity in an amount not to
267 exceed $20,000 for each such violation. In no event shall such
268 fine exceed an aggregate amount of $100,000 for all knowing and

269| willful violations arising out of the same action. Fhis

P

14
T

270 stbseetion——expires—Oetober—1+—2
271 Section 2. Section 409.961, Florida Statutes, is amended
272 to read:

273 409.961 Statutory construction; applicability; rules.—It
274 is the intent of the Legislature that if any conflict exists

275| between the provisions contained in this part and in other parts
276| of this chapter, the provisions in this part control. Sections
277 409.961-409.985 apply only to the Medicaid managed medical

2778 assistance program and long-term care managed care program, as
279| provided in this part. The agency shall adopt any rules

280 necessary to comply with or administer this part and all rules
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281 necessary to comply with federal requirements. In addition, the
282 department shall adopt and accept the transfer of any rules

283 necessary to carry out the department's responsibilities for
284 receiving and processing Medicaid applications and determining
285| Medicaid eligibility and for ensuring compliance with and

286 administering this part, as those rules relate to the

287 department's responsibilities, and any other provisions related
288 to the department's responsibility for the determination of

289| Medicaid eligibility. Contracts with the agency and a person or

290| entity, including Medicaid providers and managed care plans,

291| necessary to administer the Medicaid program are not rules and

292 not subject to rule promulgation under chapter 120.

293 Section 3. Subsection (21) and (22) are added to section
294 409.9122, Florida Statutes, to read:

295 409.9122 Mandatory Medicaid managed care enrollment;

296| programs and procedures.—

297 (21) MEDICAL LOSS RATIO.— If required as a condition of a

298| waiver, the agency may calculate a medical loss ratio for

299| managed care plans. The calculation shall utilize uniform

300 financial data collected from all plans and shall be computed

301 for each plan on a statewide basis. The method for calculating

302 the medical loss ratio shall meet the following criteria:

303 (a) Except as provided in paragraphs (b) and (c),

304 expenditures shall be classified in a manner consistent with 45

305 C.F.R. Part 158.

306 (b) Funds provided by plans to graduate medical education

307 institutions to underwrite the costs of residency positions

308 shall be classified as medical expenditures, provided the
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309 funding is sufficient to sustain the position for the number of

310 years necessary to complete the residency requirements and the

311 residency positions funded by the plans are active providers of

312 care to Medicaid and uninsured patients.

313 (c) Prior to final determination of the medical loss

314 ratio for any period, a plan may contribute to a designated

315 state trust fund for the purpose of supporting Medicaid and

316| indigent care and have the contribution counted as a medical

317| expenditure for the period.

318 (22) Beginning in fiscal year 2012-2013, the agency shall

319| pilot an accountability system consistent with s. 409.967(3)

320 that calculates income for pre-paid dental plans and collects

321| any applicable rebates.

322 Section 4. Subsections (4) and (6) of section 409.962,
323 Florida Statutes, are amended to read:

324 409.962 Definitions.—As used in this part, except as
325 otherwise specifically provided, the term:

326 (4) "Comprehensive long-term care plan" means a managed

327 care plan, including a Medicare Advantage Special Needs Plan,

328 that provides services described in s. 409.973 and also provides
329| the services described in s. 409.98.

330 (6) "Eligible plan" means a health insurer authorized

331 under chapter 624, an exclusive provider organization authorized
332 under chapter 627, a health maintenance organization authorized
333| under chapter 641, or a provider service network authorized

334| under s. 409.912(4) (d) or an accountable care organization

335 authorized under federal law. For purposes of the managed

336| medical assistance program, the term also includes the
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337 Children's Medical Services Network authorized under chapter

338 391+—Feorpurpeses—ofEthe tlong—term care managedecare prografm;
339| +the—termatso—inetudes and entities qualified under 42 C.F.R.
340| part 422 as Medicare Advantage Preferred Provider Organizations,
341| Medicare Advantage Provider-sponsored Organizations, Medicare

342| Advantage Health Maintenance Organizations, Medicare Advantage

343 Coordinated Care Plans, and Medicare Advantage Special Needs

344 Plans, and the Program of All-inclusive Care for the Elderly.
345 Section 5. Paragraph (c) of subsection (3) of section

346 409.906, Florida Statutes, is amended to read:

347 409.966 Eligible plans; selection.—
348 (3) QUALITY SELECTION CRITERIA.—
349 (c) After negotiations are conducted, the agency shall

350 select the eligible plans that are determined to be responsive
351 and provide the best value to the state. Preference shall be
352| given to plans that:

353 1. Have signed contracts with primary and specialty

354| physicians in sufficient numbers to meet the specific standards
355 established pursuant to s. 409.967(2) (b).

356 2. Have well-defined programs for recognizing patient-
357 centered medical homes and providing for increased compensation
358 for recognized medical homes, as defined by the plan.

359 3. Are organizations that are based in and perform

360 operational functions in this state, in-house or through

361 contractual arrangements, by staff located in this state. Using
362 a tiered approach, the highest number of points shall be awarded
363 to a plan that has all or substantially all of its operational
364 functions performed in the state. The second highest number of

Page 13 of 17

PCS for HB 727a
CODING: Words stricken are deletions; words underlined are additions.



F L ORTIDA H O U S E O F R EPRESENTATI V E S

PCS for HB 727a ORIGINAL YEAR

365| points shall be awarded to a plan that has a majority of its
366 operational functions performed in the state. Fheageneymay

’ 4
368 Sty A 4 NnNlana +hot A f A Nlxz ~SAmmaarn g+ (g 1t A~ madl ~o 1
awa OO cOo—PraitS titat pCT OOty COoftttait = CocTrCat; e Ca=T
369 d1 ra~t v o~ o no A A o o SAdma g a0 v o ~ o na 1 +h
OTrrrCcC oottt Oto; oG QS tocaocc—atfrriirocrac Tt ve Tt ot Oto—i— it

370| states+ For purposes of this subparagraph, operational functions

371 include corporate headquarters, claims processing, member

372| services, provider relations, utilization and prior

373| authorization, case management, disease and quality functions,

374 and finance and administration. Fer—purpeses—eofthis

375 subparagraoph—the—fterm'boased3n—+this state' means—+that—the

376| eptitylsprineipaleoffice isin—+this stateandthe planis not—o
377 subsidiaryr—direettyor indirectlythrough oneor more

378 stbsidiaries—ef—or o Feint—venture with;any other entitywhose
379| prineipaleoffice—is netleoeatedin—the state

380 4. Have contracts or other arrangements for cancer disease
381| management programs that have a proven record of clinical

382 efficiencies and cost savings.

383 5. Have contracts or other arrangements for diabetes

384 disease management programs that have a proven record of

385 clinical efficiencies and cost savings.

386 6. Have a claims payment process that ensures that claims

387 that are not contested or denied will be promptly paid pursuant
388 to s. 641.3155.

389 Section 6. Subsection (4) is added to section 409.967,
390 Florida Statutes, to read:

391 409.967 Managed care plan accountability.—
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392 (4) MEDICAL LOSS RATIO.— If required as a condition of a

393| waiver, the agency may calculate a medical loss ratio for

394| managed care plans. The calculation shall utilize uniform

395 financial data collected from all plans and shall be computed

396 for each plan on a statewide basis. The method for calculating

397 the medical loss ratio shall meet the following criteria:

398 (a) Except as provided in paragraphs (b) and (c),

399| expenditures shall be classified in a manner consistent with 45

400 C.F.R. Part 158.

401 (b) Funds provided by plans to graduate medical education

402 institutions to underwrite the costs of residency positions

403 shall be classified as medical expenditures, provided the

404| funding is sufficient to sustain the position for the number of

405 years necessary to complete the residency requirements and the

406| residency positions funded by the plans are active providers of

407 care to Medicaid and uninsured patients.

408 (c) Prior to final determination of the medical loss

409 ratio for any period, a plan may contribute to a designated

410 state trust fund for the purpose of supporting Medicaid and

411 indigent care and have the contribution counted as a medical

412| expenditure for the period.

413 Section 7. Subsection (4) of section 409.973, Florida

414 Statutes, is amended to read:

415 409.973 Benefits.—

416 (4) PRIMARY CARE INITIATIVE.—Each plan operating in the
417 managed medical assistance program shall establish a program to
418 encourage enrollees to establish a relationship with their

419| primary care provider. Each plan shall:
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420 (a) Provide information to each enrollee on the importance
421 of and procedure for selecting a primary care physician

422| provider, and thereafter automatically assign to a primary care
423| provider any enrollee who fails to choose a primary care

424| provider.

425 (b) If the enrollee was not a Medicaid recipient before
426| enrollment in the plan, assist the enrollee in scheduling an
427| appointment with the primary care provider. If possible the

428 appointment should be made within 30 days after enrollment in
429| the plan. For enrollees who become eligible for Medicaid between
430 January 1, 2014, and December 31, 2015, the appointment should
431| be scheduled within 6 months after enrollment in the plan.

432 (c) Report to the agency the number of enrollees assigned
433| to each primary care provider within the plan's network.

434 (d) Report to the agency the number of enrollees who have
435| not had an appointment with their primary care provider within
436 their first year of enrollment.

437 (e) Report to the agency the number of emergency room

438| wvisits by enrollees who have not had at least one appointment
439| with their primary care provider.

440 Section 8. Subsection (5) is added to section 409.974,
441 Florida Statutes, to read:

442 409.974 Eligible plans.—

443 (5) MEDICARE PLANS.—Participation by Medicare Advantage

444 Preferred Provider Organization, Medicare Advantage Provider-

445 sponsored Organization, Medicare Advantage Health Maintenance

446| Organization, Medicare Advantage Coordinated Care Plan, or

447 Medicare Advantage Special Needs Plan shall be pursuant to a
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448 contract with the agency that is consistent with the Medicare

449 Improvement for Patients and Providers Act of 2008, P.L. 110-

450 275. Such plans are not subject to the procurement requirements

451 if the plan's Medicaid enrollees consist exclusively of dually

452 eligible recipients who are enrolled in the plan in order to

453 receive Medicare benefits as of the date that the invitation to

454 negotiate is issued. Otherwise, such plans are subject to all

455| procurement requirements.

456 Section 9. Subsection (5) of section 409.981, Florida

457 Statutes, 1s amended to read:

458 409.981 Eligible long-term care plans.—

459 (5) MEDICARE ADVANTAGE SPECIAL NEEDS PLANS.—Participation
460| by a Medicare Advantage Preferred Provider Organizationy

461 i i i i

Mea FFre—ACvVaRtage—RPFroviae poRSoFrea—oO¥ragan 3 SrsymmnS Medicare

462| Advantage Special Needs Plan shall be pursuant to a contract

463| with the agency amd that is consistent with Medicare Improvement

464 for Patients and Providers Act of 2008, P.L. 110-275. Such plans

465 are not subject to the procurement requirements if the plan's

466| Medicaid enrollees consist exclusively of dually eligible

467 recipients who are enrolled in the plan in order to receive

468| Medicare benefits as of the date the invitation to negotiate is

469 issued. Otherwise, Mediecare Advantage Preferred Provider
470| Organizatieons; MedicareAdvantage Provider—sponsored

471 Srganizatieons;—and—Medicare Advantage Special Needs Plans are

472 subject to all procurement requirements.

473 Section 10. This act shall take effect July 1, 2012.
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