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This streamlined waiver application form is for a State's use in requesting implementation of an initial Section 1915(b)(4) Selective Contracting waiver program. 

While this form is primarily for use in making an initial request to implement a new 1915(b)(4) waiver, States may modify it for use in requesting a renewal of an existing 1915(b)(4)waiver program. To do so, please:

(1) in sections I-III, describe the program as it will be operated in the upcoming renewal period.

(2) provide results of monitoring activities in the previous waiver period as described in Section IV (for access and quality).

(3) follow the instructions in Section V for demonstrating cost-effectiveness for a renewal application.  

The State may wish to use this standardized application form to streamline the waiver process and, thus, eliminate unnecessary and cumbersome paperwork requirements.  The completion of this request, used in conjunction with State Medicaid Manual instructions at sections 2106-2112, should expedite the State's effort to request a waiver and CMS's effort to approve the waiver proposal.  Where possible, the proposal is in the form of a check-off document.  However, the applicant will be required to provide detailed explanation in the space provided below each question.  (Please feel free to add more space than has been provided in the original electronic document.)

All waiver requests under Section 1915(b) of the Social Security Act (the Act) are subject to the requirements that the State document the cost effectiveness of the project, its effect on recipient access to services, and its projected impact (42 CFR 431.55(b)(2)).  This model Section 1915(b)(4) waiver application form will help States provide sufficient documentation for the Secretary to be able to determine whether the statutory and regulatory requirements of Section 1915(b) of the Act have been satisfied.

The CMS Regional Office will be glad to meet with the State, set up a conference call, or assist the State in any way to complete the application. 
I.
INTRODUCTION
Please provide a short narrative description of your program in the space below (in one page or less); include the background and objective of your program, and any other information relating to your request for a Medicaid waiver:
This is the second renewal request for the 1915(b)(4) waiver authorizing the Agency for Health Care Administration (AHCA) to implement a Statewide Inpatient Psychiatric Program (SIPP) for Medicaid recipients under the age of eighteen (18).  The Centers for Medicare and Medicaid Services approved the initial waiver in June 2001, and approved the first renewal in December 2003.  The waiver authorizes AHCA to waive Section 1902(a)(23) and limit provider participation to one or two qualified inpatient psychiatric services providers in each of AHCA’s eleven geographic areas. SIPP providers are selected through a competitive Request for Proposal (RFP) process.  AHCA released the initial request for proposal on September 7, 2001, resulting in the selection of 15 providers statewide.  SIPP services were implemented in all 15 facilities on January 1, 2002 for a two and a half year contract period.  A second Request for Proposal was released in March 2005, resulting in contracts with 17 SIPP providers, with a minimum of at least one SIPP in each of AHCA’s geographic areas.  The 2005 Florida Legislature approved and funded AHCA’s request to increase SIPP capacity from 394 beds to 414 beds to address an anticipated need for increased services during the next two year period of the waiver.
The SIPP service includes, but is not limited to:  assessment; diagnosis; treatment planning with a multidisciplinary team; an active treatment program in a therapeutic milieu; psychiatric services; routine medical care; clinical therapy services; behavior analyst services, caretaker/family therapy services; peer support activities as appropriate; an on-site education program; recreational and vocational therapies, as appropriate; comprehensive discharge planning; coordination of treatment with aftercare planning in conjunction with Targeted case management services and on-site care coordination oversight services; and operation of a 24-hour, seven-days-a-week family help line.

PROGRAM GOALS:

SIPP services are designed to provide active treatment, as defined in 

42 CFR 441.154, and to achieve the recipient’s discharge from inpatient status at the earliest possible time. Treatment in a SIPP is seen as a component in the continuum of a child’s care, with the goals of:

· Stabilization and adequate resolution of presenting problems and symptoms that precipitated the admission to allow a child or adolescent’s safe return to the family and community services as soon as possible with an expected average length of stay of three to six months;

· Reduction of recidivism into acute psychiatric or SIPP services by providing aftercare services and/or linkages with appropriate community services;

· Design of aftercare treatment plans that can be effectively implemented; and

· For children in the state’s custody, incorporation of permanency goals into the treatment and discharge plans and active coordination with the Department of Children and Families (DCF) Office of Child Welfare.

AUTHORIZATION for SERVICES:

Children and adolescents must be referred for SIPP services by the DCF District Substance Abuse and Mental Health (SAMH) District Offices.  AHCA’s behavioral health care utilization management contractor meets the requirements for 42 CFR 441.153 for an independent team to certify the need for this level of treatment.  AHCA’s utilization management contractor must authorize all admissions and continued stays in accordance with the criteria listed in 42 CFR 441.152, Certification of Need.  Additionally, in compliance with Florida Statute (Section 39.407, F.S.), children in the care and custody of the state must have a face-to-face suitability assessment by a licensed psychiatrist or psychologist, indicating the appropriateness of this level of care for the child.

REIMBURSEMENT:

SIPP providers are paid an all inclusive per-diem rate.  In accordance with federal regulations, no other Medicaid services may be reimbursed for children and adolescents while enrolled in a SIPP, with the exception of Targeted case management during the last 180 days of a recipient’s stay in a SIPP.  To assure adherence to federal policy that prohibits reimbursement for any other Medicaid service for recipients of the inpatient psychiatric benefit, Florida has implemented edits on the claims payment system that denies payment for any other service if a child is in a SIPP, with the approved exception of targeted case management.
II.
GENERAL DESCRIPTION OF THE WAIVER PROGRAM
A.
The State of   Florida      requests a waiver under the authority of Section 1915(b)(4) of the Social Security Act (the Act).  The waiver program will be operated directly by the Medicaid agency.  

B.
Effective Dates: This waiver is requested for a period of 2 years; effective   January 1, 2006       and ending  December 31, 2007.

C. The waiver program is called the Statewide Inpatient Psychiatric Program (SIPP):                                                                                                                         
D.
Geographical Areas of the Waiver Program:  

The waiver will be implemented in the following areas of the State:

(1)
____X_____ Statewide

(2)
_________ Other than statewide (List cities, counties, regions, as applicable):

(Note: if the State wishes to alter the waiver area at any time during the waiver period, an official waiver modification must be submitted to CMS.)

E.
State Contact: The State contact person for this waiver is Catharine Goldsmith, Operations Management Consultant, who may be reached by telephone at (850) 922-7356 and by email at kidderb@ahca.myflorida.com.

F.
Statutory Authority: The State's waiver program is authorized under Section 1915(b)(4) of the Act under which the State restricts the provider from or through whom a recipient can obtain medical care.  Please indicate the State’s reason for selectively contracting and the need for the 1915(b)(4) authority:

The State of Florida is seeking renewal of this 1915(b)(4) waiver that allows selective contracting for Statewide Inpatient Psychiatric Program services in order to manage and assure the quality and utilization of, and access to, Inpatient Psychiatric Services for individuals under  the age of 18.  This waiver authority allows the State to procure these services through a Request for Proposal process which results in selection of only the most qualified providers in each geographic area of the state.   These inpatient psychiatric treatment services are costly, intensive and restrictive.  The State is allowed to enroll only those SIPP providers that have demonstrated the ability to deliver effective, efficient services of high quality.  Selectively contracting with a limited number of providers allows the State to monitor these services thoroughly and consistently and require quality improvement when indicated.  

G.
Relying upon the authority of the above section(s), the State would like a waiver of the following Sections of 1902 of the Act:
1.
      __
Section 1902(a)(1) - Statewideness--This section of the Act requires a Medicaid State plan to be in effect in all political subdivisions of the State.  This waiver program is not available throughout the State.  (See item D.)

2.
    X__
Section 1902(a)(10)(B) - Comparability of Services--This section of the Act requires all services for categorically needy individuals to be equal in amount, duration, and scope.  This waiver program includes additional benefits such as case management and health education that will not be available to other Medicaid recipients not enrolled in the waiver program.

3.
    X __
Section 1902(a)(23) - Freedom of Choice--This section of the Act requires Medicaid State plans to permit all individuals eligible for Medicaid to obtain medical assistance from any qualified provider in the State.  Under this program, free choice of providers is restricted.  That is, individuals in this waiver are constrained to receive waiver services from selected providers.

4.
_____ Section 1902(a)(4) – Choice of Plans -- To permit the State to mandate beneficiaries into a single PIHP or PAHP. 

5.
      __
Other Statutes Waived -  Please list any additional section(s) of the Act the State requests to waive, including an explanation of the request.

H.
Recipient Figures:  Please indicate the expected number of Medicaid recipients that will be impacted by the waiver:  In P1, 475 recipients will be impacted each month; In P2, 663 recipients will be impacted by the waiver each month.
I.
Waiver Populations:  The waiver is limited to the following target groups of recipients.  Check all items that apply:

1.
    X__TANF – Temporary Assistance to Needy  

                      Families.

2.
    X__TANF-Related
3.
    X__SSI - Supplemental Security Income and 

                      SSI-related.

4.
    X_  Other - Please describe:

Any eligible Medicaid recipient under the age of 18 who is referred by the Department of Children and Families District Children’s Mental Health Office and is assessed by the state’s utilization management contractor as meeting the criteria for inpatient psychiatric services.

J.
Excluded Populations:  The following recipients are excluded from participation in the waiver:

1.     X__ have Medicare coverage, except for purposes of 

Medicaid-only services;

2
    X__ have other insurance;

3.     X__ are residing in a nursing facility or an Intermediate 

Care Facility for the Mentally Retarded (ICF/MR);

4.
      __have an eligibility period that is less than 3 months;                       

5.
    X__have an eligibility period that is only retroactive;

6.
   X_   are eligible as medically needy;

7.
    __are eligible as foster care children; 

8.
    X__participate in a home and community-based waiver; or

9. __      have other reasons which may exempt recipients from



participating under the waiver program. Please



explain:
K.
Distance/Travel Times:  Please define below your access standards for distance/travel times for recipients to receive services.  Please explain how these travel standards differ from the without waiver travel standards:
Prior to implementation of the Statewide Inpatient Psychiatric Services Waiver on January 1, 2002, inpatient psychiatric program services were available in only one of the eleven areas (2 of the 15 SAMH districts) of the state, serving 14 of Florida’s 67 counties.  The SIPP waiver is designed so that each of the 11 areas (which cover the 15 SAMH districts) will have at least one provider locally to provide this service.  Recipients in larger areas will have access to more than one provider, based on the number of identified Medicaid eligible and “high-risk” children residing in each designated area.  

Based on findings of the independent evaluation regarding access to services during the first two years of this waiver, the State now groups the 11 areas of the State into three regions, North Central, South Western and South Eastern, and will allow direct access to SIPP programs within these three larger regions.  This regionalization expands the number of SIPPs from which a recipient may choose to receive services and expands access to providers with specialized clinical expertise, when clinically indicated.

During the first renewal period beginning 1/2004, the State increased the total number of SIPP providers by three.  As a result of the second selective procurement process, SIPP providers are now located in two geographic areas that previously did not have local access to these services, due to lack of capacity in those areas.  Therefore, Area 2, (whose initial SIPP terminated its contract with the State) now has a SIPP in Tallahassee, and Area 3 in central Florida, now has two SIPPs providing services locally.  At least two SIPPs are located in the urbanized areas to serve the greater number of children and adolescents located in those areas.

L.
Independent Assessment: The State will arrange for an Independent Assessment of the cost-effectiveness of the waiver and its impact on recipient access to care of adequate quality.  This assessment is to be submitted to CMS 3 months prior to the end of the waiver period. The Independent Assessment is required for at least the first two waiver periods. [Please refer to SMM 2111 and CMS’s “Independent Assessment: Guidance to States” for more information].  Please check one of the following:

1.___This is the first or second renewal of the waiver.  An Independent 

            Assessment has been completed and submitted to CMS as 

            required.

2._X__Independent Assessments have been completed and submitted for the first two waiver periods. The State is requesting that it not be required to arrange for additional Independent Assessments unless CMS finds reasons to request additional evaluations as a result of this renewal request.  In these instances, CMS will notify the State that an Independent Assessment is needed in the waiver approval letter.

M.
Automated Data Processing: Federal approval of this waiver request does not obviate the need for the State to comply with the Federal automated data processing systems approval requirements described in 42 CFR Part 433, Subpart C; 45 CFR Part 95, Subpart F, and Part 11 of the State Medicaid Manual.

III.
PROGRAM IMPACT:
In this section, please provide information on (1) affected recipients,  (2) services, and (3) waiver providers.

A.
Affected Recipients
1. Notification Process: Please explain below in detail the process through which recipients will be notified of the waiver program provisions:

Each SIPP provider is contractually required to develop an informational brochure for distribution to local mental health providers and other health care providers in their area that explains the provisions, admission criteria, and services provider under this waiver program.  SIPPs must develop the brochure in other language(s) if five percent or more of the population is comprised of a non-English speaking group.

The provisions of this waiver and its availability for eligible recipients are also included in Florida Medicaid’s Summary of Services.

When individuals inquire about accessing SIPP services or an individual is identified as meeting the eligibility criteria for admission into a SIPP, the individual is referred to the designated staff person  in the local DCF District SAMH office.  The SAMH office then notifies the recipient and the recipient’s family member and/or legal guardian and informs them of the availability of treatment program(s) in their geographic area.  The recipient and recipient’s responsible party will be able to tour the facility or facilities and receive an assessment from the provider(s) to determine if all parties involved agree that this is an acceptable course of action.  Once the SAMH staff, the recipient and responsible party, and the provider determine that admission is appropriate, the SIPP provider will contact the State’s utilization management contractor for prior authorization of the admission. The SIPP provider will then contact the recipient and responsible party to schedule an admission date.  The provider is responsible for notifying the local SAMH and Medicaid Area Office of the scheduled admission.


2.   Recipient’s Choice of Providers.  If more than one provider is selected per geographical area, please address the following points:

(a)
Will recipients be given the choice of selected providers?  If so, how will they select a provider, and how will the provider be informed of the recipient’s choice?

Recipients will be given a choice of enrolled providers.  Recipients will be encouraged to access the provider that is closest to their place of residence.  If, however, the recipient’s parent or legal guardian, states a preference for a different provider or has a presenting problem that can be better treated at a different SIPP, then the recipient will be informed about the other services and assisted in accessing services from the provider of choice.
The SAMH office staff will inform the provider of the choice of providers.

(b)
How will beneficiaries be counseled in their choice of waiver providers?

Recipients will receive a list of providers in their geographic area and region.  If, for some reason, a recipient wishes to access a provider outside of the geographic area, then the designated staff person with the District SAMH office will contact a counterpart in the other geographic area to enlist cooperation in securing the requested placement.

(c)
How will the recipient notify the State of provider choice?

The recipient may notify the State of provider choice either orally or in writing, and should provide the State with a rationale for choosing a provider outside the recipient’s geographic area.  If a quality of care or other related concern is identified, the State will investigate the concern and take appropriate action.

(d)
Define the time frames for recipients to choose a waiver provider:

The state does not impose a specific time-frame limitation on recipients for their choice of waiver provider. 
(e)
Will the recipients be auto-assigned to a waiver provider if they do not choose?    Yes ____                 No __X__     





(i)
If so, how many days will they have to choose? 

(ii)
Describe below the auto-assignment process and/or algorithm:

3.
Implementation Process
(a)
Will implementation occur all at once?

__X__ Yes

____ No.  Please describe below the time frames for implementation, including time frames for inclusion of current Medicaid recipients:

(b)
Will there be accommodations for special-needs populations such as the disabled, etc.?

_X___ Yes.  Please explain below:

To be in compliance with the Americans with Disabilities Act, all facilities must be wheelchair accessible.

Any service provider operating in an area with a minority population that speaks a language other than English must have access to interpreters and have written materials available in other appropriate languages.

Providers will be required to have access to a list of available sign language interpreters who have been approved for listing on Florida’s Registry of the Interpreters for the Deaf.  If a child who is hearing impaired is admitted to a facility for treatment, the provider will be required to have an interpreter available during treatment sessions as well as during any waking hours during which children and adolescents would be involved in activities and interactions with staff or peers.

A SIPP provider centrally located in the state, near Tampa, provides a specialty program for deaf and hard of hearing children.  If the parent and guardian from another area choose, they may request that their child be placed in that SIPP or have the child remain closer to home and have access to services of an interpreter.
For those children admitted who are visually impaired, but can read enlarged print, written materials must be amplified.  If an individual has little to no vision, materials must be made available orally for auditory reception.
____ No
4. Education Materials:  Please include with this application a copy of all relevant recipient education materials, including the initial notification letter from the State.  Also, check the items which will be provided to the recipients:




a.   X   _a brochure explaining the program;




b.      _if more than one provider is selected per 

                                           geographical area, a form for selection of a 

                                           provider; 




c.   X  _if more than one provider is selected per 

                                          geographical area, a list of qualified providers 

                                          serving the recipient's geographical area;




d.      _a new Medicaid card which includes the provider’s 

                                           name and telephone number or a sticker noting 

                                           the provider's name and telephone number to be 

                                           attached to the original Medicaid card (please 

                                           specify which method);




e.      _a brief presentation and informing materials to 

                                           each new recipient describing how to appropriately 

                                           access services under the waiver program, including 

                                           the appropriate usage of emergency rooms and 

                                           family planning services, and how to exercise due 

                                           process rights;

                                            and

f.       _other items (please explain below):

5. Languages.  The State has made a concerted effort to determine if and where significant numbers of non-English speaking recipients reside, and has subsequently made the program educational materials available in the native languages of those groups.   Please describe your activities below:

The State includes in its Request for Proposal (RFP) the requirement for a proposer to develop informing and educational material in any language that is spoken by five (5) percent or more of the population living in the geographical area to be served by that provider.  The State provides demographic information with the RFP to assure that proposers have access to this information.

B.
Services:

1.
Description of Services: 

Please identify below the Medicaid services which will be affected by the selective contracting process:

Inpatient psychiatric services for individuals under age 18 is the single Medicaid service that will be affected by this selective contracting process.

Inpatient psychiatric services, guided by a clearly defined treatment philosophy and approach, must include the following components:

a) Review or completion of assessments and evaluations including medical, psychiatric, neurological, psychological, social (i.e., developmental, family, environmental), educational and substance abuse.  The inpatient psychiatric services provider must complete diagnostic assessments clinically indicated, but not provided on admission.  Assessments completed by the provider must reflect a child and family’s strengths as well as needs.

b) Treatment planning developed by multidisciplinary teams comprising the child; the child or adolescent’s psychiatrist; parents, legal guardian or child welfare counselor; primary clinician; direct child care staff; recreational staff; school personnel, care coordinator and others who are involved in the care of the child.  The treatment plan must address medical, psychiatric, biological, psychosocial and behavioral issues as well as educational, pre-vocational and recreational needs of children and adolescents.  Treatment plans must be developed and implemented within 14 days of admission, be individualized and have clear, measurable goals and objectives and reflect coordination with the child’s designated child welfare counselor and permanency plan, if the child is in state custody.  The treatment plan must include coordination with any assigned Targeted Case Manager during the child’s admission.  The SIPP conducts reviews at least monthly on each SIPP recipient detailing treatment goals, progress towards goals and plans for discharge.

c) Psychiatric and medical services, including medication management and routine primary care services such as first aid; routine preventive care, such as flu shots, if indicated; management of chronic but stable illnesses; and treatment of common illnesses, such as colds, flu, and upper respiratory infections.  If a child requires emergency or critical medical care, he must be discharged from the SIPP to access the full array of Medicaid services.  The provider must obtain informed consent or a medical affidavit and a court order, in accordance with state statute, to administer psychotropic medications to children in the care and custody of the state.

d) Clinical therapy services, including behavioral programming by a certified behavior analyst, based on best practices and accepted clinical guidelines, including intensive individual, group and family therapy, provided in accordance with the child’s individual needs.  Family therapy is an integral part of the treatment of children and adolescents.  Families or family surrogates must be involved unless clinically contra-indicated, as documented in the clinical record, with an expectation of at least one family session per week.  Clinical staff must be available for family therapy sessions in the evenings and/or on weekends if families would otherwise not be able to participate in their child's treatment.
e) Therapeutic home visits with approval of a clinician and treatment team, with the availability of clinical on-call support for children and family during visits.  Staff will greet families on return for a report on the progress of the visit.

f) Parent education and parenting classes for parents/caretakers involved in their children’s treatment.

g) Peer and group interaction activities.

h) Arranging for provision of educational services by the local school district or through a cooperative agreement with the local school board, which are fully accredited by the local school district.

i) Overall coordination of a child or adolescent’s care while a participant in the SIPP, including ongoing contact with the mental health targeted case management providers that are involved with the child and each of the following as appropriate:  Department of Children and Families, district Child Welfare (or its privatized agents) and Substance Abuse and Mental Health Program Offices; community-based care providers; Department of Juvenile Justice; and community agencies.

j) Detailed discharge planning recommended and developed by the child’s treatment team that identifies treatment needs and provides access to resources for each child for continuing treatment activities upon a child or adolescent's return to the community. This planning must include coordination with the community school that will be receiving the child or adolescent on discharge.  The SIPP must assure the development of aftercare planning, coordinated between the targeted case manager and the SIPP that begins at admission and continues throughout treatment.  The primary therapist of a child or adolescent, or the discharge planner, will be required to contact the discharge setting within 30 days of the planned discharge and meet with any assigned DCF, Child Welfare, Community-Based Care, and Mental Health Program representative as well as any assigned targeted case manager.  The SIPP provider will be responsible for notifying the district SAMH office of a child’s pending discharge.

k) Provision of out patient aftercare services if the SIPP is also enrolled in Florida Medicaid’s Community Behavioral Health Services program, or well established linkages with community resources for the aftercare services component, including evidence of coordination of services within, and participation in, the local system of care, including vocational rehabilitation services, when indicated by the individual needs of the recipient.

l) Recreational expressive and activities therapies that engage children and adolescents in age appropriate and relevant activity.


m) Transportation capability for recreational activities or other needs.


n) Vocational Rehabilitation Services and Independent Living Skills training for recipients 16 years of age and older.


o) Toll free help line for after care support, operated 7 days a week/24 hours a day that will be available to all former patients for up to a period of two years following discharge.  The help line, staffed by trained employees under the supervision of a licensed mental health professional, will make appropriate referrals to the provider’s aftercare component or other community mental health services provider, including any available mobile crisis team, if indicated, to prevent escalation and recidivism.

The SIPP provider must work cooperatively with any peer review organization regarding coordination of care and or discharge planning.

2.
Emergency and Family Planning:  In accordance with regulations, freedom of choice of provider in cases of emergency and family planning services will not be restricted.
C.
Selection and Availability of Providers 
1. Selection Criteria:  Please describe the provider selection process, including the criteria used to select the providers under the waiver.  These include quality and performance standards that the providers must meet.  Please also describe how each criteria is weighted:

Selection process:

The Agency for Health Care Administration (Agency), in coordination with the Department of Children and Families, develops a Request for Proposals (RFP) for publication and response by interested providers.  All proposals submitted by qualified entities in response to this RFP are granted a comprehensive, fair and impartial evaluation.  Proposals that meet all mandatory requirements for licensure, location and submittal requirements, are delivered to the Agency area office in which the respondent is proposing to provide SIPP services.  A minimum of three evaluators per geographic area, review and score each item on all proposals submitted for that specific geographic area.  The evaluators must be approved by the Agency and must have experience and knowledge of the local area and requirements of this RFP.  The evaluators evaluate how each proposal meets the requirements and criteria specified in the RFP.  Each responsive proposal is reviewed and evaluated by the evaluator in its entirety. 

The evaluators will submit the scored evaluation instrument to the Agency’s issuing officer for calculation of total scores and rankings of proposals for each area.  The issuing officer will post the rankings and intent to award contracts in accordance with the State’s administrative rules and procedures for competitive procurement.  The Agency reserves the right to reject any and all proposals.

Seventeen providers were selected statewide with at least one inpatient psychiatric services provider in each of AHCA’s eleven (11) geographic areas.  The State maintains the flexibility to select more than one inpatient psychiatric services provider to serve eligible high-risk children and adolescents in each of the areas.  Through the competitive selection process, providers are requested to demonstrate capacity to provide, and commitment to, coordination of aftercare planning, beginning at the time of a child’s admission into the program.  

Evaluation of the proposals are conducted in the following phases:

a) Evaluation of the mandatory requirements of the technical proposal

b) Evaluation of the qualified technical proposals

c) Ranking of proposals.

Evaluation criteria for technical proposals.  Note that these are provided in more detail than previously.
Selection Criteria.  Below are the actual selection criteria that are used in the evaluation and selection of SIPP waiver providers.  Each item is awarded points on a 10-point Likert scale.  Domains are weighted by the total number of points that can be earned for each domain.  Therefore the greatest weight is placed on the proposer’s staffing patterns and credentials, treatment program design, quality assurance program and internal utilization management activities.
Criteria for evaluation of corporate and business identification:
1. The proposer has the ability to provide active, focused inpatient psychiatric treatment for individuals under 18 years of age with family involvement, with an average expected length of stay of 120 days and procedures to achieve the recipient’s discharge from inpatient status at the earliest possible time.

2. The proposer has experience in working with the Child Welfare/Community Based Care system and can effectively meet the treatment and aftercare planning needs of dependent children.

3. The proposer has sufficient experience in providing inpatient substance abuse services to individuals under age 18 to provide high quality assessment and treatment services to children and adolescents in SIPP programs who present with substance abuse problems.

4. The propser has experience in working with the local mental health system of care for children and adolescents that will facilitate effective aftercare services for children and adolescents discharged from psychiatric inpatient services. 

5. The proposer has experience in providing and/or arranging for after care services for children and adolescents who have been in residential inpatient settings and their families.

6. The proposer has experience with management information systems and state mandated reporting systems that will enable the proposer to meet data requirements outlined in this RFP.
Criteria for evaluation for setting and physical plant:
1. The proposed buildings and grounds provide adequate space for the provision of inpatient psychiatric services for the number of children and adolescents the proposer plans to serve; and the geographic and physical location will facilitate access to SIPP services and support families’ participation in their child’s treatment.
2. The arrangement and décor of the living and bedroom units and the facility’s capacity for separating girls and boys as well as younger and older children provide a safe and therapeutic environment that offers opportunities for children and adolescent to individualize living spaces.
3. The facility has safeguards and protections in place that prevent children and adolescents placed in care from: running away; leaving his or her own bedroom and entering another’s during sleeping hours; engaging in inappropriate, dangerous or harmful interactions with other children or adolescents.
4. The facility has an adequate educational setting and classroom space for the number and ages of children the proposer is planning to serve.
5. The eating area, recreational area(s) and resources, inside and out, and other community living areas are homelike, comfortable and provide adequate space for children and adolescents to engage in age appropriate activities.
6. Any seclusion and/or restraint facilities in use by the propser allows for observation of the entire seclusion area and uses a type of door closure that does not require a lock from the outside.
Criteria for evaluating the quality and adequacy of staffing: 

1. The staff person designated to be responsible for the overall management and operation of the provider’s program meets the educational and experience requirements specified in the RFP.

2. The proposer’s psychiatric and physician staff meet the qualifications specified in the RFP and are in sufficient number to provide coverage to meet the treatment needs of children placed in the facility.
3. The proposer’s director of nursing and nursing staff meet the qualifications and staffing ratios specified in the RFP and provide sufficient coverage to meet the treatment needs of children placed in the facility.
4. The clinical staff responsible for providing individual and family therapy is qualified and has experience in providing individual and family therapy.
5. The staff responsible for coordinating discharge planning meet the qualifications as specified in this RFP and receive required supervision.
6. The staff identified to provide substance abuse assessment and treatment meet the educational and experience requirements as specified in the RFP.

7. The proposer’s minimum staff qualifications for direct care staff, including education, experience and/or other criteria used in defining the qualifications, are adequate and support the important role the direct care staff plays in creating and maintaining the treatment process.  Direct care staff are integral members of the treatment team and receive training commensurate with their responsibilities for handling crises in the SIPP program.
8. The program’s minimal staffing ratios for mental health direct care staff meet the specifications of this RFP including one staff to every four recipients during waking hours and one staff to every six recipients during hours of sleep, with the ability to add staff based on acuity of the population.
9. The proposer has qualified therapy staff, including at least one licensed psychologist and one licensed clinical social worker, in sufficient number to provide the required supervision and the required number of individual and family sessions for the number of SIPP children to be served in the facility.

10. The staff who will be developing, implementing and monitoring behavior management plans meets the educational, experience and training qualifications as specified in the RFP.

11. The proposer’s identified recreational therapist(s) staff have sufficient training and experience to provide a range of therapeutic recreational activities that are age appropriate for children served in the SIPP facility.

Criteria for evaluating the treatment program

1. The proposer’s treatment philosophy and approach is supported by facility specific outcome data or, if not yet operational, by the outcome data of other inpatient psychiatric treatment programs for children and adolescents that use the same or similar approach.
2. The proposer’s length of stay is between 3 – 6 months; or, if the length of stay is longer, the proposer describes efforts to reduce the length of stay, and the proposer adequately justifies the longer length of stay with clinically sound information such as serving a large number of recipients with specialized treatment needs that require a longer length of stay.
3. For the specific special population(s) of children and adolescents to be served in the facility, the proposer offers treatment interventions and staff expertise appropriate for serving the special population.
4. Family involvement is an integral part of the proposer’s treatment program for children and adolescents: families or family surrogates will participate in treatment team meetings; receive, unless clinically contraindicated, at least one family session per week and will have opportunities, on an on-going basis, to provide input regarding the quality of treatment services, the program’s design, and implementation.
5. The proposal’s peer support activities are appropriate for the age of the children and adolescent and will support the therapeutic milieu.
6. The proposor’s assessment and evaluation services include medical, psychiatric, neurological, psychological, social, educational and substance abuse assessments that are conducted by staff who have the qualifications to conduct the assessments. Resources are identified for accessing specialized assessments that may be required while a child or adolescent is in a SIPP.  
7. Treatment planning is conducted by teams comprised of the child or adolescent, the psychiatrist, parents or legal guardian, nursing staff, primary clinician, direct care staff, recreational staff, school personnel, case manager and/or child welfare counselor and others who are involved in the care of the child.  Leadership of the team is specifically assigned; procedures are in place for conducting regular treatment plan reviews and circumstances are delineated that will precipitate an unscheduled review.
8. Treatment plans are individualized based on the child’s assessment information, focused on the issues that precipitated the need for restrictive level of care and build on a child and family’s strengths.  Treatment plans address psychiatric, medical and psychosocial treatment needs as well as educational, recreational and vocational service needs.  Treatment plans have clear, measurable goals and objectives for both child and family and are written in terms that the child and family can understand.
9. Psychiatrists are active members of the treatment team, shall make at least weekly rounds and be on call 24 hours a day.
10. The SIPP must provide routine medical care pursuant to federal regulations that prohibit children and adolescents placed in a SIPP from receiving any other Medicaid benefit while they are in the SIPP. The proposer’s routine medical care services include first aid, routine preventative care such as flu shots if indicated, management of chronic but stable illnesses, and treatment of common illnesses such as colds, flu, and upper respiratory infections.  The SIPP has policies for handling medical emergencies.
11. The proposer’s clinical therapy services includes individual, group and family therapy conducted by licensed staff, or master’s level staff under supervision of a licensed staff person, at least twice weekly with multiple sessions available weekly when indicated by the acuity of the child.  The working relationship between the direct care staff and the clinical staff facilitates the coordination of treatment and communication (within the limits of confidentiality of therapy) across components of the program.
12. The proposer’s minimum staff qualifications, including education, experience and/or other criteria used in defining the qualifications, are adequate and support the important role the direct care staff plays in creating and maintaining the treatment process.  Direct care staff are integral members of the treatment team and receive training commensurate with their responsibilities for handling crises in the SIPP program
13. Recreational and activity therapies are designed to engage the children and adolescents in age appropriate and relevant activities and promote consistency between staff interactions in these areas and the child’s treatment plan; vocational assessment and services are accessed for older adolescents.

14. The proposer’s aftercare planning includes identification of treatment needs by the treatment team and referral to and arranging for outpatient services to facilitate and support continuation of treatment when the child returns to the community.  Aftercare planning includes therapeutic preparation of the child for discharge and aftercare services, working with the family or guardian, other involved agencies, liaison with the receiving school and referral to vocational rehabilitation services, if appropriate.  The provider will monitor compliance with the after care plan and follow-up with gathering required outcome data 60 days after discharge.
15. The family help line is staffed by trained employees under the supervision of a licensed mental health professional, who may be a nurse with a behavioral health specialty, and meets the requirements for telephone access to a live voice 24-hours-a-day, 7 days-a-week to provide support to former SIPP recipients and their families and information about accessing services or handling psychiatric problems.
16. The proposer has qualified staff employed or under contract who will provide services to youth dually diagnosed with a serious emotional disturbance and a concurrent Axis I diagnosis of a serious substance abuse disorder.  Substance abuse services provided in the proposed SIPP will be provided in compliance with any applicable requirements for licensure in Chapter 397, F.S.
17. The proposer has access to a Telephonic Device for the Deaf machine and a list of available sign language interpreters who have been approved for listing in Florida’s Registry of the Interpreters for the Deaf.  When a child who is hearing impaired is admitted to a SIPP, the proposer has access to an interpreter who is available during treatment sessions as well as during any waking hours when they would be involved in activities and interactions with staff or peers. For those children admitted who are visually impaired but can read enlarged print, the proposer has access to amplified written material. If an individual has little or no vision, materials are made available orally for auditory reception When serving children who speak another language, the SIPP must have the ability to have personnel on staff or under contract who can communicate with the child during therapeutic activity times.
18. The proposer offers an educational program provided by the local school district, through a cooperative agreement with the local school board or by the SIPP, designed to meet the needs of the students, that is staffed with teachers who are currently certified to teach in Florida.
19. The facility’s plan for the reduction of the use of seclusion and restraints is comprehensive and demonstrates the organization’s commitment to minimizing the use of seclusion and restraints.  The plan addresses implementation by staff at every level, from administration to direct care staff; and includes staff orientation and training initiatives to teach alternative, non-violent, non-coercive approaches to interacting and working with children and adolescents who are placed in residential treatment.
20. The proposer’s policies and procedures for the use of seclusion and restraint define clear lines of authority for ordering and implementing seclusion and restraints and time frames for monitoring, renewing orders and assessing persons who are in seclusion and restraints.  The policies include the definition of relevant terms as specified in RFP Section 50.11, requirements for reporting incidents of the use of seclusion to the facility’s administration, requirements for debriefing with both the staff and the children or adolescents subjected to seclusion and/or restraint, and requirements for data collection and analysis, assessment of training needs and staff training.
Criteria for evaluating management information systems:
1. The proposer has qualified staff and resources to operate an information management system that can collect, trend and analyze the required data elements and produce and submit the reports listed in Subsection 50.15 within designated time frames.
Criteria for evaluating the Quality Improvement Program:
1. The quality improvement (QI) program has specific lines of authority, roles, and committee structure.  The proposer’s quality improvement program assesses quality and appropriateness of treatment programs, seclusion and restraint, discharge planning, medication usage, linkages with primary care, substance abuse services, consumer/family involvement, consumer rights and complaint policies, staffing levels, decision making processes, in-service training, and effectiveness of quality assurance program.
2. The designated Quality Improvement Manager is qualified for this position, with documented training and experience.
3. There is a continuous link between the quality improvement activities of data gathering/trending/analysis and policy revision/policy development/staff training. 

4. The proposer has a detailed plan and identified staff responsible for meeting the requirement for collection and reporting of outcome data.
Criterion for evaluating the provider’s implementation schedule:
The implementation plan includes major activities, responsible staff/staff position, and dates for completion and anticipated service implementation date.  Barriers to completion of the implementation plan and steps that will be taken to overcome these barriers are identified.  The assumptions made in developing the implementation schedule are provided.
Criterion for evaluating financial solvency:
The proposer and/or the parent organization must have the financial resources and capability to provide quality services to this population according to the requirements outlined in the RFP.
Criterion for evaluating corporate and family references:
The corporate and family references provided by the proposer confirms the proposer’s capability and capacity to provide high quality, active focused inpatient psychiatric services.

2.
Numbers and Types of Qualifying Providers: For each of the services covered by the selective contracting waiver, please list in the chart below the numbers of Medicaid providers expected under the waiver compared with what existed prior to the waiver:

Also, please provide in the space below the chart a detailed capacity analysis of the number of beds (by type, per facility) – for facility programs, or vehicles (by type, per contractor) – for non-emergency transportation programs, needed per location to assure sufficient capacity under the waiver program.  This analysis should consider increased enrollment and/or utilization expected under the waiver:

For non-institutional services provided by an “entity” (i.e. versus an independent practitioner), please provide information below as to the numbers of actual care-givers per entity that will be available to provide the waiver service(s):
 SERVICE:




	                                                                          Provider Types
	                       Number of Medicaid Providers Participating Before the Waiver
	Number of Medicaid Providers Expected to Participate Under the Waiver                             

	1. Inpatient Psychiatric Services Providers 
	1
	17




3.
Program Requirements.  Below is a description of provider qualifications and requirements under the waiver.  Providers must:



a.___X_ be Medicaid qualified providers and agree to comply 




          with all pertinent Medicaid regulations and State plan 

                     standards regarding access to care and quality of service 

                     and meet general qualifications for enrollment as a 

                     Medicaid provider;



       b.__X__not refuse to provide services to a waiver participant 

or otherwise discriminate against a participant solely on the basis of age, sex, race, physical or mental handicap, national origin, or type of illness or condition, except when that illness or condition can be better treated by another provider type; and



        c.
__X___other qualifications (Please describe):
To be eligible to enroll as a provider under this waiver, a provider must also meet all of the following criteria:

1. Pursuant to Section 287.133(2)(a), Florida Statutes (F.S.), a person or affiliate who has been placed on the convicted vendor list following a conviction for a public entity crime may not submit a bid on a contract to provide any goods or services to a public entity, may not submit a bid on a contract with a public entity for the construction or repair of a public building or public work; may not submit bids on leases of real property to a public entity; may not be awarded or perform work as a contractor, supplier, subcontractor, or consultant under a contract with any public entity, and may not transact business with any public entity in excess of the threshold amount of $15,000 for a period of 36 months from the date of being placed on the convicted vendor list.

2. A provider must be able to meet general qualifications for enrollment as a Medicaid provider including appropriate licensure, accreditation, background checks of board members, administrators and staff.

3. Providers must agree to comply with all pertinent Medicaid regulations regarding quality of care and provision of psychiatric inpatient services for individuals under age 21 (42 CFR-441 Subpart D).

4.
Provider/ Beneficiary Ratio: Please calculate and list in the chart below the expected average provider/beneficiary ratio for each geographical area or county of the program, and then provide a statewide average and how it differs from the regular Medicaid program:

	
	Medicaid Area/SAMH District
	Provider-to-Beneficiary Ratio per Month

	Covered Counties with Major Cities in parentheses
	Medicaid

Area
	SAMH

District
	Without the Waiver
	Minimum Under the Waiver

	Escambia, Okaloosa, Santa Rosa, & Walton

(Pensacola, Ft. Walton)
	1
	1
	0
	
	1
	22

	Bay, Calhoun, Franklin, Gadsden, Gulf, Holmes, Jackson, Jefferson, Leon, Liberty, Madison, Taylor, Wakulla, & Washington, (Tallahassee, Panama City)
	2
	1
	0
	
	1
	25

	Alachua, Bradford, Columbia, Dixie, Gilchrist, Hamilton, Lafayette, Levy, Putnam, Suwannee, & Union Citrus, Hernando, Lake, Marion & Sumter (Gainesville, Ocala)
	3
	3
	0
	
	2
	50

	Baker, Clay, Duval, Nassau, & St. Johns, Flagler, and Volusia, (Jacksonville, St. Augustine)
	4
	4

12
	1
	
	2
	54

	Pasco, Pinellas (St. Petersberg)
	5


	5 
	0
	
	1
	41

	Hillsborough, Manatee, Hardee, Highlands & Polk (Tampa,  Sarasota)
	6
	23

Suncoast Region; 14
	0
	
	2
	78

	Brevard, Orange, Osceola & Seminole

(Orlando)
	7
	7
	0
	
	2
	72

	Charlotte, Collier, Glades, Hendry, & Lee (Ft. Myers; Naples
	8
	8
	0
	
	1
	23

	Palm Beach County (Palm Beach; West Palm Beach)
	9
	9
	0

0
	
	1
	47

	Martin, Okeechobee & St. Lucie
	
	15
	
	
	
	

	Broward

 (Ft. Lauderdale)
	10
	10
	0
	
	2
	49

	Dade and Monroe

(Miami, Key West)
	11
	11
	0
	
	2
	108

	
	Total
	1
	
	17
	569 per month


The average provider to beneficiary ratio is 1 provider for every 34 eligible recipients per month.
5.
Change of  Provider:  Please answer the following questions regarding beneficiary changes of providers and/or actual care-givers: 

a.
Change of Providers:
If there is more than one selected provider per geographical area, can the beneficiaries change providers?

____ 

No.  Please explain:

__X__
Yes. Please describe the process, reasons, etc.:

1. If, after admission into one provider’s program, a recipient and/or family requests a change of providers, the designated SAMH staff will notify AHCA and the State’s Children’s Mental Health program office.  After review to determine if any quality issues precipitated the request, the SAMH staff will assist the recipient and family in securing placement in another facility where a vacancy exists.  If quality of care issues precipitated a request for transfer, Agency in coordination with the SAMH office will conduct a review of the issues to determine the cause and require, if indicated, a performance improvement plan from the provider.

2. If a recipient and/or family member requests a change of physician or therapist within the same facility, the provider will be expected to work with the recipient and family member to assign the recipient to the physician or therapist of choice.

b.
Change in Actual Care-givers:  N/A
(I)
For non-institutional waiver services provided by an “entity,” can the beneficiaries change their individual care-givers within the selected provider? 

____ No.  Please explain:

____ Yes .  Please describe the process, reasons, 

          frequency, etc.:

6.
Provider’s Change of Beneficiary:  Please answer the following questions regarding provider changes of beneficiaries:

a.
If more than one provider is selected per geographical area, can providers request to reassign a beneficiary from their care?

No _____

Yes _X___
If yes, it is important that reasons for reassignment are not discriminatory in any way toward the patient.  In cases of beneficiary change, the reassignment should be agreed upon by the beneficiary as well.  The following are acceptable reasons for reassignment.  Please check the ones that apply to the State’s program and explain those that differ:


(1)
X    patient/provider relationship is 

                            not mutually acceptable; 


(2)___X      _patient's condition or illness 

                             would be better treated by 

                             another provider type; or


(3)_______Other reasons (Please explain):

b.  If the reassignment is approved, the State must notify 

     the beneficiary in a direct and timely manner of the desire 

     to remove the beneficiary from his/her caseload, and 

     must keep the participant as a client until another 

     provider is chosen or assigned.    Please specify below if 

     the State’s policy differs in any way from those listed 

     above:

The State reviews all requests for transfer of a child or adolescent from one SIPP to another, to determine if there are other interventions that could ameliorate the situation and to ensure that the transfer is in the best interest of the child.  Florida’s utilization management contractor will not authorize treatment in a different SIPP without approval of AHCA and review by the Department of Children and Families.   The State tracks these requests to determine any trends that might indicate quality of care issues for a particular SIPP provider.
7.
Reimbursement of Providers: Please explain how the State pays providers under the waiver program.  Include whether providers are pre-paid, how often paid, and what is the basis of payment (if payment is made per ride, beneficiary, or service rendered):
SIPP providers area reimbursed on a per diem rate of $330/day.  Providers submit claims through Florida Medicaid’s electronic claims payment system.  Claims must have an active prior authorization number, issued by AHCA’s utilization management contractor and entered into the system, in order to be processed and paid.  Properly authorized claims may be submitted by SIPP providers as frequently as needed. 
IV.       ACCESS TO CARE AND QUALITY OF SERVICES:
A.
General: The beneficiary's access to quality medical services must at a minimum not be adversely affected by a 1915(b)(4) waiver program.  A waiver must assure an adequate amount of services during reasonable time periods and within reasonable geographic distance from the residences of the individuals enrolled under the waiver.  Furthermore, access to emergency services and family planning services must not be restricted. 
B.
Grievance Process:  Please describe the process that will be in place to handle complaints and grievances under the waiver program.   Please discuss how this will compare to the regular Medicaid program.  NOTE:  Beneficiaries must have available and be informed of a formal appeals process under 42 CFR Part 431, Subpart E which may lead to a Fair Hearing.  Please fully describe:

Appeals Process for Denial of Medical Necessity

The appeals process consists of the formal reconsideration and the hearing.  The recipient or legal guardian, the attending physician or the SIPP provider may seek a formal reconsideration and a request for hearing.  Additional information may be submitted at the time the formal request is made.

Formal Reconsiderations

The recipient, legal guardian, attending physician or provider has the right to request a formal reconsideration of any denied determination. The request for a formal reconsideration must be made in writing to AHCA’s utilization management contractor within forty (40) calendar days of the date of the notice of initial determination.  The date of notice is presumed to be the date of the letter plus five (5) days for transit. The medical record must be submitted with the request for reconsideration.

Upon receipt of the request, a board-certified psychiatrist not involved in the initial determination will review all submitted documentation and render a determination within thirty (30) working days of the receipt of the request.  If the second psychiatrist agrees with the original determination, the decision is upheld and the reconsideration process is completed.  If the second psychiatrist reverses the original adverse determination, the case is overturned and the reconsideration process is complete.

The UM contractor will provide written notification of the reconsidered determination within thirty (30) working days of the receipt of the request, to the recipient, legal guardian, attending physician and SIPP facility. At this time, the utilization management contractor will advise the recipient, legal guardian, attending physician and SIPP facility of their right to a hearing as the next level of appeal.  

The written request for reconsideration must be sent to Florida’s current utilization management contractor, First Health Services, Inc. (FH) at:

Florida Division

Reconsideration Unit

First Mental Health, Inc.

4300 Cox Road

Glen Allen, VA  23060

REQUEST FOR A FAIR HEARING
Recipients have the right to request a fair hearing from the Department of Children and Families at any time during the complaint or grievance process.  The Agency’s utilization management provider informs recipients of this right, provides information about how to use this process, and informs them that they may contact the Department of Children and Families at the following address to pursue a fair hearing: Office of Public Assistance Appeals Hearings, 1317 Winewood Boulevard, Building 1, Room 309, Tallahassee, Florida, 32399-0700.
A copy of Florida’s utilization management contractor’s reconsideration process is provided below:
	

	Florida Reconsideration Process
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	* A hearing may be requested by the recipient or their legal guardian at any time in the appeal process.
	
	
	
	
	
	
	
	


Additionally, each provider is required, by contract, to have a complaint and grievance process that meets the below criteria.  The compliance with the requirements is monitored as part of the annual contract monitoring by the State.
Complaint and Grievance Process:
1. Every provider must have a complaint and grievance process available to recipients and family members for addressing complaints and grievances.
2. There must be sufficient support staff (clerical and professional) available to process grievances within required time frames, and to assist complainants in properly filing grievances.
3. Staff must be educated concerning the importance of the procedure and the rights of the complainant.
4. Someone with problem solving authority must be part of the complaint and grievance process.  This shall be clearly identified in policy and communicated to recipients and their families.  This person should be accessible, and information should be given to all recipients and family members about how to contact the person.
5. The provider must have a grievance coordinator responsible for the overall grievance process.  The grievance coordinator will be responsible for communication between the recipients/family members and Agency representatives.
6. The provider must post the names, telephone numbers and location of the grievance coordinator and the local area Medicaid office and the Florida local advocacy council.
7. Both informal and formal steps will be available to resolve complaints and grievances.  The intent of a complaint and grievance system is to responsibly triage and address recipient complaints in a timely manner before they become formal grievances, and to ensure that recipients have access to appropriate services when they are needed.  Complaints can be received verbally, over the telephone, or by other such informal means.
8. The provider must have a procedure for providing individuals who are unable to submit a written grievance with access to the grievance process.  The procedure will include assistance by the provider in preparing the grievance and communicating back to the recipient.
9. Grievance information, filing instructions, and responses will be communicated in a language spoken by the member.  Grievance forms in English and other appropriate alternative languages will be available at each provider location.
10. Procedural steps will be clearly specified, including name, address, telephone number and office hours of the grievance coordinator and of the area Medicaid personnel responsible for client advocacy.  Additionally, the provider will include information about recipient rights related to requesting a formal hearing through the department’s appeal process.
11. Upon request, the complainant will be provided with a grievance form(s).  All complainants will have the right to assistance from providers and/or from a source of the complainant’s choice during the grievance process.  If requested, or if it is determined that there is a need, the provider will offer to provide the complainant with assistance in completing the form.
12. Grievances will be resolved within a reasonable length of time.  Action must be initiated on a grievance within one business day and resolved within two weeks  from initial filing by the recipient;

13. The provider will inform the recipient in writing of the grievance resolution.  The letter detailing the resolution shall be individualized and address all items related to the grievance.
14. The provider will be required to maintain a log of all grievances filed by recipients in the program.
15. The provider will not permit the filing of a grievance by a recipient to adversely affect the quantity or quality of medically necessary services provided to that recipient.
16. The provider will inform the Agency on a monthly basis, or as requested by the Agency, of each grievance that it has received and its status.
17. The provider will be required to maintain a record of informal complaints received, which are not grievances.  This record should include the date, the recipient’s name, and the nature of the complaint and its disposition.
18. If the provider cannot resolve the grievance to the recipient’s satisfaction, the recipient can appeal to Medicaid for grievance resolution.  Medicaid will review the grievance record, gather additional information as necessary, provide the recipient and provider an opportunity to restate their positions, and resolve the grievance within thirty days of receipt of the request for Medicaid involvement.  Medicaid’s decision will be binding on all parties.
19. Recipients have the right to request a fair hearing from the department at any time during the complaint or grievance process.  The provider shall inform recipients of this right, provide information about how to use this process, and inform them that they may contact the Department of Children and Families at the following address to pursue a fair hearing:  Office of Public Assistance Appeals Hearings, 1317 Winewood Boulevard, Building 1, Room 309, Tallahassee, Florida, 32399-0700.
C.
Monitoring Access:
1.
Service Access Areas:  Please explain in detail the State’s plans to monitor and improve the following areas of service access:

a.
Time and Distance:

Psychiatric inpatient facilities are be located in all 11 Medicaid areas across Florida.  The local Substance Abuse and Mental Health (SAMH) Program Offices receive referrals and screen recipients for placement into a SIPP.   If it is determined that there is a need for additional facilities within certain geographic areas, the State will competitively procure additional providers in those areas if qualified providers are available, or serve the eligible children on a fee-for-service basis until such time as additional providers are procured.  Recipients will be offered services in the SIPP located in the nearest geographical region or in another SIPP if the recipient so chooses. 

During the initial waiver period, no proposal was submitted for Area 3 in the central region of the state.  The State encouraged the development of SIPP programs in this region and in March 2004, the Agency conducted a second competitive procurement process that resulted in the selection of 17 providers statewide, two of which are located in Area 3.  A new provider was also procured for Area 2, where Tallahassee is located.  (The provider that originally was selected was determined unable to continue to provide services to this population, and the contract was terminated by mutual agreement in September 2002).  In the interim, the State amended the contracts of SIPP providers in other geographic areas to assure access to SIPP services for recipients from Areas 2 and 3. 

At the present time, SIPP services have been implemented in all geographic areas so that children and their families may access services within their own local geographic area.  

From experience gained during the first two years of the waiver, the State identified a need to include additional capacity for specialized treatment for sexually reactive and sexually acting out youth who meet the clinical criteria for admission into a SIPP.  The Florida Mental Health Institute of the University of South Florida, which is conducting the independent assessment of this waiver, concurred with this finding.  The population requires specially designed programs.    The state encouraged the development of these services on a local level to decrease distance to access these services.  As a result, two SIPP providers have developed the capacity to address the special needs of children and adolescents who are sexually reactive or sexually aggressive, but who have been diverted from the court system to receive treatment.  At present, this expertise is available in all three regions (North Central, South Western and South Eastern) but not in every district.
b.
Waiting Times to Obtain Services:

When a recipient is referred to a psychiatric inpatient services program, the District Substance Abuse and Mental Health Program Office screens the recipient for appropriateness of placement into the facility located in the geographic area.  If it is determined that the child or adolescent is a candidate for treatment, the facility will be contacted and information will be provided to enable the provider to assess the recipient and contact the State’s utilization management contractor for a medical necessity review and approval.  The timeliness of this process will depend on the urgency of the child’s situation, and how long it takes to obtain adequate information to make a determination of medical necessity.  The SAMH Program Office keeps a log of referrals and outcomes of the referrals.  The Agency monitors facility capacity to ensure that necessary services are provided in a timely manner.  

During the first renewal period the State has been taking actions to address factors identified by the independent assessment that impact timely access to SIPP services.  These factors, and the State’s actions to address the factors during the first renewal period are summarized below.

1. SIPP Capacity

The State’s Children’s Mental Heath Office collects census data bi-monthly to evaluate utilization and bed availability.  On only one occasion, in July 2005, were all SIPP beds filled to capacity.

However, in anticipation of the need for increased capacity during the second renewal period, the Agency developed a Legislative Budget Proposal for funding for an additional 20 SIPP beds.  The 2005 legislature approved this funding and the additional beds have been allocated to the SIPPs based on Medicaid population between the ages of 6 to 18 in each area.  This age range was used because very few children under 6 require this level of care, but children under 6 are not refused if they do require this level of care.  

Analysis of the census data did indicate that at times one region may temporarily have available capacity while another district may need additional access.  The following policies have been implemented to address these situations.

· If any provider has unused capacity, a child from any neighboring geographic area may be placed in that program upon request.  

· The State approves placements in other geographic areas if a child is in need of a specialized type of treatment, such as sexual offender treatment, that is not available in a more general residential treatment setting.  

· If one geographic area is not utilizing all of its beds, these beds may be lent to other providers to meet the needs for SIPP services in the other areas.

2. Data collected during first renewal waiver period indicates an average length of stay of approximately 7.8 months across the two-year period, instead of the targeted goal of four months.  This length of stay significantly impacts access to services for other children and adolescents.  Analysis of the data seems to indicate that children with certain types of diagnoses and presenting problems require a longer length of stay than anticipated to complete clinical programs.  However, some programs are able to discharge the majority of their children within the anticipated time frame.  

During the first renewal period, the State significantly increased monitoring and tightened utilization oversight activities to promote the most effective and efficient use of this treatment resource.  To accomplish increased oversight, the State contracted with a utilization management contractor to place licensed clinicians, referred to as Regional Care Coordinators (RCC), on-site in each SIPP.  The role of the RCC is to provide assistance to the SIPPs by reviewing treatment plans and progress and facilitating discharge planning, to promote more efficient and effective use of SIPP services.  The 2005 Independent Evaluation of the SIPP waiver, submitted to CMS under separate cover, includes a detailed evaluation of the Regional Care Coordinators’ role and impact on SIPP services.  Findings include that for children admitted and discharged since the implementation of RCC services, the average length of stay was reduced from 7.9 months in 2004 to 4 months, the original estimated length of stay.  

· The process for accessing services in a different geographic region was identified in the independent assessment as a cause for some delay in accessing SIPP services.  The State, in conjunction with the Department of Children and Families, developed increased flexibility in accessing these special services by allowing direct referral from districts into the specialty programs within their regions, when clinically indicated.

· As noted in the first renewal request, since the implementation of the SIPP waiver, the Florida Supreme Court issued an order in March 2003 that amends the Rules of Juvenile Procedure 8.350.  The amended language requires that children and adolescents, who are in the care and custody of the state, have a right to a court hearing, with counsel, if they are clinically recommended and approved for admission into inpatient psychiatric services, but who state that they do not want to be go into such treatment.  The 2003 Independent Evaluation of the waiver also found that these court procedures can delay access, as a child cannot be placed until he or she has gone through judicial review.  The State has actively worked with the Department of Children and Families, judges and attorneys in an effort to develop policies and procedures that facilitate this process for children needing SIPP services, while protecting their right to a hearing.  Agency staff has attended several meetings with judges, attorneys and guardians ad litem to promote improved communication and expedited handling of this court process.

c.
Provider-to-Beneficiary Ratios:  depends on program anaylsis numbers

Based on historical usage the state expects to serve an average of 569  recipients each month during P1 and P2.  It is anticipated that there will be a minimum of one SIPP provider in each of AHCA’s 11 geographic areas, with two providers selected for larger areas.  The ratio will be an average of one provider for every 34 eligible recipients each month.  
d.
Beneficiary Knowledge Of How To Appropriately Access Waiver Services:

Brochures from providers are available for distribution by the Area Medicaid Offices and District SAMH Offices.  Additionally, the providers may offer outreach activities to physicians’ offices, acute care hospitals, and community mental health centers to provide educational information and/or brochures for potential referrals.  These brochures must be submitted, reviewed, and approved by the State prior to distribution.  
e. 
Access To Emergency Services:

SIPP programs are designed to accept and treat high-risk children and adolescents on a non-emergency basis.  All recipients will continue to have access to medically necessary emergency treatment for medical or behavioral health issues in local acute care hospitals.
2.
Procedure for Monitoring: Beneficiary access to care will be monitored during the waiver period by the State as indicated below.  Records will be maintained to identify lack of access trends and for reporting purposes.  Check which monitoring activities will be in effect to assure that beneficiary access to care is not substantially impaired.  Also, identify the means the State will employ to intervene to correct problems.  If any of the following differ from the State’s program, please indicate and explain: 

a._____
An advisory committee will be designated during the phase-in period to address beneficiary and provider concerns.

b. ___X__   Hotline with an 800 number will be maintained by each SIPP which handles any type of inquiry, complaint, or problem.

c. __X___Periodic comparison of the numbers of providers available to the Medicaid recipients before and under the waiver will be conducted.  The intent of this review is to identify whether the waiver may have reduced access to specific types of providers.  Also, for non-institutional services, a periodic comparison will be made of the individual care-givers within an “entity”,  where applicable, in order to ensure that the same level of access is maintained throughout the waiver period. 

d.__X___   Periodic beneficiary surveys (which will contain questions concerning the beneficiaries' access to all services covered under the waiver) will be mailed to a sample of waiver recipients.)  These surveys are distributed by SIPPs to recipients and families at the time of discharge and 60 days following discharge.  Completed surveys are submitted to the Florida Mental Health Institute and analyzed as a component of the Independent Evaluation of the waiver.
e._____   Other  (Please explain):

D.
Monitoring Quality of Services:  Please explain in detail the State’s plans to monitor and assure quality of services under the waiver program.  Please describe how will the State monitor the following:



1.__X_
Beneficiaries' reasons for changing providers in order 

                     to detect quality of care problems (not only actual changes, 

                     but requests to change specific individual care-givers 

                     and/or providers):

The State requires that each request for a change in provider is reviewed and approved by AHCA and the  Regional Care Coordinator manager.  The local care coordinator conducts a review to investigate the reasons the request is being made.  The findings of this review are staffed by the care coordinator manager and the Agency in coordination with DCF.  The Agency through the care coordinator manager will work toward resolution, which may involve either mediation between the provider and the recipient or family member, or assisting the recipient in relocating to an appropriate alternative location, if the recipient or family member so chooses.  Each provider is required to log requests for transfer and provide a monthly report to the State on requests for transfers out of the SIPP.  If the reason for a request for change is related to quality issues, the SIPP will be asked to take corrective actions.


2.__X_ Hotline:

The provider will be required to maintain a 24-hour toll-free telephone number to handle inquiries, complaints, and problems.  The State will require that the provider submit a report on the numbers and types of calls received each month.

     

3._X__ Periodic beneficiary surveys (which question the quality 

                     of services received under the waiver) are mailed to a 

                     sample of waiver recipients:

The results of these surveys are reported to the Independent Evaluator on a monthly basis and aggregated every six months for the Agency to review.  The results of both recipient and family satisfaction surveys are available in the Statistical Summaries prepared by University of South Florida Institute of Mental Health (FMHI), which is conducting the Independent Assessment of this waiver.  These Statistical Summaries were submitted to CMS with the Independent Assessment under separate cover for this renewal package.

     

4.__X_
Complaints, grievance and appeals system:

The provider will be required to submit monthly summary reports to FMHI listing all current grievances and the status of each grievance.  During compliance monitoring of the provider or upon request at any time,  the State reviews all complaint and grievance files in depth to determine trends and ensure that appropriate corrective actions have been followed.

     

5.___
Other  (Please explain):

E. Other Quality Monitoring:

1.

 Quality of Services will be further monitored through the 

            mechanisms outlined  below.  Quality of services problems 

            identified will result in a desk review or an onsite medical review 

            to resolve the problems.

The provider is required to report to the State and CMS regional office, if one of the following events occurs within its facility, no later than the close of business the next business day after the event: death of a recipient due to suicide, homicide, abuse or neglect; an accident or other incident that occurs while the recipient is in the facility.  
The provider must report to the State serious injury or illness that requires medical treatment which was sustained or allegedly sustained due to an accident, act of abuse, neglect, or other related incident; sexual battery or allegation of sexual battery by a recipient on a recipient, employee on a recipient, or a recipient on an employee as determined by medical evidence or law enforcement involvement, and incidents that require law enforcement to be called to the facility.
The State requires that providers submit to reports on critical incidents occurring within their facilities for the following events: client suicide attempts; altercations requiring medical intervention; recipient elopement; medication errors; use of seclusion and restraints; grievances filed; and other related unusual occurrences.  The data reports are submitted to FMHI monthly and aggregated for review by the State every six months.  Summary data reports collected during the first renewal waiver period are being submitted with this renewal package.

Providers will be required to report routinely on staffing changes at the facility, which include numbers and types of key administrative and professional staff.

A recipient demographic report is required routinely which will include identifying data of children admitted and discharged (name, date of birth, Medicaid number); legal status (in custody of the Child Welfare or Juvenile Justice programs); diagnoses; length of stay; and disposition plan for those discharged.

Every provider will additionally be required to report all outcome data being to the Florida Mental Health Institute at the University of South Florida for analysis and reporting to AHCA.  This includes, but is not limited to: numbers of admissions and discharges; lengths of stay; functional assessment data; recipient and family satisfaction surveys; number of days in the community 60 days after discharge; number of days attending school; and number of re-admissions for psychiatric inpatient care.

2.

Periodic reviews: Please describe what areas will be covered in 

           the State’s periodic reviews of claims files and medical audits, 

           be resolved.  Please include how often these reviews will take 

           place:

SIPP quality of care and contract monitoring will be conducted by a team with members from the Agency, First Health Service’s onsite quality of care monitors, and DCF/SAMH staff.  Each entity will conduct distinct component parts of the monitoring during the visit.  Within each area, domains will be scored separately and a score of 85% is required to avoid the need for performance improvement plan on each domain.  However, on the AHCA tool for compliance with contractual requirements, critical items have been designated with an ***.  Any item that is marked as critical and is not in compliance will require a corrective action plan regardless of the overall score for that domain.

Within three weeks of the date of the monitoring visit, monitoring reports are to be submitted by each entity to AHCA headquarters for review and to the AHCA Area Office where the three components of the monitoring will be compiled into a three-part report to be submitted to the SIPP provider.  The SIPP provider will be instructed to submit a single performance improvement plan to the staff in the respective AHCA Area Office.  Performance improvement plans will be due 30 days after receipt of the report.  AHCA will convene a committee comprised of AHCA field office staff and SAMH children’s mental health staff to review and approve the Performance Improvement Plan and develop a joint monitoring plan.  

First Health and AHCA team members will be provided with data collected on a monthly basis from the SIPPs by USF’s FMHI for review and exploration during the monitoring process.  This data will include both the statewide summary report as well as the individual report for the SIPP being monitored.  

All team members may be included in the facility tour and team members may assist others as needed during the monitoring process.

1. AHCA staff, using the attached SIPP Contract Compliance Monitoring Tool will review the following domains: 

	Accreditation
	Policies and procedures 

	Staffing/credentials 
	Quality Assurance Program

	Utilization management
	Setting


2. First Health, using the attached On-Site Record Review tool will review, for quality of care, the following domains, per each record:

	Assessment
	Treatment Planning

	Clinical Services
	Documentation

	Discharge Planning
	Relevant policies and procedures will also be reviewed as questions might arise during record reviews.  


3. SAMH will conduct a monitoring of seclusion and restraint policies and practices, using a monitoring tool developed to assess compliance with federal CMS guidelines.  Additionally, SAMH staff will review and survey the point and level system.  No score will be provided as a result of this survey, but recommendations will be made for quality improvement and technical assistance.

	Level system used in the program

	Seclusion and restraints

	Staff and child/adolescent interviews


3.

State Intervention:  If a problem is identified regarding access to 

 

care and quality of services problems, the State will intervene as 



noted below (please indicate which of the following the State 



utilizes:

(a)
__X___ Education and informal mailing

(b) ___X__ Telephone and/or mail inquiries and follow-up




(c)
___X__ Request that the provider respond to identified problems

(d)
__ X___ Referral to program staff for further investigation


(e) __X__ Warning letters





(f)
__X___ Referral to State's medical staff for investigation

(g)
__X__ Corrective action plans and follow-up

(h)
__X__ Change beneficiary's provider

(i) __X___ Restriction on types of beneficiaries

(j) __X__
 Further limits of the number of assignments

(k) __X___ Ban on new assignment of beneficiaries





(l)
__X___ Transfer of some or all assignments to a different provider

(m)__X__ Suspension or termination as a waiver provider

(n) __X___ Other (Please explain):




AHCA and DCF Children’s Mental Health staff convene quarterly conference calls with all SIPP providers, local AHCA Area staff, local SAMH staff, the Regional Care Coordinators and utilization management contractor to discuss, on an ongoing basis, issues and concerns that arise during the preceding months.  Covered topics include barriers to discharge, length of stay, treatment and medication issues, billing and claims issues.  

In response to questions and inquiries from providers, reviewers and state staff, AHCA in conjunction with DCF convened a statewide work group of clinical and administrative staff to discuss and begin the process of developing best practices for the non-routine use of medications with children and adolescents  receiving SIPP services.  Another meeting is planning during the next quarter to continue this initiative.  

Previous meetings and trainings on the reduction of seclusion and restraints have resulted in an overall reduction of 37 percent in the use of these interventions in SIPP providers.  This is in conjunction with an overall reduction in the occurrence of aggressive incidents.  





;

State Completion Section

A. Assurances 

a. [Required] Through the submission of this waiver, the State assures CMS: 

· The fiscal staff in the Medicaid agency has reviewed these calculations for accuracy and attests to their correctness. 

· The State assures CMS that the actual waiver costs will be less than or equal to or the State’s waiver cost projection.  

· Capitated rates will be set following the requirements of 42 CFR 438.6(c) and will be submitted to the CMS Regional Office for approval.   

· Capitated 1915(b)(3) services will be set in an actuarially sound manner based only on approved 1915(b)(3) services and their administration subject to RO prior approval. 

· The State will monitor, on a regular basis, the cost-effectiveness of the waiver (for example, the State may compare the PMPM Actual Waiver Cost from the CMS 64 to the approved Waiver Cost Projections).  If changes are needed, the State will submit a prospective amendment modifying the Waiver Cost Projections.  

· The State will submit quarterly actual member month enrollment statistics by MEG in conjunction with the State’s submitted CMS-64 forms.

b. Name of Medicaid Financial Officer making these assurances:___ _Robert Butler for Dyke Snipes 11/3/05________________

Telephone Number:__850-414-2756_______________________

B. For Renewal Waivers only - Expedited or Comprehensive Test—To provide information on the waiver program to determine whether the waiver will be subject to the Expedited or Comprehensive cost effectiveness test.  Note:  All waivers, even those eligible for the Expedited test, are subject to further review at the discretion of CMS and OMB.

a.___
The State provides additional services under 1915(b)(3) authority.

b.___
The State makes enhanced payments to contractors or providers.

c.___ 
The State uses a sole-source procurement process to procure State Plan services under this waiver.

d.___
Enrollees in this waiver receive services under another 1915(b) waiver program that includes additional waiver services under 1915(b)(3) authority; enhanced payments to contractors or providers; or sole-source procurement processes to procure State Plan services. Note: do not mark this box if this is a waiver for transportation services and dental pre-paid ambulatory health plans (PAHPs) that has overlapping populations with another waiver meeting one of these three criteria. For transportation and dental waivers alone, States do not need to consider an overlapping population with another waiver containing additional services, enhanced payments, or sole source procurement as a trigger for the comprehensive waiver test. However, if the transportation services or dental PAHP waiver meets the criteria in a, b, or c for additional services, enhanced payments, or sole source procurement then the State should mark the appropriate box and process the waiver using the Comprehensive Test.

If you marked any of the above, you must complete the entire preprint and your renewal waiver is subject to the Comprehensive Test.  If you did not mark any of the above, your renewal waiver is subject to the Expedited Test:

· Do not complete Appendix D3 

· Attach the most recent waiver Schedule D, and the corresponding completed quarters of CMS-64.9 waiver and CMS-64.21U Waiver and CMS 64.10 Waiver forms,  and

· Your waiver will not be reviewed by OMB at the discretion of CMS and OMB.

The following questions are to be completed in conjunction with the Worksheet Appendices.    All narrative explanations should be included in the preprint. Where further clarification was needed, we have included additional information in the preprint.

C. Capitated portion of the waiver only: Type of Capitated Contract  

The response to this question should be the same as in A.III.a.

a.___
Risk-comprehensive (fully-capitated--MCOs, HIOs)

b.___
Partial risk/ PIHP

c.___
Partial risk/ PAHP

d.___
Other (please explain):

D. PCCM portion of the waiver only: Reimbursement of PCCM Providers

Under this waiver, providers are reimbursed on a fee-for-service basis.  PCCMs are reimbursed for patient management in the following manner (please check and describe).  Responses must match those provided in Section A.IV.C.4 (PCCM-only preprint – n/a in capitated-only preprint):
a.___
Management fees are expected to be paid under this waiver.  The management fees were calculated as follows.

1.___
First Year:  $         per member per month fee

2.___
Second Year:  $         per member per month fee

3.___
Third Year: $         per member per month fee

4.___
Fourth Year: $         per member per month fee

b.___
Enhanced fee for primary care services.  Please explain which services will be affected by enhanced fees and how the amount of the enhancement was determined.

c.___
Bonus payments from savings generated under the program are paid to case managers who  control beneficiary utilization.  Under D.IV.I.d.2, please describe the criteria the State will use for awarding the incentive payments, the method for calculating incentives/bonuses, and the monitoring the State will have in place to ensure that total payments to the providers do not exceed the Waiver Cost Projections (Appendix D5). Bonus payments and incentives for reducing utilization are limited to savings of State Plan service costs under the waiver.   Please also describe how the State will ensure that utilization is not adversely affected due to incentives inherent in the bonus payments.  The costs associated with any bonus arrangements must be accounted for in Appendix D3.  Actual Waiver Cost.  Response can be included in 

d.___
Other reimbursement method/amount. $______  Please explain the State's rationale for determining this method or amount.

E. Appendix D1 – Member Months 

Please mark all that apply.

For Initial Waivers only: 

a.___
Population in the base year data 

1.___
Base year data is from the same population as to be included in the waiver.

2. __
Base year data is from a comparable population to the individuals to be included in the waiver. (Include a statement from an actuary or other explanation, which supports the conclusion that the populations are comparable.)

b.___
For an initial waiver, if the State estimates that not all eligible individuals will be enrolled in managed care (i.e., a percentage of individuals will not be enrolled because of changes in eligibility status and the length of the enrollment process) please note the adjustment here.

c.___
[Required] Explain the reason for any increase or decrease in member months projections from the base year or over time:   ______________________________________

d. ___
[Required] Explain any other variance in eligible member months from BY to P2: _______

e.____
[Required] List the year(s) being used by the State as a base year:____.  If multiple years are being used, please explain:________________________________________________

f.____
[Required] Specify whether the base year is a State fiscal year (SFY), Federal fiscal year (FFY), or other period _____.  

g.____
[Required] Explain if any base year data is not derived directly from the State's MMIS fee-for-service claims data: _____________________________________________________ 

For Conversion or Renewal Waivers: 

a._ X _[Required] Population in the base year and R1 and R2 data is the population under the waiver. The Base Year member months are the actual member months for the Medicaid age 17 and under population in State Fiscal Year 2003/04.

b.____ For a renewal waiver, because of the timing of the waiver renewal submittal, the State estimated up to six (6) months of enrollment data for R2 of the previous waiver period. Note the length of time estimated: ______

c._X_
[Required] Explain the reason for any increase or decrease in member months projections from the base year or over time: The increase in member months projections from the Base Year through the fourth quarter of 2007 was the result of a linear regression projection (least squares: y=mx+b) of actual member months.  The State used actual member months for each month from October 2004 through September 2005 (12 months of actual member month data) for the Medicaid age 17 and under population to project member months for each month forward from September 2005.  These member months were then grouped for each quarter and then entered into Appendix D1.

d. _X_
[Required] Explain any other variance in eligible member months from BY/R1 to P2: There were no other variances in member months.

e.__X_[Required] Specify whether the BY/R1/R2 is a State fiscal year (SFY), Federal fiscal year (FFY), or other period: The Base Year is State Fiscal Year 2003/04.
F. Appendix D2.S - Services in Actual Waiver Cost

For Initial Waivers: 

a.___
[Required] Explain the exclusion of any services from the cost-effectiveness analysis.  For States with multiple waivers serving a single beneficiary, please document how all costs for waiver covered individuals taken into account.

For Conversion or Renewal Waivers:

a._X_
[Required] Explain if different services are included in the Actual Waiver Cost from the previous period in Appendix D3 than for the upcoming waiver period in Appendix D5.  Explain the differences here and how the adjustments were made on Appendix D5: The Base Year consists of actual expenditures from the SIPP program from State Fiscal Year 2003/04.  Expenditures for Targeted Case Management services are included, which have shown significant increases in utilization for waiver recipients since July 2002.  

b. N/A [Required] Explain the exclusion of any services from the cost-effectiveness analysis.  For States with multiple waivers serving a single beneficiary, please document how all costs for waiver covered individuals taken into account: 

G. Appendix D2.A - Administration in Actual Waiver Cost

[Required] The State allocated administrative costs between the Fee-for-service and managed care program depending upon the program structure.  The allocation method is explained below:

a.___
The State allocates the administrative costs to the managed care program based upon the number of waiver enrollees as a percentage of total Medicaid enrollees.  Note: this is appropriate for MCO/PCCM programs.

b.___
The State allocates administrative costs based upon the program cost as a percentage of the total Medicaid budget.  It would not be appropriate to allocate the administrative cost of a mental health program based upon the percentage of enrollees enrolled.  Note: this is appropriate for statewide PIHP/PAHP programs.

c._X_
Other (Please explain). The state has included an allocation of administrative costs for the expected amount of expenditures for claims processing and one (1) FTE to administer the program based on prior year administrative costs.

H. Appendix D3 – Actual Waiver Cost

a.___
The State is requesting a 1915(b)(3) waiver in Section A.I.b and will be providing non-state plan medical services.  The State will be spending a portion of its waiver savings for additional services under the waiver.  

For an initial waiver, in the chart below, please document the amount of savings that will be accrued in the State Plan services. The amount of savings that will be spent on 1915(b)(3) services must be reflected on Column T of Appendix D5 in the initial spreadsheet Appendices. Please include a justification of the amount of savings expected and the cost of the 1915(b)(3) services.  Please state the aggregate budgeted amount projected to be spent on each additional service in the upcoming waiver period in the chart below. This amount should be reflected in the State’s Waiver Cost Projection for P1 and P2 on Column W in Appendix D5. 

Chart: Initial Waiver State Specific 1915(b)(3) Service Expenses and Projections

	1915(b)(3) Service
	Savings projected in State Plan Services
	Inflation

projected
	Amount projected to be spent in Prospective Period

	(Service Example: 1915(b)(3) step-down nursing care services financed from savings from inpatient hospital care.  See attached documentation for justification of savings.) 
	$54,264 savings or .03 PMPM 
	9.97% or $5,411
	$59,675 or .03 PMPM P1

$62,488 or .03 PMPM P2

	
	
	
	

	
	
	
	

	
	
	
	

	Total
	(PMPM in Appendix D5 Column T x projected member months should correspond)


	
	(PMPM in Appendix D5 Column W x projected member months should correspond)



For a renewal or conversion waiver, in the chart below, please state the actual amount spent on each 1915(b)(3) service in the retrospective waiver period.  This amount must be built into the State’s Actual Waiver Cost for R1 and R2 (BY for Conversion) on Column H in Appendix D3.  Please state the aggregate amount of 1915(b)(3) savings budgeted for each additional service in the upcoming waiver period in the chart below. This amount must be built into the State’s Waiver Cost Projection for P1 and P2 on Column W in Appendix D5.
Chart: Renewal/Conversion Waiver State Specific 1915(b)(3) Service Expenses and Projections

	1915(b)(3) Service
	Amount Spent in Retrospective Period
	Inflation

projected
	Amount projected to be spent in Prospective Period

	(Service Example: 1915(b)(3) step-down nursing care services financed from savings from inpatient hospital care.  See attached documentation for justification of savings.)
	$1,751,500 or $.97 PMPM R1

$1,959,150 or $1.04 PMPM R2 or BY in Conversion
	8.6% or $169,245
	$2,128,395 or 1.07 PMPM in P1

$2,291,216 or 1.10 PMPM in P2

	
	
	
	

	
	
	
	

	
	
	
	

	Total
	(PMPM in Appendix D3 Column H x member months should correspond)
	
	(PMPM in Appendix D5 Column W x projected member months should correspond)


b.___
The State is including voluntary populations in the waiver.  Describe below how the issue of selection bias has been addressed in the Actual Waiver Cost calculations:

c.___
Capitated portion of the waiver only -- Reinsurance or Stop/Loss Coverage:  Please note how the State will be providing or requiring reinsurance or stop/loss coverage as required under the regulation.  States may require MCOs/PIHPs/PAHPs to purchase reinsurance.  Similarly, States may provide stop-loss coverage to MCOs/PIHPs/PAHPs when MCOs/PIHPs/PAHPs exceed certain payment thresholds for individual enrollees.  Stop loss provisions usually set limits on maximum days of coverage or number of services for which the MCO/PIHP/PAHP will be responsible.   If the State plans to provide stop/loss coverage, a description is required. The State must document the probability of incurring costs in excess of the stop/loss level and the frequency of such occurrence based on FFS experience.  The expenses per capita (also known as the stoploss premium amount) should be deducted from the capitation year projected costs.  In the initial application, the effect should be neutral.  In the renewal report, the actual reinsurance cost and claims cost should be reported in Actual Waiver Cost. 

Basis and Method:

1.___
The State does not provide stop/loss protection for MCOs/PIHPs/PAHPs, but requires MCOs/PIHPs/PAHPs to purchase reinsurance coverage privately.  No adjustment was necessary. 

2.___
The State provides stop/loss protection (please describe):

d.____Incentive/bonus/enhanced Payments for both Capitated and fee-for-service Programs: 

1.____
[For the capitated portion of the waiver] the total payments under a capitated contract include any incentives the State provides in addition to capitated payments under the waiver program.  The costs associated with any bonus arrangements must be accounted for in the capitated costs (Column D of Appendix D3 Actual Waiver Cost).  Regular State Plan service capitated adjustments would apply.

i. Document the criteria for awarding the incentive payments.

ii. Document the method for calculating incentives/bonuses, and 

iii. Document the monitoring the State will have in place to ensure that total payments to the MCOs/PIHPs/PAHPs do not exceed the Waiver Cost Projection.

2.____ For the fee-for-service portion of the waiver, all fee-for-service must be accounted for in the fee-for-service incentive costs (Column G of Appendix D3 Actual Waiver Cost).  For PCCM providers, the amount listed should match information provided in D.IV.D Reimbursement of Providers.  Any adjustments applied would need to meet the special criteria for fee-for-service incentives if the State elects to provide incentive payments in addition to management fees under the waiver program (See D.IV.I.e and D.IV.J.f)

i. Document the criteria for awarding the incentive payments.

ii. Document the method for calculating incentives/bonuses, and 

iii. Document the monitoring the State will have in place to ensure that total payments to the MCOs/PIHPs/PAHPs/PCCMs do not exceed the Waiver Cost Projection.

I. Appendix D4 – Adjustments in the Projection

Initial Waiver Cost Projection & Adjustments (If this is a Conversion or Renewal waiver , skip to I.  Conversion or Renewal Waiver Cost Projection and Adjustments): States may need to make certain adjustments to the Base Year in order to accurately reflect the waiver program in P1 and P2.  If the State has made an adjustment to its Base Year, the State should note the adjustment and its location in Appendix D4, and include information on the basis and method used in this section of the preprint.  Where noted, certain adjustments should be mathematically accounted for in Appendix D5. 

The following adjustments are appropriate for initial waivers.  Any adjustments that are required are indicated as such.
a. State Plan Services Trend Adjustment – the State must trend the data forward to reflect cost and utilization increases.   The BY data already includes the actual Medicaid cost changes to date for the population enrolled in the program. This adjustment reflects the expected cost and utilization increases in the managed care program from BY to the end of the waiver (P2).  Trend adjustments may be service-specific.  The adjustments may be expressed as percentage factors.  Some states calculate utilization and cost increases separately, while other states calculate a single trend rate encompassing both utilization and cost increases.  The State must document the method used and how utilization and cost increases are not duplicative if they are calculated separately.  This adjustment must be mutually exclusive of programmatic/policy/pricing changes and CANNOT be taken twice.  The State must document how it ensures there is no duplication with programmatic/policy/pricing changes.
1.___
[Required, if the State’s BY is more than 3 months prior to the beginning of P1] The State is using actual State cost increases to trend past data to the current time period (i.e., trending from 1999 to present)  The actual trend rate used is: __________.  Please document how that trend was calculated:  

2.___
[Required, to trend BY to P1 and P2 in the future] When cost increases are unknown and in the future, the State is using a predictive trend of either State historical cost increases or national or regional factors that are predictive of future costs (same requirement as capitated ratesetting regulations) (i.e., trending from present into the future).

i. ____ State historical cost increases. Please indicate the years on which the rates are based: base years_______________  In addition, please indicate the mathematical method used (multiple regression, linear regression, chi-square, least squares, exponential smoothing, etc.).  Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase such as changes in technology, practice patterns, and/or units of service PMPM. 

ii.____
National or regional factors that are predictive of this waiver’s future costs.  Please indicate the services and indicators used______________.  Please indicate how this factor was determined to be predictive of this waiver’s future costs. Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase such as changes in technology, practice patterns, and/or units of service PMPM. 

3.____
The State estimated the PMPM cost changes in units of service, technology and/or practice patterns that would occur in the waiver separate from cost increase.  Utilization adjustments made were service-specific and expressed as percentage factors.  The State has documented how utilization and cost increases were not duplicated. This adjustment reflects the changes in utilization between the BY and the beginning of the P1 and between years P1 and P2.

i.
Please indicate the years on which the utilization rate was based (if calculated separately only).  

ii.
Please document how the utilization did not duplicate separate cost increase trends. 

b. __ 
State Plan Services Programmatic/Policy/Pricing Change Adjustment:  This adjustment should account for any programmatic changes that are not cost neutral and that affect the Waiver Cost Projection.  Adjustments to the BY data are typically for changes that occur after the BY (or after the collection of the BY data) and/or during P1 and P2 that affect the overall Medicaid program. For example, changes in rates, changes brought about by legal action, or changes brought about by legislation.  For example, Federal mandates, changes in hospital payment from per diem rates to Diagnostic Related Group (DRG) rates or changes in the benefit coverage of the FFS program. This adjustment must be mutually exclusive of trend and CANNOT be taken twice.  The State must document how it ensures there is no duplication with trend. If the State is changing one of the aspects noted above in the FFS State Plan then the State needs to estimate the impact of that adjustment. Note: FFP on rates cannot be claimed until CMS approves the SPA per the 1/2/01 SMD letter.  Prior approval of capitation rates is contingent upon approval of the SPA. 

Others:

· Additional State Plan Services (+)

· Reductions in State Plan Services (-)

· Legislative or Court Mandated Changes to the Program Structure or fee schedule not accounted for in cost increases or pricing (+/-)

1.___
The State has chosen not to make an adjustment because there were no programmatic or policy changes in the FFS program after the MMIS claims tape was created.  In addition, the State anticipates no programmatic or policy changes during the waiver period.  

2.___
An adjustment was necessary.  The adjustment(s) is(are) listed and described below:
i.__ The State projects an externally driven State Medicaid managed care rate increases/decreases between the base and rate periods. 

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

ii.__ The State has projected no externally driven managed care rate increases/decreases in the managed care rates.

iii.__ Changes brought about by legal action (please describe):

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

iv.__ Changes in legislation (please describe):

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

v.__ Other (please describe):

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

c.___ Administrative Cost Adjustment*:  The administrative expense factor in the initial waiver is based on the administrative costs for the eligible population participating in the waiver for fee-for-service. Examples of these costs include per claim claims processing costs, per record PRO review costs, and Surveillance and Utilization Review System (SURS) costs. Note: one-time administration costs should not be built into the cost-effectiveness test on a long-term basis.  States should use all relevant Medicaid administration claiming rules for administration costs they attribute to the managed care program.  If the State is changing the administration in the fee-for-service program then the State needs to estimate the impact of that adjustment.

1.___
No adjustment was necessary and no change is anticipated.

2.___
An administrative adjustment was made. 

i.___
FFS administrative functions will change in the period between the beginning of P1 and the end of P2.  Please describe:

A.____ Determine administration adjustment based upon an approved contract or cost allocation plan amendment (CAP). 

B.____ Determine administration adjustment based on pending contract or cost allocation plan amendment (CAP).

C.____ Other (please describe):

ii.___
FFS cost increases were accounted for.
A.____ Determine administration adjustment based upon an approved contract or cost allocation plan amendment (CAP). 

B.____ Determine administration adjustment based on pending contract or cost allocation plan amendment (CAP).

C.____ Other (please describe):

iii.___ [Required, when State Plan services were purchased through a sole source procurement with a governmental entity.  No other State administrative adjustment is allowed.] If cost increase trends are unknown and in the future, the State must use the lower of: Actual State administration costs trended forward at the State historical administration trend rate or Actual State administration costs trended forward at the State Plan services trend rate.  Please document both trend rates and indicate which trend rate was used.

 A.
Actual State Administration costs trended forward at the State historical administration trend rate. Please indicate the years on which the rates are based: base years_______________  In addition, please indicate the mathematical method used (multiple regression, linear regression, chi-square, least squares, exponential smoothing, etc.).  Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase. 

B. 
Actual State Administration costs trended forward at the State Plan Service Trend rate. Please indicate the State Plan Service trend rate from Section D.IV.I.a. above ______.

* For Combination Capitated and PCCM Waivers: If the capitated rates are adjusted by the amount of administration payments, then the PCCM Actual Waiver Cost must be calculated less the administration amount. For additional information, please see Special Note at end of this section.
d. 
1915(b)(3) Adjustment: The State must document the amount of State Plan Savings that will be used to provide additional 1915(b)(3) services in Section D.IV.I.a above.  The Base Year already includes the actual trend for the State Plan services in the program. This adjustment reflects the expected trend in the 1915(b)(3) services between the Base Year and P1 of the waiver and the trend between the beginning of the program (P1) and the end of the program (P2).  Trend adjustments may be service-specific and expressed as percentage factors. 

1.___
[Required, if the State’s BY is more than 3 months prior to the beginning of P1 to trend BY to P1] The State is using the actual State historical trend to project past data to the current time period (i.e., trending from 1999 to present). The actual documented trend is: __________.   Please provide documentation.

2.___
[Required, when the State’s BY is trended to P2. No other 1915(b)(3) adjustment is allowed] If trends are unknown and in the future (i.e., trending from present into the future), the State must use the State’s trend for State Plan Services.  
i. 
State Plan Service trend

A.
Please indicate the State Plan Service trend rate from Section D.IV.I.a. above ______.

e. Incentives (not in capitated payment) Trend Adjustment: If the State marked Section D.IV.G.d.2, then this adjustment reports trend for that factor.  Trend is limited to the rate for State Plan services. 

1. List the State Plan trend rate by MEG from Section D.IV.I.a._______

2. List the Incentive trend rate by MEG if different from Section D.IV.I.a _______

3. Explain any differences: 

f. Graduate Medical Education (GME) Adjustment:  42 CFR 438.6(c)(5) specifies that States can include or exclude GME payments for managed care participant utilization in the capitation rates.  However, GME payments on behalf of managed care waiver participants must be included in cost-effectiveness calculations. 

1.___
We assure CMS that GME payments are included from base year data.

2.___
We assure CMS that GME payments are included from the base year data using an adjustment.  (Please describe adjustment.)

3.___
Other (please describe):  

If GME rates or the GME payment method has changed since the Base Year data was completed, the Base Year data should be adjusted to reflect this change and the State needs to estimate the impact of that adjustment and account for it in Appendix D5. 

1.___
GME adjustment was made. 

i.___
GME rates or payment method changed in the period between the end of the BY and the beginning of P1 (please describe).

ii.___
GME rates or payment method is projected to change in the period between the beginning of P1 and the end of P2 (please describe).

2.___
No adjustment was necessary and no change is anticipated.
Method:

1.___
Determine GME adjustment based upon a newly approved State Plan Amendment (SPA).

2.___
Determine GME adjustment based on a pending SPA. 

3.___
Determine GME adjustment based on currently approved GME SPA.

4.___
Other (please describe):

g. Payments / Recoupments not Processed through MMIS Adjustment: Any payments or recoupments for covered Medicaid State Plan services included in the waiver but processed outside of the MMIS system should be included in the Waiver Cost Projection. Any payments or recoupments made should be accounted for in Appendix D5.  

1.___
Payments outside of the MMIS were made.  Those payments include (please describe):

2.___
Recoupments outside of the MMIS were made.  Those recoupments include (please describe):

3.___
The State had no recoupments/payments outside of the MMIS.

h. Copayments Adjustment:  This adjustment accounts for any copayments that are collected under the FFS program but will not be collected in the waiver program.  States must ensure that these copayments are included in the Waiver Cost Projection if not to be collected in the capitated program. 

Basis and Method:

1.___
Claims data used for Waiver Cost Projection development already included copayments and no adjustment was necessary.

2.___
State added estimated amounts of copayments for these services in FFS that were not in the capitated program.  Please account for this adjustment in Appendix D5. 

3.___
The State has not to made an adjustment because the same copayments are collected in managed care and FFS.

4.___   Other (please describe):
If the State’s FFS copayment structure has changed in the period between the end of the BY and the beginning of P1,  the State needs to estimate the impact of this change adjustment.

1.___
No adjustment was necessary and no change is anticipated.

2___
The copayment structure changed in the period between the end of the BY and the beginning of P1. Please account for this adjustment in Appendix D5. 


Method:

1.___
Determine copayment adjustment based upon a newly approved State Plan Amendment (SPA).

2.___
Determine copayment adjustment based on pending SPA. 

3.___
Determine copayment adjustment based on currently approved copayment SPA.

4.___
Other (please describe):

i. Third Party Liability (TPL)* Adjustment: This adjustment should be used only if the State will delegate the collection and retention of  TPL payments for post-pay recoveries to the MCO/PIHP/PAHP.    If the MCO/PIHP/PAHP will collect and keep TPL, then the Base Year costs should be reduced by the amount to be collected. 

Basis and method:

1.___
No adjustment was necessary
2.___
Base Year costs were cut with post-pay recoveries already deducted from the database.*

3.___
State collects TPL on behalf of MCO/PIHP/PAHP enrollees

4.___
The State made this adjustment:*

i.___
Post-pay recoveries were estimated and the base year costs were reduced by the amount of TPL to be collected by MCOs/PIHPs/PAHPs. Please account for this adjustment in Appendix D5. 

ii.___
Other (please describe):

*For Combination Capitated and PCCM Waivers:  If the MCO/PIHP/PAHP will collect and keep TPL recoveries, then the PCCM Actual Waiver Cost must be calculated less the TPL recovery amount expected in the PCCM program.  For additional information, please see Special Note at end of this section.

j. Pharmacy Rebate Factor Adjustment *: Rebates that States receive from drug manufacturers should be deducted from Base Year costs if pharmacy services are included in the capitated base. If the base year costs are not reduced by the rebate factor, an inflated BY would result.  Pharmacy rebates should also be deducted from FFS costs if pharmacy services are impacted by the waiver but not capitated. 

Basis and Method:

1.___
Determine the percentage of Medicaid pharmacy costs that the rebates represent and adjust the base year costs by this percentage.  States may want to make separate adjustments for prescription versus over the counter drugs and for different rebate percentages by population.   States may assume that the rebates for the targeted population occur in the same proportion as the rebates for the total Medicaid population.* Please account for this adjustment in Appendix D5. 

2.___
The State has not made this adjustment because pharmacy is not an included capitation service and the capitated contractor’s providers do not prescribe drugs that are paid for by the State in FFS.

3.___
Other (please describe):

* For Combination Capitated and PCCM Waivers: If the capitated rates are adjusted by the amount of rebate collections, then the PCCM Actual Waiver Cost must be calculated less the pharmacy rebate amount expected in the PCCM program. For additional information, please see Special Note at end of this section.

k. Disproportionate Share Hospital (DSH) Adjustment: Section 4721 of the BBA specifies that DSH payments must be made solely to hospitals and not to MCOs/PIHPs/PAHPs.  Section 4721(c) permits an exemption to the direct DSH payment for a limited number of States.  If this exemption applies to the State, please identify and describe under “Other” including the supporting documentation. Unless the exemption in Section 4721(c) applies or the State has a FFS-only waiver (e.g., selective contracting waiver for hospital services where DSH is specifically included), DSH payments are not to be included in cost-effectiveness calculations.

1.___
We assure CMS that DSH payments are excluded from base year data.

2.___
We assure CMS that DSH payments are excluded from the base year data using an adjustment.

3.___
Other (please describe):

l. Population Biased Selection Adjustment (Required for programs with Voluntary Enrollment): Cost-effectiveness calculations for waiver programs with voluntary populations must include an analysis of the population that can be expected to enroll in the waiver.  If the State finds that the populaton most likely to enroll in the waiver differs significantly from the population that will voluntarily remain in FFS, the Base Year costs must be adjusted to reflect this.

1.___ This adjustment is not necessary as there are no voluntary populations in the waiver program.

2.___ This adjustment was made:

a. ___Potential Selection bias was measured in the following manner:

b.___The base year costs were adjusted in the following manner:
m. FQHC and RHC Cost-Settlement Adjustment:  Base Year costs should not include cost-settlement or supplemental payments made to FQHCs/RHCs.  The Base Year costs should reflect fee-for-service payments for services provided at these sites, which will be built into the capitated rates.

1.___ We assure CMS that FQHC/RHC cost-settlement and supplemental payments are excluded from the Base Year costs.  Payments for services provided at FQHCs/RHCs are reflected in the following manner:

2.___ We assure CMS that FQHC/RHC cost-settlement and supplemental payments are excluded from the base year data using an adjustment.

3.___ Other (please describe):

Special Note section: 

Waiver Cost Projection Reporting:  Special note for new capitated programs

The State is implementing the first year of a new capitated program (converting from fee-for-service reimbursement).  The first year that the State implements a capitated program, the State will be making capitated payments for future services while it is reimbursing FFS claims from retrospective periods.  This will cause State expenditures in the initial period to be much higher than usual.  In order to adjust for this double payment, the State should not use the first quarter of costs (immediately following implementation) from the CMS-64 to calculate future Waiver Cost Projections, unless the State can distinguish and exclude dates of services prior to the implementation of the capitated program. 

a.___
The State has excluded the first quarter of costs of the CMS-64 from the cost-effectiveness calculations and is basing the cost-effectiveness projections on the remaining quarters of data. 

b.___
The State has included the first quarter of costs in the CMS-64 and excluded claims for dates of services prior to the implementation of the capitated program.

Special Note for initial combined waivers (Capitated and PCCM) only:

Adjustments Unique to the Combined Capitated and PCCM Cost-effectiveness Calculations -- Some adjustments to the Waiver Cost Projection are applicable only to the capitated program.  When these adjustments are taken, there will need to be an offsetting adjustment to the PCCM Base year Costs in order to make the PCCM costs comparable to the Waiver Cost Projection. In other words, because we are creating a single combined Waiver Cost Projection applicable to the PCCM and capitated waiver portions of the waiver, offsetting adjustments (positive and/or negative) need to be made to the PCCM Actual Waiver Cost for certain capitated-only adjustments.  When an offsetting adjustment is made, please note and include an explanation and your calculations.  The three most common offsetting adjustments that will be needed are noted in the chart below and indicated with an asterisk (*) in the preprint.

	Adjustment
	Capitated Program
	PCCM Program 

	Administrative Adjustment
	The Capitated Waiver Cost Projection includes an administrative cost adjustment.  That adjustment is added into the combined Waiver Cost Projection adjustment.  (This in effect adds an amount for administration to the Waiver Cost Projection for both the PCCM and Capitated program.  You must now remove the impermissible costs from the PCCM With Waiver Calculations -- See the next column)
	The PCCM Actual Waiver Cost must include an exact offsetting addition of the amount of the PMPM Waiver Cost Projection adjustment.  (While this may seem counter-intuitive, adding the exact amount to the PCCM PMPM Actual Waiver Cost will subtract out of the equation: 

PMPM Waiver Cost Projection – PMPM Actual Waiver Cost = PMPM Cost-effectiveness).  



	Third-Party Liability Adjustment
	The MCO will collect and keep TPL recoveries.  The Capitated Waiver Cost Projection is created less the Third-Party Liability amount. That adjustment is subtracted from the combined Waiver Cost Projection adjustment.
	The PCCM Actual Waiver Costs must be calculated less the TPL recovery amount expected in the PCCM program.

	Pharmacy Rebate Adjustment
	The Capitated Waiver Cost Projection is created less the pharmacy rebate amount. That adjustment is subtracted from the combined Waiver Cost Projection adjustment.
	The PCCM Actual Waiver Costs must be calculated less the pharmacy rebate amount expected in the PCCM program.


n. Other adjustments:  Federal law, regulation, or policy change: If the federal government changes policy affecting Medicaid reimbursement, the State must adjust P1 and P2 to reflect all changes. 
· Once the State’s FFS institutional excess UPL is phased out, CMS will no longer match excess institutional UPL payments. 
· Excess payments addressed through transition periods should not be included in the 1915(b) cost‑effectiveness process.  Any State with excess payments should exclude the excess amount and only include the supplemental amount under 100% of the institutional UPL in the cost effectiveness process. 

· For all other payments made under the UPL, including supplemental payments, the costs should be included in the cost effectiveness calculations.  This would apply to PCCM enrollees and to PAHP, PIHP or MCO enrollees if the institutional services were provided as FFS wrap‑around.  The recipient of the supplemental payment does not matter for the purposes of this analysis.

1.___ No adjustment was made.

2.___ This adjustment was made (Please describe)  This adjustment must be mathematically accounted for in Appendix D5.

J. Conversion or Renewal Waiver Cost Projection and Adjustments.  

If this is an Initial waiver submission, skip this section: States may need to make certain adjustments to the Waiver Cost Projection in order to accurately reflect the waiver program.  If the State has made an adjustment to its Waiver Cost Projection, the State should note the adjustment and its location in Appendix D4, and include information on the basis and method, and mathematically account for the adjustment in Appendix D5. 
CMS should examine the Actual Waiver Costs to ensure that if the State did not implement a programmatic adjustment built into the previous Waiver Cost Projection, that the State did not expend funds associated with the adjustment that was not implemented.   

If the State implements a one-time only provision in its managed care program (typically administrative costs), the State should not reflect the adjustment in a permanent manner.  CMS should examine future Waiver Cost Projections to ensure one-time-only adjustments are not permanently incorporated into the projections.

a. 
State Plan Services Trend Adjustment – the State must trend the data forward to reflect cost and utilization increases.   The R1 and R2 (BY for conversion) data already include the actual Medicaid cost changes for the population enrolled in the program. This adjustment reflects the expected cost and utilization increases in the managed care program from R2 (BY for conversion) to the end of the waiver (P2).  Trend adjustments may be service-specific and expressed as percentage factors.  Some states calculate utilization and cost separately, while other states calculate a single trend rate.  The State must document the method used and how utilization and cost increases are not duplicative if they are calculated separately.  This adjustment must be mutually exclusive of programmatic/policy/pricing changes and CANNOT be taken twice.  The State must document how it ensures there is no duplication with programmatic/policy/pricing changes.
1._X_
[Required, if the State’s BY or R2 is more than 3 months prior to the beginning of P1] The State is using actual State cost increases to trend past data to the current time period (i.e., trending from 1999 to present)  The actual trend rate used is: Please document how that trend was calculated: 


The Base Year is composed of actual monthly expenditures by date of payment from the SIPP program for State Fiscal Year 2003/04 which is the most recent complete fiscal year.  Additional completed months were available at the time this projection was done.  Since this program has had such significant increases in the past two years, the Agency utilized all complete data for the program and impacted service (TCM). 

a. Current eligibility data is available through September 2005.  Projections were based on growth over the last 12 month period ending September 2005.

b. SIPP expenditure data is available through September 2005 as well as Date of Payment was used in the projections.  In addition, an increase of 20 authorized beds was implemented in June 2005.  During the Base Year, there was an average occupancy rate of 98 percent which is 11 percent higher than the prior year.  The Agency predicts the occupancy rate will continue to increase but not reach 100 percent.  Therefore, we estimate that during P1 and P2 there will be 99 percent SIPP bed occupancy for the program.

c. Complete TCM data is available through March 2005.  There has been tremendous growth in this area alone that would be missed by only considering the Base Year data.  The data and growth rates are unstable for this service and it is unclear at this time the rate of growth that will continue.  The State has estimated that the TCM for SIPP recipients has reached a level in which growth should be minimum.  Therefore, the current utilization of 20.98 hours per month per recipient is held constant throughout P1 and P2 with the only variable being the recipients that access the service which is a 3 percent increase per month.

For additional data please refer to the attached spreadsheet.

2._X_
[Required, to trend BY/R2 to P1 and P2 in the future] When cost increases are unknown and in the future, the State is using a predictive trend of either State historical cost increases or national or regional factors that are predictive of future costs (same requirement as capitated ratesetting regulations) (i.e., trending from present into the future).

i. __X State historical cost increases. Please indicate the years on which the rates are based: base years July 2003-June 2004 In addition, please indicate the mathematical method used (multiple regression, linear regression, chi-square, least squares, exponential smoothing, etc.).   Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase such as changes in technology, practice patterns, and/or units of service PMPM.  Please see # 1 response.

ii. N/A 
National or regional factors that are predictive of this waiver’s future costs.  Please indicate the services and indicators used ______________.  In addition, please indicate how this factor was determined to be predictive of this waiver’s future costs. Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase such as changes in technology, practice patterns, and/or units of service PMPM. 

3. N/A The State estimated the PMPM cost changes in units of service, technology and/or practice patterns that would occur in the waiver separate from cost increase.  Utilization adjustments made were service-specific and expressed as percentage factors.  The State has documented how utilization and cost increases were not duplicated. This adjustment reflects the changes in utilization between R2 and P1 and between years P1 and P2.

i. Please indicate the years on which the utilization rate was based (if calculated separately only).  

ii. Please document how the utilization did not duplicate separate cost increase trends. 

b. _X__ State Plan Services Programmatic/Policy/Pricing Change Adjustment:  These adjustments should account for any programmatic changes that are not cost neutral and that affect the Waiver Cost Projection.  For example, changes in rates, changes brought about by legal action, or changes brought about by legislation.  For example, Federal mandates, changes in hospital payment from per diem rates to Diagnostic Related Group (DRG) rates or changes in the benefit coverage of the FFS program. This adjustment must be mutually exclusive of trend and CANNOT be taken twice.  The State must document how it ensures there is no duplication with trend. If the State is changing one of the aspects noted above in the FFS State Plan then the State needs to estimate the impact of that adjustment. Note: FFP on rates cannot be claimed until CMS approves the SPA per the 1/2/01 SMD letter.  Prior approval of capitation rates is contingent upon approval of the SPA.  The R2 data was adjusted for changes that will occur after the R2 (BY for conversion) and during P1 and P2 that affect the overall Medicaid program.

Others:

· Additional State Plan Services (+)

· Reductions in State Plan Services (-)

· Legislative or Court Mandated Changes to the Program Structure or fee schedule not accounted for in Cost increase or pricing (+/-)

· Graduate Medical Education (GME) Changes - This adjustment accounts for changes in any GME payments in the program. 42 CFR 438.6(c)(5) specifies that States can include or exclude GME payments from the capitation rates.  However, GME payments must be included in cost-effectiveness calculations. 

· Copayment Changes -  This adjustment accounts for changes from R2 to P1 in any copayments that are collected under the FFS program, but not collected in the MCO/PIHP/PAHP capitated program.  States must ensure that these copayments are included in the Waiver Cost Projection if not to be collected in the capitated program.  If the State is changing the copayments in the FFS program then the State needs to estimate the impact of that adjustment.

1.___
The State has chosen not to make an adjustment because there were no programmatic or policy changes in the FFS program after the MMIS claims tape was created.  In addition, the State anticipates no programmatic or policy changes during the waiver period.  

2._X_
An adjustment was necessary and is listed and described below:

i.__ The State projects an externally driven State Medicaid managed care rate increases/decreases between the base and rate periods. 

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

ii.__ The State has projected no externally driven managed care rate increases/decreases in the managed care rates.

iii.__ The adjustment is a one-time only adjustment that should be deducted out of subsequent waiver renewal projections (i.e., start-up costs).  Please explain: 

iv.__ Changes brought about by legal action (please describe):

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

v.__ Changes in legislation (please describe):

For each change, please report the following: 

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):

vi.__ Other (please describe):

A.____ The size of the adjustment was based upon a newly approved State Plan Amendment (SPA). PMPM size of adjustment _______

B.____ The size of the adjustment was based on pending SPA. Approximate PMPM size of adjustment _______

C.____ Determine adjustment based on currently approved SPA. PMPM size of adjustment _______

D.____ Other (please describe):  
As previously discussed in Section F.a., due to policy changes, the state expects a stable utilization of Targeted Case Management for P1 and P2.  Recipients are currently receiving an average of 20.98 hours per month of Targeted Case Management services each month at $40/hour, based on an average length of stay of 4 to 6 months.  The expenditures for Targeted Case Management will increase in line with caseload increases.  Since, this is a service that is provided in addition to the SIPP services, a separate forecast of TCM expenditures was needed.  

c.___ Administrative Cost Adjustment:  This adjustment accounts for changes in the managed care program. The administrative expense factor in the renewal is based on the administrative costs for the eligible population participating in the waiver for managed care. Examples of these costs include per claim claims processing costs, additional per record PRO review costs, and additional Surveillance and Utilization Review System (SURS) costs; as well as actuarial contracts, consulting, encounter data processing, independent assessments, EQRO reviews, etc. Note: one-time administration costs should not be built into the cost-effectiveness test on a long-term basis. States should use all relevant Medicaid administration claiming rules for administration costs they attribute to the managed care program.  If the State is changing the administration in the managed care program then the State needs to estimate the impact of that adjustment.

1.___
No adjustment was necessary and no change is anticipated.

2.__X
An administrative adjustment was made. 

i.___
Administrative functions will change in the period between the beginning of P1 and the end of P2.  Please describe:

ii.___
Cost increases were accounted for.

A.____ Determine administration adjustment based upon an approved contract or cost allocation plan amendment (CAP). 

B.____ Determine administration adjustment based on pending contract or cost allocation plan amendment (CAP).

C.____ Other (please describe): Administrative adjustment of 2.5 percent was made in Appendix D5, Cells Y13 and Y27, to account for inflation of administrative cost listed in Appendix D2.A each year.

iii.___ [Required, when State Plan services were purchased through a sole source procurement with a governmental entity.  No other State administrative adjustment is allowed.] If cost increase trends are unknown and in the future, the State must use the lower of: Actual State administration costs trended forward at the State historical administration trend rate or Actual State administration costs trended forward at the State Plan services trend rate.  Please  document both trend rates and indicate which trend rate was used.

 A.
Actual State Administration costs trended forward at the State historical administration trend rate. Please indicate the years on which the rates are based: base years_______________  In addition, please indicate the mathematical method used (multiple regression, linear regression, chi-square, least squares, exponential smoothing, etc.).  Finally, please note and explain if the State’s cost increase calculation includes more factors than a price increase. 

B. 
Actual State Administration costs trended forward at the State Plan Service Trend rate. Please indicate the State Plan Service trend rate from Section D.IV.J.a. above ______.

 d. 
1915(b)(3) Trend Adjustment: The State must document the amount of 1915(b)(3) services in the R1/R2/BY Section D.IV.J.a above. The R1/R2/BY already includes the actual trend for the 1915(b)(3) services in the program. This adjustment reflects the expected trend in the 1915(b)(3) services between the R2/BY and P1 of the waiver and the trend between the beginning of the program (P1) and the end of the program (P2).  Trend adjustments may be service-specific and expressed as percentage factors. 

1.___
[Required, if the State’s BY or R2 is more than 3 months prior to the beginning of P1 to trend BY or R2 to P1] The State is using the actual State historical trend to project past data to the current time period (i.e., trending from 1999 to present). The actual documented trend is: __________.   Please provide documentation.

2.___
[Required, when the State’s BY or R2 is trended to P2. No other 1915(b)(3) adjustment is allowed] If trends are unknown and in the future (i.e., trending from present into the future), the State must use the lower of State historical 1915(b)(3) trend or the State’s trend for State Plan Services.  Please document both trend rates and indicate which trend rate was used.

i.
State historical 1915(b)(3) trend rates

1. Please indicate the years on which the rates are based: base years_______________ 

2. Please indicate the mathematical method used (multiple regression, linear regression, chi-square, least squares, exponential smoothing, etc.):

ii. 
State Plan Service Trend

1.
Please indicate the State Plan Service trend rate from Section D.IV.J.a. above ______.

Incentives (not in capitated payment) Trend Adjustment: Trend is limited to the rate for State Plan services. 

1. List the State Plan trend rate by MEG from Section D.IV.J.a _______

2. List the Incentive trend rate by MEG if different from Section D.IV.J.a. _______

3. Explain any differences: 

Other Adjustments including but not limited to federal government changes. (Please Describe): 

· If the federal government changes policy affecting Medicaid reimbursement, the State must adjust P1 and P2 to reflect all changes.  
· Once the State’s FFS institutional excess UPL is phased out, CMS will no longer match excess institutional UPL payments. 
· Excess payments addressed through transition periods should not be included in the 1915(b) cost‑effectiveness process.  Any State with excess payments should exclude the excess amount and only include the supplemental amount under 100% of the institutional UPL in the cost effectiveness process. 

· For all other payments made under the UPL, including supplemental payments, the costs should be included in the cost effectiveness calculations.  This would apply to PCCM enrollees and to PAHP, PIHP or MCO enrollees if the institutional services were provided as FFS wrap‑around.  The recipient of the supplemental payment does not matter for the purposes of this analysis.

1.___ No adjustment was made.

2.___ This adjustment was made (Please describe).  This adjustment must be mathematically accounted for in Appendix D5.

K. Appendix D5 – Waiver Cost Projection

The State should complete these appendices and include explanations of all adjustments in Section D.IV.I and D.IV.J above.  

L. Appendix D6 – RO Targets

The State should complete these appendices and include explanations of all trends in enrollment in Section D.IV.E. above.

M. Appendix D7 - Summary

a. Please explain any variance in the overall percentage change in spending from BY/R1 to P2. 

1. Please explain caseload changes contributing to the overall annualized rate of change in Appendix D7 Column I.  This response should be consistent with or the same as the answer given by the State in Section D.IV.E. c & d: 
2. Please explain unit cost changes contributing to the overall annualized rate of change in Appendix D7 Column I.  This response should be consistent with or the same as the answer given by the State in the State’s explanation of cost increase given in Section D.IV.I and D.IV.J: 

3. Please explain utilization changes contributing to the overall annualized rate of change in Appendix D7 Column I.  This response should be consistent with or the same as the answer given by the State in the State’s explanation of utilization given in Section D.IV.I and D.IV.J:

4. Please note any other principal factors contributing to the overall annualized rate of change in Appendix D7 Column I.
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Facility notified of outcome by mail within three working days 





Second Board-certified physician reviews case and provides determination within 30 days of the request 





* Hearing may be requested by recipient or legal guardian, attending physician or facility; request is sent to the Agency for Health Care Administration 





Reconsideration/appeal is requested in writing by facility, recipient/legal guardian, or attending physician after denial by first Board-certified physician within 30 calendar days of the notice of the initial determination





Upholds original determination�and denies request 





Decision is entered in FH's MIS system 





Recipient/legal guardian, facility, and attending physician notified of upheld decision (denial) by letter 





Reverses original determination�and authorizes request 





Facility notified of outcome by mail within three working days 





Decision is entered in FH's MIS system 





�Recipient/legal guardian, facility, and attending physician notified of overturned decision (approval) by letter 
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