CS for SB 1276 First Engrossed (ntc)

1 Abill to be entitled

2 An act relating to health care; anending s.

3 216.341, F.S.; clarifying that certain

4 provisions relate to the di sbursenent of trust
5 funds of the Departnent of Health, not county

6 heal t h departnent trust funds; providing that

7 certain limtations on the nunber of authorized
8 positions do not apply to positions in the

9 Departnent of Health funded by specified

10 sources; anending s. 400.23, F.S.; reducing the
11 nursi ng hone staffing requirenent for certified
12 nursi ng assi stants; anmending s. 409.814, F.S.
13 as anended, relating to eligibility for the

14 Florida KidCare program providing that a child
15 who is otherw se disqualified based on a

16 preexi sting nedical condition shall be eligible
17 when enroll nent is possible; anmending s.

18 409.903, F. S.; anending incone |evels that

19 determine the eligibility of pregnant wonen and
20 children under 1 year of age for mandatory
21 nedi cal assistance; anmending s. 409.904, F.S.
22 clarifying Medicaid recipients' responsibility
23 for the cost of nursing hone care; providing
24 limtations on the care available to certain
25 persons under "nedically needy" coverage;
26 anmendi ng i ncorme | evels that deternine the
27 eligibility of children under 1 year of age for
28 optional nedical assistance; anending s.
29 409.905, F.S.; deleting an obsol ete reference;
30 establishing a utilization-nmanagenent program
31 for private duty nursing for children and
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1 hospi tal neonatal intensive-care stays;
2 establishing a hospitalist program elininating
3 transportation services for nondisabl ed
4 beneficiaries; authorizing the Agency for
5 Health Care Administration to contract for
6 transportation services; anending s. 409. 906,
7 F.S.; allowi ng the consolidation of certain
8 services; authorizing the inplenentation of a
9 hone- based and communi ty-based services
10 utilization-nmanagenent program specifying the
11 i ncone standard for hospice care; anending s.
12 409.9065, F.S.; allowing the Agency for Health
13 Care Administration to operate a linmted
14 phar maceuti cal expense assi stance program under
15 specified conditions; providing limtations on
16 benefits under the program providing for
17 copaynents; amending s. 409.907, F.S.
18 clarifying that Medicaid provider network
19 status is not an entitlenent; anending s.
20 409.911, F. S.; establishing the Medicaid
21 Di sproportionate Share Council; anending s.
22 409.912, F. S.; reducing payrment for
23 phar maceuti cal ingredient prices; expanding the
24 exi sting pharmaceutical supplenental rebate
25 threshold to a m ni num of 27 percent;
26 authorizing a return and reuse prescription
27 drug program allowing for utilization
28 managenent and prior authorization for certain
29 categories of drugs; limting allowable nonthly
30 dosi ng of drugs that enhance or enabl e sexua
31 perfornmance; nodi fying Medi caid prescribed drug
2
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1 coverage to allow for preferred daily dosages
2 of certain select pharnaceuticals; authorizing
3 a prior-authorization programfor the off-1|abe
4 use of Medicaid prescribed pharnaceuticals;
5 adopting an al gorithmbased treatnent protoco
6 for select nental health disorders; requiring
7 the agency to inplenent a behavioral health
8 drug managenent program financed through an
9 agreenent with pharnmaceutical manufacturers;
10 provi di ng contract requirenments and program
11 requi renments; providing for application of
12 certain drug limts and prior-authorization
13 requirenents if the agency is unable to
14 negotiate a contract; allowing for linitation
15 of the Medicaid provider networks; anending s.
16 409.9122, F.S.; revising prerequisites to
17 mandat ory assi gnnent; specifying nanaged care
18 enroll nment in certain areas of the state;
19 requiring certain Medicaid applicants to sel ect
20 a managed care plan at the tine of application
21 el imnating the exclusion of special hospita
22 payrments fromrates for health naintenance
23 organi zations; providing technical updates;
24 anmendi ng ss. 430. 204 and 430. 205, F.S.
25 rescinding the expiration of certain funding
26 provisions relating to
27 communi ty-care-for-the-elderly core services
28 and to the community care service system
29 anending s. 624.91, F.S., the Florida Healthy
30 Ki ds Corporation Act; deleting certain
31 eligibility requirenments for state-funded
3
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assi stance in paying prenmiuns for the Florida
Heal thy Kids program requiring purchases to be
made in a nmanner consistent with delivering
accessi bl e nedical care; providing an effective
dat e.

Be It Enacted by the Legislature of the State of Florida:

Section 1. Section 216.341, Florida Statutes, is
amended to read:

216. 341 Disbursenent of Departnent of Health eeunty
heatth—departrent trust funds; appropriation of authorized

positions. --

(1) County health departnment trust funds may be
expended by the Departnent of Health for the respective county
health departnents in accordance with budgets and pl ans agreed
upon by the county authorities of each county and the
Depart nent of Health.

(2) The requirenent Hmtations—enr—appropriations
provided in s. 216.262(1) shall not apply to Departnment of

Heal th positions funded bhy:

(a) County health department trust funds; or=—
(b) The United States Trust Fund.
Section 2. Effective May 1, 2004, paragraph (a) of
subsection (3) of section 400.23, Florida Statutes, is anmended

to read:

400. 23 Rules; evaluation and deficiencies; |icensure
status. --

(3)(a) The agency shall adopt rules providing fer—the
m ni nrum staffing standards regut+renents for nursing hones.
These standards regti+rerents shall require inetude, in for

4
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1| each nursing hone facility, a mninumcertified nursing
2| assistant staffing of 2.3 hours of direct care per resident
3 | per day begi nning January 1, 2002, and increasing to 2.6 hours
4| of direct care per resident per day begi nning January 1, 2003+
5 | ant—nereasingto—2-9hours—of—direct—care—per—+restdent—per
6 | day—beginning—vay—1,—2664. Begi nning January 1, 2002, no
7| facility shall staff bel ow one certified nursing assistant per
8] 20 residents, and a mininmumlicensed nursing staffing of 1.0
9 | hour of direct resident care per resident per day but never
10 | bel ow one |icensed nurse per 40 residents. Nursing assistants
11 | enpl oyed never bel ow one |icensed nurse per 40 residents.
12 | Nursing assistants enpl oyed under s. 400.211(2) nay be
13 ] included in conputing the staffing ratio for certified nursing
14 | assistants only if they provide nursing assistance services to
15| residents on a full-time basis. Each nursing hone nust
16 | docunent conpliance with staffing standards as required under
17 | this paragraph and post daily the nanmes of staff on duty for
18 | the benefit of facility residents and the public. The agency
19 | shall recognize the use of |icensed nurses for conpliance with
20| minimum staffing requirenents for certified nursing
21| assistants, provided that the facility otherw se neets the
22 | minimum staffing requirenents for licensed nurses and that the
23| licensed nurses so recogni zed are performng the duties of a
24 | certified nursing assistant. Unl ess ot herw se approved by the
25| agency, licensed nurses counted towards the mi ni nrum staffing
26 | requirenents for certified nursing assistants nust exclusively
27 | performthe duties of a certified nursing assistant for the
28 | entire shift and shall not al so be counted towards the m ni mum
29 | staffing requirenents for licensed nurses. If the agency
30 | approved a facility's request to use a licensed nurse to
31| performboth licensed nursing and certified nursing assistant
5
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duties, the facility nust allocate the anount of staff tine
specifically spent on each set of eertifiednursingassistant
duties for the purpose of docunenting conpliance wth mininmm
staffing requirenents for certified and |icensed nursing
staff. In no event may the hours of a licensed nurse with dua
job responsibilities be counted twi ce.

Section 3. Section 409.814, Florida Statutes, as
anmended by CS for SB 2000, 1st engrossed, is anended to read:

409.814 Eligibility.--A child who has not reached 19
years of age whose fanily incone is equal to or bel ow 200
percent of the federal poverty level is eligible for the
Florida KidCare programas provided in this section. Achild
who is otherwise eligible for KidCare and who has a

preexi sting condition that prevents coverage under another

i nsurance plan as described in subsection (4) which would have
disqualified the child for KidCare if the child were able to
enroll in the plan shall be eligible for KidCare coverage when

enrollment is possible.For enrollnment in the Children's

Medi cal Services network, a conplete application includes the
nedi cal or behavioral health screening. If, subsequently, an

individual is deternmined to be ineligible for coverage, he or
she nust immedi ately be disenrolled fromthe respective

Fl ori da Ki dCare program conponent.

(1) Achild who is eligible for Medicaid coverage
under s. 409.903 or s. 409.904 nust be enrolled in Mdicaid
and is not eligible to receive health benefits under any other
heal th benefits coverage authorized under the Florida KidCare
program

(2) Achild who is not eligible for Mdicaid, but who
is eligible for the Florida KidCare program nmay obtain health
benefits coverage under any of the other conponents listed in

6
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s. 409.813 if such coverage is approved and available in the
county in which the child resides. However, a child who is
eligible for Medikids nay participate in the Florida Healthy
Kids programonly if the child has a sibling participating in
the Florida Healthy Kids programand the child' s county of
residence pernits such enroll nent.

(3) Achild who is eligible for the Florida KidCare
programwho is a child with special health care needs, as
determ ned through a nedical or behavioral screening
instrunent, is eligible for health benefits coverage from and
shall be referred to the Children's Medical Services network.

(4) The following children are not eligible to receive
prem um assi stance for health benefits coverage under the
Fl orida KidCare program except under Medicaid if the child
woul d have been eligible for Medicaid under s. 409.903 or s.
409. 904 as of June 1, 1997:

(a) Achild who is eligible for coverage under a state
health benefit plan on the basis of a famly nenber's
enpl oynent with a public agency in the state.

(b) Achild who is currently eligible for or covered
under a fanmily nenber's group health benefit plan or under
ot her enpl oyer health insurance coverage, excluding coverage
provi ded under the Florida Healthy Kids Corporation as
establ i shed under s. 624.91, provided that the cost of the
child's participation is not greater than 5 percent of the
famly's incone. This provision shall be applied during
redetermnation for children who were enrolled prior to July
1, 2004. These enrollees shall have 6 nonths of eligibility
following redetermnation to allow for a transition to the
ot her health benefit plan

7
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(c) Achild who is seeking prenm um assi stance for the
Fl orida Ki dCare programthrough enpl oyer-sponsored group
coverage, if the child has been covered by the sane enpl oyer's
group coverage during the 6 nonths prior to the famly's
submtting an application for determnation of eligibility
under the program

(d) Achild who is an alien, but who does not neet the
definition of qualified alien, in the United States.

(e) Achild who is an inmate of a public institution
or a patient in an institution for nental diseases.

(f) A child who has had his or her coverage in an
enpl oyer - sponsored health benefit plan voluntarily canceled in
the last 6 nonths, except those children who were on the
waiting list prior to January 31, 2004.

(5) A child wheseftamty—inecore—+s—above—200-—percent
of—the—ftederal—povertytevel—or—a—chi+d who i s excluded under
the provisions of subsection (4) may participate in the
Fl orida KidCare program excluding the Medicaid program but
is subject to the foll owing provisions:

(a) The family is not eligible for prem um assi stance
payrments and nust pay the full cost of the prem um including
any administrative costs.

(b) The agency is authorized to place limts on
enroll ment in Medikids by these children in order to avoid
adverse sel ection. The nunber of children participating in
Medi ki ds whose fanily incone exceeds 200 percent of the
federal poverty level nust not exceed 10 percent of total
enroll ees in the Medi ki ds program

(c) The board of directors of the Florida Healthy Kids
Corporation is authorized to place limts on enrollnent of
these children in order to avoi d adverse selection. In

8
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addition, the board is authorized to offer a reduced benefit
package to these children in order to linmt programcosts for
such fam lies. The nunber of children participating in the

Fl orida Heal thy Kids programwhose famly incone exceeds 200
percent of the federal poverty |evel nust not exceed 10
percent of total enrollees in the Florida Healthy Kids
program

(d) Children described in this subsection are not
counted in the annual enrollnent ceiling for the Florida
Ki dCar e program

(6) Once achildis enrolled in the Florida KidCare
program the child is eligible for coverage under the program
for 6 months without a redeterm nation or reverification of
eligibility, if the fanmily continues to pay the applicable
premium Eligibility for program conponents funded through
Title XXI of the Social Security Act shall term nate when a
child attains the age of 19. Effective January 1, 1999, a
child who has not attained the age of 5 and who has been
determined eligible for the Medicaid programis eligible for
coverage for 12 nonths wi thout a redeterm nation or
reverification of eligibility.

(7) \When deternmining or reviewing a child's
eligibility under the Florida KidCare program the applicant
shal |l be provided with reasonabl e notice of changes in
eligibility which nay affect enrollnent in one or nore of the
program conponents. Wen a transition from one program
conponent to another is authorized, there shall be cooperation
bet ween t he program conponents and the affected fanily which
pronmotes continuity of health care coverage. Any authorized
transfers nust be managed within the program s overal
appropriated or authorized |levels of funding. Each conponent

9
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of the program shall establish a reserve to ensure that
transfers between conponents will be acconplished within
current year appropriations. These reserves shall be revi ewed
by each convening of the Social Services Estimating Conference
to determ ne the adequacy of such reserves to neet actua
experi ence.

(8) In deternmining the eligibility of a child, an
assets test is not required. Each applicant shall provide
written docunmentation during the application process and the
redeterm nation process, including, but not limted to, the
fol | owi ng:

(a) Proof of family incone supported by copies of any

federal incone tax return for the prior year, any wages and

earni ngs statenents (W2 forns), and any other appropriate

docunent .

(b) A statenent fromall famly nenbers that:

1. Their enployer does not sponsor a health benefit
pl an for enpl oyees; or

2. The potential enrollee is not covered by the
enpl oyer - sponsored health benefit plan because the potential
enrollee is not eligible for coverage, or, if the potential
enrollee is eligible but not covered, a statenent of the cost
to enroll the potential enrollee in the enpl oyer-sponsored
heal th benefit plan.

(9) Subject to paragraph (4)(b) and s. 624.91(3), the
Fl orida KidCare programshall w thhold benefits from an
enrollee if the program obtains evidence that the enrollee is
no longer eligible, submtted incorrect or fraudul ent
information in order to establish eligibility, or failed to
provide verification of eligibility. The applicant or enrollee
shall be notified that because of such evidence program

10
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benefits will be withheld unless the applicant or enrollee
contacts a designated representative of the programby a

speci fied date, which nust be within 10 days after the date of
notice, to discuss and resolve the matter. The program shal
nmake every effort to resolve the matter within a tinmefrane
that will not cause benefits to be withheld froman eligible
enrol | ee.

(10) The follow ng individuals may be subject to
prosecution in accordance with s. 414. 39:

(a) An applicant obtaining or attenpting to obtain
benefits for a potential enrollee under the Florida KidCare
program when the applicant knows or should have known the
potential enrollee does not qualify for the Florida KidCare
program

(b) An individual who assists an applicant in
obtaining or attenpting to obtain benefits for a potenti al
enrol | ee under the Florida KidCare program when the individua
knows or shoul d have known the potential enrollee does not
gqualify for the Florida KidCare program

Section 4. Subsection (5) of section 409.903, Florida
Statutes, is anended to read:

409.903 Mandatory paynents for eligible persons.--The
agency shall make paynents for nedical assistance and rel ated
services on behalf of the foll owing persons who the
departnent, or the Social Security Adninistration by contract
with the Departnent of Children and Fanmily Services,
determ nes to be eligible, subject to the inconme, assets, and
categorical eligibility tests set forth in federal and state
| aw. Paynent on behalf of these Medicaid eligible persons is
subject to the availability of noneys and any linitations
establ i shed by the General Appropriations Act or chapter 216.

11
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(5) Effective Cctober 1, 2004, a pregnant wonan for

the duration of her pregnancy and for the postpartum period as
defined in federal law and rule, or a child under age 1, if
either is living in a fanmily that has an incone which is at or
bel ow 150 percent of the npbst current federal poverty |evel

or—betow185perecent—of—thernost—rcurrent—Federal—poverty

Fevel. Such a person is not subject to an assets test.

Further, a pregnant worman who applies for eligibility for the
Medi caid programthrough a qualified Medicaid provider nust be
of fered the opportunity, subject to federal rules, to be made
presunptively eligible for the Medicaid program

Section 5. Subsections (2), (3), and (8) of section
409.904, Florida Statutes, are anended to read:

409.904 Optional paynents for eligible persons.--The
agency may nmake paynents for nedical assistance and rel ated
services on behalf of the foll owing persons who are determ ned
to be eligible subject to the incone, assets, and categorica
eligibility tests set forth in federal and state |aw. Paynent
on behal f of these Medicaid eligible persons is subject to the
availability of nobneys and any linmtations established by the
CGeneral Appropriations Act or chapter 216.

(2) A fanmly, a pregnant worman, a child under age 21
a person age 65 or over, or a blind or disabled person, who
woul d be eligible under any group listed in s. 409.903(1),

(2), or (3), except that the incone or assets of such fanmly
or person exceed established limtations. For a famly or
person in one of these coverage groups, nedical expenses are
deductible fromincone in accordance with federal requirenents
in order to nake a determination of eligibility. Children and

preghant wonen A—famty—or—person eligible under the coverage

12
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1| known as the "nedically needy;" are +s eligible to receive the
2 | sane services as other Medicaid recipients, with the exception
3| of services in skilled nursing facilities and internedi ate

4| care facilities for the developnentally di sabled. Effective

5] January 1, 2005, parents or caretaker relatives of children

6| eligible under the coverage known as "nedically needy" and

7 | aged, blind, or disabled persons eligible under such coverage
8| are limted to pharnacy services only.

9 (3) A person who is in need of the services of a

10| licensed nursing facility, a licensed internediate care

11| facility for the devel opnental ly disabled, or a state nental
12 | hospital, whose incone does not exceed 300 percent of the SSI
13 | i ncone standard, and who neets the assets standards

14 | established under federal and state law. In determning the
15| person's responsibility for the cost of care, the foll ow ng
16 | amounts nust be deducted fromthe person's incone:

17 (a) The nonthly personal allowance for residents as

18 | set based on appropriations.

19 (b) The reasonabl e costs of nedically necessary
20 | services and supplies that are not reinbursable by the
21 | Medi cai d program
22 (c) The cost of prem uns, copaynents, coinsurance, and
23 | deducti bl es for supplenental health insurance.
24 (8) Effective October 1, 2004,a child under 1 year of
25| age who lives in a famly that has an income above 150 185
26 | percent of the nost recently published federal poverty |evel,
27 | but which is at or below 200 percent of such poverty level. In
28 | determining the eligibility of such child, an assets test is
29 | not required. Achild who is eligible for Medicaid under this
30 | subsection nust be offered the opportunity, subject to federa
31| rules, to be made presunptively eligible.

13
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Section 6. Section 409.905, Florida Statutes, is
amended to read:

409. 905 Mandatory Medicaid services. --The agency may
nmake paynents for the follow ng services, which are required
of—the—state by Title XIX of the Social Security Act,
furni shed by Medicaid providers to recipients who are
determined to be eligible on the dates on which the services
were provided. Any service under this section shall be
provi ded only when nedically necessary and in accordance with
state and federal |aw. Mandatory services rendered by
providers in nobile units to Medicaid recipients my be
restricted by the agency. Nothing in this section shall be
construed to prevent or limt the agency from adjusting fees,
rei mbursenent rates, |lengths of stay, nunber of visits, nunber
of services, or any other adjustnents necessary to conply with
the availability of noneys and any linitations or directions
provided for in the General Appropriations Act or chapter 216.

(1) ADVANCED REGQ STERED NURSE PRACTI TI ONER
SERVI CES. - - The agency shall pay for services provided to a
recipient by a licensed advanced regi stered nurse practitioner
who has a valid coll aboration agreement with a |icensed
physician on file with the Departnent of Health or who
provi des anesthesia services in accordance with established
protocol required by state | aw and approved by the nedica
staff of the facility in which the anesthetic service is
perforned. Reinbursenent for such services nust be provided in
an anount that equals not |ess than 80 percent of the
rei mbursenent to a physician who provides the sane services,
unl ess ot herwi se provided for in the General Appropriations
Act .

14
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(2) EARLY AND PERI ODI C SCREENI NG, DI AGNCSI S, AND
TREATMENT SERVI CES. - - The agency shall pay for early and
periodi c screening and di agnosis of a recipient under age 21
to ascertain physical and nental problens and conditions and
provide treatnent to correct or aneliorate these problens and
conditions. These services include all services deternined by
the agency to be nedically necessary for the treatnent,
correction, or anelioration of these problens, including
personal care, private duty nursing, durable nedica
equi pnent, physical therapy, occupational therapy, speech
t herapy, respiratory therapy, and i nmmuni zati ons.

(3) FAMLY PLANNI NG SERVI CES. - - The agency shal |l pay
for services necessary to enable a recipient voluntarily to
plan family size or to space children. These services include
i nformation; education; counseling regarding the availability,
benefits, and risks of each nethod of pregnancy prevention
drugs and supplies; and necessary nedical care and foll owp.
Each recipient participating in the famly planning portion of
t he Medi caid program nust be provided freedomto choose any
alternative nethod of family planning, as required by federa
| aw.

(4) HOVE HEALTH CARE SERVI CES. - - The agency shal |l pay
for nursing and hone health aide services, supplies,
appl i ances, and durabl e nedi cal equi pnent, necessary to assi st
a recipient living at hone. An entity that provides services
pursuant to this subsection shall be |icensed under part |V of

chapter 400 er—part—tH—oef—chapter—499,—if——appropriate. These

servi ces, equiprent, and supplies, or reinbursenent therefor

and do not include services, equipnent, or supplies provided
to a person residing in a hospital or nursing facility.

15
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(a) In providing home health care services, the agency
may require prior authorization of care based on diagnosis.
(b) Effective Novenber 1, 2004, the agency shal
i npl erent a conprehensive utilization programthat requires

prior authorization of all private duty nursing services for

children, including children served by the Departnent of

Health's Children's Medical Services program The agency nay

conpetitively bid a contract to select a qualified

organi zation to provide such services. The agency nmay seek

federal waiver approval as necessary to inplenent this policy.
(5) HGOSPI TAL | NPATI ENT SERVI CES. - - The agency shal |l pay
for all covered services provided for the nedical care and

treatnent of a recipient who is adnmitted as an inpatient by a
| icensed physician or dentist to a hospital |icensed under
part | of chapter 395. However, the agency shall linmt the
payrment for inpatient hospital services for a Medicaid

reci pient 21 years of age or older to 45 days or the nunber of

days specified in the annual neecessary—to—econrpty—wththe
Ceneral Appropriations Act.

(a) The agency is authorized to inplenent
rei mbursenent and utilization managenent reforns in order to
conply with any lintations or directions in the Genera
Appropriations Act, which may include, but are not limted to:
prior authorization for inpatient psychiatric days; prior
aut hori zati on for nonenergency hospital inpatient admni ssions
for individuals 21 years of age and ol der; authorization of
energency and urgent-care adm ssions within 24 hours after
admi ssi on; enhanced utilization and concurrent review prograns
for highly utilized services; reduction or elimnation of
covered days of service; adjusting reinbursenment ceilings for
vari abl e costs; adjusting reinbursenment ceilings for fixed and

16
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1| property costs; and inplenenting target rates of increase. The

2| agency may linmt prior authorization for hospital inpatient

3| services to sel ected diagnosis-rel ated groups, based on an

4 | analysis of the cost and potential for unnecessary

5| hospitalizations represented by certain di agnoses. Admni ssions

6| for normal delivery and newborns are exenpt fromrequirenents

7| for prior authorization. In inplenenting the provisions of

8| this section related to prior authorization, the agency shal

9| ensure that the process for authorization is accessible 24

10 | hours per day, 7 days per week and authorization is

11 | autonmatically granted when not denied within 4 hours after the

12 | request. Authorization procedures nust include steps for

13 | review of denials. Upon inplenenting the prior authorization

14 | program for hospital inpatient services, the agency shal

15| discontinue its hospital retrospective review program

16 (b) A licensed hospital maintained primarily for the

17 | care and treatnent of patients having nental disorders or

18 | nental diseases is not eligible to participate in the hospita

19 | inpatient portion of the Medicaid program except as provided

20| in federal law. However, subject to federal Medicaid waiver

21 | approval, the agency nmay pay for the—departrwent—shat—appty

22 .  ithi ’ ’ .

23 | provide hospitalization services for nental health reasons to

24 | children and adults in—thefost—cost—effective—andtowest—cost

25 | settingposstbte—Sueh—waiver—shaH—nectude—a—+eguest—For—the

26 i in hospitals known under federa

27 | law as "institutions for nental disease" or "IMDs." The

28 | wai ver proposal shall propose no additional aggregate cost to

29| the state or Federal Governnent, and shall be conducted in

30| Hillsborough County, Hi ghlands County, Hardee County, Manatee

31| County, and Pol k County. The waiver proposal nmay incorporate
17
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conpetitive bidding for hospital services, conprehensive
brokering, prepaid capitated arrangenents, or other nechanisns
deened by the agency department to show pronise in reducing
the cost of acute care and increasing the effectiveness of

preventive care. When—devetoping The wai ver proposal —the

departwent shall take into account price, quality,
accessibility, linkages of the hospital to conmunity services

and fami |y support prograns, plans of the hospital to ensure
the earliest discharge possible, and the conprehensi veness of
the nmental health and other health care services offered by
participating providers.

(c) The agency fer—Heatth—Care—-Admntstratioen shal
adjust a hospital's current inpatient per diemrate to refl ect
the cost of serving the Medicaid popul ation at that
institution if:

1. The hospital experiences an increase in Medicaid
casel oad by nore than 25 percent in any year, prinmarily
resulting fromthe closure of a hospital in the sane service
area occurring after July 1, 1995;

2. The hospital's Medicaid per diemrate is at |east
25 percent bel ow the Medicaid per patient cost for that year
or

3. The hospital is located in a county that has five
or fewer hospitals, began offering obstetrical services on or
after Septenber 1999, and has submitted a request in witing
to the agency for a rate adjustnent after July 1, 2000, but
bef ore Septenber 30, 2000, in which case such hospital's
Medi caid inpatient per diemrate shall be adjusted to cost,
effective July 1, 2002.

18
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No | ater than Cctober 1 of each year, the agency nust provide
estimated costs for any adjustnent in a hospital inpatient per
di em pursuant to this paragraph to the Executive O fice of the
CGovernor, the House of Representatives General Appropriations
Committee, and the Senate Appropriations Conmittee. Before the
agency inplenents a change in a hospital's inpatient per diem
rate pursuant to this paragraph, the Legislature nmust have
specifically appropriated sufficient funds in the Genera
Appropriations Act to support the increase in cost as
estimated by the agency.

(d) Effective Septenber 1, 2004, the agency shal
i npl erent a hospitalist programin certain high-vol une

participating hospitals, in select counties or statewide. The

program shall require hospitalists to authorize and nanage

Medi caid recipients' hospital adni ssions and | engths of stay.

I ndi viduals who are dually eligible for Medi care and Medi cai d

are exenpted fromthis requirenent. Medicaid participating

physi ci ans and other practitioners with hospital admtting

privileges shall coordinate and revi ew adm ssi ons of Medicaid

beneficiaries with the hospitalist. The agency nay

conpetitively bid a contract for selection of a qualified

organi zation to provide hospitalist services. The agency nay

seek federal waiver approval as necessary to inplenent this
policy.

(e) Effective Novenber 1, 2004, the agency shal
i npl erent a conprehensive utilizati on managenent program for

hospital neonatal intensive care stays in certain high-vol une

Medi caid participating hospitals, in select counties or

statewi de, and shall replace existing hospital inpatient

utilization nmanagenent prograns. The program shall be

desi gned to nmanage the lengths of stay for children being

19
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treated in neonatal intensive care units and nust seek the

earliest nedically appropriate discharge to the child' s hone

or other less costly treatnent setting. The agency nmay

conpetitively bid a contract for selection of a qualified

organi zation to provide neonatal intensive care utilization

nmanagenent services. The agency nay seek federal waiver

approval as necessary to inplenent this policy.
(6) HOSPI TAL QUTPATI ENT SERVI CES. - - The agency shal
pay for preventive, diagnostic, therapeutic, or palliative

care and other services provided to a recipient in the

out patient portion of a hospital |icensed under part | of
chapter 395, and provided under the direction of a |icensed
physician or licensed dentist, except that paynment for such
care and services is linmted to $1,500 per state fiscal year
per recipient, unless an exception has been nade by the
agency, and with the exception of a Medicaid recipient under
age 21, in which case the only limtation is nedica
necessity.

(7) | NDEPENDENT LABCRATORY SERVI CES. - - The agency shal
pay for nedically necessary diagnostic | aboratory procedures
ordered by a licensed physician or other |icensed practitioner
of the healing arts which are provided for a recipient in a
| aboratory that neets the requirenents for Medicare
participation and is |icensed under chapter 483, if required.

(8) NURSI NG FACI LI TY SERVI CES. - - The agency shal |l pay
for 24-hour-a-day nursing and rehabilitative services for a
recipient in a nursing facility licensed under part Il of
chapter 400 or in a rural hospital, as defined in s. 395.602,
or in a Medicare certified skilled nursing facility operated
by a hospital, as defined by s. 395.002(11), that is licensed
under part | of chapter 395, and in accordance with provisions

20
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set forth in s. 409.908(2)(a), which services are ordered by
and provi ded under the direction of a licensed physician
However, if a nursing facility has been destroyed or otherwi se
made uni nhabi tabl e by natural disaster or other energency and
another nursing facility is not avail able, the agency nust pay
for simlar services tenporarily in a hospital |icensed under
part | of chapter 395 provided federal funding is approved and
avai | abl e.

(9) PHYSI Cl AN SERVI CES. - - The agency shall pay for
covered services and procedures rendered to a recipient by, or
under the personal supervision of, a person |licensed under
state law to practice nedicine or osteopathic nedicine. These
services may be furnished in the physician's office, the
Medi caid recipient's hone, a hospital, a nursing facility, or
el sewhere, but shall be nedically necessary for the treatnent
of an injury, illness, or disease within the scope of the
practice of nedicine or osteopathic nedicine as defined by
state law. The agency shall not pay for services that are
clinically unproven, experinental, or for purely cosnetic
pur poses.

(10) PORTABLE X- RAY SERVI CES. - - The agency shal |l pay
for professional and technical portable radiol ogical services
ordered by a licensed physician or other |icensed practitioner
of the healing arts which are provided by a |icensed
professional in a setting other than a hospital, clinic, or
of fice of a physician or practitioner of the healing arts, on
behal f of a recipient.

(11) RURAL HEALTH CLI NI C SERVI CES. - - The agency shal
pay for outpatient primary health care services for a
reci pient provided by a clinic certified by and participating
in the Medicare programwhich is located in a federally

21
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designated, rural, nedically underserved area and has on its
staff one or nore licensed primary care nurse practitioners or
physi ci an assistants, and a |licensed staff supervising
physician or a consulting supervising physician

(12) TRANSPORTATI ON SERVI CES. - - The agency shall ensure
that appropriate transportation services are available for a
Medi caid recipient in need of transport to a qualified
Medi cai d provider for nedically necessary and
Medi cai d- conpensabl e services, provided a recipient's eHent-s

ability to choose a specific transportation provider is shat-
be linmted to those options resulting from policies
establ i shed by the agency to neet the fiscal linmtations of

the General Appropriations Act. Effective January 1, 2005,

except for persons who neet Medicaid disability standards

adopted by rule, nonenergency transportati on services nay not

be offered to nondi sabled recipients if public transportation

is generally available in the beneficiary's community. The

agency may pay for transportation and other related travel
expenses as necessary only if these services are not otherw se
avail abl e. The agency nay conpetitively bid and contract with

a statew de vendor on a capitated basis for the provision of

nonener gency transportation services. The agency nmay seek

federal waiver approval as necessary to inplenent this

subsecti on.

Section 7. Subsections (13), (14), and (15) of section
409. 906, Florida Statutes, are anended to read:

409.906 Optional Medicaid services.--Subject to
speci fic appropriations, the agency may make paynents for
services which are optional to the state under Title Xl X of
the Social Security Act and are furnished by Medicaid
providers to recipients who are determ ned to be eligible on

22
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1| the dates on which the services were provided. Any optiona

2| service that is provided shall be provided only when nedically
3 | necessary and in accordance with state and federal |aw

4| Optional services rendered by providers in nobile units to

5| Medicaid recipients may be restricted or prohibited by the

6 | agency. Nothing in this section shall be construed to prevent
7]or limt the agency from adjusting fees, reinbursenent rates,
8 | l engths of stay, nunber of visits, or nunber of services, or
9 | maki ng any ot her adjustnents necessary to conply with the

10| availability of npbneys and any linitations or directions

11 | provided for in the General Appropriations Act or chapter 216.
12 | If necessary to safeguard the state's systens of providing

13 | services to elderly and disabl ed persons and subject to the
14 | notice and review provisions of s. 216.177, the Governor nay
15| direct the Agency for Health Care Adnministration to anmend the
16 | Medicaid state plan to delete the optional Medicaid service
17 | known as "Internediate Care Facilities for the Devel opnentally
18 | Disabled." Optional services may include:

19 (13) HOVE AND COVMUNI TY- BASED SERVI CES. - - The agency
20 | may pay for hone-based or conmmunity-based services that are
21 | rendered to a recipient in accordance with a federally
22 | approved wai ver program
23 (a) The agency may limt or elimnate coverage for
24 | certai n Projeet—ArBS—Care—Vaiver services, preauthorize
25| high-cost or highly utilized services, or nake any other
26 | adj ustnments necessary to conply with any linitations or
27 | directions provided for in the General Appropriations Act.
28 (b) The agency may consolidate types of services
29 | offered in the Aged and Di sabl ed Wi ver, the Channeling
30 | Waiver, Project AIDS Care Waiver, and the Traumatic Brain and
31| Spinal Cord Injury Waiver progranms in order to group simlar

23
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servi ces under a single service, or upon evidence of the need

for including a particular service type in a particul ar

wai ver. The agency may seek federal waiver approval as

necessary to i nplenent this policy.

(c) The agency may inplenent a utilization nmanagenent

program desi gned to preauthorize hone-and- community-based

service plans, including, but not limted to, proposed

guantity and duration of services, and to nonitor ongoing

service use by participants in the program The agency nay

conpetitively procure a qualified organi zation to provide

utilization nmanagenent of hone-and-community-based services.

The agency may seek federal waiver approval as necessary to

i npl erent this policy.
(14) HOSPI CE CARE SERVI CES. - - The agency may pay for
all reasonabl e and necessary services for the palliation or

managenent of a recipient's terninal illness, if the services
are provided by a hospice that is licensed under part VI of
chapter 400 and neets Medicare certification requirenents.

Ef fective COctober 1, 2004, subject to federal approval, the

communi ty hospi ce i ncone standard woul d be equal to the |evel
set in s. 409.904(1).

(15) | NTERMVEDI ATE CARE FACI LI TY FOR THE
DEVELOPMENTALLY DI SABLED SERVI CES. - - The agency may pay for
health-rel ated care and services provided on a 24-hour-a-day

basis by a facility licensed and certified as a Medicaid
Internediate Care Facility for the Devel opnentally Disabl ed
for a recipient who needs such care because of a devel opnenta
disability.

Section 8. Present subsection (8) of section 409. 9065,
Florida Statutes, is redesignated as subsection (9), and a new
subsection (8) is added to that section, to read:

24
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409. 9065 Pharnaceuti cal expense assi stance. --
(8) |In the absence of state appropriations for the

expansi on of the Lifesaver Rx Programto provide benefits to

hi gher inconme groups and additional discounts as described in
subsections (2) and (3), the Agency for Health Care
Adm ni stration nay, subject to federal approval and continuing

state appropriations, operate a pharmaceutical expense

assi stance programthat limts eligibility and benefits to

Medi cai d beneficiaries who do not normally recei ve Medi cai d

benefits, are Florida residents age 65 and ol der, have an

i ncone |less than or equal to 120 percent of the federa

poverty level, are eligible for Medicare, and request to be

enrolled in the program Benefits under the linmted

phar naceuti cal expense assi stance program shall include

Medi cai d paynent for up to $160 per nmonth for prescribed

drugs, subject to benefit utilization controls applied to

ot her Medicaid prescribed drug benefits and the foll ow ng

copaynents: $2 per generic product, $5 for a product that is
on the Medicaid Preferred Drug List, and $15 for a product
that is not on the Preferred Drug List.

Section 9. Subsection (12) is added to section
409. 907, Florida Statutes, to read:

409. 907 Medicaid provider agreenents.--The agency nay
make paynents for nedical assistance and rel ated services
rendered to Medicaid recipients only to an individual or
entity who has a provider agreenent in effect with the agency,
who is perform ng services or supplying goods in accordance
with federal, state, and local |aw, and who agrees that no
person shall, on the grounds of handi cap, race, color, or
national origin, or for any other reason, be subjected to

25
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1| discrimnation under any programor activity for which the

2 | provider receives paynent fromthe agency.

3 (12) Licensed, certified, or otherwi se qualified

4| providers are not entitled to enrollnment in a Medicaid

5| provider network.

6 Section 10. Subsection (9) is added to section

7| 409.911, Florida Statutes, to read:

8 409.911 Disproportionate share program --Subject to

9| specific allocations established within the Genera

10 | Appropriations Act and any linitations established pursuant to
11 | chapter 216, the agency shall distribute, pursuant to this

12 | section, noneys to hospitals providing a disproportionate

13 | share of Medicaid or charity care services by nmaking quarterly
14 | Medi caid paynents as required. Notw thstanding the provisions
15| of s. 409.915, counties are exenpt fromcontributing toward
16 | the cost of this special reinbursenent for hospitals serving a
17 | di sproportionate share of |owincone patients.

18 (9) The Agency for Health Care Administration shal

19 | convene a Medicaid D sproportionate Share Council
20 (a) The purpose of the council is to study and nmke
21 | recommendati ons regardi ng:
22 1. The fornmula for the regul ar disproportionate share
23 | program and alternative financing options;
24 2. Enhanced Medicaid funding through the Speci al
25 | Medi cai d Paynent program and
26 3. The federal status of the upper-paynent-linmt
27 | funding option and how this option nay be used to pronote
28 | health care initiatives deternmned by the council to be state
29| health care priorities.
30 (b) The council shall include representatives of the
31| Executive Ofice of the Governor and of the agency,

26
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representatives fromteaching, public, private nonprofit,

private for-profit, and famly practice teaching hospitals,

and representatives from ot her groups as needed.

(c) The council shall submit its findings and

reconmendations to the Governor and the Legislature no |ater

than February 1 of each year.
Section 11. Subsection (40) of section 409.912,
Florida Statutes, is anmended, and subsection (45) is added to

t hat section, to read

409.912 Cost-effective purchasing of health care.--The
agency shall purchase goods and services for Mdicaid
recipients in the nost cost-effective manner consistent with
the delivery of quality nedical care. The agency shal
maxi ni ze the use of prepaid per capita and prepai d aggregate
fi xed-sum basi s servi ces when appropriate and ot her
alternative service delivery and rei nbursenent nethodol ogi es,
i ncluding conpetitive bidding pursuant to s. 287.057, designed
to facilitate the cost-effective purchase of a case-nmanaged
conti nuum of care. The agency shall also require providers to
m ninize the exposure of recipients to the need for acute
i npatient, custodial, and other institutional care and the
i nappropriate or unnecessary use of high-cost services. The
agency may establish prior authorization requirenents for
certain popul ations of Medicaid beneficiaries, certain drug
cl asses, or particular drugs to prevent fraud, abuse, overuse,
and possi bl e dangerous drug interactions. The Pharnaceutica
and Therapeutics Committee shall make recomendations to the
agency on drugs for which prior authorization is required. The
agency shall informthe Pharmaceutical and Therapeutics
Committee of its decisions regarding drugs subject to prior
aut hori zati on.

27
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(40)(a) The agency shall inplenent a Medicaid
prescri bed-drug spendi ng-control programthat includes the
foll owi ng conponents:

1. Medicaid prescribed-drug coverage for brand-nane
drugs for adult Medicaid recipients is limted to the
di spensi ng of four brand-nane drugs per nonth per recipient.
Children are exenpt fromthis restriction. Antiretrovira
agents are excluded fromthis limtation. No requirenents for
prior authorization or other restrictions on nedications used
to treat nental illnesses such as schi zophrenia, severe
depression, or bipolar disorder may be inposed on Medicaid
recipients. Medications that will be avail abl e wi thout
restriction for persons with nental illnesses include atypica
anti psychotic nedi cations, conventional antipsychotic
nedi cati ons, selective serotonin reuptake inhibitors, and
ot her medi cations used for the treatnent of serious nental
illnesses. The agency shall also |init the anmobunt of a
prescribed drug di spensed to no nore than a 34-day supply. The
agency shall continue to provide unlinmted generic drugs,
contraceptive drugs and itens, and diabetic supplies. Al though
a drug may be included on the preferred drug formulary, it
woul d not be exenpt fromthe four-brand Iinit. The agency may
aut hori ze exceptions to the brand-nane-drug restriction based
upon the treatnent needs of the patients, only when such
exceptions are based on prior consultation provided by the
agency or an agency contractor, but the agency nust establish
procedures to ensure that:

a. There will be a response to a request for prior
consultation by tel ephone or other tel econmunication device
within 24 hours after receipt of a request for prior
consul tati on;

28
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b. A 72-hour supply of the drug prescribed will be
provided in an energency or when the agency does not provide a
response within 24 hours as required by sub-subparagraph a.
and

c. Except for the exception for nursing hone residents
and other institutionalized adults and except for drugs on the
restricted fornmulary for which prior authorization my be
sought by an institutional or comrunity pharmacy, prior
aut hori zation for an exception to the brand-nane-drug
restriction is sought by the prescriber and not by the
pharmacy. Wen prior authorization is granted for a patient in
an institutional setting beyond the brand-nane-drug
restriction, such approval is authorized for 12 nonths and
mont hly prior authorization is not required for that patient.

2. Reinbursenent to pharnacies for Medicaid prescribed
drugs shall be set at the average whol esale price less 14.25

1325 percent or whol esal e acquisition cost plus 5 percent,

whi chever is |ess.

3. The agency shall devel op and inpl enent a process
for managi ng the drug therapies of Medicaid recipients who are
usi ng significant nunbers of prescribed drugs each nonth. The
managenent process nmay include, but is not limted to,
conpr ehensi ve, physician-directed nedical -record revi ews,
cl ai ns anal yses, and case eval uations to determ ne the nedica
necessity and appropri ateness of a patient's treatnent plan
and drug therapies. The agency may contract with a private
organi zation to provide drug-program nanagenent services. The
Medi cai d drug benefit managenent program shall incl ude
initiatives to manage drug therapies for H V/ Al DS patients,
patients using 20 or nore unique prescriptions in a 180-day
period, and the top 1,000 patients in annual spendi ng.

29
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4. The agency may limt the size of its pharmacy
net wor k based on need, conpetitive bidding, price
negotiations, credentialing, or simlar criteria. The agency
shal | give special consideration to rural areas in determnining
the size and | ocation of pharmacies included in the Medicaid
pharmacy network. A pharmacy credentialing process may incl ude
criteria such as a pharmacy's full-service status, |ocation
si ze, patient educational prograns, patient consultation
di sease- managenent services, and other characteristics. The
agency nmay inpose a noratoriumon Medicaid pharnacy enrol |l nent
when it is deternmined that it has a sufficient nunber of
Medi cai d- parti ci pati ng providers.

5. The agency shall devel op and inpl enent a program
that requires Medicaid practitioners who prescribe drugs to
use a counterfeit-proof prescription pad for Medicaid
prescriptions. The agency shall require the use of
st andar di zed counterfeit-proof prescription pads by
Medi cai d-partici pating prescribers or prescribers who wite
prescriptions for Medicaid recipients. The agency nay
i npl erent the programin targeted geographic areas or
st at ewi de.

6. The agency may enter into arrangenents that require
manuf acturers of generic drugs prescribed to Medicaid
recipients to provide rebates of at |least 15.1 percent of the
average manufacturer price for the manufacturer's generic
products. These arrangenents shall require that if a
generic-drug manufacturer pays federal rebates for
Medi cai d-rei mbursed drugs at a | evel below 15.1 percent, the
manuf act urer nust provide a supplenental rebate to the state
in an anount necessary to achieve a 15. 1-percent rebate | evel.

30
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7. The agency may establish a preferred drug fornul ary
in accordance with 42 U S.C. s. 1396r-8, and, pursuant to the
establ i shnent of such fornmulary, +t is authorized to negotiate
suppl enental rebates from manufacturers that are in addition
to those required by Title XIX of the Social Security Act and
at no less than 12 16 percent of the average manufacturer
price as defined in 42 U S.C. s. 1936 on the |ast day of a
guarter unless the federal or supplenental rebate, or both,
equal s or exceeds 27 25 percent. There is no upper limt on
t he suppl enental rebates the agency may negotiate. The agency
may determ ne that specific products, brand-nane or generic,
are conpetitive at |ower rebate percentages. Agreenent to pay
t he m ni mrum suppl enental rebate percentage will guarantee a
manuf acturer that the Medicaid Pharnaceutical and Therapeutics
Committee will consider a product for inclusion on the
preferred drug formul ary. However, a pharnaceutica
manuf acturer is not guaranteed placenent on the fornulary by
si nply paying the nininum suppl enental rebate. Agency
decisions will be nade on the clinical efficacy of a drug and
recommendat i ons of the Medicai d Pharnmaceutical and
Therapeutics Conmittee, as well as the price of conpeting
products minus federal and state rebates. The agency is
authorized to contract with an outside agency or contractor to
conduct negotiations for suppl enental rebates. For the
purposes of this section, the term"supplenental rebates" nay
i nclude, at the agency's discretion, cash rebates and ot her
program benefits that offset a Medicaid expenditure. Such
ot her program benefits may include, but are not limted to,

di sease managenent prograns, drug product donation prograns,
drug utilization control prograns, prescriber and beneficiary
counsel ing and education, fraud and abuse initiatives, and
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ot her services or adninistrative investnents w th guaranteed
savings to the Medicaid programin the sane year the rebate
reduction is included in the General Appropriations Act. The
agency is authorized to seek any federal waivers necessary to
implenment this initiative.

8. The agency shall inplenent a return and reuse

program for drugs di spensed by pharnmacies to institutiona

reci pients, which includes paynent of a $5 restocking fee for

the i npl enentation and operation of the program The return

and reuse programshall be inplenented electronically and in a

manner that pronotes efficiency. The program nust pernit a

pharnmacy to exclude drugs fromthe programif it is not

practical or cost-effective for the drug to be included and

nmust provide for the return to inventory of drugs that cannot
be credited or returned in a cost-effective nmanner. Fhe—ageney

9. The agency fer—Heatth—Care—Admnistrat+on shal
expand hone delivery of pharnmacy products. To assist Mdicaid

patients in securing their prescriptions and reduce program
costs, the agency shall expand its current nail-order-pharnmacy
di abet es-supply programto include all generic and brand-nane
drugs used by Medicaid patients with diabetes. Mdicaid
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1| recipients in the current program nay obtain nondi abetes drugs
2| on a voluntary basis. This initiative is limted to the

3 | geographic area covered by the current contract. The agency

4 | may seek and—npterent any federal waivers necessary to

5] inplenment this subparagraph

6 10. The agency shall inplenent a

7| utilization-managenent and prior-authorization programfor

8| COX-11 selective inhibitor products. The program shall use

9 | evidence-based t herapy managenent guidelines to ensure nedica
10 | necessity and appropriate prescribing of COX-11 products

11 | versus conventional nonsteroidal anti-inflammtory agents

12 |(NSAIDS) in the absence of contraindications regardl ess of

13 | preferred drug list status. The agency nmay seek federa

14 | wai ver approval as necessary to inplenent this policy.

15 11. The agency shall limt to one dose per nonth any
16 | drug prescribed for the purpose of enhancing or enabling

17 | sexual performance. The agency nay seek federal waiver

18 | approval as necessary to inplenent this policy.

19 12. The agency may specify the preferred daily dosing
20| formor strength for the purpose of pronoting best practices
21 | with regard to the prescribing of certain drugs and ensuring
22 | cost-effective prescribing practices.

23 13. The agency may require prior authorization for the
24 | of f-1abel use of Medicaid-covered prescribed drugs. The

25| agency may, but is not required to, preauthorize the use of a
26 | product for an indication not in the approved | abeling. Prior
27 | authori zation nay require the prescribing professional to

28 | provide informati on about the rational e and supporting nedica
29 | evidence for the off-label use of a drug.

30 14. The agency may adopt an al gorithmdriven treatnment
31| protocol for major psychiatric disorders, including, at a
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m ni nrum schi zophreni a, maj or depressive di sorders, and

bi pol ar disorder. The purpose of the algorithns is to i nprove

the quality of care, achieve the best possible patient

out cones, and ensure cost-effective nmanagenent of the use of

nedi cations. The nedication program shall use evi dence-based,

consensus nedication treatnent algorithns, clinical and

techni cal support necessary to aid clinician inplenmentation of

the algorithm patient and fanmly education prograns to ensure

that the patient is an active partner in care, and the uniform

docunentati on of care provided and patient outcones achieved.

The agency shall coordi nate the devel opnent and adopti on of

nedi cation algorithns with the Departnent of Children and

Fam |y Services. The agency nay seek any federal waivers

necessary to inplenent this program

15. The agency shall inplenent a Medi cai d behavi ora

heal t h drug nanagenent program fi nanced through a val ue- added

agreenent with pharmaceutical manufacturers that provide

financing for programstartup and operational costs and

guar ant ee Medi cai d budget savi ngs. The agency shall contract

for the inplenentation of this programw th vendors that have

an established relationship with pharnaceutical manufacturers

providi ng grant funds and experience in operating behaviora

heal t h drug nanagenent prograns. The agency, in conjunction

with the Departnent of Children and Fanily Services, shal

i npl erent the Medicaid behavioral health drug nanagenent

systemthat is designed to inprove the quality of care and

behavi oral health prescribing practices based on best-practice

gui del i nes, inprove patient adherence to nedication pl ans,

reduce clinical risk, and |l ower prescribed drug costs and the

rate of inappropriate spending on Medi cai d behavi oral drugs.

The program nust:
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a. Provide for the devel opnent and adopti on of

best-practice guidelines for behavioral -health-rel ated drugs,

such as antipsychotics, antidepressants, and nedications for

treating bipolar disorders and ot her behavioral conditions,

and translate theminto practice; review behavioral health

prescribers and conpare their prescribing patterns to a nunber

of indicators that are based on national standards; and

determ ne deviations from best-practice guidelines;

b. Inplenent processes for providing feedback to and

educating prescribers using best-practice educationa

mat eri al s and peer-to-peer consultation

c. Assess Medicaid beneficiaries who are outliers in

their use of behavioral health drugs with regard to the

nunbers and types of drugs taken, drug dosages, conbination

drug therapies, and other indicators of inproper use of

behavi oral heal th drugs;

d. Alert prescribers to patients who fail to refil

prescriptions in a tinely fashion, are prescribed nultiple

sane- cl ass behavioral health drugs, and may have ot her

potential nedication probl ens;

e. Track spending trends for behavioral health drugs

and devi ation from best-practice guidelines;

f. Use educational and technol ogi cal approaches to

pronmote best practices; educate consuners; and train

prescribers in the use of practice guidelines;

g. Disseminate electronic and published nmaterials;

h. Hold statewi de and regi onal conferences; and

i. Inplenent a di sease-managenent programwi th a node

gual i ty-based nedi cati on conponent for severely nentally il

i ndi viduals and enotionally disturbed children who are high

users of care
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If the agency is unable to negotiate a contract with one or

nore manufacturers to finance and guarantee savi ngs associ at ed

with a behavioral health drug managenent program by July 30,

2004, the four-brand drug limt and preferred drug |i st

prior-authorization requirenents shall apply to

nent al - heal th-rel ated drugs, notwi thstanding any provision in

subpar agr aph 1.

(b) The agency shall inplenent this subsection to the
extent that funds are appropriated to adm nister the Mdicaid
prescribed-drug spendi ng-control program The agency may
contract aH—or any part or all of this program including the

overall managenent of the drug programto private

or gani zati ons.

(c) The agency shall submt quarterly reports to the
CGovernor, the President of the Senate, and the Speaker of the
House of Representatives which nust include, but need not be
limted to, the progress nmade in inplenenting this subsection
and its effect on Medicaid prescribed-drug expenditures.

(45) The agency nmy inpl ement Medicaid fee-for-service

provider network controls, including, but not linmted to,

provider credentialing. |If a credentialing process is used,

the agency may limt its network based upon the foll ow ng

consi derati ons:

(a) Beneficiary access to care;

(b) Provider availability;

(c) Provider quality standards;

(d) Cultural conpetency;

(e) Denographic characteristics of beneficiaries;

(f) Practice standards;

(g) Service wait tines;
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1 (h) Usage criteria;
2 (i) Provider turnover;
3 (j) Provider profiling;
4 (k) Provider license history;
5 (1) History of fraud and abuse fi ndi ngs;
6 (m Peer review,
7 (n) Policy and billing infractions;
8 (o) dinical and nedical record audit findings; and
9 (p) Such other findings as the agency considers
10 | necessary to ensure the integrity of the program
11 Section 12. Subsection (2) of section 409.9122,
12 | Florida Statutes, is amended, and subsection (14) is added to
13 | that section, to read
14 409. 9122 Mandatory Medi cai d managed care enrol | nent;
15 | prograns and procedures. --
16 (2)(a) The agency shall enroll in a nanaged care plan
17 | or Medi Pass all Medicaid recipients, except those Mdicaid
18 | recipients who are: in an institution; enrolled in the
19 | Medicaid nedically needy program or eligible for both
20 | Medi caid and Medicare. However, to the extent pernmitted by
21| federal law, the agency may enroll in a managed care plan or
22 | Medi Pass a Medicaid recipient who is exenpt from nandatory
23 | managed care enrol |l ment, provided that:
24 1. The recipient's decision to enroll in a nmanaged
25| care plan or MediPass is voluntary;
26 2. If the recipient chooses to enroll in a nmanaged
27 | care plan, the agency has determ ned that the nmanaged care
28 | pl an provides specific prograns and services which address the
29 | special health needs of the recipient; and
30 3. The agency receives any necessary waivers fromthe
31| federal Health Care Financing Adm nistration
37
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The agency shall develop rules to establish policies by which
exceptions to the nandatory nmanaged care enrol |l nent

requi rement nay be nmade on a case-by-case basis. The rules
shal |l include the specific criteria to be applied when naki ng
a determination as to whether to exenpt a recipient from
mandat ory enrol Il nent in a managed care plan or Medi Pass.

School districts participating in the certified school match
program pursuant to ss. 409.908(21) and 1011.70 shall be

rei mbursed by Medicaid, subject to the |linmtations of s.
1011.70(1), for a Medicaid-eligible child participating in the
services as authorized in s. 1011.70, as provided for in s.
409. 9071, regardl ess of whether the child is enrolled in

Medi Pass or a managed care plan. Managed care plans shall make
a good faith effort to execute agreements with schoo

districts regarding the coordi nated provision of services

aut hori zed under s. 1011.70. County health departnents
delivering school -based services pursuant to ss. 381. 0056 and
381. 0057 shall be reinbursed by Medicaid for the federal share
for a Medicaid-eligible child who recei ves Medi cai d-covered
services in a school setting, regardl ess of whether the child
is enrolled in Medi Pass or a nmanaged care plan. Mnaged care
pl ans shall nake a good faith effort to execute agreenents
with county health departnents regardi ng the coordi nated

provi sion of services to a Medicaid-eligible child. To ensure
continuity of care for Medicaid patients, the agency, the
Departnent of Health, and the Departnent of Education shal
devel op procedures for ensuring that a student's nmanaged care
pl an or Medi Pass provider receives information relating to
services provided in accordance with ss. 381. 0056, 381. 0057,
409. 9071, and 1011. 70.
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(b) A Medicaid recipient shall not be enrolled in or
assigned to a nanaged care plan or Medi Pass unl ess the nanaged
care plan or Medi Pass has conplied with the quality-of-care
standards specified in paragraphs (3)(a) and (b),
respectively.

(c) Medicaid recipients shall have a choice of nmanaged
care plans or Medi Pass. The Agency for Health Care
Adm ni stration, the Departnent of Health, the Departnent of
Children and Family Services, and the Departrment of Elderly
Affairs shall cooperate to ensure that each Medicaid recipient
receives clear and easily understandable information that
neets the foll owi ng requirenents:

1. Explains the concept of managed care, including
Medi Pass.

2. Provides infornmation on the conparative perfornmance
of managed care plans and Medi Pass in the areas of quality,
credentialing, preventive health prograns, network size and
availability, and patient satisfaction

3. Explains where additional information on each
managed care plan and Medi Pass in the recipient's area can be
obt ai ned.

4. Explains that recipients have the right to choose
their own nmanaged care plans or Medi Pass. However, if a
reci pient does not choose a managed care plan or Medi Pass, the
agency will assign the recipient to a managed care plan or
Medi Pass according to the criteria specified in this section

5. Explains the recipient's right to conplain, file a
gri evance, or change managed care plans or Medi Pass providers
if the recipient is not satisfied with the managed care plan
or Medi Pass.
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(d) The agency shall devel op a nmechani smfor providing
information to Medicaid recipients for the purpose of naking a
managed care plan or Medi Pass sel ection. Exanples of such
nechani sns nmay i nclude, but not be limted to, interactive
informati on systens, nmmilings, and nass nmarketing naterials.
Managed care plans and Medi Pass providers are prohibited from
providi ng i nducenents to Medicaid recipients to select their
pl ans or from prejudicing Medicaid recipients agai nst other
managed care plans or Medi Pass providers.

(e) Medicaid recipients who are already enrolled in a
managed care plan or Medi Pass shall be offered the opportunity
to change nmanaged care plans or Medi Pass providers on a
staggered basis, as defined by the agency. Al Mdicaid
reci pients shall have 90 days in which to make a choice of
managed care plans or Medi Pass providers. Those Medicaid
reci pients who do not nake a choice shall be assigned to a
managed care plan or Medi Pass in accordance w th paragraph
(f). To facilitate continuity of care, for a Medicaid
recipient who is also a recipient of Supplenental Security
I nconme (SSI), prior to assigning the SSI recipient to a
managed care plan or Medi Pass, the agency shall determne
whet her the SSI recipient has an ongoing relationship with a
Medi Pass provi der or nanaged care plan, and if so, the agency
shal |l assign the SSI recipient to that Medi Pass provider or
managed care plan. Those SSI recipients who do not have such a
provider relationship shall be assigned to a managed care plan
or Medi Pass provider in accordance wth paragraph (f).

(f) When a Medicaid recipient does not choose a
managed care plan or Medi Pass provider, the agency shal
assign the Medicaid recipient to a nmanaged care plan or
Medi Pass provider. Medicaid recipients who are subject to
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mandat ory assi gnnment but who fail to nake a choice shall be
assigned to managed care plans until an enroll ment of 39 46
percent in Medi Pass and 61 66 percent in nmanaged care plans is
achi eved. Once this enrollnent is achieved, the assignnments of
recipients who fail to make a choice shall be divided in order

to maintain an enrollnent in Medi Pass and nanaged care plans
which is in a 39 406 percent and 61 66 percent proportion
respectively. Thereafter, assignnment of Medicaid recipients
who fail to make a choice shall be based proportionally on the
preferences of recipients who have nade a choice in the
previous period. Such proportions shall be revised at |east
quarterly to reflect an update of the preferences of Mdicaid
reci pients. The agency shall disproportionately assign

Medi caid-eligible recipients who are required to but have
failed to make a choi ce of managed care plan or Medi Pass,

i ncluding children, and who are to be assigned to the Medi Pass
programto children's networks as described in s.
409.912(3)(g), Children's Medical Services network as defined
in s. 391.021, exclusive provider organizations, provider
service networks, ninority physician networks, and pediatric
ener gency departnent diversion prograns authorized by this
chapter or the General Appropriations Act, in such manner as
t he agency deens appropriate, until the agency has deterni ned
that the networks and prograns have sufficient nunbers to be
econom cal |y operated. For purposes of this paragraph, when
referring to assignnent, the term "nanaged care pl ans"

i ncl udes heal th mai nt enance organi zati ons, exclusive provider
organi zations, provider service networks, mnority physician
networ ks, Children's Medical Services network, and pediatric
ener gency departnent diversion prograns authorized by this
chapter or the General Appropriations Act. Wen naking
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assignnments, the agency shall take into account the foll ow ng
criteria and consi derations:

1. A nanaged care plan has sufficient network capacity
to nmeet the need of nenbers.

2. The managed care plan or Medi Pass has previously
enrolled the recipient as a nenber, or one of the nmanaged care
plan's primary care providers or Mdi Pass providers has
previously provided health care to the recipient.

3. The agency has know edge that the nmenber has
previously expressed a preference for a particular nanaged
care plan or Medi Pass provider as indicated by Mdicaid
fee-for-service clains data, but has failed to nake a choice

4. The managed care plan's or Medi Pass primary care
providers are geographically accessible to the recipient's
resi dence.

) When nore than one nanaged care plan or Mdi Pass provider

nmeets the criteria specified in this paragraphtf), the agency
shal | make recipient assignnments consecutively by famly unit.

(9g) thy The agency may not engage in practices that are
desi gned to favor one nanaged care plan over another or that
are designed to influence Medicaid recipients to enroll in
Medi Pass rather than in a nmanaged care plan or to enroll in a
managed care plan rather than in Medi Pass. This subsection
does not prohibit the agency fromreporting on the perfornmance
of Medi Pass or any managed care plan, as neasured by
perfornmance criteria devel oped by the agency.

(h) Effective January 1, 2005, the agency and the

Departnent of Children and Family Services shall ensure that

applicants for Medicaid for categories of assistance that

require eligible applicants to enroll in nanaged care shal
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choose or be assigned to a managed care plan prior to an

eligibility start date so that enrollnent in a nmanaged care

pl an begins on the sane day as the eligibility start date.

(i) After a recipient has nade a selection or has been
enrolled in a nmanaged care plan or Medi Pass, the recipient
shal |l have 90 days in which to voluntarily disenroll and
sel ect anot her managed care plan or Medi Pass provider. After
90 days, no further changes may be nmade except for cause.
Cause shall include, but not be limted to, poor quality of
care, lack of access to necessary specialty services, an
unr easonabl e del ay or denial of service, or fraudul ent
enroll ment. The agency shall develop criteria for good cause
di senroll nent for chronically ill and disabl ed popul ati ons who
are assigned to nanaged care plans if nore appropriate care is
avai |l abl e through the Medi Pass program The agency nust make
a determ nation as to whet her cause exists. However, the
agency may require a recipient to use the managed care plan's
or Medi Pass grievance process prior to the agency's
determ nati on of cause, except in cases in which i mediate
risk of permanent damage to the recipient's health is alleged.
The grievance process, when utilized, nust be conpleted in
time to permit the recipient to disenroll no later than the
first day of the second nonth after the nonth the
di senrol | nent request was nmade. |f the nanaged care plan or
Medi Pass, as a result of the grievance process, approves an
enrol |l ee's request to disenroll, the agency is not required to
nmake a determination in the case. The agency nust make a
determ nation and take final action on a recipient's request
so that disenrollnment occurs no later than the first day of
the second nonth after the nonth the request was nade. |f the
agency fails to act within the specified tinefrane, the
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recipient's request to disenroll is deened to be approved as
of the date agency action was required. Recipients who

di sagree with the agency's finding that cause does not exi st
for disenroll nment shall be advised of their right to pursue a
Medicaid fair hearing to dispute the agency's finding.

(j) The agency shall apply for a federal waiver from
the Health Care Financing Adninistration to lock eligible
Medi caid recipients into a nanaged care plan or Mdi Pass for
12 nmonths after an open enrollment period. After 12 nonths
enrol Il ment, a recipient may sel ect another nanaged care pl an
or Medi Pass provider. However, nothing shall prevent a
Medi caid recipient fromchanging primary care providers within
t he managed care plan or Medi Pass programduring the 12-nonth
peri od.

(k) When a Medicaid recipient does not choose a
managed care plan or Medi Pass provider, the agency shal
assign the Medicaid recipient to a nmanaged care plan, except
in those counties in which there are fewer than two nanaged
care plans accepting Medicaid enrollees, in which case
assi gnnent shall be to a nmanaged care plan or a Medi Pass
provider. Medicaid recipients in counties with fewer than two
managed care plans accepting Medicaid enroll ees who are
subj ect to mandatory assi gnnent but who fail to nake a choice
shal | be assigned to managed care plans until an enroll nent of
39 46 percent in MediPass and 61 66 percent in managed care
pl ans is achieved. Once that enrollnent is achieved, the
assignnents shall be divided in order to maintain an
enrol |l ment in Medi Pass and managed care plans which is in a 39
40 percent and 61 66 percent proportion, respectively. In
geogr aphi ¢ areas where the agency is contracting for the
provi sion of conprehensive behavioral health services through
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a capitated prepaid arrangenent, recipients who fail to nmake a
choi ce shall be assigned equally to Medi Pass or a nanaged care
pl an. For purposes of this paragraph, when referring to
assignnment, the term "nanaged care plans" includes exclusive
provi der organi zations, provider service networks, Children's
Medi cal Services network, mnority physician networks, and
pedi atric energency departnment diversion progranms authorized
by this chapter or the General Appropriations Act. Wen naking
assignnments, the agency shall take into account the foll ow ng
criteria:

1. A nanaged care plan has sufficient network capacity
to nmeet the need of nenbers.

2. The managed care plan or Medi Pass has previously
enrolled the recipient as a nenber, or one of the nmanaged care
plan's primary care providers or Mdi Pass providers has
previously provided health care to the recipient.

3. The agency has know edge that the nmenber has
previously expressed a preference for a particular nanaged
care plan or Medi Pass provider as indicated by Mdicaid
fee-for-service clains data, but has failed to nake a choice

4. The managed care plan's or Medi Pass primary care
providers are geographically accessible to the recipient's
resi dence.

5. The agency has authority to nake nmandatory
assi gnnents based on quality of service and perfornmance of
managed care pl ans.

(1) Notwithstandi ng the provisions of chapter 287, the
agency may, at its discretion, renew cost-effective contracts
for choice counseling services once or nore for such periods
as the agency may decide. However, all such renewals may not
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conbine to exceed a total period |onger than the termof the
original contract.
(14) The agency shall include in its cal cul ation of

the hospital inpatient conponent of a Medicaid health

nmai nt enance organi zation's capitation rate any speci al

payrments, including, but not linited to, upper paynent linmt

or disproportionate share hospital paynents, nade to

qgual i fying hospitals through the fee-for-service program The

agency may seek federal waiver approval as needed to inpl enent

thi s adj ust nent.

Section 13. Paragraph (b) of subsection (1) of section
430. 204, Florida Statutes, is anended to read:

430.204 Conmunity-care-for-the-elderly core services;
departnental powers and duties.--

(1)

(b) Fer—ft+scal—year—2603-—20604—onty-The depart nent
shal | fund, through each area agency on aging in each county
as defined in s. 125.011(1), nore than one community care
service systemthe prinmary purpose of which is the prevention
of unnecessary institutionalization of functionally inpaired
el derly persons through the provision of conmunity-based core
servi ces. Thisparagraph—exptres—Juty—1,—2604-

Section 14. Paragraph (b) of subsection (1) of section
430. 205, Florida Statutes, is anended to read:

430.205 Conmunity care service system --

(1)

(b) Fer—ft+scal—year—2603-—2004—onty;-The depart nent
shal |l fund, through the area agency on aging in each county as
defined in s. 125.011(1), nore than one comunity care service
system that provides case nmanagenent and other in-hone and
community services as needed to help elderly persons naintain
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i ndependence and prevent or delay nore costly institutiona
care. Thisparagraph—exptres—Juty—1,—20604

Section 15. Subsection (3) and paragraph (b) of
subsection (5) of section 624.91, Florida Statutes, as anended
by CS for SB 2000, 1st Engrossed, are anended to read:

624.91 The Florida Healthy Kids Corporation Act.--

(4) (5r CORPORATI ON AUTHORI ZATI ON, DUTIES, POVERS. - -
(b) The Florida Healthy Kids Corporation shall
1. Arrange for the collection of any fanmily, |oca
contributions, or enployer paynent or premum in an anount to
be deternined by the board of directors, to provide for
payrment of prem uns for conprehensive insurance coverage and
for the actual or estinmated adninistrative expenses.
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2. Arrange for the collection of any voluntary
contributions to provide for paynent of premunms for children
who are not eligible for nedical assistance under Title XXl of
the Social Security Act. Each fiscal year, the corporation
shal |l establish a local nmatch policy for the enrollnent of
non-Title-XXl-eligible children in the Healthy Kids program
By May 1 of each year, the corporation shall provide witten
notification of the anbunt to be remitted to the corporation
for the following fiscal year under that policy. Local natch
sources may include, but are not limted to, funds provided by
nmuni ci palities, counties, school boards, hospitals, health
care providers, charitable organizations, special taxing
districts, and private organi zations. The mnimum |l ocal natch
cash contributions required each fiscal year and | ocal match
credits shall be deternined by the General Appropriations Act.
The corporation shall calculate a county's | ocal match rate
based upon that county's percentage of the state's total
non-Title- XXl expenditures as reported in the corporation's
nost recently audited financial statenent. In awarding the
| ocal match credits, the corporation may consider factors
including, but not limted to, population density, per capita
i ncone, and existing child-health-rel ated expenditures and
servi ces.

3. Subject to the provisions of s. 409.8134, accept
vol untary suppl emrental |ocal match contributions that conply
with the requirenments of Title XXI of the Social Security Act
for the purpose of providing additional coverage in
contributing counties under Title XX

4. Establish the administrative and accounting
procedures for the operation of the corporation
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5. Establish, with consultation from appropriate
pr of essi onal organi zations, standards for preventive health
services and providers and conprehensive insurance benefits
appropriate to children, provided that such standards for
rural areas shall not limt prinmary care providers to
board-certified pediatricians.

6. Determine eligibility for children seeking to
participate in the Title XXl -funded conponents of the Florida
Ki dCare program consistent with the requirenents specified in
s. 409.814, as well as the non-Title-XXl-eligible children as
provided in subsection (3).

7. Establish procedures under which providers of |oca
match to, applicants to and participants in the program nay
have grievances reviewed by an inpartial body and reported to
the board of directors of the corporation

8. Establish participation criteria and, if
appropriate, contract with an authorized insurer, health
mai nt enance organi zation, or third-party adm nistrator to
provide adnministrative services to the corporation

9. Establish enrollnment criteria which shall include
penalties or waiting periods of not fewer than 60 days for
rei nstatenent of coverage upon voluntary cancellation for
nonpaynent of famly prem uns.

10. Contract with authorized insurers or any provider
of health care services, neeting standards established by the
corporation, for the provision of conprehensive insurance
coverage to participants. Such standards shall include
criteria under which the corporation nay contract with nore
t han one provider of health care services in programsites.
Heal th plans shall be selected through a conpetitive bid
process. The Florida Healthy Kids Corporation shall purchase
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goods and services in the nbost cost-effective manner
consistent with the delivery of quality and accessi bl e nedica

care. The maxi mrum adnini strative cost for a Florida Healthy

Ki ds Corporation contract shall be 15 percent. The nmi ni num
nedical loss ratio for a Florida Healthy Kids Corporation
contract shall be 85 percent. The health plan selection
criteria and scoring system and the scoring results, shall be
avai |l abl e upon request for inspection after the bids have been
awar ded.

11. Establish disenrollnment criteria in the event
| ocal matching funds are insufficient to cover enroll nents.

12. Develop and inplenent a plan to publicize the
Florida Healthy Kids Corporation, the eligibility requirenents
of the program and the procedures for enrollnent in the
program and to nai ntain public awareness of the corporation
and the program

13. Secure staff necessary to properly admnister the
corporation. Staff costs shall be funded fromstate and | oca
mat chi ng funds and such other private or public funds as
beconme avail able. The board of directors shall deternine the
nunber of staff nenbers necessary to adm nister the
cor porati on.

14. Provide a report annually to the Governor, Chief
Fi nancial O ficer, Conm ssioner of Education, Senate
Presi dent, Speaker of the House of Representatives, and
Mnority Leaders of the Senate and the House of
Repr esent ati ves.

15. Establish benefit packages that whieh conformto
the provisions of the Florida KidCare program as created in
ss. 409. 810-409. 820.
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Section 16. This act shall take effect July 1, 2004,
except that this section and section 2 of this act shall take
effect May 1, 2004, or upon becoming a | aw, whichever occurs
|ater, in which case section 2 of this act shall operate
retroactive to May 1, 2004.
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