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SUMMARY  

In FY 2012 the state spent $2.0 billion total funds on Medicaid services and in FY 2016 the state spent $2.4 

billion total funds.  From 2012 through 2016, the number of Medicaid fee-for-service enrolled providers for 

27 provider categories has decreased 3 percent while the number of licensed Utah providers has increased 

8 percent.   

LEGISLATIVE ACTION  

Staff Recommendations Supported by the Affected Agency 

1. The Social Services Appropriations Subcommittee directs the chairs to write a letter to Utah’s 

congressional delegation asking for help for the federal government to improve the timeliness of 

review and approval of Medicaid managed care rates (see page 7 for more information).   

2. The fiscal analyst recommends that the Legislature open a bill to add notification of all submitted and 

approved capitated rate changes by the federal government to the required notification list to the 

Social Services Appropriations Subcommittee in UCA 26-18-3 (see pages 7 and 9 for more information).   

3. The fiscal analyst recommends that Social Services Appropriations Subcommittee consider passing the 

following motion: The Social Services Appropriations Subcommittee intends that the Department of 

Health report to the Office of the Legislative Fiscal Analyst by January 1, 2018 on the trend over time of 

the number of Medicaid service providers from 2012 through 2017 for physical and occupational 

therapists, physicians, and speech and hearing therapists (see pages 21-23 for more information). 

4. The Social Services Appropriations Subcommittee requests the Department of Health to provide an 

update on the status of moving more Medicaid claims from American Indian and Alaskan Native 

Medicaid clients to a higher match rate by June 1, 2018.  The update shall an include a best guess on 

the outlook of potential savings (see page 34 for more information).   

5. The Legislature may want to open a bill file to allow the department to place a lien against a client’s 

estate once the client enters into permanent long-term care paid for by Medicaid (see pages 37-38 for 

more information).   

6. The Legislature may want to open a bill file to require all parties to notify the state of any probate 

actions.  This action may help improve estate collections by the State for Medicaid long term care 

expenses incurred (see pages 37-38 for more information).   

7. The Social Services Appropriations Subcommittee directs the Department of Health to amend the State 

plan to pursue estate collections for Medicaid clients using long term care services after a surviving 

spouse has died.  The Department of Health is to end the practice of waiving state claims to estates 

because there is a surviving spouse by December 31, 2017 (see pages 37-38 for more information).   

  

https://le.utah.gov/xcode/Title26/Chapter18/26-18-S3.html?v=C26-18-S3_2017050920170509
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 Staff Recommendations Where the Affected Agency is Neutral 

8. The Social Services Appropriations Subcommittee intends that the Department of Health work with the 

Utah State Office of Education to encourage school districts and charter schools with large student 

populations to bill Medicaid for eligible medical services provided at school.  The Department of Health 

shall work with the Utah State Office of Education to provide a report on the status of and financial 

impact to newly participating school districts and charter schools to the Office of the Legislative fiscal 

analyst by June 1, 2018 (see pages 35-37 for more information). 

Staff Recommendations Opposed by the Affected Agency 

9. The Social Services Appropriations Subcommittee removes ongoing the funding from the FY 2019 base 

budget associated with the 20 percent reimbursement enhancements for dentists.  The Department of 

Health may opt to request the funding as a building block, which would provide the Legislature an 

opportunity to reassess the policy of enhanced payments for rural dentist and oral surgeons in 

Medicaid.  The Department of Health and the fiscal analyst shall work together to identify the proper 

funding amount for removal (see pages 10-11 for more information). 

10. The Social Services Appropriations Subcommittee intends that the Department of Health report to the 

Office of the Legislative fiscal analyst by January 1, 2018 on the feasibility and advisability of 

incorporating more services into accountable care organization contracts (see pages 12-13 for more 

information).  

11. The Social Services Appropriations Subcommittee removes ongoing the funding from the FY 2019 base 

budget associated with the 12 percent reimbursement enhancements for rural physicians.  The 

Department of Health may opt to request the funding as a building block, which would provide the 

Legislature an opportunity to reassess the policy of enhanced payments for rural physicians in 

Medicaid.  The Department of Health and the fiscal analyst shall work together to identify the proper 

funding amount for removal (see pages 16-17 for more information). 

12. The fiscal analyst recommends that Legislature open a bill file to request the Department of Health to 

annually provide a prioritized list for provider reimbursement changes for all provider groups with 

explanations of each ranking by December 15th of each year to the Office of the Legislative fiscal 

analyst to help inform the Legislature in making its funding decisions (see pages 20-25 for more 

information).   

13. The Social Services Appropriations Subcommittee intends that the Department of Health report to the 

Office of the Legislative fiscal analyst by January 1, 2018 on the feasibility and advisability of 

expanding Medicaid accountable care organizations into any of the remaining sixteen fee-for-service 

counties (see pages 28-29 for more information).   

14. Is it time to shut down the state’s medical and dental clinics?  Are they still serving an appropriate 

purpose? (see page 44 for more information) 

Legislative Options Supported by the Affected Agency 

1. If the Legislature wanted to increase federal funds via full adult Medicaid expansion or increasing the 

income eligibility level for Utah’s Medicaid extension, then the Legislature would want to open a bill 

file(s) or pursue other legislative action (see pages 34-37 for more information). 
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 2. The Legislature may want to consider opening a bill file to lower the extrapolation threshold from 

$200,000 to $25,000 (see pages 37-39 for more information). 

3. When the Office of Inspector General proposes funding for a new data analysis tool, the Legislature 

may want to consider granting that request (see pages 37-39 for more information).   

4. If the Legislature wanted to increase Medicaid funds from local governments, then it may want to 

consider full adult Medicaid expansion and/or revisit the 80/20 state/local county partnership (see 

pages 41-42 for more information).   

Legislative Options Where the Affected Agency is Neutral 

5. The Legislature may want to consider opening a bill file to enact a comprehensive false claims act (see 

pages 37-38 for more information). 

6. If the Legislature wanted to increase Medicaid funds from current provider contributions, then it may 

want to consider raising one or all four current provider assessments via opening a bill file(s) or other 

legislative action (see pages 40-41 for more information).   

7. If the Legislature wanted to exclude non-emergency use of the emergency room as a covered service in 

Medicaid as is done in South Dakota, then the Legislature would want to open a bill file (see pages 42-

43 for more information).   

8. If the Legislature wanted to increase provider rates for specific provider groups and/or increase 

funding resources for Medicaid, then the Legislature may want to consider implementing one of the 

eight provider assessments used in other states or explore an entirely new provider assessment (see 

page 45 for more information).   

9. If the Legislature wanted to pursue any changes in Utah like those in Missouri or Mississippi, then a bill 

file(s) would need to be opened (see pages 45-46 for more information).   

Legislative Options Opposed by the Affected Agency 

10. The fiscal analyst recommends that the Legislature open a bill for a resolution to request that the 

federal government allow Medicaid to not cover drugs approved by the Food and Drug Administration 

with unproven efficacy (see pages 47-48 for more information).   
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 D ISCUSSION AND ANALYSIS  

The discussion regarding Medicaid reimbursement rates has the following sections below.  Each section 

has a brief discussion of the question.   

1. What are we attempting to accomplish? 

2. How do we know if we are successful? 

3. How are we organized? 

4. What are we buying and how are we paying for it? 

5. What non-governmental sources are involved? 

6. What are other states doing for Medicaid reimbursement rates? 

The majority of the discussion focuses on 29 provider groups in Medicaid.  These 29 groups have been 

formed from a potential total of 63 provider types and 66 categories of service.   

What are we Attempting to Accomplish? 

General Medicaid Reimbursement Requirements 

All proposed reimbursement rate methodologies must be submitted for approval to the federal 

government.  The Medicaid.gov site, which was accessed in August 2017, states: “To change the way they 

pay Medicaid providers, a state must submit a State Plan Amendment (SPA) for [Centers for Medicare and 

Medicaid Services] to review and approval. Before the amendment’s effective date, the state must also 

issue a public notice of the change. The notification is intended to widely inform providers and other 

stakeholders of changes to Medicaid payment rates.”   

The Department of Health: “DMHF would recommend that states be allowed more flexibility in calculating 

rates and more timely approval of rates.  Currently, all managed care rates must be reviewed and approved 

by the [Centers for Medicare and Medicaid Services] Office of the Actuary and the CMCS Division of 

Managed Care Plans.  This process is very prescriptive and can take a significant amount of time.  

Historically, rate review and approval has taken 6 months to 1 year.   DMHF cannot pay new managed care 

rates until they have been approved.  Delays in the approval process result in DMHF paying the previously 

approved rates until the new rate is approved.  At which point, all capitation payments made to the 

managed care organization between the effective date of the rate through the point of certification are 

recouped and replaced.  This presents challenges in terms of budgeting and financial reporting for both 

DMHF and the managed care organizations.” 

The fiscal analyst recommends that the Social Services Appropriations Subcommittee consider the following 

motion: The Social Services Appropriations Subcommittee directs the chairs to write a letter to Utah’s 

congressional delegation asking for help for the federal government to improve the timeliness of review and 

approval of Medicaid managed care rates.   

Agency Response: Support - “The Department would appreciate any support the Legislature can provide 

in addressing these challenges with [Centers for Medicare and Medicaid Services].” 

Additionally, the Department of Health must report any reimbursement change that is contained in the 

Medicaid State Plan or a rate change requiring public notice to the Legislature’s Social Services 

Appropriations Subcommittee as per UCA 26-18-3.  The department must also report fiscal impacts and 

impacts to services. 

https://le.utah.gov/xcode/Title26/Chapter18/26-18-S3.html?v=C26-18-S3_2017050920170509
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Medical Provider Group State Federal

Chiropractic

Dentists
FFS = 20% bonus for rural and oral 

surgeons on referral list (SPA)
actuarial certification (managed care)

Mental Health actuarial certification (managed care)

Substance Abuse Treatment actuarial certification (managed care)

Personal Care

Pharmacy

Lowest of four prices (1) Average 

Wholesale Price - 17.4% (2 & 3) federal 

or State maximum allowable cost (4) 

usual and customary charges (SPA)

Physical & Occupational 

Therapy

Physicians & Other Similar 

Practitioners
FFS = 12% bonus for rural (SPA)

Podiatry

Speech and Hearing 

Therapists

Vision Care

Hospice

hospice provider must reimburse the 

nursing facility provider at 95% of the 

daily nursing home reimbursement 

rate

Intermediate Care Facilities 

for Intellectually Disabled

Nursing Facility

(1) three components to each facility's 

rate (A) fixed ‐ costs common to all 

facilities, (B) property ‐ fair rental 

value, and (C) case mix ‐ level of 

clients' needs with a rural vs. urban 

adjustment (SPA) and (2) rates cannot 

go below June 2004 levels (UCA)

Ambulatory Surgical

End Stage Renal Disease 

(Kidney Dialysis)

Home Health

Inpatient Hospital

Outpatient Hospital

Medicare's Outpatient Prospective 

Payment System is the basis for 

outpatient hospital services 

reimbursement rates (SPA)

Home/ Community Based 

Waiver Contract

Medical Transportation

Rural Health Clinic
prospective payment based on 

reasonable costs divided by total visits

Federally Qualified Health 

Center

annual adjustment to pay full cost of 

providing services

Independent Lab and/or X-

Ray

Medical Supply

School Based Skills 

Development

Accountable Care 

Organizations

Per‐member‐per‐ month funding at 

least 100 percent to 102 percent to 

match the projected growth rate of 

General Fund revenues. (UCA)

actuarial certification (managed care)

27 6 7

Provider Specific Additional Reimbursement Requirements Beyond Setting a Fixed Price

FFS = fee-for-service program, SPA = Medicaid State Plan Amendment, UCA = Utah state law.  
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 The following types of reimbursement changes do not need to be reported under current state law: 

1) Changes to capitated rates (all calculations below based on FY 2016 spending levels) 

a. Accountable care organizations – each 1 percent change is $1,172,500 state funds and 

$3,950,500 total funds 

b. Mental health – each 1 percent change across the entire system is $461,300 state/local funds 

and $1,551,000 total funds 

c. Dental services – each 1 percent change is $113,400 state funds and $382,100 total funds 

d. Substance abuse – each 1 percent change across the entire system is $45,800 state/local 

funds and $151,900 total funds  

The fiscal analyst recommends that the Legislature open a bill to add notification of all submitted and 

approved capitated rate changes by the federal government to the required notification list to the Social 

Services Appropriations Subcommittee in UCA 26-18-3.   

Agency Response: Support - “Annually the Legislature authorizes reimbursement changes, including 

changes to the [accountable care organization] budget pool as well as other provider reimbursement 

changes.  The Department reports on implementation of the authorized changes to the Legislature through 

performance measures.  In addition, any change in reimbursement methodology requires a change to the 

Medicaid State Plan and/or Medicaid Waiver and the Department includes notification of the State Plan 

and Waiver changes in its quarterly report to the Legislature.  If the Legislature would find it useful to 

know when capitation rates have been submitted to [Centers for Medicare and Medicaid Services] and 

approved by [Centers for Medicare and Medicaid Services], the Department is willing to include that 

information in its quarterly reports to the Subcommittee.” 

On the previous page is a table with some of the additional state and federal reimbursement regulations for 

different provider groups.  Of the 27 provider groups, six groups have additional state regulations, and 

seven groups have additional federal regulations beyond just getting approval for a fixed price.  The 

requirement of “actuarial certification (managed care)” in the federal column of the table exists because 

the State has opted to use managed care to deliver a particular service.  If the State chose a different 

delivery method, then there would be no actuarial certification requirement.  The report focusses on these 

27 provider groups as well as accountable care organizations administrative services rate and other 

providers for a total of 29.   

The Medicaid.gov site, which was accessed in August 2017, directs: “States can establish their own 

Medicaid provider payment rates within federal requirements. States generally pay for services through 

fee-for-service or managed care arrangements.  

Under fee-for-service arrangements, states pay providers directly for services. States may develop their 

payment rates based on: 

• The costs of providing the service 

• A review of what commercial payers pay in the private market 

• A percentage of what Medicare pays for equivalent services 

Under managed care arrangements, states contract with organizations to deliver care through networks 

and pay providers…where providers are paid on a monthly capitation payment rate.  

https://le.utah.gov/xcode/Title26/Chapter18/26-18-S3.html?v=C26-18-S3_2017050920170509


 

 

SEPTEMB ER 18,  2017,  10:49  AM - 10 - OFF ICE  OF  THE  LEGI SLATIVE  F I SCAL  ANALYST  

B U D G E T  D E E P - D I V E  I N T O  M E D I C A I D  R E I M B U R S E M E N T  R A T E S  

 Payment rates are often updated based on specific trending factors, such as the Medicare Economic Index 

or a Medicaid-specific trend factor that uses a state-determined inflation adjustment 

rate. The methodologies for service rates are described in the Medicaid state plan.”   

Utah has about 84 percent of clients in managed care for medical services and 16 percent are served by the 

fee-for-service program.   

By federal law, Medicaid must be the payer of last resort behind any other insurers, including Medicare, 

who may have responsibility for payment. Additionally,  Medicaid reimburses providers up to the Medicaid 

level of reimbursement for services to clients with other insurance, whose insurance did not fully cover a 

Medicaid‐covered service. On average, around 7 percent of all Medicaid recipients have Medicare or other 

insurance. The Federal Deficit Reduction Act of 2005 required insurers to verify insurance eligibility 

information for Medicaid clients. The Office of Recovery Services in the Department of Human Services 

maintains the database with this information. 

Providers for Medicaid must meet Federal Program Integrity requirements to receive reimbursement for 

serving Medicaid clients. Additionally, they must accept Medicaid reimbursement as payment in full. The 

provider may charge the patient for services not covered by Medicaid only when the provider has advised 

the patient in advance that Medicaid does not cover the services and the patient has agreed in writing to 

pay for the services. Medicaid does not pay for any services not considered medically necessary. 

Below is a discussion of the 29 provider groups in Medicaid included in this report.  There are three 

groupings for these providers groups explained below: 

1) Primarily managed care – the service is provided to the majority of Medicaid clients via a managed 

care contractor.  The clients in some counties are still being served via the fee-for-service system.   

2) Managed care – the service is entirely provided via managed care contractors.   

3) Fee-for-service - the State sets the reimbursement rate and clients find any provider willing to 

accept that rate. 

Additionally, there are two primary sources for cited materials in the 29 provider groups discussed below: 

1) Medicaid.gov website – includes explanations for individual service sections of 

https://www.medicaid.gov/medicaid/benefits for accessed September 12, 2017 

2) Utah Medicaid Provider Manuals, see https://medicaid.utah.gov/utah-medicaid-official-

publications?p=Medicaid%20Provider%20Manuals/ – accessed July through September 2017 

Dental (Primarily Managed Care) 

The Medicaid.gov website states: “Dental services must be provided at intervals that meet reasonable 

standards of dental practice, and at such other intervals, as indicated by medical necessity, to determine 

the existence of a suspected illness or condition. States must consult with recognized dental organizations 

involved in child health care to establish those intervals. A referral to a dentist is required for every child in 

accordance with each State's periodicity schedule and at other intervals as medically necessary…Medicaid 

offers dental benefits for pregnant women. Medicaid members who qualify for the CHEC program have 

dental benefits until age 21.  Non-pregnant adults only have limited emergency dental benefits.” 

https://www.medicaid.gov/medicaid/benefits
https://medicaid.utah.gov/utah-medicaid-official-publications?p=Medicaid%20Provider%20Manuals/
https://medicaid.utah.gov/utah-medicaid-official-publications?p=Medicaid%20Provider%20Manuals/


 

 

OFF ICE  OF  THE  LEGI SLATIVE  F I SCAL  ANALYST  - 11 - SEPTEMB ER 18,  2017,  10:49  AM 

 B U D G E T  D E E P - D I V E  I N T O  M E D I C A I D  R E I M B U R S E M E N T  R A T E S  

 Utah Medicaid has separate dental managed care contracts that serve about 65 percent of Medicaid clients 

statewide that are eligible for dental benefits.  All clients living in Davis, Salt Lake, Utah, and Weber 

counties participate.  The Department must pay actuarially certified rates to the dental plans. 

The department has a fee‐for‐service program that covers about 35 percent of Medicaid clients that 

intends to "increase access to dental service and reward dentists who treat a significant number of 

Medicaid clients" (Utah Medicaid Provider Manual). Since FY 1998, dentists in urban areas who agree to 

see an average of two clients per week receive a 20 percent increase in their Medicaid reimbursement. 

Dentists in rural areas automatically receive the 20 percent increase. Oral surgeons can receive the 20 

percent increase by agreeing to be on a Medicaid‐provider referral list for dentists. 

The fiscal analyst recommends that the Social Services Appropriations Subcommittee consider passing the 

following motion:  The Social Services Appropriations Subcommittee removes ongoing the funding from the 

FY 2019 base budget associated with the 20 percent reimbursement enhancements for dentists.  The 

Department of Health may opt to request the funding as a building block, which would provide the Legislature 

an opportunity to reassess the policy of enhanced payments for rural dentist and oral surgeons in 

Medicaid.  The Department of Health and the fiscal analyst shall work together to identify the proper funding 

amount for removal. 

Agency Response: Oppose - “The Department opposes eliminating the 20% reimbursement enhancement 

for dentists in rural areas due to the potential impact on access to care.  Under Section 1902(a)(30)(A), States 

must assure that payments to Medicaid providers “are consistent with efficiency, economy, and quality of care 

and are sufficient to enlist enough providers so that care and services are available under the plan at least to the 

extent that such care and services are available to the general population in the geographic area.”  The enhanced 

rate was the result of an increase in funding from the 1997 legislature and recommendations made to Medicaid by 

a Dental Task Force composed of dentists, Medicaid staff, and member representatives. The intent of the program 

is to increase access to dental service and to reward dentists who treats a significant number of Medicaid 

members. This rate reduction would require a State Plan Amendment (SPA) and would trigger an access to care 

evaluation by [Centers for Medicare and Medicaid Services].  Depending on the results of [Centers for Medicare 

and Medicaid Services]’s evaluation, the SPA may or may not be approved.” 

Mental Health (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “Behavioral health services are covered benefits when the 

services are medically necessary services.  Behavioral health services include psychiatric diagnostic 

evaluation, mental health assessment by a non-mental health therapist, psychological testing, 

psychotherapy with patient and/or family member, family psychotherapy with patient present and family 

psychotherapy without patient present, group psychotherapy, multiple family group psychotherapy, 

psychotherapy for crisis, psychotherapy with evaluation and management services, evaluation and 

management services (i.e., pharmacologic management), therapeutic behavioral services, psychosocial 

rehabilitative services and peer support services.”   

In order to qualify for managed care Capitated Mental Health Services, a Medicaid client must live in a 

county covered by a Prepaid Mental Health Plan 1915(b) Freedom of Choice waiver. Prepaid Mental Health 

Plans cover 28 of Utah's 29 counties and provide inpatient hospital and outpatient mental health services 

through at‐risk, capitated contracts. The Department must have the rates paid be actuarially-certified. 

Local mental health authorities must either provide the services or contract for the services. In Wasatch 
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 County, the only county without a Prepaid Mental Health Plan, mental health services are provided on a 

fee‐for‐service basis. 

Substance Abuse Treatment (Primarily Managed Care) 

State statute assigns substance abuse local authority responsibility to each county. The Division of 

Substance Abuse and Mental Health is the state's public substance abuse authority. It has the duty to 

consult and coordinate with local substance abuse authorities regarding programs and services. The 

Division of Substance Abuse and Mental Health sets policy for programs funded with state and federal 

money. It accomplishes this objective by establishing rules and minimum standards for local substance 

abuse authorities. It establishes minimum quality standards, funding formulas for distribution of public 

funds, and other public and substance abuse policies with input from various stakeholders.  Twenty-five of 

Utah's twenty-nine counties provide substance abuse services through at‐risk, capitated contracts. 

Accountable Care Organizations, Administrative Rate (Managed Care) 

The capitation rates paid to the accountable care organizations contain both a medical cost and an 

administrative cost component. The administrative money received covers the following: case 

management, disease management, Healthcare Effectiveness Data and Information Set reporting, quality 

improvement programs, performance improvement projects, quality committees, health needs 

assessments, utilization management, prior authorization, provider credentialing and re‐credentialing, 

newsletters, and outreach. 

Accountable Care Organizations, Services Rate (Managed Care) 

The Medicaid.gov website states: “Managed Care is a health care delivery system organized to manage cost, 

utilization, and quality. Medicaid managed care provides for the delivery of Medicaid health benefits and 

additional services through contracted arrangements between state Medicaid agencies and managed care 

organizations that accept a set per member per month (capitation) payment for these services.”   

Accountable care organizations receive a per member per month payment for each Medicaid client in their 

program and assumes the risk of paying for all of the incurred costs. The negotiated care includes funding 

for administrative costs. The contracted accountable care organizations are responsible to pay for all 

medical services except for the following: 

1. Dental services 

2. Targeted case management 

3. Non-emergent medical transportation 

4. Apnea monitors 

5. Nursing facility (if the stay is anticipated to be longer than 30 days) 

6. Waiver Services 

7. Mental health services 

8. Substance abuse services, except for medical detoxification in a facility. 

9. Mental health and immunosuppressive drugs 

10. Any services performed at an Indian Health Services, tribal facility, or an Urban Indian Facility. 

11. Chiropractic services 

12. Services performed at the state hospital, and 

13. Services performed at the state developmental center. 
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 UCA 26-18-405(2)(c) directs the Department of Health to do the following: “Identify the evidence-based 

practices and measures, risk adjustment methodologies, payment systems, funding sources, and other 

mechanisms necessary to reward providers for delivering the most appropriate services at the lowest cost, 

including mechanisms that: pay providers for packages of services delivered over entire episodes of illness 

rather than for individual services delivered during each patient encounter; and reward providers for 

delivering services that make the most positive contribution to a recipient's health status.”  The 

Department of Health reports that it has complied with this law by submitting a waiver to Centers for 

Medicare and Medicaid Services in 2012 which authorized the accountable care organization (ACO) 

delivery model.  The Department of Health reports: “UCA 26-18-405(2)(c) directs the Department of 

Health to develop a waiver program to replace the fee-for-service delivery model with one or more risk-

based delivery models.  Through the ACO model, the ACOs have developed shared savings and other value 

based payment methodologies which meet the requirements of this statute.  The topic of integration of 

additional services into the ACO model merits an indepth review and could be a suitable subject for a 

future deep dive review.  In particular, the integration of mental health services, long-term support 

services, or dental services into the ACO model all merit continued discussion and analysis.”    

The fiscal analyst recommends that the Social Services Appropriations Subcommittee consider passing the 

following motion: The Social Services Appropriations Subcommittee intends that the Department of Health 

report to the Office of the Legislative fiscal analyst by January 1, 2018 on the feasibility and advisability of 

incorporating more services into accountable care organization contracts.  

Agency Response: Oppose - “The Department of Health opposes this recommendation as it is currently 

proposed.  The Department continues evaluate on a regular basis the feasibility of including additional 

services in the ACO contracts. Our review of feasibility includes an analysis of potential cost savings and 

impact to Medicaid member access to care.  There are specific reasons why the Department has not 

included the services listed above into the ACO contracts.  For example, federal regulations place 

requirements on the state in relation to IHS providers, the state hospital, and waiver services which makes 

their incorporation into managed care impractical.  The psychotropic drugs are paid fee for service because 

the ACOs are not responsible for paying mental health services and the county mental health authorities do 

not supply the state match payments for the pharmacy benefits.  In order to provide apnea monitors to fee 

for service clients, the state bid out the contracts statewide in order to ensure that the services would be 

available to rural clients while taking advantage of economies of scale to lower prices charged to the state. 

Finally, the list identified by the Fiscal analyst above includes some services which are already 

incorporated into a managed care payment model:  dental services, mental health services, some nursing 

facility stays, and substance use disorder services.” 

Ambulatory Surgical (Primarily Managed Care) 

Ambulatory surgical centers provide certain outpatient surgical services that require 24 hours or less of 

care.  These centers exist independently or are physically separated from another health care facility, such 

as hospitals. 

End Stage Renal Disease/Kidney Dialysis (Primarily Managed Care) 

Utah Medicaid covers kidney dialysis services primarily for 90 days until a client becomes eligible for 

similar services under Medicare.  If a client is not eligible for Medicare, then Medicaid will continue to 

cover the dialysis services.    

https://le.utah.gov/xcode/Title26/Chapter18/26-18-S405.html
https://le.utah.gov/xcode/Title26/Chapter18/26-18-S405.html
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 Home Health (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “An in-depth physical and psychosocial assessment must be 

made by a registered nurse initially or at recertification to assess the beneficiary's overall condition, needs, 

adaptability of the beneficiary's place of residence to the provision of health care, capability of the 

beneficiary to participate in his or her own care, identify family support systems or persons willing to 

assume responsibility for care when the beneficiary is unable, and establish a plan for delivery of care.”   

Home health is a mandatory benefit under the Medicaid program. In the fee-for-service system, services 

may require a prior authorization and may include therapy, nursing services, home health aides, and some 

medical supplies. 

Independent Lab and/or X-Ray (Primarily Managed Care)  

The Utah Medicaid Provider Manual states: “Covered services are medically necessary diagnostic and 

therapeutic services, appropriate for the adequate diagnosis or treatment of a patient's illness.  Services 

must be consistent with principles of efficacy (evidence-based), economy and quality of care.”   

Inpatient Hospital (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “An inpatient stay is defined as an admission which meets 

established criteria for severity of illness and intensity of service. The patient receives room, board, and 

professional services in an institution.  The physician identifies the patient as inpatient status.”   

A hospital which accepts a Medicaid patient for treatment accepts the responsibility to make sure that the 

patient receives all medically necessary services from Medicaid providers. In reviewing claims for 

readmissions within 30 days for the same or similar principal diagnosis, the State may deny or combine the 

claim with the first admission. 

Non‐pregnant Medicaid adult clients have, as of July 1, 2017, a $75 per visit co‐insurance payment for non‐

emergency inpatient hospital services. The most frequent claims for inpatient hospital service for Medicaid 

usually are for the care of newborns, delivery of babies, and respiratory flu treatments. 

Hospitals that serve a disproportionate share of Medicaid and uninsured patients may receive 

Disproportionate Share Hospital Payments. The intent of the payments is to offset some of the hospitals' 

uncompensated costs in serving these individuals. There are state and hospital-specific federal limits on 

the maximum payment amounts that can be paid based on the actual amount of uncompensated care 

provided.  The majority of the seed money comes from government-owned hospitals and the remainder is 

made up of General Fund appropriations. 

Medical Supply (Primarily Managed Care) 

Medicaid pays for disposable or semi-disposable supplies based upon the lower amount of billed charges 

or the Medicaid fee schedule in the fee-for-service system. There are over 250 medical supply companies 

enrolled to provide services in Utah to Medicaid clients.  

In order to ensure medical appropriateness and/or unit limitations, in the fee-for-service system some 

items require prior authorization. About half of all medical supplies require a prior authorization. Medicaid 

maintains a specific list of potentially approvable supplies for use in an emergency. After the emergency 

providers must submit claims to determine if the supply qualifies for reimbursement. Following are some 

items approved for possible reimbursement due to a medical emergency: 
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 ⦁ Feeding through tubes via veins or stomach 

⦁ Hospital bed equipment 

⦁ Respiratory equipment 

⦁ Oxygen 

Other (Primarily Managed Care) 

This other category includes the following categories of service: autism spectrum disorder services, buy 

out premiums, custody medical services, e arly intervention services, federal buy-in parts A and B, group 

pre/postnatal education services, health information technology payments, the UNI HOME program, 

interpretive services, perinatal care coordination services, pre/postnatal home visit services, and qualified 

Medicare beneficiary only services.  Some of these services do not have significant amounts of 

expenditures and were not analyzed separately in this report.   

Outpatient Hospital (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “Outpatient Hospital service is preventive, diagnostic, 

therapeutic, rehabilitative, or palliative service. Covered services must be services that meet the following 

conditions: (1) Are furnished to outpatients; (2) Are furnished by or under the direction of a physician or 

dentist; and (3) Are furnished by an institution that — (a) Is licensed or formally approved as a hospital by 

an officially designated authority for State standard-setting; (b) Meets the requirements for participation in 

Medicare as a hospital.”  

Medicaid clients subject to co‐pay requirements have a $3 co‐payment for outpatient hospital services. 

Medicaid clients subject to co‐pay requirements have a $6 co‐payment for non‐ emergency use of the 

emergency room. Medicaid staff contact clients, who excessively use the emergency room for non‐

emergency reasons, to connect them with a primary care provider and educate them on proper emergency 

room usage.  Medicare's Outpatient Prospective Payment System is the basis for outpatient hospital 

services reimbursement rates. 

Personal Care (Primarily Managed Care) 

In the fee-for-service system, a physician must be the one to prescribe personal care services, which are to 

help a client with everyday activities, for clients that live in their own homes.  A licensed registered nurse 

must supervise the provision of personal care services.  A qualified aid, who is not a legally responsible 

relative and works for a licensed home health agency, may provide the services.   

Pharmacy (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “The Utah Department of Health, Division of Medicaid and 

Health Financing covers prescription medications that are prescribed by qualified practitioners who are 

enrolled with Utah Medicaid as a Medicaid benefit in compliance with Federal law (42 U.S.C. 1396r-8). All 

covered medications must: require a prescription for dispensing, have a National Drug Code number, be 

eligible for the federal Medicaid drug rebate, be approved by the Food and Drug Administration, meet the 

Center for Medicare and Medicaid Services definition of a ‘covered outpatient drug’ (42 CFR 447.502), and 

be listed in the Medi-Span drug file. Utah Medicaid also covers some over-the-counter (non-prescription) 

medications, immunizations, and medical supplies as described in this manual.”   

https://healthcare.utah.edu/uni/home/
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 Utah Medicaid directly administers the pharmacy benefit for all fee‐for‐service Medicaid members. Nearly 

all pharmacies in the state provide pharmacy services to Medicaid members.  

The lowest price of four different calculations, plus a dispensing fee, for each drug determines 

reimbursement. Below is a list of each calculation: 

1. Estimated Acquisition Cost –-- Wholesale Acquisition Cost. 

2. Federal Maximum Allowable Cost –-- Federal law establishes maximum price. 

3. Utah Maximum Allowable Cost –-- National Average Drug Acquisition Cost published by the Centers 

for Medicare and Medicaid Services. 

4. Usual and Customary Charges –-- This is the amount the provider typically charges the general 

public. 

Physical and Occupational Therapy (Primarily Managed Care) 

Physical and occupational therapy both try to help clients maximize physical functionality.  Service delivery 

in the fee-for-service system must include an assessment of current functionality and a specific plan and 

timeline for what functions will be improved. 

Physicians and Other Practitioners (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “Physician services involve direct patient care and securing and 

supervising appropriate diagnostic ancillary tests or services, within the parameters of established 

Medicaid policy, to diagnose the existence, nature, or extent of illness, injury, or disability. In addition, 

physician services involve establishing a course of medically necessary treatment designed to prevent or 

minimize the adverse effects of human disease, pain, illness, injury, disability, defect, or other impairments 

to a member’s physical or mental health.”   

Medicaid clients, who are not in a managed care plan, may visit any willing physician provider to receive 

services. This includes any specialist physician. Most non‐pregnant adults have a $3 co‐pay per doctor's 

visit. Medicaid reimburses medical providers to perform basic dental checks and apply varnishes. Payment 

for approved services will be made at the lower of the usual and customary charge or the established 

physician's fee schedule.  Licensed nurse practitioners may bill Medicaid directly for approved procedure 

codes. 

There are two types of physician enhanced payments: (1) payments to the University of Utah Medical 

Group (UUMG) for the difference between the average commercial rate and the Medicaid fee schedule, 

which is seeded by UUMG, as well as (2) a 12 percent enhancement for payments to rural physicians. 

The fiscal analyst recommends that the Social Services Appropriations Subcommittee consider passing the 

following motion:  The Social Services Appropriations Subcommittee removes ongoing the funding from the 

FY 2019 base budget associated with the 12 percent reimbursement enhancements for rural physicians.  The 

Department of Health may opt to request the funding as a building block, which would provide the Legislature 

an opportunity to reassess the policy of enhanced payments for rural physicians in Medicaid.  The Department 

of Health and the fiscal analyst shall work together to identify the proper funding amount for removal. 

Agency Response: Oppose - “The Department opposes eliminating the 12% reimbursement enhancement 

for physicians in rural areas due to the potential impact on access to care.  Under Section 1902(a)(30)(A), 

States must assure that payments to Medicaid providers “are consistent with efficiency, economy, and 
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 quality of care and are sufficient to enlist enough providers so that care and services are available under 

the plan at least to the extent that such care and services are available to the general population in the 

geographic area.”  This rate reduction would require a State Plan Amendment (SPA) and would trigger an 

access to care evaluation by [Centers for Medicare and Medicaid Services].  Depending on the results of 

[Centers for Medicare and Medicaid Services]’s evaluation, the SPA may or may not be approved.” 

Podiatry (Primarily Managed Care) 

For Utah Medicaid podiatry includes treatment of the ankle or foot for difficulty walking or impairment 

which limits independent function.   

Speech and Hearing (Primarily Managed Care) 

The Utah Medicaid Provider Manual states: “A written plan of care established by the speech-language 

pathologist is required. The plan of care must include:  

• Patient information and history  

• Current medical findings  

• Diagnosis  

• Previous treatment (if applicable)  

• Planned treatment  

• Anticipated goals  

• The type, amount, frequency and duration of the services to be rendered.”   

Pregnant women and children may receive speech and hearing services.   

Vision Care (Primarily Managed Care) 

The Utah Medicaid Provider Manual explains: "Optometry care services covered by the Utah Medicaid 

Program include the examination, evaluation, diagnosis and treatment of visual deficiency; removal of a 

foreign body; and prescription and provision of corrective lenses by providers qualified to perform the 

service(s)."  

Federal law requires that Medicaid pays for vision care for children up to age 21. Additionally, the State has 

opted to pay for vision care services to pregnant women. In the fee-for-service program, clients may 

receive one routine eye exam per year unless there is a documented medical necessity for more (corrective 

lenses are limited to children and pregnant women). Medicaid expects frames for glasses to last two years. 

A client would receive contact lenses only if eye glasses cannot serve the medical necessity. 

Chiropractic (Fee-for-service) 

The Utah Medicaid Provider Manual states: “Chiropractic services may be provided when medically 

necessary and include examination, diagnosis and manual manipulations to influence joint and 

neurophysiological function of the regions of the spine, including x-rays of the spine.”  Pregnant women 

and children over age six may receive up to 12 chiropractic visits annually without prior authorization.   

Federally Qualified Health Center (Fee-for-service) 

For specifically designated medical clinics that qualify as federally qualified health centers, Utah Medicaid 

must pay these clinics their full cost of providing Medicaid services. This is done through an annual 
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 adjustment at the end of each fiscal year and usually results in a payment that is higher than what Medicaid 

would normally pay.  

Home/Community Based Waiver Contract (Fee-for-service) 

The Medicaid.gov website states: “Home and community-based services provide opportunities for 

Medicaid beneficiaries to receive services in their own home or community rather than institutions or 

other isolated settings. These programs serve a variety of targeted populations groups, such as people with 

intellectual or developmental disabilities, physical disabilities, and/or mental illnesses.”   

Medicaid clients must meet nursing facility level of care as described in Administrative Rule R414.502 in 

order to be eligible for the Home and Community Based Waiver Services. Clients must meet two of the 

following three conditions: (1) require substantial physical assistance for activities of daily living, (2) 

certain level of dysfunction in cognition, and (3) a less structured setting cannot meet the level of care 

needed.  

Hospice (Fee-for-service) 

The Medicaid.gov website states: “The Hospice benefit is an optional state plan service that includes an 

array of services furnished to terminally ill individuals. These services include: nursing, medical social 

services, physician services, counseling services to the terminally ill individual and the family members or 

others caring for the individual at home, short-term inpatient care, medical appliances and supplies, home 

health aide and homemaker services, physical therapy, occupational therapy and speech-language 

pathology services.”   

Hospice services are an optional benefit under the Medicaid program. To qualify, a physician must certify 

that the eligible person is within the last 6 months of life. The State has no limits on the amount of hospice 

care a client may receive.   

For individuals residing in nursing facilities, Federal law requires that the hospice provider reimburse the 

nursing facility provider at 95 percent of the daily nursing home reimbursement rate.  Reimbursement 

rates for hospice services are online at http://health.utah.gov/medicaid/stplan/hospice.htm.   

Intermediate Care Facilities for Intellectually Disabled (Fee-for-service) 

A special group of nursing facilities is Intermediate Care Facilities for Individuals with Intellectual 

Disabilities (ICFs/ID). These facilities specialize in the care of people with intellectual disabilities. The 

individuals served by ICFs/ID need more continuous supervision and structure, but are not significantly 

different from those served in other systems serving people with disabilities. ICFs/ID are long‐term care 

programs certified to receive Medicaid reimbursement for habilitative and rehabilitative services and must 

provide for the active treatment needs. Nursing services are available for those requiring nursing and 

medical services. 

Reimbursement rates for Intermediate Care Facilities for Individuals with Intellectual Disabilities and the 

methodology for calculating those rates are online at 

http://health.utah.gov/medicaid/stplan/longtermcareicfidra.htm. 

Medical Transportation (Fee-for-service) 

Medical transportation includes: 

http://health.utah.gov/medicaid/stplan/hospice.htm
http://health.utah.gov/medicaid/stplan/longtermcareicfidra.htm
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 • Air and ground ambulance for medical emergencies 

• UTA (Utah Transit Authority) bus/TRAX passes 

• Non-emergency door-to-door service if no working vehicle in household and unable to ride on UTA 

bus services 

Nursing Facility (Fee-for-service) 

The Utah Medicaid Provider Manual states: “The cost of care in a nursing facility must be less than the cost 

of care for alternative, non-institutional services for the Department to approve nursing facility coverage 

for an applicant. The Department may not consider the availability of Medicaid reimbursement for 

alternative services as a factor in determining the relative costs of alternative services. Unless the cost of 

care through alternative, non-institutional services is higher than the cost of care in a nursing facility, the 

Department will deny nursing facility coverage for an applicant whose health, rehabilitative, and social 

needs may reasonably be met through alternative non-institutional services.”   

Reimbursement rates for nursing home services and calculation methodology are online at 

http://health.utah.gov/medicaid/stplan/longtermcareicfidra.htm. State law requires, at a minimum, state‐

funded expenditures paid to nursing care facilities stay at June 2004 levels. There are quarterly 

adjustments to the rates paid to each nursing care facility based on the facility's average case mix (client 

severity). The Department of Health determines the nursing care rate based on three components: 

5. Fixed ‐ to pay for costs common to all facilities, such as food, laundry, and housekeeping. 

6. Property ‐ based on the fair rental value as well as property tax and insurance subject to a minimum 

reimbursement level.  On average thirty-eight facilities have made improvements annually for the 

last five years. 

7. Case Mix ‐ distributes the remaining funds after the two components above based on the level of 

clients' needs with a rural vs. urban adjustment. 

The federal government allows local (non‐state) government‐owned nursing homes to provide seed money 

to be paid up to the Medicare Upper Payment Limit. Local government‐owned nursing homes in Utah may 

provide seed money to receive supplemental payments. 

Medicaid nursing home clients may retain a fixed monthly amount for personal needs. For most individuals 

expected to stay longer than six months in long‐term care the permitted allowance is $45 monthly. In most 

cases, the client's account balance cannot exceed $2,000 without risking a loss of Medicaid eligibility due to 

asset level requirements. Medicaid determines the amount of income the Medicaid client must pay to the 

facility to be eligible for Medicaid. Medicaid reduces this income from the reimbursement paid to the 

facility. 

Rural Health Clinic (Fee-for-service) 

Rural health clinics are in rural, medically underserved areas and employ non-physician practitioners.  

These clinics receive a prospective payment based on reasonable costs divided by the total visits by 

Medicaid clients.  The state makes supplemental payments to rural health clinics that contract with 

Medicaid accountable care organizations to bring reimbursement levels up to the prospective payment 

level. 

  

http://health.utah.gov/medicaid/stplan/longtermcareicfidra.htm
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 School Based Skills Development (Fee-for-service) 

School-based skills development services are medically necessary services covered by Medicaid that are 

included in a Medicaid-eligible disabled student’s individualized educational program.  Those services may 

include evaluation and assessment, motor skills development, communication skills development, nursing 

and personal services, behavioral health services, as well as vision and hearing adaptation services.   

How do we Know if we are Successful? 

Utah Medicaid’s mission statement is “We provide access to quality, cost-effective health care for eligible 

Utahns.” 

The discussion of how we know if we are successful has the following sections:   

1) Provider Participation Rates – is the number of Medicaid providers increasing or decreasing over 

time? 

2) Client Satisfaction – are adult and children clients satisfied with their access to medical care? 

3) Access to Care – do clients report getting the care they need? 

The survey results for client satisfaction and access to care for Utah’s three to four managed care plans in 

any given year have been combined into one weighted average based on client enrollment in each managed 

care plan.  Below is a brief history of managed care arrangements in Utah from FY 2009 through FY 2016: 

1. July 2008 – the following providers are participating in Medicaid in non-risk contracts 

a. Select Access (Intermountain Healthcare) 

b. Molina 

c. Healthy U 

2. September 2009 – Molina moves to a fully risk-based capitated contract 

3. May 2012 – Health Choice joins the Utah Medicaid market 

4. January 2013 – Select Health (formerly Select Access), Healthy U, and Health Choice move to fully 

risk-based capitated contract and all plans are now accountable care organizations 

a. Clients in four counties (Utah, Salt Lake, Davis, and Weber) must sign up with one of the four 

accountable care organizations 

5. July 2015 – additional counties served by accountable care organizations include Box Elder, Cache, 

Iron, Morgan, Rich, Summit, Tooele, Wasatch, and Washington. 

The Department of Health’s Annual External Quality Review Report of Results report for 2016 included the 

following findings for all Medicaid and CHIP medical and mental health managed care plans: 

“Standards with the highest scores (best performance) were: 

• Coordination and Continuity of Care. 

• Enrollee Rights and Protections. 

• Subcontracts and Delegation. 

• Quality Assessment and Performance Improvement.” 

“Standards with the lowest scores (needing improvement) were: 

• Enrollee Information. 
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 • Grievance System. 

• Provider Participation and Program Integrity.” 

For more information please see https://sites.google.com/a/utah.gov/cqm/home/external-quality-

review-2015-2016.  

Provider Participation Rates – Is the number of Medicaid Providers Increasing or Decreasing Over Time? 

Medicaid Providers Enrolled in Fee-for-Service by 

Provider Group
2012 2013 2014 2015 2016 Diff. % Diff.

Chiropractic 192          183          169          150          203          11               6%

Dentists 781          820          803          860          762          (19)              -2%

Mental Health 11            71            129          169          174          163             1482%

Substance Abuse Treatment 40            45            55            59            45            5                  13%

Personal Care 60            59            56            47            49            (11)              -18%

Pharmacies 580          583          603          604          651          71               12%

Physical & Occupational Therapists 288          283          287          270          239          (49)              -17%

Physicians 3,827      3,619      3,460      3,206      3,278      (549)           -14%

Podiatry 123          117          114          121          133          10               8%

Speech and Hearing Therapists 87            95            96            84            84            (3)                -3%

Vision Care 263          259          272          259          260          (3)                -1%

Home Health (as proxy for Hospice) 183          189          200          186          184          1                  1%

Intermediate Care Facilities for Intellectually 

Disabled
             15              15 16            17            26            11               73%

Nursing Facility - Level One Care            112            109 114          134          142          30               27%

Ambulatory Surgical              43              42 43            47            43            -              0%

End Stage Renal Disease (Kidney Dialysis) 42                         41 42            40            43            1                  2%

Home Health 183          189          200          186          184          1                  1%

Inpatient Hospital Services, General            192            204 202          179          188          (4)                -2%

Outpatient Hospital Services, General            395            382            361            333            355 (40)              -10%

Home/Community Based Waiver Contract (2014 

base year)
              -                 -   95            96            87            (8)                -8%

Medical Transportation            129            115 116          121          121          (8)                -6%

Rural Health Clinic 23            23            20            19            18            (5)                -22%

Federally Qualified Health Center 27            27            31            35            36            9                  33%

Independent Lab and/or X-Ray            110            107 115          115          124          14               13%

Medical Supply            481            472 456          452          467          (14)              -3%

School Based Skills Development - Number of Local 

Education Agencies
33            34            35            34            35            2                  6%

Accountable Care Organizations (2013 base year)  -                 4 4              4              4              -              0%

Total        8,220        8,087        8,094        7,827        7,935 (285)           -3%

Medicaid clients (fiscal years) 289,950 296,260 304,658 325,410 335,888 45,938       16%

https://medicaid.utah.gov/Documents/pdfs/annual%20reports/medicaid%20annual%20reports/MedicaidAnnualReport_201

6.pdf

Source:

Overall from 2012 to 2016 the number of providers enrolled in Medicaid fee-for-service has decreased 3 

percent while the Medicaid population has increased 16 percent.  The table above shows the change in the 

number of fee-for-services providers by provider group from 2012 to 2016.  The Department of Health: 

“The information in this table is aggregated from data in the 2016 Annual Report of Medicaid and CHIP.  

Utah Medicaid implemented significant delivery system changes in fiscal year 2013 and fiscal year 2015 by 

moving to mandated managed care in specified counties.  The Medicaid provider counts in the table only 

represent the count of provider enrollments (a single provider may enroll multiple times) paid on a fee for 

https://sites.google.com/a/utah.gov/cqm/home/external-quality-review-2015-2016
https://sites.google.com/a/utah.gov/cqm/home/external-quality-review-2015-2016
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 service basis in the fiscal years presented and do not capture managed care provider networks.”  

Additionally, changes in ownership would artificially inflate the number of providers by counting the same 

service location twice in the year that ownership changed.   

The table below shows the change from 2012 through 2016 in the number of Utah licenses or fiscal analyst 

estimate by provider type that most closely matches or approximates the Medicaid provider categories.  

Many of the provider categories likely include providers residing outside of Utah but who provide services 

via telehealth or other means.  Overall from 2012 to 2016 the number of providers in Utah has increased 8 

percent while the state population has increased 7 percent.   

Medical Provider Group - Utah Licenses 2012 2013 2014 2015 2016 Diff. % Diff.

Chiropractic 789             909             899             945             922             133          17%

Dentists 2,431          2,822          2,824          2,146          2,109          (322)        -13%

Mental Health (Clinical Mental Health, Marriage and 

Family Therapy, Psychology, Social Work)
9,065          9,296          9,280          10,291       10,231       1,166      13%

Substance Abuse Treatment (Certified/Licensed 

Substance Use Disorder Counselors)
455             452             456             434             443             (12)          -3%

Personal Care (Certified Nursing Assistants) 22,559       22,583       22,244       22,061       21,694       (865)        -4%

Pharmacies (With Store Fronts) 709             719             746             751             801             92            13%

Physical & Occupational Therapists (Excludes 

Assistants)
2,512          2,617          2,858          2,767          3,051          539          21%

Physicians & Other Similar Practitioners (Physicians, 

Osteopath Physician, PA, APRN)
11,365       12,816       12,920       14,043       14,255       2,890      25%

Podiatry 198             202             203             215             215             17            9%

Speech and Hearing Therapists (Excludes Assistants) 916             947             1,067          1,129          1,265          349          38%

Vision Care (Optometrists Only) 482             472             455             487             486             4              1%

Hospice 79                83                84                90                90                11            14%

Intermediate Care Facilities for Intellectually 

Disabled
                 16                  16 17                17                18                2              13%

Nursing Facility                  99                  98 99                98                99                -          0%

Ambulatory Surgical                  41                  41 41                39                40                (1)             -2%

End Stage Renal Disease (Kidney Dialysis) 38                                 38 39                41                43                5              13%

Home Health                107                106 104             102             100             (7)             -7%

Inpatient Hospital                  50                  51 53                55                55                5              10%

Outpatient Hospital                  50                  51                  53                  55                  55 5              10%

Home/Community Based Waiver Contract (2014 

base year)
                  -                     -   95                96                87                (8)             -8%

Medical Transportation (Ambulance Providers)                103                105 105             108             107             4              4%

Rural Health Clinic 23                23                20                19                18                (5)             -22%

Federally Qualified Health Center 30                30                42                50                52                22            73%

Independent Lab and/or X-Ray (LFA estimate)                116                116 127             132             136             20            17%

Medical Supply (LFA estimate)                239                248 251             254             253             14            6%

School Based Skills Development - Number of Local 

Education Agencies
122             123             129             138             144             22            18%

Accountable Care Organizations for Medicaid (2013 

base year)
 -                    4 4                  4                  4                  -          0%

Total          52,594          54,968          55,215          56,567          56,773 4,179      8%

Utah population 2,855,200 2,902,800 2,941,800 2,990,600 3,051,200 196,000 7%  

Diff. % Diff. % Diff. Diff.

Physical & Occupational Therapists 539          21% -17% (49)           

Physicians 2,890      25% -14% (549)        

Speech and Hearing Therapists 349          38% -3% (3)             

Licensed Providers Increasing and Medicaid 

Providers Decreasing - 2012 to 2016 Data

Utah Licenses Medicaid Providers
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 The provider groups where the number of Medicaid providers is decreasing even though the number of 

licensed Utah providers is increasing is listed in the on the bottom of the previous page. 

The Department of Health states: “The Medicaid provider counts used in the comparison solely represent 

the count of provider enrollments (a single provider may enroll multiple times) paid on a fee for service 

basis in the fiscal years presented and do not capture managed care provider networks.  Therefore, 

Medicaid provider trends identified based on this data do not accurately represent availability of provider 

services for Medicaid members.” 

The fiscal analyst recommends that Social Services Appropriations Subcommittee consider passing the 

following motion: The Social Services Appropriations Subcommittee intends that the Department of Health 

report to the Office of the Legislative Fiscal Analyst by January 1, 2018 on the trend over time of the number of 

Medicaid service providers from 2012 through 2017 for physical and occupational therapists, physicians, and 

speech and hearing therapists.   

Agency Response: Support - “The Department is supportive of this recommendation and will provide the 

requested data by January 1, 2018.” 

The provider groups where the number of Medicaid providers is decreasing even through the number of 

licensed Utah providers is relatively constant (growing up to the rate of Utah population growth) is listed 

in the table below: 

Diff. % Diff. % Diff. Diff.

Vision Care 4              1% -1% (3)             

Medical Transportation 4              4% -6% (8)             

Medical Supply 14            6% -3% (14)           

Licensed Providers at 0% to State Population 

Growth and Medicaid Providers Decreasing -

2012 to 2016 Data

Utah Licenses Medicaid Providers

 

The provider groups where the number of Medicaid providers is remaining constant (growing up to the 

rate of Utah population growth) even through the number of licensed Utah providers is increasing is listed 

in the table below: 

Diff. % Diff. % Diff. Diff.

Chiropractic 133          17% 6% 11            

Home Health (as proxy for Hospice) 11            14% 1% 1               

End Stage Renal Disease (Kidney Dialysis) 5              13% 2% 1               

School Based Skills Development - Number of 

Local Education Agencies
22            18% 6% 2               

Licensed Providers Increasing and Medicaid 

Providers at 0% to State Population Growth - 

2012 to 2016 Data

Utah Licenses Medicaid Providers

 

The Department of Health states: “The Medicaid provider counts used in the comparison solely represent 

the count of provider enrollments (a single provider may enroll multiple times) paid on a fee for service 

basis in the fiscal years presented and do not capture managed care provider networks.  Therefore, 

Medicaid provider trends identified based on this data do not accurately represent availability of provider 

services for Medicaid members.” 

 



 

 

SEPTEMB ER 18,  2017,  10:49  AM - 24 - OFF ICE  OF  THE  LEGI SLATIVE  F I SCAL  ANALYST  

B U D G E T  D E E P - D I V E  I N T O  M E D I C A I D  R E I M B U R S E M E N T  R A T E S  

 The provider groups where the number of Medicaid providers is remaining constant (growing up to the 

rate of Utah population growth) even through the number of licensed Utah providers is decreasing is listed 

in the table below: 

Diff. % Diff. % Diff. Diff.

Ambulatory Surgical (1)             -2% 0% -           

Home Health (7)             -7% 1% 1               

Licensed Providers Decreasing and Medicaid 

Providers at 0% to State Population Growth - 

2012 to 2016 Data

Utah Licenses Medicaid Providers

 

The provider groups where the number of Medicaid providers is following the overall trend in the number 

of licensed Utah providers is listed in the two tables below: 

Diff. % Diff. % Diff. Diff.

Dentists (322)        -13% -2% (19)           

Personal Care (865)        -4% -18% (11)           

Rural Health Clinic (5)             -22% -22% (5)             

Licensed Providers Decreasing and Medicaid 

Providers Decreasing - 2012 to 2016 Data

Utah Licenses Medicaid Providers

 

Diff. % Diff. % Diff. Diff.

Pharmacies 92            13% 12% 71            

Podiatry 17            9% 8% 10            

Federally Qualified Health Center 22            73% 33% 9               

Independent Lab and/or X-Ray 20            17% 13% 14            

Licensed Providers and Medicaid Providers 

Increasing - 2012 to 2016 Data

Utah Licenses Medicaid Providers

 

The following provider groups in Utah have seen a change of over 20 percent from 2012 to 2016.  Below is 

an explanation of why the number of providers in those categories has changed over 20 percent: 

1. Number of providers that increased over 20 percent from 2012 to 2016: 

a. Physical & Occupational Therapists (Excludes Assistants), Physicians & Other Similar 

Practitioners (Physicians, Osteopath Physician, PA, APRN), Speech and Hearing Therapists 

(Excludes Assistants) 

i. “My best guess is that the license numbers have jumped due to the increasing 

utilization of telehealth or increased availability of mobile practitioners.” September 

1, 2017 email from Mark Steinegal, Director of the Division of Occupational and 

Professional Licensing  

b. Home/Community Based Waiver Contract 

i. “Enrollment in the various waiver programs increased by more than 30% between 

FY 2012 and FY 2016.  In addition, there has also been a push in these programs to 

offer more integrated care, which typically means that fewer individuals are being 

served in a particular location.  Fewer people served per location means that there 

will need to be more locations available to meet their needs.  Finally, both the Autism 

Waiver and the Medically Complex Children's Waiver were introduced between 

FY 2012 and FY 2016.”  September 5, 2017 email from Janica Gines, Assistant Director 

with Division of Medicaid and Health Financing    



 

 

OFF ICE  OF  THE  LEGI SLATIVE  F I SCAL  ANALYST  - 25 - SEPTEMB ER 18,  2017,  10:49  AM 

 B U D G E T  D E E P - D I V E  I N T O  M E D I C A I D  R E I M B U R S E M E N T  R A T E S  

 c. Federally Qualified Health Center 

i. “The growth of Health Center Program grantees and clinics is directly related to the 

growth in program funding made available in the Affordable Care Act and extended 

under bi-partisan support through the Medicare Access and CHIP Reauthorization 

Act.  We were very successful in competing for program grant funding to expand 

access to care through new clinic locations and/or services offered.  There was a 

concerted effort to identify high need areas and target growth to such.  As a result, the 

Utah Health Centers are now serving over 150,000 patients (52% are uninsured) and 

providing over 460,000 clinic visits annually (medical, dental, and mental health 

services combined).”  September 1, 2017 email from Alan Pruhs, Executive Director of 

the Association for Utah Community Health    

2. Number of providers that decreased over 20 percent or five clinics from 2012 to 2016: 

a. Rural Health Clinic 

i. “4 contracts closed because the clinics merged with Central Utah Clinic and they lost 

their [rural health clinic] designation through [Centers for Medicare and Medicaid 

Services]...1 contract was closed for billing inactivity.”  September 7, 2017 email from 

Janica Gines 

The Department of Health submitted an access to care analysis for Utah’s rural and frontier counties 

primarily served by the fee-for-service reimbursement system, see 

https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf to the federal 

government for the following categories: 

1. Primary care 

2. Physician specialists 

3. Home health 

4. Obstetrics – pre and post labor delivery 

5. Behavioral health 

The fiscal analyst recommends that Legislature open a bill file to request the Department of Health to 

annually provide a prioritized list for provider reimbursement changes for all provider groups with 

explanations of each ranking by December 15th of each year to the Office of the Legislative fiscal analyst to 

help inform the Legislature in making its funding decisions.   

Agency Response: Oppose - “The Department is opposed to this recommendation as it is currently 

proposed.  A provider reimbursement change would require a change in the Department’s budget.  The 

Department uses the Executive Branch’s budget process to identify and prioritize requests for increases in 

appropriations.  In addition, based on previous Legislative actions, it is unclear what factors the Legislature 

considers most important when advancing a reimbursement change.  The topic of provider reimbursement 

changes merits an indepth review and could be a suitable subject for a future deep dive review.  In 

particular, the length of time since the last provider reimbursement change, percent of providers accepting 

Medicaid, and the ratio of Medicaid reimbursement to a benchmark reimbursement all merit additional 

review and analysis.” 

https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf
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2009 2011 2013 2015

National 73% 72% 83% 75%

Managed Care (Avg.) 72% 73% 84% 76%

Fee-for-Service 67% 68% 80% 66%

50%

55%

60%

65%

70%

75%

80%

85%

90%

95%

100%
Percentage of Adult Consumers Satisfied With Their Medicaid 

Managed Health Plan

 

Client Satisfaction - Adults 

Above is a table that shows the trend over time biennially from 2009 through 2015 in the percentage of 

adult consumers satisfied with their Medicaid managed health plan.  The data shows the following for Utah 

Medicaid adults: 

1) Consumers have been more satisfied with their managed health care plans than their fee-for service 

plans by four to nine percentage points. 

2) Consumers in Utah on managed care have been about as satisfied with their plans as clients 

nationwide.   

Client Satisfaction - Children 

On the top of the next page is a table that shows the trend over time biennially from 2010 through 2016 in 

the percentage of child consumers satisfied with their Medicaid managed health plan.  The data shows the 

following for Medicaid children: 

1) Consumers have been more satisfied with their managed health care plans than their fee-for service 

plans by one to seven percentage points. 

2) Since 2012, consumers in Utah on managed care have been about as satisfied with their plans as 

clients nationwide.   
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2010 2012 2014 2016

National 71% 84% 84% 85%

Managed Care (Avg.) 84% 85% 85% 86%

Fee-for-Service 82% 83% 84% 79%

50%

55%

60%

65%

70%

75%

80%

85%

90%

95%

100%
Percentage of Child Consumers Satisfied With Their Medicaid 

Health Plan

 

2009 2011 2013 2015

National (15=13) 80% 76% 84% 84%

Managed Care (Avg.) 84% 80% 82% 85%

Fee-for-Service 85% 79% 85% 81%

50%

55%

60%

65%

70%

75%

80%

85%

90%

95%

100%

Adults Usually/Always Getting Needed Care
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 Access to Care - Adults 

On the previous page on the bottom is a table that shows the trend over time biennially from 2009 through 

2015 in the percentage of adult consumers reporting that they usually/always get needed care.  The data 

shows the following for Utah Medicaid adults: 

• There has not been a clear trend in clients being more satisfied between managed care plans and 

fee-for-service. 

Access to Care - Children 

Below is a table that shows the trend over time biennially from 2010 through 2016 in the percentage of 

child consumers reporting that they usually/always get needed care.  The data shows the following for 

Utah Medicaid children: 

1) From 2010 through 2014 fee-for-service clients were more satisfied than managed care clients by 

between one and three percentage points.   

2) In 2016 clients in managed care were twelve percentage points more satisfied than fee-for-service 

clients.   

2010 2012 2014 2016

National (16=14) 79% 79% 85% 85%

Managed Care (Avg.) 86% 82% 86% 85%

Fee-for-Service 89% 85% 87% 73%

50%

55%

60%

65%

70%

75%

80%

85%

90%

95%

100%
Children Usually/Always Getting Needed Care

 

How are we Organized? 

This section addresses how provider rates increase for the 29 major provider groups in Medicaid.  The 

State directly controls the reimbursement rate for all providers in 9 or 31 percent of provider groups.  The 

remaining 20 providers primarily are paid via managed care systems (accountable care organizations and 

managed care organizations) where the State pays a set rate per member per month to a managed care 

provider who determines the reimbursement levels for its providers.  On the next page is a graph showing 
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 how many Medicaid provider groups are in each payment system within counties where enrollment in 

accountable care organizations is required.   

17, 59%3, 10%

9, 31%

Medicaid Provider Groups in Each 
Payment System

accountable care organizations

managed care organizations

fee-for-service

 

Below is a more detailed definition of each payment system used in the chart above: 

1. Four accountable care organizations (managed care) are primarily responsible for the 
reimbursement rates for 17 or 59 percent of Medicaid provider groups.  Accountable care 
organizations serve most eligible Medicaid clients in 13 of Utah’s 29 counties.  This represents about 
84 percent of Medicaid clients.  The remaining 16 percent of clients primarily live in sixteen rural 
counties that are served under the fee-for-service payment system for these 18 Medicaid provider 
groups.  There are also clients in the fee-for-service system who reside in nursing homes or have not 
yet enrolled in an accountable care organization.   

2. Fee-for-service payments are primarily responsible for 9 or 31 percent of Medicaid provider 
groups.  This system is where the State sets the reimbursement rate and clients find any Medicaid-
enrolled provider willing to accept that rate.  In addition, in counties with managed care, services 
are paid on a fee-for-service basis until a newly eligible client enrolls in managed care plans. 

3. Managed care organizations (managed care plans and prepaid mental health plans) are primarily 
responsible for the reimbursement rates for 3 or 10 percent of Medicaid provider groups.  This 
group is different from the accountable are organizations in that each of the three provider groups 
in these categories have different managed care arrangements and contracts instead of one contract 
covering many services.  Four counties without a managed care plan for the service, clients are 
served via fee-for-service. 

General Fund Total Fund

Nursing Homes 1,000,000$    3,400,000$ 

Physicians 1,000,000$    3,400,000$ 

Pediatric Dentists 700,000$       2,300,000$ 

Total 2,700,000$    9,100,000$ 

FY 2017Optional Provider Rate 

Increases

 

FY 2017 included changes to reimbursement rates to at least nine of 29 Medicaid provider groups (eight 

increases and one decrease).  The Legislature opted to provider rate increases totaling $2,700,000 ongoing 

General Fund beginning in FY 2017 to three groups as shown in the table above.  Of the 29 categories of 
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 provider rates, 13 or 45 percent have been raised in the last four years.  Of the 13 reimbursement rates 

raised seven were raised directly raised by the State and six were raised automatically without additional 

legislative action. 

The fiscal analyst recommends that Social Services Appropriations Subcommittee consider passing the 

following motion: The Social Services Appropriations Subcommittee intends that the Department of Health 

report to the Office of the Legislative fiscal analyst by January 1, 2018 on the feasibility and advisability of 

expanding Medicaid accountable care organizations into any of the remaining sixteen fee-for-service counties.   

Agency Response: Oppose - “The Department of Health opposes this recommendation as it is currently 

proposed.  The Department continues to evaluate on a regular basis the feasibility of moving the remaining 

counties to mandatory managed care.  Our review of feasibility includes an analysis of potential cost 

savings and impact to Medicaid member access to care.  Because the remaining sixteen counties are all 

rural counties and there are a limited number of providers available in those counties, the Department has 

not pursued this change and would not have meaningful information to report by January 1, 2018.  The 

topic of [accountable care organization] expansion to additional counties merits an indepth review and 

could be a suitable subject for a future deep dive review.” 

Fee-for-Service  

Fee-for-service payments are primarily responsible for 9 or 31 percent of Medicaid provider groups.  Five 

of the nine provider groups received a reimbursement rate increase in FY 2017.  All but three of these nine 

provider groups do not see a reimbursement rate increase unless the State decides to increase rates 

through additional appropriations.  Seven of the nine groups have seen provider increases from FY 2014 to 

the present.  Home and Community Based Waiver Contracts have not seen an increase at or above 0.1 

percent since FY 2008 and chiropractors have not seen an increase since FY 2009.  The three provider 

groups below have federal law requirements related to the rates paid: 

1) Federally Qualified Health Center – for specifically designated medical clinics that qualify as 
federally qualified health centers, federal law via section 702 of the Benefits Improvement and 
Protection Act of 2000 says that Utah Medicaid must pay these clinics their full cost of providing 
Medicaid services. This is done through an annual adjustment at the end of each fiscal year and 
usually results in a payment that is higher than what Medicaid would normally pay. 

2) Hospice – federal law requires that the hospice provider reimburse the nursing facility provider at 
95 percent of the daily nursing home reimbursement rate.  So when the State opts to change the 
nursing home daily rate, the hospice rate is automatically changed.   

3) Rural Health Clinic – The State to pay these clinics at the cost of providing services in compliance 
with section 702 of the Benefits Improvement and Protection Act of 2000.  This tends to result in 
annual increase in reimbursement to these clinics.   

The table on the next page lists each provider group as well as annual reimbursement rate changes for 

fiscal years 2014 through 2017 and how rate changes are determined.   

Accountable Care and Managed Care Organizations 

Managed care plans (accountable care organizations, managed care organizations, and prepaid mental 

health plans) are primarily responsible for the reimbursement rates for 20 or 69 percent of Medicaid 

provider groups.  In the table on page 32 there are four provider groups where the “how increases?” 

column indicates “decision.”  Since these are the rates paid to the managed care plans, the State contracts 
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 with an actuary who sets the allowable range of rates that could be paid to the managed care organizations 

in accordance with federal requirements.  The managed care plans determine for the other provider 

categories if changes in its reimbursement rate translates into changes in rates paid to providers.  

Additionally, the State can provide funding with the intent to increase specific provider groups’ 

reimbursement rates, as it did for physicians and other practitioners in FY 2016.  In FY 2017 at least five 

provider groups saw changes to their Medicaid reimbursement rates (four increases and one decrease).  

The four provider groups below have reimbursement rates that are changed automatically via state or 

federal law.  The table on page 32 lists each provider group as well as annual reimbursement rate changes 

for fiscal years 2014 through 2017 and how rate changes are determined.   

2014 2015 2016 2017

Chiropractic FFS 0.0% 0.0% 0.0% 0.0% 2009 decision

Federally Qualified Health Center FFS 4.0% 3.2% 2.3% 2.5% 2017 federal law

Home/Community Based Waiver 

Contract
FFS 0.0% 0.0% 0.0% 0.0% 20085 decision

Hospice FFS 2.0% 2.0% 0.8% 1.1% 2017
decision/

federal law

Intermediate Care Facilities for 

Intellectually Disabled
FFS 0.0% 5.1% 1.8% -0.1% 2016 decision

Medical Transportation FFS 0.0% 0.0% 388% 1.6% 2017 decision

Nursing Facility FFS 0.0% 3.8% 7.3% 1.9% 2017 decision

Rural Health Clinic FFS 4.0% 3.2% 2.3% 2.5% 2017 federal law

School Based Skills Development FFS 8.0% 0.0% 0.0% 0.0% 2014 decision

Count 9 4 5 6 6

(5) There have been other changes since 2008, but 2008 was the last time two of the waivers saw 

increases in the same year.  Some subsequent increases did not register at 0.1% due to small size.

(3) Provider increases are shown as a percentage increase off of all providers in the category, even 

though some increases were only give to a subset of providers.  Increases are given by increasing the 

per unit rate for specific procedures.  Often a procedure will be used by multiple providers resulting in 

multiple categories receiving increases.

(2) FFS = fee-for-service where the State sets the reimbursement rate and clients find any Medicaid-

enrolled provider willing to accept that reimbursement rate.

(1) Combined groups from a total of 63 provider types and 66 categories of services.  Groups with 

insignificant expenditures have been excluded.

(4) Decision = all changes decided by the Legislature.  Federal law = there is a law mandating automatic 

changes in rates paid.

Medicaid Provider Group1
Payment 

Changes2

FFS Rate Changes3 (Fiscal Year) Last 

Increase

How 

Increases?4

 

1) Accountable Care Organizations, Services Rate – UCA 26-18-405.5 requires an appropriation in the 
base budget to make per‐member‐per‐ month funding for Medicaid accountable care organizations 
at least 100 percent to 102 percent of the current fiscal year. The actual amount depends upon the 
projected growth rate of General Fund revenues. 

http://le.utah.gov/xcode/Title26/Chapter18/26-18-S405.5.html
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2014 2015 2016 2017

Dental Services (65% HMO 35% 

FFS)
HMO 0.0% 2.8% 12.6% 3.8% 2017 decision

Mental Health HMO 0.0% 0.0% 0.0% 0.0% 2002 decision

Substance Abuse Treatment HMO 0.0% 0.0% 0.0% 0.0% 2002 decision

Accountable Care Organizations, 

Administrative Rate5 ACO 10.2% -9.3% 8.4% 0.0% 2016 decision

Accountable Care Organizations, 

Services Rate5 ACO 1.0% 2.0% 2.0% 2.0% 2017 state law

Ambulatory Surgical ACO 0.0% 0.0% 0.0% 0.0% contract

End Stage Renal Disease (Kidney 

Dialysis)
ACO 0.0% 0.0% 0.0% 0.0% contract

Home Health ACO 0.0% 0.0% 0.0% 0.0% contract

Independent Lab and/or X-Ray ACO 0.0% 0.0% 0.0% 0.0% contract

Inpatient Hospital ACO 0.0% 0.0% 0.0% 0.0% contract

Medical Supply ACO 0.0% 0.0% 0.0% 0.0% contract

Other ACO 0.0% 0.0% 0.0% 0.0% contract

Outpatient Hospital ACO 1.9% 1.8% 1.7% 2.1% 2017 Medicaid plan

Personal Care ACO 0.0% 0.0% 0.0% 0.0% contract

Pharmacy ACO 3.5% 1.9% 1.6% 4.9% 2017 Medicaid plan

Physical & Occupational Therapy ACO 0.0% 0.0% 0.0% 0.0% contract

Physicians & Other Practitioners ACO 0.0% 0.0% 26.3% -11.1% 2016 contract

Podiatry ACO 0.0% 0.0% 0.0% 0.0% contract

Speech and Hearing ACO 0.0% 0.0% 0.0% 0.0% contract

Vision Care ACO 0.0% 0.0% 0.0% 0.0% contract

Count 20 4 5 6 5

(2) ACO = accountable care organizations who serve about 84% of Medicaid clients statewide in 

thirteen counties since FY 2016 (the remaining 16% of clients in sixteen rural counties are served by fee-

for-service) and HMO = health maintenance organization/managed care plans for separate services 

provided by managed care organizations.

(1) Combined groups from a total of 63 provider types and 66 categories of services.  Groups with 

insignificant expenditures have been excluded.

Medicaid Provider Group1
Payment 

Changes2

FFS Rate Changes3 (Fiscal Year)

(3) Provider increases are shown as a percentage increase off of all providers in the category, even 

though some increases were only give to a subset of providers.  Increases are given by increasing the 

per unit rate for specific procedures.  Often a procedure will be used by multiple providers resulting in 

multiple categories receiving increases.

(4) Contract = providers might receive a rate increase from their contractor when the contractor’s rates 

are increased.  Decision = all changes decided by the Legislature.  State law = there is a law mandating 

automatic changes in rates paid.  Medicaid plan = the state has decided to make these changes 

(5) The rate increases listed for these provider groups were given on a calendar year basis.

How 

Increases?4

Last 

Increase
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 2) Outpatient Hospital – the State has historically decided to keep outpatient hospital reimbursement 
rates at 100 percent of Medicare rates.  So when Medicare rates change, then the State rates change 
automatically.   

3) Pharmacy – the State pays for drugs based on the lowest of four calculations.  These four 
calculations result in annual increases to the reimbursement rates paid to this provider group.   

The Department of Health uses the Medicaid Management Information System to reimburse providers.  

This claims system had a General Fund cost between $2,026,000 to $3,376,000 during years FY 2012 to 

FY 2016.   

 Total 

Funds 

 Federal 

Funds 

 State 

Funds 

 Provider 

Contribu

tions 

 Local 

Gov. 

Funds 

 Client 

Contrib

utions 

 Other 

Funds 

Medicaid Total Spending 2,062$ 1,425$ 477$ 128$       16$   14$      3$      

Minus Medicaid Administration (98)$      (53)$      (44)$  (1)$          (0)$    (0)$       (0)$     

Medicaid Services Spending 1,964$ 1,371$ 433$ 127$       16$   14$      3$      

Medicaid Total Spending 2,195$ 1,497$ 494$ 154$       30$   15$      4$      

Minus Medicaid Administration (100)$   (56)$      (43)$  (1)$          (0)$    (0)$       (0)$     

Medicaid Services Spending 2,095$ 1,441$ 451$ 154$       30$   15$      4$      

Medicaid Total Spending 2,378$ 1,654$ 528$ 147$       26$   21$      2$      

Minus Medicaid Administration (116)$   (75)$      (40)$  (0)$          (1)$    (0)$       (0)$     

Medicaid Services Spending 2,262$ 1,579$ 488$ 147$       25$   21$      2$      

Medicaid Total Spending 2,438$ 1,687$ 546$ 166$       23$   17$      0$      

Minus Medicaid Administration (118)$   (75)$      (42)$  (1)$          (1)$    (0)$       (0)$     

Medicaid Services Spending 2,320$ 1,612$ 504$ 165$       22$   17$      0$      

Medicaid Total Spending 2,548$ 1,755$ 580$ 169$       27$   16$      1$      

Minus Medicaid Administration (126)$   (79)$      (46)$  (1)$          (1)$    (0)$       (0)$     

Medicaid Services Spending 2,422$ 1,676$ 535$ 168$       26$   16$      1$      

Issue Brief - 2016 Interim - Medicaid Collections, What is the Bang for our Buck?

2014 Utah Annual Report of Medicaid & CHIP

Issue Brief - 2013 General Session - Medicaid Spending Statewide

2012 Utah Annual Report of Medicaid & CHIP

Sources:

2013 Utah Annual Report of Medicaid & CHIP

2015 Utah Annual Report of Medicaid & CHIP

FY 2012

Issue Brief - 2014 General Session - Medicaid Spending Statewide

Issue Brief - 2015 Interim - Medicaid Spending Statewide

Issue Brief - 2017 General Session - Medicaid Spending Statewide

2016 Utah Annual Report of Medicaid & CHIP

Issue Brief - 2016 Interim - Medicaid Spending Statewide

FY 2016

FY 2015

FY 2014

 FY 2013 

Category ($ in Millions)
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 What Are we Buying and How Are we Paying for it? 

The State of Utah spent $2.0 billion total funds in FY 2012 and $2.4 billion total funds in FY 2016 on 

reimbursement for Medicaid services.  The sources from FY 2012 through FY 2016 for funding Medicaid 

provider reimbursement are listed in the table on the previous page.  Additionally, there is a brief 

discussion of each funding type and if the funding type could be increased. 

Are there any options to increase federal funds?  Yes  

The federal government pays a percentage changed annually each October of all the State’s medical claim 

costs for Utah.  This percentage is known as Federal Medical Assistance Percentage (FMAP) and in Utah has 

normally been around 70 percent from FY 2013 through FY 2018.  The federal government utilizes a 

formula to determine its annual percent of FMAP based on a rolling three-year average of per capita 

income levels compared to the national average.  Below is a discussion of some options to increase federal 

funds: 

1. Utah’s per capita income levels - If Utah’s per capita income levels went down compared to the 

national average, then the federal government would pay a higher percentage of medical claim costs.   

2. Move claims to higher federal match rate categories - The only other way to increase federal 

participation is to move medical claims into category types that receive a higher federal match rate.  

The federal government pays 100 percent of the costs for American Indian and Alaskan Native 

Medicaid clients using Indian Health Services.  The federal government would also pay 100 percent for 

outside services referred by Indian Health Services providers if the State submitted State Plan 

Amendment and there is a care coordination agreement with the outside provider.  Based on FY 2015 

spending levels, if all outside services referred by Indian Health Services providers were moved to 100 

percent paid by the federal government, this would save the State approximately $1.6 million ongoing 

General Fund.  Health indicates: “[Health] does not consider this to be a viable budget reduction.  

Medicaid recipient participation is voluntary for [Indian Health Services]/Tribal Facilities and there is 

no incentive for them to participate, since it is the State that receives the enhanced rate… In addition, 

there is a significant administrative impact to the State to properly identify and track all care-

coordination agreements, as well as to try to link the agreements to the claims as they are submitted to 

ensure that we can draw down the enhanced federal match.  More recent guidance has introduced the 

option for tribal facilities to enroll as FQHC ‘look alike’, which would provide an opportunity to draw 

down the enhanced federal match for American Indians and Alaskan Natives receiving services as these 

facilities.  Because of the impact of care coordination agreements and the lack of geographic access to 

these Tribal facilities, the approximate savings of $1.6 million is significantly overstated.” 

a. The fiscal analyst recommends that Social Services Appropriations Subcommittee consider passing 

the following motion: The Social Services Appropriations Subcommittee requests the Department of 

Health to provide an update on the status of moving more Medicaid claims from American Indian 

and Alaskan Native Medicaid clients to a higher match rate by June 1, 2018.  The update shall an 

include a best guess on the outlook of potential savings.   

i. Agency Response: Support - “The Department of Health is supportive of this request and 

can provide information on how many, if any, tribal facilities have enrolled as an FQHC 

‘look alike’ provider and whether enrollment of these identified facilities has increased 

the Department’s ability to claim additional enhanced federal matching funds.” 
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 3. Full Adult Medicaid Expansion - The Department of Health suggests the following as options to 

increase federal funds – “If the State were to implement a full adult expansion, the state would be able 

to draw an enhanced federal match rate, which would result in a significant increase in federal funds.  

To the extent that the State is willing to provide additional funding to increase provider rates, the 

federal government will match those increases at Federal Medical Assistance Percentage (FMAP).” 

4. The Department of Human Services provided the following option to increase federal funds: 

a.  “Further extend the current Medicaid extension from 0% to X% FPL with qualifying [mental 

health/substance use disorder] condition.  Only full expansion allows [Division of Substance 

Abuse and Mental Health] to return state funds as there would continue to be a large uninsured 

population with partial expansion scenarios.” 

i. Agency Response: Support - “[Division of Substance Abuse and Mental Health] 

appreciates the Legislature's efforts to meet the treatment need of people in extreme 

poverty with mental health and substance use disorders.  Further expansion provides 

people with a defined benefit vs safety net status which encourages prevention, 

treatment and recovery support. Federal participation in this scenario only gives the 

state a 70/30 match rate for the population to be covered.  Without full expansion funds 

continue to be needed to meet existing need for the safety net population.” 

5. School Districts – in FY 2017 32 of 41 school districts submitted claims for providing Medicaid medical 

services at school for 1 percent of its students who were eligible for school-based services.  If that same 

1 percent Medicaid eligibility for school-based services applied to the enrollment of the remaining nine 

school districts who did not participate in FY 2017, those nine school districts might be able to receive 

$1,000,000 total funds from Medicaid at a cost of providing $300,000 match.  Stated another way for 

$1,000,000 in medical costs coming from local funds before, the school districts might be able to pay 

$300,000 and receive $700,000 federal funds to help cover the same expenses.  For more information 

please see the table on the previous page. 

6. Charter Schools – in FY 2017 2 of 108 charter schools submitted claims for providing Medicaid 

medical services at school for 3 percent of its students who were eligible for school-based services.  

Since there were only two participating charter schools, there is no enough data to estimate Medicaid 

eligible students and claims among the non-participating charter schools.  For more information please 

see the table in Appendix D. 

a. The fiscal analyst recommends that Social Services Appropriations Subcommittee consider passing 

the following motion: The Social Services Appropriations Subcommittee intends that the 

Department of Health work with the Utah State Office of Education to encourage school districts 

and charter schools with large student populations to bill Medicaid for eligible medical services 

provided at school.  The Department of Health shall work with the Utah State Office of Education to 

provide a report on the status of and financial impact to newly participating school districts and 

charter schools to the Office of the Legislative fiscal analyst by June 1, 2018. 

i. Agency Response (Health): Neutral - “While the Department can work with the Utah 

State Board of Education, we cannot mandate that a school district or charter school 

participate in the program.  School districts may face significant costs to implement the 

administrative tracking and it may not be cost effective for them to do so.  In addition, the 

school districts and charter schools provide the state match to fund this program.  The 
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 state match provided by the schools are subject to 42 CFR 433 Subpart B which requires 

that state matching funds are voluntary and are not being required through statute, rule, 

or otherwise.  Additionally, the Department of Health cannot mandate that Medicaid 

eligible students participate in the program.  Pursuant to 34 CFR 300.154(d) parental 

consent is required to bill Medicaid or any other insurer and a parent may withhold their 

consent to bill.” 

If the Legislature wanted to increase federal funds via full adult Medicaid expansion or increasing the income 

eligibility level for Utah’s Medicaid extension, then the Legislature would want to open a bill file(s) or pursue 

other legislative action. 

Are there any options to increase state funds?  Yes  

The vast majority of these funds are from discretionary legislative appropriations from the General Fund 

with a little bit from the Education Fund.  There are also some dedicated credits.  The table below details 

the sources for non-General Fund sources from FY 2012 through FY 2016 and if there any options to 

increase each revenue source: 

Non-General Fund State Fund Sources for 

Medicaid Services ($ in Millions)
 FY 2012  FY 2013  FY 2014  FY 2015  FY 2016 

Option to 

Increase?

Office of Recovery Services 8$            10$          8$            10$          10$          Yes

Recovery Audit Contractors 2$            3$            5$            2$            1$            No

Attorney General’s Medicaid Fraud Control Unit 4$            12$          20$          5$            7$            Yes

Office of Inspector General 1$            2$            0$            1$            2$            Yes

Education Fund 5$            7$            8$            7$            7$            Yes

UTA seed money 0.3$        0.3$        0.4$        0.5$        0.6$        No

Total 21$          34$          42$          26$          28$          

% of all Medicaid Services Non-Federal Funds 4% 5% 6% 4% 4%

Clients 289,950 296,260 304,658 325,410 335,888 
 

Below is a discussion of some options to increase state funds: 

1. Increasing collections – there are four entities involved in collections for Medicaid - Department of 

Human Services' Office of Recovery Services, Attorney General’s Medicaid Fraud Control Unit, Recovery 

Audit Contractors, and Office of Inspector General.  Below is a discussion of each entity and options for 

that entity to increase its collections.   

a. Department of Human Services' Office of Recovery Services (ORS) – pursue third parties with 

financial responsibilities for a Medicaid client’s medical costs.  The department recovered for the 

State $4.6 million in FY 2016 in estate recoveries for clients who used long term care services in 

Medicaid.  The department believes the following changes may help to increase estate 

collections but cannot quantify a specific impact.  Some changes would require a statutory 

change to implement.   

i. Surviving Spouse, Waiver vs. Deferral – The fiscal analyst recommends that Social 

Services Appropriations Subcommittee consider passing the following motion: The Social 

Services Appropriations Subcommittee directs the Department of Health to amend the State 

plan to pursue estate collections for Medicaid clients using long term care services after a 
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 surviving spouse has died.  The Department of Health is to end the practice of waiving state 

claims to estates because there is a surviving spouse by December 31, 2017.   

1. Currently, the State of Utah waives its claim to an estate of a Medicaid client using 

long term care services if there is a surviving spouse.  The department 

recommends the state just defer its claim until the surviving spouse passes away, 

rather than waive it.   

2. Agency Response (Health): Support - “The Department of Health is supportive of 

this recommendation and would submit the required SPA if the Legislature makes 

the direction to do so.  However, eliminating the referenced waiver is contingent 

upon [Centers for Medicare and Medicaid Services] approval of the SPA, which 

may not be received by the December 31, 2017 date” 

ii. TEFRA (Tax Equity and Fiscal Responsibility Act) Liens – The Legislature may want to 

open a bill file to allow the department to place a lien against a client’s estate once the 

client enters into permanent long-term care paid for by Medicaid.   

1. Currently, the department may only place a lien once a client has passed away, 

which makes collections on estates more difficult.     

iii. Require Probate to Notify ORS of All Actions – The Legislature may want to open a bill 

file to require all parties to notify the state of any probate actions.  This action may help 

improve estate collections by the State for Medicaid long term care expenses incurred.   

1. This change may help the department to place liens on more property before it is 

sold or transferred to pay for a client’s use of Medicaid long term care services.   

iv. Agency Response: Support - “The Office of Recovery Services supports the three 

suggestions above.  Each suggested change represents increased opportunities to recover 

funds for Medicaid by closing some existing loopholes that currently make recovery 

either impossible or difficult.” 

v. For the full response by the Office of Recovery Services on options for increasing 

collections, please see Appendix A. 

b. Attorney General’s Medicaid Fraud Control Unit – criminal prosecution of fraud, waste, and 

abuse in the Medicaid program.  This entity recommends the following to potentially increase 

collections:   

i. Adopt a Comprehensive False Claims Act – such an act allows private citizens to bring 

lawsuits against violating corporations.  Some of the collections would be shared with the 

private citizens who instigated lawsuits.  The federal government would allow the state of 

Utah to increase its share of recoveries by 10 percent. The unit may need additional staff 

to handle complex health care litigation.   

1. The Legislature may want to consider opening a bill file to enact a comprehensive 

false claims act. 

2. Agency Response: Neutral - “The Attorney General’s Office is neutral on policy 

matters which reside in the discretion of the Utah legislature.” 

ii. For the full response by the Medicaid Fraud Control Unit on options for increasing 

collections, please see Appendix B. 
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 c. Office of Inspector General – recovery of overpayments to medical providers.  This entity 

recommends the following two options to increase its collections:  

i. Use of Extrapolation – “The Office would support a change to this law that allows 

extrapolation. We can currently meet all of the requirements as outlined in the code 

except for the $200,000 threshold. We would like to see that reduced to $25,000. This 

change could potentially produce an additional $1 million in recoveries annually.” 

1. The Legislature may want to consider opening a bill file to lower the extrapolation 

threshold from $200,000 to $25,000. 

a. Agency Response: Support - “The Office would support a change to this 

law that allows extrapolation.” 

ii. Updated Data Analysis Tools - “If the Office is permitted the one time funds to acquire a 

data analysis tool…It is not possible to adequately quantify how much recovery improved 

data analytics capability could have on recoveries, but…recoveries may increase by as 

much as $1.5 million annually.” 

1. When the Office of Inspector General proposes funding for a new data analysis tool, 

the Legislature may want to consider granting that request.   

a. Agency Response: Support - “We believe it will increase recoveries based 

on our ability to more effectively and efficiently perform those tasks 

associated with recovery of inappropriately billed/paid funds.” 

iii. For the full response by the Office of Inspector General on options for increasing 

collections, please see Appendix C. 

d. Recovery Audit Contractors – contractors historically paid on a contingency fee basis to recoup 

overpayments to providers. S.B. 61, Medicaid Audit Amendments, required these types of 

contracts to be paid a flat fee.  The Department of Health submitted the following on August 21, 

2017 in response to a request for options to increase collections: “The Department of Health 

(Department) is focused on efforts to increase collections while minimizing duplication of 

collection efforts among the different agencies performing Medicaid collections.  The 

Department is currently working to finalize a new contract with the vendor selected as the 

Recovery Audit Contractor (RAC).  Throughout this process, the Department evaluated and 

modified contract language in an effort to potentially increase collections made by the RAC.  In 

the previous contract, the RAC was not permitted to collect Third Party Liability (TPL) for at 

least 1 year after payment.  The new contract allows the RAC to pursue collection on TPL claims 

under $100 immediately, to pursue collection on TPL claims not flagged by ORS after 1 year, and 

to pursue collection on any claims with uncollected TPL after 2 years.  The Department believes 

this will increase the collections made by the RAC, however, without experience data, it is not yet 

possible to quantify the projected impact to the RAC collections.” The current contract with the 

Recovery Audit Contractor is effective as of September 1, 2017. 

2. Utah Transit Authority seed money – In FY 2016 the Utah Transit Authority transferred $642,400 

seed money “to Division of Services for People with Disabilities, which is used to draw Medicaid for 

transportation services”  

3. Education Fund – please see the discussion for school districts and charters schools in the “Are there 

any options to increase federal funds?  Yes” section.   

https://le.utah.gov/~2015/bills/static/SB0061.html
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 Are there any options to increase provider contributions?  Yes 

The federal government limits the maximum amount available from provider assessments in two primary 

ways:  

1) Each assessment may not exceed 6 percent of revenues for that service provider category.   

2) Assessments may not be used for more than 25 percent of a State’s match used for Medicaid.  For 

FY 2016 Utah the Department of Health indicates that it had 15.6 percent of its state match from 

provider assessments; however, the funds from intergovernmental transfers are excluded which 

changes the percentage to 8.8 percent. 

Assessments are assessed on providers uniformly and used to increase that provide group’s 

reimbursement.  The table below details the sources for provider contributions from FY 2012 through 

FY 2016 and if there any options to increase each revenue source: 

Provider Contribution Sources for 

Medicaid Services ($ in Millions)
Source  FY 2012  FY 2013  FY 2014  FY 2015  FY 2016 

Option to 

Increase?

Hospital Assessment companies 42$          48$          49$          47$          47$          Yes

Pharmacy Rebates companies 26$          28$          26$          40$          40$          No

Nursing Home Assessment companies 21$          23$          23$          24$          27$          Yes

Inpatient Payment Seeds U Hospital 19$          29$          25$          27$          19$          No

Physician Enhancement U Hospital 9$            17$          13$          11$          14$          No

Outpatient Hospital Upper 

Payment Limit
U Hospital -$        -$        3$            6$            8$            No

Disproportionate Share Hospital U Hospital 7$            7$            6$            5$            7$            No

Ambulance Assessment companies -$        -$        -$        -$        3$            Yes

Healthy U Health Plan Healthy U 3$            3$            3$            5$            3$            No

Total 127$       154$       147$       165$       168$       

% of all Medicaid Services Non-

Federal Funds
21% 24% 22% 23% 23%

Clients 289,950 296,260 304,658 325,410 335,888 
 

1. The list below explains where each assessment is at relative to the 6 percent cap and how much more 

could be assessed if the assessment were taken to 6 percent based on FY 2017 revenue as well as 

FY 2017 preliminary closing fund balances as of September 9, 2017. 

a. Hospital Assessment – recently at 1.8 percent, an additional $105 million could be charged.  

Fund balance is $4,877,900.  This assessment has not been changed since implementation.  H.B. 

437, Health Care Revisions, from the 2016 General Session approved a new hospital assessment, 

but the assessment has not started yet.   

b. Nursing Home Assessment - Fund balance is $0. 

i. Nursing Facility – recently at 5.6 percent, an additional $1.8 million could be charged.  

With the budget actions from the 2017 General Session, the nursing facility assessment 

has reached it maximum cap. 

ii. Intermediate Care Facilities for individuals with Intellectual disability – recently at 4.9 

percent, an additional $0.4 million could be charged.  The Legislature last changed this 

assessment in FY 2014. 

https://le.utah.gov/~2016/bills/static/HB0437.html
https://le.utah.gov/~2016/bills/static/HB0437.html
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 c. Ambulance Assessment – recently at 3.5 percent, an additional $2.2 million could be charged.  

This assessment has not been changed since implementation; however, the assessment is based 

on the need to fund an increased ground ambulance transportation rate which has increased 

each year since implementation of the assessment.  Fund balance is $500. 

2. Pharmacy Rebates - the Department of Health states: “The Department has fully implemented a 

[preferred drug list] that has targeted all significant drug classes.  The Department will continue to 

analyze the [preferred drug list] on a regular basis to maximize the savings.  These savings come in part 

from increased supplemental rebates or from market shifts that decrease costs.” 

If the Legislature wanted to increase Medicaid funds from current provider contributions, then it may want to 

consider raising one or all four current provider assessments via opening a bill file(s) or other legislative 

action.   

Agency Response: Neutral - “The Department of Health is neutral on this recommendation; however, the 

State could not increase any assessment beyond the federal maximum of 6% of a provider groups’ total 

revenues.” 

Are there any options to increase local government funds?  Yes 

The table below details the sources for local government funds from FY 2012 through FY 2016 and if there 

are any options to increase each revenue source: 

Local Government Funds for 

Medicaid Services ($ in Millions)
Source  FY 2012  FY 2013  FY 2014  FY 2015  FY 2016 

Option to 

Increase?

Capitated Mental Health counties 9$           21$         12$         8$            10$          Yes

Nursing Facility Upper Payment 

Limit

local 

gov.
-$       -$       3$           6$            8$            No

School Districts and Charter 

Schools
schools 5$           6$           8$           7$            6$            No

Disproportionate Share Hospital 
local 

gov.
1$           2$           2$           1$            1$            No

Substance Abuse counties 0$           1$           1$           1$            1$            Yes

Total 16$         30$         25$         22$          26$          

% of all Medicaid Services Non-

Federal Funds
3% 5% 4% 3% 3%

Clients 289,950 296,260 304,658 325,410 335,888 
 

1. The Department of Human Services provided the following options to increase funds: 

a. “Full Medicaid expansion.”  

i. Agency Response: Support - “Full Medicaid Expansion is the best case scenario for 

[Division of Substance Abuse and Mental Health] as Federal participation is currently at 

90/10 match rate for this population.  In this scenario [Division of Substance Abuse and 

Mental Health] can give [state General Fund] to support the cost of expansion on the 

[substance use disorder] side due to the low numbers of Medicaid enrollees due to 

current eligibility requirements.”   

b.  “Revisit 80/20 partnership between Counties and State.” 
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 i. Agency Response: Support - “The current partnership arrangement between the State 

and Counties for the provision of mental health and substance use disorder, prevention, 

treatment and recovery support services was established in Code in the 1980's and 

revisited briefly through Medicaid Capitation in the 1990's when Medicaid Mental Health 

Capitation first began.  The Federal Medicaid rules and regulations governing revenue, 

profit and administration of services as well as interpretation by [Centers for Medicare 

and Medicaid Services] Region IX office has changed over the years creating a different 

playing field than existed when the initial agreements were entered into in the 80's and 

90's.  Without an automatic increase built into base rates or increasing Medicaid Eligibles, 

County's had to prioritize Medicaid contracted services over safety net services and for 

some Local Authorities all of their State funds had to be diverted to keep up with the 

needs of the Medicaid population.  Health Homes, [accountable care organization]'s 

(Capitation on the Physical Health side of Medicaid), [Medicare Access and CHIP 

Reauthorization Act], Value-Based Payments and other developments may be important 

elements to include in these types of discussions.  In addition, connections with other 

critical social services ([Division of Child and Family Services], [Division of Juvenile 

Justice Services], [Division of Services for People With Disabilities], [Department of 

Workforce Services], etc.) safety net services (Affordable Housing, Homelessness, 

Employment, Transportation, Food Pantries, etc.) and criminal justice services are 

increasingly important and demanding for Local Mental Health and Substance Abuse 

Authorities to meet for the success of people receiving services.  Revisiting the 

partnership, including the County's obligation to match certain State funding at 20% with 

County General Fund would be beneficial for all parties.” 

If the Legislature wanted to increase Medicaid funds from local governments, then it may want to consider full 

adult Medicaid expansion and/or revisit the 80/20 state/local county partnership.   

Are there any options to increase client contributions for categories that had more than $100,000 in revenue 

for FY 2016?  Yes 

1. Prescription Drugs – Utah will soon charge the highest copay for all drug classes like Oklahoma at $4.  

The copay will change from $3 to $4 effective October 1, 2017.   

2. Inpatient Hospital Stay – The Department of Health changed this copayment from a $220 copay to $75 

per visit effective July 1, 2017. 

3. Non-Preventive Physician Visit –The Department of Health will change this copayment from $3 to $4 

effective October 1, 2017. 

4. Outpatient Hospital Services  

a. Non-Emergency Use of the Emergency Room – The Department of Health will change this 

copayment from $6 to $8 effective October 1, 2017.  South Dakota charges its clients the full cost, 

which it does this by excluding non-emergency use of the emergency room as a covered service.  

On August 15, 2017, the Department of Health submitted a request to the federal government to 

raise the copay to $25 for parents. 

b. Outpatient Hospital Services –The Department of Health will change this copayment from $3 

to $4 effective October 1, 2017. 



 

 

OFF ICE  OF  THE  LEGI SLATIVE  F I SCAL  ANALYST  - 43 - SEPTEMB ER 18,  2017,  10:49  AM 

 B U D G E T  D E E P - D I V E  I N T O  M E D I C A I D  R E I M B U R S E M E N T  R A T E S  

 5. For a list of each states’ copay levels please see Appendix E. 

If the Legislature wanted to exclude non-emergency use of the emergency room as a covered service in 

Medicaid as is done in South Dakota, then the Legislature would want to open a bill file.   

Agency Response: Neutral - “South Dakota implements its no pay policy in conjunction with a health home 

model and a 24/7 nurse hotline.  Fee for service Utah Medicaid does not have these additional services 

today and the State would have to invest in these services to support a no pay model.  In addition, in other 

areas, [accountable care organization]’s would need to provide these type of supportive services.” 

Are there any options to increase other funds?  Yes  

The largest other fund revenue source is the revenue collected by the State’s three medical clinics (Health 

Clinics of Utah) and two dental clinics (Family Dental Plan, which includes the Community Partnered 

Mobile Dental Services).  The Department of Health suggested the three options below as options to 

increase other funds: 

1. “The Department of Health believes that actions to increase medical service agreements with health 

insurance companies, enhance integrated mental/behavioral health services, and increase services 

provided to other state agencies could result in an approximately $15,000 or 10% increase in related 

revenues for clinics annually. The Health Clinics of Utah currently have service agreements with health 

insurance companies such as Molina and SelectHealth to provide annual comprehensive exams, assist 

restricted Medicaid patients, and serve PEHP patients at discounted rates. Existing mental/behavioral 

health services (including VOA Cornerstone and on-site therapy) can be further developed to increase 

grant funding, along with reimbursement for implementation of the new OARS drug abuse screening 

tool, and more robust referral networking with Weber Human Services. Beyond the agreements that 

the Health Clinics of Utah already has with state agencies (including Dept. of Corrections, Juvenile 

Justice, Highway Patrol, Child & Family Services, and Refugee Program). Increasing services to these 

agencies by 10% (through new or expanded agreements with state agencies) is projected to potentially 

increase revenues by approximately $12,000 annually. With the recent implementation of dental 

coverage to the disabled and blind population on Medicaid, the Family Dental Plan has experienced an 

increase in new patients requesting appointments. This new demand has increased wait times for 

dental appointments from two weeks to five weeks. Family Dental Plan has equipped two operatories 

with wheelchair lifts to accommodate patients with disabilities.”   

2. “The last major change in this area came with the state policy establishing the Health Clinics of Utah 

and Family Dental Plan as PEHP “value clinics” (where state employees could receive health care 

services at a discounted rate), the recent expansion of dental services to Medicaid members who are 

blind or disabled, and a newly approved TASC grant that will pay Health Clinics of Utah to provide 

laboratory testing and primary care exams for parolees.”  

3. “The Department of Health also lists additional options to increase other fund revenue such as the 

Family Dental Plan’s new School Based Sealant program which provides dental services to Title I 

schools in Salt Lake County. The Health Clinics of Utah is also initiating an agreement to provide annual 

exams for military veterans, which is anticipated to bring in additional revenue. Besides the critical 

issue of increasing revenue, our clinics have also been extremely conscientious in implementing new 

tracking and reporting practices in order to monitor expenditures and evaluate expense trends in order 

to maximize our operational cost efficiency.” 
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 What Non-governmental Sources Are Involved? 

The federal government in 42 CFR 431.10 requires a single state agency to be responsible for the 

supervision of the Medicaid program.  In Utah the single state agency for Medicaid is the Department of 

Health.  States have the option to delegate the administration of Medicaid and delivery of services to other 

government or private entities.  Below is a list of some of the functions performed in Utah Medicaid by non-

governmental sources: 

1) Provision of medical and dental services done by over 7,900 mostly non-governmental providers in 

2016 

2) Actuarial certification of managed care rates includes work by contracted actuaries and CPA firms. 

3) Point of Sale and Drug Rebate Management System run by Change Healthcare 

The Department of Health runs three medical and two dental clinics.  These clinics have brought in less 

revenue than expenditures, with the average annual deficit over the past five years being $2.29 million.  

Revenue has increased after the state passed discounts for PEHP members to use the state’s clinics, and the 

ability to serve more commercial insurance members (such as PEHP) will continue to increase revenue and 

offset uninsured and Medicaid patients.  The clinics’ free volunteer medical services are a direct cost 

avoidance for the state. The clinics contribute to systemic cost savings by providing accessible care that 

diverts patients from the emergency room. The clinics have also been shown to be more cost effective to 

the State compared to Federally Qualified Health Centers because the clinics accept the lower Medicaid 

reimbursement rates and are exempt to end of year cost settlement adjustments. 

The make up of clients using the State’s dental clinics has changed from 44 percent from Medicaid, 15.2 

percent PCN & CHIP, and 27 percent private pay/uninsured in FY 2013 to 66 percent Medicaid, 7 percent 

PCN & CHIP, and 9 percent private pay/uninsured. The make up of clients using the State’s medical clinics 

has changed in the last five years from 56 percent from Medicaid & Medicare, 9 percent from PCN & CHIP, 

and 13 percent from private pay/uninsured in FY 2013 to 54 percent from Medicaid & Medicare, 14 

percent from PCN & CHIP, and 16 percent in FY 2017.  The state clinics are in provider networks with all 

Medicaid accountable care organizations. 

Is it time to shut down the state’s medical and dental clinics?  Are they still serving an appropriate purpose? 

Agency Response: Oppose - “The Department of Health opposes shutting down the state’s medical and 

dental clinics. Our clinics (including our mobile clinics) are critical access points for underserved and 

uninsured populations throughout the state and constitute a medical and dental home for thousands of 

Medicaid, PCN, and CHIP patients. Our clinics are an asset to the State as a system that saves costs in the 

form of volunteer medical care, emergency room diversion, avoidance of cost-based reimbursement and 

annual cost settlements required by FQHCs, and providing primary care and preventive services for 

patients who might otherwise overburden the system with late-stage diagnoses requiring more expensive 

therapies. Not only are the State’s clinics serving an appropriate purpose, they are filling a critical service 

gap for thousands of patients whose options for accessible, affordable care are becoming more and more 

elusive.” 

  

https://www.gpo.gov/fdsys/pkg/CFR-2011-title42-vol4/pdf/CFR-2011-title42-vol4-sec431-10.pdf
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 What are Other States Doing for Medicaid Reimbursement Rates?  

What is the Current State of the States for Use of Medicaid Provider Assessments? 

According to the Kaiser Commission on Medicaid and the Uninsured Survey of Medicaid Officials in 50 

states and DC conducted by Health Management Associates in October 2016, as of FY 2016 all 50 states 

except for Alaska had at least one Medicaid provider assessment.  Utah is one of 11 states with four 

Medicaid provider assessments.  Six states have more provider assessments than Utah, with a total of five 

assessments (Kentucky, Missouri, New Jersey, New York, Pennsylvania, and West Virginia).  Thirty-three 

states have less provider assessments than Utah ranging from three to zero. For a list of each states’ 

Medicaid provider assessments please see Appendix I. 

Other states have the following provider assessments that are not currently used in Utah: 

1. Managed care – used by 10 states 

2. Ambulatory surgical centers – used by 5 states (Connecticut, Massachusetts, New Jersey, West 

Virginia, and Wisconsin) 

3. Home health – used by 3 states (Kentucky, New York, and Vermont) 

4. Prescription drugs - used by 3 states (Alabama, Louisiana, and Missouri) 

5. Service provider tax – used by 2 states (Maine and Minnesota) 

6. Personal care – used by 1 state (New York) 

7. Independent laboratory or X-ray services – used by 1 state (West Virginia) 

8. Psychiatric residential treatment facilities – used by 1 state (Mississippi) 

If the Legislature wanted to increase provider rates for specific provider groups and/or increase funding 

resources for Medicaid, then the Legislature may want to consider implementing one of the eight provider 

assessments used in other states or explore an entirely new provider assessment.   

Agency Response: Neutral - “The topic of provider assessments merits an indepth review and could be a 

suitable subject for a future deep dive review.” 

What are Some Examples of States with Strict Policies for Medicaid Provider Reimbursement? 

The following three states have a reimbursement rate system that may be of interest to Utah.  Staff from 

the National Conference of State Legislatures suggested these three states as “states that have strict 

policies for Medicaid provider reimbursement.” 

1. Missouri – withholds five percent of payments to its managed care health plans and pays that out up 

to one percent based on the plan’s performance in each of the following areas (please see “Managed 

Care Contract effective May 1, 2017” at http://dss.mo.gov/business-processes/managed-care/ for 

more information): 

a. Accuracy of submitted encounter data (98 percent or more) 

b. Primary care providers and psychiatrists 

i. accuracy rate for online listing or participating providers (90 percent or more) 

ii. providers accepting new members (80 percent or more) 

c. Well-child visits for children ages 0 to 6 (80 percent or more) 

d. Care management 

http://dss.mo.gov/business-processes/managed-care/
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 i. Complete initial assessment of pregnant women within 15 business days (80 percent 

or more or 10 percentage points improvement) 

ii. Timeliness for children with elevated lead levels (80 percent or more) 

e. Medicaid reform and transformation activities 

i. Client participation in approved incentive program (15 percent or more) 

ii. Provider participation in approved incentive program (10 percent or more) 

iii. Client participation in Local Community Care Coordination Program (20 percent or 

more) 

2. Alabama –Alabama previously was working towards having two or more non-profit regional care 

organizations in each of five regions covering the entire state providing many medical and 

behavioral services to about 2/3 of its Medicaid clients in exchange for a fixed payment.  These 

organizations were to be governed by local boards.  Please see 

http://medicaid.alabama.gov/documents/5.0_Managed_Care/5.1_RCOs/5.1.1_RCO_Basics/5.1.1_RC

O_Fact_Sheet_2-9-16.pdf for additional information.  The State of Alabama decided to abandon these 

proposed changes effective July 27, 2017.   

a. What are some of the services that are excluded? “Excluded services include home and 

community-based waiver services (HCBS), targeted case management, nursing home care, 

pharmacy services, dental care and school-based services.” 

b. What are some of the populations that are excluded?  “Foster children, people who have both 

Medicare and Medicaid, and those recipients who reside in a 2/9/16 nursing facility or 

receive long-term care services and supports such as HCBS waiver services, will continue to 

receive care via the current fee-for-service system.” 

3. Mississippi – “Dr. Dzielak (our Medicaid Director) has repeatedly stated that we are one of the most 

codified Medicaid agencies in the country.  Most of our Medicaid reimbursement methodologies are 

included in the…code section (§ 43-13-117), including inpatient (APR-DRG) and outpatient (APC) 

hospital, nursing facility (case mix adjusted per diem), and physician payments (90% of Medicare).  

Our Division of Medicaid staff also note they are limited in what they can modify without 

authorizing legislation by § 43-13-117 (D).  There are also several restrictions placed on the 

managed care program in § 43-13-117 (H).  For example, the managed care companies are required 

to pay providers at a rate no less than Medicaid fee-for-service.  According to our Division of 

Medicaid staff, this is uncommon and that most states with managed care programs allow the 

managed care companies to negotiate rates with providers” (8/30/2017 email from analyst in the 

Mississippi Joint Legislative PEER Committee). 

If the Legislature wanted to pursue any changes in Utah like those in Missouri or Mississippi, then a bill file(s) 

would need to be opened.   

Agency Response: Neutral - “The Department is supportive of value based payment methodologies and is 

working to increase value based payment methodologies in its ACO contracts.  However, it is unclear how 

codifying payment methodologies will increase savings.  As part of its process, the Department is 

considering the option to withhold a portion the ACOs’ payment contingent upon meeting certain outcome 

measures.  The Department will continue to work with ACOs to develop its quality improvement process.  

Of note, Alabama abandoned its above referenced plan.” 

http://medicaid.alabama.gov/documents/5.0_Managed_Care/5.1_RCOs/5.1.1_RCO_Basics/5.1.1_RCO_Fact_Sheet_2-9-16.pdf
http://medicaid.alabama.gov/documents/5.0_Managed_Care/5.1_RCOs/5.1.1_RCO_Basics/5.1.1_RCO_Fact_Sheet_2-9-16.pdf
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 What is the Current State of the States for Managed Care Participation? 

As of July 1, 2014, the Kaiser Family Foundation, see http://www.kff.org/state-category/medicaid-

chip/medicaid-managed-care-trend-data/ (accessed July 31, 2017), 47 of 50 states have at least some 

clients served by some level of managed care program.  The Foundation reports Utah’s percentage of 

clients served by managed care organizations at 98 percent or sixth highest in the nation.  The median of 

clients served by capitated payment rate of arrangements nationwide is 80 percent.  The participation rate 

ranges from a low of 0 percent in three states (Alaska, Connecticut, and Wyoming) to a high of 100 percent 

in four states (Idaho, North Carolina, Tennessee, and Washington).  For a full list of each state’s client 

participation rates in managed care, please see Appendix F. 

What is the Current State of the States for Medicaid Physician Reimbursement as Compared to Medicare?  

According to Kaiser’s “Medicaid-to-Medicare fee index” for 2016, see http://www.kff.org/state-

category/medicaid-chip/medicaid-physician-fees/ (accessed August 16, 2017), Utah paid 86 percent of 

Medicare rates for physician fee-for-service rates, which is 5th highest of Utah and its six neighboring 

states, whose rates range from 80 percent in Arizona to 98 percent in Wyoming (see table below), and tied 

for 13th highest of 49 states with fee-for-service programs (Tennessee does not have a fee-for service 

program).  The range paid by 49 states ranges from 38 percent in Rhode Island to 126 percent in Alaska.  

Two states, Alaska and Montana, pay higher rates than Medicare in their Medicaid fee-for-service 

programs.  For a full list of each state’s “Medicaid-to-Medicare fee index,” please see Appendix G. 

State All Services Rank (High)

Wyoming 98% 1

Idaho 95% 2

Nevada 95% 2

New Mexico 89% 4

Utah 86% 5

Colorado 80% 6

Arizona 80% 6

2016 Medicaid-to-Medicare Physician 

Fee Index by the Henry J. Kaiser 

Family Foundation

 

What is the Current State of the States for Pharmacy Reimbursement? 

The Average Wholesale Price used by Utah prior to April 1, 2017 is the second most common pharmacy 

reimbursement system used by states.  According to www.medicaid.gov (accessed August 2017) as of 

March 2017, 24 of 50 states used Average Wholesale Price in their reimbursement of pharmacy drugs.  The 

most common pharmacy reimbursement methodology is Wholesale Acquisition Cost, which is used by 34 

of 50 states.  Wholesale Acquisition Cost is the reported price from manufacturers to wholesalers.  Utah 

began using this pricing methodology effective April 1, 2017.  The Department of Health indicates: “New, 

high-cost drugs that have recently come to market and are coming in the future make controlling costs in 

these areas difficult due to current federal regulations mandating Medicaid cover drugs whose 

manufacturer enters into a rebate agreement with [Centers for Medicare and Medicaid Services].  Should 

federal law (42 USC 1396r-8(d)(2)) be modified to allow states to not cover drugs that have been shown to 

be safe, but not effective, regardless of their approval pathway or status by the United States Food and 

http://www.kff.org/state-category/medicaid-chip/medicaid-managed-care-trend-data/
http://www.kff.org/state-category/medicaid-chip/medicaid-managed-care-trend-data/
http://www.kff.org/state-category/medicaid-chip/medicaid-physician-fees/
http://www.kff.org/state-category/medicaid-chip/medicaid-physician-fees/
http://www.medicaid.gov/
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 Drug Administration, then the Department could opt to not cover drugs with unproven efficacy.”  For a list 

of pharmacy reimbursement system by state please see Appendix H. 

The fiscal analyst recommends that the Legislature open a bill for a resolution to request that the federal 

government allow Medicaid to not cover drugs approved by the Food and Drug Administration with unproven 

efficacy.   

Agency Response: Oppose - “The Department of Health opposes this recommendation as currently 

proposed.  A Medicaid formulary could potentially impact the health of needy Utahns, particularly in the 

rural and frontier areas of the state.  The topic of a Medicaid formulary merits an indepth review and could 

be a suitable subject for a future deep dive review.  The Legislature should involve representatives from all 

impacted provider groups, local government, consumers, DOH, DHS and others.” 

What is the Current State of the States for Client Cost-sharing Requirements? 

As of January 1, 2017, the Kaiser Family Foundation, see http://www.kff.org/state-category/medicaid-

chip/premium-cost-sharing-requirements/ (accessed August 14, 2017), thirty-nine or 78 percent of states 

have some cost sharing requirements for their Medicaid adults eligible via section 1931 of the Social 

Securities Act.  For a list of each states’ copay levels please see Appendix E. Below is a summary of how 

Utah compares to other states with different types of cost sharing requirements as of January 1, 2017: 

1. Non-Preventive Physician Visit – the twenty-seven states with cost sharing in this area, charged 

between $1 (California, Missouri, and Virginia) and $10 (Alaska).  Utah was tied with eight other 

states at 10th highest with a $3 copay.   

2. Non-Emergency Use of the Emergency Room – the twenty states with cost sharing in this area, 

charged between $3 (seven states) and the full amount (South Dakota).  Utah was 7th highest with a 

$6 copay.   

3. Inpatient Hospital Visit – there were the twenty-six states with cost sharing in this area, but the data 

from Kaiser for eight states cannot be calculated into a maximum charge based on the information 

provided.  For the remaining eighteen states the charge ranged between $3 (seven states) and $220 

(Utah).   

4. Prescription Drugs – Utah did not have a tiered pharmacy copay.  Some states charged differing 

copays in the following categories of prescription drugs: generic, preferred brand name, non-

preferred brand name.  Some states also charged a range of copays within each prescription drug 

category.  Five states had a range that includes $0 in the range of possible copays.  There were 

thirty-four states with prescription drug copays ranging from $0 (five states) to $20 (Kansas).  Utah 

was tied with 22 other states at 12th highest potential copay with a $3 copay for prescription drugs.   

How Much do all 50 States Spend on Each Medicaid Client? 

For FY 2014, the Kaiser Family Foundation, see http://www.kff.org/state-category/medicaid-

chip/medicaid-spending-per-enrollee/ (accessed August 16, 2017), report Utah as the 10th lowest of the 50 

reporting states for Medicaid spending per full-benefit enrollee.  Utah is 5th lowest in spending per senior 

client on Medicaid amongst the 49 reporting states (no data for New Mexico).  Compared to the other 50 

reporting states for Medicaid spending per full-benefit enrollee, Utah is 28th lowest for individual with 

disabilities, 19th lowest for adults, and 18th lowest for children.  For a list of each states’ spending per full-

http://www.kff.org/state-category/medicaid-chip/premium-cost-sharing-requirements/
http://www.kff.org/state-category/medicaid-chip/premium-cost-sharing-requirements/
https://www.ssa.gov/OP_Home/ssact/title19/1931.htm
https://www.ssa.gov/OP_Home/ssact/title19/1931.htm
http://www.kff.org/state-category/medicaid-chip/medicaid-spending-per-enrollee/
http://www.kff.org/state-category/medicaid-chip/medicaid-spending-per-enrollee/
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 benefit enrollee see Appendix J.  The table below compares Utah spending per full-benefit enrollee on 

Medicaid to its six neighboring states:   

State (Utah 

and Its 

Neighbors)

Total Seniors
Rank 

(Low)

Individuals 

with 

Disabilities

Rank 

(Low)
Adults

Rank 

(Low)
Children

Rank 

(Low)

Nevada $4,003 $16,589 5       $15,589 1       $2,323 1       $1,520 1       

Colorado $4,898 $12,532 3       $16,252 2       $2,915 2       $2,026 2       

Utah $5,326 $11,638 1       $19,510 5       $4,201 5       $2,483 5       

Idaho $5,452 $15,096 4       $18,215 3       $4,036 4       $2,204 3       

Arizona $5,801 $12,232 2       $19,313 4       $4,521 7       $2,972 6       

New Mexico $6,026 N/A N/A $19,675 6       $3,564 3       $5,137 7       

Wyoming $6,602 $29,268 6       $25,242 7       $4,382 6       $2,292 4       

Average $5,444 $16,226 $19,114 $3,706 $2,662

Minimum $4,003 $11,638 $15,589 $2,323 $1,520

Maximum $6,602 $29,268 $25,242 $4,521 $5,137

FY 2014 Medicaid Spending Per Full-Benefit Enrollee 

by The Henry J. Kaiser Family Foundation

 

ADDITIONAL INFORMATION  

1. “Medicaid Providers A Snapshot” 2013 Interim Issue Brief, see 

https://le.utah.gov/interim/2013/pdf/00002603.pdf   

o “This issue brief provides a snapshot of how many Medicaid providers (physicians, dentists, 

and pharmacies) participated in the Medicaid fee-for-service program from FY 2008 through 

FY 2012 and how many clients they served. In general the data indicates that participation 

for physicians in the fee-for-service Medicaid program is decreasing, while dentist 

participation is increasing, and pharmacy participation has remained relatively constant. The 

fee-for-service program for physician services served about 60% of all Medicaid clients from 

FY 2008 through FY 2012. The fee-for-service program for dental and pharmacy services 

serves 100% of Medicaid clients. Participation in the Medicaid program by providers is 

optional and qualifying providers can start or stop serving clients at will.” 

2. https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf  

3. Medicaid Provider Rates - Michael Hales - February 11, 2014 presentation to the Social Services 
Appropriations Subcommittee, see http://le.utah.gov/interim/2014/pdf/00002258.pdf  

4. http://kff.org/state-category/medicaid-chip/  

5. http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/House%20Ways%20and%

20Means/Miscellaneous%20Tax%20Bill/W~Nolan%20Langweil~Provider%20Taxes%20Overvie

w%20updated%20Jan%2029%202016~1-29-2016.pdf 

6. https://www.medicaid.gov/medicaid-chip-program-information/by-topics/prescription-

drugs/downloads/xxxreimbursement-chart-current-qtr.pdf  

7.  “Medicaid Spending Statewide” 2017 General Session Issue Brief, see 

https://le.utah.gov/interim/2017/pdf/00001073.pdf 

https://le.utah.gov/interim/2013/pdf/00002603.pdf
https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf
http://le.utah.gov/interim/2014/pdf/00002258.pdf
http://kff.org/state-category/medicaid-chip/
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/House%20Ways%20and%20Means/Miscellaneous%20Tax%20Bill/W~Nolan%20Langweil~Provider%20Taxes%20Overview%20updated%20Jan%2029%202016~1-29-2016.pdf
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/House%20Ways%20and%20Means/Miscellaneous%20Tax%20Bill/W~Nolan%20Langweil~Provider%20Taxes%20Overview%20updated%20Jan%2029%202016~1-29-2016.pdf
http://legislature.vermont.gov/assets/Documents/2016/WorkGroups/House%20Ways%20and%20Means/Miscellaneous%20Tax%20Bill/W~Nolan%20Langweil~Provider%20Taxes%20Overview%20updated%20Jan%2029%202016~1-29-2016.pdf
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/prescription-drugs/downloads/xxxreimbursement-chart-current-qtr.pdf
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/prescription-drugs/downloads/xxxreimbursement-chart-current-qtr.pdf
https://le.utah.gov/interim/2017/pdf/00001073.pdf
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 8. “Utah Annual Report of Medicaid & CHIP”, see  

https://medicaid.utah.gov/Documents/pdfs/annual%20reports/medicaid%20annual%20reports/

Medica idAnnualReport_2016.pdf  

9. Overview information on some of the types of reimbursement rates in Medicaid, see 

https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-

Center/info/understand-the-reimbursement-process.html  

10. https://www.medicaid.gov/medicaid/financing-and-reimbursement/  

11. http://www.ncsl.org/documents/health/MedicaidFundingVoluntarydonations-LA.pdf  

12. Issue Brief - 2017 Interim - ORS Medical Collections Report Summary, see 

https://le.utah.gov/interim/2017/pdf/00003281.pdf  

13. FY 2011 Issue Brief - HHS - DOH - Medicaid Review, see 

https://le.utah.gov/interim/2010/pdf/00000295.pdf  

o Issue Brief - 2011 Interim - SS - Medicaid Review; Status of Recommendations, see 

https://le.utah.gov/interim/2011/pdf/00002029.pdf  

14. 2012 Medicaid Survey Responses From Public, see 

http://www.le.utah.gov/lfa/reports/BBIB/APPSOC_1-26-12_2.pdf 

15. 2012 Medicaid Survey Responses From Agencies, see 

http://www.le.utah.gov/lfa/reports/BBIB/APPSOC_1-26-12_1.pdf  

16. Medicaid Waivers Summary, see https://le.utah.gov/interim/2013/pdf/00002622.pdf  

17. http://www.health.utah.gov/medicaid/stplan/index.htm  

  

https://medicaid.utah.gov/Documents/pdfs/annual%20reports/medicaid%20annual%20reports/Medica%20idAnnualReport_2016.pdf
https://medicaid.utah.gov/Documents/pdfs/annual%20reports/medicaid%20annual%20reports/Medica%20idAnnualReport_2016.pdf
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/understand-the-reimbursement-process.html
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/understand-the-reimbursement-process.html
https://www.medicaid.gov/medicaid/financing-and-reimbursement/
http://www.ncsl.org/documents/health/MedicaidFundingVoluntarydonations-LA.pdf
https://le.utah.gov/interim/2017/pdf/00003281.pdf
https://le.utah.gov/interim/2010/pdf/00000295.pdf
https://le.utah.gov/interim/2011/pdf/00002029.pdf
http://www.le.utah.gov/lfa/reports/BBIB/APPSOC_1-26-12_2.pdf
http://www.le.utah.gov/lfa/reports/BBIB/APPSOC_1-26-12_1.pdf
https://le.utah.gov/interim/2013/pdf/00002622.pdf
http://www.health.utah.gov/medicaid/stplan/index.htm
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 APPENDIX A  -  DEPARTMENT  OF  HUMAN SERVICES ’  OFF ICE  OF  RECOVERY SERVICES  AUGUST 17,  2017  

SUBMISSION -  REQUEST FOR OPTIONS TO INCREASE MEDICAID COLLECTIONS  

The request from the LFA included TEFRA liens and requiring medical insurers to share coverage data with ORS 
as possible options.  ORS has added additional suggestions.  All would be helpful to the Medicaid third-party 
liability recovery efforts; however, ORS is unable to commit to or estimate specific dollar amounts for increased 
collections or cost avoidance that could result from the implementation of either suggestion. The benefits and 
complications for each are explained below. 
 
TEFRA liens:  The advantage of TEFRA liens is that they remove the restriction that the Office of Recovery 
Services is unable to place a lien against a Medicaid recipient’s property until the Medicaid recipient has died.  A 
TEFRA lien would allow ORS to place a lien against the Medicaid recipient’s property upon the recipient’s entry 
into a final, permanent care institution such as a nursing home.  TEFRA liens will help reduce the number of 
cases in which the Medicaid recipient (or his/her family) sell or transfer the home without paying the Medicaid 
lien.  TEFRA liens would give the Medicaid lien greater priority over other liens against the property.  TEFRA liens 
would help ORS more easily meet statutes of limitations.  TEFRA liens would give all parties involved (the 
patient, other lienholders, the patient’s family members) better notice of the Medicaid lien, resulting in more 
funds being available to reimburse Medicaid and reducing litigation at the time of probate. It is not possible to 
determine the number of times that the above issues have impacted Medicaid collections, and every probate 
case involves different time periods, amounts of Medicaid paid, and values of estates; therefore, it is not 
possible to assign a monetary value of increased future collections to this change.   
 
Requiring medical insurers to share coverage data with ORS:  This is already a requirement of the Deficit 
Reduction Act (DRA) and ORS has worked to implement this practice; however, the reality is that this has proven 
to be very difficult to put into practice.  Because of the number of insurance companies involved and the volume 
of policy holders, automation of the process is critical. In order for this to be successful, each company must 1) 
be able to connect to the state’s mainframe, and 2) be able to and agree to receive and send information in a 
required file format.  After years of attempting to set up automation with insurance companies, only three are 
exchanging information in an automated format now:  PEHP, Deseret Mutual Benefit Administrators, and Select 
Health.  Even those three companies have enough trouble matching their policy holder information with the 
Medicaid Eligible population at a high enough confidence level that we receive “exception reports,” generally 
over 900 pages in a month, requiring manual review and entry of the policies.  At this time, BMC is not currently 
staffed at a level that we can keep up with the manual entry of just those “exception reports.”  At one time, the 
All Payer Claims Database appeared to have potential to assist with this goal; however, with the Supreme Court 
decision striking down the requirement for insurance companies to report to such databases, that possibility no 
longer exists. 
 
Surviving Spouse, Waiver vs. Deferral:  At this time, the current practice is if a Medicaid recipient passes away, 
leaving assets which can normally be attached during the estate recovery process, but the individual leaves a 
surviving spouse, the State waives its claim to those assets, not even collecting once the second spouse is 
deceased.  Many other states defer this claim and collect against the assets after the second spouse is deceased.  
It is not possible to determine the number of times that the above issues have impacted Medicaid collections, 
and every probate case involves different time periods, amounts of Medicaid paid, and values of estates; 
therefore, it is not possible to assign a monetary value of increased future collections to this change.   
 
Require probate to notify ORS of all actions:  Several other states require all parties to notify the state of any 
probate actions.  If Utah required all parties to notify the state of all probate proceedings, ORS could ensure that 
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 it was able to place a lien on the property before the property was sold or transferred and ensure that no 
probate was completed for the estate of a Medicaid recipient unless the Medicaid claim had been satisfied.  It is 
not possible to determine the number of times that the above issues have impacted Medicaid collections, and 
every probate case involves different time periods, amounts of Medicaid paid, and values of estates; therefore, 
it is not possible to assign a monetary value of increased future collections to this change.   
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 APPENDIX B  –  MEDICAID  FRAUD CONTROL UNIT AUGUST 18,  2017  SUBMISSION -  REQUEST FOR OPTIONS TO 

INCREASE MEDICAID COLLECTIONS  

Utah Attorney General’s Office 

Memorandum 

To: Russel Frandsen 

Legislative fiscal analyst 

 

From: Robert E. Steed 

Director Medicaid Fraud Control Unit 

 

Subject: Increasing Medicaid Collections 

 

Mr. Frandsen,  

 

Note: The contents of this memorandum are the personal opinions of the Director of the Medicaid Fraud 

Control Unit and does not constitute the opinion or recommendations of the Attorney General.  

 

This is response to your request asking the Medicaid Fraud Control Unit for recommendations on how we might 

increase our collections to the Medicaid program annually.  There is no simple answer to that question.  I will 

discuss some of the dynamics of this issue and address a potential solution that will require legislative action and 

input from various stakeholders including the Attorney General.  

 

MFCU Background 

 

The MFCU is a health oversight/law enforcement agency within the Attorney General’s Office.  We 

independent from the Department of Health which administers the Medicaid program.  Our mission is to 

investigate and when appropriate. prosecute fraud in the provision of health care services under the Medicaid 

program.  The MFCU also has an additional mission that is no less vital to the State than pursuing fraud.  The 

MFCU investigates the abuse, neglect or exploitation of individuals residing in board and care facilities.  We 

devote considerable time, effort and resources to each focus area and seek to achieve a proper case mix which 

address both fraud prevention as well as protecting some of Utah’s most vulnerable citizens.  Our unit is 

responsive to all credible referrals whether they report fraud relating to Medicaid dollars, or the abuse, neglect 

and exploitation of individuals in board and care facilities. 

 

Utah’s MFCU is certified annually by the Secretary of the United States Department of Health and Human 

Services.  The MFCU is not measured and evaluated based on benchmarks for financial recoveries but on the 12 

performance standards contained in the Code of Federal Regulations.1  The United States Office of Inspector 

General for the Department of Health and Human Services “HHS-OIG” provides oversight of the MFCU and its 

compliance with federal standards. 

 

Your inquiry about increasing the amount of recoveries raises some complex issues. The MFCU is 

committed to doing all we can to stop and prevent fraud and hold accountable providers who engage in fraud.   

We are actively engaged in a variety of cases that involve fraud. While it is important to recover losses sustained 

by the program due to fraud, there is a real concern when a law enforcement agency sets benchmarks for 

recovering money.  Our goal is to investigate all credible allegations of fraud.  When we prevail on a case, we 

                                                            

1 https://oig.hhs.gov/authorities/docs/2012/performancestandardsfinal060112.pdf 
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 always seek to obtain restitution to the Medicaid program.  In many cases the greatest benefit to the State is the 

fact that future fraud is prevented and the offending provider is removed or “excluded” from being able to provide 

services to any federal health care program. 2   

However, if a law enforcement agency sets a benchmark on collection numbers, it would compromise our 

objectivity or the appearance of our objectivity with the public.  The cases we investigate and prosecute should 

not be determined based on achieving a certain benchmark.   We cannot overlook an obvious fraud case because 

it offers less potential for recovery and set our legal machinery in motion to target a suspect based on “deep 

pockets.”  We administer justice according to the merits of each case.  I know of no other prosecuting agency that 

sets financial goals as a measure of their effectiveness.  Moreover. it is problematic to make assumptions about 

what would be an appropriate benchmark to establish.  Health care fraud is a complex area of the law and each 

case is unique in terms of the time it takes to investigate, prosecute or to seek administrative or civil collections 

efforts.  We do not have consistent pattern of referrals or results to use as a guide in making collection 

projections.    

 

 In recent years, the MFCU was able to offer limited projections on civil recoveries due to the continuous 

case flow of pharmaceutical cases that were occurring nationally through global case resolutions.   We also have 

had more lawsuits generated by our Unit in this area as a result of certain factors that were prevalent in the past 

when violations by large pharmaceutical cases started receiving national attention. Based on the relative size of 

the Utah MFCU , Utah was among the leaders in the nation in recovering Medicaid funds from various cases we 

pursued using outside law firms.  However, the trend in this type of litigation has been declining sharply 

nationwide due to a variety of factors.  While we continue to have as many national drug cases and investigations 

now as we had in the past, those cases tend to be for much smaller dollar amounts due to changes occurring in 

how states manage Medicaid services (ACO, Managed Care, etc.).  Also changes to the pharmaceutical industry 

and the implementation of Medicare Part D benefits which have resulted in much greater share of the cost of drug 

benefits being paid through the Medicare system.  We also have witnessed changes to how pharmaceutical 

companies operate and document their business activities.   

 

Notwithstanding, these challenges, the MFCU is still engaged in three civil suits including a case against 

Merck, for issues relating to the drug Vioxx. This case has been in litigation for over a decade.   However, it has 

the potential to realize a considerable recovery to the Medicaid program.  We also have two remaining cases 

involving average wholesale price litigation which we hope to resolve in the short term.   

 

Potential Solutions 

 

The State may recover more money due to fraud, waste and abuse by enacting a federally certified False 

Claims Act with its attendant qui tam and penalty provisions and by devoting additional resources to its 

enforcement.3 

 

 If the State of Utah wants to consider ways to increase fraud prevention including the recovery of more 

resources lost to fraud, it may consider the following recommendation: 

 

I. Adopt a Comprehensive False Claims Act4 patterned after the Federal False Claims with its attendant qui tam 

(whistleblower) provisions. The substance of a more robust False Claims Act would provide the following means 

of increasing recoveries to the State. 

                                                            

2 https://oig.hhs.gov/faqs/exclusions-faq.asp 
3 The MFCU is not proposing the adoption of a comprehensive False Claims Act, but merely raise it as an option for purposes of this 
inquiry.  The idea has raised in prior legislative sessions without much success by various members of the legislative branch. 
4 http://www.modernhealthcare.com/article/20150725/MAGAZINE/307259960 
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1.  The Act would allow private citizens to bring qui tam lawsuits against corporations that violate the 

act. 

2. The Act would allow the State MFCU to intervene or decline intervention in the suit based on 

assessment of the merits of the litigation. 

3. The Act would provide remuneration to the “relator” (whistleblower) based on a variety of factors 

including the value of their assistance, whether the relator is the “original source” of the information, 

etc. 

4. The Act if adopted in conformity with the Federal False Claims Act and receives approval from the 

Secretary of the United Sates Department of Health and Human Services and the United States 

Department of Justice, the State would be able to retain a greater share of recovery by 10 percent. 

5. The Act would require the State to pay the whistleblower a percentage of the recovery obtained from a 

successful resolution of the case. 

6. The Attorney General’s Office would be given sufficient budget to hire attorneys and staff qualified to 

handle the complex litigation involved in health care cases.  

 

The idea of passing a comprehensive False Claims Act has been discussed in prior years with various legislatures.  

There are plusses and minuses to this proposal including the cost of creating a civil fraud unit who can handle the 

complex nature of health care fraud cases without compromising parallel criminal investigations and proceedings.  

 

I would be happy to discuss the issues raised in this memorandum with you at your convenience.  However, such 

a discussion would necessarily require the approval of the Attorney General and collaboration from other 

stakeholders.  
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 APPENDIX C  –  UTAH OFF ICE OF  INSPECTOR GENERAL AUGUST 18,  2017  SUBMISSION -  REQUEST FOR 

OPTIONS TO INCREASE MEDICAID COLLECTIONS  
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 APPENDIX D  -  PUBLIC  SCHOOL ENROLLMENT ,  BY  CHARTER SCHOOL ,  UTAH (AND MEDICAID ENROLLMENT)  
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 APPENDIX E  –  2017  COST-SHARING REQUIREMENTS FOR SELECTED MEDICAID SERVICES FOR SECTION 1931  

PARENTS BY THE KAISER FAMILY FOUNDATION  

 

http://www.kff.org/state-category/medicaid-chip/premium-cost-sharing-requirements/
http://www.kff.org/state-category/medicaid-chip/premium-cost-sharing-requirements/
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 APPENDIX F  -  2014  TOTAL MEDICAID MANAGED CARE ENROLLMENT BY THE KAISER FAMILY FOUNDATION  

 

http://www.kff.org/medicaid/state-indicator/total-medicaid-mc-enrollment/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Percent%20of%20State%20Medicaid%20Enrollment%22,%22sort%22:%22asc%22%7D
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 APPENDIX G  –  2016  MEDICAID -TO-MEDICARE FEE INDEX ,  BY THE KAISER FAMILY FOUNDATION  

 

http://www.kff.org/state-category/medicaid-chip/medicaid-physician-fees/
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 APPENDIX H  –  MEDICAID COVERED OUTPATIENT PRESCRIPTION DRUG REIMBURSEMENT INFORMATION BY 

STATE ,  QUARTER ENDING MARCH 2017 
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Utah Department of Health 

Medicaid Reimbursement Rates for Medical, Pharmacy, and Dental 

Providers 

Budget Deep-dive 
 

What We Are Attempting to Accomplish 

1.  What authorizes Delivery/provision of function (statute, intent, rule)? 

The Division of Medicaid and Health Financing (DMHF) administers the Medicaid 

program which provides a variety of health care services to low income individuals in the 

state.  DMHF reimburses medical, dental, pharmacy and behavioral health providers 

using approved rates for the various services performed either through fee for service 

(FFS) or managed care arrangements.   

Federal regulations that provide guidance for states on implementing Medicaid state plan 

payment rates can be found at 42 CFR 447 for FFS and 42 CFR 438 for managed care.   

State statute also provides some guidance on rates as well.  Utah Code Annotated Title 26 

Chapter 35a Section 107 addresses the adjustment to nursing care facility reimbursement 

rates as a result of the assessment.  Utah Code Annotated Title 26 Chapter 36b Section 

209 requires the department to include a requirement in the ACO contracts to reimburse 

hospitals no less than the Medicaid fee-for-service rate.  Utah Code Annotated Title 26 

Chapter 36a Section 205 addresses the adjustment to the accountable care organization 

rates related to the hospital assessment.  Utah Code Annotated Title 26 Chapter 37a 

Section 105 addresses the adjustment to fee-for-service rates up to the Emergency 

Medical Services Ambulance Rates adopted annually by the department. 

In addition, all rate methodologies are included in the State Plan or the applicable waiver.  

All amendments made to the State Plan or to a waiver must be approved by the Centers 

for Medicare and Medicaid Services (CMS) and must also be reported to the Social 

Services Appropriations Subcommittee (SSAS).   

2. What other activities are undertaken without explicit authority? 

 

CMS must approve rate setting activities for medical, dental or pharmacy providers that 

increase/decrease costs.  As discussed in the response to #1, CMS must approve changes 

to rate methodologies and DMHF reports those changes to SSAS through its quarterly 

report. 

 

The Utah Legislature authorizes changes to rates by making discreet changes to the 

Medicaid services budget through bills, appropriations, or intent language.  DMHF 
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implements approved rate setting activities to target legislatively authorized 

appropriations.  From time to time, DMHF rebases rates in order to effectively distribute 

appropriated dollars; however, this is done on a budget neutral basis. 

 

3. What alternative government and non-government resources exist to achieve these 

outcomes?  Why is state involved? 

 

For the purpose of determining managed care rates, we use contracted actuaries to 

determine the rate ranges and a contracted CPA firm to audit cost reports used in the rate 

setting process.  In addition, managed care rates are submitted to CMS Office of the 

Actuary for review and certification.  For FFS medical, dental and pharmacy provider 

rates internal staff work to set rates according to federal regulations and within the 

appropriated budget.  All rate setting methodologies are approved by CMS as part of the 

State Plan or as part of a Waiver approval. 

 

As requested by the Legislative Fiscal Analyst, the Utah Department of Health 

(Department) is also submitting information regarding the Health Clinics of Utah and the 

Family Dental Plan (Clinics) in this section.   

 

Originally, counties provided medical care for indigent residents.  About 30 years ago, 

the State created the Clinics to provide care for this population.  The Clinics then 

transitioned to Utah Medical Assistance Program (UMAP) clinics.  In 2002, the UMAP 

program transitioned to the Primary Care Network (PCN) program to increase care for up 

to 18,000 individuals rather than up to 8,000 individuals under UMAP.   

 

The Clinics seek to serve underserved individuals.  Many physicians in other clinics don’t 

serve PCN patients even though they take Medicaid patients.  Many patients seen in the 

clinics have severe and persistent mental illness and have a difficult time fitting in or 

being accepted in regular clinic settings.  In addition, the clinics are located near or in 

large State offices and serve as episodic clinics for the convenience of State employees so 

they don't have to miss as much work.  The Provo clinic has long provided work fitness 

examinations for prospective Department Of Corrections and Public Safety Highway 

Patrol employees statewide as well as medical services for children at the Slate Canyon 

Juvenile Justice facility.  These are cost-effective services provided in support of these 

State agencies.  It is important for the Department as a state health agency to retain a 

measure of clinical health services to address different needs of other state agencies and 

special populations.   

 

Below are the revenues and costs associated with operating the Clinics: 
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How We Are Organized 

4. What organizations are associated with this function? 

 

Bureau of Authorization and Community Based Services 

Bureau of Coverage and Reimbursement Policy 

Bureau of Eligibility Policy 

Bureau of Financial Services 

Bureau of Managed Health Care 

Bureau of Medicaid Operations 

Carver, Florek, and James CPAs 

Milliman (actuarial services) 

Centers for Medicare and Medicaid Services 

 

5. What are the missions of the organizations associated with that function? 

 

DMHF Mission - We provide access to quality, cost-effective health care for eligible 

Utahns. 

 

6. What outcomes are achieved by the organization associated with this function? 

 

The primary outcomes are meaningful rates that are consistent with federal regulations, 

that don’t impede access to care, and that reasonably reimburse providers for their 

services.  For information on the number of providers participating in FFS by category of 

service, see Table 17 in the 2016 Annual Report of CHIP and Medicaid (pages 33-34). 

Sum of Amount Fiscal Year

Clinics Revenue Sources 2012 2013 2014 2015 2016 Grand Total

2802 Contracts For Services 9,504.00$               9,504.00$            

2944 Support Collections 1,051,288.96$      1,066,074.32$  1,487,295.64$  1,772,542.76$  1,959,534.70$  7,336,736.38$    

2985 Non-sufficient Funds Checks Clearing Account (1,851.80)$             1,969.97$          525.24$              3,546.84$          4,820.18$          9,010.43$            

2997 Cash Over & Short 0.01$                  0.01$                     

3252 Fed DOH Title XIX Medicaid 411,789.95$          380,116.49$     415,182.94$     413,057.57$     389,849.28$     2,009,996.23$    

4737 Transfer From Other Agencies 21,581.14$            66,141.57$        53,650.74$        56,712.95$        60,109.02$        258,195.42$        

4738 Transfer Within An Agency 1,876,789.04$      1,742,554.62$  1,413,510.06$  1,263,512.95$  1,015,860.34$  7,312,227.01$    

4742 Transfer Federal Revenue Within An Agency 212,500.00$          184,500.00$     18,000.00$        415,000.00$        

Grand Total 3,581,601.29$      3,441,356.97$  3,388,164.62$  3,509,373.07$  3,430,173.53$  17,350,669.48$  

Sum of Amount Fiscal Year 

Clinics Expenditure Categories 2012 2013 2014 2015 2016 Grand Total

AA Personnel Services 3,964,363.61$      3,795,009.07$  4,035,320.73$  4,112,669.91$  4,334,900.93$  20,242,264.25$  

BB Travel/In State 30,567.00$            26,748.48$        31,662.35$        36,350.71$        37,457.32$        162,785.86$        

CC Travel/Out of State 1,538.12$               2,391.49$          3,685.71$          2,596.87$          4,679.40$          14,891.59$          

DD Current Expense 894,783.58$          746,182.50$     922,314.63$     928,122.80$     1,014,805.48$  4,506,208.99$    

EE Data Processing Current Expense 146,859.55$          65,876.90$        128,943.70$     127,915.85$     97,423.13$        567,019.13$        

FF Data Processing Capital Expenditure -$                    -$                       

GG Capital Expenditure 71,954.40$            22,421.88$        86,066.21$        -$                    180,442.49$        

HH Other Charges/Pass Through 531,583.55$          415,896.72$     757,418.26$     810,387.66$     641,764.71$     3,157,050.90$    

Grand Total 5,641,649.81$      5,074,527.04$  5,965,411.59$  6,018,043.80$  6,131,030.97$  28,830,663.21$  
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7. What data is collected/reported to document/demonstrate progress toward the 

outcomes? 

 

DMHF collects, reviews and reports data on access to care and on quality of care 

performance measures. 

 

For Health Effectiveness Data and Information Set (HEDIS) measures, see 

http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&

mytabsmenu=3&cat=2   

 

For Consumer Assessment of Healthcare Providers and Systems (CAHPS) measures of 

patient experience with healthcare, see 

https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1   

 

For access to care data, see 

https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf  

 

The State is also required to perform an external quality review (EQR) of its contracted 

managed care organizations.  The state contracts with an external quality review 

organization (EQRO) that performs an analysis and evaluation of aggregated information 

on quality, timeliness, and access to health care services that the managed care 

organizations provide to Medicaid members.   

 

8. How are appropriations structured to accomplish this function? 

 

In the 2017 General Session, the Legislature approved a new line item to track Medicaid 

funding.  The programs/appropriation units within this new line item are structured to 

track the largest expenditure groups for the Medicaid program.  They are: 

LIA – Accountable Care Organizations 

LIB – Dental 

LIC – Expenditure Offsets from Collections 

LID – Home & Community Based Waivers 

LIE – Home Health & Hospice 

LIF – Inpatient Hospital  

LIG – Intermediate Care Facilities for the Intellectually Disabled 

LIH – Medical Transportation 

LII – Medicare Buy-In 

LIJ – Medicare Part D Clawback Payments 

LIK – Mental Health and Substance Abuse 

http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1
https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf
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LIL – Nursing Home 

LIM – Other Services 

LIN – Outpatient Hospital 

LIO – Pharmacy 

LIP – Physician and Osteopath 

LIQ – Provider Reimbursement Information System for Medicaid 

LIR – School Based Skills Development  

LIS – Medicaid Expansion 2017 

 

9. In what units of measure are outputs reported, how and why have those outputs 

changed over time? 

 

DMHF measures the effectiveness of medical, dental, and pharmacy rates using the 

following measures: 

 

For Health Effectiveness Data and Information Set (HEDIS) measures of the quality of 

care, see 

http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&

mytabsmenu=3&cat=2   

 

For Consumer Assessment of Healthcare Providers and Systems (CAHPS) measures of 

patient experience with healthcare, see 

https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1   

 

For access to care data, see 

https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf  

 

10. Are performance measures meaningful and how is management assuring such? 

 

DMHF considers the performance measures to be meaningful measures of the program’s 

performance.  In addition, the categories that are measured are based on national 

standards. 

 

11. What kind of external variables impact the organization/function and what is the 

current status of those variables? 

 

There are several variables that impact the rate setting process.  They can include, but are 

not limited to the following:   

http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1
https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf
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• Consumer Price Index changes – Inflationary factors are considered in the 

Consensus process for appropriation.  Average annual percentage growth of 

Medical Care CPI between 2012 and 2016 was 2.82%.         

• FDA approval of new pharmaceuticals - FDA approval of new high cost 

pharmaceuticals impacts the costs for pharmacy benefits for fee for service and 

impacts the rates paid to the Accountable Care Organizations.  These impacts are 

considered in the Consensus process for appropriation.   

• New federal regulations – Federal regulation changes can increase providers’ 

costs of performing services, which can also impact the rates.  For example, new 

federal regulations related to face-to-face requirements for DME will increase the 

administrative burden for home health and personal care service providers.  In 

addition, changes to federal labor laws have increased personnel costs for home 

health and hospice providers. Future federal regulation changes, such as the 

Electronic Visit and Verification regulations will also increase provider costs. 

• The CMS Office of the Actuary can impact both the rate and the timeline for the 

approval of the rate.  The CMS Office of the Actuary make the final 

determination as to whether the managed care rates are actuarially sound.  If 

proposed rates are not actuarially sound, the CMS Office of the Actuary will not 

approve the rates.  The analysis and final approval of proposed rates performed by 

the CMS Office of the Actuary typically takes from 6 months to a year.  This can 

significantly delay the implementation of new rates. 

• The status of the economy – Economic factors can influence enrollment in the 

Medicaid program.  While these factors may not necessarily impact rates, they do 

impact total costs of services provided in the Medicaid program.  Typically, 

Medicaid enrollment decreases in periods of economic growth and has historically 

increased in periods of economic decline. In state fiscal year 2017, total Medicaid 

enrollment decreased.  This was largely the result of decreases in the Children, 

Pregnant Women, and Adult populations.   

• Results of the dispensing fee survey – Federal regulations require the state to 

periodically perform a dispensing rate survey.  When the survey is complete, it 

can result in modifications to the dispensing fees. 

 

12. Are there standards (industry, national, other states, etc.) for output or output per 

unit of input?  How do they compare to this? 

 

The following represent standards of performance: 

 

For Health Effectiveness Data and Information Set (HEDIS) measures of the quality of 

care, see 
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http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&

mytabsmenu=3&cat=2   

 

For Consumer Assessment of Healthcare Providers and Systems (CAHPS) measures of 

patient experience with healthcare, see 

https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1   

 

For access to care data, see 

https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf  

 

13. To whom is performance data reported? 

 

Data related to medical, dental and pharmacy rates is reported in the Annual Report of 

Medicaid and CHIP, which is posted on the Medicaid website.  DMHF also reports 

expenditure and related statistical data to CMS quarterly via the CMS-64 report and the 

Transformed Medicaid Statistical Information System (T-MSIS) report.  In addition, 

various other stakeholders monitor DMHF performance, such as, the Governor’s Office 

of Management and Budget, the Legislature, the Medical Care Advisory Committee, and 

the community.   

 

14. What decisions are based on reporting data? 

 

DMHF uses data from Milliman reports, information from dispensing surveys, encounter 

data for managed care, and acuity of residents in nursing facilities to determine whether 

or not rates need to be adjusted.  In addition, DMHF receives recommendations from the 

Medical Care Advisory Committee on funding request to pursue annually, which 

typically include various provider rate increases.  If DMHF determines that rates need to 

be adjusted, we will submit a building block to the Governor’s Office of Management 

and Budget.   

 

Specifically with regards to managed care, rates for ACOs, PMHPs, Medicaid Dental 

plans, CHIP Managed Care and Dental plans, and the H.O.M.E. program are determined 

through Milliman analysis of encounter data and other financial reports from the plans to 

determine actuarially sound rate ranges and rates. Rates are targeted to available funding. 

If the actual encounter experience, trended forward plus reasonable costs of 

administration exceed available funding, Milliman cannot certify the rates.  In turn 

DMHF is unable to submit approvable actuarially certified rates to CMS.  This places the 

state in a possible disallowance situation. If this scenario occurs, DMHF will need to 

request a building block to increase funding for managed care rates or make a 

http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
http://stats.health.utah.gov/reports/hedis/index.php?year=2016&doc=result&doc=result&mytabsmenu=3&cat=2
https://health.utah.gov/myhealthcare/reports/cahps/2016/?page=medicaidMember#1
https://medicaid.utah.gov/Documents/pdfs/Utah_Access_Monitoring_Review_Plan.pdf
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recommendation to terminate managed care contracts and move back to fee for service 

reimbursement.   

 

15. How might you recommend the authorization, mission, or performance 

measurement change? 

 

DMHF would recommend that states be allowed more flexibility in calculating rates and 

more timely approval of rates.  Currently, all managed care rates must be reviewed and 

approved by the CMS Office of the Actuary and the CMCS Division of Managed Care 

Plans.  This process is very prescriptive and can take a significant amount to time.  

Historically, rate review and approval has taken 6 months to 1 year.   DMHF cannot pay 

new managed care rates until they have been approved.  Delays in the approval process 

result in DMHF paying the previously approved rates until the new rate is approved.  At 

which point, all capitation payments made to the managed care organization between the 

effective date of the rate through the point of certification are recouped and replaced.  

This presents challenges in terms of budgeting and financial reporting for both DMHF 

and the managed care organizations. 

What We Are Buying 

16. What is the largest category of expenditure for an organization and how big is it? 

 

Managed care expenditures represent the largest category of expenditure in the 

organization.  See Figure 15 in the 2016 Annual Report of CHIP and Medicaid (page 38) 

for managed care expenditures between fiscal years 2012 and 2016. 

 

Inpatient Hospital Services represent the largest category of expenditure for fee for 

service.  See Table 17 in the 2016 Annual Report of CHIP and Medicaid (pages 35-36) 

for fee for service expenditures by category of service between fiscal years 2012 and 

2016. 

 

As requested by the Legislative Fiscal Analyst, DMHF is also reporting here the costs to 

operate the Medicaid Management Information System that is used to pay the claims.  

The administrative costs associated with operating MMIS between 2012 and 2016 are 

included below: 

 

 

  2012 2013 2014 2015 2016 2017 

Total Funds $8,105,394.72 $10,631,051.99 $10,581,674.02 $13,507,173.94 $12,854,173.26 $12,039,410.89 

State's Share $2,026,348.68  $2,657,763.00  $2,645,418.51  $3,376,793.49  $3,213,543.32  $3,009,852.72  
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17. How does this expenditure support the above justification/authorization? 

 

Reimbursement rates paid to Medicaid providers support providing medical, dental and 

behavioral health services to Medicaid members. 

 

18. What is that category of expenditure buying (how many/cost per unit)? 

 

Utilization and related expenditures for both fee for service and managed care are 

reported in the 2016 Annual Report of CHIP and Medicaid (pages 41-49). 

 

19. How does the above relate to units of output? 

 

The number of providers participating in FFS by category of service is reported in Table 

17 in the 2016 Annual Report of CHIP and Medicaid (pages 33-34). 

 

20. How has the expenditure changed over five years relative to the units of output? 

 

The following represent cost per claim data related to the largest fee for service 

expenditure categories.  Because DMHF pays capitation payments to managed care 

organizations that is a monthly amount per member to provide health care to Medicaid 

members, the same type of analysis cannot be performed.  The source of the following 

information is the 2016 Annual Report of CHIP and Medicaid (pages 41-46). 
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Note: The decreases between state fiscal year 2012 and state fiscal year 2013 relate to the 

implementation of ACOs in the 4 counties.  The decreases between state fiscal year 2015 

and state fiscal year 2016 relate to expansion of ACOs into 9 additional counties. 

 

Hospital Care

2012 2013 2014 2015 2016

Claims 332,850              279,222          205,534          215,837          134,528          

Expenditures 618,520,000$      490,730,000$  325,260,000$  314,890,000$  282,720,000$  

Average Cost 

Per Claim 1,858$                1,757$           1,583$           1,459$           2,102$           

Physician Services

2012 2013 2014 2015 2016

Claims 1,187,870            951,840          683,837          705,961          444,287          

Expenditures 109,600,000$      98,470,000$    76,490,000$    89,200,000$    65,550,000$    

Average Cost 

Per Claim 92$                    103$              112$              126$              148$              

Pharmacy Services

2012 2013 2014 2015 2016

Claims 2,680,493            2,037,675       1,416,388       1,481,552       1,247,833       

Expenditures 182,870,000$      136,930,000$  115,780,000$  139,640,000$  126,110,000$  

Average Cost 

Per Claim 68$                    67$                82$                94$                101$              

Other Services

2012 2013 2014 2015 2016

Claims 3,396,191            3,563,903       3,501,559       3,773,085       3,855,872       

Expenditures 210,930,000$      233,000,000$  203,620,000$  224,670,000$  253,560,000$  

Average Cost 

Per Claim 62$                    65$                58$                60$                66$                

Long-Term Care

2012 2013 2014 2015 2016

Claims 468,643              477,165          537,539          569,387          536,301          

Expenditures 419,800,000$      435,300,000$  465,500,000$  500,400,000$  541,400,000$  

Average Cost 

Per Claim 896$                  912$              866$              879$              1,010$           

Fee for Servie 
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21. Are there any outliers/anomalies in current or budgeted spending in this category? 

 

Although there are many variable that impact the provider rates, one of the most 

impactful variables relates to new to market high cost drugs.  Some examples include: 

• Spinal Muscular Atrophy (SMA) 

o Spinraza (nusinersen) was approved by the FDA in December 2016.  The cost is 

about $25,000 per treatment for this intrathecal drug injection with a lumber 

puncture procedure.  Estimated 1st year cost is $750,000 and subsequent annual 

treatments to cost $375,000 per year per patient.   

• Mucopolysaccharidosis (MPS) 

o Vimizim was approved by the FDA for MPS IVA in 2014 to be administered by a 

provider intravenous infusion.  Estimated cost is $380,000 per year. 

o UX-003 (rhGUS) by Ultragenyx is an intravenous drug that is anticipated to 

receive approval during 4q2017 for the treatment of MPS VII.  Cost is 

unknown.     

• Hyperammonemia 

o Carbaglu (carglumic acid) oral tablets was approved by the FDA for both acute 

and chronic treatment in pediatric and adult patients in 2010.  Estimated annual 

cost for treatment is more than $105,000.   

 

22. Does the amount of expenditure for a category change significantly in accounting 

period 12 or 13?  Why? 

There is typically no correlation between rates paid to providers nor the related utilization 

and the state’s fiscal year end.  The most significant changes that occur at fiscal yearend 

relate to accounting accruals performed for the state’s financial statements.  These 

yearend entries include deferral of capitation payments made in June that relate to July; 

accrual of a pharmacy rebate accounts receivable to recognize pharmacy rebates that have 

been or will be billed to drug manufacturers for periods prior to accounting period 12 that 

have not yet been paid; and accrual of anticipated effects of rate changes that are 

effective for periods prior to accounting period 12, but that have not yet been certified 

and paid. 

23. How might you recommend this expenditure category change based on the above? 

 

DMHF has no recommendations for change to the referenced expenditure categories. 

How We Are Paying For It 

24. What is the largest fund or account from which resources are drawn to support the 

above expenditures and how big is it? 
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Medical, Dental, Pharmacy and Behavioral Health reimbursement rates are funded 

primarily with federal Title XIX funds, General Fund appropriations, Assessment 

Collections, Intergovernmental Transfers, and Pharmacy Rebates. 

 

25. What are the revenue sources for that fund or account and what are their relative 

shares? 

 

The revenue sources for provider rates are primarily the federal government, state 

General Fund, assessments charged to providers, intergovernmental transfers from non-

state government owned facilities and pharmacy rebates collected from drug 

manufacturers. 

 

26. Is the source one-time or ongoing and do ongoing sources match or exceed ongoing 

expenditures? 

 

The sources of funding for provider rates are typically ongoing and generally the funding 

sources are sufficient to cover established provider reimbursement rates.  However, 

enrollment and utilization are significant variables in the final costs associated with 

reimbursement rates and significant changes in either variable could result in 

expenditures exceeding appropriated funding sources. 

  

27. How has the source changed over time relative to expenditures and units of output? 
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28. Are there any outliers/anomalies in current or budgeted periods for this source? 

 

There are a few significant variables that exist in the revenue sources related to provider 

rates. They are: 

 

Pharmacy Rebates – Pharmacy rebates are the most significant collections used to offset 

costs in the Medicaid program.  They are a function of the units dispensed and the 
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negotiated rebate per unit and due to adjustments, timing of collections, and disputes they 

are very difficult to forecast. 

 

Collections – There are various entities that perform Medicaid Collections.  The primary 

sources of collections are: 

Office of Recovery Services (ORS)– DMHF contracts with ORS to perform the 

following collections on its behalf: TORT, Estate Recovery, Third Party Liability 

(TPL), and credit balance write-off collections.   

  

Medicaid Office of Inspector General (OIG) – OIG recovers inappropriately paid 

Medicaid funds. 

 

Medicaid Fraud Control Unit (MFCU) – MFCU recovers Medicaid funds lost to 

fraud, waste, or abuse. 

 

Recovery Audit Contractor (RAC)– DMHF contracts with a RAC to perform 

work as defined in federal regulations as well as to perform TPL recoveries that 

are not subject to collection by ORS. 

Collections among the various entities that recover for Medicaid can vary significantly 

from year to year and are extremely difficult to anticipate for budgeting purposes. 

 

29. Does source have unencumbered balances that relate directly to this 

function/organization?  How have those balances changed over time? 

 

The Legislature has established 4 separate assessments for specific provider groups to 

fund the state’s share of portions of the related rates.  They are as follows: 

 

Ambulance Service Provider Assessment – The funds collected are required be used to 

support fee-for-service rates for ambulance service providers.  This assessment was new 

in state fiscal year 2016.       

 

 
 

Hospital Provider Assessment – The funds collected are required to be used to make 

inpatient hospital access payments.  The ending balance amounts listed below are the 

result of years where the collections exceeded the appropriation from the fund.  In years 

that collections exceeded appropriations, General Fund was used to ensure hospitals 

Fiscal Year Ending Balance

2016 500.99$              

2017 500.99$              



K - 15 
 

received the amount established in statute.  In fiscal year 2016, DMHF paid $1,222,701 

of the balance in the fund to providers as required by intent language.   

 

 
 

Nursing Care Facility Assessment – The funds collected are required to be used to 

increase the rates paid to nursing care facilities.  The collections from this assessment 

have historically been required to be recorded in a restricted fund.  The ending balance 

amounts listed below are the result of years where the collections exceeded the 

appropriation from the fund.  In the 2017 General Session, the Legislature approved 

moving the collections from a restricted fund to a special revenue fund. 

 

 
 

Medicaid Expansion Fund – This fund was created to record various funding sources that 

are required to be used to pay the costs of the health coverage improvement Medicaid 

waiver defined in UCA 26-18-411 and the outpatient UPL in UCA 26-36b-210.  The 

funding sources recorded in this fund are: 

1) Assessments collected as authorized in the related statute 

2) Intergovernmental Transfers 

3) Savings attributable to the health coverage improvement program 

4) Savings attributable to the inclusion of psychotropic drugs on the preferred 

drug list 

5) Savings attributable to the services provided by PEHP 

6) Gifts, grants, donations or any other conveyance of money from private 

sources 

7) Appropriations 

Fiscal Year Ending Balance

2012 3,438,700.00$     

2013 4,248,329.00$     

2014 6,100,636.00$     

2015 6,100,636.00$     

2016 4,877,935.00$     

2017 4,877,935.00$     

Fiscal Year Ending Balance

2012 123,708.00$      

2013 287,797.00$      

2014 287,797.00$      

2015 287,797.00$      

2016 (1.00)$                 

2017 -$                     
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30. What is a reasonable balance and Why? 

UCA 26-36a-207 governs the creation of and expenditures from the Hospital Provider 

Assessment Fund; UCA26-35a-106 governs the creation of and expenditures from the 

Nursing Care Facilities Account; UCA 26-36a-107 governs the creation of and 

expenditures from the Ambulance Service Provider Assessment Fund.   The related 

statutes do not provide direction on a reasonable balance for these funds.  

The existing balance in the Medicaid Expansion Fund relates to remaining General Fund 

appropriations and PDL savings in excess of amounts estimated in original 

appropriations.  This balance will be used only for purposes authorized in statute.  

 

31. Is the availability of sources (grants or previous “building blocks”), rather than 

mission or objective, driving expenditures? 

 

DMHF works to accomplish our mission within the constraints of the appropriated 

budget. 

 

32. Are other sources available to support the same expenditure? 

 

There are federal limitations on the sources that are available to be included as the state’s 

share of Medicaid expenditures.  42 CFR 433.51 states that “Public funds may be 

considered as the State’s share in claiming FFP (federal financial participation) if they 

meet the conditions specified in paragraphs (b) and (c) of this section.  (b) The public 

funds are appropriated directly to the State or local Medicaid agency, or are transferred 

from other public agencies (including Indian tribes) to the State or local agency and under 

its administrative control, or certified by the contributing public agency as representing 

expenditures eligible for FFP under this section.  (c) The public funds are not Federal 

funds, or are Federal funds authorized by Federal law to be used to math other Federal 

funds.”  In addition to the items stated above, the state may also include permissible 

provider-related donations and health care-related taxes as the state’s share of Medicaid 

expenditures.  Permissible provider–related donations are defined in 42 CFR 433.66.  

Permissible health care-related taxes are defined in 42 CFR 433.68 and are limited to 6 

percent or less of the revenues received by the taxpayer. 

 

33. How might you recommend this revenue category change based on the above? 

 

Fiscal Year Ending Balance

2017 735,564.00$      
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DMHF has no recommendations for change to the referenced revenue categories. 

 

Do We Balance? 

34. What are total expenditures and total sources?  Do they equal one another? 

 
 

35. Have all appropriated or authorized sources been expended at year-end? 

 

See table above.   

 

36. How have non-lapsing appropriation balances (if any) changed over time? 

 Medicaid Mandatory 

Services 

 Medicaid Optional 

Services 

2012

Total Sources 1,071,255,409$               925,640,732$                

Total Expenditures 1,055,908,229$               913,494,708$                

Unexpended 15,347,180$                     12,146,024$                   

Non-Lapsing 15,266,669$                     12,146,024$                   

2013

Total Sources 1,184,003,090$               939,503,502$                

Total Expenditures 1,160,053,523$               925,450,245$                

Unexpended 23,949,567$                     14,053,257$                   

Non-Lapsing 23,949,567$                     14,053,258$                   

2014

Total Sources 1,386,803,838$               900,281,376$                

Total Expenditures 1,367,054,380$               897,518,755$                

Unexpended 19,749,458$                     2,762,621$                     

Non-Lapsing -$                                    -$                                  

2015

Total Sources 1,409,882,852$               927,707,016$                

Total Expenditures 1,396,154,032$               927,167,557$                

Unexpended 13,728,820$                     539,459$                         

Non-Lapsing 3,500,000$                       -$                                  

2016

Total Sources 1,494,303,288$               966,685,036$                

Total Expenditures 1,468,789,542$               956,050,197$                

Unexpended 25,513,746$                     10,634,839$                   

Non-Lapsing 8,800,000$                       2,959,675$                     
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In fiscal years 2012 and 2013, DMHF had non-lapsing authority for all unspent 

appropriations.  In fiscal year 2014, DMHF had no non-lapsing authority.  In fiscal years 

2015-2016, DMHF had non-lapsing authority for the PRISM project and for the 

Medically Complex Children’s Waiver program. 

37. Are fees or taxes supporting a function and are those fees or taxes reasonable? 

 

Taxes supporting provider rates are reasonable and within the federal limitations. 

 

38. Are there significant risk associated with this organization/function, if so, are there 

proper controls in place? 

There is significant oversight over the development of Medicaid reimbursement rates.  

All rate methodologies are included in the State Plan or the applicable waiver.  All 

amendments made to the State Plan or to a waiver must be approved by the CMS and 

must also be reported to the Social Services Appropriations Subcommittee.  In addition, 

all managed care rates are required to be approved by CMS.  Finally, DMHF has controls 

in place to ensure that rates are properly entered into the Medicaid Management 

Information System. 

 

 


