American Indian Health
Commission for Washington State

____Access to Medicaid Services

For several years, tribes in Washington State have discussed ways to improve the Medicaid system
for American Indians and Alaska Natives (AI/ANSs). During these conversations, tribes have asked
whether basic Medicaid services for AI/ANs could be maintained despite state budget constraints
while, at the same, access to Medicaid services could be improved through the development of a
uniform benefits package focused on tribally-driven prevention activities.

In June 2003, the American Indian Health Commission for Washington State (AIHC) began to
examine the most feasible approach to achieve these goals, including the possible development of a
Medicaid waiver that would give tribal governments the ability to voluntarily participate in a uniform
benefit package that would address the comprehensive health needs of community members.

Over the course of a year-long project, a Workgroup coordinated and staffed by the AIHC
researched and reviewed a broad array of information on health status, evidence-based interventions
to improve health, benefit package models, and Medicaid waiver requirements. As current access
barriers to Medicaid services were identified, it became clear that many could be addressed without a
Medicaid waiver from the Centers for Medicare and Medicaid Services (CMS). The initial focus of
the Workgroup became identifying changes to the current Indian Health Service (IHS) encounter
rate definition with an eye toward seeking necessary amendments to the Washington State Medicaid
Plan and conducting outreach and education activities at both the state and tribal levels. For the
issues and access barriers that cannot be resolved administratively, a waiver remains a viable option
for future action.

The Workgroup recommended using the Washington State Medicaid program as the core benefit
model and proposed modifications to address the targeted prevention interventions, improve access
to services, reduce reimbursement barriers, and acknowledge the importance of tribally-based health
care interventions in improving health. To modify the core model, the Workgroup identified
services to be added, benefit limitations to be revised, and administrative changes to be
implemented.

Improving Access to Medicaid Services for American Indians and Alaska Natives, the 125-page report by the
Workgroup, was published in October and is one of the only comprehensive examinations of tribal-
state Medicaid policy issues.

The Workgroup’s proposals were considered at the 2004 Tribal Leader Health Summit on
November 4 and 5 in Bow, Washington, and were expanded to encompass several other
recommendations designed to focus on providing health services to AI/ANs in Washington State.
The final outcome of the project will depend on several things, including the continued desire of the
state and tribes to work together and the willingness of CMS to facilitate the kind of partnerships
that will be required to implement the following recommendations.
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The Medicaid program in Washington should provide benefits to Al/ANs without categorical
or arbitrary age-specific restrictions and should exempt AlI/ANs from cost-sharing, including
co-pays or premiums, in keeping with federal trust responsibilities and current Washington State
Medicaid policy.

Indian Health Service/Tribal/Urban (I/T/U) providers should be able to receive Medicaid
reimbursement for the following services:

Diabetes Prevention Activities
Vitamins

Over-the-Counter Drugs
After-Hours Telephone Consultations

o Tobacco Cessation Products for Adults
o Weight Loss Drugs

o Chiropractic Care

o Drug Screening
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The following benefit limitations on AI/AN Medicaid beneficiaries should be revised:

o Cover replacement dentures and bridges o Expand access to inpatient chemical

at least every five years dependency treatment

o Establish preauthorization and appeal o Incorporate 1/T/Us as active
process for excluded dental services to participants in disease management
ensure patients do not lose function of programs, especially those related to
teeth for eating or speaking diabetes

o Remove formulary restrictions from
diabetes supplies

The definition of an AI/AN encounter should be revised to include the following provider
types:

o Community Health Nurse or Registered o Community Health Representative/Home
Nurse Health Aide

o Pharmacist o Social Worker

o Registered Dietician/Clinical Nutritionist o Nurse Case/Disease Manager

o Personal Care Assistant

The state should reduce health disparities and acknowledge cultural differences by covering all
medically necessary services for Al/ANs and developing a Healthy Kids-like prevention services
model for Al/AN:Ss.

1/T/Us should be deemed eligible providers for all Medicaid services and the state should clarify
how billing can occur as it relates to a service, rather than to specific provider types, particularly
in cases in which a tribe provides services through personnel who are not state-licensed or
certified. Indian health programs that generally meet the conditions and requirements of Title
XIX of the Social Security Act should be considered eligible providers for any Medicaid covered
service in the Washington State Medicaid plan, and there should be flexibility in defining
professionals such as social workers or speech pathologists.
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e The state should develop and measure effective efforts to reach out to tribes to inform them
about under-utilized programs and benefits like EPSDT/Healthy Kids and family planning.

e The Medical Assistance Administration (MAA) should work with Indian health programs to
develop tribally-based Centers of Excellence to provide weight loss and obesity prevention
services.

e MAA should work with tribal pharmacies to address administrative barriers to reimbursement,
such as billing at the generic rate for name-brand drugs.

e The definition of Medical Necessity should be revised to include prevention activities and
should be carefully reviewed by tribes.

In addition to the recommendations listed above, AIHC and tribes should begin the following
activities as soon as possible:

e Meet with Department of Health officials to brainstorm ways to make Title XIX-funded
maternal support services and infant case management more accessible to Indian health
providers

e Assess the extent to which tribes are able to access Title XIX Home and Community Based
Waiver services and reimbursement and research ways for Indian health providers to directly
access reimbursement and or services covered under the Waiver.

e Determine ways for Indian health providers to receive direct reimbursement for services
administered through the Division of Alcohol and Substance Abuse and the Mental Health
Division

e Identify options for Indian health programs to bill for and receive reimbursement from
MAA for medical transportation

e Ensure that I/T/U reimbursement is based on service provided, not the site of service,
professional oversight, or organizational structure

e Amend tribal core provider agreements to accommodate billing for all services provided by a
tribe

e Resolve professional licensing conflicts in areas such as chemical dependency and mental
health services

Resources

Improving Access to Medicaid Services for American Indians and Alaska Natives (AIHC Uniform
Benefits Workgroup)
http://www.aihc-wa.org/Issues/uniform benefits public.htm

Medical Assistance Administration Billing Instructions for Indian Health Programs
http://fortress.wa.gov/dshs/maa/Download/Bl.html#l

Washington State Medicaid Information from CMS (includes State Plan)
http://www.cms.hhs.gov/medicaid/state.asp?state=WA
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