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A Review of Title V and Title XIX Interagency Agreements

Introduction

A central goal of public health is to identify causes of ill health and to
develop actions to reduce these causes€ Interagency partnerships give a
sense of order to the issues. In maternal and child health, each issue, in
a sense, is everybody® business and thus the various obodiesé need to be

involved in the resolution.

-- Vince L. Hutchins, M.D., M.P.H.
Celebrating Events, delivered at the 50™
Anniversary meeting of The Association for
Maternal and Child Health, March 18, 1985

A. Background

The Maternal and Child Health (MCH) Services Block Grant and Medicaid, authorized by Title
V and Title XIX of the Social Security Act (SSA), serve complimentary purposes and goals.
Coordination and partnerships between the two programs greatly enhance their respective
abilities, increase their effectiveness, and guard against duplication of effort. Such coordination
is the result of a long series of legislative decisions that mandate the two programs to work
together. Interagency Agreements (IAAs), required by both Title V and Title XIX legislation,
can serve as a key factor in ensuring coordination and mutual support between the two agencies
(or divisions within an agency) that administer the two programs.

B. Purpose

This publication, now in its second edition, serves as a tool to provide technical assistance

to State Title V and Medicaid agencies in achieving successful and required coordination
between their programs, updating seminal work carried out by the Association of Maternal and
Child Health Programs (AMCHP) in the prst edition. The document begins with a review of
the Federal legislation regarding Title V/Title XIX IAAs and a summary of how States have
incorporated this legislation and other components into their IAAs. It continues by presenting
recommended components and methodologies in developing new IAAs and a omodel6 IAA as a
template for States. Finally it highlights opromising practicesé being carried out by States that
have developed successful partnerships through their IAAs.

This document is available both in print and online (with additional electronic resources) at:

http://www.mchlibrary.info/IAA
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State MCH-Medicaid Coordination:

C. Organization
Chapter I of the report serves as an overview, consisting of:

B Abackground on Title V, Title XIX, and partnerships between the two programs.
B An overview of the importance of interagency agreements (IAAS)

c
(@]
=
(@)
)
e
(@]
=
e}
=

Chapter Il provides an overview of the current statutes, regulations, and Federal policies
regarding Title V and Title XIX collaboration, focusing on the requirements set forth for Title V
and Title XIX agencies.

Overview

Chapter 111 summarizes individual State interagency agreements (IAAs), focused on specipc
components common to the majority of these documents and includes:

B Adiscussion of the documents reviewed and the scope/limitations of the materials
surveyed.

B An explanation of the review components used in analyzing the IAAs and examples of
State 1AAs that either differ greatly from or reyect the norm.

B State-by-state analysis of the IAAs based on specipc key components with references to

the summary charts included in Chapter V.

Legislation

Chapter IV focuses on an analysis of IAA components as well as obest practiceso gathered from
specipc States of varying characteristics (e.g., geographic location, economic status of population
served, and racial/ethnic diversity of population) and consists of:

B An analysis of components that are often found in successful IAAs.

B Explanations of the importance of each IAA component and what additional factors
should be considered when drafting new 1AAs.

A omodel6 IAA that can be modiped by States as a technical assistance tool in the
drafting of future 1AAs.

A discussion of methodologies employed by the Title V agencies in forging meaningful
partnerships with Medicaid.

B Specipc examples of the partnership process and motivating factors as well as problems
and difpculties encountered.

Chapter V presents the State-by-State summary charts compiled as the basis of analysis for the
document, including:

State IAAs Development m
o o

B An explanation of the charts.

Detailed summaries of the IAAs for each State based on each of the review components.

B Highlighted text where specipc IAA sections either differ greatly from or reyect the norm
with cross references back to a more detailed analysis in Chapter Two.

B Additional State-specipc information, such as contact information, Web sites of State

agencies, and links to full-text versions of each IAA analyzed.

o
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A Review of Title V and Title XIX Interagency Agreements

D. Interagency Agreement (IAA) Web Page and Resources

This publication and additional electronic resources are available through the MCH Library Web
site at http://www.mchlibary.info/lAA. This electronic otoolkitd includes:

uonoONPO.NU|

B Links to the full-text document.

B Each IAA reviewed (in PDF and/or Word versions, as available).

B Links to background print resources, to State agencies propled, and to Web sites that
maintain data on State contacts, Title VV and Medicaid agencies, and MCH hotline
numbers.

B Adatabase of the State IAAs, searchable by State, region, and keyword.

B Anonline glossary of terms and links to glossaries used by Title V and Title XIX
professionals.
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State MCH-Medicaid Coordination:

Chapter One
Overview of Title V and Title XIX

c
o
=
(®)
)
©
o
P
)
=

To improve the health of all mothers and children consistent with the
applicable health status goals and national health objectives established
by the Secretary under the Public Health Service Act for the year 2000,
there are authorized to be appropriated $850,000,000 for pscal year 2001
and each pscal year thereafter.

Overview

-- Introduction to A501 of the Social Security Act

One of Medicaidgs critical roles is to provide pnancial coverage for important preventive

and primary care services and specialty services for those eligible; Title V is essential to help
translate those funds into a system of care that is accessible. This chapter outlines the respective
roles of the Title V MCH Block Grant and the Medicaid programs and the ways through

which partnerships can be forged between them. Print and electronic resources that can aid in
strengthening such partnerships are provided in Appendix A and are available online at
http://www.mchlibrary.info/lAA.

Legislation

A. The Title V MCH Block Grant Program

Beginning with its enactment in 1935 as part of the Social Security Act (AA501-510), the goall

of Title V echoes that of the U.S. Department of Health and Human Services (HHS), Health
Resources and Services Administration (HRSA), Maternal and Child Health Bureau (MCHB)
[then the Childrends Bureau], oto serve all children, to try to work out standards of care and
protection which shall give to every child [a] fair chance in the worldé (Julia Lathrop, prst Chief
of the Childrends Bureau, 1912).

This legislation allows for specipc MCH programs to provide a base to build upon, with the goal
of improving the health of all women, children, youth, and families; indeed, Title V remains the

only Federal program with this broad of a mandate.

State IAAs Development m

Title V remains the only Federal

During its seventy years of implementation program that focuses solely on
Title V has undergone many repnements such as improving the health of all mothers
conversion into a block grant program as well as and children.

increased yexibility and accountability. (Specipc

legislative changes affecting both Title V and Title
XIX will be discussed in Chapter Two).

Appendices




A Review of Title V and Title XIX Interagency Agreements

As a result of these changes, Title V has cemented itself as a foundation to identify and address
emerging health services needs and to measure performance of such efforts. States have a large
degree of yexibility in determining priorities and allocating Federal funds in order to address

the needs of their populations more appropriately. This yexibility has allowed States to develop
effective and cost-efpcient approaches in services provided; they can address local needs through
tailored programs and policies and then evaluate and replicate such new program models.

uonoNPo.NU|

On a national level the Title V MCH Services Block Grant is charged with:

B Promoting coordination of activities authorized under Title V and Title XIX, especially
Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) services (under
Title XIX) as well as other related activities funded by the Departments of Agriculture,
Education, and HHS.

B Disseminating preventive health care information to the States.

B Collecting, maintaining, and disseminating information on the health status and health
service needs of mothers and children (in conjunction with the National Center for Health
Statistics).

B Providing technical assistance to Congress; assisting States in developing care
coordination services; distributing a national directory listing State toll-free numbers of
programs and providers who offer services under Title V and Title XIX.

MBINIBNQ
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[l Funding

As a permanently authorized discretionary Federal grant program, Title V is currently authorized
at $850 million. The actual funding has yuctuated since 1992; see Appendix D for a summary

of recent Title V Block Grant appropriations. It requires that every $4 of Federal Title V. money
be matched by at least $3 of State or local funds. The program also requires that a minimum of
30 percent of Title V funds to states be used to support services for children with special health
care needs (CSHCN) and that a minimum of 30 percent be used to provide preventive and
primary care services for children. States may spend no more than 10 percent of Title V funds on
administrative costs.
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Title V is administered by the Maternal and Child Health Bureau. The Title V MCH Services
Block Grant consists of two major funding categories: (1) the formula grants to the

States and (2) competitive, discretionary grants for (a) demonstration, research, and training
projects (Special Projects of Regional and National Signipcance or SPRANS grants) and (b)
grants focused on development and expansion of integrated services at the community level
(Community Integrated Service Systems or CISS grants).

SvVI alels

Funding Category 1: Title V MCH Block/Formula Grants to the 59 States and
jurisdictions are awarded according to a formula based on (1) the historical share awarded to
each State in 1981 and (2) the remaining amount is distributed based on the number of children
in a State who are at or below the Federal Poverty Level (FPL) in relation to national pgures.
These grants focus on the creation of Federal/State partnerships to provide service systems to
meet challenges facing MCH, including:
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State MCH-Medicaid Coordination:

B Reducing infant mortality and the incidence of disabling conditions among children.
B Increasing the number of children appropriately immunized against disease.
B Increasing the percentage of low-income children who receive health assessments and
follow-up diagnostic and treatment (i.e., EPSDT) services.
B Coordinating activities of the Title VV programs with those of Medicaid (specipcally
EPSDT), WIC, and other health and developmental disability programs.
B Providing and ensuring access to:
o Comprehensive perinatal health care for women.
0 Preventive and primary child and adolescent health care services (including
nutritional and developmental services).
o Comprehensive health care, including long-term care services, for CSHCN.
0 Access to rehabilitation services for children under 16 years of age who are blind and
disabled and receive benepts under Title XVI, to the extent medical assistance for
such services is not provided under Title XIX.
B Facilitating the development of family-centered, community-based, and culturally
competent comprehensive care for CSHCN and their families.
B Putting into community practice national preventive health standards and guidelines (e.g.,
Bright Futures Guidelines for Health Supervision of Infants, Children, and Adolescents.)
B Providing information to parents about health care practitioners who provide services
under Title V and Title XIX.
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Overview

Legislation

Data from annual Block Grant applications and reports submitted by all States, territories, and
the District of Columbia are collected and available through the Title V Information System
(available at https://perfdata.hrsa.gov/mchb/mchreports/Search/search.asp). This Web site
allows for searching on key measures and indicators of maternal and child health, both nationally
and by State.

Services provided to mothers and children
by the Title V MCH Block Grants are
represented in the MCH Pyramid of
Health Services (see Appendix D for a
detailed view of the pyramid).

Direct
Health Care
Services:

(gap filling)
Examples: Basic Health
Services, and Health Services
for CSHCI

Enabling Services
This pyramid consists of four levels Lo A e e B

Support Services, Purchase of Health Insurance,

State IAAs Development m

Of SerVice and funding that bU'Id upOn Case Management, Coordination with Medicaid,
h h d . d h ) WIC, and Education
each other and provide comprehensive
coverage. Once a State determines its e
MCH priorities, it allocates resources e e T
to activities that specipcally address Infrastructure Building Services
those priorities. The collective effort of G, QU et Sty D e Vowtoore T e
a” States in a” Ievels Of the pyram|d Applied Research, Systems of Care, and Information Systems

contributes to the national health of The MCH Pyramid of Health Services
mothers and children.
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A Review of Title V and Title XIX Interagency Agreements

Funding Category 2: Federally administered discretionary grants are awarded on a
competitive basis to a variety of applicants and extend the Federal partnership for mothers and
children to include such groups as health professionals, health organizations, communities,
institutions of higher learning, and others. These grants consist of:

uonoNPo.NU|

B Special Projects of Regional and National Signipcance (SPRANS) that include
MCH research; training grants; genetic disease testing, counseling, and information
dissemination; hemophilia diagnostic and treatment centers; and other special MCH
improvement projects that support a broad range of innovative strategies.

B Community Integrated Service Systems (CISS) discretionary grants that seek to reduce
infant mortality and improve the health of mothers and children 8 including those
living in rural areas and those with special health care needs d by funding projects for
the development and expansion of integrated services at the community level. These
systems are public/private partnerships of health-related and other relevant community
organizations and individuals working collaboratively to use local resources to address
community-identiped health problems. Such projects include home health visiting
programs; projects to increase participation of health care providers under Title V
and Title XIX programs; integrated MCH service delivery systems; MCH centers
providing pregnancy, preventive, and primary care services; MCH projects to serve rural
populations; and outpatient and community-based services programs for CSHCN.

MBINIBNQ
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[l Division of Funding
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The varied funding streams of the Title V Block Grant work in concert to fulpll the charge of
improving the health of all women and children. The formula that binds these grants together,
last amended by the Omnibus Budget Reconciliation Act (OBRA-1989), sets forth that of the
funds authorized for Title V:

B CISS grants account for 12.75 percent of appropriated funds in excess of $600 million.

B SPRANS grants account for approximately 15 percent of appropriated funds up to $600
million as well as 15 percent of the amount that remains above the $600 million after
CISS funds are set-aside.

B The formula grants to the States account for approximately 85 percent of appropriated
funds up to $600 million as well as 85 percent of the amount that remains above the $600
million after CISS funds are set-aside.

O
@
<
0
@)
g
3
@
S
=

SvVI alels

Il Services

Through these funding mechanisms, Title VV programs serve as the foundation for identifying and
addressing emerging health service needs, gaps in service delivery, and successful programs and
resources within the MCH community. Title V funding allows for the creation and maintenance
of a cost-effective infrastructure upon which to build successful public and private health
services. In addition, Title VV programs support population-based services such as newborn
screening, lead poisoning prevention, injury and violence prevention, and sudden infant death
syndrome (SIDS) awareness activities. Title V programs assist families in using resources
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State MCH-Medicaid Coordination:
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Overview

Legislation

State IAAs Development m

Appendices

available to them by working with Medicaid and the State Childrends Health Insurance Program
(SCHIP) to inform and enroll these groups in available programs. Title V programs also fund
preventive and primary care services, promote home visiting and school-based health programs,
and help in coordinating services.

Title V historically has had more yexibility in its

use of funds than individual entitlement programs
(in which spending is determined through eligibility
criteria, not by a specipc level of funding). This
has permitted Title V programs to improve the

o infrastructure of the health care system, while

care to more thgn 17 million Medicaid funds medical assistance for some of the
children, including almost 1 populations that MCH programs serve. Currently,
million CSHCN. the Title V MCH Block Grant funds programs that

Title V supported programs
provide prenatal health services
to more than 2 million women,
and primary and preventive health

serve over 33 million individuals.

B. The Medicaid Program

Medicaid, authorized by Title XIX of the SSA in 1965 as a joint Federal/State entitlement
program, pays for medical assistance to both ocategoricallyé and omedicallyo eligible groups
with limited resources (see next page for a description of these eligibility groups). It provides
health and mental health care coverage for children and families with low incomes, long-term
health care services for seniors and people with disabilities, and provides gap funding for seniors

who qualify for both Medicare and Medicaid.

Programmatically operating under broad Federal
standards, States are given yexibility to determine
eligibility requirements, set service standards, set
payment rates, and administer their State programs.

Medicaid is the largest source of
funding for health care services
for Americais poorest and most
vulnerable people.

More than 52 million people received Medicaid-supported services in 2004, including 26 percent
of all children, 50 percent of low-income children, 37 percent of pregnant women, and 20 percent
of persons with disabilities; State and Federal Medicaid funds for such services topped $305 billion
in that year. In light of these numbers, Medicaid is the largest funding source for health services
for the countryds most pnancially strained populations.

In recent years, the Medicaid program has faced signipcant pscal challenges. The Depcit
Reduction Act of 2005 (DRA) was signed by the President on February 8, 2006 to address program
spending. Over the course of the next 5 years the DRA calls for net reductions of $4.8 billion;
over the next 10 years, $26.1 billion. The DRA gives States yexibility to reconpgure benepts and
cost sharing for certain populations; some early analysis predicts that changes contained in the
DRA may shift costs to Medicaid benepciaries and could limit specipc coverage and services.
Reductions planned for in the DRA would be offset by certain areas of increased spending and
coverage including the Family Opportunity Act and relief related to Hurricane Katrina.

Based on National Health Care Expenditure Data from CMS, Ofpce of the Actuary, Medicaid
pnances approximately 17 percent of all personal health care spending in the country, including
37 percent of all births, 17 percent of all hospital care, 12 percent of health professional services,
17 percent of prescription drug costs, and 48 percent of nursing care costs. (See Appendix D for a
breakdown of Medicaid spending).




A Review of Title V and Title XIX Interagency Agreements
B Eligibility

While States have substantial control over Medicaid eligibility for their constituents, there are set
Federally-determined mandatory Medicaid ocategorically needyd eligibility groups targeted for
matching funds, including:

B Persons who meet requirements for Temporary Assistance for Needy Families (TANF).

B Children under 19 and whose family income is at or below 100 percent of the FPL.

B Children under 6 years and pregnant women whose family income is at or below 133
percent of the FPL. (Only services related to pregnancy, complications of pregnancy,
delivery, and postpartum care are covered for eligible women).

B Supplemental Security Income (SSI) recipients (or in States that rely on more restrictive
Medicaid eligibility requirements that pre-date SSI, this group includes the aged, blind,
and disabled who meet criteria that were in place in the Stateds approved Medicaid plan
as of January 1, 1972).

B Recipients of Title IV adoption or foster care assistance.

B Special protected groups (e.g., people who lose cash assistance because of work earnings
or increased Social Security benepts) and certain Medicare benepciaries.

uonoNPo.NU|
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Other ocategorically relatedé or 6optionalé groups may also be covered (at the determination of
the State). These groups include:

uone|sibo

B Pregnant women and infants 0-1 years whose family income is less than 185 percent (or
an amount determined by the State) of the FPL.

Children under 21 who meet TANF requirements and are recipients of SSI payments.
Low-income institutionalized persons.

Low-income women who are screened for breast or cervical cancer.

00ptionally targeted low-income childreno (covered under SCHIP) and low-income
people infected with tuberculosis.

A oMedically needyé persons.

B Aged, blind, or disabled adults whose income is at or below the FPL.

o 0 o o
sIsAleuy

Medicaid is a prime source of funding for children and members of low-income working
families. Nearly 65 percent of Medicaid benepciaries are in working families. While historically
States have had the ability to impose nominal deductibles, co-insurance, or co-payments on
certain Medicaid services and benepciaries, the DRA of 2005 allows States to charge premiums
and co-payments of up to 20 percent of the medical serviceds cost for certain groups with a
family income above 150 percent of the FPL. Cost sharing for individuals with a family income
below 100 percent of the FPL remains nominal. Co-payments of up to 10 percent of the cost of
the services can be charged for benepciaries (including children) with incomes between 100-150
percent of the FPL. Regardless of the family income, cost sharing and premiums for all Medicaid
benepciaries can not exceed 5 percent of the family income.
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Medicaid is administered as a partnership between the States and the Centers for Medicare and
Medicaid Services (CMS), which also has authority over the State Childrends Health Insurance
Program (SCHIP), Medicare, and health insurance portability standards. SCHIP allows States
to expand Medicaid, create their own separate State insurance programs, or a combination of
both. SCHIP also provides Federal funds for States to expand eligibility to cover: (1) mainly
low-income children who do not qualify for Medicaid and (2) benepciaries during the Medicaid
presumptive eligibility period.
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B Services

Title XIX allows States to receive matching Federal funds for providing certain mandatory and
optional services to most categorically needy populations. State Medicaid programs generally cover
hospital services (inpatient and outpatient); services provided by physicians, midwives, and certiped
nurse practitioners; laboratory services and x-rays; nursing home and home health care services for
persons aged 21 and above; EPSDT services for persons under age 21; family planning services and
supplies; and rural health clinic and Federally qualiped health center services. Optional services
often include prescription drugs, prosthetic devices, hearing aids, and dental care.

The DRA of 2005 gives States the ability to provide obenchmarké coverage. This would include
the Federal Employee Health Benepts Plands Blue Cross Blue Shield benepts, State employeesd
health coverage, or the largest State HMOGs coverage. The DRA of 2005 also includes coverage
determined by CMS to be oappropriated for the Stateds unique populations. However, States are still
required to provide EPSDT benepts.

In addition to choosing which optional services are covered under Medicaid, under broad
Federal guidelines States have the authority to set the duration of such services. The duration of
Medicaid services must be of sufpcient length to accomplish the goals of the benepts and must
not discriminate among those covered based on diagnosis or medical condition. As Medicaidis
comprehensive and preventive child health program for individuals under the age of 21, EPSDT
preventive care services must be provided by the States during benepciariesd well-child visits to
identify physical (including vision, hearing, and dental) and mental conditions. States also must
provide other necessary health care, diagnosis services, treatment, and other measures to correct
or ameliorate defects as well as physical and mental illnesses and conditions discovered by the
screening services. States must facilitate access to rural health clinic and federally-qualiped health
center (FQHC) services.

Medicaid is an entitlement program; it provides health insurance based on the programds eligibility
criteria, not by a capped level of funding. Medicaid services are handled as a vendor payment
program, with States paying providers on a fee-for-service basis or through prepayment services.
Payments to providers must be at a set rate and must be considered payment in full. Deductibles or
co-payments may be charged on some Medicaid services and benepts; additional payments may be
made to hospitals that serve large numbers of Medicaid patients.

A percentage of these payments, called the Federal Medical Assistance Percentage (FMAP), is
covered by Federal funds based on a formula comparing each Stateds average per capita income
with the national average. This amount varies from 50 percent to 83 percent and is determined
annually; in FY 2003 the average was 56.6 percent nationally. States with a higher per capita
income are reimbursed at a smaller percentage of their costs.

Medicaid expenditures are increasing at a rapid rate due in part to rising medical and long-term
care services, increases in Medicaid populations, and increasingly more numerous and expensive
prescription drugs. At the current rate of expansion, Medicaid expenditures are expected to top
$425 billion by FY 2008. States are looking for ways to reduce Medicaid spending such as limiting
prescription spending, reducing provider payments and recipient benepts, and limiting eligibility.




C. Comparing the Title V Program and Medicaid: At a Glance

A Review of Title V and Title XIX Interagency Agreements

Title V was authorized in 1935; Medicaid in 1965. Both programs are complex in their own
right and during the span of their existence have become even more so. Many of the details
that make each program unique have been discussed in the preceding sections, yet blur amidst
complex regulations and ever-changing policy.

See https://perfdata.hrsa.gov/mchb/mchreports/Search/search.asp for a history and current
legislation on the Title V MCH Block Grant or http://www.cms.hhs.gov/publications/overview-
medicare-medicaid/default4.asp for a summary of the Medicaid program. For MCH data
sources, see http://mchb.hrsa.gov/data. Additional resources are also available in Appendix A
and at http://www.mchlibrary.info/IAA.

Highlights of the Title V and Medicaid programs are presented in the following chart to aid in
obtaining a clearer view of each programds mandates, requirements, foci, and strengths.

Title V and Medicaid, Compared

Title V

Medicaid

Authorized By

Sections 501-510, SSA, in 1935

Sections 1901-1936, SSA, in 1965

Administered
By

U.S. Department of Health and Human
Services (HHS), Health Resources
Services Administration (HRSA), Maternal
and Child Health Bureau (MCHB).

U.S. Department of Health and Human
Services (HHS), Centers for Medicare
and Medicaid Services (CMS), Center
for Medicaid and State Operations
(CMSO).

Overarching
Goal

To improve the health of all women,
children, youth, and families.

To pay for medical assistance to

both ocategorically6 and omedically6
eligible children and families with low
incomes.

Funding
Mechanism

Discretionary Federal oblocko grant.

Joint Federal/State entitlement
program.

Funding and/
or Benepciary
Requirements

Funding Requirements:

B Every $4 of Federal funds must be
matched by at least $3 of State/ local
funds.

B At least 30% of funds must support
CSHCN.

B At least 30% of funds must support
preventive and primary care services for
children.

B No more than 10% of funds can be used
for administration.

FMAP Requirements:

B Federal funds (the oFederal Medicaid
matching rated) are provided for
services/administration dependant
on State per capita income (from 50-
83% with average of 57%).

Eligibility groups include:

B 0Mandatoryd categorically needy
persons (pregnant women and infants
at or below 133% FPL).

B 0Optional6 categorically needy
persons (pregnant women and infants
with incomes between 133%-185%
FPL).

B Medically needy persons (who
qualify for coverage because of high
medical expenses).
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Title V and Medicaid, Compared (continued)

Title V Medicaid
People Title V provides services to: Medicaid covers:
Served and/or | B Over 33 million women and children A 52 million people total (2004 data),
Covered total, consisting of: consisting of:
A 2.5 million pregnant woman A 26% of all children,
A 3.9 million infants less than 1 year A 50% of low-income children
A 22.5 million children 1 to 22 years A 37% of pregnant women
A 1.4 million CSCHN A 20% of persons with disabilities
A Of the 33 million individuals:
B 1.1 million are Medicaid-eligible
pregnant women
B 1.4 million are Medicaid-eligible
infants under 1 year old
B 6.9 million are Medicaid-eligible
children 1-22 years old.
B 0.5 million are Medicaid-eligible
CSHCN.
Legislative B Omnibus Budget Reconciliation Act B Personal Responsibility and Work
Reform/ (OBRA-1981): Opportunity Reconciliation Act
Program B Incorporated pve other smaller, (1996): restricted eligibility for SSI
Services related programs into Title V. coverage for certain populations.

B Granted States increased spending
yexibility.

B Required each State Title V agency
to participate fiin the arrangement
and carrying out of the coordination
agreements €related to coordination
of care and services under this title
and Title X1X0 [A505(2)(F)(ii)].

B OBRA-1989: provided stricter
application, spending, and reporting
requirements.

B 1998: Title V Information System
developed to collect and report data.

B Balanced Budget Act (BBA) (1997):
reinstated eligibility for those
children and those included under
SCHIP.

B Ticket to Work and Work Incentives
Improvement Act (1999): provided a
sliding scale payment income-based
premium.

B Medicare, Medicaid, and SCHIP
Benepts Improvement and Protection
Act (BIPA) (2000): allowed for
additional payments to hospitals
serving large Medicaid populations.

B Depcit Reduction Act (DRA) (2005):
scheduled to create $39 billion in
Medicaid reductions from 2006-2010
by shifting costs to benepciaries and
limiting certain services for low-
income recipients.
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D. Coordination Between Title V and Title XIX

The MCH Services Block Grant and Medicaid both play a key role in improving access and
health outcomes for children, youth, and families. Coordination and partnerships between

the two programs is key in achieving this purpose. 0Through the Title V Maternal and Child
Health Block Grant to States Program, core public health functions for mothers and children are
strengthened, State MCH needs are assessed, and gaps in services are identiped so that statewide
systems of health care for all mothers and children, regardless of race, ethnicity, or culture, are
ensured. The outcomes of these MCH efforts are captured as evidence of progress and to provide
accountability to the States and the nation as a whole.6 [cited from https://perfdata.hrsa.gov/
mchb/mchreports/LEARN_More/Title_V_Today/title v_today.asp]. Title V programs help to
provide a structure and assistance in using that funding to support a system that those persons
can use. Medicaid provides health care coverage, including preventive, primary and some
specialty services, to those persons who are eligible.

uonoNPo.NU|
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Specipc details of the two programs are distinct. The Title V Block Grant administers a set
amount of grant funding to the States, which are given great yexibility in deciding innovative
ways to meet the programds mission of improving the health of all women and children,
including those eligible for Medicaid. Title V is thus a public health program to be used by State
Health Agencies to meet State-determined goals and objectives consistent with the National
Healthy People 2010 goals. Title V programs assess the needs of their populations and then plan
and ensure that adequate policies and programs are in place to address those needs.

uone|sibo

Title V programs have great expertise in providing an infrastructure and access to services
that Medicaid in turn can build upon. Title V programs have knowledge in developing model
programs and materials that can be used by Medicaid; Title V personnel are also skilled in
providing outreach and enrollment services to Medicaid benepciaries thus enabling access on
behalf of Title XIX.
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Medicaid, on the other hand, often serves as a health insurance program that purchases or
provides reimbursement for preventive services and primary care to persons of limited income,
with disabilities, or of advanced age who meet specipc requirements. As such, Medicaid deals
with a specipc sub-set of the Title V population. Medicaid often relies on Title V programs to
provide access to and delivery of health and mental health services.
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Partnerships between Title V and Medicaid have had a long history of providing increased
services and preventing duplication of effort. Such coordination is the result of a long and
well-planned series of legislative decisions that mandate that the two programs work together
(these legislative mandates are examined in the next chapter). By tying the two together through
mutual requirements, the potential for a dynamic synergy has been established.
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E. The Importance of Interagency Agreements

Interagency Agreements (1AAs) [required in A509(a)(2) and referenced to in A1902(a)(11)(b)],
can serve as a major resource in coordinating activities and providing mutual support between
the two agencies (or divisions within an agency in the State department of health) that administer
the two programs. As required by Federal mandate the IAAs must (1) utilize Title V agencies
(or their grantees) who can furnish care and service to Medicaid benepciaries, (2) make
Oappropriated provisions to reimburse Title V agencies (or their grantees) for covered services
provided, and (3) provide for sharing of information and education on pediatric vaccinations and
delivery of immunization services.

IAAs are crucial for several reasons. They provide a formal structure delineating the
programmatic and administrative responsibilities of each agency. They also provide for
continuity in implementing policies over time. Finally, they build in a system of communication
and accountability between programs. Bolstered by these IAAs, strong partnerships have been
established on the State level that address, and often go beyond, the legislative requirements.
Through such partnerships, Title V' programs are often not highly visible to the general public
because their goal is to collaborate with Medicaid staff to ensurelinkage among multiple
programs (Title V, Medicaid, and others) to provide a seamless system of care for benepciaries.

While these IAAs and the partnerships they establish vary by State, there are many common
strategies in which Title V works with Medicaid to increase access to care. These strategies can
be organized in terms of the four-tiered MCH Pyramid of Health Services (explained more fully
on page 6), beginning from the base up with Infrastructure Building Services.

Methods Through Which Title V and Medicaid Coordinate
Infrastructure Building Services: These include evaluation, policy development, coordination,
standards development, training, and information systems.

B Title V provides funding and experience for development
and implementation of model programs that benept Medicaid
benepciaries.

B Title V and Medicaid develop jointly agreed upon policies and
standards of care for Medicaid benepciaries (especially relevant
with EPSDT services).

B Title V provides expertise to Medicaid in analyzing utilization
patterns and recommending ideas for services provided such as
more effective treatment services or options for families.

B On a State level, Medicaid utilizes Title V population data
collected through such systems as the Title VV Information
System to provide key population and service statistics,
performance and outcome measures, and benchmarks.

B Medicaid uses materials developed by Title V grantees, either
directly or with modipcations for Medicaid audiences.

B Title V and Medicaid collaborate in planning activities such
as designing benept packages, application forms, enrollment
procedures, and referral and follow-up protocols.
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Population-based Services: These include screenings, immunizations, oral health, nutrition
and outreach, and public education.
B Title V programs and Medicaid perform EPSDT services for
infants, children, and adolescents, including CSHCN.

Direct
Health Care'
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el B Title V programs coordinate services such as lead screening

Examples: Basic Health
and

and referral to Title V programs for additional evaluation and
management, if necessary.
B Title VV programs provide public education to Medicaid
benepciaries on nutrition and oral health issues, stressing the
L need for such services from an early age.

Coordnaton, Qualty Assurance, Siandards Development Monitorng. Traing,
e e

MBINIBNQ

Enabling Services: These include outreach, health education, family support services, case

management, and coordination with Medicaid.

B Title V programs provide outreach and enrollment services
to eligible benepciaries, allowing Medicaid funds to pay for
those services.

B Medicaid performs outreach to audiences traditionally
supported by Title V programs and vice-versa.

— B Title V agencies administer programs that support Medicaid
o L benepciaries, not only to ensure enrollment but to track and/

i ”"'E;s:ym or provide follow-up treatment.

T B Medicaid utilizes Title V' programs for care coordination and
assistance in accessing treatment services (e.g., facilitating
transportation).

Direct Health Care Services: These include basic health services and health services for

CSHCN.

B Title V pays for gap-plling services to Medicaid benepc-
laries.

B Title V provides funds for services needed by uninsured

e s children and pregnant women and for necessary services not
e e e covered by Medicaid or other sources.
oo Based Serios B Medicaid coordinates with Title V' programs to pay for

R community specialists who provide appropriate care for

Infrastructure Building Services H N
Examples: Needs Assessment, Evaluation, Planning, Pol YD val pme nt, .
Coordination, Quality Assurance, Standards Development, Monitoring, Training,
Aoicd Ressarch, Syetms of Gare_and rmalon Sysies

Hulih Care
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While these strategies vary widely, they are powerful examples of how States partner Title V

and Medicaid services; all such strategies rely on unique strengths that each program brings to
the table. Title V has a broad, inclusive depnition of health care that includes prevention and
early intervention services; its programs have experience in working with and coordinating broad
networks of service providers and public health experts. In addition, Title V has the experience
with surveillance of health status and has data systems in place to collect and monitor data. Title
V programs also have knowledge of services that insurance plans dongt cover as well as what
services Medicaid benepciaries need. Finally, Title V programs already have obest practiced
performance guidelines such as the Bright Futures Guidelines for Health Supervision of Infants,
Children, and Adolescents that directly relate to the services required by Medicaid.
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One of Medicaidts greatest strengths is due to its extensive funding. Next to education it is the
second largest category of State spending and is the largest source of Federal funding to the
States. Nationally, Medicaid covers 1 in every 5 children and as such plays a critical role in
insuring the countryds 34 million low income children and parents. At the same time, Medicaid
plays a critical role in addressing the needs of over 13 million persons with disabilities and
persons over age 65. By operating on both Federal and State funds under the FMAP plan, States
have a degree of support during both strong and weak economic times and are encouraged to
invest in the Medicaid program while utilizing partnerships such as those with Title VV programs.

The partnerships established between Title V programs and Medicaid are much more than lists
of services and strengths. Title V programs play a key partnership role in developing services

for Medicaid. Such partnerships are essential; Title V and Title XIX programs are much more

effective working collaboratively. The interagency agreements provide the bridge to link these
powerful programs together.
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Chapter Two

Federal Legislation, Regulations, and Policy
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These services are 0about people -- children and adults who are sick,
poor, and vulnerable -- for whom life, in the memorable words of poet
Langston Hughes, aind been no crystal stair.

It is written in the dry and bloodless language of the law... but let there be
no forgetting the real people to whom this language gives voice...
Behind every fact found herein is a human face and the reality of being
poor in the richest nation on earth.6

MBINIBNQ

-- Judge Gladys Kessler, U.S. District Court

Ongoing and successful coordination between Title V and Title XIX is supported by a series of
Federal legislation, regulations, and policies. These legal requirements, summarized in the tables
below and discussed in detail on pages 20-25, pave the way for the development of successful
IAAs and ongoing coordination.
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Federal Legislation: the Social Security Act (http://www.ssa.gov/OP _Home/ssact/) i—’
Title X1X Requires Medicaid agencies to: ‘a”

B Enter into 1AAs [A1902(a)(11)(B)].

B Use Title V programs to provide services [A1902(a)(11)(B)(i)].

B Reimburse Title V agencies for services [A1902(a)(11)(B)(ii)].

B Coordinate information on immunizations [A1902(a)(11)(B)(iii)].

Title V Requires Title V agencies to:

B Enter into IAAs [A505(a)(5)(F)(ii)].

B Coordinate EPSDT services [A505(a)(5)(F)(i)].

B Provide information to benepciaries about services & providers [A505(a)(5)(E)].
B Identify, help enroll, and provide services to benepciaries [A505(a)(5)(F)(iv)].

Federal Medicaid Regulations (http://www.gpoaccess.gov/cfr/index.html)

O
@
<
0
@)
g
3
@
S
=

Title 42, Requires Medicaid agencies to: g
Chapter 1V, B Enter into IAAs that outline collaboration with Title V programs. o
CFR B Use Federal funds to reimburse Title V programs for services. >
Federal Policy >
CMSGs State Requires Medicaid agencies to:

Medicaid B Enter into IAAs with Title V, placing special emphasis on payment arrangements.

Manual B Coordinate with Title V grantees, especially in regards to EPSDT services.

B Reimburse Title V providers.

(http://www.cms.hhs.gov/manuals/pub45/pub_45.asp)

MCHBGs Title V | Requires Title V agencies to:

Guidance B Examine and report on coordination activities with Medicaid as well as numbers
of Medicaid-eligible people served and services provided.

(https://perfdata.hrsa.gov/mchb/mchreports/Search/search.asp)
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The summary of requirements for Title V and Title XIX coordination can be viewed within the
broader overview of Federal legislation, regulations, and policy in the table below.

Overarching Federal Legislation, Regulations, and Policy

Federal Legislation and Regulations
Title V
Title V of the Social Security Act [enacted 1935, amended by Omnibus Budget
Reconciliation Acts (OBRASs)] (http://www.ssa.gov/OP_Home/ssact/)
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OBRA-1981 | B Converted Title V into a block grant program.
B Incorporated pve other related programs into Title V.
B Granted States increased spending yexibility.
OBRA-1989 | B Provided stricter application, spending, and reporting requirements.
B Stressed the importance of State Title V agencies in meeting requirements
set forth in Title XIX of the SSA, with a particular emphasis on coordination,
accountability, and reporting requirements.
B Required Title V agencies to:
o Participate in developing and carrying out agreements on coordination of care
and services [A1902(a)(11); A505(a)(5)(E)(ii)].
o Coordinate activities with the EPSDT program [A505(a)(5)(E)(i)].
0 Assist in identifying and registering pregnant women and infants who are
eligible for medical assistance [A505(a)(5)(F)(iv)].
o Provide a toll-free telephone number to help parents obtain information about
services under Title V and Title XIX [A505 (a)(5)(E)].

Overview

Legislation

Title XIX
Title X1IX of the Social Security Act [enacted 1965] (http://www.ssa.gov/OP_Home/ssact/)
Amended B Expanded requirements for cooperation with health agencies to include Title V

(1967, 1981) [A1902(b)(11)(B)].
B Required Medicaid agencies to act as the payer of prst resort and to:
0 Use Title V-funded agencies to provide services for Medicaid-eligible clients if
such services are included in the State plan [A1902(a)(11)(B)(i)].
0 Reimburse agencies for the cost of services provided to any individual for
which payment would otherwise be made to the State [A1902(a)(11)(B)(ii)].
o Coordinate information and education on pediatric vaccinations and delivery of
immunization services [A1902(a)(11)(B)(iii)].

Title 42, Chapter 1V, Code of Federal Regulations (http://www.gpoaccess.gov/cfr/index.html)
A431.615(b) | Title V grantees may receive Federal payments for services including:

B Maternal and child health services.

B Children with Special Health Care Needs (CSHCN).

B Maternal and infant care projects.

B Children and youth projects.

B Projects for the dental health of children.

A431.615(c) | Each State plan must:

B Describe cooperative arrangements with Title V and other programs and grantees
to maximize use of services.

B Provide arrangements for Title V grantees to deliver services on behalf of the
State Medicaid agency.

B Ensure that all arrangements meet Federal requirements.

B Ensure that the Medicaid agency reimburses the Title \V grantee or provider for
the cost of service (if requested by the grantee).

State IAAs Development m

Appendices
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A431.615(d) | IAAs must specify, as appropriate:

B The mutual objectives and responsibilities of each party to the arrangement.
B The services each party offers and in what circumstances.

B The cooperative and collaborative relationships at the State level.

B The kinds of services to be provided by local agencies.

B Methods for benepciary identipcation, referrals, reimbursement, etc.

uonoNPo.NU|

A431.615(e) | B Federal pnancial participation (FFP) is available for expenditures for Medicaid
services provided to benepciaries under such cooperative arrangements.

Depcit Reduction Act (DRA) of 2005
(http://www.cbo.gov/ftpdocs/70xx/doc7028/s1932conf.pdf)

B Scheduled to reduce spending by $4.7 billion over the 2006-2010 period for
provisions that cover Medicaid, SCHIP, and funding for health care costs in areas
affected by Hurricane Katrina.

MBINIBNQ

MCHBGs Title V Guidance (https://perfdata.hrsa.gov/mchb/mchreports/Search/search.asp)

B As part of their 5 year needs assessment, requires States to assess how local
delivery systems (including regional areas) meet the populationds health needs
by examining existing systems and collaborative mechanisms with Medicaid and
other programs [Part 11(11)(B)(4)(d), p. 29].

B Requires States to report in four areas:

o Coordination with other State human services agencies, including Medicaid.

0 Health Systems Capacity Indicators (HSCIs), including Medicaid data.

o National and State Performance Measures (NPMs), often documenting a
Stateds partnership and coordination activities with Title XIX agencies and
populations.

0 Program data, including individuals eligible and served by Title XIX.
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CMSGs State Medicaid Manual (http://www.cms.hhs.gov/manuals/pub45/pub_45.asp)

B Issues mandatory, advisory, and optional Medicaid policies and procedures to
State agencies for use in administering their Medicaid programs.

B Serves as guidance to overarching coordination with Title V programs and with
Title V grantees, with special emphasis on EPSDT coordination.

B Requires that each State have in effect an IAA that:

0 Provides for care and services available under MCH programs.
o Utilizes MCH grantees to develop more effective uses of Medicaid resources.

B States that Medicaid agencies are responsible for reimbursing Title V providers
for services provided to Medicaid benepciaries even if these services are provided
free of charge to low-income uninsured families.

B Stresses the importance of including a detailed description of payment
arrangements in the I1AA.

B Advises:

o Limiting reimbursement of overhead costs under IAAs to those identipable as
supporting EPSDT services.

o Specifying within the IAA the conditions under which private practitioners may
bill through Title V for services provided to Medicaid benepciaries.

o Detailing the conditions under which services are covered (since services are
often provided by professionals who are not physicians).
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A. Federal Legislation and Regulations

[l Title V Requirements Related to Coordination with Title XIX

Related to coordination, Title V of the Social Security Act requires the Title V agency to:

B Participate 0in the arrangement and carrying out of coordination agreements described in
section 1902(a)(11) (relating to coordination of care and services available under this title
and title X1X)d [A505(a)(5)(F)(ii)].

B Participate 0in the coordination of activities between such program and the early and
periodic screening, diagnostic, and treatment program under section 1905(a)(4)(B)
(including the establishment of periodicity and content standards for early and periodic
screening, diagnostic, and treatment services), to ensure that such programs are carried
out without duplication of effortd [A505(a)(5)(F)(i)].

B Provide ofor a toll-free telephone number (and other appropriate methods) for the use of
parents to access information about health care providers and practitioners who provide
health care services under this title and title XIX and about other relevant health and
health-related providers and practitionersd [A505(a)(5)(E)].

B Provide odirectly and through their providers and institutional contractors, for services
to identify pregnant women and infants who are eligible for medical assistance under
subparagraph (A) or (B) of section 1902(I)(1) and, once identiped, to assist them
in applying for such assistance. [A505(a)(5)(F)(iv)]. For a complete list of Title V
requirements, see http://www.ssa.gov/OP_Home/ssact/title05/0500.htm.

Overall, Title V of the SSA stresses the importance of State MCH agencies in meeting similar
requirements set forth in Title XIX, with a particular emphasis on coordination, accountability,
and reporting requirements. For example, States must report (1) the number of deliveries to
pregnant women who received prenatal, delivery, or postpartum care under Title V or were
entitled to such services under Medicaid during the year; and (2) the number of infants who
received Title V services or were entitled to Medicaid services during the year.

Enhancing the reporting mechanisms for Title V/Title XIX activities and services remains

a priority for MCHB. The Title V Information System (TVIS, available at https://
perfdata.hrsa.gov/mchb/mchreports/Search/search.asp), the guidance and reporting system for
State Title V agencies, was developed through the support of MCHB. This system has become a
valuable instrument in measuring the performance and effectiveness of State Title V activities,
including coordination with Medicaid.

B Title XI1X Requirements Related to Coordination with Title V

Related to coordination, Title XIX of the Social Security Act requires the Title X1X agency to:
B Enter ointo agreements, with any agency, institution, or organization receiving payments
under (or through an allotment under) title V6 [A1902(a)(11)(B)].
B Provide ofor utilizing such agency, institution, or organization in furnishing care and
services which are available under such title or allotment and which are included in the
State plan approved under this sectioné [A1902(a)(11)(B)(i)].
B Make osuch provision as may be appropriate for reimbursing such agency, institution,
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or organization for the cost of any such care and services furnished any individual for
which payment would otherwise be made to the State with respect to the individual under
section 190306 [A1902(a)(11)(B)(ii)].

B Provide ofor coordination of information and education on pediatric vaccinations and
delivery of immunization services provide for coordination of the operations under this
titled [A1902(a)(11)(B)(iii)]. For a complete list of Title XIX requirements, see http://
www.ssa.gov/OP_Home/ssact/title19/1900.htm.
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The Code of Federal Regulations (CFR), available online at http://www.gpoaccess.gov/cfr @)
addresses cooperative arrangements in Title 42, Chapter IV, focusing on Medicaid regulations. 5
In these regulations, a Title V grantee is described as an oagency, <
Coordination between [Title institution, or organization receiving Federal payments for part 2
V and Title XIX] will enhance or all of the cost of any service program or project authorized by
their effectiveness by, at a Title V6 [A431.615(b)]. Covered activities include:

minimum, avoiding duplication
of effort and effecting better
and more organized outreach,
screening, and follow-up
efforts. (Senate Report No. 97-139)

Maternal and child health services.

Children with Special Health Care Needs (CSHCN).
Maternal and infant care projects.

Children and youth projects.

o 0 o o
uone|sibo

B Projects for the dental health of children.
Under Medicaid regulations, each State plan must:

(1) Describe cooperative arrangements with Title V and other programs and grantees to
maximize use of services;

(2) Provide arrangements for Title V grantees to deliver services on behalf of the State
Medicaid agency;

(3) Ensure that all arrangements meet Federal requirements (described below); and

(4) Ensure that the Medicaid agency acts as the payer of the prst resort and reimburses the Title
V grantee or provider for the cost of service (if requested by the grantee) [A431.615(c)].
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The Federal regulations further specify that IAAs must specify, as appropriate:
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The mutual objectives and responsibilities of each party to the arrangement.
The services each party offers and in what circumstances.
The cooperative and collaborative relationships at the State level.
The kinds of services to be provided by local agencies.
Methods for:
Early identipcation of individuals under 21 in need of medical or remedial services.
Reciprocal referrals.
Coordinating plans for health services provided or arranged for recipients.
Payment or reimbursement.
Exchange of reports of services furnished to recipients.
Periodic review and joint planning for changes in the agreements.
Continuous liaison between the parties, including designation of State and local liaison staff.
o Joint evaluation of policies that affect the cooperative work of the parties [A431.615(d)].

0o 0 o o o
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Federal pnancial participation (FFP) is available for expenditures for Medicaid services provided
to benepciaries under such cooperative arrangements [A431.615(¢)].
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B. Federal Policy

B Title V Requirements

The 2006 Maternal and Child Health Services Title V Block Grant Program: Guidance and Forms
for the Title V Application/Annual Report (the 0Title V Guidanced), valid through May 31, 2009,
mainly addresses Title V and Title XIX coordination and IAAs through its reporting requirements.
As part of the oenabling servicesd segment of the MCH Pyramid of Health Services, coordination
activities with Medicaid must be reported in each Stateds 5 year needs assessment.

The Title V Guidance (available at http://mchb.hrsa.gov/data) requires States to assess how local
delivery systems (including regional areas) meet the populationds health needs by examining
existing systems and collaborative mechanisms with Medicaid and other programs as part of their 5
year needs assessment [Part 11(11)(B)(4)(d), p. 31].

Related to Medicaid, Title V guidance requires States to report on: (1) coordination with other State
human services agencies, including Medicaid, (2) Health Systems Capacity Indicators (HSCIs); (3)
State Performance Measures (SPMs); and (4) a range of program data.

(1) Coordination among State human service agencies and providers. States must provide their
plans for coordination (1) with the EPSDT program; (2) with other Federal grant programs (e.g.,
WIC, related education programs, and other health, developmental disability, and family planning
programs); and (3) with service providers in order to identify pregnant women and infants who are
eligible for Title X1X services and to assist them in applying for these services [Part 11(111)(E), p.
38, reyecting A505(a)(5)(F) of the Social Security Act].

(2) Health Systems Capacity Indicators (HSCIs). Information on the State Title V agencyds
systems and program capacity to promote womends and childrends health (including coordination
with Medicaid) must be reported annually and is summarized through a series of Health Systems
Capacity Indicators. The indicators that focus upon Medicaid include:

B The percent of Medicaid enrollees whose age is less than 1 year who received at least one
initial or periodic screen (HSCI 2, p. 141).

B Comparison of HSCIs for Medicaid, non-Medicaid, and all MCH populations in the State
(HSCI 5, p. 145).

B The percent of poverty level for eligibility in the Stateds Medicaid and SCHIP programs for
infants (0 to 1), children, Medicaid and pregnant women (HSCI 6, p. 145).

B The percent of potentially Medicaid-eligible children, aged 1 to 21 years, who have received
a service paid by the Medicaid Program (HSCI 7A, p. 142).

B The percent of EPSDT eligible children Medicaid aged 6 through 9 years who have
received any dental services during the year (HSCI 7B, p. 142).

(3) State Performance Measures (SPMs). The Title V Guidance requires States to report on 7610
State Performance Measures designed to meet specipc priorities determined through the State needs
assessment. These SPMs often document a Stateds partnership and coordination activities with
Title XIX agencies and populations.
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(4) Program Data. States are required to report a wide range of program data, including their
overall priority needs, individuals served, and health screenings provided. Program data to be
reported that address individuals covered by Medicaid include:

uonoNPo.NU|

B Number and percentage of individuals served by Title V (by oclass of individualsé and by
osource of coverage,6 including Title XIX).

B Number of deliveries and number of infants served under Title VV who are eligible for
services under Title XI1X (by State, by race, and by Hispanic ethnicity).

B Title XIX Requirements

MBINIBNQ

The State Medicaid Manual (available at http://www.cms.hhs.gov/manuals/pub45/pub_45.asp) is
the ofpcial document used by CMS to issue mandatory, advisory, and optional Medicaid policies
and procedures to State agencies for use in

—
administering their Medicaid programs. The State Title V (MCH block grant) S
Medicaid Manual provides guidance on Parts 42 and grantees and Medicaid share o0
45 of the Code of Federal Regulations (specipcally many of the same populations, =
42 CFR 431.615), with emphasis on Title V and providers, and concerns for <
Title XIX coordination of EPSDT. This document child health. Assure that each

replaces the Medical Assistance Manual (A5-40-20). MCH grantee and the State

While these provisions place an emphasis on EPSDT Medicaid agency have in effect a >
coordination, they serve as guidance to overarching functional relationship. (A5230.1) =
coordination with Title V programs and with Title V g
grantees. o

The introduction of A5230 summarizes Medicaidds emphasis on coordination:

Written agreements are essential to effective working relationships between the
Medicaid agency and agencies charged with planning, administering or providing
health care to low-income families. Although agreements by themselves do not
guarantee open communication and cooperation, they can lay the groundwork for
collaboration and best use of each agency® resources.
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CMSis guidance cites several key factors for effective coordination and partnership in the IAAS:

Detailed planning.

Clearly identiped roles and responsibilities.
Program monitoring.

Periodic evaluation and revision.

Constant communication.

SvVI alels
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CMS states that the IAA, depned as a formal document signed by each agencyds representative
or a written statement of understanding between units of a single department, should be
developed by both parties and should provide a clear statement of each agencyds responsibilities.
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The State Medicaid Manual further requires that each IAA be signed by persons with authority
to make it binding and should specify the participating parties, their intent, and the effective
agreement date. The IAA should also be reevaluated annually and when a major reorganization
occurs to determine if it remains applicable to the organization, functions, and programs of the
participating parties. The recommended content of the IAA, as outlined by the CMS policy,
repeats 42 CFR 431.615(d) word-for-word.

Section 5230.1 specipcally deals with orelations with State MCH programso and requires that
each State have in effect an IAA that:

B Provides for the maximum utilization of the care and services available under MCH
programs.

B Utilizes MCH grantees to develop more effective uses of Medicaid resources in
pnancing services to Medicaid-eligible children.

Goal of MCH-Medicaid Interagency Agreements. Coordination is essential to the overall
goal of State MCH-Medicaid IAAs of improving othe health status of children by ensuring the
provision of preventive services, health examinations, and the necessary treatment and follow-
through care.6 This is most effective in the context of an ongoing provider-patient relationship
and from comprehensive, continuing care providers.

CMSGs manual states that Medicaid agencies should inform Title V-eligible recipients of
available services and refer them to the appropriate Title V grantees that provide such services.

CMS advises State Medicaid programs to enlist the assistance of Title V programs in a number
of areas, which include:

B Recruiting providers from both the private and public sectors to provide comprehensive,
continuing care for children.

B Providing outreach and referral services at the local levels.

B Using Maternal and Infant Care (MIC) projects, Children and Youth Projects (CYP), and
other specialty and primary care programs as providers of comprehensive, continuing
care.

B Delegating tasks by the Medicaid agency to State MCH programs to ensure that
Medicaid-eligible children have access to and receive the full range of assessment,
diagnostic, and treatment services.

B Developing health services policies and standards, and assessing quality of care issues.

B Ensuring continuity of care. Public Health Service (PHS)-supported primary care
projects provide continuing care to all eligible children, regardless of their payment
status. State MCH programs develop linkages with these projects to ensure the full range
of care for mothers, infants, and children, including CSHCN [A5230.1(A)].

CMS reminds Medicaid agencies that they are to act as the payer of prst resort and that MCH
programs have extensive experience establishing standards, policies, and procedures for health
care services that may be relevant to Medicaid populations [A5230.1(C)]. The State Medicaid
Manual calls for mutual program referral arrangements and outreach activities by State MCH
and EPSDT programs, specipcally requiring both programs to refer those eligible for EPSDT
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services to MCH programs, where appropriate, and to cover this implementation in the IAA
[A5230.1(D)].

While coordination with Title V programs is primarily addressed in A5230 of the State Medicaid
Manual, CMS emphasizes partnership in a number of provisions. For example, CMS urges
development of examination and diagnostic resources and centers with the assistance of Title V
programs, medical and dental societies and schools, other practitioner organizations, and State,
regional, and local health departments [A5310(A)].

uonoNPo.NU|

Reimbursement and Documentation. The State Medicaid Manual clearly states that
Medicaid agencies are responsible for reimbursing Title V providers for services provided

to Medicaid benepciaries even if these services are provided free of charge to low-income
uninsured families. The manual stresses the importance of including a detailed description of
payment arrangements in the 1AA.

MBINIBNQ

The manual reiterates that Medicaid is to be considered the payer of prst resort and contains
the following payment, reimbursement, and documentation provisions related to IAAs between
Medicaid agencies and Title V (and other) programs:

uone|sibo

B Title V programs that enter into IAAs with Medicaid agencies must specify in the IAA
the terms of reimbursement for services to be provided.

B Afee schedule for each service billed to Medicaid by Title V must be established;
information and billing of all third party liable resources must be obtained and
documented [A5340(A)].

B Medicaid agencies must document the payment mechanism of services provided. This
may consist of two alternatives:

B If the same payment mechanism is used, agencies must specify that payment is based
on the Medicaid fee schedule or reasonable charge.

B If an alternative payment mechanism is used, agencies must specify the type of
arrangement, which may include:
B Prospective interprogram transfer of funds, with retrospective adjustments based

on the volume of services actually delivered;

B Capitation payments for a pre-determined package of services; or
B Reimbursement for actual costs [A5230.1(B)].

B IAAs with Title V (and other) programs may provide payment for certain administrative
functions (outreach, quality assessment, and transportation; the DRA of 2005 has limited
the scope of services related to targeted case management, which previously had qualiped
as allowable administrative functions); 75 percent Federal matching funds are available
for the cost of medical personnel and direct support staff employed by the Medicaid
agency if they meet requirements of 42 CFR 432.50 [A5340(B)].
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CMS further advises (1) limiting reimbursement of overhead costs under IAAs to those
identipable as supporting EPSDT services when this is the focus of the 1AA; (2) specifying
within the IAA the conditions under which private practitioners may bill through Title V for
services provided to Medicaid benepciaries; and (3) detailing the conditions under which
services are covered (since services are often provided by professionals who are not physicians).
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Chapter Three

Analysis of State Title V / Title XIX
Interagency Agreements

The updated [State MCH-Medicaid Coordination of Title V and Title XIX

Interagency Agreements] publication will provide summaries of individual

State 1AA between State Medicaid and MCH programs and will highlight
programs with successful partnerships.

-- Peter C. van Dyck, M.D., M.P.H.
Associate Administrator for MCH
From MCHBG call for State |1AAs

A. Documents Reviewed

A call for State Title V/Title XIX IAAs was issued to MCH and CSHCN directors by the
Maternal and Child Health Bureau in the spring of 2004 for the purpose of updating this
publication. Thirty-six States from across the country responded to the request, providing a
substantial body of material to review. From these responses, 47 1AAs were collected and
analyzed. Additional material was also gathered from cover letters, e-mails, and follow-up
phone calls, mostly explanatory in nature about the process of IAA development. One State
(Texas) provided details on the ways its respective agencies collaborate in the absence of a
formal agreement.

This analysis, therefore, is based on the review of IAAs and supplemental information from the
following States (Chapter Five contains summary tables of these State IAAS):

AlabamaXAL) III|n0|s(II_'\? Mississippi (MS) Oregon (

Arizona C) Indiana (IN) Missouri (MO Rhode Island (Rg
Callfornla A) lowa (1A Nebraska (NE South Carolina C)
Colorado ( Kansas (KS) New Mexico (NM) South Dakota (
Connectlcut( T) Kentucky (KY New York (NY) Utah (UT

Florida (FL) Louisiana LA North Carolina (NC)  Virginia (VA
Georgia GA Maryland (M North Dakota (ND) Washington (WA)
Hawauf:) Michigan MI%\I Ohio (OH) Wisconsin (W1)
Idaho (ID) anesota (MN) Oklahoma (OK)

The States surveyed represent wide geographic diversity 6 ranging from the East Coast to the
Midwest to the Pacipc Coast to the South d as well as great differences in size and population
density. While not every IAA of each State in the country was collected and analyzed, the group
surveyed represents a wide variety of racial, ethnic, and economic diversity among its respective
populations. Of the States surveyed, 2 were from Region | (CT and RI), 1 from Region Il (NY),
2 from Region 111 (MD, VA), 7 from Region 1V (AL, FL, GA, KY, MS, NC, SC), 6 from Region
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V (IL, IN, MI, MN, OH, WI), 4 from Region VI (LA, NM, OK, TX), 4 from Region VII (IA, KS,
MO, NE), 4 from Region VIII (CO, ND, SD, UT), 3 from Region IX (AZ, CA, HI), and 3 from
Region X (ID, OR, WA).

While the documents provide a great deal of data to review, there are certain limitations imposed
by the scope of material. First, many of the documents did not contain specipc expiration dates,
but rather stated that they would remain in effect until mutually revised or cancelled. There is
the possibility, therefore, that these documents may have been or soon will be superceded by
newer agreements. Further, many of the IAAs were unsigned and/or marked odraft,6 so there
remains some uncertainty about their authority. (Despite this, it appears from the accompanying
documentation and conversations with the States involved that most of these documents
remained the basis for coordination among agencies.) A number of other documents were
submitted with end dates that have since passed, so those specipc IAAs may have also been
superceded. However, from documentation accompanying these agreements, it was evident that
in most (if not all) of these cases, the State agencies were planning on the continued use of the
IAA with only a change of end date and slight (if any) modipcation of content.

uonoNPo.NU|

MBINIBNQ

This report, thus, provides an analysis of a substantial sampling of IAAs from across the country.
There are other 1AAs, either in current use or in process, that despite continued collection efforts
could not be included in the review. As such, the material collected does not represent the

entire range of State coordination agreements, but rather a strong, demonstrative group to base
conclusions upon.

uone|sibo

The 1AAs differ greatly in format, length, and level of detail. Some IAAs are boilerplate
agreements with the names of each agency and their responsibilities written in, while others are
clearly consensus documents, the result of many hours of focused planning and negotiation.
The documents range from 3 to over 50 pages with many averaging around 10-12 pages. Some
documents are a simple statement that the Title V and Title XI1X agencies should work together
in ways to be mutually determined, while others rigorously outline objectives, responsibilities,
and detailed tasks, timelines, and budgets.
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There are several differing format styles that are used in the IAAs:

B About half of the States have developed a single IAA for outlining a full range of activities
to be coordinated between their Title V and Title X1X agencies; the remaining States use a
series of individual 1AAs to detail activities related to specipc areas of coordination, such
as EPSDT, outreach, CSHCN, conpdentiality, and record keeping. Similarly, some of the
IAAs collected are part of a larger set of State-wide agreements that detail activities between
multiple other agencies.

B Most (42) of the IAAs are strictly between two agencies (almost exclusively speciped as Title
V and Title XIX); however, several documents include agreements between a larger number
of State agencies, including WIC and local provider organizations.

B The majority of the IAAs are specipcally written for the agencies involved, highlighting
their respective responsibilities and areas for collaboration; however, several (e.g., AZ) IAAS
contain only standard contract provisions. These IAAs often include addenda that dealt with
specipc areas of focus, such as identipcation of benepciaries, lead screenings, and CSHCN.
Some of these 1AAs are actually a basic Medicaid provider agreement that can also be used

SvVI alels
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for individual providers (e.g., NM).

B Many of the IAAs highlight specipc activities that require special attention (e.g., agency
coordination, referrals, outreach, and reimbursement) in separate sections; however, an equal
number of IAAs include such activities in an overarching list of activities to be carried out
between agencies.

B In cases where a Statefs Title VV and XIX agencies are administratively housed within the
same State agency, their corresponding agreements are often referred to as ointra-agency
agreements.o

B. Methodology: Format of the State IAA Tables

The summary tables (provided fully in Chapter Four) are divided into four sections for clarity,
although each 1AA itself may not conform to this format: (I) a general description of the
document; (11) a summary of the contractual details (Sections 1-5); (I11) a summary of the
agreement components that relate to CMS requirements outlined in 42 CFR 431.615(d) (Sections
6-18); and (1V) a listing of general contract provisions (Section 19). Information in the summary
tables is excerpted directly from the actual IAAs, wherever possible.

Federal Medicaid regulations provide a logical framework to analyze the State IAAs.
Under 42 CFR 431.615(c) State plans are required to describe the cooperative arrangements
between the relevant agencies in order to make maximum use of services [CFR 431.615(c)(1)];
to allow for Medicaid to utilize services listed in the State plan that are provided by Title V
grantees [CFR 431.615(c)(2)]; and to allow the Title V grantees be reimbursed by the Stateds
Medicaid agency [CFR 431.615(c)(4)].

CMS continues in CFR 431.615(d) to describe the actual content required, as appropriate, in the
State IAAs. The main component of the Chapter Four summary tables follows this regulation
very closely. Thus, many of the table sections directly address CMS requirements:

Summary Table Section: CMS Requirement Addressed:
(Section number) and description
6) Objectives and (7) Responsibilities 42 CFR 431.605(d)(1):

The mutual objectives and responsibilities of
each party to the arrangement.

(8) Services Provided by Agency 42 CFR 431.605(d)(2):
The services each party offers and in what
circumstances.

(9) Cooperative Relationships 42 CFR 431.605(d)(3):
The cooperative and collaborative
relationships at the State level.

(10) Services Provided by Local Agencies 42 CFR 431.605(d)(4):
The kinds of services to be provided by local
agencies.
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(11) Identipcation and Outreach 42 CFR 431.605(d)(5)(1):

The methods for early identipcation of
individuals under 21 in need of medical or
remedial services.

(12) Reciprocal Referrals 42 CFR 431.605(d)(5)(i1):
Methods for reciprocal referrals.
(13) Coordinating Plans 42 CFR 431.605(d)(5)(1i1):

Methods for coordinating plans for health
services provided or arranged for recipients.

(14) Reimbursement 42 CFR 431.605(d)(5)(1v):
Methods for payment or reimbursement.
(15) Reporting Data 42 CFR 431.605(d)(5)(v):

Methods for exchange of reports of services
furnished to recipients.

(16) Review 42 CFR 431.605(d)(5)(v1):
Methods for periodic review and joint
planning for changes in the agreements.

(17) Liaison 42 CFR 431.605(d)(5)(vii):

Methods for continuous liaison between the
parties, including designation of State and
local liaison staff.

(18) Evaluation 42 CFR 431.605(d)(5)(viii):
Methods for joint evaluation of policies that
affect the cooperative work of the parties.

While the State 1AAs follow this structure to varying degrees (from an almost one-to-one
correspondence to a more general reliance on the Federal Code for structural guidance), it
nevertheless provides a consistent benchmark to look at the documents as a whole. In many
cases, an IAA addresses a topic that is similar to but not an exact match to one of the summary
table sections (and its corresponding CMS requirement); in these cases, the topic is reported

in the table element to which it is most closely related. Often an IAA does not treat specipc
elements outlined in 42 CFR 431.605(d). In such cases, 0N/AG (not addressed) is listed under
that table element. This does not mean that the document is lacking in any way, merely that it
does not address that specipc topic (which may be implicit or treated in another document).

In many of the IAAs, specipc activities are addressed in separate sections to highlight their
importance (e.g., reimbursement is often addressed in its own section). When this occurs,

the related requirements are described in that specipc table element. However, many 1AAs
summarize all of their activities together. In this case, specipc table elements cross reference the
appropriate activity to its appropriate section (e.g., in New York, a discussion of reimbursement
is integrated in a list of overall services. Thus, the table element for reimbursement refers back
to the list of overall services: 0See Section 8, Service A7, B1.6)
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C. Analysis and Findings

A summary of the pndings of the review of State IAAs is presented in the following table,
followed by a more detailed analysis.

Analysis of the State Interagency Agreements: Summary Based on 47 Documents

Contractual Details

1. Effective Date:
B 42 specify an effective date (exceptions: AZ, CT#2, FL, NY, SD)
B 40 specify a specipc date/specipc odate of issuance or amendment
B 2 specify a general 0date of issuance or amendment,6 but no specipc date

2. Duration
B 39 address the IAAGs duration (exceptions: AL, AZ, CT#1, LA, NY, RI#1-2, ID)
B 16 denote a specipc date (CO#1-2, HI, IL, 1A#1-4, KS, KY, MS, OH, OK, OR, SC, WA)

3. Type of Agreement

12 6Cooperative Agreementso

11 olnteragency Agreements;6 1 olntra-angency Agreement

5 0Memorandum of Agreements;6 7 60Memorandum of Understandingso

2 olntergovenmental Agreementso

6 miscellaneous (2 oProvider Contracts/Agreements,d 2 0Agreements;6 1 0Joint Powers
Agreement,6 1 0Action Plan,6 1 oStandard Business Agreement,6 1 0Master Agreemento)

00O 0 0 0

4. Agencies Involved
B 39 are between two agencies (most speciped as Title V and Title XIX)
B 7 include additional agencies (CA, CO, KY, MD, ND, OH, RI#2)
B 1 specipes only the Title V role (RI#1)

5. Authority Cited
B 33cite specipc requirements on legislation, often citing multiple sources
B 12 cite SSAA1902(a)(11) (CA, FL, HI, ID, IN, IA#2, KS, LA, MD, NE, RI#1, SC)
B 20 cite 42 CFR 431.615 (CA, GA, IN, IA#1-3, KS, LA, MD, MO#1,3-6, ND, OH, OR, SC, UT,
VA)
B 14 cite State legislation (CO#1-2, CT#1, HI, IL#2, IA#1, KY, MN, MS, ND, OK, OR, SD, WA)

Analysis Related to CMS Requirements

6. Objectives
B 46 contain readily identipeable objectives
B 24 list increased coordination, strengthened relationships, and/or establishing strong cooperative
relationships (CA, CT#1-2, IA#1-3, ID, IL#2, IN, KS, LA, MD, MN, ND, NE, NY, OH, OK,
RI#1, SC, SD, UT, WA, WI)

7. Responsibilities
B 30 provide a summary of each agencyds programmatic/administrative accountabilities
(CA, CO#1, CT#1, FL, GA, 1A#1-2, ID, IL#2, KS, KY, LA, MD, MN, MO#1,3-6, MS, ND, NE,
NY, OK, OR, RI#1-2, SD, WA, WI)
B 17 only included information on which agency is identiped as Title V and Title XIX
(AL, AZ, CO#2, CT#2, HI, IA#3-4, IL#1, IN, MI, MO#2, NC, NM, OH, SC, UT, VA)

8. Services Provided by Agency
B All 47 provide a breakdown of services provided by agency
B 39 provide specipc services provided by each agency, and/or mutual services (CO#1-2, CT#1-2,
FL, GA, HI, ID, IL#1-2, IN, 1A#2-4, KS, KY, LA, MD, MI, MN, MO#1-6, NE, NM, NY, NC,
ND, OH, OK, RI#2, SC, SD, UT, VA, WA)
B 5 break down services by topic/objective (CA, MS, ND, RI#1, WI) exclusively or in addition to
services provided by agency
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9. Cooperative Relationships
B 27 address cooperation between agencies (CA, CO#1-2, GA, IA#1-2, ID, IL#1, IN, KS, LA,
MD, MI, MN, MO#1,4, NC, ND, NY, OH, OK, RI#1, SD, UT, VA, WA, WI)
0 17 of these 27 address cooperation/coordination as part of Section 8 or elsewhere (CA,
CT#2, GA, IL#1, IN, MD, MI, MO#4, ND, NY, OH, OK, RI#1, SD, UT, VA, WA)
o0 10 of these 27 address cooperation/coordination as an indivudual section (CO#1, |1A#1-
2, 1D, KS, LA, MN, MO#1, NC, WI)

uonoNPo.NU|

10. Services Provided by Local Agencies
B 13 address collaboration with local agencies and services to be provided (CA, IA#3, IL#1, KS,
MI, NC, ND, NE, NY, OH, VA, WI)
B 12 integrate engagement of local agencies into overall division of services (Section 8), stating
that plans for coordination and services are often developed in conjunction with community
partners (CA, IA#3, IL#1, IN, KS, MI, ND, NE, NY, OH, VA, WI)

MBINIBNQ

11. Identipcation and Outreach
B 34 address outreach to various degrees (AL, AZ, CA, CO#1, CT#2, FL, HI, IA#1-4, ID, IL#1-2,
KS, MD, MI, MN, MO#3-6, MS, NC, NE, NM, NY, OH, RI#1, SD, UT, VA, WA, WI)
B 17 address outreach as part of overall division of services (AL, AZ, CT#2, FL, HI, IA#3, IL#2,
MI, MO#4-5, NM, NY, OH, RI#1, SD, UT, WI)
B 1 focuses entirely on outreach (1A#4)

12. Reciprocal Referrals
B 28 address referrals (AL, CA, CO#1, CT#2, FL, HI, 1A#1-2,4, ID, IL#2, KS, KY, MD, MI, MN,
MO#1,3, 5-6, NC, ND, NE, NY, OH, SD, WA, WI)
B 16 incorporate referrals as part of overall division of services (AL, CA, CO#1, CT#2, |1A#4,
IL#2, KY, MD, MI, MN, MO#5, NC, N, OH, SD, WA)

uone|sibo

13. Coordinating Plans
B 30 include plans for coordination (CA, CO#1, CT#2, GA, IA#1-2,4, ID, IL#1, IN, KS, KY, MD,
MI, MN, MO#1-4, MS, NC, ND, NY, OK, RI#1, SD, UT, VA, WA, WI)
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14. Reimbursement
B Only 8 do not cover reimbursement topics (AZ, CO#2, CT#1-2, MN, MO#6, RI#1, SC)
B 18 incorporate reimbursement into overall division of services (FL, ID, IL#1, IN, MI, MO#1-5,
ND, NM, NY, OH, OK, RI#2, SD, UT)

15. Reporting Data
B Only 3 do not cover data reporting (OR, RI#1, MO#6)
B 22 address data as part of the division of services (AL, FL, HI, IA#3-4, IL#1-2, IN, KY, Ml,
MO#1-5, NM, NY, OH, OK, SD, UT, WA)
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16. Review
B 19 detail a plan for periodic review of the IAA (CA, 1A#2, IL#1-2, IN, KS, KY, LA, MN,
MO#1,3-5, NC, ND, OH, RI#1, UT, WI)
B 8 .incoporate a review into other sections of the IAA (IA#2, IN, KS, KY, MO#4-5, OH, WI)

17. Liaison
B 32 establish a method or individual for liaison (CA, CO#1-2, FL, GA, I1A#1-3, ID, IL#1, IN, KS,
KY, LA, MI, MN, MO#1-5, NC, ND, NY, OH, OK, RI#2, SD, UT, VA, WA, WI)

SvVI alels

18. Evaluation
B 23 establish a system for evaluating the effectiveness of the programs and/or IAA (CA, 1A#2,
ID, IL#1-2, IN, KS, KY, LA, MN, MO#1-6, NC, ND, OH, RI#1-2, UT, WI)
B 12 discuss evauation as a separate topic, outside the general division of services (CA, I1A#2, ID,
IL#1, KY, LA, MO#3-6, ND, RI#1)

General

19. General Contract Provisions
B Only 7 do not contain general contract provisions (AL, CT#2, ID, LA, NY, RI#1-2)
B 37 contain termination of agreement clauses, 29 lay out procedures for amendment, 26 depne
standards of conpdentiality in record keeping.
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[l Detailed Analysis

A detailed analysis of the manner in which the State IAAs correspond to the review components
are presented in the following section. Most often, a common trend emerges as to how States
approach each topic. These common trends are explained and examples of States that either
greatly differ from or reyect the norm are given.

B General Document Description
Title and Author

Many of the documents collected contain an easy to pnd title, most often consisting of the
type of agreement, followed by the agencies involved, and concluding with the scope of the
agreement. However, most of the documents do not provide an easily identipable author or
originating agency, which has to be inferred by the contractual language. Many States also
do not include the State name in the title or opening pages of the document, making it initially
difpcult to identify what State is being discussed.

Document Date, Number of Pages, and Document URL

This information has been taken from a physical review of each document. The Web site address
for each document is given; the full electronic text of every document surveyed is available from
http://www.mchlibrary.info/lAA.

B Contractual Details
(1) Effective Date

Of the 47 1AAs collected, only 5 do not contain any language related to an effective date (AZ,
CT#2, FL, NY, and SD). Most of the documents list specipc dates or state that they would

take effect upon signature (e.g., MD, OH) or upon the date of issuance (e.g., GA). In the case
where the effective date depends upon the date of signature, the summary table lists that date in
brackets (e.g., for WA, [January 1, 2000]). Several of the IAAs list both an issuance date and an
effective date of amendment (e.g., AL, MI).

(2) Duration

Sixteen of the 47 IAAs collected denote specipc dates of duration (CO#1-2, HI, IL, |A#1-4, KS,

KY, MS, OH, OK, OR, SC, and WA), while 8 (AL, AZ, CT#1, LA, NY, RI#1-2, and ID) identify
no period of duration. However, for all of these IAAS, supporting documentation reveals that the
IAAs are currently in effect. Several of the documents indicate that they will remain in effect for
a period of 1, 3, or 5 years from an unspeciped effective date.

Many of the 1AAs specify that they will remain in effect in perpetuity (e.g., NE) or until
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cancelled (e.g., MO, NM) or modiped (e.g., CA) by one or both parties. Several IAAS require
periodic review and unless modipcations are required, they are set to automatically renew at the
end of each year unless written notice is provided to request amendment or nullipcation of the
agreement (e.g., IN, MI).

uonoNPo.NU|

(3) Type of Agreement

There are many permutations of the type of agreement entered into by the various State Title

V and Title XIX agencies. Agreements between separate State agencies are often described

as ointeragency agreementso (e.g., CA, CO), while those housed within the same division

or department often describe themselves as ointra-agency agreementso (e.g., LA). On the
whole, terms used to describe the contract vary widely from 0Action Plano to 6(Cooperative)
Agreementd to oMemorandum of Agreement/Understandingd (MOA or MOU). In such
instances, there does not seem to be a direct correlation between the type of agreement and the
nature of the relationship between agencies. It is likely that the types of agreement are stock
titles used in legal agreements across the various States or similarly that specipc State regulations
require a specipc form of agreement to be entered into between parties. In a few states such

as AL and NM, the format of the IAA is speciped as a oProvider Contract6 or a OProvider
Participation Agreemento that the Title XI1X agency obviously uses with other provider contracts
as well as with Title V agencies.

MBINIBNQ
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(4) Agencies Involved

Thirty-nine of the 47 IAAs surveyed are between two agencies, most speciped as the agencies
that administer Title V and Title XIX. Many of the agreements, however, stated only the agency
title without clearly specifying what its exact role is (either Title V or Title X1X). However,

in the majority of these cases, it is fairly evident as to each agencyds respective identity, roles,
and responsibilities. One of the documents (RI#1) lists only the participation of the agency that
administers Title V without specifying the corresponding Title XIX agencyds responsibilities.
Several other States (CA, CO, KY, MD, ND, OH, and RI#2) also include other agencies (e.g.,
Title XXI, WIC, and local provider organizations), assigning each specipc responsibilities.
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(5) Authority Cited

From the 47 documents collected, there are a variety of sources relied upon for authority in
delineating each agencyds respective roles and responsibilities. While each State cites the
authority that is most relevant to their specipc IAA, there are some overall trends:

SvVI alels

B Legislative or Regulatory Medicaid Federal Law. Most States (33 total) cite specipc
requirements in legislative or regulatory Medicaid Federal law [either exclusively (13) or
in combination with another authority (20)]. Most often, the IAAs cite:

0 SSAA1902(a)(11) or related sections (CA, FL, HI, ID, IN, IA#2, KS, LA, MD,
NE, RI#1, and SC) and/or

0 42 CFR 431.615 (CA, GA, IN, IA#1-3, KS, LA, MD, MO#1,3-6, ND, OH, OR,
SC, UT, and VA).
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B State Requirements. Fourteen IAAs cite State authority for establishing their agreements
(CO#1-2, CT#1, HI, IL#2, IA#1, KY, MN, MS, ND, OK, OR, SD, and WA), including
both State legislature and other/previous IAAs.

B Multiple Authorities Cited. Many IAAs thoroughly cite a combination of Federal, State,
and other (program-specipc) authorities for the establishment of their agreements.

Only 12 of the IAAs do not refer to any overarching authority as the basis for establishing their
agreements (AL, AZ, CT#2, IL#1, IA#3, IA#4, MI, MO#2, NM, NY, NC, and RI#2); two (1D,
RI) cite the SSA in general, but do not give a specipc reference. One (WI) does not cite an
authority for the statutory basis for its IAA, but instead refers to authority for specijpc programs
such as EPSDT and WIC.

L] Analysis Related to CMS Requirements
(6) Objectives

Overall, States are highly conscientious in providing clear sets of objectives for their IAAs.
Forty-six of the 47 documents surveyed contain readily identipable objectives at the beginning
of their narratives. The objectives range in descriptiveness, from extremely direct (Floridads IAA
states its objective oto better serve the needs of Floridads pregnant women and children at risk
for poor birth and health outcomeso) to highly detailed (Ohiods IAA lists 13 separate objectives,
detailing numerous goals for almost all of its activities).

Often the objectives contain general statements followed by State- or program-specipc goals. In
every IAA, the goals are stated as being mutually shared between the two (or more) agencies
involved, and the majority (24) list increased coordination, strengthened relationships, and/or
establishing strong cooperative relationships as part of their overall objectives.

Common objectives often include:
General and Coordination:
B To improve the health of women, pregnant women, infants, children, and adolescents,
CSHCN, etc.
B To meet the requirements of the Social Security Act and to comply with other
applicable State and Federal statutes, regulations, and guidelines, including HIPAA.
B To increase coordination/collaboration between the Title V and Title XIX (and other,
if applicable) agencies.
B To maintain clear communication between agencies.
B To develop and implement initiatives that address the underlying causes of
preventable diseases.
B To develop and implement standards of care.
Programmatic and Local Relationship Building:
B To prevent duplication, overlap, and/or fragmentation of effort and/or services.
B To promote long-range planning.
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B To strengthen relationships with local health agencies.
B To develop and maintain local capacity for MCH Services and to provide Medicaid
information and care coordination.
B To strengthen relationships with multi-cultural and multi-ethnic organizations.
Identipcation, Outreach, and Referral:
B To coordinate identipcation of infants, children, adolescents, and women who are
potentially eligible for services.
B To provide outreach and increase public awareness of the need for health care coverage
and services for women and children.
B To provide outreach related to the services provided by Title V and Title XIX.
B To provide resource and referral information; to refer the child and family to appropriate
services.
B To implement an established joint referral process.
Reimbursement and Financial:
B To specify the reimbursement and pnancial arrangements applicable.
B To facilitate the claim for Federal matching funds for the efpcient and effective
administration of the State Plan.
B To ensure the maximum utilization of Title XIX resources.
Data Sharing:
B To promote timely sharing of programmatic data.
B To allow joint access to critical Medicaid and public health data.
B To cooperate in creating linked, de-identiped data ples that will be used for public
health and health care research, program evaluation, and surveillance.
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States that have issued separate IAAs addressing specipc topics (such as outreach, EPSDT services,
hotline establishment, non-emergency medical transportation) most often include objectives that
are specipc to the programs addressed. These agreements (e.g., IA#1-4 and MO#1-6) spend less
time stating overarching goals than IAAs that deal with Title VV/Title XIX activities as a whole.

(7) Responsibilities
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States are divided when it comes to specifying agency responsibilities. Thirty States provide a
summary of each agencyts programmatic and/or administrative accountabilities, while 17 States do
not include such a summary beyond what agency is identiped as Title V and Title XIX.

In the documents that do include a listing of responsibilities, a series of Owhereasd paragraphs at
the beginning of the agreement is often used to delineate specijpc agency responsibilities. (e.g.,
0Whereas the [North Dakota] Department of Human Serviceseis the state agency responsible
for administering Childrends Special Health Services in conformity with Title V of the SSAe0
and 0Whereas the [North Dakota] Department of Health is the state agency responsible for
administering the MCH Programe&0).

SvVI alels

Many of the responsibility statements also include specipc tasks beyond a listing of the programs
for which an agency has oversight (e.g., 0the Georgia Department of Community Health is
responsible for all health planning issues in the state,6 and similarly, othe Kentucky Department of
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Community Based Services is responsible for providing protective services, such as targeted case
management and rehabilitative serviceso).

These owhereaso statements are often used to o0set the stageo by introducing the objectives,
services, and other components of the IAA. These responsibilities are often closely followed by a
summary rationale for the establishment of the agreement (e.g., 0Now, therefore, be it resolved that
the Department of Human Services and the Department of Health agree to perform the following in
connection with this agreement: €0).

Most of the 1AAs that include responsibilities break them out by agency, describing prst what
the Title V agencyfs responsibilities are and then the corresponding Title XIX responsibilities.
However, a few States (e.g., MO and NY) list joint or shared responsibilities. Often the line
between shared responsibilities and shared objectives is blurred, so that it is difpcult at times
to differentiate the two. Indeed, Federal Medicaid regulation 42 CFR 431.605(d)(1) combines
objectives and goals into one requirement.

(8) Services Provided by Agency

The primary focus of most State IAAs is the specipcation of services to be provided by each
agency entering into the agreement. The format and amount of information included by each State
varies substantially: some documents include bulleted or numbered lists under each agency while
other States provide narratives of various lengths to enumerate the division of services. Often,
the documents summarize services to be supplied by both parties and then treat the services to be
provided by each respective agency. Some IAAs (e.g., IN) break these services down by topic,
such as coordination, conpdentiality, data sharing, and reimbursement. Other States divide this
section by objective (e.g., IA#2) or by State program (e.g., KS). Section 8 of the State Summary
Tables (listed in Chapter Five) attempts to standardize the reporting of these services across the
States (in numbered lists) and to present them in a manner that is easy to summarize by State or to
compare across State, region, or IAA section.

At their best, the State IAAs present divisions of tasks in such a way as to make such services more
than just olaundry listso of activities that each agency is assigned to complete. It is obvious that
across the country States have put great thought and effort into coordinating activities between
various agencies to satisfy (and in many cases, to go beyond) their stated objectives.

In the most standard approach to services provided by agency, the respective Title V agency agrees
to be the administrative unit responsible for providing services (either through local programs or
by direct contracting with health providers) while the Title X1X agency assumes responsibility for
providing reimbursement for such services. Often, the two agencies further agree to a series of
mutual services or responsibilities in addition to those tasks for which they are each responsible.

The range of activities provided by the respective Title V, Title XIX, and other State agencies
greatly varies, in part due to the structure of the State health system and the specipc needs of
the population served. However, there are many activities that appear repeatedly in the IAAs.
General services that appear often in State IAAs are outlined below (typically appearing in more
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than half of the IAAs summarized); these are not meant to be exhaustive lists, but rather an
overview of typical activities. Specipc activities, such as those related to identipcation and
outreach, referrals, coordination, reimbursement, data, and liaison are discussed in detail in their
corresponding sections.
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Agencies that administer Title V often have the responsibility to:

B Provide EPSDT, family planning, immunizations, prenatal care, early intervention, and/or
case management and related services to those who meet eligibility requirements.

B Determine the level, intensity, frequency, appropriateness, and service modality of
services to be provided.

B Identify and fund local health departments and other contractors to provide the
infrastructure for health care programs.

B Use Medicaid funding to contract for development, implementation, and direction of
services to eligible children and mothers.

B Provide required pnancial and statistical data/records to document reimbursement for
Medicaid services. Collect and maintain appropriate records and health data (e.g.,
records of covered services furnished to eligible participants) and/or to identify needs and
to ensure that the Medicaid agency will be able to collect Federal matching funds.

B Refer potentially eligible children and pregnant women to the Medicaid program and/or

assist them in applying for Medicaid.

Inform potentially eligible families of the availability and scope of the EPSDT program.
Support provider outreach; require Title V providers to also be Medicaid providers.
Develop outreach materials for informing recipients about Medicaid services.

Maintain a toll-free number that women and families can contact and receive information
from appropriately trained personnel.

uone|siba M3IAIBAQ
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Agencies that administer Title XI1X often have the responsibility to:

B Develop reimbursement methodologies for the payment of MCH care services.

B Provide timely reimbursement for the services provided by the Title V agency, its local
health departments, or contracting providers with current Medicaid rates and fees for all
services within the scope of Medicaid benepts.

B Provide Medicaid data to the agency that administers Title V.

Provide case management services.
B Refer eligible children, adolescents, and/or pregnant women to Title V providers for

EPSDT screenings and/or other Medicaid services.

B Provide the agency that administers Title V and/or local health departments with a listing
of EPSDT and/or other Medicaid eligible benepciaries and related data.

B Provide training to Title V providers on Medicaid services, and particularly, Medicaid
billing procedures.

B Monitor the quality of services being provided by the Title V providers.

B Collect and analyze expenditure data for Medicaid-covered services; develop, implement,
and monitor Medicaid provider and contract agreements; investigate inappropriate
billing/utilization of Medicaid reimbursement.
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Agencies administering Title V and Title XIX often share responsibility to:

B Work collaboratively to improve the health of State residents.

B Ensure that Title V, Title XIX (and other) services are consistent with the needs of the

participants and the programsg objectives and requirements.

B Coordinate program initiatives to avoid duplication of effort among agency programs.

B Encourage referrals between various programs.

B Develop and implement, in cooperation, health care standards, program policies, and pilot
programs.

Develop, in cooperation, provider manuals, billing instructions, and provider training.

Develop statewide advisory groups to oversee the implementation of care coordination.

Provide liaison between agencies for interagency communication and coordination.

Provide pnancial support/reimbursement to local health agencies and other groups and

individuals engaged in the delivery of health services to mothers and children.

B Comply with all applicable State and Federal laws, regulations, and rules regarding
conpdentiality of participant information, ensuring that information is disclosed only for
the purpose of activities necessary for administration of the respective program(s) and for
audit and examination authorized by law.
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The majority of the State IAAs present services in this manner, separated by the agency
responsible for their implementation. However, several documents (CA, 1A#2, IN, MD, and
RI#2) further categorize services by objective or by type of service.

For example, California lists the following clearly depned objectives and then relates agency
activities directly to each objective:

B Objective 1: Assure and support the provision of a comprehensive, coordinated, and
accountable health services delivery system for all eligible pregnant women, infants,
children, and adolescents.

Objective 2: Assure the provision of high quality health care by organizations and

providers who meet professional practice standards.

Objective 3: Improve access to perinatal and preventive health care services for low-

income women, particularly adolescents and children, respectively, and services to

CSHCN.

B Objective 4: Assure maximum utilization of Title XIX funds by Title V contractors and

providers, including reimbursement by Title XIX for all medically necessary services

within the Title XIX scope of benepts.

B Objective 5: Plan and support the delivery of training and education programs for health

professionals and the community, including benepciaries of Title V and XIX services.

B Objective 6: Develop and implement data collection and reporting systems that support
assessment, surveillance, and evaluation with respect to health status indicators and
health outcomes among the populations served by both programs.

B Objective 7: Improve ongoing intra departmental communication between staff of the
two programs for information sharing, problem solving, and policy setting (this includes
sharing of information and maintaining regular, formal communications).

B Objective 8: Maintain adequate Title X1X and Title V program staff with the necessary

expertise necessary to carry out the specipc functions and responsibilities of providing

State IAAs Development m
o o
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direct support in administering the Title XIX program.
B Objective 9: Maximize utilization of third party resources available to Title XIX
recipients.

In this IAA, each objective is followed by a list of the Title V services to be provided followed
by a similar list of Title XI1X services.

uonoNPo.NU|

The Indiana MOU groups services provided by agency according to type: coordination,
conpdentiality, data sharing, and reimbursement. Similarly, the Maryland cooperative agreement
groups services according to the following divisions: administration and policy; reimbursement
and contract monitoring; conpdentiality and data exchange; recipient outreach and referral;
training and technical assistance; provider capacity; system integration; and quality assurance
activities.

MBINIBNQ

Several 1AAs group services by the State program they fall under. For example, the Colorado
Title V/Title XI1X IAA (CO#1) organizes its services by the following programs: Family
Planning; Prenatal Plus; Health Care Program for Children with Special Needs; Developmental
Evaluation Clinic Services; Immunization Program; Lead Poisoning Prevention Program; Breast
and Cervical Cancer Program; and the Nurse Home Visitor Program.

uone|sibo

Many of the 1AAs focus specipc attention on a specipc set of activities. Often, in such cases

the State issues a separate IAAs for each program rather than combine all Title V and Title

XIX activities into one document. Colorado has issued a specipc IAA (CO#2) on HIPAA
requirements; other States such as Connecticut, Indiana, and South Carolina have written their
IAAs to focus on data ples and sharing of conpdential data. lowa has submitted a separate IAA
on EPSDT services. Missouri maintains multiple cooperative agreements focusing on very
specipc topics: prenatal case management and/or service coordination for pregnant women; well
child outreach; the Head Injury Program; administration of the medical home and community-
based service waivers to targeted individuals with physical disabilities; non-emergency medical
transportation; and case management for the Healthy Children and Youth Program.
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Finally, several States used their IAASs to include services to be provided by other State
programs. Marylandds cooperative agreement is between its Title V and Title XIX agencies and
the State WIC program; Wisconsinis MOU includes Title V, Title XIX, Title XXI, and WIC.

(9) Cooperative Relationships

SvVI alels

One of the main purposes of the IAA is to depne how the agencies that administer Title V and
Title XIX (hereafter referred to as the 0Title V and Title XIX agencieso) will work together
efpciently to provide services to a shared population. As such, most documents are plled with
language emphasizing the need for cooperative relationships at the State level. Many States
stress the need for cooperative interagency ties by integrating relationship-building into each
agencyds required activities (e.g., CA, IN, MO, and WA). Such states emphasize activities that
need to be done in collaboration; by planning and implementing services together, the State Title
V and Title XIX agencies are building the cooperative relationships necessary to fulpll the IAAls
objectives.
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Many 1AAs follow the example of Colorado, which specipcally requires agencies to ocollaborate via
mutually agreed upon activities.0 Wisconsin requires its Title V, Title XIX, and WIC programs to
oestablish cooperative and collaborative relationships, including work groups and periodic meetings,
with respect to [its] programs and services.0 Idaho likewise requires its respective agencies to
ojointly participate in implementation of collaborative services, such as an outreach campaign and a
toll-free information line and referral service.o

As can be seen in these examples, the line between strictly depning cooperative relationships
(described here in Section 9) and actively coordinating plans for health services (Section 13,
summarized below) is often quite thin, since the establishment of cooperative relationships should
lead to coordinated plans between agencies.

(10) Services Provided by Local Agencies

While Federal Medicaid regulations require a description of the kinds of services provided by local
agencies [42 CFR 431.605(d)(4)], most of the IAAs do not deal directly with this issue (indeed, 34
of the documents discuss local agency services only in the most general terms or do not include such
services at all). Instead, in most instances services provided by local agencies are integrated within
those provided by the Title V agency.

However, one aspect relating to local health agencies that is addressed in a number of IAAs involves
ongoing communication and coordination between local groups and Title V/Title X1X agencies. For
example, the Illinois intragovernmental agreement (IL#2) requires its Title X1X agency to oprovide
to the local health departments data related to children enrolled in the Medical programs within their
jurisdiction to increase EPSDT participation, including immunizations and lead screening.0 The
Indiana MOU requires both Title V and Title XIX agencies to inform local health departments of the
agreement and oof the responsibilities of the local program staff affectedo by it. Michigands IAA
requires its respective agencies to provide accurate lists of clients due for screenings to local health
departments or other organizations; however, it does not spell out the screening services that are to
be provided by the local agencies. Nebraska requires the Title XIX agency to inform and educate all
local health departments to make them aware of the Medicaid services offered.

There are a few examples of strong coordination with local agencies that stand out. North Dakota
lists a section for olocal coordination6 under each one of its service categories (in Section 8). Local
agencies are thus tasked with making Title XIX eligibility determinations for potentially eligible
individuals referred by other programs; referring Title XIX eligible persons to the appropriate
services; and providing information to eligible recipients about Medicaid services. Wisconsin also
discusses services to be provided by local agencies in detail: these agencies are to participate in
Medicaid managed care advisory groups; provide information to HMOs about the services they
provide; and join in collaboration with WIC projects, HMOs, Title V, and Title XIX.

(11) Identiycation and Outreach
42 CFR 431.605(d)(5)(i) calls for a description of the methods used for early identipcation of

individuals under 21 in need of medical or remedial services. States, however, are split as to whether
their IAAs address this topic to any great extent. Of the documents surveyed, 11 (AL, CA, HI, IL#2,
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KS, MI, MN, MO#3, MO#5, MO#6, and UT) assign the role of identijpcation to one of the State
agencies or some combination of the 2. In such instances when identipcation of potential eligible
benepciaries is discussed, outreach to such individuals is often paired with the discussion.

States are usually direct in their assignment of an agency to identify potential benepciaries.
Alabamads provider contract states that the Title V agency shall identify children who have not
received screenings and then follow up with the appropriate sickle cell and metabolic screenings,
newborn hearing screens, and immunization status. The contract also calls for the Title V agency
to utilize proper diagnosis codes to identify high-risk children. Californiads IAA tasks its Title

V agency to identify infants, children, adolescents, and women who are potentially eligible for
Medicaid and, once identiped, assist them in applying. Title V must then collaborate with the
Medicaid agency in performing outreach and informing all EPSDT eligible individuals and/or their
families about the program.

uonoNPo.NU|
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In Kansas, the Title V agency has the responsibility of providing early identipcation and referral

of individuals of potential benepciaries to Medicaid and must also provide State and local Title
XIX ofpces with MCH program brochures for distribution to these Medicaid consumers. In the
Minnesota interagency MOU, the Title XI1X agency is to receive screening and referral information
from managed care health plans that is entered into a tracking system in order to help identify
children under 21 in need of medical or remedial services. It then contracts with counties to
perform outreach and follow-up EPSDT services to eligible children. Three of the six Missouri
cooperative agreements (MO#3, 5, 6) also require their Title V agency to identify possible eligible
benepciaries for their respective Head Injury, Non-Emergency Medical Transportation, and
Healthy Children and Youth Programs.
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The topic of outreach is addressed in 25 of the IAAs. Usually, this is done in a straightforward
manner as a subset of services to be provided by agency. Most often outreach activities consist of
similar activities:

B Informing families about Medicaid benepts, especially EPSDT services through a
combination of oral and written formats at venues such as health fairs, immunization
clinics, community health services ofpces, physician and public health ofpces, and
hospitals.

B Conducting outreach (such as scheduling appointments and reminding families when
exams are due) to ensure that families are benepting from Medicaid services.

B Developing brochures and other materials for informing recipients about Medicaid
services.

B Maintaining a toll-free number that women and families can contact and receive
information from appropriately trained personnel who provide information and referrals for
prenatal care, family planning, and well-child services.
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Outreach activities often are seen as a joint responsibility of the Title V and Title XIX agencies
(e.g., CA, CO#2), although they may also be assigned specipcally to one agency (e.g., CN#2,

FL) or split among agencies (e.g., HI). Some States (e.g., |A) have issued a separate IAA dealing
specipcally with outreach activities or have devoted large portions of Section 8: Services Provided
by Agency to outreach activities (e.g., MD). These documents serve as good models in depning
the need for and activities related to outreach.
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(12) Reciprocal Referrals

Reciprocal referrals are dealt with brieyy yet effectively in the majority of the IAAs collected.
Most States include the responsibility for reciprocal referrals to necessary services within the
listing of their services provided by agency (see Section 8). Usually, the mandate for the agency
is quite simple, such as to orefer the child and family to appropriate serviceso (ID). The Kansas
cooperative agreement is more encompassing: oOeach party to this Agreement will establish a
system of referrals for those services not directly rendered by the agency, but which are essential
to meet the individualds need. To the degree possible, these referrals will be made at the time of
client contact. Programs such as [those provided by the Title V and Title XIX agencies,] WIC,
and Healthy Start will fall into this category.6

Nebraska also includes a compelling requirement for referrals in its IAA; it charges both its Title
V and Title XIX agencies to oencourage comprehensive and continuous care to mutual clients by
encouraging or requiring providers in each program enjoined by this Agreement, to identify and
refer potentially eligible individuals through the use of reciprocal referrals.0

A few States go beyond a general mandate requiring reciprocal referrals. As part of its

program planning activities, Idaho requires its Title VV and Title X1X agencies to work together
in developing a common referral form to be used across the State. lowads IAA on outreach
specipcally requires its Title V agency to maintain a toll-free number that women and families
can receive information and referrals for prenatal care, family planning, and well-child services.
In many other States, referrals are grouped together with identipcation of potential eligibles and
with outreach; as such, referral language appears to be integrated in the overall services provided
by both Title V and Title X1X agencies.

(13) Coordinating Plans

With a basis in the cooperative relationships established in Section 9, the logical next step
regarding collaboration is the coordination between agencies for the development and
implementation of health service plans. Here again, States vary widely in their approach,
although there are some familiar trends. Many of the IAAs (e.g., MO, NC) integrate the message
of coordination throughout their division of services. Such IAAs often call for activities that
involve ocollaboration,6 taking part in ojoint initiatives,0 and ocoordinating activities between
agencies.0 Other States such as Indiana list coordination as a separate category of service to be
provided with mutual responsibilities as well as agency-specipc tasks underneath it. Here again,
language such as ocoordinating program activities,0 and oworking collaboratively6 appears
regularly in the agreements.

The Commonwealth of Virginia summarizes its policy on coordinating plans with a powerful
rationale: 0The scope of services covered under the [Title X1X] may impact [Title VVos] program
plans and budgets. Similarly, actions of [Title V] may affect Medicaid provider service
requirements and the cost of services. Therefore, each agency hereby states its intention to
coordinate plans to alter current levels of health related services that could affect the plans or
operations of the other agency and to consider responses concerning potential impacts before
changes are adopted.o




A Review of Title V and Title XIX Interagency Agreements

Most of the States that emphasize the coordination of health plans (CA, CO, CT, GA, ID, IL, IN,
IA, KS, KY, MD, MI, MN, MS, MO, NY, NC, ND, OK, RI, UT, VA, and WA) include a similar
rationale. Rhode Island devotes an entire section to interagency coordination and explains

that such coordination will Aiimprove the cost effectiveness of the health care delivery system,
improve the availability of services, focus services on speciyc population groups or geographic
areas in need of special attention and [help to] deyne the scope of each agencyds programso and
that working together to provide services will imaximize effectiveness of service delivery and
accessibility to services and [will] minimize duplication [of effort].0

uonoNPo.NU|

(14) Reimbursement
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As would be expected, a plan for the billing of and payment for services provided to
benepciaries is an integral component of almost every agreement between State Title V and
Title XIX agencies. Generally, the relationship outlined in the IAA is based upon the Title V
agency, grantee, or contractor providing services that the Medicaid agency will reimburse either
partially or in full according to an agreed upon rate or limit. Payment for services by Title XIX
is also closely tied to the provision of data from the Title V agency in regard to the services it
has provided (see Section 15 below). Often the IAAs go into great detail outlining the exact
mechanism(s) for pling reimbursement claims, the periodicity for such claims or invoices,
pursuit of third party payment, ongoing documentation of services provided and payments
received, and options for payment dispute resolution. These documents often emphasize
Medicaid as the payer of the prst resort.
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While a few States outline payment responsibilities generally, the trend in most of the
documents collected is to provide as detailed information as possible about payment policies,
responsibilities, and mechanisms. The rate and/or total amount of reimbursement is one of the
primary concerns addressed in these documents. Many of the IAAs specify that billing and
reimbursement shall be made at the current Medicaid reimbursement rate or at the State match/
share of costs based on a mutually agreed upon fee schedule (and always a level that shall not
exceed the cost of providing the service). States often cite 45 CFR Part 74 or similar (State and/
or Federal) regulation(s) as the determination of reimbursable costs. In many of the agreements,
reimbursement is guaranteed only up to a certain speciped dollar amount (e.g., CO#2, Hl,
IA#1,4); additional expenditures will be reimbursed only if the necessary State match is provided
to the Title XIX agency. Most documents also spell out what the reimbursement will cover in
terms of administration costs and/or the cost of services. In most of the agreements, the need is
stressed for the Title V agency to provide the Title XI1X agency with the proper documentation to
ensure appropriate reimbursement for services.
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States differ on the ways they approach their discussions of reimbursement. About half of

the documents contain separate sections outlining payment mechanisms, while the remainder
include these mechanisms integrated with other required services by each party. There is further
difference to the timing each State assigns to reimbursement activities. Some States require
monthly invoices for services, while others accept quarterly billing and payment; almost half

of the documents do not assign a timetable to such activities. Throughout the majority of the
IAAs, there is a common theme that the reimbursement requirements are established to ensure
that Medicaid funds are being used appropriately, that the State receives the appropriate Federal
Financial Participation amount, and that providers are compensated fairly and in a timely
manner.

saolpuaddy




State MCH-Medicaid Coordination:

c
(@]
=
(@)
)
e
(@]
F
fra}
=

Overview

c
e
ra)
©
L
(@)
Q
-

State IAAs Development m

)
o)
=
)
c
o
o
(e}
<

A large number of the IAAs (e.g., KS, NE) remind the respective State agencies that according
to Federal legislation and regulations, Title XIX funds are to be considered the prst and primary
source of payment for billed services. Most agreements reiterate legislation stating that the Title
V agency must consider payment from Medicaid to be in full. Title V funds cannot be used to
supplement Medicaid reimbursement rates.

The following table summarizes how several IAAs treat reimbursement. These examples are not
meant to be exhaustive as to how States coordinate billing and payment, but provide a sample of
the creativity found amid State plans. For a more detailed presentation of how each 1AA deals
with this issue, see Chapter Four.

Reimbursement Discussed in Sample State IAAs (listed alphabetically)
Alabama (Region V)

Medicaid will reimburse Title V for care coordination services based on Medicaidds current
reimbursement rates. Title V agrees to reimburse Medicaid the Stateds share of costs
associated with providing care coordination services.

Colorado (Region VIII) (CO#1)

A. Title XIX shall intervene with the Departmentis Designated Entity to ensure payment of
the correct rate for Medicaid covered services.

B. Title X1X shall bill the State match for Medicaid expenditures to CMS.

C. Title V shall bill the Department no less than quarterly.

D. Title V shall submit a request for reimbursement within 45 working days after the ynal
State yscal year.

E. Family planning client claims are paid directly out of MMIS.

F. Payments shall be made from State funds not to exceed $102,346 for the administrative
costs of the Medicaid Prenatal Plus Program.

G. HCP specialty clinic providers are paid out of MMIS.

H. HCP Developmental and Evaluation Clinic services are billed directly by Medicaid
providers and paid through the Department Designated Entity.

I. Immunizations and vaccines are paid out of the MMIS.

J. Medicaid covered Lead Poisoning Prevention Program beneyts are paid out of MMIS.
K. Beneyts to BCCP clients are paid directly out of MMIS.

L. Payment shall be made to the NHVP providers as earned.

Georgia (Region 1V)

Title XIX agrees to provide to Title V the FFP payments received by Title XIX that are
attributable to the administrative cost of these services on a quarterly basis. For speciyed
services, Title XIX agrees to pay Title V the appropriate non-Federal share of the beneyt cost
on a regular basis.

Both Title V and Title XIX agencies agree that this is a cost reimbursement agreement.
Title V agrees to provide the State portion of matching funds necessary to receive FFP for
all applicable supplements. Title V agrees that reimbursable costs will be determined in
accordance with 45 CFR Part 74. This includes reimbursement for administration cost and
reimbursement for beneyt cost.




A Review of Title V and Title XIX Interagency Agreements

Hawaii (Region 1X)

The Title V agency shall submit a monthly invoice to Title XI1X for Early Intervention Services
provided to Medicaid infants and toddlers receiving services.

A. The Title XI1X agency shall pay the Title V agency for the Federal share at the

Hawaii Federal Medical Assistance Percentage (FMAP) in place for the month for which
reimbursement is made. The Title V agency is responsible for the State share of the
expenditures.

B. All Federal reimbursement funds received under this agreement will be deposited into the
Early Intervention Special Fund.

C. The total amount of the MOA shall not exceed $2,500,000 in Federal funds per State yscal
year.

D. Title V shall reimburse Title XIX any amount disallowed by CMS for services provided
under this MOA.

E. If State and/or Federal regulations and/or QAP standards are not met, the Medicaid division
will provide Title V with notice and such other due process protections as the State may
provide. Title V and Title X1X will collaborate to develop a Correction Action Plan that will
include clearly stated objectives and time frames for completion.

lowa (Region VII) (1A#2)

Each of the parties to this agreement shall continue to cooperate in their usual and customary
yscal relationship to ensure Federal dollars will be used more productively.

It is intended that WIC funds will be the yrst and primary source of payment for nutritional
products and services for persons eligible for WIC services. Title XIX will be the primary
source of payment for Title X1X medical services provided to mutual beneyciaries through
Title V providers.

Kansas (Region VII)

Unless there are other third party resources, Title X1X shall reimburse eligible providers for
any service covered under the State Medicaid Plan for eligible Medicaid consumers. Services
provided to consumers covered under managed care programs will be paid in accordance with
managed care guidelines.

Title XIX funds shall be the yrst and primary source of payment for medical services provided
to mutual beneyciaries of the Title V and Medicaid Programs.

Kentucky (Region V)

A. The Title X1X Agency shall be billed for services as per this agreement.

B. The Title X1X Agency shall pay for services under this agreement up to a speciyed amount
in State and Federal matching funds. Any additional expenditures in excess of that amount
will be reimbursed only if the necessary state match is provide to the Title XIX Agency.

C. The Title XIX Agency shall reimburse the certiyed and enrolled provider at payment levels
that shall not exceed the cost of providing the service.
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Maryland (Region 111)

1. Title V and Local Health Departments shall:

A. Ensure that clinical services are furnished.

B. Maintain adequate medical and ynancial records.

C. Refrain from knowingly employing or contracting with entities that have been disqualiyed
from the Medicaid program.

D. Not require additional payment from an individual after Medicaid makes payment to the
Title V designee for a covered service. If Medicaid denies payment or request repayment on
the basis that an otherwise covered service was not medically necessary or preauthorized, the
Title V Agency will not seek payment for that service from the recipient.

E. Title XIX funds will be used to reimburse providers for services covered by that program if
the individual is eligible for services covered by both Title X1X and Title V programs.

F. Collaborate with Medicaid regarding oral health initiatives.

G. Provide specialty services that are not covered by Medicaid.

2. Mutual Services (Title V and Title XIX).

A. All parties will ensure that services provided by its grantees are not duplicative.

B. All parties will maintain a system to ensure coverage for special infant formulas.

Mississippi (Region 1V)

The case management agencies shall be reimbursed as a provider of medical services
through the Title X1Xés Fiscal Agent on the basis of the service cost as set out in appropriate
regulations. The case management agencies shall bill Title XIX through its yscal agent for
their services within 60 days from the date of service or within 30 days of the recipientés
receipt of the Medicaid card. Title V will be responsible for providing state matching funds
only for case management and extended services actually provided by Title V to those
individuals determined to be eligible. Reimbursement shall be made from monthly billings.
The reimbursement fees will be at a pat rate per month.

Nebraska (Region VII)

A. Title XIX Agency.

1. Reimburse Title V program providers who are also Medicaid providers.

2. Establish a formal method of communication, collaboration, and cooperation with Title V
regarding procedures, periodicity, and content standards for EPSDT, rates and reimbursement
methods by regularly scheduled meetings.

3. Encourage and support the Title V policy to recover third party reimbursement and other
revenues. It is the intent to make Medicaid funds the yrst and primary source of payment for
medical services provided to Medicaid clients through the Title V programs.

4. Plan, in conjunction with the Title V agency, to address billing concerns.

5. ldentify overall services and provide the maximum allowable rate information for
procedures.

B. Title VV Agency.

1. Ensure that Medicaid providers shall bill the Title XIX agency.

2. Respond to and attend annual meetings regarding rates and reimbursement methods.

3. Assure all third-party revenues shall be retained by the Medicaid provider.

4. Cooperate and participate in the planning process.
























































































































































































































































































































































































































































































