
 

Medicaid Managed Care Regulation  
Safety Net Health Plan Perspective at a Glance 

 

This spring, CMS published the first comprehensive update of the regulations in well over a decade. This update 
addresses a need for modernization; whereas in 2003, 40 percent of Medicaid enrollees were in managed care, in 
2015, 77 percent of all people in Medicaid are now covered in managed care settings; 60 percent are in fully- 
capitated managed care. Here is a quick summary of some of the update’s salient provisions. 
 

Quality Reporting and Standards 

ACAP: FFS Medicaid programs should operate under 
the same quality requirements as Medicaid health 
plans, including the Quality Rating System (QRS). 

CMS: Declined to apply the QRS to FFS Medicaid. 
Reversed a proposed requirement that FFS Medicaid 
programs implement a quality strategy plan. 
 

Actuarial Soundness 
ACAP: Rate-setting should be as transparent as 
practicable; accordingly, transparency requirements 
should be extended to rate-setting interactions 
between the states and plans. For instance, states 
should be required to disclose information sufficient 
for plans to replicate rate calculations. Plans should 
also be allowed to request additional rate reviews by 
the CMS actuary. 
 

CMS: States must submit enough detail and 
documentation so another actuary could assess the 
methodology and the assumptions informing the final 
rate. States are not required to share such information 
with plans, but plans are encouraged to request such 
data during contract negotiations. States may use rate 
ranges, but ultimately must provide certification to 
CMS of a specific rate for each rate cell.  

Network Adequacy 

ACAP: Time and distance standards should be 
realistic and attainable. States should retain 
standard-setting authority. Network adequacy 
standards should address telemedicine. 

CMS: Declined to set Federal time and distance 
standards, but states must do so for certain provider 
types if covered under the contract. States may adjust 
time and distance standards by provider type, and 
must now consider telemedicine.  
 

Medical Loss Ratio (MLR) 
ACAP: A minimum MLR requirement is unnecessary 
for Medicaid and CHIP plans. However, if 
implemented, an MLR should include an upper limit 
protecting plans from undue losses, be lowered to 
80 percent for plans serving CHIP populations, and 
should exempt Medicare-Medicaid plans.  

CMS: Set minimum MLR of 85 percent for Medicaid 
and CHIP, based on a single year of experience. Must 
be in place by the rating period for contracts starting 
on or after July 1, 2017. Case management, care 
coordination included in numerator as “activities that 
improve health outcomes.” Some activities related to 
accreditation (e.g., provider credentialing) excluded. 
States may require a remittance by plans not meeting 
the MLR standard. (CMS will not.) MLR calculations 
must inform rates for future years. Medicare-Medicaid 
plans not exempted from MLR requirements.  
 

14-Day Period of Fee-for-Service Coverage 

ACAP: CMS should not require a 14-day period of 
FFS Medicaid coverage for new enrollees in 
voluntary managed care programs.  
 

CMS: Did not institute the 14-day provision.    



Screen and Enroll 
ACAP: Medicaid providers who contract with 
Medicaid MCOs should not be required to undergo 
state screening and enrollment; providers who 
complete the process should not be required to 
participate in FFS. 

CMS: Affirmed the provider screening and enrollment 
provision. But health plans may execute network 
provider agreements for up to 120 days, pending the 
outcome of the screening. Provider participation in 
FFS Medicaid will not be a requirement. 
 

Risk Corridors 
ACAP: Risk corridors should include both upside and 
downside risk. Plan solvency is a primary 
determinant of care access and continuity. Draft 
regulation allowed state and plan sharing in both 
profits and losses outside a threshold amount. 
 

CMS: Provisions around risk corridors in the final 
regulation allows state flexibility as to whether to 
share in both profits and losses with Medicaid health 
plans, but do not require states to share both.  
 

Appeals and Grievances 
ACAP: Agree with efforts to align appeals and 
grievances with other government-sponsored 
programs, but requested refinements to the draft 
rule related to enrollee written consent, timeframes 
for filing grievances and filing state fair hearings, and 
extending implementation timeframes. 

CMS: Finalized timeframes for resolving grievances at 
90 days, for appeals at 30 days, and for expedited 
appeals at 72 hours. A 14-day extension is allowable 
under certain conditions. Timeframe for requesting a 
state fair hearing finalized at 120 days. All changes to 
grievance and appeals processes to be implemented 
for contracts starting on or after July 1, 2017.  
 

MLTSS Disenrollment Provision 
ACAP: MLTSS disenrollment provisions could 
encourage MLTSS providers to withdraw from 
a network in favor of FFS and its volume-based 
payment rates, which would undermine value-based 
payment initiatives and enrollee choice.  
 

CMS: Finalized the proposal allowing enrollees to 
disenroll if they would have to change their 
residential, institutional, or employment supports 
provider based on a change in provider status from in-
network to out-of-network.  

 

Provider Directory Updates 
ACAP: Standards should be realistic and 
operationally feasible. Plans should have more than 
30 days to update paper directories. To align with 
Marketplace and Medicare rules, plans should be 
required to update electronic directories within 30 
days rather than the proposed 3 days. 
 

CMS: Extended the requirement for updates to 
electronic provider directories to 30 days, but retained 
requirement for monthly updates to paper 
directories—although they need be made available to 
enrollees only upon request.  
 

IMD Services 
ACAP: Supported treatment of IMD services as an 
“in lieu of” service to improve access to needed 
behavioral health services; expressed concerns with 
the 15-day per month limit and the refusal to utilize 
the IMD rate as a proxy in setting the actuarially 
sound rate.  
 

CMS: States may provide monthly capitation 
payments to health plans for certain enrollees 
receiving inpatient treatment at an IMD for 
psychiatric or substance use disorder treatment for 
up to 15 days per month. For rate setting, states must 
price utilization at the cost of the same services 
through providers included under the state plan, 
rather than at the IMD rate.  

 


