BACKGROUND

INTRODUCTION TO MEDICAID

Medicaid is the United States health program for eligible individuals and families with low incomes
and resources. Medicaid was created on July 30, 1965, through Title XIX of the Social Security Act.
It is a means-tested program that is jointly funded by the states and federal government. While
Congress and the Centers for Medicare and Medicaid Services set out the main rules under which
Medicaid operates, each state runs its own program. Under certain circumstances, any category of
applicant may be denied coverage.As a result, the eligibility rules differ significantly from state to
state, although all states must follow the same basic framework.

Although each state operates its own Medicaid system, this system must conform to federal guide-
lines, including requirements for service delivery, quality, funding, and eligibility standards, in order
for the state to receive matching funds and grants.The federal matching formula is different from
state to state, depending on each state’s poverty level. The wealthiest states only receive a federal
match of 50% while poorer states receive a larger match.

ELIGIBILITY

Among the groups of people served by Medicaid are eligible low-income parents, children, seniors,
and people with disabilities. Being poor, or even very poor, does not necessarily qualify an individual
for Medicaid.? It is estimated that approximately 60% of poor Americans are not covered by Med-
icaid.’ Even so, Medicaid is the largest source of funding for medical and health-related services for
people with limited income in the US. Further, because of the aging population, the fastest growing
aspect of Medicaid is nursing home coverage.

STATE PROGRAMS

Each state may have its own name for the program. Examples include “Medi-Cal” in California,
“MassHealth” in Massachusetts, and “TennCare” in Tennessee. States may bundle together the admin-
istration of Medicaid with other separate programs such as the State Children’s Health Insurance
Program (SCHIP), so the same organization that handles Medicaid in a state may also manage those
additional programs. Separate programs may also exist in some localities that are funded by the
states or their political subdivisions to provide health coverage for indigents and minors.

WAIVERS

State participation in Medicaid is voluntary; however, all states have participated since 1982. During
the 1990s, many states received waivers from the Federal government to create Medicaid managed
care programs. Under managed care, Medicaid recipients are enrolled in a private health plan, which
receives a fixed monthly premium from the state.The health plan is then responsible for providing
for all or most of the recipient’s healthcare needs. Managed care programs seek to enhance access
to quality care in a cost-effective manner. Waivers may provide the states with greater flexibility in
the design and implementation of their Medicaid managed care programs.Today, all but a few states
use managed care to provide coverage to a significant proportion of Medicaid enrollees. Nation-
wide, roughly 60% of enrollees are enrolled in managed care plans.® Core eligibility groups of poor
children and parents are most likely to be enrolled in managed care, while the aged and disabled
eligibility groups more often remain in traditional “fee-for-service” Medicaid.

In addition to waivers to develop managed health care programs, waivers can allow states to de-
velop innovative health care delivery or reimbursement systems and allow statewide health care re-
form experimental demonstrations to cover uninsured populations and to test new delivery systems
without increasing costs.
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RATIONALE FOR TOBACCO CONTROL AND MEDICAID PARTNERSHIPS

Each state Medicaid program is both complex and unique making it difficult to offer generalized
recommendations or advice for making changes. Rather, when changes are being considered for any
Medicaid program, they need to be uniquely designed to fit into an individual state Medicaid system.
Knowledge of the system and a patient timetable are needed to work through the complexities of
each Medicaid system in order for any change to be successful.

Medicaid programs typically lack leadership and staff with tobacco cessation expertise. Or, if there
is staff with tobacco expertise, their responsibilities may prevent them from devoting the necessary
time to program development and oversight. Without that expertise, tobacco cessation benefits,
which work best when they are designed to be as barrier-free as possible and regularly promoted,
are often designed instead with the same cost controlling and access limiting features as typical
benefits. Assumptions may be made that the demand for the benefit will be high, since smoking
rates are high, and little effort is made to let anyone know the benefit exists.These steps make sense
for benefits in a Medicaid program for which demand IS high. But, they do not help effectively in-
crease access and use of tobacco cessation benefits and services.

The solution lies in the quality of the partnership between tobacco control programs, that have
the tobacco cessation expertise, and state Medicaid programs that can facilitate the integration of a
comprehensive benefit into their complex system.

DEFINITION OF PARTNERSHIPS

1. An active role for the state tobacco control/cessation program contributing technical sup-
port and expertise in the development of Medicaid covered services (e.g. participating in task
forces, working groups, training programs).

2. An ongoing role for the state tobacco control/cessation program contributing expertise and
technical support and assisting Medicaid staff to develop shared expertise for the sustainabil-
ity of services.

3. Mutual shared capacity for and completion of data gathering and review for quality improve-
ment purposes (e.g. collaboration of evaluation teams).

4. Shared quality improvement goals that could help lead to (or sustain) services that comply
more closely with the PHS Clinical Practice Guidelines with reduced barriers to access.

5. Development of shared strategies for promotion of Medicaid services.

6. Contractual and/or funding relationships.

Definition of “ideal”, PHS compliant, reduced-barrier services:
* Coverage of all FDA approved medications.
+ Coverage of multiple options for counseling/coaching (including quitlines)
* Access to several (2-3) courses of medication per year
* Access to multi-session counseling/coaching per year

*Low or no co-pay for services

* As free of restrictions as possible including eliminating: 1) requirements for prior authorization; 2) enroliment
in programs to receive medications; 3) stepped care approach — failing on one medication before access to
another; 4) limiting duration of pharmacotherapy and counseling and; 5) prescribing only one medication at a
time (restricting use of combination medications).




