Medicaid Integrity Program

Program integrity can only be achieved when each facet of the program is operating effectively and efficiently.  From setting policy, to payment of claims and enforcement, the Medicaid program must be clear and a plan developed, both on the federal and state level, to ensure it can detect inappropriate payments.

The Medicaid Integrity Program (MIP), which utilized the Medicare model as a basis, was developed to help ensure continuity in enforcing compliance and integrity across the country.  In response to the MIP, Congress has made a significant investment to help guarantee its success.  Appropriating $50 million in both 2007 and 2008, and $75 million in 2009 and beyond, Congress expects that they will get “a return on their investment” and more from payback recoupments, and fines levied at providers.  Results from this initiative must be reported by CMS to Congress each spring.  

An integral component of the MIP is the hiring of 100 new staff by CMS to work with each state on its compliance and integrity programs.  These new staff will aid in the development of work plans and help ensure some level of continuity between states regarding the integrity programs.

Also, the DRA calls for an additional $25 million per year to be appropriated to the OIG (Office of Inspector General) to detect Medicaid fraud.

As stated, the federal government is seeking to develop a uniform approach when it comes to states’ compliance and integrity programs.  Realizing that this is a monumental effort that can only be reached by contractors and states’ working together, the MIP looks to address the following:

· Detection of inappropriate payments by the Medicaid program to providers of services, whether it be fee for service, capitation, or any other payment system through a review of provider actions to determine if they have or could potentially cause fraud, abuse, or waste.

· Audition claims for payment of Medicaid services, items, or administrative services rendered including cost reporting, consulting contracts, and risk contracts.

· Identification of Medicaid overpayments to individuals or entities receiving Medicaid Federal funds.

· Direct education of providers, managed care organizations, beneficiaries, and others involved in the Medicaid system regarding integrity and quality of care.

State of Michigan Program Integrity Responsibilities
The federal government through the Office of Inspector General and the Department of Justice outlines the following when it comes to individual states’ Medicaid agency integrity responsibilities.

· Beneficiary enrollment, income, and eligibility verification

· Enrolling providers, setting rates, and paying providers

· Monitoring quality of care

· Operating Medicaid Management Information System

· Detecting improper payments and recovering payments

· Analyzing patterns in provider claims and payment (data-mining)

· Preliminary investigation of fraud and abuse, referring fraud cases to the Medicaid fraud control unit (MFCU)

Building upon these already established expectations, the DRA has added additional incentives for states to create their own false claims act.  The State of Michigan already has an established Medicaid False Claims Act that closely mirrors the Federal False Claims Act.  The three most notable provisions of the Federal False Claims Act are: 

· Proof of intent

· Whistleblower provisions

· High fines and penalties

In addressing each of these areas, the Michigan Medicaid False Claims Act speaks to:

· False representation or statements

· Furnishing of goods or services, kickbacks, payments

· Conditions of operation

· Obtaining payment or allowance of false claims

· Making or presenting false claims

· Prosecution, evidence, refutable presumptions

· Consequences for persons convicted 3 or more times

· Investigations by Attorney General

· Civil action in name of the state

· Recovery of costs by the Attorney General

· Employment Action against employee initiating, assisting in, or participating in court action

· Filing and prosecution of action

· Civil penalty for receiving benefit by reason of fraud, making fraudulent statement, or knowingly concealing material fact

· Revocation of license

It has been estimated that in Michigan alone, Medicaid fraud could amount to upwards of $800 million per year.  Under the DRA, states that have false claims laws that are as stringent as the federal act, will be able to keep and additional 10% of their recovery. 
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