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Agency for Health Care Administration’s
Agency Management Team

Interim Agency Secretary ................................................................................... Elizabeth Dudek
(850) 412-4335
Chief of Staff ...................................................................................................... James McFaddin
(850) 412-3604
Acting Deputy Secretary for Health Quality Assurance......................................... Molly McKinstry
(850) 412-4420
Deputy Secretary for Medicaid ...........................................................................Roberta Bradford
(850) 412-4000
Deputy Secretary of Operations ................................................................................ Karen Zeiler
(850) 412-3605
General Counsel ...................................................................................................... Justin Senior
(850) 412-3630
Inspector General .................................................................................................. Peter Williams
(850) 412-3990
Director of Communications .................................................................................... Tiffany Vause
(850) 412-3620
Director of Legislative Affairs.................................................................................. Warren Moore
(850) 412-3612
Director of the Florida Center for Health Information and Policy Analysis ........ Elizabeth Eastman
(850) 412-3767
Chief Information Officer (Information Technology) ..................................................... Scott Ward
(850) 412-4800
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Health Quality Assurance Key Personnel
(Division of Health Quality Assurance)
Acting Deputy Secretary for Health Quality Assurance ............... Molly McKinstry (850) 412-4420
 Assistant Deputy Secretary for Health Quality Assurance ...........................................Vacant
Bureaus ......................................................................................................Bureau Chiefs
Health Facility Regulation .............................................................. Jeff Gregg (850) 412-4340
Plans and Construction ........................................................... Wayne Young (850) 412-4470
Managed Health Care ................................................................... Sue Conte (850) 412-4291
Long Term Care Services ..................................................... Molly McKinstry (850) 412-4420
Field Operations ........................................................................ Polly Weaver (850) 412-4491

Area Offices

Field Office Managers

Area 1/2 ............................................................................ Barbara Alford (850) 412-4493
Area 3 ................................................................................ Kris Mennella (386) 462-6232
Area 4 ............................................................................. Robert Dickson (904) 798-4513
Area 5/6 ......................................................................Pat Reid-Caufman (727) 552-1975
Area 7 .......................................................................... Theresa DeCanio (407) 420-2530
Area 8.............................................................................. Harold Williams (239) 335-1230
Area 9/10 ................................................................... Arlene Mayo-Davis (561) 381-5868
Area 11 ...............................................................................Steve Emling (305)-593-3113
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Health Care Services Key Personnel
(Division of Medicaid)
Deputy Secretary for Medicaid ................................................. Roberta Bradford (850) 412-4000
•

Acting Asst. Dep. Secretary for Medicaid Operations Melanie Brown-Woofter (850) 412-4028

•

Assistant Deputy Secretary for Medicaid Finance .....................Phil Williams (850) 412-4008
Bureau

........................................................................................................Bureau Chief

Medicaid Contract Management ................................................. Alan Strowd (850) 412-3450
Medicaid Health Systems Development .................... Melanie Brown-Woofter (850) 412-4028
Medicaid Quality Management ............................................ Susan Whitmire (850) 412-4676
Medicaid Pharmacy Services ......................................................Anne Wells (850) 412-4146
Medicaid Services ...................................................................... Beth Kidder (850) 412-4189
Medicaid Program Analysis .................................................. Michele Morgan (850) 412-4075
Medicaid Area Offices .............................................................. Fran Nieves (239) 335-1300
Area Offices

Field Office Managers

Area 1 ................................................................................. Amber Vaugn 850-595-2300
Area 2a .............................................................................. Earnie Brewer 850-412-4002
Area 2b ............................................................................... Earnie Brewer 850-412-4002
Area 3a .............................................................................Marilynn Schlott 386-418-5619
Area 3b .............................................................................Marilynn Schlott 386-418-5619
Area 4 .................................................................................. Lisa Broward 904-798-4200
Area 5 ...................................................................................... Don Fuller 727-552-1900
Area 6 .................................................................................. Sue McPhee 813-350-4800
Area 7 ...............................................................................Karen Monson 407-317-7851
Area 8 ....................................................................................Fran Nieves 239-335-1300
Area 9 .............................................................................. William Albury, 561-712-4400
Area 10 ................................................................................. Rafael Copa 954-958-6500
Area 11 .....................................................................................Rhea Gray 305-593-3000
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Executive Direction, and Administration and Support Key Personnel
(Executive Direction, and Administrative Services)
http://ahca.myflorida.com/
Interim Agency Secretary .......................................................... Elizabeth Dudek (850) 412-4335
Chief of Staff ............................................................................James McFaddin (850) 412-3604
 Communications, and Multi-Media Relations
Interim Communications Director........................................ Tiffany Vause (850) 412-3620
 Legislative Affairs
Legislative Affairs Director ................................................. Warren Moore (850) 412-3612
 Florida Center for Health Information and Policy Analysis
Director .................................................................. Beth Eastman (850) 412-3767
Office of Data Collection, Data Quality, & Patient Safety .........................................
...................................................................... Patrick Kennedy (850) 412-3757
Office of Data Dissemination & Communication ......... Beth Eastman (850) 412-3746
Office of Health Policy and Research ............................... Heidi Fox (850) 412-3749
Office of Health Information Exchange ..... Christopher Sullivan, PhD (850) 412-3780
Division of Operations
Deputy Secretary .................................................................. Karen Zeiler (850) 412-3605
Budget .............................................................................. Michele Tallent (850) 412-3815
Finance & Accounting.......................................................... Paula Shirley (850) 412-3820
Human Resources ............................................................ James Haynes (850) 412-3900
Support Services ......................................................... Cathy McEachron (850) 412-3887
Third Party Liability .......................................................... Jennifer Barrett (850) 412-4137
 Division of Information Technology
Interim Chief Information Officer ............................. .............. Scott Ward (850) 412-4800
Customer Service & Support ............................................ John Edwards (850) 412-4850
Applications Development and Support ................................ Ken Walker (850) 412-4855
Information Technology Strategic Planning & Security .......... Scott Ward (850) 412-4844
Enterprise Infrastructure .................................................Andrew Burgess (850) 412-4824


General Counsel ............................................................... Justin Senior (850) 412-3630
Deputy General Counsel ....................................................... Bill Roberts (850) 412-3630
Chief Counsel for Medicaid................................................ Kim A. Kellum (850) 412-3630
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Chief Counsel for Facilities Regulation and Managed
Care ................................................................................ Thomas Hoeler (850) 412-3630
Chief Appellate Counsel ..................................................... Tracy Cooper (850) 412-3630
Agency Clerk .................................................................... Richard Shoop (850) 412-3630
 Inspector General .............................................................. Peter Williams (850) 412-3990
Medicaid Program Integrity ......................................... Michael Blackburn (850) 412-3977
Internal Audit .................................................. Damon Rodriguez (Acting) (850)-412-3980
Investigations ................................................................... Jerome Worley (850) 487-3990
HIPAA Privacy and Security Compliance.............................. John Collins (850) 412-3986

Page 7 of 202

Agency Mission and Goals

The mission statement establishes the reason for an Agency’s existence. It succinctly identifies
what the Agency does, why and for whom. The mission statement reminds everyone of the
unique purposes promoted and served by the Agency.

OUR MISSION
Better Health Care for all Floridians

OUR VISION
A health care system that empowers consumers, that rewards personal responsibility and where
patients, providers and payers work for better outcomes at the best price

OUR VALUES
Accountability – We are responsible, efficient and transparent.

Fairness – We treat people in a respectful, consistent and objective manner.

Responsiveness – We address people’s needs in a timely, effective, and courteous manner.

Teamwork – We celebrate and share our ideas.

SECRETARY’S PRIORITIES
The Secretary’s Priorities are drivers for setting performance standards, strategic direction and
commitment of Agency resources. The following priorities should be considered during
preparation of the Agency’s Long Range Program Plan, and Legislative Budget Requests:
1.

To use taxpayers’ resources as efficiently and effectively as possible and to safeguard
those resources from fraud.
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2.

To ensure that patients in Florida’s health care facilities are safe.

3.

To ensure that Medicaid beneficiaries get access to the services they need and have
improved health outcomes.

4.

To ensure that the Agency treats providers as partners in the effort to provide better
health care and that they are regulated fairly.

5.

To ensure that all health care consumers are empowered with information to make
informed choices about their health care and that technology is used efficiently and costeffectively to share health information with patients and providers.

6.

To make the Agency an employer of choice where employees believe their work is
meaningful, opinions matter, efforts are recognized and that the workplace exemplifies
the values of accountability, fairness, responsiveness and teamwork.
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Agency Goals

Priority

Agency
Goal

Goal Description
To combat fraud and abuse in the Florida Medicaid
Program.

Administration and Support

Goal 1

To maximize use of Agency resources by increasing
the efficiency and effectiveness of Agency operations
to achieve required outcomes and eliminate
unnecessary health facility regulations.

Health Care Regulation

To ensure that Medicaid beneficiaries get access
to the services they need and have improved
health outcomes.

Health Care Services

To increase the availability of transparent
health care data and information so consumers
are able to make informed choices about their
health care while utilizing technology efficiently
and effectively to share health information with
patients and providers.

Administration and Support

1.

2.

3.

4.

Goal 2

Goal 3

Goal 4
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Program

(Inspector General)

(Division of Health Quality Assurance)

(Division of Medicaid

(Florida Center for Health Information
and Policy Analysis)

5.
Goal 5

6
Goal 6

To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers.

Administration and Support

To provide innovative and cost effective technology
solutions in support of routine and emergency
operations while maintaining an excellent level of
customer service through the retention of quality staff.

Information Technology
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(Communications, and Legislative
Affairs)

(Division of Information Technology)

Agency Objectives
Office of the Inspector General
Goal 1: To combat fraud and abuse in the Florida Medicaid Program
Objective 1.A: To increase the amount of overpayments identified through detection
activities at a rate of nine percent per year through FY 2015-2016.
Objective 1.B: To increase the amount of overpayments collected as a result of audits
and investigations at a rate of nine percent per year through FY 2015-2016.
Objective 1.C: To increase the amount of overpayments prevented as a result of
prevention activities conducted by MPI at a rate of five percent per year through FY
2015-2016.
Objective 1.D: To increase the number of referrals sent to Agency divisions and other
state entities at a rate of seven percent per year through FY 2015-2016.
Division of Health Quality Assurance

Goal 2: To maximize use of Agency resources by increasing the efficiency and effectiveness of
Agency operations to achieve required outcomes and eliminate unnecessary health
facility regulations
Objective 2.A: To receive 50 percent of all facility license renewal applications
electronically via the Internet within five years.
Objective 2.B: To reduce the volume of Health Facility Regulation public record
requests handled using Agency resources by 50 percent by FY 2015-2016.
Objective 2.C: To increase the number of additional lives covered by health insurance
by 100,000 lives per year over each of the next five years.
Division of Medicaid
Goal 3: To ensure that Medicaid beneficiaries get access to the services they need and have
improved health outcomes.
Objective 3.A: To limit the growth in the per-member per-month (PMPM) expenditures
to eight percent or less under the Medicaid Reform 1115 Waiver. (The initial waiver was
implemented in July 1, 2006, and expires June 30, 2011)
Objective 3.B: To maintain or improve baseline performance on 100 percent of all
outcome measures developed under performance-based budgeting and the Long Range
Program Plan by FY 2013-2014, and to develop measures more in line with program
performance goals.
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Objective 3.C: To slow the growth in long-term care expenditures by $528 million by
converting a portion of the institutional care budget to community-based long-term care,
by FY 2015-2016.
Objective 3.D: To increase beneficiaries reported satisfaction with access to specialty
care services to 85 percent by FY 2014-2015.
Objective 3.E: To increase the extent of consumer directed care to four
programs/services, to include development of alternative options to Medicaid by FY
2014-2015.
Florida Center for Health Information and Policy Analysis
Goal 4: To increase the availability of transparent health care data and information so
consumers are able to make informed choices about their health care while utilizing
technology efficiently and effectively to share health information with patients and
providers.
Objective 4.A: To shorten the length of time required to process and post certified
patient data on the Agency for Health Care Administration’s (Agency) website,
FloridaHealthFinder.gov from 485 days in FY 2005-2006 to a maximum of 126 days
by FY 2015-2016. (The purpose of Objective 4.A is to promote streamlined and
enhanced data processing functions (collection, auditing, certification, database
upload, maintenance and dissemination) in a climate of growing production
demands for faster consumer accessibility to high quality health data information.
Objective 4.B: To increase the average daily number of persons who visit
FloridaHealthFinder.gov by 10 percent annually through FY 2015-2016.
Objective 4.C: To increase the number of prescriptions submitted electronically in
Florida at a rate of 25 percent annually through FY 2015-2016.
Offices of Communications/Media Relations, and the Office of Legislative Affairs
Goal 5: To promote and advance the mission and objectives of the Agency through increased
communications with the general public, media, Agency stakeholders, and federal and state
policy makers.
Objectives 5.A: To increase by two percent annually, through FY 2015-2016, the
number of contacts made through the Agency’s Communications and Legislative Affairs
offices with the general public, media, state and federal officials to educate and provide
information about the Agency’s issues and priorities, and Florida’s health care delivery
system.
Objectives 5.B: To increase the percentage of how often correspondence and media
requests were responded to on time through fiscal year 2015-2016 to ensure the people
of Florida are responded to in a timely matter.
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Division of Information Technology
Goal 6: To provide innovative and cost effective technology solutions in support of routine and
emergency operations while maintaining an excellent level of customer service through the
retention of quality staff.
Objective 6. A: To ensure 100 percent of the Division of Information Technology’s (I.T.)
projects align with the Agency for Health Care Administration’s “AHCA-celerate” initiative
By FY 2014-2015. (The AHCA-celerate initiative was chartered in November 2008 to
reduce unnecessary regulation and allow technology to become a solution to
streamlined business process improvements within the agency.)
Objective 6. B: By FY 2014-2015, to provide 100 percent customer service, at all times,
to all people and organizations that interact with or depend on the Division of Information
Technology for technology support and solutions.
Objective 6. C: By FY 2015-2016 to achieve a staff retention rate of 92 percent through
use of improved training opportunities, better work environment, and total compensation.
Objective 6. D: To maintain a 99.99 percent up-time availability of critical network
services during normal business operations through FY 2015-2016.
Objective 6. E: To extend remote computing capabilities to 70 percent of appropriate
users by FY 2015-2016 so that the Agency may continue to operate in the event of a
disaster or pandemic.
Objective 6. F: By FY 2015-2016 to identify and secure 99 percent of confidential or
sensitive data that resides on, or passes through, the Agency for Health Care
Administration’s Network Services.
Objective 6. G: By FY 2015-2016 to be 75 percent complete in the development,
piloting, and implementation of a comprehensive Information Technology Risk
Management Program. The elements of the program will include (but not limited to):
•

A classification of types of risks and lexicon of Agency-specific Program
terminology;

•

A methodology for identification of risks and development of associated
mitigation strategies;

•

Meaningful operational metrics and executive dashboard metrics;

•

Policies and procedures for support of, and engagement with the Risk
Management Program; and,

•

A process for iterative Risk Management Program evaluation and evolution.

Page 14 of 202

Agency Service Outcomes and Performance Projection Tables
Office of the Inspector General
Service Outcome Measure 1.A: Amount, in millions, of overpayments identified by the
Agency for Health Care Administration
Service Outcome Measure Projection Table 1.A:
Baseline/Year
FY 2006-2007
Projected amount,
in millions, of
overpayments
identified by the
Agency
$35,700,000*

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

9%

9%

9%

9%

9%

$43,796,924

$45,110,832

$46,464,157

$47,858,082

$49,293,824

*2008-2009 Report: The State’s Efforts to Control Medicaid Fraud and Abuse

Service Outcome Measure 1.B: Amount, in millions, of overpayments collected by the
Agency for Health Care Administration
Service Outcome Measure Projection Table 1.B:
Baseline/Year
FY 2003-2004
Projected amount
of overpayments
collected by the
Agency
$16,674,293

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

9%

9%

9%

9%

9%

$31,148,721

$33,952,106

$37,007,795

$40,338,497

$43,968,961

Service Outcome Measure 1.C: Amount, in millions, of prevented overpayments to
Medicaid providers (cost avoidance)
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Service Outcome Measure Projection Table 1.C:
Baseline/Year
FY 2008-2009
Amount, in
millions, of
overpayments
prevented (cost
avoided) by MPI
detection and
prevention
activities
$18,900,000

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

5%

5%

5%

5%

5%

$21,879,113

$22,973,068

$24,121,722

$25,327,808

$26,594,198

Service Outcome Measure 1.D: Amount of referrals sent to the Department of Health,
Florida Department of Law Enforcement, AHCA Division of Health Quality Assurance,
AHCA Division of Medicaid, and the Medicaid Fraud Control Unit within the Office of the
Attorney General
Service Outcome Measure Projection Table 1.D:
Baseline/Year
FY 2007-2008

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

Amount of
referrals that MPI
will send to the
Departments of
Health, Florida
Department of
Law
Enforcement,
AHCA Division of
Health Quality
Assurance,
AHCA Division of
Medicaid, and the
Medicaid Fraud
Control Unit

7%

7%

7%

7%

7%

535

701

750

803

859

919
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Division of Health Quality Assurance
Service Outcome Measure 2.A: The number of license renewal applications received
electronically via the Internet
Service Outcome Measure Projection Table 2.A:

Baseline/Year

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

0

1,730

3,460

5,190

6,920

0%

20%

40%

60%

80%

FY 2008-2009
Average annual
number of renewal
applications
8,649
Percent
applications
received via
Internet
0%

(The Agency currently receives all applications from health care facilities in paper copy,
including renewals. Each form must be signed and, depending upon the program, some must
also be notarized before they can be accepted. To accept electronic applications over the
Internet, the Agency must establish a web based linking program connected to Versa
Regulation (the licensure tracking and regulatory system database) and develop/manage
software and individual passwords to enable provider use of such programming. Those efforts
are currently in process. During the CY 2006 legislative session, the Agency secured passage
of the Health Care Licensing Procedures Act (Chapter408, Part II, Florida Statutes). This
uniform licensure statute enables the Agency to promulgate rules requiring electronic
submission of documents. The Agency will use this rule authority to require electronic renewal
applications via the Internet. For the project to be a success, it must also include the ability to
accept e-payments from the Internet site. E-applications of this type have met with success in
other states as well as in other Florida agencies and in the Agency’s own Background
Screening System, which was shut down August 1, 2010 in favor of electronic fingerprinting
through numerous vendors. The Agency is making progress more slowly than originally
anticipated with its “e-gateway” (web based) programming to implement on-line licensure
applications due to a lack of available resources. However, if appropriate funding is secured in
2011, it is reasonable to expect the system will be implemented in late CY 2012 or CY 2013.
Consequently, we anticipate an 80 percent e-renewal application rate by FY 2015-2016.)
Service Outcome Measure 2.B: The number of public records requests handled by the
Agency’s Division of Health Quality Assurance
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Service Outcome Measure Projection Table 2.B:

Baseline/Year

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

2,886

2,556

2,245

1,938

1,604

10%

20%

30%

40%

50%

FY 2008-2009

Number of public
record requests
handled by the
Division of Health
Quality
Assurance
3,207
Percentage
reduction in the
public records
requests handled
by the Division of
Health Quality
Assurance

(This service measure relates to streamlining Agency operations to enable increased
productivity with existing FTE (full time equivalent position) resources. Failure to streamline
operations will result in the need to increase staffing to meet the increasing demands of
licensure and regulation programs. Automation of document management is one way in which
streamlining has been accomplished. All segments of the automated document management
system have been implemented in the Division of Health Quality Assurance. We have seen a
very small reduction from 3,723 in FY 2003-2004 to 2,942 in Fiscal Year (FY) 2009-2010 in the
numbers of public information requests made to the Division, but public information requests
have still not been reduced to the levels originally anticipated. Most such requests continue to
come into the long term care services area. On average, responses to public information
requests are completed in less than 15 days. Toward the middle of FY 2008-2009, the Agency
placed all of its inspection reports online in a publicly available, searchable database attached
to FloridaHealthFinder.gov. This site is refreshed nightly from the Versa Regulation data base.)
Service Outcome Measure 2.C: The number of additional lives covered by health insurance
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Service Outcome Measure Projection Table 2.C:

Baseline Year
FY 2008-2009

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

The number of
Uninsured
Floridians that
have obtained
insurance under
AHCA sponsored
programs

100,000

200,000

300,000

400,000

500,000

3,757

(In view of the failure of Health Flex plans to decrease the numbers of uninsured Floridians, the
Governor and the Legislature each supported additional options for increasing health care
insurance during the CY 2008 legislative session. One of these opportunities to increase health
insurance is the Cover Florida Health Care Program, developed by Governor Crist. The other is
the Florida Health Choices Corporation, designed by the Legislature. Both are now
operational. Cover Florida Health Care is fully operational and Florida Health Choices Board
has been established. These plans will be discussed further under Trends and Conditions as
will the impact of the Patient Protection and Affordable Care Act and the Health Care and
Education Affordability Act, which requires nearly everyone to have health insurance by 2014.)
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Division of Medicaid
Service Outcome Measure 3. A: Target weighted PMPM by State Fiscal Year
Service Outcome Measure Projection Table 3. A: Target Weighted PMPM by State Fiscal
Year
Baseline/Year
FY 2006-2007
Projected
PMPM with
8% Growth

FY 20112012

FY 20122013

FY 20132014

FY 20142015

FY 2015-2016

$446.56

$482.29*

$520.87*

$606.95*

$607.54*

$367.18

$396.55

$428.27

$462.53

$499.53

$328.24

Actual PMPM
$269.89

*Assumes Waiver is renewed for additional years
Service Outcome Measure 3. B: Percent of outcome measures maintained or improved in
Medicaid’s performance-based outcome indicators
Service Outcome Measure Projection Table 3. B: Performance Based Medicaid Outcome
Indicators tracked over time.
Baseline/Year
FY 2007-2008
Number of
outcome
measures

FY 20102011

FY 20112012

FY 20122013

FY 20132014

FY 2014-2015

12

12

20

20

20

33
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Baseline/Year
FY 2007-2008
Number of
outcome
measures
maintained or
improved

FY 20102011

FY 20112012

FY 20122013

FY 20132014

FY 2014-2015

10

8

18

20

20

83%

67%

95%

100%

100%

N/A

Percent of
outcomes
maintained or
improved
N/A

Only 12 of the current “approved” measures are actual outcomes (i.e., performance measures).
The other measures are output measures, or counts, that do not have relevant performance
goals attached. The Agency has submitted a budget amendment to revise and update the
measures to bring them more in line with programmatic goals. Under that amendment, the total
number of performance/outcome measures will equal 20 through deletion, revision or
replacement of existing measures. That amendment is still pending.
Service Outcome Measure 3. C: Long-term care savings in millions over current projections
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Service Outcome Measure Projection Table 3. C: Projected Long Term Care (LTC)
Expenditures (in millions).
Baseline/Year
FY 2005-2006

FY 20112012

FY 20122013

FY 20132014

FY 20142015

FY2015-2016

$3,114

$3,252

$3,395

$3,544

$3,700

$2,778

$2,872

$2,969

$3,069

$3,172

$336

$380

$426

$475

$528

Current LTC
Projections
$2,423

Revised LTC
Projections
$2,294

LTC Savings
$129

Table excludes Medicare nursing home crossover payments.
Service Outcome Measure 3. D: Percent of MediPass adult patients who needed specialty
care who reported it was not a problem to obtain specialty care
Service Outcome Measure Projection Table 3. D:
Baseline/Year
FY 2005-2006
Percent of
MediPass
patients that
reported
satisfaction
with access
to specialty
care.

FY 20112012

61%

FY 20122013

77%

FY 20132014

80%

FY 20142015

83%

FY2015-2016

85%

68%

Service Outcome Measure 3. E: Number of services/programs available to low–income
recipients that utilize principals of consumer driven care
Service Outcome Measure Projection Table 3. E: Services/programs with consumer directed
incentives
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Baseline/Year
FY 2003-2004
Services/pro
grams with
consumer
directed
incentives

FY 20112012

FY 20122013

FY 20132014

3

3

4

1
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FY 2014-2015

4

FY2015-2016

4

Florida Center for Health Information and Policy Analysis
Service Outcome Measure 4.A: The average number of days between receipt of certified
patient data and posting that data on the Agency’s website, FloridaHealthFinder.gov
Performance Projection Table 4.A:
Baseline/
Year

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-15

FY2015-2016

310

248

198

158

126

20 %

20 %

20 %

20 %

20 %

FY 2005-2006
Number of
days from
data receipt
to posting
on website
485
Percent
decrease in
days to
post data
on website

20 %

Service Outcome Measure 4.B: The average daily number of website visits to
FloridaHealthFinder.gov. This measure more accurately reflects the number of people who
access the website, instead of the number of times any page within the website is opened.
Ordinarily, a person will have one session in which many pages are opened. The baseline
number below is taken from FloridaHealthFinder.gov
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Performance Projection Table 4.B:
Baseline/Year
FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

4,550

5,005

5,505

6,055

6,661

10%

10%

10%

10%

10%

FY 2006-2007
Average
number of
sessions on
website per
day
3,107
Percent
increase in
the number of
sessions
begun per day
10%

Service Outcome Measure 4.C: The number of new and refill prescriptions that are sent
electronically as a percentage of all prescriptions
Performance Projection Table 4.C:
Baseline/Year
FY 2010-2011

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

2,750,000

3,500,000

4,250,000

5,125,000

5,875,000

25%

25%

25%

25%

25%

Number of Florida
prescriptions that
are sent
electronically
1,974,486

Annual percent
increase in
number of
E-Prescriptions
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The Office of Communications and Multi-Media Relations, and the Office of
Legislative Affairs
Service Outcome Measure 5.A: Number of correspondence pieces tracked by the Agency’s
Correspondence Unit
Service Outcome Measure Projection Table 5.A. (1):
Baseline/Year
FY 2006-2007
Number of
correspondence
pieces tracked by
the Agency’s
Correspondence
Unit
6,234
Annual percent of
increase
2%

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

7,102

7,244

7,389

7,536

7,686

2%

2%

2%

2%

2%

(Please note that factors outside of Agency control strongly impact the number of
correspondence pieces received and tracked by the Agency. This may result in significant
increases and/or decreases over time that fall outside of the parameters of this projection.)
Service Outcome Measure 5.A. (2): The number of individual contacts received by the
Communications Office from media representatives
Service Outcome Measure Projection Table 5.A. (2):
Baseline/Year
FY 2007-2008
Number of
contacts received
by the Agency’s
Communication
Office from media
representatives

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

954

973

992

1,012

1,032

2%

2%

2%

2%

935
Annual percent of
increase

2%

2%

(Please note that factors outside of Agency control strongly impact the number of media
contacts received and tracked by the Agency. This may result in significant increases and/or
decreases over time that fall outside of the parameters of this projection.)
Service Outcome Measure 5.A. (3): The number of design and production projects completed
by the Multimedia Unit
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Service Outcome Measure Projection Table 5.A. (3):
Baseline/Year
FY 2007-2008
Number of design
and production jobs
completed by
Agency’s
Multimedia Unit

FY 2011-2012

FY 2012-2013

FY 2013-2014

809

825

842

2%

2%

2%

FY 20142015

FY 2015-2016

858

857

2%

2%

793
Annual percent of
increase
2%

(The FY 2007-2008 baseline was selected as it models outputs for a standard year not
associated with increased activity associated with the Medicaid Demonstration Project. Please
note that factors outside of Agency control strongly impact the number of design and production
jobs received and tracked by the Agency. This may result in significant increases and/or
decreases over time that fall outside of the parameters of this projection.)
Service Outcome Measure 5.B: The percentage of how often correspondence and media
request are responded to on time
Service Outcome Measure Projection Table 5.B. (1):
Baseline/Year
FY 2009-2010

Percent of
correspondence
responded to on
time

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

87.5%

89.25%

91%

92.8%

94.6%

2%

2%

2%

2%

2%

85.8%

Annual percent
of increase
2%

(The FY 2009-2010 baseline was selected as it was the first year the Communications Office
began presenting how often correspondence was responded to on time to Agency
management. This has played a significant role on how the Agency responds to requests.)
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Service Outcome Measure Projection Table 5.B. (2):
Baseline/Year
FY 2009-2010

Percent of media
requests
responded to on
time

FY 2011-2012

FY 2012-2013

FY 2013-2014

90%

91%

92%

FY 2014-2015

FY 2015-2016

93%

94%

80.26%

(The FY 2009-2010 baseline was selected as it was the first year the Communications Office
began presenting how often media requests were responded to on time to Agency
management. This has played a significant role on how the Agency responds to requests. The
90 percent for FY 2011-2012 was selected because it came to the attention of the
Communications Office that some staff were not previously using proper tracking methods in the
FY 2009-2010. The Communications Office feels it can and should respond to media requests
on time at least 95 percent of the time and will work to achieve this goal over the next five
years.)
Service Outcome Measure 5.C: The number of constituent and legislative inquiries handled by
the Legislative Affairs Office
Service Outcome Measure Projection Table 5.C:
Baseline/Year
FY 2010-2011
Number of
constituent and
legislative
inquiries handled
by the Legislative
Affairs Office

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

FY 2015-2016

1045

1065

1087

1108

1130

2%

2%

2%

2%

2%

1024
Annual percent of
increase

2%

The baseline data and five year projections are revised from last year’s LRPP due to more
accurate tracking. Current tracking now includes telephone calls too.
Service Outcome Measure 5.D: The number of legislative bills tracked and analyzed by the
Office of Legislative Affairs
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Service Outcome Measure Projection Table 5.D):
Baseline/Year
FY 2006-2007
Number of
legislative bills
tracked and
analyzed

FY 2011-2012

FY 2012-2013

FY 2013-2014

FY 2014-2015

151

154

157

160

2%

2%

2%

2%

FY 2015-2016

163

148
Annual percent of
increase
2%

2%

(The baseline data and five year projections are revised from last year’s LRPP due to more
accurate tracking.)
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Information Technology
Service Outcome Measure 6. A: The percentage of Information Technology’s (I.T.) projects
that align with the Agency for Health Care Administration’s “AHCA-celerate” initiatives
Service Measure Projection Table 6. A:
Baseline Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

FY 2014–2015

FY 2015–2016

20%

30%

50%

90%

100%

100%

Service Outcome Measure 6. B: Percentage of all customers with at least one substantive
interaction with the Division of Information Technology rating their experience as “satisfied or
higher” based on the averaged results of all customer satisfaction surveys for the fiscal year
Service Measure Projection Table 6. B:
Baseline Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

FY 2014–2015

FY 2015–2016

98%

98%

99%

100%

100%

100%

Service Outcome Measure 6. C: Information Technology’s annual retention rate
Service Measure Projection Table 6. C:
Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

FY 2014–2015

FY 2015–2016

87%

88%

89%

91%

91%

92%

(Retention rate – The number of qualified staff, expressed as a percentage, who remain
employed by the Agency from year to year.)
Service Outcome Measure 6. D: Percent of availability of critical network services (“up-time”)
to authorized users during normal business operations
Service Measure Projection Table 6. D:

Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

FY 2014–2015

FY 2015–2016

99.99%

99.99%

99.99%

99.99%

99.99%

99.99%
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(Mission critical network services are: enterprise E-mail, Active Directory, network firewalls and
related systems, voice over IP (VOIP), and network shares/user shares. Downtime is needed
and used to apply necessary network system maintenance.)
Service Outcome Measure 6. E: Percentage Agency staff prepared for remote mobility to
perform mission essential functions in the event of a disaster or pandemic
Service Measure Projection Table 6. E:
Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

35%

42%

49%

56%

FY 2014–2015

FY 2015–2016

63%

70%

(The Agency’s goal is to have 70 percent of its work force equipped to work remotely by 2015,
as needed, in the event of a disaster or pandemic. Currently, 35 percent of the Agency’s work
force is able to perform routine duties remotely (based on estimates – approximately 595 of
1700 staff are equipped to work remotely). The five-year plan requires that 119 PCs a year (or
seven percent each year) are upgraded to a mobile computing platform, either through virtual
PC technologies or hardware replacement (replacing PCs with laptops).
Service Outcome Measure 6. F: The percentage of Agency for Health Care Administration
secured e-mail verified through e-mail encryption server reporting
Service Measure Projection Table 6. F:
Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

95%

96%

97%

98%

FY 2014–2015

FY 2015–2016

99%

99%

Secure against disclosure – data shall be secured against the variety of threats currently in
existence. Specifically:
•

intentional efforts to destroy, alter, or steal data through ‘cybercrime’ (hacking, Trojan
horse programs, communication interception, etc.);

•

intentional, external efforts to destroy, alter, or steal data through human efforts (illegal
physical access to the site, falsification or theft of valid credentials, etc.);

•

intentional, internal efforts to destroy, alter, or steal data by authorized personnel or
outside persons and complicit authorized staff;

•

accidental disclosure of data through human action where possible (failure to follow
security protocol, loss of portable storage devices, etc.); and,

•

other threats as may be identified in rapidly evolving technology environment.

Designated systems are E-mail networked file storage (“shares”), enterprise relational database
management systems.
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Service Outcome Measure 6. G (1): Progress towards completion of developing, piloting, and
implementation of the Risk Management Program. (The progress of this initiative will be
measured by Microsoft Project Server which can measure how many IT projects have a risk
management component in IT project planning.)
Service Measure Projection Table 6. G(1):
Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

20%

25%

50%

60%

FY 2014–2015

70%

FY 2015–2016

75%

Service Outcome Measure 6. G (2): Ratio of risks realized to risks prior-identified through
proper implementation of the IT risk management program. (In order to measure this outcome
measure, the division will need to include risk management plans with each IT project and
measure it through Microsoft Project Server and show the percentage from the statistics
gathered through project planning reports. This risk management initiative commenced in FY
2010-2011.)
Service Measure Projection Table 6. G (2):
Baseline/Year FY
2010–2011

FY 2011–2012

FY 2012–2013

FY 2013–2014

FY 2014–2015

FY 2016–2016

n/a

n/a

n/a

50%

75%

75%

(Risks realized – “risks realized” are those events which materially affect: a Division project, the
execution of routine Division responsibilities, or the fundamental elements of the Division itself
(thereby jeopardizing the Division’s ability to fulfill its duties, such as wholesale replacement of
leadership, significant budget cuts or layoffs. Specifically, risks realized are those events
defined by the Risk Management Program’s Risk Classifications as “Risks.”)
(Risks prior-identified – a “risk prior-identified” is a risk identified in accordance with the Risk
Management Program’s methodology before the risk becomes realized (if it is realized at all).
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Linkage to Governor’s Priorities

Governor’s Priorities
1. Protecting Our Communities

Agency’s Goals that Support Governor’s Priorities
Goal 1: To combat fraud and abuse in the Florida
Medicaid Program
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media, Agency
stakeholders, and federal and state policy makers

2. Strengthening Florida’s
Families

Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media, Agency
stakeholders, and federal and state policy makers

3. Keeping Florida’s Economy
Vibrant

Goal 1: To combat fraud and abuse in the Florida
Medicaid Program
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media, Agency
stakeholders, and federal and state policy makers

4. Success for Every Student

None

5. Keeping Floridians Healthy

Goal 1: To combat fraud and abuse in the Florida
Medicaid Program
Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes
Goal 4:To increase the availability of transparent
health care data and information so consumers are
able to make informed choices about their health
care while utilizing technology efficiently and
effectively to share health information with patients
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and providers
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers
Goal 6: To provide innovative and cost effective
technology solutions in support of routine and emergency
operations while maintaining an excellent level of
customer service through the retention of quality staff

6. Protecting Florida’s Natural
Resources

None
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Linkage to Secretary’s Priorities

1

Secretary’s Priorities

Agency Goals that Support Secretary’s Priorities

To use taxpayers’ resources
as efficiently and effectively as
possible and to safeguard
those resources from fraud.

Goal 1: To combat fraud and abuse in the Florida Medicaid
Program
Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes

2

To ensure that patients in
Florida’s health care facilities
are safe.

Goal 1: To combat fraud and abuse in the Florida Medicaid
Program
Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers

3

To ensure that Medicaid
beneficiaries get access to the
services they need and have
improved health outcomes.

Goal 1: To combat fraud and abuse in the Florida Medicaid
Program
Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes
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4

To ensure that the Agency
treats providers as partners in
the effort to provide better
health care and that they are
regulated fairly.

Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers

5

6

To ensure that all health care
consumers are empowered
with information to make
informed choices about their
health care and that
technology is used efficiently
and cost-effectively to share
health information with
patients and providers.

To make the Agency an
employer of choice where
employees believe their work
is meaningful, opinions
matter, efforts are recognized
and that the workplace
exemplifies the values of
accountability, fairness,
responsiveness and
teamwork.

Goal 3: To ensure that Medicaid beneficiaries get
access to the services they need and have improved
health outcomes
Goal 4: To increase the availability of transparent
health care data and information so consumers are able
to make informed choices about their health care while
utilizing technology efficiently and effectively to share
health information with patients and providers
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers
Goal 2: To maximize use of Agency resources by
increasing the efficiency and effectiveness of Agency
operations to achieve required outcomes and eliminate
unnecessary health facility regulations
Goal 5: To promote and advance the mission and
objectives of the Agency through increased
communications with the general public, media,
Agency stakeholders, and federal and state policy
makers
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Trends and Conditions Statements
Office of the Inspector General
The purpose of the Office of the Inspector General (OIG) is to provide a central point for the
coordination of, and responsibility for, activities that promote accountability, integrity, and
efficiency within the Agency for Health Care Administration (Agency). This purpose is carried
out, in part, by the work of the Bureau of Medicaid Program Integrity (MPI). The Florida
Medicaid program is a $20.7 billion program with over 80,000 providers providing Medicaid
services to more than 2.7 million recipients. Section 409.913, Florida Statutes and Title 42,
Code of Federal Regulations (CFR) mandate that the Agency shall operate a program to
oversee the activities of Florida Medicaid recipients, and providers and their representatives, to
ensure that fraudulent and abusive behavior and neglect of recipients is reduced to the
minimum extent possible and to recover overpayments and impose sanctions as appropriate.
In the Medicaid program, the key indicator of fraud and abuse is overpayments. MPI is charged
with preventing, finding, auditing and initiating the recovery of overpayments, as well as
overseeing the integrity of the State’s Medicaid program. In addition, the Bureau of MPI
continues to ensure the Medicaid program is managed in accordance with state and federal
mandates. To this regard they participated in the recent contract selection of a replacement
Medicaid Fiscal Agent and were involved in the development and installation of an improved
Florida Medicaid Management Information System (FMMIS). The Medicaid Fiscal Agent
contract went live on July 1, 2008. The new contract requires the Fiscal Agent to make technical
resources available to OIG/MPI that may be used to produce statistical information from
complex Decision Support System (DSS) algorithms. These algorithms permit the Agency to
identify violations of unbundling services, exceeding hour or age limit thresholds, etc. On
November 1, 2008, the FMMIS/DSS system was populated with a complete history of paid
claims data. MPI continues to work with the Medicaid Fiscal Agent to identify violations in the
Medicaid program.
On February 8, 2006, President George W. Bush signed the Deficit Reduction Act of 2005. In
this legislation, Congress directed CMS to establish the Medicaid Integrity Program (MIP). The
Act is based on four key principles:


National leadership in Medicaid program integrity;



Accountability for the program’s activities and those of its contractors and the states;



Collaboration with internal and external partners and stakeholders; and,



Flexibility to address the ever-changing nature of Medicaid fraud.

As part of its MIP initiative, CMS’s subcontractors are reviewing Florida’s Medicaid claims
history data and are conducting on-site audits throughout the state. The Agency hopes this
combined cooperation between state and federal organizations will assist in identifying more
fraud prevention and monetary recovery opportunities and assist in identifying areas where
state policy needs to be strengthened.
All states and the Centers for Medicare and Medicaid Services (CMS) share responsibility for
protecting the integrity of the Medicaid program. States are responsible for ensuring proper
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payment and recovering misspent funds. CMS has a role in facilitating states’ program integrity
efforts and seeing that states have the necessary processes in place to prevent and detect
improper payments. MPI continues to work with CMS in a Medicaid federal audit program. Eight
states are participating in this program (Florida, Illinois, Louisiana, New Jersey, New York, North
Carolina, Texas, and Wisconsin).
Through this program, CMS facilitates the sharing of health benefit and claims information
between state Medicaid and federal Medicare programs. For example, it arranged for Medicaid
officials to gain access to confidential provider information contained in Medicare’s restricted
fraud alerts (a warning against emerging schemes), provider suspension notices, and
databases. One of the Medicare-Medicaid information-sharing activities is a data match pilot
that received funding from several sources. The purpose of this state-operated pilot is to identify
improper billing and utilization patterns by matching Medicare and Medicaid claims information
on providers and beneficiaries. Such matching is important, as fraudulent schemes can cross
program boundaries.
MPI’s prevention, detection, and recoupment efforts continue to identify improper billing and
fraudulent schemes in the Medicaid program. During FY 2008-2009, MPI prevention efforts
resulted in cost savings of $18.9 million. Actual overpayments recovered total $50.3 million for
the same fiscal year. In order to improve efforts, MPI continues to work closely with MFCU and
other state entities through referrals. For FY 2009-2010, there were 198 referrals to the
Medicaid Fraud Control Unit. Referrals to the Florida Department of Law Enforcement increased
to 117. All referrals were up 60 percent to 894. See Figure 1-1 for a complete look of referrals
from FY 2006-2007 through FY 2009-2010.
Figure 1-1
MPI Referrals
Referrals
Department of Health
FL Department of Law Enforcement
AHCA Division of Health Quality
Assurance
AHCA Division of Medicaid
Medicaid Fraud Control Unit
Others
Total

FY 06-07
181
1

FY 07-08
70
13

42

59

FY 08-09
163
40
56

FY 09-10
108
117
40

82
212
44

48
218
127

60
123
118

67
198
364

562

535

560

894

Every year, the Agency and the Medicaid Fraud Control Unit (MFCU) of the Office of the
Attorney General submit a joint report to the Legislature titled, The State’s Efforts to Control
Medicaid Fraud and Abuse. This report contains the following:


Number of cases opened and investigated each year;



Sources of the cases opened;



Disposition of the cases closed each year;
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Amount of overpayments alleged in preliminary and final audit letters;



Number and amount of fines or penalties imposed;



Any reductions in overpayment amounts negotiated in settlement agreements or by
other means;



Amount of final Agency determinations of overpayments;



Amount deducted from federal claiming as a result of overpayments;



Amount of overpayments recovered each year;



Amount of cost of investigation recovered each year;



Average length of time to collect from the time the case was opened until the
overpayment is paid in full;



Amount determined as uncollectible and the portion of the uncollectible amount
subsequently reclaimed from the Federal Government;



Number of providers, by type, that are terminated from participation in the Medicaid
program as a result of fraud and abuse; and,



All costs associated with discovering and prosecuting cases of Medicaid overpayments
and making recoveries in such cases.

As a result of the cooperation between the Agency and MFCU, the United States Department of
Health and Human Services named Florida one of only three states that referred more than 100
fraud cases to their states’ Attorney General’s office in FY 2005-2006. In FY 2009-2010, the
Agency sent 198 referrals to MFCU for investigation.
Combating fraud and abuse in the Florida Medicaid program is the Agency’s highest priority.
All divisions of the Agency work with the Medicaid Fraud Control Unit, the Department of Health,
the Agency for Persons with Disabilities, the Centers for Medicare and Medicaid Services, law
enforcement, and other agencies as needed. Regular meetings of the organizations involved
help to ensure coordination and improve communication. The Agency will continue to work with
local, state, and federal law enforcement and prosecutorial agencies to stop criminals, reduce
fraud, and protect the integrity of the Florida Medicaid program. Current staffing levels may not
be adequate to meet all the anticipated challenges we will encounter during the next five years
covered by this Long Range Program Plan (LRPP). Additional staff will increase overpayments
recouped and enhance return on investment.
In the normal course of business and to accomplish our goals of increasing recovery over the
next five years and of preventing, reducing and mitigating health care fraud in the Medicaid
program, MPI will use available resources in the most effective and efficient manner to focus on
designated crisis locations and provider types. Medicaid Program Integrity will work
collaboratively with other divisions in the Agency, as well as with other state and federal
agencies. MPI will continue generating quality referrals by our field and detection units and will
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continue to post Agency actions against health care providers on the health care fraud data
Web site. Posting this information will facilitate the electronic exchange of health care fraud
information between those agencies tasked with regulating health care providers. MPI will
provide oversight for managed care by reviewing the compliance of various plans with
applicable contract language, recommending enhancements to such contract language, and
developing an audit program.
In general, we will strive to continue to increase prevention, detection, and recovery efforts. The
following details the activities of prevention, detection, and recovery efforts.
Detection
The Data Detection Unit detects potential fraud and abuse in the Medicaid program. This unit is
responsible for developing generalized analyses and providing programming support for other
MPI units. They also facilitate provider self audits and coordinate Medicaid policy clarification
requests. Data detection efforts are geared to detect violations through several detection
methods. On the basis of apparent violations, investigations are conducted to determine
whether overpayments exist. Recoveries of any overpayments are initiated or referrals to
outside agencies are recommended. The Data Detection section utilizes various tools,
resources and reports in an effort to identify Medicaid fraud and abuse activities. Detection
efforts by MPI can be initiated by leads from complaints, other regulatory announcements or
actions, incoming referrals, newspaper articles or advertisements, Explanation of Medicaid
Benefits (EOMBs), leads from Medicaid, and the Medi-Medi partnership with the Medicare
program. Data mining with internally developed advanced detection software and software
supplied by the fiscal agent contractor are other sources used to detect fraud and abuse. Data
detection and research units will continue to improve methodologies and tools for data analysis
including reviewing possibilities of vendor assisted participation.
As part of their continued efforts to detect potential fraud and abuse in the Medicaid program,
the data detection unit, MPI, and the Agency will contract with an outside vendor to provide
additional comprehensive and generalized audits. The qualified vendor will provide postpayment identification and recovery of improper payments on behalf of the Florida Medicaid
program. The selected vendor will identify Medicaid providers to be audited and will report back
to the Agency with supporting documentation justifying those findings. Supporting
documentation for each audit will be gathered from Medicaid Decision Support System (DSS)
queries, and medical records supplied by providers. The detailed findings of the audits will be
stored in the Agency’s Fraud and Abuse Case Tracking System (FACTS). The vendor will be
required to submit to the Agency a quarterly report summarizing the quality assurance activities
and findings.
Prevention
Prevention efforts enhance the efficiency of the Medicaid Program in that detection, auditing
and recovery of prevented overpayments become unnecessary. Stopping overpayments before
they happen avoids recovery costs and allows those funds to be used as intended. Prevention
efforts by MPI include the following:


The use of prepayment reviews to identify improper claims and deny payment;



Recommendations for termination of providers suspected of misusing the Medicaid
program;
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The use of a provision of law that allows Medicaid to decline reimbursement for
prescription drugs prescribed by practitioners who have been terminated from the
Medicaid program;



Site visits by field staff;



Focused projects to address areas most susceptible to fraud and abuse that have a
deterrent effect and that result in cost savings for the Medicaid program;



EOMBs to recipients verifying receipt of services;



Sanctions as appropriate under Rule 59G-9.070 Florida Administrative Code;



Referrals to other regulatory and law enforcement entities that may result in restrictions
on providers’ abilities to continue to participate in the Medicaid program and that serve
as a deterrent; and,



Other measures that allow the Agency to better oversee its network of providers.

During FY 2008-2009, prevention efforts resulted in a cost savings of $18.9 million. The
objective is to increase the costs avoided as a result of prevention efforts. Figure 1-2 illustrates
the activities dedicated to Prevention Efforts during FY 2008-2009.
Figure 1-2
MPI Prevention of Overpayments (millions)
Activity
Prepayment Review
Termination of Providers
Focused Projects
Denial of Reimbursement for
Prescription Drugs
Policy Changes
Site Visits
Fine Sanctions Imposed
Total

FY 05-06 FY06-07
FY 07-08
5.5
4.8
4.2
13.3
13.2
5.4
11.4
5.0
9.8

FY 08-09
5.8
3.2
2.6

5.9

0.8

0.5

0.3

0.9
n/a
0.3

2.4
2.8
0.4

n/a
1.8
0.1

n/a
6.5
0.5

$37.3

$29.4

$21.6

$18.9

Recovery
Investigation and recovery efforts by MPI include comprehensive audits involving reviews of
professional records, generalized analyses involving computer-assisted reviews of paid claims
for compliance with Medicaid policies, paid claim reversals involving adjustments to incorrectly
billed claims, focused audits involving reviews of certain types of providers in specific
geographic areas, and referrals to MFCU and other regulatory and enforcement agencies.
Investigations into allegations and indications of violations of Medicaid policy fall into three
categories:
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MPI-conducted audits,



Paid claims reversals by MPI, and



Vendor-assisted audits.

Figure 1-3 illustrates the amount, in millions, recovered during FY 2004-2005 through FY 20082009:
Figure 1-3
MPI Recovery of Overpayments (millions)
Activity
FY 04-05
MPI Audits(Collections by F&A )
$12.2
Paid Claims Reversals
1.5
TPL Contractor Asst. Claims
7.4
Adj.
Total

$21.1

FY 05-06
$16.3
0.9

FY 06-07
$18.8
0.7

FY 07-08
$14.9
0.5

FY 08-09
$15.4
0.3

10.8

15.0

12.8

34.6

$28.0

$34.5

$28.2

$50.3

Next Steps
To improve the detection, prevention, and recovery of Medicaid overpayments due to fraud and
abuse, the legislature passed Senate Bill 1986 during the 2009 Legislative Session which
amended, in part, §§ 409.913, F.S.
Data Connectivity
New provisions added to §409.913, F.S. require the Agency to connect all databases that
contain health care fraud information. Database connectivity is necessary to facilitate the
electronic exchange of health information between state and federal entities. Pursuant to §
409.913 (38)(b), F.S., state entities that must be included within this strategic plan in addition to
AHCA are the Department of Health, Department of Law Enforcement, and the Office of the
Attorney General. The Agency will continue to look at database connectivity issues,
collaborative efforts, the implementation of data integration for health care fraud information, the
current issues in Medicaid fraud, strategies for fraud identification and prevention, and
immediate and long range opportunities for database connectivity.
Fraud and Abuse Teams
In fall 2009, the Agency’s Medicaid Quality Management Bureau, Project Management Unit,
was assigned to work with the Office of the Inspector General to coordinate and assist in the
implementation of Senate Bill 1986. (SB 1986) Many of the provisions took effect on July 1,
2009, and the Agency continued to improve its processes throughout this past fiscal year. To
facilitate the implementation of the legislative changes, the Agency developed Fraud and Abuse
Teams consisting of the following sub-committees:
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Prevention Sub-Committee:
This sub-committee will continue to work with all ideas and suggestions regarding proposed
changes in Medicaid policies and procedures, proposed changes to the provider enrollment
agreement, provider site-visits, termination or denial of providers, provider education, and
situations regarding the interpretation or implementation of Medicaid policies.
Detection Sub-Committee:
This sub-committee will continue to work with all ideas and efforts regarding the detection of
fraudulent and/or abusive behavior regarding the claims process. The work will include the
creation and checking of system edits, defining algorithms that identify outliers, analyzing data
for aberrant billing practices such as up coding and unbundling, auditing providers, looking at
fraud and abuse issues within Agency contracts, conducting pre-payment reviews and
termination of providers.
MPI staff participates in this sub-committee. In addition to participating in fraud and abuse
teams, the data detection unit will continue to utilize detection tools such as DSS Profiler,
FMMIS, and Business Objects. This unit will also stay abreast of new technologies that may be
used to enhance detection capabilities. This will involve engaging in conversations with vendors
to implement and adopt state of the art detection tools such as neural networking capabilities.
Recoupment Sub-Committee:
This sub-committee will continue to work on various recoupment opportunities and processes to
shorten the amount of time needed to collect identified overpayments, improve the percentage
of identified overpayments collected, and identify new ways to enhance the Agency’s
recoupment efforts.
Protecting taxpayers from fraud and abuse in the Medicaid system is a team effort involving the
entire Agency. Increasing cost avoidance through detection and prevention efforts and
recovering overpayments will aide in achieving the goal of combating fraud and abuse in the
Medicaid Program and creating better health care for all Floridians.
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List of Potential Policy Changes Affecting the Agency’s Budget Request or the Governor’s
Recommended Budget

Number

1

List of Potential Policy
Changes

Describe the Legislative Budget
Requests (LBR) or Governor’s
Recommended Budget Item(s)
Affected

None.
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Describe the Potential Impact if the LBR
or the Governor’s Recommended
Budget Recommendation is not
Approved

List of Changes That Would Require Legislative Action, Including the Elimination of
Programs, Services and/or Activities
Describe Expected Results of
Number

1

2

Identify Proposed Change
Proposed Change
Authorizes the agency to sanction
Medicaid providers for criminal
convictions that we currently screen
for during the application process.
Place Medicaid treating pharmacies
under the same oversight regulation
as other Medicaid provider types as
defined by Florida Statutes.

Describe Legislative Actions Required to
Implement the Proposed Change

Supports §409.913, FS in deterring
fraud and abuse in the Medicaid
program

Amend Florida Statute

This will eliminate conflicting language
between §465.188, FS and §409.913,
FS and to strengthen the Agency’s
efforts of deterring fraud and abuse
within the Medicaid Program.

Repeal §465.188, F. S. to allow the use of
statistically valid and legally upheld
methodology when determining
overpayments,
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List of All Task Forces, Studies, etc., in Progress
Number

Implementing Bill or Statute
Task Forces and Studies in Progress

Required / Expected Completion Date

1

Joint report AHCA and MFCU documenting effectiveness
of efforts to control fraud.

Annually / January 1

s. 409.913, FS

2

s. 20.055(5)(h), FS

Schedules engagement for the upcoming fiscal year.

Annually / September 30

s. 20.055(7), FS

Summary of all activities within the Inspector General's
office for the previous fiscal year.

Annually / September 30

1986 (2009 Legislative
Session)

Implementation and coordination with AHCA, DOH, MFCU,
APD, etc. (74 sections of bill) effective July 1, 2009 /
development of Fraud Steering Committee / develop
Strategic Plan for Data Connectivity

Bill effective July 1, 2009

3

4
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Trends and Conditions Statement
Health Care Regulation
(Division of Health Quality Assurance)
The Goal of the Division of Health Quality Assurance is to maximize the use of Agency
resources by increasing the efficiency and effectiveness of Agency operations to achieve
required outcomes and eliminate unnecessary health facility regulations.

Stretching Resources in Tough Economic Times
From 2001 to 2009, total national health costs increased annually at an average rate of 10.2
percent. If that trend continues until 2019, health care costs for employers will rise 166 percent
and the total health care spending in the U.S. will reach $4.4 trillion, consuming more than 20
percent of the gross domestic product of the United States. (Business Roundtable, Hewitt
Report September 2009)
The impact of the recent nationwide recession and the possibility that it will be followed by a
second recession—or double dip—does not bode well for government operations, particularly
as these relate to regulatory processes. Depending upon which statistics one believes, Florida
originally had either a $4.7 billion deficit or a $5.8 billion deficit projected for 2011. (State of
Florida Long Range Financial Outlook Fiscal Year 2010-2011 through 2012-13; Center for
Budget and Policy Priorities--Recession Continues to Batter State Budgets; Florida State
Budget, Sunshine Review) However, the economy appeared to be improving in the first half of
the 2010-2011 fiscal year, and a more recent report revealed that cautious optimism is taking
hold, and while the shortfall will not be known until later this year, the results of the most recent
estimating conference point to a smaller shortfall than previously thought. (See Florida Tax
Watch August 2010 Budget Watch report)
The Agency has thus far met the need to tighten its fiscal belt by cutting programs perceived to
be “luxury items”, i.e., those programs that, while beneficial, are not mandatory for quality health
care provision, and by trimming regulations. Service cuts have included the nurse monitor
program, an initiative originally developed in 2001 to help nursing homes and assisted living
facilities meet regulatory compliance requirements; duplicative licensing for clinical laboratories
that do only waived testing; and registration for utilization review agents. Elimination of state
licensure for waived clinical laboratories means that these services no longer have redundant
federal/state requirements to meet. Although the state is still responsible for ensuring that more
than 13,000 waived labs in Florida meet federal requirements; that Certificate of Waiver (COW)
surveys are done; and that complaints against such facilities are investigated, they will no longer
have the duplicative licensing workload issues previously associated with these facilities.
Additional efficiencies have been obtained through streamlining. During the 2010 legislative
session, House Bill 7069 (Chapter 2010-114, Laws of Florida) passed requiring all background
screening to occur using electronically obtained fingerprints and expanding the types of
disqualifying crimes for those with direct access to residents/patients in health care facilities.
Implementation occurred August 1, 2010. Since the bill also expanded the numbers of people
who must be screened for employment in health care facilities, electronic fingerprinting using an
approved vendor was seen as the only way to accommodate the new requirements. The
Agency estimates the number of screenings will rise from a few more than 66,000 per year to
more than 150,000 per year beginning August 1, 2010.
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The Agency believes that resources can often be more appropriately “stretched” when state
workers take on the responsibilities otherwise shouldered by private contractors. Responsibility
for the revised direction is, in part, a function of technological change. We now appear to be
able to save dollars and improve efficiency by staffing our own call center functions because the
available telephone technology has improved dramatically since the original privatization
occurred. The Agency prepared a legislative budget request for FY 2010-2011 to bring the
outsourced Complaint and Information Call Center back in-house using state workers.
However, the legislature reduced the budget by the $133,486 in projected savings based on the
existing contract amount. Consequently, a call center contract, though reduced in scope,
remains in effect. When the contract was originally awarded, the Agency indicated a one-time
savings in capital expenditures of approximately $1 million because it would not have to
purchase a new telephone system. Now the Agency uses Voice Over Internet Protocol
technology throughout its statewide operations. This permits establishment of a branched
system without the high capital outlay expenditures originally associated with the telephone
system. Nevertheless, until the division receives approval for additional positions, it cannot take
advantage of its new telephone technology for this purpose.

Health Care Facilities, Staffing, and Licensure Issues
The Agency licenses, investigates, reviews, evaluates, monitors, and surveys facilities and
approves facilities’ construction plans, while it works to decrease the numbers of facilities in
which deficiencies pose a serious threat to health, safety and welfare of Floridians. In doing so,
the Agency promotes a spirit of cooperation and involvement with a complex array of
stakeholders that includes the provider community, associations and advocacy groups.
Statutory authority for regulation of health care facilities exists under Chapters 381, 383, 390,
395, 400, 408, 429 and 483, F.S. These chapters cover facility types ranging from hospitals,
health care clinics and adult day care centers to prescribed pediatric extended care centers,
skilled nursing facilities and clinical laboratories.
Staffing Shortages
Florida Trend indicates that Florida faces the third largest physician shortage in the nation and
will need 63 percent more primary care physicians within 10 years to avoid that shortage.
(Florida Trend) A recent article from the University of Central Florida indicates that twenty-eight
states, including Florida, are pushing to expand the authority and responsibility that nurse
practitioners have, due to the nation-wide shortage of doctors. (Nurses-Orlando Sentinel)
Particularly when these occur in rural areas, shortages in the supply of physicians give rise to
need for additional nurses with advanced degrees—Advanced Registered Nurse Practitioners—
which are also in relatively short supply.
Nurse staffing shortages and shortages in available specialty physicians continue to affect
health care in Florida according to the Florida Hospital Association’s most recent survey. (March
2009, full report)
Two April 2010 reports from the Florida Center for Nursing (FCN) detailed the size and
characteristics of Florida’s Licensed Practical Nurse, Registered Nurse and Advanced
Registered Nurse Practitioner workforce as of January 2010. Results from the FCN study found
significant growth in the supply of nurses in Florida, an increase which is described as
undoubtedly created by the economic decline facing both Florida and the Nation. Among the
conclusions of the report were:
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•

The number of RNs with an active license, Florida address, and eligibility to practice (the
potential nurse workforce) increased by 11,512 from 2008-2010 – a growth rate of 3.3
percent annually. The number of LPNs with an active license, Florida address, and
eligibility to practice increased by 2,919 from 2008-2010 – a growth rate of 2.7 percent
annually.

•

However, the net gain of 11,512 RNs masks much larger gains and losses from the
nurse supply. The state actually gained more than 27,600 RNs over the two years, but it
also lost nearly 16,200 RNs. Likewise, the net gain of 2,919 LPNs obscures the gain of
more than 10,500 LPNs over the two years, but a concurrent loss of 7,615 LPNs.
Conclusion: Even during a recession, retention in the state and profession remains a
problem.

•

The FCN estimated that about 85.5 percent of RNs (or 160,303) are actually working in
the field of nursing in Florida. About 90 percent of ARNPs (or 11,335) are employed in
nursing. The Center also estimates that about 83.3 percent of LPNs (or 48,185) are
actually working in the field of nursing in Florida. They provide approximately 42,747 fulltime equivalents (FTEs) of nursing labor, a large number of which are in long term care
(15,718 FTEs).

•

In 2010, 46.5 percent of the RN workforce and nearly 40 percent of the LPN workforce is
over the age of 50 years and can be expected to retire during the next 15 years. In
addition, the number of hours worked declines dramatically among those in the
workforce aged 61 and older.

•

Florida’s geographic and demographic diversity mean that growth and adequacy of the
nurse supply vary substantially across regions of the state. The South and Southeast
regions experienced much lower rates of growth in RN supply over the past two years.
The South and Southwest regions had the lowest number of employed RNs per 100,000
in population. The southern regions of the state experienced much higher rates of
growth in LPN supply over the past two years. Even still, all three regions are below the
statewide average in number of employed LPNs per 100,000 in population.

Even though the economic recession has eased the nursing shortage temporarily, the increased
rate of growth in Florida’s potential nurse workforce from 2008-2010 was almost entirely a result
of increased new additions to the supply – not decreased attrition. The FCN expects the
nursing shortage to return once the economy recovers. (See Full Report)
State agencies find themselves in stiff competition for staff with the facilities they regulate. To
address the nursing shortage in Florida, hospital providers (the primary employers of nurses)
offer competitive salaries and sign-on bonuses. Agency staff members are clearly prime
candidates for facility positions since they not only possess clinical credentials and skills but
also have regulatory expertise and can provide guidance to providers regarding regulatory
compliance. Furthermore, staff members are required to complete comprehensive training
while employed with the Agency, which represents an expenditure that is not recoverable.
Survey staff members receive offers from health care providers that are often well above-sometimes even double--their current surveyor salaries.
As of June 29, 2010, the field offices where the majority of health quality assurance nurses are
employed, had a 9.4 percent vacancy rate for registered nurses as compared to a 2.2 percent
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vacancy rate for all other types of field office staff. This rate is considerably lower than last
year’s nurse vacancy rate, which was 12.7 percent. The rate for non-nursing staff is a bit higher
than last year’s rate of 1.7 percent. Nurse surveyor staff members are on call 24/7/365 and
salaries are not commensurate with the level of their responsibility relative to what they would
earn in other settings for that same level of responsibility. However, in times of economic
downturn, the problem with recruitment is less likely to interfere with operations than when the
economy is in good shape.
A somewhat dated review of surveyor salaries in the United States indicated that the starting
surveyor salary in Florida is among the lowest in the nation; the disparity of starting surveyor
salaries between Florida and other states is as much as $40,000. The average salary for
existing nurses in Florida facilities is $60,000 and higher depending on experience and location,
while the average nurse surveyor salary is approximately $44,399 annually. In addition, the
median salary for contract nurses in the hospital setting is $45 per hour (over $93,000 annually).
The most recent available U.S. Department of Labor statistics indicate that the median salary
nationwide for a registered nurse is $62,450. (See U.S. Department of Labor Handbook for FY
2010-2011). Private sector benefits, including salaries and bonuses have surpassed what is
available through the current state agency staffing/rate scheme.
Partially because salaries are not competitive and partly because responsibilities are extensive,
the turnover rate for nurses in the field offices had been close to 20 percent every year since CY
1999. Probably due to the economic downturn, which tends to improve the Agency’s ability to
hire qualified staff, the nursing turnover rate for 2009/2010 was only 15.75 percent. (People
First) Since the cost to train each new surveyor is approximately $12,000, a 15.75 percent
turnover rate, year over year, yields an estimated annual non-recoverable cost of approximately
$321,300 just to train new nurse surveyor staff members.
Long Term Care Facilities
Florida currently has the largest percentage of population over 65 years of age in the United
States. However, the use of hospitals and nursing homes in Florida by those 65+ is among the
lowest in the nation and is declining. Growth in Florida’s 85+ populations in the 11 Agency–
defined areas of the state will mean that the 85+ population in eight of the 11 areas will more
than double by CY 2030. (Mapping the Future: Estimating Florida’s Demand for Aging Services
2008-2030, Larson Allen LLP).
Florida’s population potentially in need of long term care is significantly greater than that of other
states. Our over-85 population is already almost double the national average and the annual
growth of Florida’s low-income elderly population is eight times the average. Through its
licensure program, the Agency will continue to take administrative action against nursing homes
with serious deficiencies.
The overall occupancy rate of nursing facilities in Florida for CY 2008 was 86.92_percent, down
by 0.43 percent from the prior year. As of March 1, 2010, there were 79,437 licensed and 1,004
approved community nursing home beds in Florida. This represents a 0.05 percent statewide
increase from the prior year. Medicaid occupancy for CY 2009 was 61.26 percent; six-month
Medicaid occupancy was 62.06 percent during the period July 2009 through December 2009.
Total occupancy for the second half of calendar year 2009 decreased by nearly 1.0 percentage
point from 87.36 percent to 86.48 percent.
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There is a federal side to the nursing home quality assurance program as well. The
Government Performance and Results Act of 1993 was intended to improve the confidence of
the American people in the capability of the Federal Government by systematically holding
Federal agencies accountable for achieving program results. To that end, the Act required
initiation of a series of pilot programs setting program goals, measuring program performance
against those goals and reporting publicly on the outcome. The two goals chosen for nursing
homes include the percentage of pressure ulcers in the nursing home population and the
percentage of residents in restraints. Florida is making steady progress with reductions in the
use of restraints. Restraint use is down from 9.3 percent in the third quarter of CY 2003 to 4.1
percent in the fourth quarter of CY 2009. Less progress is evident with pressure ulcer
incidence. Pressure ulcer incidence is down from 9.7 percent in the third quarter of CY 2003 to
8.6 percent in the fourth quarter of CY 2009. While the progress for pressure ulcer reduction is
not as dramatic as that for restraints, the data shown here represent 796 fewer people with
pressure ulcers as of the end of CY 2009.
Given these statistics, a further effort to improve the quality of long term care has begun.
PACT, "Positive Action Critical Thinking" is a pressure ulcer reduction initiative underway in the
Southeast CMS region (Region IV). States participating in this initiative are coordinating with
nursing home, hospital and other health care providers to improve the continuum of care
particularly in the area of pressure ulcer prevention. In Florida, we have begun this initiative by
focusing on South Florida (Miami-Dade County). However, we have now expanded the initiative
to other areas of the state. The Agency has partnered with the Florida Directors of Nurses
Association, which is taking the lead to move this project to the next level and provide statewide
coordination.

Streamlining and Regulatory Reduction
The Agency is becoming adept at accomplishing more with the same or reduced resources. As
the graph below will show, over the past ten years, the Division of Health Quality Assurance has
received reduced appropriations while, over time, full time equivalent positions have been
increased and then reduced. Although the makeup of full time equivalent (FTE) positions has
changed over time with program and priority shifts, the number of staff for FY 2010-2011 is 617
FTE positions--one position less than the Division of Health Quality Assurance had in FY 20022003 after the Medical Quality Assurance function was transferred to the Department of Health.
Two of those 617 positions are associated with new legislation, HB 945, passed during the 2010
Legislative session, which requires additional survey activities associated automated external
defibrillators in certain assisted living facilities.(See Table 2-1) Over this same period of time, in
the face of budget reductions, the Division’s complement of licensed, registered, certified and
regulated service providers and facilities has increased from 21,409 to 42,187—an increase of
more than 97 percent! (See Table 2-2)
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Table 2-1: Budget Appropriations by State Fiscal Year for FY 2001-2002 through
FY 2009-2010

Appropriations

$80,000,000

Division of Health Quality Assurance
Appropriations
765 FTEs
$64,391,778
618 FTEs
$49,838,727

$60,000,000
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Table 2-2 - Total Numbers of Regulated Providers for State Fiscal Years 2001-2002
through 2009-2010
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During the CY 2009 legislative session, the Agency was successful in obtaining passage of
Senate Bill 1986, an omnibus bill dealing with both regulatory reduction and fraud/abuse
prevention.
One regulatory reduction affecting the Department of Health will also have an impact on the
Agency: Effective July 1, 2010, House Bill 5311 eliminates the quarterly food sanitation
inspections in nursing homes and hospitals that were conducted by the local County Health
Department (CHD/DOH) staff. All other provider types will continue to be inspected quarterly for
food sanitation. This means that the Agency will continue its normal business processes for
inspection in both nursing home and hospitals; however due to language included in this bill the
Agency will not be able to refer food sanitation issues to DOH, as DOH no longer has that
authority.
The 2010 Legislature also passed legislation to require licensure of pain management clinics
that will increase the number of clinics that must be licensed by the Agency. Pain management
clinics not 100 percent owned by medical and osteopathic physicians must be licensed by the
Agency for Health Care Administration as health care clinics under Part X, Chapter 400, Florida
Statutes. This change is based on Senate bills that were incorporated into Chapter 2010-211,
Laws of Florida.
In the CY 2010 legislative session, the Agency attempted to secure passage of additional
regulatory reduction and fraud/abuse prevention provisions. The attempt was formalized into
House Bill 1143, which was subsequently amended to become a highly controversial antiabortion bill. Though House Bill 1143 passed in both houses of the Legislature, Governor Crist
vetoed the legislation. The Division plans a further attempt at bill passage during the 2011
Legislative Session. Provisions will:
•

Eliminate certified mail for license renewal reminder notices, saving about $56,000
annually.

•

Allow additional accrediting organizations to be recognized for licensure of hospitals and
ambulatory surgery centers.

•

Simplify regulatory reporting requirements and make changes to licensing statutes that
address uniform licensure for health care providers, including:









Inspections, classification of deficiencies and sanctions’
Complaint investigations
Provisional and inactive licenses
Electronic publication of documents and reports
Timeframes for reporting licensure changes
Financial information and bonds
Reporting bankruptcy, eviction or foreclosure
Remove references to Private Review Agents, registration requirements for
which were repealed in 2009.

•

Eliminate routine submission of licensure documents that are either reviewed during
inspection, requested when needed, or no longer necessary.

•

Align new AHCA nursing home staff training with federal qualifications
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•

Allow additional staffing in a nursing home outpatient clinic and streamline nursing home
rules

•

Modify the penalty for nursing homes for staffing to impose a fine of $1,000 when a
nursing home that does not meet staffing ratios fails to self impose a moratorium.

•

Clarify the requirement for hospice inpatient units to obtain a Certificate of Need.

•

Clarify that portable service providers are subject to health care clinic licensure even
though they do not deliver care at the clinic’s location.

•

Eliminate the Limited Nursing Services (LNS) specialty license type for assisted living
facilities and allow a licensed nurse to provide limited nursing services in a standard
licensed facility.

•

Make several technical corrections to agency and organization names.

•

Repeal obsolete and duplicative provisions in health care licensing and related statutes
including expired reports and regulations.

•

Allow an adult family care home to be operated by up to two people living in the home
rather than just one individual.

•

Clarify that a person may not provide services to more than two people in their own
home without an AFCH license.

•

Provide flexibility to AHCA for staffing the consumer call center. Provide 10 FTEs to
bring the call center in house—which will cost no more than the existing contract.

•

Clarify that AHCA inspection reports are not subject to legal challenge until penalties are
imposed.

•

Adopt selected federal standards for home health agencies for nursing supervision of
home health aides and certified nursing assistants, provision of one service directly,
patient rights, and delivery of services under contract.

•

Adopt selected federal standards for intermediate care facilities for the developmentally
disabled.

Centralized Processing for Labor-Intensive, High Volume and Uniform Functions
Certain functions in every licensure unit are exceptionally labor intensive, high volume, and
require uniformity in processing. These include receiving, opening and date stamping mail;
scanning documents into the document management system; collecting and processing checks;
and entering initial data for application processing. To handle these functions more efficiently
and effectively, in late 2009, Health Quality Assurance established the Central Systems
Management Unit (CSMU). Composed of staff from each of the licensure units, CSMU provides
centralized intake for all mail, initial data entry processing for applications and checks, and frontend scanning for applications in all licensure units. Benefits CSMU include improved total
processing time; insurance against lost applications and lost checks; and improved quality
control over style and format for data entry. The CSMU tasks will transition as our online
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application capability is implemented over time, allowing the centralization of other common and
uniform tasks. The Division’s ability to conceive and implement centralized processing is further
testimony to its versatility, fluidity and efficient management of change.
Streamlining the Application Process
Over the past several years, streamlining has occurred with the implementation of an enhanced
electronic background screening system, which as of August 2010, begins with a vendor-based
electronic fingerprinting requirement; a new document management system using Laser fiche
technology; improvements in the Versa Regulation licensure and enforcement system; and
Statewide Enforcement Tracking (SET) a system that combines information from the federal
survey tracking and enforcement system and the state licensure enforcement system.
Increasing amounts of information have been placed on the internet, allowing access to survey
reports and enforcement actions by the general public for use in making health care decisions.
This not only increases transparency, it also reduces the workload on staff responding to public
records requests.
Progress Toward Online Licensure of Health Care Facilities
Computerization of the health facility licensure process is important for four reasons. First, it is
an essential part of our effort to combat fraud and abuse in health care. Second, it has enabled
and should continue to enable the Division to regulate a growing number of providers without
adding staff. Third, it is creating a streamlined licensure process that will ultimately be faster
and easier to complete and manage, with greater control for the providers and greater accuracy
for the Agency. Fourth, it has enabled more reporting about Florida’s regulated health care
facilities for patients and families as well as other interested parties.
The computerization of the licensure process began in the late 1990s with the acquisition of the
first automated licensure processing system (initially called FRAES). This system, now known
as Versa Regulation, has undergone at least two major updates and continuous low-level
revisions since that time. It has improved the documentation of every step of the licensure
process for initial, renewal and change of ownership applications. In turn, this has improved the
ability to manage the licensure process, ensuring greater compliance with statutes and rules on
both the content of licensure applications and compliance with deadlines.
One of the benefits of the automated system is the ability to track individuals and organizations
that have been excluded from Medicare, terminated from Medicaid, or found guilty of some
other type of fraud. In the past, such individuals and organizations could easily have continued
or re-established themselves as health care providers due to changes of ownership, corporate
reorganizations or name changes. With automated information systems that track the
controlling interests of all regulated providers, the Agency will improve its ability to deny or
revoke licenses based on its ability to track the regulatory history of individuals and entities
across provider types.
The automated licensure system is a significant investment that requires periodic appropriations
by the legislature. Severe budget constraints in recent years have slowed progress toward a
fully automated system that extends computerized capability to the regulated health care
providers themselves. A FY 2011-2012 budget issue proposal has been submitted that request
an appropriation to automate the submission of license applications and fees in a way that is
integrated with the Agency’s document management system as well as the accounts receivable
systems. This will be a welcome development for many regulated providers, but it is critical in
the fight against fraud and abuse and essential if we are to avoid adding Agency staff in an
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industry that is not only growing, but churning with an increasing percentage of providers that
open, close and re-open.
While the Agency has been expanding and refining the automated licensure system, we have
also been improving and expanding the Agency information available on the Internet. Improved
Internet capability has led to greater public reporting of information from the licensure system.
FloridaHealthFinder.gov is the platform not only for detailed descriptive and contact
information for all of our regulated providers, but also regulatory information such as the number
and type of sanctions that have been imposed against licensees. This information has
expanded greatly in the last several years and places the Agency at the national forefront in the
amount of regulatory information that is available to the interested public.
Internet improvements also include development of the first instructional video that assists
providers to complete licensure applications correctly. The homemaker-companion organization
registration program was targeted because it is a relatively simple application and a significant
percentage of applicants are unable to benefit from written instructions. In the future, the
combination of internet-based video instruction and online, automated licensure applications will
be essential to ensure accurate, timely processing of licensure applications.
The ultimate goal of a comprehensive, integrated, online licensure system is intra- and interdepartmental connectivity with other automated systems such as those used by Medicaid,
Medicare, background screening, accounts receivable and practitioner regulation. The Agency
has been moving steadily in this direction for the last decade but much work remains to be
done.
Currently, about 65 percent of the license applications received have incorrect or missing
information. Once the online technology is implemented, such license applications will not be
accepted until they are correct. Online applications also remove the need for redundant data
entry: the provider will input the data directly into the system, where it will be “held” until it is
reviewed and either approved or denied. Responsibility for correct data entry will reside entirely
with the applicant.
Since only about 35 percent of applications are submitted correctly the first time, the Agency
believed its application needed further clarification and perhaps less detail. Consequently, in
addition to working toward online applications, the Division reduced and clarified the verbiage in
the license application itself. Lack of adequate resources has delayed the online application
process as the programming will require additional legislative budget requests unlikely to be
approved during times of economic stress. However, eventually combined with the online
application process, this simplified application should serve to stretch existing resources further
to accommodate the burgeoning numbers of providers.
In the interim, and because an online application system is technologically resource intensive,
our Laboratory Licensure unit worked on an intermediate step to permit licensure applications
as online, writable PDFs. This means the applicants can type information directly into the
licensure applications online; save the files to their own computers so they can fill them out over
a period of time; and print them, sign them, enclose checks and submit them to the Agency.
Laboratory staff members have already reported that the legibility of applications being received
with this process is substantially improved. We anticipate that other units will be following in the
footsteps of this pilot project.
As shown in the graph below, most of the units are now able to keep up with the licensure
applications and meet the statutory requirement to issue or deny licenses within 60 days of
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obtaining a complete application. For those facilities that must have a survey before they can
begin operations, a complete application is defined as one that includes the survey. As
indicated on the graph below (Table 2-3), statutory compliance ranges from 94.8 percent to 99.9
percent for the fiscal year ended June 30, 2010.
Table 2-3 – State Fiscal Year 2009-2010--Percentage of Licensure Applications by Unit
Meeting the Statutory Requirement to be Approved or Denied Within 60 Days of Agency
Receipt of a Complete Application

Customer Service Satisfaction
One might assume that the Agency’s philosophy of doing more with existing or reduced
resources would have resulted in dissatisfaction among consumers of Agency licensure
services. However, based upon consumer satisfaction surveys conducted in state fiscal year
(SFY) 2009 as compared with 2010, increased dissatisfaction does not appear to have been the
case. As Table 2-4 demonstrates, consumer satisfaction actually increased between SFY 2009
and SFY 2010.
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Table 2-4 – Consumer Satisfaction with the Licensure Application Process and Staff
Assigned to that Process
Very
Satisfied/
Satisfied

Neither
Satisfied Nor
Dissatisfied

Very
Dissatisfied/
Dissatisfied

Overall satisfaction with Agency staff

84.79%

4.53%

10.68%

Overall satisfaction with the Agency
website

87.66%

9.00%

3.35%

79.49%

9.47%

11.05%

91.53%

3.24%

5.23%

90.05%

7.71%

2.24%

80.47%

10.47%

9.07%

Combined Licensure Customer Service
Survey Results - Summary SFY 2009

Overall satisfaction with the Agency
Application
Overall satisfaction with Agency staff
Overall satisfaction with the Agency
website
Overall satisfaction with the Agency
Application

Consumer Complaint Trends
Consumer complaints about health care facilities trended upward for nine of the last ten years,
not necessarily because there were more problems in health care facilities, but often because
consumers are more capable of using the Internet to obtain information than in the past.
Complaints coming into the Division for review and potential investigation have increased
substantially over the past 10 years, rising from 5,792 in FY 2000-2001 to 8,048 in FY 20092010, an increase of nearly 39 percent over the 10-year period.(See Table 2-5) Increasing
numbers of complaints place additional resource requirements upon the Agency. Sources of
complaints include not only individual consumers, but also other state agencies and the media.

Page 58 of 202

Table 2-5 - Number of Consumer Complaints Against Health Care Facilities
Fiscal Years 2000-2001 through Fiscal Year 2009-2010

FY 2001-02

1,000
0

6,260

2,000

5,677

3,000

6,508

4,000

6,813

5,000

7,283

6,000

7,544

7,000

8,048

8,000
7,729

FY 2000-01

7,921

9,000

5,792

Numbers of Complaints

Numbers of Complaints by Fiscal Year

FY 2002-03
FY 2003-04
FY 2004-05
FY 2005-06
FY 2006-07
FY 2007-08
FY 2008-09

Fiscal Year

FY 2009-10

Not all complaints are investigated, as the chart for Fiscal Year 2009-2010 will show (See Table
2-6). Some complaints are out of the Agency’s jurisdiction or, while important to complainants,
do not represent violations of state or federal statutes and regulations. Often, when complaints
are investigated, they cannot be substantiated or confirmed. Florida is one of the best and most
efficient investigators of facility complaints. Based on federally maintained statistics, Florida
staff requires 16.8 hours, on average to investigate a complaint. This is well below the national
average of 19.8 staff hours per complaint. However, complaints are investigated at a cost to the
normal survey process since the same staff members are used for both processes and staffing
has not been increased despite the increase in the numbers of complaints.
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Table 2-6 - Number of Complaints Received, Surveyed and Confirmed State Fiscal Year
2009-20010

Public Information and Transparency
The Agency is leveraging technology and electronic document management to post valuable
information online. As part of on-going efforts to promote transparency in health care, the
Agency now publishes health care facilities’ and providers’ inspection reports on its Web site.
The site incorporates regular inspections and complaint inspection reports for health care
facilities and providers regulated by the Agency. The inspection reports reflect regulatory
violations found during an Agency inspection.
Health care facilities and providers are routinely inspected according to statute to ensure that
providers are operating in compliance with applicable Florida Statutes, Florida Administrative
Code and applicable federal regulations, in a manner that protects the health and safety of their
residents or patients. Access these documents at: AHCA Docs. Such reports are used by the
State Long Term Care Ombudsman Program and consumers seeking information about
facilities. We anticipate expanding the types of documents available online to improve
consumer information and will link these documents to the appropriate resources, consolidating
multiple pieces of information into a single location on the Agency Web site. The Agency will
merge multiple systems including the Nursing Home Guide, Inspection Documents, Annual
Report of Fines for Assisted Living Facilities, and Emergency Actions Against Providers into the
Florida Health Finder website to provide comprehensive Agency information.
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Fraud and Abuse
Legislative Changes
During the CY 2008 and CY 2009 legislative sessions in Florida, fraud/abuse prevention was
one of the biggest topics of both discussion and legislation. Fraud deterrence and prevention
bills were passed by both houses in both sessions. Much of the legislation was aimed at
reducing fraud and abuse in home health agencies in CY 2008. The 2009 legislation, Senate
Bill 1986, actually designated Miami-Dade County as a health care fraud crisis area for
purposes of regulating home health agencies, health care clinics, home medical equipment
providers and other health care providers. Numerous additional restrictions were added by this
legislation to prevent fraud and abuse by health care providers.
However, one very important provision among those restrictions was not renewed effective July
1, 2010. This was the provision that precluded the Agency from approving initial licenses and
changes of ownership (CHOWS) in any county where there is at least one active home health
agency (HHA) and fewer than 1,200 people aged 65 or over for each agency. Other provisions
of Senate Bill 1986 were implemented successfully in 2009 and 2010, including the following:
•

Suspension or revocation for a demonstrated pattern of billing Medicaid for medically
unnecessary services.

•

Additional licensure requirements for home health agencies, home medical equipment
providers and health care clinics. Requires clients to be given the toll free number to call
for suspected fraud.

•

Additional grounds for license denial or revocation based on convictions, guilty or no
contest pleas to felonies under Chapter 409 (social & economic assistance) Chapter 418
(fraud) Chapter 893 (drug abuse) and similar federal statutes unless offense/conviction
was more than 15 years prior to the application.

•

Denial under certain circumstances if the applicant was terminated for cause from
Medicare or Medicaid in any state.

•

Additional felony offenses relating mostly to fraud or similar transgressions on
background screening requirements.

The best way to prevent fraud and abuse not only of the financial systems associated with
health care, but also of the patients entrusted to facilities, is to prevent criminals from getting
into the system in the first place. Legislation passed during the 2010 session consolidated all
background screening requirements under Chapter 408, F.S., and deleted background
screening requirements in each provider authorizing statute. Requirements for screening were
also expanded as follows:
Level 2 screening (National check requiring fingerprints)
•

Any person seeking employment who may provide personal care or services directly to
clients, or have access to client’s living areas, personal property or funds.

•

Any contractor who provides personal care or services directly to clients.
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•

Level 2 is still required for:
– Administrators & Financial Officers
– A controlling interest (owner, officer, board member) if the Agency has reason to
believe the person has been convicted of a disqualifying offense

•

New persons being hired or contracted on or after August 1, 2010 must have been
screened
– They cannot work in a probationary capacity pending screening results
– They must have received exemption from disqualification

•

Persons already hired or under contract as of July 31, 2010 or earlier who have already
been screened as level 1 must be re-screened for level 2 over a five-year period ending
July 31, 2015.

Agency Activities to Implement Senate Bill 1986
The Division devoted significant resources to the Fraud and Abuse Prevention in 2010. Deputy
Secretary for Health Quality Assurance Elizabeth Dudek led the effort to implement provisions
of Senate Bill 1986. For the fiscal year ended 6/30/10, 65 home health agency applicants were
denied renewal licensure and 21 existing licenses were revoked. Fines for survey deficiencies
were imposed against 137 home health agencies. Fines for failure to submit quarterly reports
were filed in 687 cases and 82 fines were levied for failure to have a director of nursing and to
notify the Agency of that failure within 30 days. Medicare and Medicaid review the Division’s
quarterly reports of home health agencies; consequently, sharing of information helps Medicare
prevent fraud as well. Improved financial reviews of initial and change of ownership applications
have led to 33 denials in the cases of health care clinics, eight denials of home medical
equipment providers, and 127 denials of home health agencies that would otherwise have
worked their way through licensure and into the Medicaid system. We have also increased
information sharing between the Health Care Clinic Unit and the private insurance industry to
combat fraudulent billing.
In addition, the Office of Field Operations made fifty referrals to Medicaid Program Integrity
during the fiscal year ended June 30, 2010.
Financial Reviews
Another mechanism for preventing fraud and abuse at the front end of an application is the
proof of financial ability to operate (PFA) requirement. As indicated by Table 2-7, there was an
expansion of formal PFA reviews in 2010.
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Table 2-7 - Financial Reviews Received and Completed in State Fiscal Years 2009 and
2010
FYE 2010
Applications

Received

FYE 2009

Completed

Received

Completed

ALF

0

0

4

4

CCRC Extension

4

4

6

5

609

606

NA

NA

28

28

22

29

Condition Compliance

0

0

0

0

Expedited CON

2

2

4

3

22

25

7

7

Home Health

475

471

672

653

Home Medical Equip.

246

243

50

46

Hospice

2

2

3

3

ICF/DD CHOW

0

0

3

3

Nurse Registry

101

99

107

101

42

37

89

75

Pat. Comp. Fund

9

8

22

20

PPEC

4

4

3

3

Other*

83

83

54

54

Clinic
CON Reviews

Gold Seal

Nursing Home CHOW

Total

1,627

1,612

1,046

1,006

Note the significant change from FY 2009 (1,006) to FY 2010 (1,612) in the numbers of financial
reviews conducted. While PFA requirements cannot prevent all potentially bad actors from
obtaining licenses, they can diminish the chances that those who cannot afford to be in the
business of health care-and would thus be more apt to take fraudulent advantage of the system-are denied access. We estimate that about 10 percent of the PFAs reviewed are denied for
applicants having insufficient financial resources to run their programs.
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Disaster Preparedness
The Agency’s disaster preparedness system, called the Emergency Status System (ESS), is an
effective on-line tracking system for hospitals, nursing homes, assisted living facilities, endstage renal disease facilities, intermediate care facilities for the developmentally disabled, crisis
stabilization units and residential treatment facilities to enter their own status reports before,
during and after an emergency situation. The system contains information on emergency
contacts, status of facilities with respect to evacuation planning and implementation, electrical
power, water systems, transportation vendors, facility damage, facility accessibility, needs and
available beds in non-evacuating facilities for those that must move their residents and patients.
Senate Bill 1986, passed in 2009, mandates use of the ESS by all hospitals, nursing homes,
assisted living facilities and others that provide residential treatment and services. As of June
2010, 4,334 facilities had enrolled. Participation percentages range from a low of 43 percent for
VA hospitals to a high of 100 percent for inpatient hospices, with 86.7 percent of all facilities of
all types required to participate enrolled. Those 669 licensed providers that had not enrolled as
of the beginning of the 2010 hurricane season were sent notices of intent to sanction and are
subject to sanctions of $500 each.
Managed Health Care Operations
Chapter 641, F.S., gives the Agency joint responsibility with the Department of Financial
Services, Office of Insurance Regulation (OIR), for regulating managed care organizations. As
of June 2010, there were 38 licensed Health Maintenance Organizations (HMOs).
The following statistics are based on data available for these 38 HMOs. Data show enrollment in
Florida's HMOs had declined from 4.5 million in CY 2001 to 3.6 million by December 2009
(based upon the most recent available AHCA and OIR Data Reports). Well Care had the largest
market share with 496,609 enrollees, including the two Medicaid plans HealthEase and
Staywell, followed by Humana with 483,477 enrollees and Aetna with 473,746. HealthEase
generally reports separate enrollment figures to the Agency and OIR, although they are wholly
owned subsidiaries of the same parent organization.
The CY 2009 change in enrollment reflected a change in the profitability of Florida's HMOs.
The Office of Insurance Regulation reports that the HMOs had profits of $575 million for
calendar year 2009.
As of December 2009, 20 of the HMOs offered commercial managed care, 27 provided a
Medicare product and 17 offered Medicaid plans.
There has been an increase in Medicaid HMO enrollment partially reflective of the
implementation of the Medicaid Reform Program that required most managed care eligible
recipients to move from MediPass enrollment to a managed care organization. Also affecting
Medicaid enrollment were the acquisition of two Provider Service Networks (PSNs); the
transition of those beneficiaries into HMOs; and the downturn in the economy, all of which
combined to increase overall Medicaid enrollment from 929.000 in July 2009 to 1.1 million in
July 2010. (AHCA internal reports) HealthEase and Staywell, both product lines of WellCare,
had the largest market share with 362,279 enrollees or 35 percent of the total, despite the
company leaving the Medicaid Reform pilot project areas.
Medicaid HMOs reported operating losses of $31 million in CY 2009 compared to $66.7 million
operating profit in CY 2008 for the Medicaid product line only. The consolidated HMO operating
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income for the 17 Medicaid HMOs over all product lines increased from $246 million in CY 2008
to $343 million in CY 2009.
Since implementation of the mandatory requirement for placement of most Medicaid patients in
MediPass or in managed care plans (Section 409.9122, F.S.), the Agency has been concerned
with the issue of assessing care quality in commercial and Medicaid managed care plans and
MediPass. The Agency has collected required Health Plan Employer Data and Information Set
(HEDIS) quality of care measures from all HMOs since these requirements became effective
during CY 2000. All HMOs have to be accredited by a national accreditation organization
approved by the Agency. Medicaid HMOs have to report additional quality of care data as
specified in the Medicaid HMO contract.
Florida law specifies that subscribers dissatisfied with the care provided by an HMO or denied
care, have the right to access an HMO’s internal grievance process. If the subscriber is not
satisfied with the outcome of the HMO’s internal grievance process, he/she has the right to
access an external appeal process. Currently, the external consumer grievance process
employed by the state uses the Subscriber Assistance Program mandated under Section
408.7056, F.S. In Fiscal Year 2009-2010, this program reviewed more than 506 cases. The
availability of the Internet as a research tool has made HMO subscribers generally more
informed, confident, and knowledgeable consumers. As a result, cases brought before the
Subscriber Assistance Panel involving medical necessity, experimental procedures, and
unusual treatment protocols are more complex than ever. The use of specialist physicians as
members of the panel has allowed panel members to focus on highly complex medical issues.
Other trends include increases in cases that involve drug formularies, physical, occupational
and respiratory therapies and contract interpretations. This latter trend appears to have evolved
from the industry consolidation in the managed health care market. HMOs disputing the findings
of the external grievance program can appeal the decision to the Division of Administrative
Hearings.
During fiscal year 2010 – 2011 the Agency will begin phasing in the use of encounter data for
premium or capitation rates for Medicaid capitated plans contracting with the Agency. The
availability of encounter data will allow Medicaid Program Integrity to review this data just as it
does fee for service data to look for potential areas in which fraud and abuse might occur.
Encounter data can also be used to determine utilization of services which will assist the
Agency in developing network adequacy standards based on actual use.
As shown in Table 2 - 8 below, about 49 percent of the cases that come to the panel are either
settled by the staff before they go to a panel hearing or are decided by the panel in favor of the
subscribers.
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Table 2-8: Subscriber Assistance Programs — Outcomes of Processed Cases
for State Fiscal Year 2009-2010

In addition to the Subscriber Assistance Program, the Agency has a call center to register HMO
complaints. However, emphasis shifted from the Agency resolving problems to requiring the
managed care plans, which are paid for problem resolution, to provide appropriate services to
their subscribers. While the Agency still tracks complaints, it requires individual and plan
responsibility for health care needs and decisions. These policy changes appear to have
resulted in improved accountability on the part of the managed care organizations.
To give providers an opportunity to dispute insurance claim payments, the Legislature
established the Statewide Provider and Managed Care Organization Claim Dispute Program in
CY 2001. This program is operated by a private contractor, Maximus, selected by the Agency to
resolve claims disputes between providers and HMOs, prepaid health plans, exclusive provider
organizations, and other major health insurers. Organizations disputing the findings of the
dispute resolution program can appeal the decision to the District Court of Appeals. All program
costs are borne by the parties involved in the disputes. Initially successful as a review option, it
appears that the cases sent to Maximus were trending downward and have now recovered
some of their upward momentum, as indicated by Table 2-9.
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Table 2-9: Statewide Provider and Managed Care Organization Dispute Resolution Cases
for Calendar Years 2004 through 2009

Statewide Provider and Managed Care
Organization Cases

Number of Cases

200

175

174

150
100

74

59

41

50

15

0
CY 2004

CY 2005

CY 2006

CY 2007

CY 2008

CY 2009

Calendar Years

Of the 74 cases processed in CY 2009:
•

Four providers submitted incomplete information and the cases were returned;

•

Three cases were not accepted by Maximum because the cases did not meet the
eligibility requirements;

•

Eleven cases were withdrawn by Maximus because payment was received for the
disputed services;

•

One case was withdrawn by Maximus because the claim did not meet the minimum
amount in controversy requirement;

•

Six cases were withdrawn by Maximus because they were not within the contractor’s
jurisdiction;

•

One case was withdrawn at the provider’s request;

•

Thirteen cases were accepted for full review and are still pending;

•

Two cases completed the review process and a final order is still pending;

•

Twenty-six cases completed the review process and a final order was issued; and
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•

Seven cases were still pending the review process.

Resolving the Problem of Un-Insurance
The number of uninsured individuals in the U.S. increased from 45 million to 45.7 million
between CY 2003 and CY 2007. By CY 2009, the number had risen to 46.3 million (CDC—
Health Insurance Coverage). The continued high unemployment rate further increased this
trend in 2010. An estimated 25 million additional adults qualify as underinsured, an increase of
60 percent since CY 2003, according to the Commonwealth Fund.” (How Many are
Underinsured? Trends among U.S. Adults, 2003 and 2007, The Commonwealth Fund, June 10,
2008, as quoted in Top Nine Health Industry Issues in 2009: Outside forces will disrupt the
industry PricewaterhouseCoopers Health Research Institute.) It is small wonder such underinsurance and un-insurance statistics exist given that insurance premiums increased 131
percent from 1999 to 2009, while worker earnings only increased by 38 percent against
inflationary increases of 28 percent. Both single and family premiums more than doubled during
that 10-year period, with the former rising from an average of $2,196 to $4,824 and family
premiums rising on average from $5,791 to $13,375. Participation has also shifted from
conventional insurance plans to managed care plans during that decade. A quarter of the U.S.
population is now enrolled in health maintenance organizations. (Kaiser/HRET Survey of
Employer-Sponsored Health Benefits, 1999-2009) (Kaiser 2009 Healthcare Study - Employer
Health Benefits 2009 .
Florida tackled the problem of un-insurance first. According to a recent study by Families USA,
3,560 Florida residents lose their health insurance coverage every week. By the end of
calendar year 2010, the total of additional Floridians losing their insurance will reach 556,070.
Most indicated that the primary reason is escalating premium costs. (The Clock is Ticking,
Families USA, July 2009)
The Cover Florida Health Care Access Program (Cover Florida) was implemented and as of
June 30, 2010, covered 6,219 people. Senate Bill 2534 (Chapter 2008-32, Laws of Florida).
Cover Florida is intended to provide low cost insurance for individuals through private insurers.
Four of the original six companies are still participating, including Blue Cross Blue Shield of
Florida, United Health Care, JMH and FHCP.
Currently, the two Insurance companies with the largest shares of health insurance in Florida
are Blue Cross and Blue Shield of Florida, with approximately 30 percent of the Florida Market
and Aetna, which controls about 15 percent of the health care insurance market in the state.
(Florida Trend)
An additional legislative mandate from 2008 created the Florida Health Choices Corporation, a
not for profit corporation operated in compliance with Chapters 112, 119, 286 and 617, Florida
Statutes. This corporation is expected to establish a centralized market for sale and purchase
of various “insurance” products to enable people to pay for health care. The products are not
required to be licensed by the Department of Financial Services, Office of Insurance Regulation
and may include health insurance plans, health maintenance organization plans, prepaid
services, service contracts and flexible spending accounts.
The Corporation is fully functional, however, there are not yet any plans enrolled and the
marketplace has not been established.
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What a difference a year makes!
Last year, the news was full of questions about what Florida should do to resolve the problems
of un-insurance and underinsurance. Once each year, a report from the Centers for Disease
Control presents insurance coverage rates for selected states. The early release statistics for
2009 were published on June16, 2010. In 2009, the percentage of persons who were uninsured
at the time of interview among the 20 largest states ranged from 3.7 percent in Massachusetts
to 24.6 percent in Texas. Florida had the second highest rate of un-insurance at 19.3 percent.
Given Florida’s most recent population statistic of 18,537,569 (U.S. Census Bureau as of July
2009), that translates into roughly 3,578,000 uninsured Floridians.
On March 23, 2010, President Obama signed the Patient Protection and Affordable Care Act
(PPACA, Public Law 111-148, (Patient Protection and Affordable Care Act) also known as
“Health Care Reform”) into law. It was followed by another law, the Health Care and Education
Reconciliation Act of 2010 These new laws create many changes for the health care market
place. Florida officials have calculated that the health-care laws passed by Congress in 2010
could add nearly 1.8 million uninsured residents to the state's Medicaid and Children’s Health
Insurance Program rolls by 2019. In dollar terms, these additional covered lives would add
nearly $8 billion annually to the cost of these programs, of which more than $1.2 billion would be
paid by the state.
Lockton, Inc., the world’s largest, privately owned, independent insurance broker recently
published an article dealing with strategic planning for health insurers. The article dealt with
various perspectives for strategic planning in light of the 2010 passage of the Patient Protection
and Affordable Care Act (PPACA), noting that the business and economic environment is
straining their business models, leading to mergers and partnerships, with many providers
leaving the medical profession, especially in primary care and nursing. Consumers, employers
and government are exerting pricing pressure on payers while payers face increasing costs
related to technology, legislation, adverse selection and increased transparency. Buyer loyalty
to insurance companies is down, fraud and abuse are up and the public image of health
insurance companies is suffering. (Lockton—Your 2011 Health Plan Decisions)
By 2019, under PPACA, 2,521,000 Florida residents will gain coverage. (Health Coverage in
Florida: How Will Health Reform Help? Families USA, March 2010) If that prediction becomes
reality, we believe the goal of 500,000 additional insured Floridians by 2015-2016 may require
an increase in potential covered lives. It should be noted, however, that Florida, 20 other states,
the National Federation of Independent Businesses and two individuals are suing the federal
government to overturn the law on the basis that it is an unconstitutional usurpation of states’
rights. Oral arguments in this case are scheduled for September 2010.
While insurance may be expanded to more people in Florida, some believe that employers will
opt for less choice and lower quality insurance in order to reduce costs. (See New York Times,
7/18/10) In addition, there is some evidence that more Floridians are buying their own health
care coverage as a result of new offerings, health care reform and loss of employer coverage.
(South Florida Business Journal 7/16/10)
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List of Potential Policy Changes Affecting Agency Budget Requests

Number

Potential Policy Changes

Legislative Budget
Requests (LBR) Affected

Impact on Agency Policy if LBR Request is not
Approved

1

Moving the contracted complaint and
information call center in house.

Complaint and Information Call
Center

During the 2010 legislation session, the Florida
Legislature eliminated funding of $133,486, but did not
give the Agency the 10 FTE positions necessary to
bring the call center in house. Consequently, the call
center remains under contract. A new contract must
be negotiated and in place effective January 1, 2011.

3.

Moving toward online licensure for
health care providers

Online licensing

Project will include full implementation of online
licensing for HQA for 29 provider types, including
online payment, integration with document
management, web portal for providers to submit
applications, check status, and update licensure
information between license renewals. Solution will
provide single sign-on capability to providers to have
one user account for multiple online systems, email
notifications for reminders and deadlines, requests for
additional information (omissions). Integration with all
Agency fees, assessments, overpayments, fines to
facilitate full collection before licenses are issued.
Three year project: total $5,161,600 = 1,751,600 FY
2011-2012 + 2,322,800 FY 2012-2013 + 1,087,200 FY
2013-2014.
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Number

Potential Policy Changes

Legislative Budget
Requests (LBR) Affected

Impact on Agency Policy if LBR Request is not
Approved

4.

Additional Counties to be added to
Medicaid pilot expansion will require
addition managed care FTEs.

Medicaid Pilot Expansion

Two positions are being requested in the event that
expansion of Medicaid Reform (1115 (b) waiver
program) is authorized by the legislature. The 2
positions are pay grade 24 analyst positions. Should
these positions not be funded the Agency will have
difficulty in monitoring contract and statutory
compliance of Medicaid plan contractors.

5.

Expand background screening
capability by obtaining grant funds

Background Screening
Expansion

The Agency has applied for a Centers for Medicare and
Medicaid Grant to implement additional background
screening enhancements and cover additional provider
types. One of the most important enhancements will
include a rap-back system that will be paid for with fees
from the providers and individuals screened and will
allow the agency and providers to obtain new
information whenever new arrests occur after an
individual has already been screened. Funds will
support AHCA and the Florida Department of Law
Enforcement. The grant period is 10/1/10-9/30/12. A
budget request was submitted to the LBC for
September 2010 meeting for $1,387,042 for funding
10/1/10-06/30/11. An LBR will also be required for FY
2012-2013 for $85,062.
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Number

Potential Policy Changes

6.

Call Center and Call Group license funding

Legislative Budget
Requests (LBR) Affected

Impact on Agency Policy if LBR Request is not
Approved

Complaint and Information Call
Center and Call groups

The Agency is considering bringing the division's complaint
and information call center in house using existing vacant
FTEs as necessary. This will require additional license
payments for software necessary to set up a call pool using
Cisco Systems phones that are already standard for the
Agency. Other units that get many phone calls can also
benefit from this software licensure. The licenses have a
non-recurring cost of $1,500 per person. However, there will
be a recurring cost of 20 percent of the licensure cost each
year for maintenance. To cover all the call groups we need
to implement, including CSMU, the Home Care Unit, the Lab
Unit, the ALF Unit and the Call Center will require 88 licenses
for a total one- time cost of $132,000 plus a recurring cost of
$26,400 per year.
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List of Potential Policy Changes that Would Require Legislative Action

Number

1

2

Changes in Current
Programs

Statutory
Reference

Changes in Current
Services

Changes in Current
Activities

Substantive Legislative
Action Required to Support
Changes

Amend statutes to
clarify the definition of
an adult family care
home.

429.65 F.S.

None

None

Statutory Clarification

Improve transparency
and consumer
information by requiring
certain information be
reported by licensed
assisted living facilities
and adult family care
homes including
occupancy and other
consumer information.

429.07(3)

None

None

Statutory Change
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Number

Changes in Current
Programs

Statutory
Reference

Changes in Current
Services

Changes in Current
Activities

Substantive Legislative
Action Required to Support
Changes

429.41(1)(a)

None

None

Statutory change

3

Modify the fire
protection and lifesafety code
requirements for new
assisted living facilities
to meet the code
existing at the time the
facility is built. The
current law requires
compliance with 1995
codes.

408.805, F.S.

None

None

Statutory changes

4

Amend Chapter 408,
Part II, F.S., and
authorizing statutes to
remove maximums on
licensing fees and allow
fees to be adjusted to
pay for the cost of
regulatory activities.
Adjustments are
currently limited to the
Consumer Price Index
(inflation) Pursuant to
408.805, F.S.; licensing
fees must cover
Agency costs.
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Number
5
6

7

8

9

10

Changes in Current
Programs

Statutory
Reference

Adopt selected Federal
standards for ICF-DDs.
Adopt selected Federal
standards for home
health agencies.
Accreditation
requirement for home
medical equipment
providers.
Allow revisions to the
design criteria for public
educational facilities
and state licensed
facilities more often
than once every four
years.
Eliminate certified mail
for Agency notices

Ch 400, Part VIII

None

None

Substantive Legislative
Action Required to Support
Changes
Statutory Change

Ch 400, Part III

None

None

Statutory Change

Ch 400, Part VII

None

None

Statutory Change

553.73(7)(g)

None

None

Statutory Change

408.806(2)9d),
F.S.
400.171,
400.1183,
400.181,
400.141, F.S.

None

None

Statutory Clarification

None

None

Statutory Change

Eliminate routine
submission of certain
documents at licensure.

Changes in Current
Services
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Changes in Current
Activities

Changes in
Current Services

Number

Statutory
Reference
395.1046, F.S.

None

None

Statutory Change

11

Eliminate automatic
complaint
investigations of
emergency access
issues in hospitals and
substitute federal
flexibility requirements.
Eliminate confidentiality
requirements for such
investigations.

400.509(1)

None

None

Statutory Change

12

Exempt homemakercompanion agencies
under contract with
APD from AHCA
registration.
Modify penalty for
nursing homes for
staffing.

400.141, F.S.

None

None

Statutory Change

13
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Changes in
Current Activities

Substantive Legislative
Action Required to
Support Changes

Changes in Current
Programs

Number

Changes in
Current
Programs

Statutory
Reference

Changes in
Current Services

Changes in
Current Activities

Substantive Legislative
Action Required to
Support Changes

395.301(2)(a)5.,
400.165,
458.323,
459.012,
460.41,
461.009,
627.643(4), F.S.

None

None

Statutory Clarification

14

Clarify explanation of
benefits insurance
language.

408.805 F.S.

None

None

Statutory Clarification

15

Connect all licensure
inspection and
life/safety fees to the
license application
so all are assessed
and collected at the
same time.

Ch 641, Parts I
and II, F.S.

None

None

Statutory Change

16

Eliminate the
exemption for certain
prepaid capitated
Medicaid contractors
from licensure.

429.07, F.S.

None

None

Statutory Change

17

Eliminate the
Limited Nursing
Services (LNS)
designation for
assisted living
facility licensure.
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Number

Changes in
Current Programs

Statutory
Reference

Changes in
Current Services

Changes in
Current
Activities

Substantive Legislative
Action Required to Support
Changes

408.033, F.S.

None

None

Statutory Change

18

Align payment of
annual health council
assessments with
licensure applications
to eliminate separate
provider billings

400.18, F.S.

None

None

Statutory Change

19

Align requirement for
advance closure
notice with new federal
(Affordable Care Act)
requirements for
nursing homes

119.071, F.S.

None

None

Statutory Change

20

Protect the names of
consumers who file
complaints against
licensed facilities

Clarify that when
required, an
inspection is a
required part of a
“complete”
application

408.806, F.S.

None

None

Statutory Change

21
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Number

Changes in
Current Programs

Statutory
Reference

Changes in
Current
Activities

Substantive Legislative
Action Required to Support
Changes

Changes licensure
requirements for
PPECs

None

Statutory Change

112.0455, F.S.

Eliminates state
licensure of
toxicology labs

None

Statutory Change

Chapter 483,
F.S.

None

None

Statutory Change

Require PPECs to
have playgrounds for
children

400.914, F.S.

Eliminate a section
related to a rule that
no longer exists for
physical plan
requirements

400.915, F.S.

23

Adopt CLIA
certification standards
for toxicology labs

24

Require licensed
clinical labs to submit
copies of their federal
CLIA certificates or
applications for the
same as part of their
state licensure
applications.

22

Changes in
Current Services
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Substantive Legislative
Action Required to Support
Changes

Statutory
Reference
400.933, F.S.

Eliminates
inspections,
except for
complaint
investigations

None

Statutory Change

25

Eliminate Home
Medical Equipment
provider inspections
except when these
are for complaints.

400.471, F.S.

Streamlines
licensure process

None

Statutory Change

26

Consolidate
branches of home
health agencies
under parents rather
than separately
licensing them.
Permit revocation of
ECC and LNS
licenses at the time of
survey rather than
waiting until license
renewal.

429.07, F.S.

Streamlines
licensure process

None

Statutory Change

Clarify that only
registered nurses can
perform assessments
in ALFs

429.26, F.S.

Number

27

Changes in
Current Services

Changes in
Current
Activities

Changes in
Current Programs

Statutory Clarification
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Number

Changes in Current
Programs

Statutory
Reference

Changes in
Current
Services

Changes in
Current
Activities

Substantive Legislative
Action Required to Support
Changes

Chapoter 400,
Part II F.S.

Regulatory
reduction

None

Statutory Change

28

Eliminate certain
requirements
associated with nursing
home paperwork and
survey training

395.1041 F.S.

Regulatory
reduction

None

Statutory Change

29

Make hospital
emergency
requirements
consistent with federal
EMTALA requirements.

Chapter 400, Part
III

Changes
requirements for
homemaker
companion
organizations

This is an entirely
new licensure
program.

Statutory Change

30

Replace registration of
homemaker companion
organizations with a
licensure program for
personal care programs
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List of All Task Forces and Studies in Progress

Numbers

Implementing
Bill or Statute

1.

s. 408.909 (9) F.S.

2.

Task Forces and Studies
in Progress

Required / Expected
Completion Date
January 1, 2011

s. 408.7057(2)(g)2.,
F.S.

Annual report on Health Flex to be submitted jointly with the Office
of Insurance Regulation
Annual Report on the Cases of the Statewide Managed Care
Dispute Resolution Program

3.

s. 400.191(2), F.S.

Nursing Home Guide Quarterly Report

February 15, May 15, August
15 and November 15, 2011

4.

s. 408.9091(10), F.S.

Cover Florida Health Care Access Program Evaluation to be
submitted jointly with the Office of Insurance Regulation

March 1, 2011

5.

S 429.19 F.S.

Assisted living facilities report of fines of $5,000 or more for
violation of state standards

July 30, 2011

6.

s. 395.10972 F.S.

Risk Managers Advisory Group – This is a standing advisory
group that has not met in several years.

None

7.

s. 408.0361(6), F.S.

Organ transplant programs advisory group

Nothing after 2005

8.

s. 483.26, F.S.

Technical Advisory Panel (laboratory)

Ongoing meetings. Recent
meeting details may be found
at the following hyperlink:
AHCA: Laboratory Unit

9.

s. 627.4236, F.S.

Bone Marrow Transplant Advisory Panel

A meeting is scheduled for
Friday, October 8, 2010 in
Tallahassee
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February 1, 2011

Trends and Conditions Statement
Division of Medicaid
Authority for the Florida Medicaid Program is established in Chapter 409, Florida Statutes
(F.S.), (Social and Economic Assistance) and Chapter 59G (Medicaid) of the Florida
Administrative Code (59G: Medicaid - Florida Administrative Rules, Law, Code). The statutes
that mandate the management and administration of state and federal Medicaid programs, child
health insurance programs, and the development of plans and policies for Florida’s health care
industry include Chapter 20, 216 393, 395, 400, 408, 409, 440, 626 and 641, F.S. Medicaid
must meet federal standards or obtain a federal waiver to receive federal financial participation
in the program. Although rates of federal participation vary each year, in FY 2009-2010, 67.64
percent of the expenditures for most Medicaid services are reimbursed with federal funds under
the provisions of the American Recovery and Reinvestment Act of 2009 that provides for
enhanced federal match. Administrative costs continue to be reimbursed at 50 percent and
information technology projects and services such as family planning are reimbursed at higher
levels.
The need for Medicaid funded health care services is affected by population growth, the
demographic profile (age) of the population, and economic conditions that impact employment and
income. In July 2009, the U.S. Census Bureau estimated Florida’s population to be approximately
18.537 million, making it the fourth most populous state in the nation. Projections indicate that Florida
will become the third most populous state by Calendar Year (CY) 2025; its growth rate has been
among the fastest in the nation for decades.
As of July 1, 2009, Florida had the highest percentage (17.4 percent) of elderly residents in the
nation. As the baby–boom generation begins reaching retirement age in the next few years and
substantial numbers of retirees relocate to Florida, the demand for health care services will continue
to grow at an increasing rate. Since the elderly use more health resources per capita than younger
populations, the impact of the age distribution on demand for health care will be even greater than
total population growth alone.
In FY 2009-2010, Medicaid served 2.736 million beneficiaries and paid claims to approximately
80,000 providers. With a budget of nearly $20.7 billion in FY 2010-2011, Medicaid is the second
largest single program in the state budget behind public education, accounting for more than 26
percent of the state’s total. It is the largest source of federal funding for the state. Medicaid caseloads
in FY 2009-2010 were more than 60 percent higher than a decade ago. The caseload increased by
nearly 10 percent in FY 2009-2010 over the prior fiscal year and is projected to increase in FY 20102011 by more than nine percent compared to FY 2009-2010. The recent increase reflects external
factors not within the Medicaid program’s control, especially the rapid downturn in the economy in
fiscal years 2008-2010 and the resulting unemployment rate statewide of almost 12 percent.
In the last ten years, expenditures in the Medicaid program grew from almost $9 billion in FY 20002001 to $20.7 billion projected in FY 2010-2011, doubling in that time period. The primary factors
contributing to expenditure growth have been prescription drug costs, increased costs of medical
services, long-term care, and enrollment growth. The largest expenditure categories for FY 20092010 are Prepaid Health Plans ($2.8 billion), Hospital Inpatient Services ($3.3 billion), Nursing Home
Care ($2.75 billion), Prescription Services ($1.6 billion) , Low Income Pool ($1.1 billion),
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Supplemental Medical Insurance ($1.0 billion), Home/Community Based Services ($1.0 billion),
Hospital Outpatient Services ($969 million), and Physician Services ($938 million).
During FY 2009-2010, the Florida Medicaid Management Information System (MMIS) received
full federal certification from the Centers for Medicare & Medicaid Services (CMS). The
certification allows Florida to receive the maximum federal funding of 75 percent for the
operation of the system.
MEDICAID SERVICES
Medicaid Pilot Program
Florida’s Medicaid pilot program, created in Section 409.91211, F.S., with the passage of
Senate Bill (SB) 838 (CS/CS/SB 838) during the CY 2005 Florida Legislative Session,
authorized the Agency to seek a demonstration project waiver (pursuant to Social Security Act
§1115) to create a statewide initiative for a more efficient and effective services delivery system
that would enhance quality of care and beneficiary outcomes in the Florida Medicaid program.
The Agency received approval of the 1115 waiver from Centers for Medicare and Medicaid
Services on October 19, 2005, and authority to implement the program with the passage of
House Bill (HB) HB 3B during the Florida Special Legislative Session in December 2005. They
will also enjoy better health through education and increased health literacy. The Medicaid pilot
program is designed to transform the Medicaid program by empowering Medicaid beneficiaries
to take control of their health care by providing more choices for beneficiaries, and improving
health through health literacy and incentives and bringing about healthy behaviors. The major
components of Medicaid Reform are:
•

Choice Counseling;

•

Customized Benefit Plans;

•

Opt Out;

•

Risk-Adjusted Premiums; and,

•

Enhanced Benefits

During the initial phase of implementation, beneficiaries in the children and families, and the aged
and disabled eligibility categories were required to enroll in a Medicaid pilot health plan. Some
beneficiaries were allowed to voluntarily enroll in a Medicaid pilot health plan, such as those eligible
for Medicare and Medicaid, and foster care children. Beneficiaries, who were in the mandatory
eligibility groups, were given Medicaid Reform Choice Counseling materials and had 30-days to
make a plan selection. If a beneficiary did not make a selection within the 30 day choice period, the
Agency assigned the beneficiary to a Medicaid pilot health plan on criteria set forth in Section
409.91211, F.S. The first date of enrollment into a Medicaid pilot health plan was September 1, 2006.
The Medicaid pilot Choice Counseling Program is designed to empower eligible beneficiaries to
select a Medicaid pilot health plan that best meets their individual health care needs. The Agency
established contract standards for the Choice Counseling Program related to the percentage of
beneficiaries who must choose their own health plan.
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By the end of FY 2009-2010, 11 Medicaid pilot health plans had been contracted in Broward County.
In Duval County, five plans were contracted and in Baker, Clay, and Nassau counties, two plans
were contracted. Total enrollment in all plans was 261,243.
The current Medicaid Reform Waiver expires June 30, 2011. The Florida Legislature directed the
Agency to request a three year extension of the waiver to ensure it remains active and current. The
Agency submitted the extension request June 30, 2010 to federal CMS. Updates on Medicaid pilot
program and a copy of the request may be found at:
http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml
Expansion of the Reform program into new geographic areas or substantial changes to the waiver
will require Legislative authorization.
Source: Medicaid Health Systems Development, Medicaid Program Analysis, and Medicaid Choice
Counseling ‘Florida Medicaid Reform: Draft annual report for FY 2008-2009.
Children’s Health Insurance Program / Florida KidCare
Florida KidCare is a partnership between the Agency for Health Care Administration,
Department of Health, Department of Children and Family Services and Florida Healthy Kids
Corporation. Except for the Medicaid component, KidCare is not an entitlement, and requires
enrollees to contribute to the cost of their monthly premiums.
The Institute for Child Health Policy (www.ichp.edu/) conducted The Florida Children's Health
Insurance Study 2007 and found that 548,000 children in Florida were uninsured, or 12.6
percent of all children in the state. Of the uninsured, it is estimated that 72 percent are eligible
for Florida KidCare.
Programmatic changes requiring families to document their income and complete an active
renewal process resulted in Florida KidCare enrollment declining between FY 2004 and FY
2006. Title XXI enrollment decreased in 2008 due to transitional complications with Florida
Healthy Kids Corporation’s third party administrator. Since July 2006, Title XXI enrollment has
increased 30 percent from 196,674 in July 2006 to 255,742in July 2010. The total KidCare
enrollment as of July 2010 was 255,742, including 28,044children in MediKids.
In July 2003, in response to over-enrollment, new enrollments stopped and applicants were placed
on a waiting list. In March 2004, funding was appropriated for the wait list, followed in July 2004 by
limited open enrollment periods, new income documentation and access to employer sponsored
health insurance requirements. Enrollment plummeted as a result of these changes. In July 2005,
year round open enrollment was reinstituted. In July 2006, the Florida Legislature funded $1 million
in matching grants for KidCare community outreach. Also in July 2006, full pay options expanded
with MediKids offering a Full Pay component to families with incomes over 200 percent of the federal
poverty level. In July 2007, the Florida Legislature again funded $1 million in matching grants for
KidCare community outreach, and the Governor’s Office convened the Florida KidCare Outreach
Task Force, with representatives from all of the KidCare partner agencies, to coordinate outreach
activities throughout the state. In May 2008, Affiliated Computer Services, Inc., (ACS) began as
Florida Healthy Kids Corporation’s third party administrator, responsible for processing KidCare
applications. Due to some transitional complications, KidCare enrollment decreased until November
2008 when outreach efforts were made to recapture the lost enrollment. In July 2008, funding for
KidCare outreach was eliminated; however, the Governor’s Outreach Task Force continues
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coordinating outreach activities. In July 2009, the Florida Legislature passed KidCare administrative
simplification legislation which made the KidCare application and renewal process easier for families.
Florida Healthy Kids Corporation also worked closely with the Department of Children and Families to
streamline the transition to the Title XXI programs for children losing Medicaid coverage. These
simplification changes have resulted in an 11.8 percent enrollment increase from July 2009 to July
2010. Based on the January 2010 KidCare Social Services Estimating Conference (SSEC)
enrollment and expenditure projections, the Florida Legislature appropriated sufficient funding.
Based on the increased enrollment projections and expenditures from the July 2010 KidCare SSEC,
KidCare may face a $.7 million General Revenue deficit. Congress reauthorized the Children’s
Health Insurance Program in April 2009, allocating $68.9 billion to the states through September 30,
2013. Florida’s federal allocation is sufficient to meet state fiscal year (SFY) 2010-2011 enrollment
and expenditure projections.
Source: Florida KidCare Enrollment Reports, 2004 through 2010; KidCare Appropriations Social
Services Estimating Conferences, FY 2006-2007, FY 2007-2008 and FY 2008-2009, FY 20092010; Florida Children’s Health Insurance Study 2007; The Children's Health Insurance
Program Reauthorization Act of 2009.
Long Term Care
Developing new models for long-term-care is critical. Significant reductions in the growth of the
Medicaid budget will not be achieved without addressing the aged and disabled population.
Long-term care utilization is greatest among the population aged 85 and over. The 85 plus
population is expected to grow significantly by CY 2025. Although studies of the elderly suggest
that impairment levels at each age cohort are diminishing, the decline may not be enough to
offset the population growth. This, combined with recent court decisions such as the Supreme
Court Olmstead decision, which interprets the Americans with Disabilities Act to require that
alternatives to institutional care be made available to those needing long-term care due to
disability, puts pressure on federal and state health programs to develop cost effective
alternatives for those in need of long-term care, including the provision of personal care and
home health services (Objective 3.E.). The Agency has done a remarkable job in controlling
long-term care costs given its large existing elderly population coupled with a 60 percent growth
rate over the last decade for individuals age 85 and older who are more likely to need nursing
home assistance. Florida is ranked 36th out of 50 states in the total number of Medicaid longterm care expenditures. Furthermore, Medicaid reimbursement represents a declining share of
resident days and nursing home occupancy rates. Growth in the nursing home budget slowed
with the expansion of Medicaid alternatives. Even so, Florida’s expenditures have been
concentrated in nursing home care, indicating that additional savings are achievable. By
continuing to develop options for serving the frail elderly and developmentally disabled in less
restrictive settings which are generally less costly than residential or nursing home settings, the
Agency hopes to meet Objective 3.C: ―To slow the growth in long-term care expenditures by
converting a portion of the institutional care budget to community-based long-term care by FY
2013-2014.
Source: Bureau of Medicaid Services, August 2010
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Developmental Disabilities
The Agency has been particularly successful in serving individuals with developmental disabilities in
the community. As of July 2010, there were 29,945 individuals over the age of three being served
through four home and community based waiver programs for persons with the following disabilities:
mental retardation with an IQ of 59 or less; primary disability of either autism, cerebral palsy, spina
bifida, or Prader-Willi syndrome; or these conditions in combination with other handicapping
functional limitations. Although the waivers have increased the number served, there is still a waiting
list of approximately 19,000.
The Agency also administers the Familial Dysautonomia (FD) Waiver for individuals diagnosed with
FD, an extremely rare developmental disability. Consumer enrollment began July 2006. There are
currently eight individuals enrolled.
Behavioral Health Services
The Medicaid program is an important element of the mental health treatment system in Florida.
The Agency has introduced a number of initiatives that are designed to improve the efficiency
and effectiveness of the Medicaid program. In its 2004 session, the Florida legislature
authorized the Agency to establish prepaid mental health plans (PMHPs) for individuals enrolled
in MediPass. During FY 2006-2007, the Agency expanded PMHPs statewide, with the
exception of the counties in which the Medicaid Reform pilot has been introduced. The PMHPs
have responsibility, within their AHCA areas, for providing the Medicaid community mental
health benefits.
In 2004, Florida passed legislation that directed the Agency to create a specialty prepaid plan
for children with open cases in Florida Safe Families Network. At that time, children, in need of
child welfare services and who resided in AHCA areas 1 and 6, were enrolled in managed care
or prepaid mental health plans that were specific to their regions. These children received
specialty services, such as specialized therapeutic foster care, therapeutic group care services,
and comprehensive behavioral health assessments, on a fee-for-service basis.
The Agency expanded the Child Welfare Prepaid Mental Health Plan in Hillsborough County in
February 2009 to address the specialized continuum of care for children who receive services
from the Department of Children and Families. The benefits of having a child welfare system
managed by a single vendor are improved access, continuity, and quality of care.
During the 2010 legislative session language relating to the children in Area 10 was modified to
permit the development of a specialty plan for this population. This specialty plan is designed to
coordinate and integrate behavioral and physical health services. The Agency anticipates
enrolling the children into this specialty plan prior to July 1, 2011.
The Agency received approval for the fourth renewal request for the 1915(b) (4) waiver
authorizing the Statewide Inpatient Psychiatric Program (SIPP) for Medicaid recipients under
the age of eighteen. The SIPP program was developed to improve quality of, and access to,
medically necessary residential mental health treatment for children and adolescents. Prior to
SIPP, Medicaid did not fund residential treatment services. Various Agency initiatives have
reduced the average length of stay in SIPP facilities, which has resulted in a significant cost
savings and improved treatment outcomes. SIPP serves approximately 1,100 children and
adolescents each year. In the coming years, the Agency will continue a partnership with the
Department of Children and Families (DCF) and the Florida Mental Health Institute (FMHI) at
the University of South Florida to reduce and/or eliminate the use of seclusion and restraints in

Page 87 of 202

these inpatient facilities. Additionally, the Agency is supporting the FMHI in their implementation
of a trauma-informed behavior analysis service.
On August 1, 2007, the Agency developed and implemented a community-based substance
abuse services program that enables Florida counties to receive federal matching funds for
county-funded services. This program is designed to provide early identification of substance
abuse problems, rapid linkages, and effective treatment. This program will lead to increased
opportunities for recipients to obtain substance abuse treatment. These substance abuse
services should strengthen families while contributing to a reduction of school drop-out rates,
crime, and incarceration. The Agency plans to continue expanding the program and providing
technical assistance to participating counties and substance abuse treatment providers.
Quality Management and Improvement
The Bureau of Medicaid Services is expanding its emphasis on quality assessment,
measurement, utilization control, and quality improvement. Prior authorization, already required
for hospitalization, became required for all home health services statewide in fall 2009. Pilot
projects, authorized through the 2009 session’s CS/CS/CS/SB 1986 are being implemented in
Miami-Dade County to ensure appropriate service delivery in the home health delivery system.
These include the following:
•

Pilot Project for Home Health Care Management: On July 1, 2010, the Agency
implemented a comprehensive care management pilot project for home health services
in Miami-Dade County. This program includes face-to-face assessments of patients by
a licensed nurse, consultation with physicians ordering services to substantiate the
medical necessity for services, and on-site or desk reviews of recipients’ medical
records. The project is being conducted through a qualified quality improvement
organization.

•

Pilot Project for Telephony Home Health Services Delivery Monitoring and
Verification: The Agency competitively procured a vendor which, starting July 1, 2010,
verifies through a voice-identification telephone check in and checkout system that home
health workers were in the patient’s home. Home health agencies must submit claims
electronically through the vendor’s system, ensuring that only services for which there
are verified check ins and check outs can be billed.

The increased utilization review provided through implementation of CS/CS/CS/SB 1986 with
both pilot projects is expected to improve accuracy, quality and cost effectiveness related to the
provision of home health services. The goal is to ensure services are provided for those
individuals truly in need in the most appropriate settings, with fewer inappropriate or
unnecessary services or fraudulent activity.
The Agency is continuing to contract with a quality improvement organization to provide an ongoing managed care external quality review (EQR) program. Health Services Advisory Group,
Inc. (HSAG) conducts an annual independent review of access to, timeliness of and quality of
outcomes for services provided to Medicaid recipients by managed care organizations and
prepaid inpatient health organizations (health maintenance organizations and provider service
networks, including the Medicaid pilot reform health plans, the specialty plans for recipients with
HIV/AIDS and for children with chronic conditions,; prepaid mental health plans; the statewide
child welfare prepaid mental health plan; the statewide inpatient psychiatric program; and
nursing home diversion plans.) EQR activities include federally required validation of reported
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performance measures, performance improvement projects, review of compliance with access,
structural and operations standards, the development of an annual EQR Technical Report, and
dissemination and EQR-related education among state and MCO staff and stakeholders.
The Agency continues to contract with a quality improvement organization to provide an
independent quality assessment/improvement program for its Developmental Disabilities Home
and Community Based Services Waivers. This program has eight years of useful information
and analysis through its multi-faceted approach of reviewing both providers and recipients to
measure service quality outcomes, and is once again evolving and refining its approach for
continually improving quality in access to and receipt of these waiver services. The next five
years are expected to result in continued improvements in this area.
Following a lengthy assessment and resulting procurement of a federal waiver, Florida became
the first state in the nation to develop and implement a publicly funded program for children with
a potentially life limiting illness. Known as Partners in Care: Together for Kids, this program
began in 2005 and is currently in seven areas, with plans for statewide expansion by 2011. The
PIC-TFK program is exceptional and unique because it (1) enables children who are receiving
curative care for potentially life-limiting medical conditions to benefit from palliative services in
addition to the medical services already being received through the Children's Medical Services
(CMS) Network, and (2) offers access to pediatric palliative care support services from the time
of diagnosis, throughout treatment with hope for a cure, and if needed provides end of life care.
In addition to improved quality of care being provided through this program, savings are
anticipated from the decrease in monies spent on cyclical hospital and emergency room visits
as these children receive specialized support services including pain and symptom
management.
Wherever possible in all of its programs, AHCA Medicaid is moving toward greater
standardization, improved quality and greater efficiencies in the provision of services. Over the
next five years, the Agency plans to continue listening to its Medicaid recipients and providers,
the federal government and the Florida Legislature as it seeks ways to measure, manage and
improve the quality of services being provided as well as the dollars being spent in Florida.
Source: Bureau of Medicaid Services, August 2010
Pharmacy
Innovations to Promote Evidence-Based Medicine (Objective 3.F)
The Agency continues to promote innovations that facilitate evidence-based medicine and the
use of technology in health care delivery through the following initiatives related to prescribing
within the Medicaid fee-for-service program:
ePrescribing Support
EmPowerRx (Background)
During FY 2003-2004 the Agency contracted with a vendor for a pilot project to provide handheld wireless devices (EmPowerRx) to 1000 high volume Medicaid prescribers. In FY 20042005, this program was expanded to 3000 EmPowerRx hand-held devices. In addition to
supporting e-prescribing through access to a clinical drug reference database and the Medicaid
Preferred Drug List, the hand-held devices allowed prescribers to view all medications their
Medicaid patients received in the preceding 100 days through the Medicaid Drug Program. The
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EmPowerRx product accessed drug profile information only for the physician’s Medicaid
patients. This limitation, lack of connectivity in rural areas, and lack of integration with electronic
medical records systems stalled the adoption of the program by physicians.
Current Developments
Since initiation of the EmPowerRx pilot, recent technology developments in the marketplace
support physician practice management systems that integrate electronic medical records and
e-prescribing and billing for all patients within a physician’s practice, regardless of their
insurance status or payer. Prescribing physicians now have real-time review of their patients’
insurance coverage details, drug profiles and e-prescribing integrated with electronic charts,
medical records, and billing. Medicaid and other payers can now provide secure prescription
records and real-time eligibility data to a central entity that the prescriber can access
electronically for all his/her patients. This capability is no longer limited only to Medicaid
records, and offers real-time data from all participating payers and pharmacies to an unlimited
number of providers at a fraction of the cost of the initial Medicaid pilot program.
Future Enhancements
Physicians’ practices can now choose from a broad array of vendors offering integrated practice
management systems to access insurance coverage, formulary and drug reference, and
prescription profiles for all patients, using the same hand-held device or laptop. Prescription
information is instantly recorded in the patient’s medical chart and the prescription is instantly
submitted to the patient’s pharmacy of choice. The enhanced functionality, now widely available
to physician’s practices through multiple vendors, is conducive to the Agency’s broader support
of electronic medical records and e-prescribing. A real-time data feed to make the Medicaid
eligibility information; PDL information; and individual patient prescription history available to all
Medicaid prescribers statewide was implemented in July 2010. This advanced technology
solution augments the efforts of the Electronic Prescribing Advisory Panel that was created by
the Legislature in CY 2007. Section 408.0611 F.S. requires the Agency to establish an
informational clearinghouse on the Agency’s website; and to collaborate with stakeholders to
create the clearinghouse.
Initiatives to Limit the Increase in Per-Case-Month Expenditures to Less than Eight Percent Per
Year for FY 2009-2010 through FY 2013-2014 (Objective 3.A.)
Prescribed Drug Cost Containment Measures
A report published in November, 2009 by the AARP Public Policy Institute noted that wholesale
prices for the brand-name medications most commonly used by Medicare beneficiaries
increased an average of 9.3 percent between October 2008 and September 2009, a period
when there was no inflation and, in fact, other consumer prices actually dropped. 1 The report
further notes that generic drug prices declined 10.6 percent during the same period.
Medicaid Preferred Drug List (PDL)
The Preferred Drug List (PDL) has been fully implemented across all therapeutic categories of
medications, and the prior authorization processes for non-PDL medications continues to be
refined. The Medicaid pharmacy program works closely with the contractor that negotiates
supplemental rebate agreements with drug manufacturers to ensure competitive net pricing of
1

Rx Watchdog Report, Comparative Measures of Price Change for Prescription Drugs and Other Goods, November 2009
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available options within each therapeutic class. Agreements with manufacturers ensure that the
state receives guaranteed net unit pricing for each drug, thereby affording the state protection
from brand drug price increases for the duration of each contract.
Automated Quantity Limits; Dose Limits; and Clinical Prior Authorization
Real-time automated checking of prescription claims for specific Food and Drug Administration
(FDA) guidelines, dispensing quantity limits, age limits, and dosing limits have been
implemented systematically at the point of sale to control excessive utilization and ensure
patient safety. As new drugs become available or clinical information is published, specific
policies to ensure safe and efficacious utilization of pharmaceuticals will continue to be
developed and implemented consistent with Agency Priority Number Nine, Prescription Drug
Management to reduce drug costs. During FY 2009-2010, the Pharmacy Benefit Management
(PBM) contractor continued to improve systematic electronic solutions to reduce the time and
expense of paper-based prior authorization procedures, and in appropriate circumstances offer
immediate real-time utilization management at the point of prescribing and the pharmacy point
of sale. Direct contact and review of prior authorization requests by clinical pharmacists is
reserved for those drugs or circumstances that require such individualized review.
Efficient Use of Clinical Staff
Automation of certain high-volume prior authorization criteria as point-of-sale systematic edits
has allowed the program’s clinical pharmacists more time to audit automated processes and
participate in designing program improvements. During FY 2009-2010, the Area Office
pharmacists continued their assigned activities to support the ongoing statewide contract for
medication therapy management initiative. Refinements in the program have focused the
clinical staff on performing audits to support the waiver programs, and handling prior
authorizations at the Agency level for medical appeals and a targeted population of medications
requiring complex clinical review.
Medication Therapy Management
Through a contract initiated during FY 2008-2009, recipient population based initiatives
targeting prescribers whose patients met specific criteria were implemented. These efforts are
designed to improve overall health outcomes and eventually reduce costs for medication and for
medical services. During FY 2009-2010, population-based interventions continued to be
directed at efficacious use of (1) gastrointestinal agents; (2) HIV/antiretroviral therapies; (3)
medication compliance; (4) sedative hypnotic/benzodiazepine use in adults; (5) asthma disease
management; and (6) hyperlipidemia therapy.
The medication therapy management contract also makes available a web-based tool and
specific training for pharmacists to assist them in providing consultations with patients to
improve the coordination and quality of their health care services. This function allows
pharmacists to expand their roles in providing coordinated patient care by performing structured
interventions to help reduce medical costs associated with emergency services and
hospitalization.
Recipient Lock-In Program
Beneficiaries who have a history of over-utilization of pharmaceuticals may be required to
receive all their Medicaid prescriptions through one pharmacy. The program has proven
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successful in controlling potentially dangerous or fraudulent patterns of obtaining prescriptions,
particularly narcotics. While direct cost savings from this program are not significant given the
relatively low cost of pharmaceuticals involved, the prevention of potential abuse or diversion of
these drugs has a positive health and community impact.
Medicaid pharmacy related issues in the next five years include:
1. Expand electronic access to Medicaid eligibility, pharmacy claim history, and Medicaid
Preferred Drug Lists through interface with provider’s electronic medical records
systems. This goal was achieved in July 2010.
2. Develop an improved method of capturing National Drug Code (NDC)-level information
on claims for physician administered drugs to allow more effective invoicing for
manufacturer rebates. This goal was achieved in July 2010.
3. Collaborate with other agencies to develop contingencies in the event of elimination of
funding for the Florida MEDS-AD 1115 waiver. The Bureau of Pharmacy services
worked with Agency legal staff; the Department of Children and Family Services; and the
Center for Medicare and Medicaid Services to define the contingency plan to manage a
loss of funding and simultaneously define an extension of the MEDS AD Waiver should
funding be restored. Fortunately, funding was restored, and the Waiver is in the process
of being renewed.
4. Improve the automatic claim system edits to integrate diagnosis data with drug claims.
The Bureau of Pharmacy Services successfully implemented an automated prior
authorization process to streamline approval of branded anticonvulsants for recipients
with seizure disorders. The process does not require prescribers to fax paperwork.
Instead the point-of-sale pharmacy screens medical diagnosis codes in a recipients
medical claims file and compares the codes to the prescription refill history. Recipients
who meet the automated criteria can automatically receive a branded anticonvulsant as
long as the physician requests it. Recipients taking anticonvulsants for medical reasons
other than seizures receive generic medications. The Bureau of Pharmacy Services
plans to expand this capability to other therapeutic drug categories.
5. Improve patient safety through refined automatic system edits (quantity limits; dose
limits; duration of therapy) for specific therapeutic classes. The Bureau of Pharmacy
Services implemented a significant number of point-of-sale system edits in FY 20092010. Successful projects included limits on numbers of prescriptions per month for all
controlled substances. Within the controlled substance project, mandatory dose and
quantity limits were implemented, as well a structured prior authorization for prescribers
to document medical necessity of patients who exceed the standard requirements.
Accommodations for cancer and sickle cell patients were built into the processes.
6. Continue to eliminate paper-based processes through electronic indexing and filing of
records. In FY 2009-2010, administrative support staff were assigned to scan paper
based prior authorization records and miscellaneous paper in various staff offices to the
shared drive. This effort will continue, and the goal will be reduce the burden of paper in
all staff offices and clear the file cabinets of paper-based prior authorization forms. The
Bureau is working with the PBM to route the fax line into an imaging queue so that staff
can work prior authorizations (Pas) electronically. This will greatly reduce the Bureau’s
expenses for copy paper and toner.
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7. Develop a web-based prior authorization system for physician-administered drugs.
Completion of goal number two above was required prior to development of this
functionality. The Bureau of Pharmacy Services will now proceed with research to
determine the design and programming required for this system capability.
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List of All Task Forces and Studies in Progress
NUMBER

IMPLEMENTING
BILL OR STATUTE

1.

CS/CS/SB 1484
(Chapter 2010-144
LOF)

2.

CS/CS/SB 1484

3.

CS/CS/SB 1484

TASK FORCES AND STUDIES
REQUIRED BY FY 2010-2011
LEGISLATION
Directs Medicaid to begin process of
extension of the Section 1115 waiver
(reform) and requires monthly reports to
the Legislature
Directs Medicaid to appoint a technical
advisory panel in the study and
development of intergovernmental
transfer distribution methods and
provide a report to the Legislature and
Governor by January 1, 2011.
Creates and name Medicaid as part of
the Medicaid and Public Assistance
Fraud Strike Force within the Dept. of
Financial Services and report annually
by October 1st to the Legislature and
Governor.
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BUREAU ASSIGNED

Health Systems
Development

Medicaid Program
Analysis

AHCA Secretary

List of Potential Policy Changes Affecting the Agency’s Budget Request or the Governor’s
Recommended Budget

Number

List of Potential Policy Changes

Describe the Legislative Budget
Requests or Governor’s
Recommended Budget Item(s)
Affected

None
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Describe the Potential Policy Impact if
the LBR or the Governor’s
Recommended Budget
Recommendation is not Approved

List of Changes That Would Require Legislative Action, Including
the Elimination of Programs, Services and/or Activities

Number

Identify Proposed
Change

Describe What’s
Expected of Proposed
Change

None
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Describe Legislative Actions
Required to Implement the
Proposed Change

Trends and Conditions Statement
Florida Center for Health Information and Policy Analysis
The Florida Center for Health Information and Policy Analysis (Florida Center) performs
several important functions to improve the effectiveness and efficiency of health care
services in the state and support consumers in health care decision making. The Agency’s
consumer oriented website, FloridaHealthFinder.gov, was developed in support of the
Florida Center’s mission to provide accurate and timely health care information to the
public, and promote well informed decisions and transparency in the health care delivery
system. With growing interest in harnessing the power of consumer choice to drive quality
and cost effectiveness in health care, data collection systems must have the capacity to
handle increased data volumes efficiently and allow dynamic data access.
The Florida Center is responsible for collecting, compiling, coordinating, analyzing, and
disseminating health-related data and statistics for the purpose of developing public policy
and promoting the transparency of consumer health care information. These data,
including hospital inpatient records, and ambulatory and emergency department’s records,
provide accurate and timely health care information to consumers, policy analysts,
administrators, and researchers in order to evaluate cost, quality, and access to care.
(See Figures 1 and 2) The Florida Center is highly regarded throughout the nation as a
primary resource for state health care data.
As such, this data is used extensively to display health outcome and pricing information on
FloridaHealthFinder.gov. Due to the collection of this data in a more timely and efficient
manner, the Florida Center is able to meet the objective of reducing the amount of days
between processing and posting the data. Included in the process improvements are:
paperless data collection; enforcement; facility outreach; quality assurance activities; new
rule implementation; improved website for submitting facilities, as well as the Guide to
Submitting Inpatient and Ambulatory Discharge Patient Data (Data Guide).
In 2007, the Florida Legislature directed the Agency to collect information on the benefits
of electronic prescribing (e-prescribing) and e-prescribing software and disseminate that
information through the Agency’s website in order to facilitate and promote the adoption of
electronic prescribing. The Florida Center is also partnering with Medicaid to promote eprescribing among Medicaid providers. The promotion of e-prescribing requires
coordination among physicians, pharmacies, health plans and patients. A key adoption
metric is the number of e-prescriptions sent to pharmacies across Florida. The desired
outcome is for this percentage to increase at a rate of 25 percent per year. (See Objective
4.C)
The Florida Center’s long range plan contains the promotion of the exchange of secure,
privacy-protected health care information, electronic prescribing, the adoption of electronic
health records among providers, and the use of personal health records by consumers.
The goal is to provide better health care for all Floridians through the spread of
appropriate health information technology. Currently, the Florida Center is responsible for
the implementation of a statewide health information exchange plan and administration of
the Medicaid program’s electronic health records incentives program.
Additionally, the Florida Center will continue to be responsible for collecting adverse
incident reports from hospitals, ambulatory surgery centers, health maintenance
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organizations, nursing homes, and assisted living facilities. The Florida Center will work
closely with facilities and regulatory agencies to assure that corrective actions have been
implemented.
Over the next five years the Florida Center’s long range plan includes continued work with
the State Consumer Health Information and Policy Advisory Council as well as its
workgroups including the Data Standards and Transparency Steering Committee; the Health
Information Exchange Coordinating Committee; the Legal Work Group and the State Electronic
Prescribing Advisory Panel to meet our objectives. The Florida Center will also continue to
pursue grant opportunities.
Meeting our goals and objectives fulfills the Agency’s mission of making available
transparent health care data and information so consumers are able to make informed
choices about their health care.
The Office of Data Collection, Data Quality, and Patient Safety
The Agency is directed to collect patient-level data by §408.061, Florida Statutes. As the
Florida Center is charged with disseminating health care data to help Floridians make
informed choices about their care, this data collection is one of the most important
functions performed in the Florida Center. Accurate, timely, and unbiased data are also
essential to the accurate modeling and understanding of Florida’s health care system. To
that end, the Florida Center collects data on every patient discharge from all licensed
acute care hospitals, ambulatory surgical centers and emergency departments.
Patient Data Collection: A Brief Synopsis of the Process
Patient data is collected electronically via the Internet in accordance with Chapters 59E-7
and 59B-9, Florida Administrative Code. Facilities submit data reports quarterly.
The submitted data are checked for errors by a custom-designed computer program.
Reports detailing any identified inconsistencies in the data are sent to the reporting facility
for correction and verification. Following appropriate facility action, the corrected data are
processed again. The process repeats until the data are determined to be error-free.
At this point a final report is sent to the facility for final review and certification. In the
certification process, the facility’s Chief Executive Officer or Chief Financial Officer signs
and returns an attestation vouching for the data’s accuracy. Once the data have been
certified they are added to the main database where they are available for use.
The Health Insurance Portability and Accountability Act (HIPAA) restricts the release of
protected patient health information; therefore, not all collected information is made
available to the public.
Inpatient Data Collection
Hospital inpatient data collection is authorized under §408.061(1) (e), Florida Statutes,
and Chapter 59E-7, Florida Administrative Code.
The hospital inpatient database contains patient-level information on each patient
discharged from approximately 277 acute care Florida facilities, including long-term care
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hospitals, rehabilitation hospitals, short-term psychiatric hospitals, and long-term
psychiatric hospitals. The number of hospital inpatient discharge records submitted has
increased each year from 2,386,661 in CY 2002 to 2,606,164 records in CY 2009.
The number of reporting facilities has varied over time, as new hospitals open and others
close. Each facility reports quarterly under a unique identification number assigned to it by
the Agency.
Each reported discharge record includes patient demographics, admission information,
medical information, discharge information, and charge data. Patient demographics
include race, birth date, gender, and zip code. Admission information includes type of
admission, admission source, and admission date. Medical information includes diagnosis
codes, procedure codes, principal procedure date, present-on-admission indicators, and
attending and operating Florida physician license numbers. Discharge information includes
discharge date and discharge status.
Charge data include total charges and charges broken down by individual revenue charge
categories. Revenue charge categories include room and board, nursery, intensive care
unit, pharmacy, medical/surgical supplies, oncology, laboratory, pathology, radiation,
operating room services, anesthesia, respiratory therapy, physical and occupational
therapy, emergency room services, cardiology, recovery room, labor room, trauma
response, behavioral health, and other categories. Sixteen principal payer codes
(including Medicaid, Medicaid health maintenance organization [HMO], Medicare,
Medicare HMO, and Commercial HMO) are also reported.
Facilities are required to provide a unique identification number for each record along with
the patient’s Social Security number, and an infant linkage identification number. The
hospital’s Agency for Health Care Administration (AHCA) identification number, the
reporting year, and the quarter are included in each record.
Ambulatory Surgery Data Collection
Ambulatory surgery data collection is authorized under §408.061(1) (e), Florida Statutes,
and Chapter 59B-9, Florida Administrative Code.
The ambulatory surgery database contains “same-day surgery” data on reportable patient
visits to approximately 435 Florida facilities, including freestanding ambulatory surgery
centers, short-term acute care hospitals, lithotripsy centers, and cardiac catheterization
laboratories. The actual number of facilities varies over time as new facilities open and
others close but each facility submits quarterly reports under a unique Agency-assigned
identification number. 3,071,154 ambulatory patient records were collected in CY 2009.
Ambulatory surgery facilities are required to report every visit with primary procedures in
the following Current Procedural Terminology (CPT) code ranges: 10000 through 69999
and 93500 through 93599. These codes include surgical procedures, cardiac
catheterization, and lithotripsy. Facilities documenting less than 200 patient visits in a
quarter may formally request, in advance of the due date, an exemption from reporting on
the specified quarter.
Ambulatory surgery data records include, but are not limited to, patient demographics,
medical information, and charge data. Demographics include race, birth date, gender, and
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zip code. Medical data include diagnosis (ICD-9-CM) codes and procedure (CPT) codes.
Facilities also report patient visit date and license numbers for attending and operating
Florida physicians. Charge data include total charges and charges broken down by
individual revenue charge categories. Revenue charge categories include pharmacy,
medical/surgical supplies, radiation, laboratory, operating room services, anesthesia,
recovery room, treatment or observation room, cardiology, and other charge categories.
Principal payer code (selected from a list of sixteen choices including Medicaid, Medicaid
HMO, Medicare, Medicare HMO and Commercial HMO) is also reported. The data also
contain individual record identification and Social Security numbers.
Comprehensive Inpatient Rehabilitation Data Collection
Comprehensive inpatient rehabilitation data collection is authorized under §408.061(1) (e),
Florida Statutes, and Chapter 59E-7 Part II, Florida Administrative Code.
Comprehensive inpatient rehabilitation reporting (initiated in 1993), which was previously
limited to freestanding facilities, is no longer a separate companion to the hospital
inpatient database. Rehabilitative inpatient reporting will include rehabilitation distinct part
units in acute care hospitals and data from the freestanding facilities which will be included
as part of inpatient data reporting. There were 19,224 rehabilitation patient records
collected for 2009.
The comprehensive inpatient rehabilitation data are primarily collected for special requests
and ad hoc reporting. Many of these requests come from within the Agency, the
Legislature, researchers, and the general public.
Emergency Department Data Collection
In 2005, the Florida Center began collecting Emergency Department (ED) data as directed
by §408.061(1) (a), Florida Statutes, and administrative rule Chapter 59B-9, F.A.C. These
regulations require the reporting of all emergency department visits in which ED
registration occurs and the patient is not admitted for inpatient care. Accordingly, all
patients registered by the facility and generating a record are now reported by emergency
departments. Evaluation and management (E&M) codes are reported in order to indicate
the level of seriousness of each patient’s condition.
Data elements collected from EDs include the hour of arrival, the patient’s chief complaint,
principal diagnosis, race and ethnic status, and external causes of injury. The data
elements reported are very similar to those used for reporting ambulatory surgery data.
Each report is electronically transmitted by the facilities to the Agency via a secure
Internet data submission system.
6.5 million Emergency department records were collected in 2009.
Florida Statutes require the Agency to analyze the use of emergency department services
by patient acuity level and to assess the impact on increasing hospital costs by providing
non-urgent care in emergency departments pursuant to §408.062(1) (i), Florida Statutes.

Page 100 of 202

Patient Data Collection System and Process Improvements
One of the Florida Center’s primary missions is to promote better and more informed
decision making on the part of Florida’s health care consumers. The primary means of
accomplishing this mission is through the promotion of health care transparency, i.e. the
publishing of detailed health care data in visible and accessible venues such as the
www.FloridaHealthFinder.gov website. This can only be achieved through the increasingly
timely collection and posting of quality data. Meeting our goals and objectives fulfills the
agency’s mission of better health care for all Floridians.
The Data Collection unit continues to model processes and workflows in order to improve
the current method of collecting and processing patient data. This process mapping has
allowed data collection staff to achieve a more effective and efficient business model.
These efforts paid off in CY 2009 with the Florida Center’s Data Collection Unit achieving
record levels of data with more than 95 percent of the data filed “on time.”
The following efforts also assist the Florida Center in meeting objective 4.A; to shorten the
length of time required to process and post certified patient data on
FloridaHealthFinder.gov.
Paperless Data Collection
The Data Collection Unit completed its paperless initiative in 2009 whereby the use of
paper has been essentially eliminated from the data collection and processing workflow.
This process improvement involved rendering all communications with submitting facilities
electronic in format. This allowed the Florida Center to save significant amounts of time for
Agency and facility staff. In 2009 alone, the paperless data collection initiative saved the
Agency more than $80,000 in paper and filing space.
Enforcement
During 2009 the Florida Center reinstated enforcement of fines for facilities that fail to
submit their data according to the deadlines provided in rule. The fining was undertaken
with the understanding that the demand for timely data required providing submitting
facilities as many incentives to comply with submission deadlines as possible. While
relatively few facilities have been fined, the initiative has been an integral part of the Data
Collection Unit’s success in raising on-time percentages to record levels.
Facility Outreach
Perhaps the most important outgrowth of the Data Collection Unit’s process improvement
efforts has been the establishment of the Facility Outreach Program. With the
implementation fines for late submitters the Agency concurrently began to offer facilities
“hands-on” help getting their data submitted correctly. The Florida Center now provides
focused support and service to facilities struggling with their discharge data reporting.
Some of the most notable features of the outreach program include:
•

Proactively identifying “struggling” facilities;

•

Reaching out to establish a dialogue with the facility’s submission staff;
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•

Identifying the functions or actions at the root of the delinquency;

•

Identifying the resources available to mitigate/improve deficient areas;

•

Collaboratively constructing a recovery plan to reestablish reporting currency; and

•

Monitoring progress through regular status review calls.

Quality Assurance
The Florida Center is also continuing to expand its commitment to quality assurance
through measuring the performance of individual processes and comparing them over time
against specific goals and benchmarks. The Data Collection Quality Assurance program is
increasingly supported by automated reports of system-based measurements that can
then be used to focus Florida Center resources more efficiently, yielding the greatest
process improvement results.
New Rule
In 2008, the Agency initiated rule promulgation in order to update both the Inpatient and
Ambulatory/Emergency Department data collection rules which will assist in meeting
objective 4.A. The rules were effective beginning January 1, 2010. The new inpatient rule
expands data collection elements and includes a new data set to capture rehabilitative
services performed in general acute care hospitals. The Ambulatory rule includes the
addition of new data elements to estimate the ED length of visit time. Both data collection
rules align collected data elements with current Uniform Bill (UB-04) mandates while at the
same time reducing the submission from six months to five.
The rules will enhance the utility of the data collected by providing information on
rehabilitative services statewide and providing information to address Emergency
Department (ED) utilization. Data Collection staff will continue to reach out to facilities to
help them manage the changeover to the new rules’ reporting environment. It is the Data
Collection Unit’s goal to complete the changeover with as little a drop in on-time
performance as possible.
New Data Collection Website
The new rule will require reporting facilities to undertake significant system and staff
changes. At the same time “old rule” reporting requirements will remain in effect as long as
two years for data resubmissions. So for the near term there will be two sets of rules
governing patient data reporting. It is vital, therefore, to make sure the Agency is able to
provide reliable, helpful information on these reporting requirements in an easy-tounderstand way. To that end in 2009 the Data Collection Unit completely re-vamped its
website to enable users to locate information of interest quickly on schemas, rules, data
guides, etc. Initial feedback from reporting facilities was overwhelmingly positive.
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Data Guide
To further assist facilities, the Data Collection Unit produced the Guide to Submitting
Inpatient & Ambulatory Discharge Patient Data (Data Guide). The Data Guides (now
including a “new rule” version) draw upon years of questions, comments, and requests
that have been received by the Agency’s staff. They represent a commitment to helping
facilities with the complex task of filing discharge data. The Data Guides help facilities
clearly understand what data to file, when to file it, and how it should be filed. It is the Data
Collection Unit’s intent that every facility should be able to confidently submit data with a
minimum
of
time
and
error.
The
Data
Guides
are
available
at:
http://www.ahca.myflorida.com/schs/data.shtml.
Figures (4-1) and (4-2) provide a visual comparison for the historical volume of data
collected.
Figure 4-1 Trend in Number of Patient Record Collection
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Figure 4-2 Five Year Record Collection Projection
Fiscal Year
Record Type

FY 2011-2012

FY 2012-2013

Hospital Inpatient

3,179,789

3,274,228

3,371,472

3,471,604

3,567,487

Ambulatory Surgery

3,860,446

4,059,258

4,268,309

4,488,126

4,692,315

Emergency Department

6,499,903

6,707,899

6,922,551

7,144,072

7,355,501

TOTAL Records

13,540,138

14,041,385

14,562,332

15,103,802

15,615,303

FY 2013-2014 FY 2014-2015 FY 2015-2016

Risk Management and Patient Safety
In 2008, adverse incident reporting for Assisted Living Facilities and Nursing Homes was
assigned to the Florida Center, joining hospital adverse incident reporting in a single office
for the first time. The Office of Risk Management and Patient Safety (RMPS) is now
focusing on improving customer service and providing facilities with patient safety best
practices. Priority has been assigned to changing the Agency’s relationship with facility
risk managers from adversarial to collegial. Staff are also working to streamline incident
reporting across all facility types and to encourage the use of electronic reporting.
One of the most notable initiatives in this effort has been the significant reduction in the
number and volume of reports that RMPS is requiring from facilities. Thanks to a new online submission system that debuted in 2009, facilities can now submit statutorily-required
annual risk management reports by simply uploading existing facility reports instead of
having to recreate them for the Agency. Just this one change has reduced reporting
requirements for facilities by an average of more than two weeks. RMPS is also working
with the Bureau of Information Technology to design a new web-based adverse incident
reporting system that will further speed reporting while reducing the facilities’
administrative burden.
Increased report automation will also help the Agency leverage the reports into usable
data and provide it back to the facilities. It is hoped this data will then provide material
support to facility-level patient safety programs, making them more effective.
The Office of Data Dissemination and Communication
Data dissemination is guided by §408.063, Florida Statutes. The Office of Data
Dissemination and Communication performs several functions to ensure the public has
access to health care information to assist them in making well informed health care
decisions. The public includes consumers, policymakers, the Legislature, the Governor,
the health care industry, the media, universities, foundations, students, private
businesses, and advocates. This Office developed, and maintains, the consumer health
care website, FloridaHealthFinder.gov. This website was created in the fall of 2007 when
FloridaHealthStat.com and FloridaCompareCare.gov were consolidated.
FloridaHealthFinder.gov includes a variety of information to assist consumers and
professionals, with their medical needs and searches for information. In addition, the
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website provides Florida consumers with information about health care services, charges,
and quality of care. It provides health outcomes and/or pricing information for
pharmaceuticals, physicians, health care facilities, and health plans. The website provides
consumers with the information necessary to compare the quality and price of health care
services, so they can make informed choices among hospitals and providers. The
Agency’s website, FloridaHealthFinder.gov exemplifies transparency in health care by
providing consumers easy access to health care data.
This Office fulfills numerous data requests and provides customers with technical assistance to
address their specific health care data needs. In order to fill these data requests the Florida
Center utilizes a variety of database sources such as acute-care hospital, ambulatory surgery
center, emergency department, comprehensive rehabilitation, and hospital financial data.
The Office also produces the Consumer Awareness Series. These are brochures that
cover topics such as Florida Medicaid, home health care, long-term care, end-of-life
issues, and patient safety, among others. Health care education is also provided through
participation in community outreach programs for the purpose of heightening awareness
on the importance of health care literacy. Additional functions of the Office of Data
Dissemination and Communication includes providing technical assistances to consumers
requesting de-identified patient data, customized ad hoc reports and other requested
information.
Data Dissemination Requests
Typically, data requests that come directly into the Office of Data Dissemination and
Communication fall into the following categories:






requests for de-identified data (limited data set);
requests for standard reports;
requests for ad hoc reports;
requests for publications; and
requests for other information.

Requests for data are processed upon written request and may be submitted to the Office of
Data Dissemination and Communication via mail, fax, or e-mail. Customers are required to
complete a Limited Data Set Data Use Agreement form in order to receive access to deidentified patient data.
Information on the data available and prices for data are listed in the Data Catalog and Price
List; however, prices for ad hoc reports are estimated based on the time required to complete
the report. Completed customer orders are mailed after payment is received. Federal, state, or
municipal government agencies are not charged.
A detailed log is maintained for tracking purposes. Monies received are handled through the
Bureau of Finance and Accounting within the Agency for Health Care Administration (Agency).
Copies of requests, checks, invoices, and fax receipts are kept on file for each customer.
More information on ordering data is available at FloridaHealthFinder.gov.
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The FloridaHealthFinder.gov Website
FloridaHealthFinder.gov continues to garner national recognition as a leader in health care
transparency and in 2009 received the (NAHDO) 2009 Innovation in Data Dissemination
Award. The inaugural award was created by the NAHDO Board of Directors to recognize
the importance of effectively communicating health data to the public.
The FloridaHealthFinder.gov website was established to help consumers make informed
health care decisions and lead to improvements in quality of care in Florida. Consumer
reports and health related links are posted on the website as well as the ADAM Multimedia
Health Encyclopedia and Symptom Navigator.
The website provides performance data for 150 selected medical conditions and
procedures in Florida’s short-term acute care hospitals and ambulatory (outpatient)
surgery centers. The data includes volume and charges, and for inpatient care includes
length of stay, readmission rates, mortality rates, infection rates, and complication rates
with a separate section for pediatric patients. Other available comparison tools on the
website include:
•

Health Plan comparison for member satisfaction, coverage areas, and quality of
care;

•

Comparison of Hospice Providers through the results of the Family Evaluation of
Hospice Care survey based on the experience of families whose loved one received
hospice care;

•

Nursing Home comparison for services, range of charges, and other information as well
as quality of care inspection reports; and

•

Prescription Drug Price comparison at Florida pharmacies for the most commonly used
prescription drugs.

During 2009 there were many enhancements/additions to the www.FloridaHealthFinder.gov
website. Among those were a hospice comparison tool, multimedia encyclopedia, RSS Facility
Feed Builder, and enhancements to the existing facility/provider locator tool as described below.
The ADAM multimedia encyclopedia is an enhanced version of the health encyclopedia
previously located on the website. It provides users with the tools to research a disease or
condition, lookup a symptom, learn about a test, and prepare for surgery or a procedure. It
offers over 3,900 unique articles covering conditions, procedures, treatments, surgeries, tests
and more. It also includes over 3,000 illustrations, diagrams and photos and over 80 multimedia
videos to give visitors information in the format they’re seeking.
This interactive tool also includes Care Points that feature over 300 topics covering the most
common health issues, like gallbladder removal, spine surgery, cancer, and heart failure. Care
Points are designed to help patients become more active participants in their care, both before
and after their doctor visits. Care Points cover four clinical areas where patients need
information the most. They provide easily accessible patient education about discharge
information, pre-operative information and instructions, self care information, as well as
suggested questions to ask their doctor.
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The Facility/Provider Locator was expanded in 2009 to include more search options and to
provide additional information on the facility/provider profile pages. A user can now search by
name, street address, zip code, Agency for Health Care Administration number, license number,
administrator or chief executive officer, owner, and/or emergency actions. Depending on the
facility/provider type, advance search options might include: bed type, specialty license, service
area, special programs and services, certification status, and other options.
Examples of some of the additional information now available on the profile pages include:
•

Inspection Reports,

•

The types and numbers of beds at assisted living facilities, hospitals, nursing homes,
residential treatment facilities, and other facility types (where applicable),

•

Service areas (counties) served by home health agencies, hospices, nurse registries,
and homemaker/companions as well as the listing of satellite offices for home health
agencies and hospice providers,

•

Hospital listings now include the Chief Executive Officer; links to hospital websites (when
available); specialty programs and services; and accreditations,

•

Specialty licenses for assisted living facilities and

•

Medicare and Medicaid Certification for home health agencies.

Another new feature added to the Web site in 2009 is the Really Simple Syndication (RSS)
Facility Feed Builder. This RSS feed capability allows visitors access to facility data and
information on request without any restrictions. These feeds provide timely data updates in one
prominent location.
www.FloridaHealthFinder.gov: Florida Consumers, Researchers and Professionals
FloridaHealthFinder.gov includes two major sections/tabs, “Florida Consumers” and
“Researchers and Professionals”.
“Florida Consumers” tab users can utilize the comparison tools described earlier. In
addition consumers can locate health care facilities and providers through Facility Locator
and its Profile Pages. The Florida Consumers side also includes a Medical Help
Resources link where uses can find a list of programs for uninsured or under-insured
Floridians as well as social service referrals for low-income individuals and families.
Additional information on the consumers’ page includes Brochures and Guides, as well as
information on Emergency Care, Medicaid, Senior Health, and more. New information and
tools added in 2009 include the Florida Medicaid Information Network, RSS Facility Feed
Builder, AHCA News and Announcements, the Medicaid Expenditures by Provider
Category, the Hospital Financial Data Book, and Website Tutorials.
The “Researchers and Professionals” tab allows specialized data queries that require
users to have some knowledge of medical coding and terminology. With the interactive
tools users can pull health care data on Florida hospitals, ambulatory surgery centers and
emergency departments.
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The Inpatient Facility Query allows a user to search by diagnosis and procedure codes
and by Medicare Severity-Diagnostic Related Groups. The Outpatient Facility Query
allows users to search by CPT procedure codes and ICD-9-CM diagnosis and procedure
codes. The Emergency Department data can be queried by the patient’s reason for visit,
diagnosis, and evaluation and management codes (based on the principal CPT code).
Results can be returned by various demographics and other criteria. The results of a query
will return the most recently available four quarters (one year) of data. Note that only
principal diagnoses and procedures are used. Queries using secondary diagnoses and
procedures must be ordered from the Office of Data Dissemination and Communication.
The Researchers and Professional page also includes information about ordering data,
quick data summaries, the State Health Data Directory, research studies, a link to the
Florida Medicaid Health Information Network, and other information.
FloridaHealthFinder.gov - Next Steps
To increase the average daily number of persons who visit FloridaHealthFinder.gov by 10
percent annually through FY 2015-2016 (to meet objective 4.B), the website will be
enhanced with physician volume as another resource for consumers and thus increase
traffic to the website. The physician data published will be total volume for total hip and
total knee replacements. The results will be displayed by provider and by facility utilizing
one year of hospital inpatient data. Data for physicians with less than ten procedures
combined for total knee and total hip replacements will be suppressed. The physician
data will be linked to other related FloridaHealthFinder.gov data such as volume, charges,
length of stay, readmissions, and educational information provided through ADAM. This
initiative was recommended by the State Consumer Health Information and Policy
Advisory Council in June 2010.
The Florida Center will continue utilizing the Data Standards and Transparency
Committee, a sub-committee of the State Consumer Health Information and Policy
Advisory Council, to continue the promotion and enhancement of FloridaHealthFinder.gov.
Community Outreach and Education
E-mail requests from the public received through FloridaHealthFinder.gov are responded
to by staff from the Office of Data Dissemination and Communication. Included are
requests for data, educational information on health care issues, information on specific
health care facilities and providers, Medicaid, and referrals to meet basic needs like health
care, medication, insurance, food, and shelter. In 2009, the Florida Center responded to
2,063 requests for information as compared to 1,706 requests in 2008.
Staff from the Office of Data Dissemination and Communication also initiate and
participate in community-based programs, as authorized by §408.063 (3) and (6), Florida
Statutes. Such programs educate the public about health care issues, make consumer
brochures available, and introduce the FloridaHealthFinder.gov website. In 2009 this
included participation in 20 events, including health fairs, employee benefit fairs, and
conferences. The Office did mailings of FloridaHealthFinder.gov pamphlets and
bookmarks to hospice providers, County Health Departments, medical libraries,
universities, and other state agencies. Outreach and promotion also included an
announcement in the Florida Hospital Association newsletter, a link to
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FloridaHealthFinder.gov posted on several health care websites, and a full page ad in the
State of Florida Open Enrollment Benefits Guide.
In the next five years, staff will continue to develop ideas for outreach through an Internal
Communications Team charged with preparing a long range program plan and marketing
strategies for increasing visits to the FloridaHealthFinder.gov website. This internal team
will work in conjunction with the State Consumer Health Information and Policy Advisory
Council’s (Advisory Council) Data Standards and Transparency Committee and the Public
Relations Technical Workgroup. Together, they will work to expand and enhance
marketing efforts by developing training videos on how to navigate the website, initiating
outreach efforts to Advisory Council members’ colleagues to provide tools for use at
conferences, meetings and seminars, as well as researching and developing Web 2.0
marketing strategies.
Consumer Awareness Series
The Consumer Awareness Series is directed by §408.05(5) (a), Florida Statutes, and
includes brochures to assist the public in making well-informed health care decisions. The
brochures are available in English and Spanish. They can be ordered by calling the
Agency’s Call Center and are also available on FloridaHealthFinder.gov. They contain
general information on a health care topic as well as a resource directory for further
information. In 2009, 110,076 brochures were distributed. Of these, 81.4 percent were in
English (89,689) and 18.5 percent were in Spanish (20,387). The Florida Center will
continue our long range planning efforts of providing brochures to the public.
Office of Health Policy and Research
Health care research, policy analysis, studies, and reports are guided by §408.062, Florida
Statutes. Research is a primary function of the Florida Center. The Office of Health Policy
and Research transforms the data collected by the Florida Center into information that the
public can use. This Office collaborates with researchers nationally to identify trends in
health care utilization. In addition, the Office provides policy coordination and leadership
within the Florida Center and Agency for Health Care Administration. Reports produced by
this office are available at FloridaHealthFinder.gov.
This Office is charged with numerous responsibilities relating to §408.05 and §408.061,
Florida Statutes. The following details the health care initiatives being implemented by this
Office.
The Office of Health Policy and Research has been assigned the lead on the
implementation of the Medicaid Electronic Health Record Incentive Program. Section 4201
of The American Recovery and Reinvestment Act (ARRA) of 2009 establishes and funds
incentives for the adoption and use of certified electronic health records (EHRs) through
Medicaid payments. The federal Centers for Medicare and Medicaid Services (CMS) and
the State’s Medicaid program will provide oversight, as directed in ARRA. Information on
this initiative is discussed under Florida Center Health Information Exchange Initiatives.
More information is also available at www.fhin.net.
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Florida Center Annual Report
The publication and dissemination of the Florida Center Annual Report is required by
§408.05(5) (d), Florida Statutes. Section 408.062(1) (j), Florida Statutes, directs the
Florida Center to publish an annual status report on the collection of data and publication
of performance outcome indicators. This includes the Long-Range Plan and Facility
Performance Data Status Report.
Health Plan Quality Indicator Data
Health Plan Quality Indicator Data Collection is required under §641.51(9), Florida
Statutes, and implemented under Chapter 59B-13, Florida Administrative Code. Health
plan quality indicator data are reported in a summary format by Florida’s licensed health
maintenance organizations for each line of business (commercial, Medicare, and
Medicaid). The reported data includes annual statewide quality measures gathered by
health plans. Health plan quality performance data are collected, analyzed, and published
annually on the Agency website. Data come from the Healthcare Effectiveness Data and
Information Set (HEDIS) and compare the quality of services provided by health plans
across all health plan product lines. Quality indicator reporting by health plans began in
1999.
Consumer Assessment of Healthcare Providers and Systems
The Consumer Assessment of Healthcare Providers and Systems (CAHPS) program is a
public-private initiative to develop standardized surveys of patients' experiences with ambulatory
and facility-level care. Commercial health plans report CAHPS data directly to the Florida
Center. Companies complete a separate set of surveys for HMO plans and for preferred
provider organization (PPO)/indemnity plans. HMO plans report all items from the CAHPS
survey, while PPO plans report eight specified CAHPS items in addition to the
supplemental items. In 2010, there were a total of 18,771 completed surveys.
In order to meet objective 4.B, which is to increase the average daily number of person
who visit FloridaHealthFinder.gov by 10 percent annually, the Agency will continue to
provide consumers a Compare Health Plans link on FloridaHealthFinder.gov, which
displays comparative information about benefits and performance of health plans
throughout Florida. The Compare Health Plans portion of the website includes comparative
information on plan performance measures, member satisfaction survey data, and county
coverage areas for all managed care and most PPO/indemnity health plans in Florida.
These continued efforts will help the Florida Center meet our goal to increase the
availability of transparent health care data and information so that consumers are able to
make informed choices about their health care.
Emergency Department Report
The Emergency Department Report fulfills the requirements of §408.062 (1) (i), Florida
Statutes, which mandates that the Agency publish an annual report on the use of
Emergency Department services, including an analysis of the treatment given by patient
acuity level and the implications of increasing hospital costs in providing non-urgent care
in Emergency Departments. This report provides patient demographic information and
other characteristics on visits to hospital Emergency Departments, as well as information
on visits to the Emergency Department that resulted in an inpatient hospital admission.

Page 110 of 202

These efforts help the Florida Center meet our goal to increase the availability of
transparent health care data and information so consumers are able to make informed
choices about their health care.
Health Care Expenditures Report
The Health Care Expenditures Report, a report on health care expenditures in Florida, is
required by §408.063 (5), Florida Statutes. This report details annual spending by health
care service providers (hospital, physician, pharmacy, and others) and payers
(commercial, Medicare, Medicaid, and others). The report also compares Florida data to
national trends. The Health Care Expenditures report describes payments for services
delivered in Florida, including services delivered to nonresidents. These efforts help the
Florida Center meet our goal by increasing the availability of transparent health care data
and information so consumers are able to make informed choices about their health care.
Health Care Cost and Utilization Project (HCUP)
The Florida Center submits facility discharge and visit data to the Health Care Cost and
Utilization Project as administered by the federal Agency for Healthcare Research and
Quality (AHRQ). This project rolls up discharge data from 38 states, creating a national
database of health care facility information, which also allows for comparisons amongst
those states. This voluntary project builds on the data and efforts of state data
organizations, state hospital organizations, and other private data organizations to create
a national resource of health care data.
Healthcare Cost and Utilization Project (HCUP) national databases, which includes Florida’s
data, includes the following databases: 1) National Inpatient Sample, the largest all-payer
health care database in the United States; 2) Kids’ Inpatient Database, containing two
million hospital discharges for children; 3) State Ambulatory Surgery Databases; and 4)
State Emergency Department Databases.
Florida data are included in many publications of the Healthcare Cost and Utilization
Project, including the National Health Disparities Report and the National Health Quality
Report. In these reports, the annual performance of Florida facilities may be compared
against the performance of other states. This allows researchers and policymakers to
focus on deficient areas in Florida’s health care system. The Florida Center has also
partnered with the Agency for Healthcare Research and Quality and other states on
various research projects. These efforts include understanding post-hospital mortality; the
effects of vaccination on rotavirus hospital admissions; the use of clinical data in improving
the performance of the Quality Indicators; and ways to improve the collection and
utilization of patient racial and ethnicity data.
MyFloridaRx.com
The Florida Prescription Drug Price Website, MyFloridaRx.com, was developed by the
Florida Attorney General and the Agency to help consumers shop for the lowest price for
prescription drugs in their area. The website provides retail pricing information ("usual and
customary charge") for the most commonly used prescription drugs in Florida. The data
set was enhanced in 2010 to provide pricing information on 150 of the most commonly
used prescription drugs. Prior to this, pricing information was provided for 100 drugs. This

Page 111 of 202

website assists in our goal of providing transparent health care data and information so
consumers are able to make informed choices about their health care.
State Consumer Health Information and Policy Advisory Council
This Office facilitates the scheduling, coordination, and operation of the State Consumer
Health Information and Policy Advisory Council (Advisory Council), its sub-committees,
and ad hoc workgroups in the fulfillment of legislative mandates. The Advisory Council
advises Agency staff regarding health information and statistics. The composition and
functions of the Advisory Council are described in §408.05 (8) Florida Statutes and
§408.061 Florida Statutes. The Advisory Council has played an integral role in the
development and expansion of health care transparency in Florida. The Advisory Council
has worked closely with the Florida Center in choosing the type of health care data to be
collected, the use of this data, and the development of health care reports, as well as the
FloridaHealthFinder.gov website.
Through the use of committees and technical workgroups, the Advisory Council members
and Florida Center staff have developed and implemented the Advisory Council’s Long
Range Plan. The committees and technical workgroups, as of August 2010, include: Data
Standards and Transparency Committee, Health Information Exchange Coordinating
Committee, and the Health Information Exchange Legal Work Group. The Health
Information Exchange Coordinating Committee is facilitated by the Office of Health
Information Exchange within the Florida Center. Staff and committee members will meet
annually to update and revise the goals and objectives previously defined. Further
information about the Advisory Council and the technical workgroups is available at:
http://ahca.myflorida.com/SCHS/chis.shtml.
The long range goals and measurable objectives of the State Consumer Health
Information and Policy Advisory Council are detailed below:
Goal 1: Improve and streamline Florida Center data collection
A. Complete and roll-out new data collection web page.
B. Complete internal AHCA computer systems that will allow the Agency to process data
submitted in accordance with the new data collection administrative rules 59B-9 and 59E7 by April 1.
C. Complete the processing of first quarter 2010 data with little to no decrease in data
currency (percentage of facilities completing their data submission by certification
deadline).
D. Complete the roll-out of – and transition to – an updated data rules validator (referred to
internally as the “auditor”) by the end of the year.
E. Finalize specific updates to the data collection rules and formally initiate rule updates by
the end of the year.
Goal 2: Promote FloridaHealthFinder.gov
A. Increase number of visits from 1.35 million in 2009 to 1.75 million in 2010.
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B. Increase the annual number of visits to Compare Hospitals and Ambulatory Surgery
Centers by 15 percent.
C. Increase the annual number of visits to Compare Health Plans by 15 percent.
Goal 3: Improve FloridaHealthFinder.gov
A. Continue to make the website more user friendly and enhance navigation.
B. Add physician volume information on hip and knee replacements.
C. Post performance measures within 8-10 weeks of the final certification date.
Goal 4: Display physician data on the FloridaHealthFinder.gov website
A. Provide consumers with an easy access point to information on Hip and Knee
Replacements.
B. Provide consumers with physician volume for Hip and Knee Replacements to allow
for comparison by December 2010.
Goal 5: Pursue statewide Health information Exchange opportunities for the State, consistent
with national initiatives funded through the American Recovery and Reinvestment Act of 2009
A. Issue an Invitation to Negotiate and select the HIE Vendor to build the state health
information exchange infrastructure for the “network of networks.” An HIE vendor will
be selected by November 1, 2010.
B. Identify early adopters (e.g. hospital systems, provider networks, clinics, RHIOs,
county health departments) to participate health information exchange roll-out in
2011. Six to eight early adopter HIE Participation Agreements will be completed.
C. Increase the percent of pharmacies and percent of physicians within the state that
are actively engaged in electronic prescribing.
D. Complete the State Medicaid Health Information Technology Plan that will provide a
comprehensive plan for the participation of Florida Medicaid providers in health
information exchange. Submit to CMS for approval in January 2011.
Medicaid Health Information Network and Personal Health Records
In 2009, the Agency for Health Care Administration (Agency) entered into a two year no-cost
contract with Availity® Health Information Network, LLC to develop a secure Web portal
designed to give providers patient specific claims-based information, along with patient eligibility
and benefit look-up capabilities. On November 19, 2009, the Agency launched this Medicaid
claims-based electronic health record that is now available for Medicaid treating providers. It is
called the Florida Medicaid Health Information Network, powered by Availity (Florida Medicaid
HIN). Further information on the Florida Medicaid HIN is provided under Florida Center Health
Information Exchange Initiatives.
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HealthTrio LLC was engaged via a subcontract to provide the personal health record (PHR)
for Medicaid recipients. The first target population for the PHR is new mothers with
children. The record allows parents/caregivers to:
•

Save their baby’s information and retrieve it at anytime and anywhere;

•

Enter height, weight and other health-related information;

•

View health check-up and immunization schedules and check off completed visits
and shots;

•

Sign up for email or text message health check-up and immunization reminders;

•

Review health information related to their baby’s specific condition, if applicable
and receive related email or text messages;

•

View paid health claims for their baby displayed in plain language;

•

Have access to other vendors; and

•

Give their baby’s provider access to the information.

The PHR with individualized data is expected to become available in late 2010. The online
PHR tool is where parents/caregivers will be able to access their child’s medical
information in an easy to view and use format.
State Health Data Directory
The creation of the State Health Data Directory is authorized in §408.05 (4) (g), Florida
Statutes. The State Health Data Directory was developed to assist individuals searching
for health data and statistics. Its purpose is to assist users find data sources with links to
more information if available, and provide current contact information. The responsible
data administrator can be contacted for more detailed information regarding available
data. The State Health Data Directory is available at FloridaHealthFinder.gov.
The directory is updated annually by an e-mail survey of state agencies. Information is
current and checked for accuracy as of the date indicated on each database entry.
The Office of Health Information Exchange
In 2004, the Florida Legislature directed the Agency to develop a strategic plan for the
adoption and use of electronic health records. In §408.062 (5), Florida Statutes, the
legislation provided that the Agency may develop rules to facilitate the functionality and
protect the confidentiality of electronic health records. This section was subsequently
amended in 2006 to require that the Agency include in its strategy for the adoption and
use of electronic health records the development of an electronic health information
network for the sharing of electronic health records among health care facilities, health
care providers, and health insurers. The Agency is to report to the Governor and
Legislature on legislative recommendations to protect the confidentiality of electronic
health records.
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During the 2009 Legislative Session, §408.051, Florida Statutes, was created by SB 162.
This legislation, also titled the Florida Electronic Health Records Exchange Act, provides the
following key provisions related to health information exchange:
•

Establishes standards as well as immunity from civil liability for accessing or
releasing health information during an emergency.

•

Requires the adoption and distribution of a Universal Patient Authorization Form,
electronic or paper, developed by the Agency by July 1, 2010.

•

Amended §395.3025 (4), Florida Statutes to provide that appropriate disclosure can
be made to health care practitioners and providers involved in the care or treatment
of the patient.

•

Amended §483.181 (2), Florida Statutes to provide that appropriate disclosure may
be made by the clinical laboratory to health care practitioners and providers
involved in the care or treatment of the patient as specified in §456.057 (7) (a),
Florida Statutes.

•

Provides immunity from liability for a health care provider releasing an identifiable
health record in reliance on the information provided to the health care provider on
a properly completed Agency authorization form.

•

Provides for compensatory damages, plus reasonable attorney’s fees and costs if a
person obtains the patient’s authorization by forging a signature on the
authorization form or materially altered the authorization form of another person
without the patient’s authorization, or if the requesting entity obtained an
authorization form or an identifiable health record on another person under false
pretenses.

Health Information Exchange Coordinating Committee (HIECC)
In December 2007, the Agency established the Health Information Exchange Coordinating
Committee under the State Consumer Health Information and Policy Advisory Council
authorized in §408.05 (8), Florida Statutes. The HIECC has continued the work of the
Governor’s Health Information Advisory Board, which sunset in 2009, by assisting the
Agency in promoting the adoption and sharing of electronic health records. The Committee
includes representatives of hospital and medical associations, regional health information
organizations, health plans, rural health and consumer groups.
Florida Center Health Information Exchange Initiatives
The health information technology initiatives of the Florida Center, listed below, are being
implemented as a result of our statutory directives and the related provisions and
programs of the Health Information Technology for Economic and Clinical Health Act.
(HITECH) of 2009. In May 2009, Governor Charlie Crist designated the Agency for Health
Care Administration as the entity to lead Florida’s use of federal grant funding for health
information initiatives and recognized the HIECC’s role in advising the Agency.
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Florida’s Health Information Exchange Plan
Over the past several years, the Agency, in collaboration with multiple stakeholders, has
developed and implemented a strategic plan to facilitate the exchange of health
information among health care providers, consumers and payers. Funds provided for
health information technology through the Health Information Technology for Economic
and Clinical Health Act (HITECH) of 2009 provides Florida with the ability to substantially
further our efforts.
The Agency submitted a grant application to the Office of the National Coordinator for Health
Information (ONC) to develop Florida’s statewide health information exchange in October 2009.
The grant is made available through the State Health Information Exchange Cooperative
Agreement Program. The purpose of the program is to facilitate and expand the electronic
movement and use of health information among organizations according to national
recognized standards.
The Agency received its Notice of Award on March 15, 2010. Total federal funding awarded for the
four-year period is $20.7 million. The total four-year project budget is an estimated $23.5 million
required matching contributions of $2.8 million. A $1 for every $10 match in 2011, a $1 for
every $7 match in 2012, and a 25 percent match thereafter is required in the HITECH Act
which may be private or public sources.
In the FY 2010-2011 budget authorizing funding, the Legislature directed the Agency to issue an
invitation to negotiate (ITN) by July 15, 2010, to create a Florida Health Information Exchange
Infrastructure. The Agency is to contract with a vendor who can demonstrate the expertise to design
and create a statewide infrastructure for health information exchange through an integrated solution
leveraging the ongoing federal investments to ensure meaningful use. The Legislature provided
spending authority of $9,456,329 to expend in year one of the program.
The Agency issued the ITN on July 15, 2010. The Agency also submitted its plan for the use of
funds, the Florida Health Information Exchange Report, to the Legislature on August 1, 2010.
Medicaid Electronic Health Record Incentive Program
The Agency will administer the Medicaid Electronic Health Record Incentive Program that will
provide incentive payments to Medicaid providers in implementing and using electronic health
record systems. The Agency’s proposed Planning-Advanced Planning Document (P-APD) was
approved by the Centers for Medicare and Medicaid Services on February 9, 2010.
Planning activities include an environmental scan and developing Florida’s State Medicaid
Health Information Technology Plan (SMHP). The SMHP will include an implementation plan
for the Medicaid Electronic Health Records Incentive Program. North Highlands has been
selected by the Agency for Health Care Administration as the awarded vendor for AHCA RFQ
No. 09/10-RFQ-002, “Consulting Services for the Development of the State Medicaid Health
Information Technology Plan.”
The 2010 Legislature provided the Agency with $5,912,752 to contract as needed with
independent consultants and vendors to develop implementation plans and to implement the
Medicaid Electronic Health Records Incentive Program in FY 2010-2011.
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This program is overseen by the Centers for Medicare & Medicaid Services (CMS) and
State Medicaid agencies. The purpose is to support the costs for acquiring and
implementing certified electronic health records (EHRs). Eligible Medicaid providers may
receive up to 85 percent of allowable costs for EHR technology and support services
capped at $85,000 over six years. The incentives are 100 percent federally funded.
Planning for and administering the program is 90 percent federally funded. Eligible entities
include Medicaid providers, including eligible professionals (physicians, nurse mid-wives
and nurse practitioners) where 30 percent of patients are Medicaid eligible, 20 percent for
pediatricians, and providers in federally qualified health centers, and rural health clinics
whose patient volume is 30 percent needy individuals, acute care hospitals with not less
than 10 percent Medicaid eligible patient volume, and children’s hospitals which have no
volume requirements. The state is required to provide adequate program oversight and
pursue initiatives to encourage the adoption of certified EHRs to promote health quality
and exchange of health information.
Regional Extension Centers
The purpose of Regional Extension Centers is to assist health care providers in the
adoption, implementation and effective use of certified EHR technology. Funds will be
used for training and technical assistance as well as dissemination of best practices.
The Agency supported the efforts of Florida stakeholders applying for funding to establish Regional
Extension Centers and drafted letters of support for the four Florida applicants. The announcement of
the first round of awards was received in February 2010 with the award of $8.5 million to Health
Choice Network. The announcement of the second round of awards was in April 2010. The
University of Central Florida’s College of Medicine received $7.6 million; the Community Health
Centers Alliance, Inc. (CHCA) received $10.9 million; and the University of South Florida received $6
million.
During 2010, the extension center representatives have been meeting monthly to discuss the best
way to work together and with the Agency. The regional extension centers will assist the Agency in
its administration of the Medicaid EHR incentives program through mutual cooperation. The regional
extension centers will also facilitate HIE through education and outreach related to the adoption of
electronic health records.
Electronic Prescribing
Section 408.0611, Florida Statutes, directs the Agency to collect information on the benefits of
electronic prescribing (e-prescribing) and e-prescribing software and disseminate that
information through the Agency’s website. The law states that the Agency is to collaborate with
stakeholders to create an e-prescribing clearinghouse and coordinate with private sector eprescribing initiatives. The Legislature directed the Agency to prepare an annual report on the
progress of e-prescribing implementation in Florida which is in line with our objective to increase
the number of prescriptions submitted electronically in Florida.
The Annual E-Prescribing Report provides information on trends in e-prescribing adoption in
Florida through calendar year 2009. The e-prescribing metrics track the volume of electronic
prescriptions, medication information requests and pharmacies that accept e-prescriptions
statewide and by metropolitan areas. Data from year 2009 indicate that Florida is continuing to
show growth of e-prescribing transactions and is ranked among the top 20 states for eprescribing by Surescripts - The Nation's E-Prescription Network. . In the second quarter of
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2010, 17 percent of prescriptions in Florida were sent electronically, up from 1.6 percent in
2007, 4.3 percent in 2008, and 14.4 percent at the end of 2009.
Two important factors likely to increase e-prescribing adoption is the availability of Medicare
incentives for e-prescribing that began in 2009 under the Medicare Improvements for Patients
and Providers Act (MIPPA) and is extended under the Health Information Technology for
Economic and Clinical Health Act (HITECH), and the opportunity to coordinate outreach efforts
through HITECH funded programs. In order to meet our objective 4.C, it is important that Florida
capitalize on these opportunities to accelerate e-prescribing in 2011 through greater educational
outreach and participation of Florida Medicaid. Figure 4-3 shows the anticipated increase in the
number of prescriptions e-prescribed through 2012.
Figure 4-3
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Universal Patient Authorization for Health Information Exchange
During the 2009 Legislative Session, the legislature passed Senate Bill 162 Florida Electronic
Health Records Exchange Act creating the new §408.051, Florida Statutes, which removes
many of the legal barriers to meaningful health information exchange and directed the Agency
to develop a standard form for patient authorization. Working with stakeholders, the Agency
developed two universal patient authorization forms for the use or release of a patient’s
identifiable health record. The forms were incorporated by reference in the rule which was
adopted July 2010. The rule and forms are located at 59B-16 Florida Administrative Code. A
question and answer document explaining the purposes and use of the forms and the new rules
and forms will be available at www.FHIN.net.
The Agency is also participating in multi-state activities to extend the use of standard
patient authorization forms and facilitate interstate HIE.
Children's Health Insurance Program Reauthorization Act (CHIPRA)
In February 2010, the Agency received a grant award of $11.3 million to the State of Florida and
Illinois to improve health care quality and delivery systems for children enrolled in Medicaid and the
Children’s Health Insurance Program (CHIP). The Medicaid and CHIP agencies in Florida and
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Illinois will use the CHIPRA grant to improve health outcomes for children by enhancing access to
information for use by providers, consumers, and state agencies and undertaking new quality
improvement activities in their Medicaid and CHIP programs.
The Agency will work in collaboration with other agencies such as the Department of Health,
providers, consumers, advocates, the HIECC, and other stakeholders, seek to leverage current
state-wide HIE infrastructure-building efforts to improve quality of care for children.
Broadband Infrastructure
In November 2007, the Federal Communication Commission awarded $9.6 million to the Big
Bend Health Care to build a health care network in the Florida Panhandle. This consisted of a
gigabit fiber optical network connecting nine rural hospitals and a broadband wireless network
connecting not-for-profit clinics in the rural counties of the Panhandle.
Beginning in 2009, the Agency has worked together with the Department of Management
Services, Florida Department of Education, Workforce Florida, Florida State University, and
Regions of Critical Economic Concern, to draft grant proposals in the areas of Broadband
Infrastructure, Sustainable Adoption, and Mapping as funded via the Recovery Act. The Agency
will continue to work with awardees to provide connections to health care facilities across the
state.
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List of Potential Policy Changes Affecting Agency Budget Requests

Number

1.

2.

Potential Policy
Changes

The Legislative
Budget Requests
(LBR) Affected

Create Medicaid electronic
health records adoption
incentives

Medicaid Electronic Health
Records Incentive
Program

Continued inefficiencies and
medical errors.

Expand Health Information
Exchange Infrastructure

State HIE Cooperative
Agreement Program

Lack of coordination in health
care transitions.
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Impact on Policy if LBR
Request not Approved

List of Potential Policy Changes that Would Require Legislative Action

Changes in
Current
Number Programs

3.

Changes in
Current
Activities

Describe Substantive
Legislative Action
Required to Support
Changes

Analyze and
report patient
safety best
practices.

Amend ss.
395.0197
395.3025
408.05
641.55, F.S.

N/A

The Agency shall
analyze and
provide data to
hospitals to
facilitate patient
safety.

Streamline current adverse
incident reporting system.

Coordinate
standards for
electronic
health
information
exchange.

Amend §
408.051, F.S.

N/A

The Agency will
work with
advisory groups
to facilitate
health
information
exchange.

Establish specific statutory
authorization for consolidation
of advisory groups.

Require
clinical labs
providing
greater than
5percent of
reported
Florida
Medicaid
clinical
laboratory
claims to report
clinical
laboratory
results data
weekly to the
Agency

Amend §
408.061 (2),
F. S.

N/A

The Agency will
collect and make
clinical lab
results available
to treating
providers through
its health
information
exchange.

Establish statutory authority to
promulgate rules to require the
reporting of laboratory results
data.

1.

2.

Statutory
Reference

Changes
in Current
Services
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List of All Task Forces and Studies in Progress

Number

Implementing
Bill or Statute

§ 408.05(3) (k)
(1) 4, F.S.
1.

Task Forces and Studies In Progress

Required/
Expected
Completion
Date

The Agency shall publish on its website undiscounted
charges for no fewer than 150 of the most commonly
performed adult and pediatric procedures, including
outpatient, inpatient, diagnostic, and preventative
procedures.

January 1:
Annually

January 31:
Annually

2.

§ 408.0611(3)
F.S.

The Agency shall provide on its website information
regarding the availability of electronic prescribing
products, including no-cost or low-cost products;
information regarding the advantages of electronic
prescribing, including using medication history data to
prevent drug interactions, prevent allergic reactions, and
deter doctor and pharmacy shopping for controlled
substances; convene quarterly meetings of the
stakeholders to assess and accelerate the
implementation of electronic prescribing.

3.

§ 408.0611(3)
F.S.

By January 31 of each year, the Agency shall report on
the progress of implementing electronic prescribing to
the Governor and the Legislature.

January 1:
Annually

4.

§ 408.062(1) (h)
F.S.

The Agency shall make available on its Internet website
for each pharmacy, no later than October 1, 2006, drug
prices for a 30-day supply at a standard dose for 100 of
the most frequently prescribed medicines. The data
collected shall be reported for each drug by pharmacy
and by metropolitan statistical area or region and
updated quarterly. However, in June 2010 this was
increased to 150 on MyFloridaRx.com.

Annually

5.

§ 408.05 (1) (d)
F.S.

The Florida Center shall be responsible for publishing
and disseminating an annual report on the center's
activities.

§ 408.062 (1) (j)
F.S.

The Agency shall submit an annual status report on the
collection of data and publication of health care quality
measures to the Governor, the Speaker of the House of
Representatives, the President of the Senate, and the
substantive legislative committees with the first status
report due January 1, 2005.

6.
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January 1:
Annually

January 1:
Annually

Number

Implementing
Bill or Statute

§ 408.062 (5)
F.S.
7.

Task Forces and Studies In Progress

Required/
Expected
Completion
Date

Directs the Agency to develop and implement a strategy
for the adoption and use of electronic health records.
Requires the Agency to report on legislative
recommendations to protect the confidentiality of
electronic health records.

January 31:
Annually

§ 408.062 (1) (i)
F.S.

The Agency shall monitor and assess the use of
emergency department services by patient acuity level
and the implication of increasing hospital cost by
providing non-urgent care in emergency departments.
The Agency shall submit an annual report based on this
monitoring and assessment with the first report due
January 1, 2006.

§ 395.0197(8)
F.S.

The Agency shall publish on the Agency's website an
annual summary and trend analysis of all adverse
incident reports and malpractice claims information
provided by facilities in their annual reports, which shall
not include information that would identify the patient,
the reporting facility, or the practitioners involved.

Annually/
Quarterly

10.

§ 408.05 (4) (a),
F.S.

The center shall provide technical assistance to persons
or organizations engaged in health planning activities in
the effective use of statistics collected and compiled by
the center.

Ongoing

11.

§ 408.05 (3) (k)
2, F.S.

Make available performance measures, benefit design,
and premium cost data from health plans licensed
pursuant to Chapter 627 or Chapter 641.

Annually

§ 408.051, F.S.

By July 1, 2010, the agency shall develop forms in both
paper and electronic formats which may be used by a
health care provider to document patient authorization
for the use or release, in any form or medium, of an
identifiable health record.

By July 1,
2010

§ 408.05 (3) (k)
F.S.

Develop, in conjunction with the State Consumer Health
Information and Policy Advisory Council, and implement
a long-range plan for making available performance
outcome and financial data that will allow consumers to
compare health care services. The Agency shall update
the plan and report on the status of its implementation
annually thereafter.

8.

9.

12.

13.
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January 1:
Annually

October 1,
2006:
Annually

Number

14.

Implementing
Bill or Statute

§ 408.05 (4) (a)
(7), F.S.

Task Forces and Studies In Progress
Maintain detailed information on data maintained by
other local, state, federal, and private agencies in order
to advise those who use the center of potential sources
of data which are requested but which are not available
from the center. This is available in the State Health
Data Directory on FloridaHealthFinder.gov.
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Required/
Expected
Completion
Date

Annually

Trends and Conditions Statement
The Offices of Communications, and Legislative Affairs
The financing of health care for Americans is a focus of significant state and national attention.
The funding challenges for our state continue to increase during the current economic downturn
and will only become more challenging as more Floridians age and the demands for health care
services and information increase. Contact between the Agency and the public, the media and
state and federal legislators becomes even more critical in such times of change. The trends
indicate that Communications and Legislative Affairs must play a critical role in the development
of Agency policies, the analysis of health care issues and the communication of information to
the public, the media, stakeholders and legislators.
Through coordination and communication of the Agency’s activities and objectives, federal and
state policy makers have access to the information they need to make informed decisions
relating to Florida’s health care delivery system and the Governor’s health care agenda. The
Agency provides the state with a proactive program that includes legislative initiatives to
advance and accomplish policy and procurement decisions affecting the state’s health care
system. The Agency’s Legislative Affairs Office in Tallahassee and Washington D.C. monitor
hundreds of state and national task forces, studies and legislative items that will affect the
people of Florida and its health care system.
In addition to its traditional responsibilities to coordinate the development of the Agency’s
legislative initiatives and to advance the Governor’s health care agenda during the legislative
session, the Legislative Affairs Office educates new legislators about the Agency’s statutory
roles and responsibilities.
Since health care issues are expected to remain state and national priorities, the Agency must
prepare for the increasing need to respond to inquiries from the public, the media, stakeholders
and legislators on a variety of issues relating to Medicaid, the uninsured, health care facilities
and health maintenance organizations. The Agency must inform these groups about policy
changes, new initiatives and other state and national actions that will impact them as they
interact with Florida’s health care delivery system. As a result, the Agency’s legislative staff’s
commitment to promoting health care initiatives that provide assistance to Floridians in need will
remain a top priority. To ensure that health care consumers have access to information that
helps them make informed choices, the Agency will continue to develop and promote
transparency and access to health care outcome and performance information through its
websites. The Agency will continue to host events, prepare outreach materials and work with
government and private organizations to promote health education issues and programs
throughout the state.
To reach and educate Florida’s disadvantaged populations, the Agency will continue to use its
Multimedia Design Unit to produce brochures, posters and other documents to explain through
words and pictures the programs and initiatives the Agency provides to meet Floridians’ health
care needs. The Multimedia Design Unit will continue to produce health care reports and other
documents for policy makers, legislators and the Executive Office of the Governor to use in
reviewing the effectiveness of Agency activities and new initiatives.
Most of the Agency’s contacts with the public, with members of the news media and with
legislators are conducted on a personal level. If there was a decline in the number of staff
assigned to these coordination responsibilities, the Agency would have to refer inquirers to the
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Agency’s website as its primary source for information. Communications between the Agency
and legislators, advocates and stakeholders cannot be effectively duplicated or replaced by
technological means.
It is important to note that personal contact is not reflected in the service outcome measure
descriptions of this document. Legislative constituent inquiries are direct calls received by the
Agency. These calls are easily captured by the Agency from a quantitative standpoint, yet they
do not provide an accurate picture of the majority of interactions of the Legislative Affairs and
Communication Offices with outside entities. During a typical day of legislative session, the
Agency Legislative Affairs Office interacts with numerous legislators, legislator's offices and
legislative committee staff. These interactions are not tracked and the numbers of these
interactions are dependent on the number of days legislators are in session, the number of
special sessions (if any), as well as other factors outside the Agency's control. Similarly for the
Communications Office, staff may interact with multiple reporters at press conferences, events
or committee hearings, or work on media inquiries referred to them. (Objectives 5.A)
As described, personal contact makes up a significant portion of the core mission and the job
duties for the offices under the Division of Communications and Legislative Affairs. This
important point should be taken into consideration when viewing the service outcome measures
of this document.
The Communications Office strives to be efficient and responsive to all requests. In an effort to
ensure that the Agency and the Communications Office remain responsive to people of Florida,
new service outcome measures have been added to achieve the Communication Office goals.
These new measures include the percentage of how often correspondence and media requests
were responded to on time. (Objectives 5.B)
Communications and Legislative Affairs have both internal and external goals to further its
objective of representing the Agency to the public, governmental entities and members of the
press. Internally, we will keep a constant and "plain language" flow of current information to all
Agency members allowing them to provide input throughout the process. We will accomplish
this by holding Legislative and Plain Language Seminars for new and current employees,
conducting Agency-wide teleconferences and creating clear and concise informational
documents.
Externally, we will continue to restructure our areas of responsibility, promoting transparency
and assisting our audiences in a timely manner. We will also take steps to ensure that the
Agency’s goals and objectives are effectively communicated to all decision makers.
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List of Potential Policy Changes Affecting Agency Budget Request

Number

1

List of Potential Policy Changes

Describe the Legislative Budget
Requests or Governor’s
Recommended Budget Item(s)
Affected

None
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Describe the Potential Policy Impact if
the LBR or the Governor’s
Recommended Budget
Recommendation is not Approved

List of Potential Policy Changes That Would Require Legislative Action

Number

Identify Proposed Change

Describe Expected Results of
Proposed Change

1
None
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Describe Legislative Actions Required to
Implement the Proposed Change

List of All Task Forces, Studies in Progress

Number

Implementing
Bill or Statute

Task Forces and Studies in Progress

Required / Expected
Completion
Date

1

None
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Trends and Conditions Statement
Division of Information Technology
The Agency for Health Care Administration’s Division of Information Technology (IT) is
responsible for overseeing the Agency's use of existing and emerging technologies in
government operations, and its use in delivering services to its customers and the public. The
Division’s overall goal is to maximize the Agency's efficiency through technology.
The administration of enterprise security of data and information technology is governed by
§282.318 F.S. which provides comprehensive guidelines on conducting risk analysis, the
development of policies and procedures, security audits, and end-user training. This statute also
instructs agencies to develop a process for detecting, reporting and responding to security
incidents, and the procurement of security services.
Currently, the Division’s functional areas are represented by four Bureaus, each with clear and
distinct responsibilities but deeply invested in working as a unit to ensure that the Agency’s
goals are met. The Division’s Bureaus are: Customer Service and Support, Application
Development and Support, IT Strategic Planning and Security, and Enterprise Infrastructure.
Agency Responsibilities and Obligations
As Florida’s population continues to age, finding new and more cost efficient ways to support
vital health care services is critical to the continued success of the Agency and its charge to
keep Floridians healthy.
With the national and state spotlight continued to be focused on health care initiatives, the
Agency’s success depends on its response to new programs and initiatives. For this reason, the
Agency has chosen to prioritize innovation, return on investment, efficiency, and customer
service. To this end, the Agency brings new energy and direction to bear on its mission with a
heightened regard for information technology and its capacity to strengthen and streamline the
Agency’s internal operations and services to providers.
The Agency recognizes that its routine and mission critical operations must be consistently and
reliably available to internal business users and providers. A key factor in the Agency’s ability to
meet its responsibilities in this regard is the quality of its staff. The Agency must do everything in
its power to recruit and retain qualified, experienced staff. The Agency’s rate of compensation is
critical to keeping valued staff employed by the Agency: it is a significant component of
employee job satisfaction. In years past when the state economy flourished, Agency employees
were often lost to the private sector. Now, in times of economic hardship, the private sector is
not as much of a threat to retention; instead, other state agencies, many of which have much
higher salary levels, are in a position to draw much needed resources away.
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Goal 6 and its corresponding objectives provide direct support for all other agency goals and
have as their core the importance of providing quality health care to Floridians (see Figure 6-1).
Figure 6-1: Map of Division Objectives to Agency Priorities
Agency Priorities
To use taxpayers’ resources as
efficiently and effectively as possible and
to safeguard those resources from fraud.

Division of Information Technology Objectives
Objective 6. A – Cost Reduction/Efficiency
Objective 6. F – Data Security
Objective 6. G – Risk Management

To ensure that patients in Florida’s
health care system are safe.

Objective 6. D – Infrastructure Availability

To ensure that Medicaid beneficiaries
get access to the services they need and
have improved health outcomes.

Objective 6. D – Infrastructure Availability

To ensure that the Agency treats
providers as partners in the effort to
provide better health care and that they
are treated fairly.

Objective 6. B – Customer Service

To ensure that all health care consumers
are empowered with the information to
make informed choices about their
health care and that technology is used
efficiently and cost-effectively to share
health information with patients and
providers.

Objective 6. A – Cost Reduction/Efficiency

Objective 6. E – Business Continuity

Objective 6. E – Business Continuity

Objective 6. B – Customer Service
Objective 6. D – Infrastructure Availability
Objective 6. E – Business Continuity
Objective 6. F – Data Security
Objective 6. G – Risk Management

To make the agency an employer of
choice where employees believe their
work is meaningful, that their opinions
matter and their efforts are recognized.

Objective 6. C – Staff Retention

Strategic Planning, Vision, Oversight
The Agency’s executive management team strongly supports the use of technology as an
effective tool in furthering the Agency’s overall goals and objectives. The Division of Information
Technology functions as a partner in Agency strategic planning and vision creation.
The appointment of an agency chief information officer (CIO) is governed by §282.3055 F.S.
This statute instructs the CIO to coordinate and facilitate the management and planning of
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agency information technology services using standards and procedures developed by the
Agency for Enterprise Information Technology.
The Agency’s long term policy intentions with regard to the ways in which information
technology is leveraged are further demonstrated by the efforts of the executive management
team to consolidate all information technology purchases and other significant decision-making
(with the exception of the Medicaid program fiscal agent FMISS / DSS) within the Division. This
effort is in its nascent stage during FY 2009 – 2010 but is a key factor aligned with the Agency’s
AHCA-celerate Florida initiative, an ongoing effort to streamline and eliminate redundancy and
inefficiency across all of the Agency’s regulatory and operations practices and procedures.
AHCA-celerate has been leveraged as the Agency’s governance vehicle as well. The
consolidation of information technology efforts within the Division of Information Technology will
facilitate the identification of duplicative efforts and purchases that are at cross purposes with
Agency long-term goals.
To this end, the framework established by the agency facilitates a process whereby
management teams representing business units and the Division of Information Technology
discuss and determine the priority, feasibility, and viability of information technology projects
within the context of what will most benefit (with respect to cost and purpose) the Agency. The
Agency’s AHCA-celerate Agency Management Team Committee and its division-level partner,
the AHCA-celerate Strategy Team (AST), and their associated review and decision-making
processes will ensure that information technology projects are designed to fulfill current or
immediate needs and serve the Agency’s mission in the future. Recent successes that are
directly attributed to the AHCA-celerate Agency Management Team Committee and the AST
are:
•

The continued Implementation of virtual servers. The impact of this effort is the reduction
of server hardware in the Agency’s data center. Fewer physical servers results in
reduced power consumption, hardware maintenance and licensing costs.

•

Voice-Over-Internet-Protocol (VOIP) Phone services installation replacing an over 10
year old analog-based phone system. VOIP services allow for utilization of “contact
centers” that are planned to replace costly out-sourced call-centers.

•

Continued enhancements of the Agency’s facilities licensing database which will allow
for future application integration.

•

SQL Server© utilization continues. Where possible, the Division replaced Enterprise
Oracle© software with Oracle Express©. The Division is moving to replace its Oracle
RDBMS© with SQL Server©.

AHCA-celerate Agency Management Team Committee and the AST are highly motivated to
seek and evaluate cost-savings and efficiency enhancing opportunities similar to those listed
above.
As health care needs evolve, the Agency seeks to not only keep pace with but intends to
actively prepare for conditions that threaten to disrupt normal operations. Natural disasters and
pandemics, though rare, are a real threat. To mitigate the risk of major disruptions in service,
the Agency is in the process of providing mobile computing devices and technologies (laptops,
tablets, VPN) to staff identified as critical to maintaining operations. In the case of a pandemic or
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hazardous workplace conditions, these staff will be equipped and prepared to work from
locations designated as safe.
New Division & Leadership Promotes a Cultural Shift
The appointment of strong leadership combined with a forward-thinking approach to technology
has generated a positive cultural change within the Agency. In the past, new technology
projects were proposed by stakeholders without consideration of projects already in
development or production. Here again, the AHCA-celerate Agency Management Team
Committee and the AST provide direction and oversight to the Agency by reviewing all
proposed projects and prioritizing them according to need. It is the express purpose of these
bodies (AHCA-celerate Agency Management Team Committee and the AST) to align all
information technology initiatives with the ongoing mission of the Agency.
Employees are encouraged to research new approaches and develop creative solutions for
business users. By leveraging technological advances and state resources, the Division has
been able to maximize the use of its current operating budget. The Division is a leader in
collaborating with other state to provide its customers with needed tools.
The Division has adopted a customer-centered approach, encouraging all bureaus to work
together to help solve user issues, develop requirements for new applications, and enhance
existing systems. The emphasis on the quality of customer service fosters and rewards a culture
of trust, issue ownership, and collaboration.
The Agency regularly surveys staff and providers who receive Call Center and Helpdesk
services. The efforts associated with the surveys are twofold: 1) to measure the level of
customer satisfaction experienced by consumers of the Division’s services; 2) and to monitor
the effectiveness of the surveys themselves. The Division intends to expand these efforts to
survey members of AGENCY business units who participate in requirements gathering and
application development processes.
Internal and External Influences
There are several factors that, singularly and together, strongly influence the Agency’s options
for fulfilling its current responsibilities and achieving its future goals. Of the many (often
competing) factors the Agency contends with each year, there are three which most significantly
influence the Agency’s use of information technology to support its efforts and reach its goals:
•

the rapidly growing need for information technologies to implement and support health
policy legislation at a federal level and state level;

•

increasing importance of securing data from threats and disclosure; and the

•

IT public sector labor market.

This section describes the nature of the issues and how they influence the Agency’s five-year
planning as well as highlights the specific objectives of the Division created as a result these
influences, and how the objectives will help the Agency achieve its goals.
The most powerful trend influencing the Agency’s planning is the continued rise of the need for
the integration of information technology in health care. Every sector of the health care industry
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has experienced significant growth and increases in the cost of doing business and providing
services. Information technology will become instrumental in facilitating the following:
•

integrating of disparate systems;

•

Health Information Exchange capabilities; and

•

automation of regulatory processes.

The second strong influence on the Agency is comprised of two trends that show no signs of
abating: the heightened concern and legal requirement to protect sensitive, personal, and
confidential information; and the rapid increase in the capabilities and sophistication of criminal
organizations and individuals specializing in the theft and illegal use of data.
While the national awareness of the issue data security is clearly heightened, the seriousness of
the subject is made clear by the proliferation of federal, state, and local requirements and laws
for the protection of data. Consider the following examples of regulatory action related to data
security from the past decade:
•

HIPAA. Under HIPAA, a person may face criminal penalties if the person "knowingly and
in violation of" HIPAA "obtains individually identifiable health information relating to an
individual" or "discloses individually identifiable health information to another person." If
convicted for any of these crimes, the person faces up to $250,000 in fines and up to five
years imprisonment depending on the circumstances.

•

FTC. The Federal Trade Commission (FTC) act prohibits "unfair or deceptive acts or
practices in or affecting commerce" and empowers the Federal Trade Commission
(FTC) to enforce the FTC act.

•

State Data Breach Laws. Many states have enacted data breach notification statutes,
requiring entities to disclose any actual or potential breach of security that could result in
the disclosure of protected information.

•

Confidentiality Laws. Every state has laws that restrict the disclosure of at least certain
health care information. In particular, many of these state laws provide protections for
areas of heightened confidentiality concerns, such as AIDS/HIV, substance abuse,
mental health, developmental disabilities, and genetic testing. Some states have
elaborate regulatory approaches. Additionally, federal regulations impose stringent
confidentiality requirements for substance abuse treatment information.

•

Information Crimes. Federal law has created numerous crimes that may be implicated
by the theft of a laptop containing identifiable information or other security breach,
including identity theft; fraudulent access of a computer; aiding and abetting a crime; and
conspiracy to commit a crime.

•

The Federal Privacy Act. The Federal Privacy Act of 1972 also imposes strict privacy
obligations on government agencies. Although there are many similarities to HIPAA and
other confidentiality laws, there are significant differences.

The Agency is working assertively to be compliant with a large number of complex laws and
regulations. Additionally, while requirements and responsibilities to protect data have grown,
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and the repercussions for failure to protect data have become more severe, the number and
sophistication of threats to data security have also grown.
The Agency, overall, continues to be in the forefront of recognizing the importance of data
security and developing programs and strategies to secure data under the Agency’s
stewardship. The Agency’s Computer Security Incident Response Team (CSIRT) is at the
forefront of coordination with the FL Agency for Enterprise Information Technology in its
operations. Despite past success, the Division believes more must be done. Particularly, the
risk of security breaches from unintentional human mistake or lack of compliance by users must
be better mitigated. Additionally, the profile of the issue must be raised, and the leadership of
the Agency must ensure the issue of data security is consistently visible. Objective 6. F shall
be accomplished as part of the overall effort to strengthen the Agency’s data security
capabilities. Upon completion, any data stored on or passing through on Division-managed
resources will be secured according to the Department’s security standards on access,
encryption, backup, etc.
The final influencer to be addressed in this plan is the state of the public sector IT market. The
public sector traditionally has difficulty competing with the private sector for skilled IT workers.
Benefits, training, flexible schedules, and other factors can partially compensate for the lower
salaries. However, there are several additional trends that are critically jeopardizing the
Agency’s ability to retain or hire qualified staff. When combined with the need to aggressively
apply technology to lower costs, as well as the increasing responsibility and rising complexity of
securing data, the impact of understaffed or under qualified IT staff at the Agency is the single
most significant influence on the Agency’s IT planning and execution.
As indicated by the description of data security, above, the general IT landscape is growing
more complex with each year. The range of skills needed today is much greater than even ten
years ago. The increase in skills required per worker makes recruiting qualified staff more
difficult than ever before
Another nationwide (and to some extent global) trend is also making matters more difficult for
the public sector. Technology was first adopted by a few industries, such as the financial sector
and the technology industry itself. Since then, IT adoption has become widespread, and is
continuing to penetrate throughout all facets of the global economy. This will put increasing
pressure on every organization as the demand for IT staff begins to outstrip the supply.
Finally, the most significant factor affecting the Agency’s ability to retain the necessary IT
workforce is that among state of Florida agencies, the Division’s IT staff are paid below the state
average in every position save one. State of Florida budget restraints are furthering the
difficulty of retaining and hiring capable long term the Agency IT staff.
The Agency is at a very real risk of losing IT staff to other public sector agencies, much less the
private sector.
The loss of workforce can be made up for to some degree by increasing the amount of money
allocated to outsourced and staff augmentation. Over many years, however, this strategy is
more costly to the state and counter to the Division and Agency’s goal to reduce the total cost of
health care. Even to the extent Agency staff is supplemented successfully by vendors, the
current budget climate makes it unlikely that staff augmentation will be a consistently available
resource. Even more significant is the loss of institutional knowledge and expertise. When a
person with several years of experience leaves the Division, additional, unplanned time and
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dollars must be spent to retrain new staff, perform the same work less efficiently, or fail to
deliver some services at all (with the attendant risks to the Agency and its customers).
Because of these factors, the Division creates an environment that overcomes the low
compensation in order to retain as many staff as long as possible. The Division stands behind
that commitment by setting aggressive goals for employee retention (see Objective 6. C). Salary
dollars entrusted to the Division are a solid investment, as the Agency places employee
satisfaction and retention high on the priority list. As the scarcity of and competition for IT
workers will only increase each year, the Agency will be additionally handicapped in its ability to
hire and retain new staff, thereby losing effectiveness year over year.
The three factors discussed above are the most influential of the many trends and conditions
that the Agency must contend with each year. Without minimizing the need to understand and
respond to other influences, the Agency holds that those three factors: rising costs, data
security, and IT staff retention are the factors that will most strongly influence the role
technology will play in the Agency’s future; specifically, whether that role will be one of an
integral part of the Agency’s success or an ongoing liability and risk. The recent Agency
commitment to technology and its potential demonstrates that appropriate attention and
investment yields great benefits.
Statutorily Required AHCA Primary Data Center Relocation
By July 2012, a legislatively mandated state data center consolidation is expected where a state
designated primary data center, either the State Shared Resource Center (SSRC) or Northwood
Shared Resource Center (NSRC) is expected to house the current AHCA primary data center
currently located in Building 3, of the Ft. Knox Business Center campus. Great care regarding
the move must be focused on risk analysis, federal statutory compliance and any Agency
budget costs that increase because of the move.
Great amounts of transition planning will need to be completed before this delicate data center
move by the Agency takes place. The Florida Agency for Enterprise Information Technology
(AEIT) is assisting AHCA where the organization can in planning coordination but much of the
responsibility is left with the Agency. A Legislative Budget Request (LBR) will be placed by the
Agency once the costs are known.
Outcomes
The goal and objectives of the Division indirectly, but critically, affect all consumers of health
care in Florida. The Division is responsible for supporting the ongoing operations of the Agency;
without reliable technology infrastructure and applications, no modern state Agency is able to
fulfill its mission. Additionally, and particularly in the health care sector, technology holds the
promise of helping the Agency to deliver better services at a lower cost and faster speeds. The
objective states clearly the Division’s fervent support of the Agency and its mission, and the
Division’s goals. When accomplished, this objective will be vital in helping the Agency fulfill its
mission and achieve its goals.
Conversely, if the Division fails to achieve its goal or objectives, the impact on consumers will be
indirect, but could be significant. The Agency’s ability to fulfill its mission will be impaired by
slower service delivery, unnecessarily increased costs, potential violations of federal and state
data security and confidentiality laws, and other risks that accrue when IT services of an
organization becomes inefficient and unreliable.
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List of Potential Policy Changes Affecting the Agency’s Legislative Budget Request
Number
1.

Potential Policy
Changes

Reference LRPP Goals

Awaiting State Primary
Data Center Transition
Plan cost analysis (late
Sept. 10). The Transition
plan will influence our
current LBR.

Objective 6. A – Cost
Reduction/Efficiency

Legislative Budget
Request (LBR)
TBD

Objective 6. B –
Customer Service
Objective 6. D –
Infrastructure Availability

Impact on Agency
Policy if LBR is Not
Approved
Additional transitional
costs for moving the
Agency Primary Data
Center will have to be
absorbed by normal
AHCA Fiscal Year
budget.

Objective 6. E – Business
Continuity
Objective 6. F – Data
Security
Objective 6. G – Risk
Management

List of Potential Policy Changes That Would Require Legislative Action
Number

Changes in Current
Programs

Statutory
Reference

Changes in Current
Services

None
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Changes in Current
Activities

Substantive
Legislative Action
Required to
Support Changes

List of All Task Forces and/or Studies in Progress
Number

Bill Cite

Task Forces and Studies
Required by FY 2009 –2010
Legislation

None
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Agency Staff
Assigned

Action Required
Due Date

Performance Measures and Standards - LRPP Exhibit II
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Assessment of Performance for Approved Performance Measures
- LRPP Exhibit III
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Performance Measure Validity and Reliability - LRPP EXHIBIT IV
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Services
Service/Budget Entity: Executive Direction and Support Services/68500200
Measure: The amount of overpayments identified from prevention and detection
activities
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
Fraud and Abuse Case Tracking System (FACTS)

Validity:
§409.913, FS requires increased measures used to detect, prevent, and recover overpayments
to Medicaid providers. Therefore, the measurement of overpayments identified is appropriate.

Reliability:
FACTS is a web-based, event-driven fraud and abuse case tracking system that has document
scanning, workflow tracking, and querying capabilities. The system compiles all information
needed to track a case over time.

Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Services
Service/Budget Entity: Executive Direction and Support Services/68500200
Measure: The amount of overpayments prevented as a result of Prevention Activities
conducted by MPI
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
FACTS

Validity:
§409.913, FS requires increased measures used to detect, prevent, and recover overpayments
to Medicaid providers. Therefore, the measurement of overpayments prevented is appropriate.

Reliability:
FACTS is a web-based, event-driven fraud and abuse case tracking system that has document
scanning, workflow tracking, and querying capabilities. The system compiles all information
needed to track a case over time.

Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Services
Service/Budget Entity: Executive Direction and Support Services/68500200
Measure: To increase the number of referrals sent to Agency divisions and other state entities
at a rate of seven percent per year.
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
FACTS

Validity:
§409.913, FS requires increased measures used to detect, prevent, and recover overpayments
to Medicaid providers. Increasing the coordination and cooperation among other state entities
and AHCA divisions through referrals is an objective of MPI. Therefore, the measurement of
case referrals to Agency divisions and other state entities is appropriate.
Reliability:
FACTS is a web-based, event-driven fraud and abuse case tracking system that has document
scanning, workflow tracking, and querying capabilities. The system compiles all information
needed to track a case over time.

Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of accredited hospitals and ambulatory surgical centers cited for not
complying with life safety, licensure, or emergency access standards
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of accredited hospitals and ambulatory surgical centers
(ASCs) that have been cited for deficiencies during the period, divided by the total number of
accredited hospitals and ASCs. Deficiencies that are cited are not tabulated individually (i.e. if
five deficiencies are cited during a survey, it is reported as one deficiency in the numerator). In
addition, deficiencies that are noted include any and all deficiencies from minor to severe. A
national accrediting body confers accreditation. If a facility is accredited, a full licensure survey
is not required to be performed biennially. A validation survey (same as a full licensure survey)
is performed on a sample of facilities. Deficiencies may also be found during complaint
investigations of accredited facilities. A life safety inspection is required annually for hospitals
and ASCs. Life safety inspections evaluate the control and prevention of fire and other lifethreatening conditions on the premises for the purpose of preserving human life. Emergency
access standards require every hospital to treat and/or stabilize any patient admitted for an
emergency medical condition.
Emergency access, complaint, and survey data are maintained in the Agency’s regulatory
system (VR) and centrally collected
Validity:
The Agency is committed to ensuring health care services’ compliance with standards of safety,
quality and accessibility established by state and federal regulations. This outcome measure
will enable the Agency to monitor its goal of decreasing the percentage of accredited hospitals
and ambulatory surgical centers cited for not complying with life safety, licensure or emergency
access standards
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Reliability:
Survey data are maintained in VR and centrally collected. Centralized collection of VR data and
management review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Total number of full facility quality-of-care surveys conducted.
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
A full facility survey is defined as initial, validation, and renewal licensure and certification
surveys. Plans and Construction surveys are not included. Licensure and certification surveys
performed together, for the same facility, count as one survey. Full surveys do not include
separate life safety surveys, risk management surveys, or complaint investigations. All state
and certification full facility surveys are entered into the Agency’s regulatory system (VR). This
allows a count of the actual number of surveys conducted during any given period. VR training
is offered on an on-going basis to both area office and central office personnel to ensure that
the information is being accurately captured and reported in the system. Centralized
aggregation of this data will ensure consistency among several facility types.
Validity:
Florida's citizens want and expect government agencies to ensure that the health care they
receive is of good quality. Data collected in this measure allows the Department to calculate the
percentages of various outcomes related to facility compliance with standards of safety and
quality established by state and federal regulations.
Reliability:
Survey data are maintained in VR and centrally collected. Centralized collection of VR data and
management review of supporting data should ensure accurate and consistent reporting,
resulting in reliability of the measure.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of assisted living facilities with deficiencies that pose a serious threat
to the health, safety or welfare of the public
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of assisted living facilities in which deficiencies are
found during the period that pose a serious threat to the health, safety, or welfare of the public,
divided by the total number of assisted living facilities during the period. Deficiencies that pose
a serious threat to the health, safety, or welfare of the public are classified as Class I
deficiencies (statutorily defined). These deficiencies can arise from any type of survey (initial,
renewal, complaint investigation, etc.).
Survey deficiency data are maintained in the federal Automated Survey Processing
Environment (ASPEN) and centrally collected. The number of facilities is obtained from the
Agency’s regulatory system (VR).
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in ASPEN and VR are centrally collected. Centralized collection of data and
management review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of ambulatory surgical centers with deficiencies that pose a serious
threat to the health, safety or welfare of the public.
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of ambulatory surgical centers in which deficiencies are
found during the period that pose a serious threat to the health, safety, or welfare of the public,
divided by the total number of ambulatory surgical centers during the period. Deficiencies that
pose a serious threat to the health, safety or welfare of the public can arise from any type of
survey (initial, renewal, complaint investigation, etc.).
Survey data are maintained in the Agency’s regulatory system (VR) and centrally collected. VR
has the capability to capture serious deficiencies for ambulatory surgical centers. The data are
pulled from VR and reviewed by Central Systems Management staff for quality control
purposes. The number of facilities is also obtained from VR.
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in VR are centrally collected. Centralized collection of data and management
review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of home health agencies with deficiencies that pose a serious threat to
the health, safety or welfare of the public
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of home health facilities in which deficiencies are found
during the period that pose a serious threat to the health, safety, or welfare of the public, divided
by the total number of home health facilities during the period. Deficiencies that pose a serious
threat to the health, safety or welfare of the public can arise from any type of survey (initial,
renewal, complaint investigation, etc.). The deficiencies are classified as Class I deficiencies
(statutorily defined).
Survey deficiency data are maintained in the federal Automated Survey Processing
Environment (ASPEN) and centrally collected. The number of facilities is obtained from the
Agency’s regulatory system (VR).
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in ASPEN and VR are centrally collected. Centralized collection of data and
management review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of hospitals with deficiencies that pose a serious threat to the health,
safety or welfare of the public.
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of hospitals in which deficiencies are found during the
period that pose a serious threat to the health, safety, or welfare of the public by program
divided by the total number of hospitals during the period. Deficiencies that pose a serious
threat to the health, safety or welfare of the public can arise from any type of survey (initial,
renewal, complaint investigation, etc.).
Survey data are maintained in the Agency’s regulatory system (VR) and centrally collected. VR
has the capability to capture serious deficiencies for hospitals. The data are pulled from VR and
reviewed by Central Systems Management staff for quality control purposes. The number of
facilities is also obtained from VR.
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in VR are centrally collected. Centralized collection of data and management
review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of clinical laboratories with deficiencies that pose a serious threat to
the health, safety or welfare of the public
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of clinical laboratories in which deficiencies are found
during the period that pose a serious threat to the health, safety, or welfare of the public, divided
by the total number of clinical laboratories during the period. Deficiencies that pose a serious
threat to the health, safety, or welfare of the public can arise from any type of survey (initial,
renewal, complaint investigation, etc.).
Survey data are maintained in the Agency’s regulatory system (VR) and centrally collected. VR
has the capability to capture serious deficiencies for clinical laboratories. The data are pulled
from VR and reviewed by the Central Systems Management staff for quality control purposes.
The number of facilities is also obtained from VR.
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in VR are centrally collected. Centralized collection of data and management
review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of nursing home facilities with deficiencies that pose a serious threat
to the health, safety or welfare of the public.
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:

This measure is defined as the number of nursing homes in which deficiencies are
found during the period that pose a serious threat to the health, safety, or welfare of the
public divided by the total number of nursing home facilities during the period.
Deficiencies that pose a serious threat to the health, safety, or welfare of the public can
arise from any type of survey (initial, renewal, complaint investigation, etc.).
Survey deficiency data are maintained in the federal Automated Survey Processing
Environment (ASPEN) and centrally collected. The number of facilities is obtained from the
Agency’s regulatory system (VR).
Validity:
The Agency is committed to acting decisively and pursuing more aggressive penalties for poorly
performing facilities. Data collected for this outcome enable the Agency to determine how well
facilities are performing, but is not a realistic measure of how well the Agency is doing. The
facilities have ultimate control over reducing the percentage of deficiencies that pose a serious
threat to the health, safety, or welfare of the public.
Reliability:
Data maintained in ASPEN and VR are centrally collected. Centralized collection of data and
management review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of investigations of alleged unlicensed facilities and programs that
have been previously issued a cease and desist order that are confirmed as repeated
unlicensed activity
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:

This measure is defined as the number of closed investigations of unlicensed activity
resulting in a cease and desist order subsequent to a previous investigation of the same
facility for unlicensed activity also resulting in the issuance of a cease and desist order,
divided by the total number of investigations of confirmed unlicensed activity during the
period.
Each confirmed complaint of unlicensed activity, which would result in a cease and desist order,
is maintained in the Agency’s regulatory system (VR).
Validity:

This measure is defined as the number of closed investigations of unlicensed activity
resulting in a cease and desist order subsequent to a previous investigation of the same
facility for unlicensed activity also resulting in the issuance of a cease and desist order,
divided by the total number of investigations of confirmed unlicensed activity during the
period.
Each confirmed complaint of unlicensed activity, which would result in a cease and desist order,
is maintained in VR.
Reliability:
Centralized collection of data combined with management review of supporting data should
ensure accurate and consistent reporting, resulting in reliability for the measure. However, we
believe that this condition is impossible to measure accurately. Cease and desist order are not
issued by all units for unlicensed activity, nor are they issued for all types of facilities.
Unlicensed facilities may emerge under different names and ownership and not be identifiable
as repeated unlicensed activity. Also, there is no further action other than another cease and
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desist order that can be taken by the agency. Unlicensed activity is a crime and should be
reported to law enforcement authorities.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of validation surveys that are consistent with findings noted during
the accreditation survey
Action (check one):
Requesting revision to approved performance measure. – Delete measure
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
This measure is defined as the number of state accreditation validation surveys conducted for
hospitals that are consistent with findings noted during the accreditation survey divided by the
total number of validation surveys performed during the period. A state validation survey is
performed, at minimum, on a 5% sample of accredited hospitals that have received their
accreditation survey. This measure does not include federal accreditation validation surveys.
The Joint Commission (JC) provides to the Agency a monthly report that lists accreditation
surveys scheduled for the next six weeks. This report is provided to the Manager of the
Hospital Unit and the Chief of Field Operations on the last day of each month. Hospital Unit
staff review the JC list within five days of receipt and pull a sample of 5-10% of facilities (or a
minimum of one) to be surveyed for state licensure validation inspection to be completed within
60 days of the survey end date noted on the report. To insure statewide distribution of facilities
selected for validation surveys, the facilities that have a significant volume of complaint
allegations and Risk Management deviations during the previous or current year will be
identified for validation survey. Additional validation inspections in excess of the mandatory 5%
random sampling will be selected by the Hospital Unit under consultation with the Chief of Field
Operations and Field Office Management.
Validity:
A validation survey assesses whether the review by the accrediting organization has adequately
evaluated the facility according to minimum state standards (same as a full licensure survey).
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Reliability: Hospital Unit staff compares AHCA validation survey results with the JC survey
utilizing a decision matrix developed by Health Standards and Quality/Field Operations staff and
make the following notation in the Agency’s regulatory system (VR) validation inspection
comment field: “consistent with accreditation findings” or “not consistent with accreditation
findings”. The review is completed within 30 days of receipt of both the state and JC reports.
The data entry is completed within 10 days of the review.
Survey data are maintained in VR and centrally collected. Centralized collection of VR data and
management review of supporting data should ensure accurate and consistent reporting.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Number of complaints of facility patient dumping received that are
investigated.
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
The Florida Regulatory and Enforcement System/Versa (FRAES/VR) database is used to obtain
this information, which comes from a count of all complaints in the system with allegation code
48. This is the code for Medicare and Medicaid Patient Dumping. FRAES/VR also identifies
which complaints have been investigated and which have not as well as whether or not a
complaint was confirmed or not confirmed. The standard is based on the total number of
complaints of facility patient dumping.
Validity:
The measure is based upon complaints entered into the FRAES/VR database and investigated
by field operations survey staff. A complaint is a valid transaction that begins with either a call
to the call center or correspondence to one of the facility units in the Agency. All such
complaints are entered into FRAES/VR to be investigated. Complaints received by the call
center are entered into FRAES/VR by the call center staff at the time of the call. Written
complaints are tracked through CorrFlow, the Agency’s correspondence tracking system. They
are entered into the FRAES/VR database by facility unit staff before being sent to the survey
staff for investigation.
Reliability:
The measure is as reliable as the input of data into the FRAES/VR database. To the extent that
any complaint is “missed” for inputting, it will also be missed for tracking purposes. All reports
on this data are pulled directly from FRAES/VR.

Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation
Measure: Percent of complaints of facility patient dumping received that are
investigated.
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
The Florida Regulatory and Enforcement System/Versa (FRAES/VR) database is used to obtain
this information, which comes from a count of all complaints in the system with allegation code
48. This code is assigned for Medicare and Medicaid Patient Dumping. FRAES/VR also
identifies which complaints have been investigated and which have not as well as whether or
not a complaint was confirmed or not confirmed. The percent of facility patient dumping
complaints investigated comes from dividing the total number of such complaints investigated
by the total number of complaints of facility patient dumping.
Validity:
The measure is based upon complaints entered into the FRAES/VR database and investigated
by field operations survey staff. A complaint is a valid transaction that begins with either a call
to the call center or correspondence to one of the facility units in the Agency. All such
complaints are entered into FRAES/VR to be investigated. Complaints received by the call
center are entered into FRAES/VR by the call center staff at the time of the call. Written
complaints are tracked through CorrFlow, the Agency’s correspondence tracking system. They
are entered into the FRAES/VR database by facility unit staff before being sent to the survey
staff for investigation.
Reliability:
The measure is as reliable as the input of data into the FRAES/VR database. To the extent that
any complaint is “missed” for inputting, it will also be missed for tracking purposes. All reports
on this data are pulled directly from FRAES/VR.

Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Facility Regulation
Service/Budget Entity: Health Facility Regulation/68700700
Measure: Percent of Priority 1 consumer complaints about licensed facilities and
programs that are investigated within two business days.
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
The Florida Regulatory and Enforcement System/Versa (FRAES/VR) database is used to obtain
this information, which comes from a count of all complaints in the system with priority code 1.
These are considered the very serious complaints that the Call Center receives. FRAES/VR
also identifies which complaints have been investigated and which have not as well as whether
or not a complaint was confirmed or not confirmed. The percent of priority 1 consumer
complaints that are investigated within two business days comes from a series of computations.
First, compute the length of time the priority 1 complaint is received to when it is investigated.
The length of time is calculated by subtracting the Received Date from the Survey Start Date.
Second, from the listing of complaints, determine how many complaints have a length of time
that is two or fewer business days. Third, the percent is comprised by dividing the total number
of complaints with a length of time of two or fewer business days by the total number of priority
1 complaints.
Validity:
The measure is based upon complaints entered into the FRAES/VR database and investigated
by field operations survey staff. A complaint is a valid transaction that begins with either a call
to the call center or correspondence to one of the facility units in the Agency. All such
complaints are entered into FRAES/VR to be investigated. Complaints received by the call
center are entered into FRAES/VR by the call center staff at the time of the call. Written
complaints are tracked through CorrFlow, the Agency’s correspondence tracking system. They
are entered into the FRAES/VR database by facility unit staff before being sent to the survey
staff for investigation.
Reliability:
The measure is as reliable as the input of data into the FRAES/VR database. To the extent that
any complaint is “missed” for inputting, it will also be missed for tracking purposes. All reports
on this data are pulled directly from FRAES/VR.
Office of Policy and Budget – July 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Number of construction reviews performed (Plans and Construction)
Action (check one):
Requesting revision to approved performance measure.
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
All plans and construction projects are tracked on the Office of Plans and Construction Tracking
(OPCTrack) computer system. This is an electronic database that contains an accounting of all
projects, facilities, submissions and time invoiced by all reviewers. Data in this system can be
accessed for any timeframe for various facility types of reviews. The Agency produces monthly
reports using this data source. A query is made in the system to generate the number of
submissions (or reviews) to which time was billed during the period. A submission occurs when
a project is logged into the system and each time a review of plans and construction sites
occurs.
Validity:
Two administrative secretaries input the submissions. The total number of projects is logged
into the system by facility number, project number, and submission number. There can be
multiple projects and submissions per facility. This is the best available measure of the number
of plans and constriction reviews performed. The measuring instrument was specifically
developed to measure this indicator.
Reliability:
Project time sheets are reviewed and approved by the supervisors. One person enters the data
from these sheets into the data system. There are various electronic flags in the system that
will signal false data entry, i.e., incorrect date, incorrect log number, projects already closed, etc.
The Office of Program Policy Analysis and Government Accountability (OPPAGA) reviewed the
reliability of this measure. The reliability of data entry was improved according to OPPAGA’s
recommendations. External factors relating to available funding for health care construction
have a direct impact on the number of projects submitted for review each year. Electronic data
has been randomly checked against manual source material and been found to be substantially
error free.
Office of Policy and Budget – July, 2010
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LRPP EXHIBIT IV: Performance Measure Validity and Reliability
Department: Agency for Health Care Administration
Program: Health Care Regulation
Service/Budget Entity: Health Care Regulation/68700700
Measure: Percent of hospitals that fail to report serious incidents (agency identified)
Action (check one):
Requesting revision to approved performance measure (deletion)
Change in data sources or measurement methodologies.
Requesting new measure.
Backup for performance measure.
Data Sources and Methodology:
Data Sources: Risk management surveys, complaint investigations, and Code 15
investigations.
Methodology: The number of hospitals that were cited for failure to report an adverse incident
divided by the total number of hospitals that were surveyed (including risk management
surveys, complaint investigations and Code 15 investigations).
Validity:
The Agency’s ability to meet this standard is entirely dependent upon external factors that the
Agency has no control over. This measure is dependent upon the ability of hospitals to identify
a “serious incident” and report that incident as required by Florida law.

Reliability:
The Agency’s ability to meet this standard is entirely dependent upon external factors that the
Agency has no control over. This measure is dependent upon the ability of hospitals to identify
a “serious incident” and report that incident as required by Florida law.
Office of Policy and Budget – July 2010
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Associated Activities Contributing to Performance Measures - LRPP Exhibit V
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LRPP Exhibit V: Identification of Associated Activity Contributing to Performance Measures
Measure
Number

Approved Performance Measures for
FY 2011-2012 (Words)

Associated Activities Title

Administration and Support - 68200000
1

Administrative costs as a percent of total agency costs

2

Administrative positions as a percent of total agency positions

Executive Direction ACT0010

Executive Direction ACT0010

Children's Special Health Care - 68500100
3

Percent of hospitalizations for conditions preventable by good
ambulatory care

4

Percent of eligible uninsured children receiving health benefits
coverage

Percent of children enrolled with up-to-date immunizations
5
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Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Measure
Number
6

Approved Performance Measures for
FY 2011-2012 (Words)
Percent of compliance with the standards established in the
Guidelines for Health Supervision of Children and Youth as
developed
by the American Academy of Pediatrics for children eligible
under the program

Associated Activities Title

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

7

Percent of families satisfied with the care provided under the
program

8

Total number of uninsured children enrolled in Kidcare

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Number of Uninsured children enrolled in Florida Healthy Kids

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

9
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Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Measure
Number

Approved Performance Measures for
FY 2011-2012 (Words)
Number of Title uninsured children enrolled in Medikids

10

11

Number of uninsured children enrolled in Children's Medical
Services Network

Associated Activities Title
Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Executive Director/Support Services - 68500200
12

Program administrative costs as a percent of total program
costs

Executive Direction ACT0010

13

Average number of days between receipt of clean Medicaid
claim and payment

Fiscal Agent Contract ACT5260

14

47

Number of Medicaid claims received

Fiscal Agent Contract ACT5260

Percent of new Medicaid recipients voluntarily selecting
managed care plan

Health Facilities and Practitioner Regulation - Medicaid
Choice Counseling ACT7150

Number of new enrollees provided choice counseling

Health Facilities and Practitioner Regulation - Medicaid
Choice

54

Counseling ACT7150
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Measure
Number

Approved Performance Measures for
FY 2011-2012 (Words)

Associated Activities Title

Medicaid Services - Individuals - 68501400
15

Percent of hospitalizations that are preventable by good
ambulatory care

Hospital Inpatient -Elderly and Disabled/fee for service
ACT4010
Hospital Inpatient ACT4210
Hospital Inpatient ACT 4510
Hospital Inpatient ACT 4710

Percent of women receiving adequate prenatal care

Prescribed Medicines ACT4220

16
Physician Services ACT4230
Early Periodic Screening Diagnosis & Treatment ACT4260
Patient Transportation ACT4270
17

Neonatal mortality rate per 1000

Hospital Inpatient ACT4210
Physician Services ACT4220
Early Periodic Screening Diagnosis & Treatment ACT4260

18

Average number of months between pregnancies for those

Physician Services ACT4230

receiving family planning services

Case Management ACT4280
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Measure
Number
19

Approved Performance Measures for
FY 2011-2012 (Words)
Percent of eligible children who received all required
components of EPSDT screen

Associated Activities Title

Prescribed Medicines ACT4220
Physician Services ACT4230
Early Periodic Screening Diagnosis & Treatment ACT4260
Therapeutic Services for Children ACT4310

20

Number of children ages 1-20 enrolled in Medicaid

Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Number of children receiving EPSDT services

Physician Services ACT4230

21
Early Periodic Screening Diagnosis & Treatment ACT4260
School Based Services ACT4310
Clinic Services ACT4330
22

Number of hospital inpatient services provided to children

Hospital Inpatient ACT4210
Therapeutic Services for Children ACT4310

23

Number of physician services provided to children

Physician Services ACT4230
Therapeutic Services for Children ACT4310
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Measure
Number
24

Approved Performance Measures for
FY 2011-2012 (Words)
Number of prescribed drugs provided to children

Associated Activities Title

Prescribed Medicines 4220
School Based Services ACT4320

25

26

Number of hospital inpatient services provided to elders

Number of physician services provided to elders

Hospital Inpatient -Elderly and Disabled/fee for service
ACT4010
Prescribed Medicines- Elderly and Disabled/fee for service
ACT4020
Physician Services-Elderly and Disabled/fee for service
ACT4030
Hospital Insurance Benefit-Elderly and Disabled /Fee for
service ACT4140
Physician Services-Elderly and Disabled/fee for service
ACT4030
Supplemental Medical Insurance-Elderly and Disabled/fee

27

28

for service ACT4050
Prescribed Medicines- Elderly and Disabled/fee for service
ACT4020
Prescribed Medicines- Elderly and Disabled/fee for service
ACT4020

Number of prescribed drugs provided to elders

Number of uninsured children enrolled in the Medicaid
Expansion
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Purchase MediKids Program Services ACT5110
Purchase Children's Medical Services Network Services
ACT5120
Purchase Children's Medical Services Network Services
ACT5130

Measure
Number

Approved Performance Measures for
FY 2011-2012 (Words)

Associated Activities Title

Medicaid Long Term Care - 68501500
29

Percent of hospitalizations for conditions preventable with
good ambulatory care

Nursing Home Care ACT5020
Home and Community Based Services ACT5030
Capitates Nursing Home Diversion Waiver ACT5060

30

Number of case months (home and community-based
services)

Home and Community Based Services ACT5030
Capitates Nursing Home Diversion Waiver ACT5060

Number of case months services purchased (Nursing Home)
31

Nursing Home Care ACT5020
Other ACT5070

Medicaid Prepaid Health Plan - 68501600
32

33

Percent of hospitalizations for conditions preventable by good

Prepaid Health Plans Elderly and Disabled ACT1620

ambulatory care

Prepaid Health Plans - Family ACT1650

Percent of women and child hospitalizations for conditions

Prepaid Health Plans - Family ACT1650

preventable with good ambulatory care
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Measure
Number

Approved Performance Measures for
FY 2011-2012 (Words)

34

Number of case months services purchased (elderly and
disabled)

35

Number of case months services purchased (families)

Associated Activities Title

Prepaid Health Plans Elderly and Disabled ACT1620

Prepaid Health Plans - Family ACT1650

Health Care Regulation - 68700700
Percent of nursing home facilities with deficiencies that pose a
serious threat to the health, safety, or welfare of the public

Health Facility Regulation (Compliance, Complaints) - Field
Offices

36
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) -

37

Percent of investigations of alleged unlicensed facilities and
programs that have been previously issued a cease and desist
order, that are confirmed as repeated unlicensed activity

Tallahassee ACT7020
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020
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Measure
Number
38

Approved Performance Measures for
FY 2011-2012 (Words)
Percent of Priority I consumer complaints about licensed
facilities and programs that are investigated within 48 hours

Associated Activities Title
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) -

39

40

Percent of accredited hospitals and ambulatory surgical
centers cited for not complying with life safety, licensure or
emergency access standards

Percent of validation surveys that are consistent with findings
noted during the accreditation survey

Tallahassee ACT7020
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) -

41

Percent of assisted living facilities with deficiencies that pose a
serious threat to the health, safety or welfare of the public

Tallahassee ACT7020
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020
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Measure
Number
42

Approved Performance Measures for
FY 2011-2012 (Words)
Percent of home health facilities with deficiencies that pose a
serious threat to the health, safety or welfare of the public

Associated Activities Title
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) -

43

Percent of clinical laboratories with deficiencies that pose a
serious threat for not complying with life safety, licensure or
emergency access standards

Tallahassee ACT7020
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020

44

Percent of ambulatory surgical centers with deficiencies that
pose a serious threat to the health, safety or welfare of the
public

Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020

Percent of hospitals with deficiencies that pose a serious
threat to the health, safety or welfare of the public
45

Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020
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Measure
Number
46

Approved Performance Measures for
FY 2011-2012 (Words)
Percent of hospitals that fail to report serious incidents
(agency identified)

Associated Activities Title
Health Facility Regulation (Compliance, Complaints) - Field
Offices
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020

48

Percent of complaints of HMO patient dumping received that

Managed Health Care ACT7090

are investigated
Percent of complaints of facility patient dumping received that
are investigated

Health Facility Regulation (Compliance, Complaints) - Field
Offices

49
Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) -

50

Number of inquiries to the call center regarding practitioner
licensure and disciplinary information

Tallahassee ACT7020
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020
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Measure
Number

Approved Performance Measures for
FY 2011-12 (Words)

Associated Activities Title
Health Facility Regulation (Compliance, Complaints) - Field
Offices

51
Total number of full facility quality-of-care surveys conducted

Survey Staff ACT7030
Health Facility Regulation (Compliance, Licensure,
Complaints) Tallahassee ACT7020

52

Average processing time (in days) for Statewide Provider and

Subscriber Assistance Panel ACT7130

Subscriber Assistance Panel cases

53

Number of construction reviews performed (plans and
construction)
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Plans & Construction ACT7080

Agency – Level Unit Cost Summary - LRPP Exhibit VI
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Glossary of Terms and Acronyms

The Agency’s LRPP uses many terms and acronyms that are unique to AHCA. Please add to
the list of terms and acronyms as appropriate:
Activity: A unit of work which has identifiable starting and ending points, consumes resources,
and produces outputs. Unit cost information is determined using the outputs of activities.
Actual Expenditures: Includes prior year actual disbursements, payables and encumbrances.
The payables and encumbrances are certified forward at the end of the fiscal year. They may
be disbursed between July 1 and September 30 of the subsequent fiscal year. Certified
forward amounts payables and encumbrances are certified forward at the end of the fiscal
year. Certified forward amounts are included in the year in which the funds are committed and
not shown in the year the funds are disbursed.
Appropriation Category: The lowest level line item of funding in the General Appropriations Act
which represents a major expenditure classification of the budget entity. Within budget
entities, these categories may include: salaries and benefits, other personal services (OPS),
expenses, operating capital outlay, data processing services, fixed capital outlay, etc. These
categories are defined within this glossary under individual listings.
Baseline Data: Indicators of a state Agency’s current performance level, pursuant to
guidelines established by the Executive Office of the Governor in consultation with legislative
appropriations and appropriate substantive committees.
Budget Entity: A unit or function at the lowest level to which funds are specifically appropriated
in the appropriations act. “Budget entity” and “service” have the same meaning.
CIO - Chief Information Officer
CIP - Capital Improvements Program Plan
D3-A: A legislative budget request (LBR) exhibit which presents a narrative explanation and
justification for each issue for the requested years.
Demand: The number of output units which are eligible to benefit from a service or activity.
EOG - Executive Office of the Governor
Estimated Expenditures: Includes the amount estimated to be expended during the current
fiscal year. These amounts will be computer generated based on the current year
appropriations adjusted for vetoes and special appropriations bills.
FCO - Fixed Capital Outlay
FFMIS - Florida Financial Management Information System
Fixed Capital Outlay: Real property (land, buildings including appurtenances, fixtures and
fixed equipment, structures, etc.), including additions, replacements, major repairs, and
renovations to real property which materially extend its useful life or materially improve or
change its functional use. Includes furniture and equipment necessary to furnish and operate
a new or improved facility.
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FLAIR - Florida Accounting Information Resource Subsystem
F.S. - Florida Statutes
GAA - General Appropriations Act
GR - General Revenue Fund
Indicator: A single quantitative or qualitative statement that reports information about the
nature of a condition, entity or activity. This term is used commonly as a synonym for the word
“measure.”
Information Technology Resources: Includes data processing-related hardware, software,
services, telecommunications, supplies, personnel, facility resources, maintenance, and
training.
Input: See Performance Measure.
IOE - Itemization of Expenditure
IT - Information Technology
Judicial Branch: All officers, employees, and offices of the Supreme Court, district courts of
appeal, circuit courts, county courts, and the Judicial Qualifications Commission.
LAN - Local Area Network
LAS/PBS - Legislative Appropriations System/Planning and Budgeting Subsystem. The
statewide appropriations and budgeting system owned and maintained by the Executive
Office of the Governor.
LBC - Legislative Budget Commission
LBR - Legislative Budget Request
Legislative Budget Commission: A standing joint committee of the Legislature. The
Commission was created to: review and approve/disapprove Agency requests to amend
original approved budgets; review Agency spending plans; and take other actions related to
the fiscal matters of the state, as authorized in statute. It is composed of 14 members
appointed by the President of the Senate and by the Speaker of the House of Representatives
to two-year terms, running from the organization of one Legislature to the organization of the
next Legislature.
Legislative Budget Request: A request to the Legislature, filed pursuant to section 216.023,
Florida Statutes, or supplemental detailed requests filed with the Legislature, for the amounts
of money an Agency or branch of government believes will be needed to perform the functions
that it is authorized, or which it is requesting authorization by law, to perform.
L.O.F. - Laws of Florida
LRPP - Long Range Program Plan

Page 199 of 202

Long Range Program Plan: A plan developed on an annual basis by each state Agency that is
policy based, priority-driven, accountable, and developed through careful examination and
justification of all programs and their associated costs. Each plan is developed by examining
the needs of Agency customers and clients and proposing programs and associated costs to
address those needs based on state priorities as established by law, the Agency mission, and
legislative authorization. The plan provides the framework and context for preparing the
legislative budget request and includes performance indicators for evaluating the impact of
programs and Agency performance.
MAN - Metropolitan Area Network (Information Technology)
NASBO - National Association of State Budget Officers
Narrative: Justification for each service and activity is required at the program component
detail level. Explanation, in many instances, will be required to provide a full understanding of
how the dollar requirements were computed.
Nonrecurring: Expenditure or revenue which is not expected to be needed or available after
the current fiscal year.
OPB - Office of Policy and Budget, Executive Office of the Governor
Outcome: See Performance Measure.
Output: See Performance Measure.
Outsourcing: Means the process of contracting with a vendor(s) to provide a service or an
activity and there is a transfer of management responsibility for the delivery of resources and
the performance of those resources. Outsourcing includes everything from contracting for
minor administration tasks to contracting for major portions of activities or services which
support the Agency mission.
PBPB/PB2 - Performance-Based Program Budgeting
Pass Through: Funds the state distributes directly to other entities, e.g., local governments,
without being managed by the Agency distributing the funds. These funds flow through the
Agency’s budget; however, the Agency has no discretion regarding how the funds are spent,
and the activities (outputs) associated with the expenditure of funds are not measured at the
state level. NOTE: This definition of “pass through” applies ONLY for the purposes of long
range program planning.
Performance Ledger: The official compilation of information about state Agency performancebased programs and measures, including approved programs, approved outputs and
outcomes, baseline data, approved standards for each performance measure and any
approved adjustments thereto, as well as actual Agency performance for each measure.
Performance Measure: A quantitative or qualitative indicator used to assess state Agency
performance.
•
•
•

Input means the quantities of resources used to produce goods or services and the
demand for those goods and services.
Outcome means an indicator of the actual impact or public benefit of a service.
Output means the actual service or product delivered by a state Agency.
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Policy Area: A grouping of related activities to meet the needs of customers or clients which
reflects major statewide priorities. Policy areas summarize data at a statewide level by using
the first two digits of the ten-digit LAS/PBS program component code. Data collection will sum
across state agencies when using this statewide code.
Primary Service Outcome Measure: The service outcome measure which is approved as the
performance measure which best reflects and measures the intended outcome of a service.
Generally, there is only one primary service outcome measure for each Agency service.
Privatization: Occurs when the state relinquishes its responsibility or maintains some
partnership type of role in the delivery of an activity or service.
Program: A set of services and activities undertaken in accordance with a plan of action
organized to realize identifiable goals and objectives based on legislative authorization (a
program can consist of single or multiple services). For purposes of budget development,
programs are identified in the General Appropriations Act by a title that begins with the word
“Program.” In some instances a program consists of several services, and in other cases the
program has no services delineated within it; the service is the program in these cases. The
LAS/PBS code is used for purposes of both program identification and service identification.
“Service” is a “budget entity” for purposes of the LRPP.
Program Purpose Statement: A brief description of approved program responsibility and policy
goals. The purpose statement relates directly to the Agency mission and reflects essential
services of the program needed to accomplish the Agency’s mission.
Program Component: An aggregation of generally related objectives which, because of their
special character, related workload and interrelated output, can logically be considered an
entity for purposes of organization, management, accounting, reporting, and budgeting.
Reliability: The extent to which the measuring procedure yields the same results on repeated
trials and data are complete and sufficiently error free for the intended use.
Service: See Budget Entity.
Standard: The level of performance of an outcome or output.
STO - State Technology Office
SWOT - Strengths, Weaknesses, Opportunities and Threats
TCS - Trends and Conditions Statement
TF - Trust Fund
TRW - Technology Review Workgroup
Unit Cost: The average total cost of producing a single unit of output – goods and services for
a specific Agency activity.
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Validity: The appropriateness of the measuring instrument in relation to the purpose for which
it is being used.
WAGES - Work and Gain Economic Stability (Agency for Workforce Innovation)
WAN - Wide Area Network (Information Technology)
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