
 

 

 
 
 
 
 
 
 
 

 
 

 
 

 
 
 

 
 
 
 
 
 
 
 
 
 

 
 

 

 



 
Page 1  

 

 

 

Section I:   Introduction ................................................................................................................................ 2  

Section II:   Acknowledgements ................................................................................................................. 3 

Section III:  Data Collection ........................................................................................................................... 4 

Section IV:  General Trends .......................................................................................................................... 8 

Section V: Direct Services ........................................................................................................................  12 

Section VI: Administrative Claiming ..................................................................................................... 33 

Section VII: Oversight and Assistance ................................................................................................... 42 

Section VIII: Web Resources ....................................................................................................................... 46 

  

 
  



 

 
Page 2 

 

 
NAME Members, 
 
The early formation of the National Alliance for Medicaid in Education, Inc. (NAME) began 
in 2002 and a need for data and research arose immediately. Members wanted to identify 
and understand practices and trends in Medicaid funding to public schools, both for 
administrative claiming and direct services such as those provided under Individual Family 
Services Plans (IFSPs) or Individualized Education Program (IEPs).   
 
In 2003, NAME conducted its first survey, and the Education and Research Committee has 
been collecting and analyzing data every two years since that time.  The Committee is 
pleased to bring you the results and analysis of the 2009 national survey. This report was 
designed with the primary goal of summarizing the workings of school Medicaid programs 
in each state and the nation collectively. The first section explains how the data was 
collected. The subsequent four sections provide descriptive findings on: general trends; 
direct services; administrative claiming; and the use of oversight and assistance. Section 
VIII provides a list of links to Web resources which may be of help to NAME members and 
others interested in school based Medicaid.  
 
We hope this report will be valuable to anyone interested in improving Medicaid funding 
for administration and direct services in public schools. 
 
 
Respectfully,  
 

Cathy Griffin 
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The Data Work Group of the Education and Research Committee used Survey Monkey to 
develop the 2009 collection instrument. This survey followed the general structure of 
previous instruments by asking question in three areas of interest. First, we asked several 
questions from previous surveys to build trend data, such as the amount of federal 
Medicaid revenue received by a state.  Second, we selected one or two topic areas in which 
to drill down for new or updated information.  Lastly, we attempted to discover resources 
to help us with our work, including links to each state’s Medicaid in Education billing 
manual or other guidance.   
 
Surveys were sent to both the State Medicaid and State Education Agencies from a list of 
Medicaid and Education contacts in all 50 states. This list was developed from previously 
acquired contacts, NAME conference attendees, state agency web sites and professional 
organization member lists, such as State Medicaid Directors or the National Association of 
State Directors of Special Education (NASDSE).  We also called NAME members for 
additional contacts. The survey was distributed three times in 2009: in August, again in the 
fall, and a last time in December. Several Committee members and NAME Board members 
made personal contacts with state agency staff to encourage them to return the survey.  
State Medicaid and Education agencies were allowed to respond separately or in 
collaboration, which is explained throughout the presentation of the data.  
 
This 2009 report summarizes data from the fourth national survey on Medicaid claiming in 
U.S. public schools. The first survey was conducted by the Washington Office of the 
Superintendent of Public Instruction, in partnership with Leader Services and released in 
December 2004.  The second national survey of states was conducted in 2005 as a joint 
venture between NAME and the North Central Regional Resource Center.  In 2007, NAME 
conducted its first solo survey of the states. The 2009 survey was NAME’s second solo 
survey, and the third survey that NAME initiated.  
 
States’ Responses  
 
In total, complete or partial responses were received from 31 states.  Two states provided 
responses from an education agency, as well as another entity.  New Jersey’s two responses 
came from the Department of Treasury and the Department of Education.  Idaho submitted 
responses from both a vendor and education agency. Additionally, one state provided 
separate responses from both the education and Medicaid agencies, which were 
subsequently merged for analysis.  
 
Among the states that provided a single response, approximately equal numbers came from 
the state education agency (9) as from the state Medicaid agency (10). This could be 
interpreted that nearly two-thirds of responding states have only one agency as a 

http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/2009_Survey_Tool_page_4.pdf
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stakeholder for Medicaid 
claiming in schools. Both 
Massachusetts and Arkansas 
submitted responses prepared 
by vendors.  
 
In what is viewed by NAME as 
an encouraging sign, six (18%) 
of responding states submitted 
a collaborative response, and 
this number will hopefully grow 
in the future. Sharing in the 
effort to report key data 
elements for the NAME survey 
reflects meaningful cooperation 
between State Agencies and 
NAME promotes collaboration 
as a best practice to assure that 
Local Education Agencies (LEAs) receive what they need to access Medicaid. 
 
Given the benefits of obtaining and sharing data across states, hopefully more states will 
respond to the 2011 survey. 
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Data Limitations and Considerations 
 
The total number of states (n) used for comparison has varied throughout this report 
according to the data submitted in response to the respective questions. Some states did 
not complete all data elements, so for analysis of those areas n was less than 31. In some 
cases, however, n exceeded 31 because data was received from two state agencies, 
sometimes with conflicting responses.  
 
Regarding data integrity and uniformity, we have relied upon the following:  
 

 Respondents’ completeness and accuracy in their responses to the survey. 
 Data availability within each state (e.g., cash or accrual reporting of claims; calendar 

year or academic year; accounting for prior year adjustments, deferrals, or other 
issues). 

 Response timing, particularly regarding Medicaid reimbursement data. 
 

Respondent%20List%20page%206.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/Respondent_List_page_6.pdf
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In general, states may have provided available data with potentially different time periods 
and criteria. For example, a state may report claims data submitted to CMS but not yet paid, 
or may report reimbursement by academic year, state fiscal year, federal fiscal year or 
calendar year. Additionally, reimbursement may or may not reflect a full year as a result of 
adjustments from prior years, deferrals or other issues.  In and of themselves, these factors 
do not challenge the accuracy of the data provided by the respondents. Comparisons and 
analysis, however, should be considered in the context of these variations.   
 
The NAME Research and Education Committee continually strives to improve the 
comparability and consistency of data responses from the states to facilitate greater 
reliability of inferences and conclusions.    
 
The charts in this report show both aggregate and state specific Medicaid reimbursement 
data for states that responded to the 2009 and previous NAME surveys for both 
Administrative Claiming and reimbursement for IEP Services.  
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The following sections provide an overview of state employees responsible for school 
Medicaid programs, reimbursement trends, and student populations.  
 
Respondents’ Responsibilities  
 
Of those who responded to the survey, most reported that responsibility for school based 
claiming included both direct billing of IEP services and Medicaid Administrative Claiming 
(MAC).  Nearly 50% of respondents reported responsibility for both direct billing and MAC.   
 
Slightly more than one-third 
of respondents are only 
responsible for direct billing 
of IEP services, which was 
slightly more than a third of 
respondents.  Two 
respondents were only 
responsible for MAC 
activities and six 
respondents (15%) reported 
additional areas of 
responsibility. 
 
Both education and Medicaid 
Agencies are equally likely to 
be responsible for both 
direct billing and MAC, or just direct billing.  All respondents with sole responsibility for 
MAC were employed in Medicaid agencies.  
 

Respondents who work for an 
employer other than Medicaid or 
Education were more likely 
responsible for both direct billing 
and MAC.  Additional duties 
beyond IEP/MAC claiming were 
also likely regardless of the 
employer agency. 
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Total Medicaid Reimbursement 
 
The graph below shows the total amount of Medicaid reimbursement reported in each year 
of the NAME survey for both direct services and administrative claiming. It has been 
designed to provide a summary illustration of the past nine years of Medicaid 
reimbursements to schools. 
 
The trend line for Medicaid reimbursement programs reflects both changes in the level of 
participation by states in these reimbursement programs as well as national events. 
Medicaid Administrative Claiming (MAC) increased after 2001, and decreased in 2003 as a 
result of CMS issuing new claiming guidelines.  The blue bar represents the reported MAC 
reimbursement; the red 
bar shows the 
reimbursement 
received for IEP 
services.  
 
In some states, 
reimbursement was 
deferred or denied 
pending program 
changes or plan reviews 
by CMS.  Therefore, 
status of claims at 
certain points in time 
affected the amount of 
aggregate 
reimbursement 
reported, the timing of receipt of reimbursement and whether states provided data in all 
the years shown.  
 
The impact of some of the program changes that were implemented by CMS as early as 
1999 appears to have lagged until around 2005 when significant drops in both IEP services 
and Administrative Claiming started to occur.  In 2009, at least two states reporting 
revenues in prior years experienced deferrals of claims pending State Plan Amendment 
(SPA) approvals or did not report revenues for that year in the survey resulting in the drop 
off shown on the chart. 
 
We anticipated that the scale of MAC revenues would be less than IEP services revenue, yet 
the volatility of reported revenue year to year was significant.  Between 2008 and 2009, 
MAC revenues reported by the responding states declined by 48%.  However, it seems 
likely this may change in future surveys as states may not have had final 2008 or 2009 data 
at the time of the survey. 
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Number of Special Education Students 
 
The following chart shows the percentage of special education students in each of the three 
years covered by the NAME survey.  The states reported a range of less than 5% to as much 
as 20%.  Most of the states that reported this data showed a high degree of consistency 
from year to year with the exceptions of Iowa, Florida, Kentucky and Rhode Island, each of 
which reported peak percentages in 2006.   
 

 
 
Among all states reporting, the average percentage was 13.2% in 2006, 13.1% in 2007 and 
12.9% in 2008. 
 
Among states responding to the NAME survey, overall their reported child counts for 
special education decreased.   
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Overall among the states who reported data for this question, December child counts 
actually declined by approximately 5.7% from 2006 to 2008.   
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NAME compiled 2009 survey coverage data with the coverage data from three previous 
national surveys conducted in 2003, 2005 and 2007.  The chart shows the Medicaid-
Covered IEP/IFSP Services data most recently reported by each of 47 states that responded 
to one or more biennial surveys from 2003 to present.  Because each of the successive 
surveys over time included different service types and categories (e.g., Assistive Tech as 
two separate but related categories, or one Yes/No choice), the historical data does not 
allow year-to-year comparisons or trending. 

 
Medicaid Coverage of IEP Services Covered by Responding States 
 
Theoretically, schools can bill for any IEP service covered under the applicable Medicaid 
State Plan; however, in practice, many states limit school billing to a pre-defined set of 
procedure codes that tend to fall under categories of service that encompass the commonly 
billed or ”typical” services provided pursuant to a student’s IEP/IFSP.  
 
NAME’s 2009 Survey listed 15 types of IEP direct medical services commonly billed by 
schools and asked respondents to indicate which IEP services they were allowed to bill as a 
covered service to the State Medicaid Agency.  States may use different terms for the same 
or similar services and we attempted to select a term we believed would describe a broad 
type of service and we did not define the terms.  The options were: 
 

 Speech-Language therapy 
 Audiology-Hearing 
 Physical Therapy 
 Occupational Therapy 
 Nursing 
 Personal Care Assistance 
 Assistive Technology Devices/Durable Medical Equipment 
 Assistive Technology Services 
 Orientation and Mobility Training 
 Behavioral Health/Mental Health/Psychological Counseling 
 Health-related Evaluations/Assessments 
 Special Transportation 
 Interpreter Services 
 Case Management/Service Coordination 
 IEP Meetings 

 
 
 
 
 

Services%20Reported%20Most%20Recent%20Year%20At-a-Glance%20page%2012.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/Services_Reported_Most_Recent_Year_At-a-Glance_page_12.pdf
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The tables displayed below illustrate the number and percentage of the 24 survey 
respondents that indicated whether or not their Medicaid program covered each IEP direct 
medical service listed in NAME’s 2009 Survey questionnaire.  Here are some quick 
reference facts:    
 

  All reported that their Medicaid programs all LEAs to bill: 
o Speech-Language Pathology 
o Physical Therapy 
o Occupational Therapy 

 All but one state reported that their Medicaid programs cover Mental Health (i.e. 
Psych) and Audiology services in a student’s Individualized Education Program 
(IEP) or Individualized Family Service Plan (IFSP).  It should be noted that one state 
did not check this category of service but under “other” reported LEAs can bill Social 
Work, Psychology and Psychiatry which we added to the Mental Health tally. 

 Almost 90% of responding states cover Nursing. 
 Only three (3) of the responding states allow LEAs to bill for interpreter services, 

but one additional state reported under “other” that although LEAs do not bill 
directly for interpreters they are included in the cost report. 

 Slightly more than half of the responding states indicated that Personal Care 
Assistance is a covered service.  It should be noted that one state did not check this 
category of service but under “other reported that LEAs can bill delegated 
nursing/health aides which we added to the category of Personal Care Assistance. 

 Although an even number of states reported coverage for Case Management 
Services and IEP Meetings, they were not necessarily the same states, although four 
(4) states covered both. 

 One state, which had separate responses from the Medicaid and Education Agencies, 
had data that did not match.  One Agency reported that AT Services and Evaluation 
were covered and one did not.  We counted them as covered services for that state. 

 Although three (3) states responded under “Other” only two of the responses 
actually resulted in services that were not listed in the survey.  Those two additional 
services were Physician Services and Nutrition Services. 
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Beginning with the 2003 Survey and continuing through the 2009 Survey, the number and 
names of covered service categories differed from survey to survey, as did the number and 
names of responding states:  37 states contributed IEP service coverage data in 2003; 39 in 
2005; 27 in 2007; and 22 states submitted data in 2009.  NAME wishes to commend the 
twelve states that have consistently provided important Medicaid coverage data in 
response to all 4 biennial surveys.  This information is available in a table for your review.  
 
 
  
  

States%20Reporting%20Coverage%20page%2015.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/States_Reporting_Coverage_page_15.pdf
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LEA Participation 
 
States were asked to report the level of LEA participation in claiming for IEP services 
according to four ranges as shown in the legend on this slide.   

 
The breakdown of 
responses in each of these 
ranges is shown on this 
slide. The aggregate level 
of participation by LEA’s 
in claiming for direct 
services is relatively high 
with about 60% of states 
responding that between 
76 and 100% of the LEA’s 
in their states participate 
in claiming for direct 
services.  
 
This high level of 
participation is not the 
result of states mandating 
participation as only 

around one-fifth of states reported, in response to the question regarding mandated 
participation, that LEA participation is mandated by the state.   
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Direct Billing History 
 
Congress first passed legislation confirming that IEP services could be billed to Medicaid in 
1988.  Several states followed suit in their next legislative session to do the same.  With 
only one other spike in new states coming in 1993, the reporting states have come on 
slowly over time. There are a few interesting nuances that need to be shared: 
 
• Ohio had a program before 2009 (starting year not given) but the program ended in 

2005.  The State Plan was amended and the “new” IEP Medicaid billing program started 
in 2009. 

• In 1991, DMAS revised its State Plan to allow VA schools to bill for physical, 
occupational and speech-language therapy.  Additional services have been added since 
that time. 

• While MN had its first enabling legislation since 1989, the mandate for districts to bill 
and the requirement for Medicaid to provide simplified methodologies to districts 
began in July, 2000. 

• Per IA Medicaid, the program in 1989 was only for Area Education Agencies.  LEAs 
could not bill until 2001 (Education Agency listed as 2002).   
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Direct Billing Payment History 
 
As indicated in regards to the aggregate reimbursement slide that was presented earlier in 
this report, there are numerous factors that impact the reported reimbursement.  As shown 
here, following a generally upward trend from 2001 through 2005, IEP services revenues 
reported by states in the NAME survey demonstrated an overall decline from 2006 through 
to 2009.   
 
Changes in rates and rate methodologies, denied and deferred claims, pending SPA reviews, 
regulatory requirements, such as parental consent, changes by states in services that are 
reimbursed, credentialing issues and other changes all contribute to some degree to the 
changes reported by respondents to the NAME survey.  In addition, the most recent years 
may appear to be a significant decline in reimbursement, but may actually reflect 
incomplete data at that point in time.  Future surveys may provide reimbursement data for 
recent years that will create a different trend line.  
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What amount of federal reimbursement did LEAs receive for IEP-related services in each of 
the following state fiscal years? 

 

 
 

Data shown is for states that responded to this 2009 survey question.  Not all respondents 
reported information. 
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In response to the question of who provides the non-federal funds that are used to match 
and draw down federal Medicaid funds, over 82% of the states responding to the NAME 
survey in 2009 indicated that either the local school districts, the state education 
department or some combination of the two provided the matching funds to enable their 
state to draw down federal reimbursement from Medicaid for IEP services.  Only 14% 
indicated that the match was provided by the state Medicaid agency.   
 
Which state agency is 
responsible for 
matching funds in a 
state is also affected by 
the methodology that is 
followed in the 
respective state, which 
is a question that was 
also responded to by 
states in the survey.  
Whether a state uses 
intergovernmental 
transfers, certified 
public expenditures or 
state appropriations 
and how claims for IEP 
services are submitted 
to the Medicaid agency 
and processed also have a bearing on how the matching funds are handled by each state.  
Among states responding, the majority of states (57.1%) rely on the local education 
agencies to provide the non-federal match for Medicaid reimbursement. 
 
This is an illustration of the relative efficiency of funding that the Medicaid program 
represents for states for IEP services.  Since the matching funds are being provided in most 
states by the educational entities that are incurring the costs of services, and not the 
Medicaid agency, the Medicaid program enables most states to obtain federal funds for the 
LEAs without increasing the fiscal burden on the states.   
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The responses from states regarding local match are presented in the following table. In 
determining the state and local funds that are used to match the federal Medicaid funds to 
reimburse school districts for IEP services, states follow one of several approaches as 
required by CMS.  The responses from states regarding how the local match is provided by 
states are presented in the following table.  The majority of states (55%) used CPE's to 
provide the matching funds while almost a third (32%) use IGT's.  Only one state (5%) uses 
state appropriations meaning that the Medicaid agency pays the claims to the districts and 
provides the state and local match directly.  The remaining responding states (2) use other 
approaches. 
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Direct Services Rate Setting 
 
States were requested to provide responses on what method is used by the state to 
determine costs and rates for IEP services provided in the schools.  The following table 
displays the responses.  In recent years, CMS has been moving school based service rates 
into random moment time studies (RMTS) for purposes of rate setting.  Yet, slightly less 
than one third of states reported using RMTS.  The clear majority of states view the rate 
setting methodology they use as a quantifiable measure other than RMTS.  The list below is 
taken from the comments section and describes some of the measures used:  

 
 

 Fee-for-service claims are submitted based on state rates for most districts.  
 Actual time and encounter data for each service provided and billed.  
 Fee for service originally based on time surveys and adjusted using the Implicit Price 

Deflator.  
 Schools submit partial cost report and receive cost-based reimbursement for covered 

IEP-related direct services.  
 Schools submit expense data for all employees in positions who are recognized by 

Medicaid LEA program to provide services (total hours, total salary dollars, and total 
benefit dollars).   

 State issues unrestricted indirect cost rates per LEA annually.  Rates follow "cost" 
(salary + benefits +indirect rate) for each service code, based on which providers can 
perform that code. Community provider rates. 

 Effective in FY 2010.  For prior bundled rate methodology, a time study was not utilized 
medical claims billed/paid on a FFS basis at community rates  

 Community Rates- Medicare rates  
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 IEPs are claimed as service with an independent rate applied.  Direct/Related services 
(in order to be claimed) must be listed in the valid current IEP.  Direct Services (speech, 
OT, PT, counseling, nursing) are claimed only once per day.  

 LEAs submit claims through MMIS  
 Currently in KY we do not use a time study for the FFS.  The time study used in MAC is 

collecting data for FFS program in anticipation of the cost reporting as submitted in the 
unapproved SPA. Actual documentation of direct services provided  

 four pools of time studies: personal care; administrative outreach; targeted case 
management; all other direct services, totaling 12,000 moments EACH QUARTER 
statewide; transportation is calculated w/ cost report and per-trip cost calculation  

 n/a  
 Strictly FFS with no sampling of IEP services for payment  
 Service documentation paid on a fee-for-service basis  

Self-reported Indications of Any Significant Changes in Direct Services 
Revenue 
 
As indicated in the responses that are displayed on this table, a high percentage of states 
reported experiencing a significant change in IEP related reimbursements.  The survey did 
not define “significant” change.  It was up to the respondent to determine if, in their opinion, 
the state experienced a significant change.   It should be noted the significant change could 
be an increase or decrease.    
 
The response counts were not unduplicated and states were instructed to respond to each 
answer that applied.  In all, only 6 states indicated that they experienced no significant 
change out of 23 total respondents.  The most frequently cited response was the change in 
parental consent requirement followed by both increased numbers of LEA’s participating 
and revisions to billing policies and procedures.  Over 30% indicated “other” with most 
examples being unique to the responding state.   

 



 

 
Page 24 

 
Fewer LEA’s and provider qualifications changing were equally reported, presumably as 
explanations for significant downward changes in reimbursement.  Two states, NJ and MD 
indicated changes were attributed to intervention from the Federal government or changes 
in Federal policy.  States that responded “OTHER” provided the following comments: 
 

• While RI did not experience a significant change during the last three fiscal years, 
we did experience a significant change from state FY 2005 to state FY 2006: from 
$19,385,700 to $16,158,700. At least $1 million was due to LEAs no longer being 
able to bill for the development of the IEP. We are monitoring the impact that IDEA 
Parental Consent requirement may have on reimbursements.  

• Rates were increased and Participating LEAs billed for more services and more 
students  

• Fluctuations up & down: shortage of qualified providers, budget crises & temp 
FMAP increases  

• Decrease in 2008 due to the federal restriction on billing for service coordination. 
• Accountability Regulations Effective FY 2009  
• Not sure of the exact impact on all the above that were checked, but most had a 

negative impact  
• Our program began in Oct 2009.  
• Our marketing efforts have increased.  
• Increase in number of eligible; FMAP enhancement and ARRA funding  
• n/a  

Number of Special Education Students Whose IEP Services Are Billed 
 
As with a number of other questions in the survey, only a small subset of states provided 
numerical responses and in some cases the responses were not usable.  Other anomalies 

exist as well.  For example, 
the number of 
unduplicated students 
reported by CO in the two 
prior surveys, making CO 
the state with the highest 
number of reported 
students, significantly fell 
off in the latest survey 
placing it in the mid range 
for states responding with 
the number of special 
education students for 
whom IEP services are 
billed. 
 

The reports by states that did respond to this question range from a high of nearly 40,000 
unduplicated students in 2009 to a low of 4600 in IN.   
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In addition to CO, most states actually reported a trend line downward year-over-year with 
the decrease in NV being more than 50% while the decrease in CO was a drop of over three 
quarters or 77%.  We suspect that some of the reduction in number of students billed 
during the time period is a direct result of the new IDEA consent requirements. 
 
As previously mentioned in regards to other charts, there are many variations in the data 
that is reported by the states in the survey that makes comparisons challenging.  The size of 
a state, the per capita wealth of a state, the scope of services provided in the Medicaid 
program and for IEP services and many other factors determine the reimbursement levels 
reported on the survey.   
 

 
 

For the first time, the NAME survey collected some additional data elements that were 
intended to provide greater opportunities to analyze the data in a comparative manner.  In 
an effort to put the aggregate revenue information reported by the states into a meaningful 
comparison metric, this chart divides the reported federal revenue for IEP services by the 
total number of reported Special Education students enrolled during the child count period 
for each year reported. While it would be desirable and a possibly more meaningful metric 
to use the number of students for whom services are billed, for purposes of the survey child 
count data was used, since it was more readily available and more consistently reported by 
the survey respondents. 
 
It is not possible to draw a direct correlation between the number of special education 
students enrolled and the reimbursement for IEP services, but there is unquestionably a 
relationship.  While not all special education students receive IEP services that are eligible 
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for Medicaid reimbursement, and not all students who receive IEP services are Medicaid 
eligible, there is some relationship between IEP services reimbursement and special 
education enrollments.   
 
Other factors are clearly evident, but a simple metric to use in comparing state programs 
with each other is to divide total reimbursement for IEP services by the special education 
enrollment.  Other factors that can affect this comparison are the percentage of Medicaid 
eligible students, the labor costs and breadth of services offered in the state.  One factor 
that this metric does control for is state size.  Therefore, it is possible for West Virginia, a 
relatively small state with a high proportion of Medicaid eligibles to have higher per 
student reimbursement than a larger state such as Florida or Pennsylvania.  Louisiana 
appears at the far left of the scale because it reported no reimbursement for 2009 and the 
states were sorted by that year. 
 
In some years states reported no revenue for IEP services and in other states there was 
significant variability in revenue per year.   

State Plan Amendment Activity for Rates 
 
States with numerous mandates and conflicting priorities sometimes dread submitting a 
State Plan Amendment (SPA) and going through the review process.  Yet, at the point in 
time of the survey, 20% of those who responded to this question were either considering a 
rate SPA or were in the process.  When added to the number of respondents who had a rate 
SPA approved in the past 24 months, fully one third of the respondents, to this question, 
had current SPA activity or had SPA activity within the past 24 months.   
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Some respondents provided additional information regarding the status of the IEP rate 
setting methodology in the comment section: 
 

• Currently working on Iowa Administrative Code rules  
• Utilization of the community rate is part of a settlement agreement with CMS. 
• NO  
• Reimbursement methodology SPA was approved November 2007, effective July 

2008  
• Ohio does have interim payments set in Ohio Administrative Code, however those 

interim payments are reconciled based on actual costs reflected in an audited cost 
report. Ohio also includes some aspects of our program that are reimbursable, but 
are not eligible for interim billing (e.g., medical equipment).  

• Alaska is not changing its rate methodology at this time.  
• No need to revise  
 

It must be noted that the reported SPA activity was during the snapshot time frame when 
the respondents completed the survey.  This could even account for varying answers in the 
same state by different respondents.  There were other possible responses to the question 
that were not selected by any states.  The additional possible answers were: 
 

•   Submitted a rate SPA and CMS is currently responding formally 
•   A rate SPA was denied within the past 24 months 
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•   Not sure about SPA activity for rates 
•   Not applicable (schools in our state do not bill for IEP-related direct services 
•   Unknown 
 

It is interesting to note that half of the respondents answered with “none of the above.”  It 
should also be noted that no state had a rate SPA denied in the past 24 months, which could 
be a reflection of the collaboration between CMS and the states that submitted rate SPAs.  It 
is also noteworthy that at the time of the survey as many as six of the 25 respondents were 
considering a rate change SPA, were drafting a rate-change SPA or had submitted a rate-
change SPA.  One state that was drafting a rate SPA explained that utilization of the 
community rate is part of a settlement agreement with CMS.  
 
In response to the question, “If your state submitted, received approval/denial of an IEP 
services rate SPA within the past 24 months, briefly describe the purpose, outcome and 
time frames,” the responses included: 
 
• MA:  Change from bundled rate methodology to a cost-based reimbursement 

methodology.  (Interim per-service claims with cost report reconciliation)  
• MI:  In 2005, CMS said our reimbursement rate was old and needed to be updated. It 

took almost 5 years to complete what felt like ever changing requirements for approval 
of the SPA, including coverage changes, provider qualification changes, and elimination 
of reimbursement for several entire groups of clinicians whose services had been 
reimbursed for 15 years prior. SPA was approved Nov 2007 and effective July 2008.  

• KY:  Is still in negotiations with CMS regarding the SPA.  This SPA is currently off the 
clock.  

• MD:  Will be submitting a SPA by March 31, 2010 as part of a settlement agreement.  
• IN:  Has an IEP Nursing SPA pending approval. CMS requested call to discuss entire SBS 

program.  
• CO:  Worked with CMS in 2007-2008 on a new reimbursement methodology to go from 

fee for service model to a cost report process. The new reimbursement methodology 
was approved on 7/1/2008.  
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Rate Methodology 
 
At the time of the 2009 survey, the majority of responding states were using fee for service 
methodologies (50%) while slightly less than a third were using cost-based methods for 
rate setting.  We found it interesting that there were a significant number of states that did 
not view their rate setting methods as either cost-based or fee for service.   
 
Below, you will find the explanations for those states that selected “other” for their rate 
methodology:  
 
Not all respondents who answered “other” provided a comment and some respondents 
who answered cost based or fee for service offered additional explanation: 
 
 “Other” For the FYs included in this survey, school districts billed using a bundled rate 

methodology instead of a per-service (fee-for-service) methodology. 
 “Cost-based” Very first annual cost report was submitted by all school districts 

February 2010, so this 
is a brand new 
reimbursement process.  

 “Fee for service” 
Currently in KY, LEAs 
receive a 
reimbursement based 
on the lowest of the 
Mean or Median hourly 
wages + benefits.  This 
will convert to cost-
based reimbursements 
once the SPA is 
approved.  

 “Other” Bundled Rate 
Methodology/ Per Diem 
Rate. 

 “Other” Fee for service. 
 “Fee for service.”  Beginning January 1, 2010 school systems will be using community 

rates.  The community rates are the Medicare rates and cost reports will not be 
required.  

 
Based on several additional responses, it is possible some respondents did not understand 
the question or did not think the responses fit their situation closely enough.  Based on the 
comments, it could be possible to move several “others” into either fee for service or cost 
based.    
 
 “Cost-based” During the fiscal year, participating districts submit claims for 

reimbursement. They receive interim payments during the year for the submitted 
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claims. Annually the interim payments are reconciled against actual costs via a cost 
report.  

 “Other” For the years in question (07, 08, 09) MA reimbursed providers through a 
bundled rate system.  A new methodology based on per-service interim billing and a 
cost report reconciliation was implemented for 2010.  

 “Other” Schools submit partial cost report and receive cost-based reimbursement for 
covered IEP-related direct services. Schools submit expense data for all employees in 
positions who are recognized by Medicaid LEA program to provide services (total hours, 
total salary dollars, and total benefit dollars).  State issues unrestricted indirect cost 
rates per LEA annually.  Rates follow "cost"( salary + benefits +indirect rate) for each 
service code, based on which providers can perform that code.  

 “Fee for service” Cost reports are not required, but some districts submit them for rate 
adjustments for certain services.    

 “Other” They submit cost reports and are presently reimbursed on a fee for service 
basis.  The cost report assures that we are not paying more than cost. 
 

Below is a question about Medicaid Administrative Claiming (MAC) rate methodologies and 
some of the responses put the actual responses in the chart above into question.  Some 
states that responded with fee for service could actually be considered cost-based and vice 
versa.  In addition, some that responded as other could actually be cost-based or fee for 
service.  In some situations the responses could be both.   
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Effective Year of Rate Methodology 
 
For the most part, those states that reported the effective year of the current rate setting 
methodology as a cost-based method have been in effect for a shorter period of time.  The 
one exception was Minnesota that reported that their current cost-based methodology has 
been in effect since 2000.  It should be noted that not all respondents provided the effective 
year and in at least two states the separate agencies that replied reported conflicting years.   
 
When conflicting responses were provided, the earliest reported year was used if the 
methodology reported was the same.  In recent years, it appears states are using either cost 
based or fee for service.  “Other” is not reported since the early 1990’s which may indicate 
that CMS is being consistent in State Plan approvals by allowing only cost based formulas 
or paying schools the same as community based providers who provide the same covered 
services. However, as observed earlier, there may be some different interpretations of the 
definition of the respective rate methodologies by some respondents and accordingly some 
states may have reported different rate methodologies in prior surveys even though the 
methodology was not changed and vice versa.  Also, responses of “other” in some cases 
actually appear to be either cost based or fee for service based methodologies or reflect an 
interim methodology.  Based on CMS guidance, it is anticipated that most states will use 
either cost based or fee for service based rate methodologies going forward and even for 
the states reporting fee for service based rates most will be subject to some form of cost 
based settlement.  
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Many factors influence if or when a state considers accessing MAC through services 
provided in schools.  In a given state, items that impact whether or not there is a MAC 
program as well as how effective that program is are impacted by such things as state 
budgets, collaborative state agency relationships and the roles of public schools in that 
state. 
 
MAC Billing History 
 
States who claim for eligible administrative activities provided by school personnel has 
been steadier over the years with fewer spikes than for IEP direct claiming.  Interestingly, 
in recent years we are still seeing states begin MAC programs even when other states are 
terminating MAC programs.   
 

 
 
 
As was reported under IEP billing, there are a few clarifications to the dates on the chart 
including: 
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• Ohio had a MAC program in schools but it was terminated in 2005.  Ohio revamped 
the MAC program in schools and it started again in October, 2009 

• Colorado is currently in the process of seeking federal approval to begin MAC 
claiming in schools for fiscal year 2009-2010. 

 
While the following chart does not include consistent annual reporting by all states that 
participate in MAC, it does closely reflect the roller coaster trend of MAC reimbursement 
nationally over the last decade.  Prior to 2001 very few states participated in MAC claiming 
and in 2001 just over $200 million in federal reimbursement was reported by states 
responding to the earlier NAME Surveys.   

MAC Payment History 
 
Between 2001 and 2004, MAC reimbursement increased significantly as additional states 
commenced claiming and methodologies became more comprehensive.  Once the effects of 
the 2003 CMS Claiming Guide were fully implemented, in accordance with the phase in 
periods contained in the Guidelines, revenues began a significant downward slide and that 
trend has continued through to 2009.  There were at least 2 states that reported no 
revenue in 2009 which had a significant impact on the overall total.   
 
An additional factor that has contributed to the downward trend in reported MAC revenues 
was the highly visible efforts by the prior administration to eliminate MAC reimbursement 
entirely.  This had both a chilling effect on some states that either elected to stop claiming 
or revised their programs in consultation with CMS in ways that reduced total revenues.     
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There were instances in the reported data where state claims were deferred pending 
finalization of SPA changes or CMS reviews of implementation plans.  As a result, the data 
does not always include the same states in each year and there are some years in which 
states reported data and other years that they did not.  Even considering these factors, 
there is a clear and consistent trend towards lower MAC reimbursement since the peak of 
2004, which was just before the CMS claiming guidelines were fully implemented resulting 
in changes in claiming methodologies around the country. 
 
At the time of the survey, some states may not have had final data to report for the more 
recent years.  As with the direct billing payment history, in future surveys we may find an 
increase in the 2008 and 2009 revenue when payment data is final. 
 

MAC Payments by Reporting States 
 
The following chart presents the total federal funds received by states for MAC 
reimbursement for the three years covered by the survey.  A table was developed to 
provide the detailed dollar amounts for each state as reported in the survey.  The 
reimbursement amounts reported for 2007 and 2008 are fairly consistent.  We have reason 
to believe that the data reported for 2009 was not complete data at the time of the survey.  
Therefore, while it appears there was a significant reduction in MAC revenue for the 
reporting states for 2009, we believe this will be adjusted in future surveys. 

MAC%20Funds%20Link%20to%20P%2035.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/MAC_Funds_Link_to_P_35.pdf
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Special Education Child Count Relationship to MAC 
 
On the following chart, total MAC revenue is divided by Special Education Child Count as a 
way of putting the respective differences between states into perspective.  Earlier in the 
report, the same metric was applied to IEP services reimbursement as an attempt to 
normalize the comparisons across states, at least as to size of the special education student 
population.  As discussed in regards to the IEP services chart, applying special education 
enrollment is not an entirely valid comparison, but it can be a simple and useful way of 
comparing states based on a metric of per student revenue.   
 
Although MAC reimbursement is not directly related to the number of special education 
students or Medicaid students it provides for some normalization of the data for state to 
state comparison purposes.  It should not be inferred that the number of special education 
students bears directly on the amount of MAC reimbursement that a state can claim.  Just 
the same, it does provide some normalization of MAC revenues and the differences 
between states is actually less dramatic than the differences shown for IEP services.   
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As shown on the above chart, applying the metric of special education child count yields a 
very different result than for IEP services reimbursement.  In this analysis the state with 
the highest per student reimbursement is AK followed by RI and FL and PA.  WV, which had 
the highest per student IEP services reimbursement, did not report MAC revenues and so 
does not appear on this chart while AK was among the lowest in per student IEP 
reimbursement.  As stated previously, any inferences or conclusions drawn from the data 
may not be valid due to the way in which data was reported by the states, but the 
comparisons made possible by applying the metric of child count at a minimum provides a 
simple way of controlling for differences in the size of the states being compared. 
 
Self-reported Indications of Any Significant Changes in MAC Revenue 
 
As shown in the following table, generally states reported a significant change in MAC 
reimbursement with only around 28% of states reporting that there was no significant 
change.  As with the reporting of significant changes in IEP billing, we do not know if the 
change was an increase or a decrease.  However, coupled with the revenue reported, we 
believe most of the significant changes were a reduction in revenue. 
 
Changes in time study methodology and fewer participating LEAs were reported by one 
fifth of respondents with changes in participant eligibility cited by over 13%.   
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“Other” explanations, which were reported by 40% of the respondents, included: 
 

• Salary/fringe increases for LEA staff  
• While RI did not have a significant decrease across the 2007-2009 state fiscal years, 

our LEAs did experience a significant decrease between state fiscal years 2004 and 
2005. This coincided with the development of a MAC Guide developed based on the 
May 2003 CMS MAC Guide. A change that impacted their reimbursement was in the 
participant pool, staff that participated prior to the new guide were no longer able 
to participate. Have other states experienced this or similar decreases in 
reimbursement when they implemented May 2004 CMS guidance?  

• CMS performed a review of the MAC and FFS programs in Kentucky.  This resulted 
in both programs being revamped.  Administrative claiming was reinstated October 
2009.  

• Program began in Oct 2009  
• Changes to cost reporting methodology  
• Training resulted in proper coding of activities and better understanding of who 

should [be included as] a Participant  
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MAC Rate Setting 
 
If the number of responses that indicate this question is not applicable because the state 
does not participate in MAC in school settings are removed, then slightly more than two-
thirds (13) of twenty (20) respondents indicate their state uses a random moment time 
study to establish rates for MAC.  Seven (7) states provided additional descriptions and 
comments.  
 

 
 
Comments included: 
 

• A time study that asks participants 5 consecutive days, to fill out a "time study" log 
of hours tied to 8 categories.  

• Worker log - 1 week per quarter  
• We are seeking federal approval to begin MAC this current fiscal year (2009-2010)  
• Went from 800 moments/quarter to 3000 moments per quarter to make CMS 

statistician happy. The participants answer three questions on the time study: who 
were you with? what were you doing? why were you doing it?  

• It is a modified RMTS, using a sample week.  
• Quarterly one week time studies of staff activities are conducted three times a year 

to identify the costs of allowable administrative activities  
• Quarterly one week time studies of staff activities are conducted three times a year 

to identify the costs of allowable administrative activities  
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Participation by Local Education Agencies (LEAs) 
 
States were asked to report the level of LEA participation in claiming for MAC 
reimbursements according to four ranges.  The breakdown of responses in each of these 
ranges is shown on this slide. The aggregate level of participation by LEA’s in claiming for 
MAC is relatively high with about 60% of states responding that between 76 and 100% of 
the LEA’s in their states participate in claiming for MAC which is roughly the same 
proportion that reported LEA participation in claiming for IEP services reimbursement.   
 

 
 

This high level of participation is not the result of states mandating participation as none of 
the states responding reported that they mandated MAC claiming, in response to the 
question regarding mandating MAC claiming by LEAs.  
 
Percentage of Federal MAC Share that Stays with the LEA 
 
In addition to whether or not their state mandated MAC claiming by the LEAs, respondents 
were also asked whether the LEAs retain all of the Medicaid reimbursement that is claimed 
by them.   
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States who reported YES that they retain 100% of the federal share of MAC dollars include: 

 
HI, AK, KY, OK, MD, WV, NV, IA, FL, NM, RI. 

 
States that indicated NO include: 

 
WI, PA, OH, MI, NJ, IN, CO, LA, MA, VA, MN. 

 
Most of the states who reported NO explained that one or more state agencies retain a 
portion of federal funds as an administrative fee or to otherwise offset costs of 
administering the program.   

  



 

 
Page 42 

 
 
 
Training and Technical Assistance for Direct Billing 
 
When it comes to training and technical assistance for direct billing of IEP related services, 
there appears to be much more variation and collaboration regarding who provides it than 
there is in the area of compliance.  It appears there is much to be gained by both Medicaid 
and Education training together and/or separately, as there are many components in 
Medicaid that although similar are different from Special Education and need the insight of 
both state agencies to help LEAs understand how to integrate the two programs for 
maximum efficiency and benefit.  What is even more interesting is the number of 
respondents that assign responsibility for training and technical assistance to an outside 
entity.   
 
All respondents that answered with “other” use an outside contractor to do this work.  In 
addition, Michigan offered a more detailed explanation as follows:  “Medicaid had never 
provided billing training for LEAs; in 2008-09, hired a contractor to provide some financial 
training for the first time, delivered in May 2009; Medicaid just hired first staffer to provide 
billing assistance through their provider hotline; billing companies hired by LEAs do 
majority of training of school staff, as they have been for 17 years.”    
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Training and Technical Assistance for MAC 
 
When it comes to MAC, clearly Medicaid takes the lead for training and technical assistance.  
However, equally divided, by reporting states, were only the Education Agency trains 
schools regarding MAC, both Medicaid and Education train school staff about participating 
in MAC, as well as three states where entities other than either Medicaid or Education do 
the training.  In VT, Health is the agency that does the training.  Otherwise, all “others” 
include billing agents/contracted vendors for either ongoing or one time training. 
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Direct Billing Compliance 
 

Clearly, in the majority of reporting states it is the State Medicaid Agency that has full 
responsibility for compliance reviews for the direct billing of IEP related services with 
approximately two thirds of reporting states.  Yet, almost one third of reporting states have 
both Medicaid and Education State Agencies play a role in compliance.  NAME believes that 
the best model for compliance is to have both agencies audit/monitor LEAs jointly in 
collaboration.  This is because there are issues relative to both Medicaid and Special 
Education that have 
significance for the 
audit/monitoring 
process.   
Ohio reported that 
all LEAs are 
mandated to 
submit their cost 
reports through a 
CPA, who conducts 
an Agreed Upon 
Procedures (AUP) 
mini-audit on each 
cost report; part of 
the AUP requires a 
review of a sample 
of submitted claims 
for program 
compliance.   
While New Jersey explains that the Treasury department has oversight, but both Education 
and Medicaid have program regulations.  Only Vermont reports that Education has all of 
the responsibility for compliance.   
 
MAC Billing Compliance 
 
The agency responsible for MAC program compliance appears different than for billing of 
IEP health-related services.  Three quarters of compliance reviews are done solely by the 
Medicaid Agency which makes sense as MAC pays for the administration of the Medicaid 
program and does not have a direct connection to education other than it is delivered in an 
educational setting by education staff.   
 
However, there are states that do use education as well as other agencies to do MAC 
program compliance.  Just like compliance for direct service billing, OH LEAs are mandated 
to submit their cost reports through a CPA, who conducts an Agreed Upon Procedures 
(AUP) mini-audit on each cost report; part of the AUP requires a review of a sample of 
submitted claims for program compliance. It should be noted that in New Jersey, the 
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Treasury Department has oversight responsibilities of MAC in schools and in Vermont it is 
the Department of Health. 
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Survey respondents were asked to share their state-specific Medicaid in Education Web 
sites as well as other Web-based resources they use in their work.  The list at Web 
Resources Document comprises the on-line resources identified by NAME 2009 survey 
respondents. To help NAME maintain current information for its members, please notify 
becky.stoddard@education.ky.gov  of new, revised or updated information for this list. 
Please be sure to include the Web site URL and a brief description.  Respondents also share 
additional web sites that help them with their daily work.  
 
We encourage you to check NAME’s Web site periodically, at 
www.medicaidforeducation.org, for the latest updates and links to other sites. 
 

State%20Specific%20Web-Sites%20page%2047.pdf
State%20Specific%20Web-Sites%20page%2047.pdf
mailto:becky.stoddard@education.ky.gov
Other%20Websites%20page%2047.pdf
http://www.medicaidforeducation.org/
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/State_Specific_Web-Sites_page_47.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/State_Specific_Web-Sites_page_47.pdf
http://medicaidforeducation.org/filelibrary-name/webcommittee/2009_NAME_survey/Other_Websites_page_47.pdf

