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Introduction

In all likelihood, Congress this fall will enact legislation making changes to the Medicaid program, and the President will sign the measure into law.  Most if not all of these changes will be designed to reduce federal spending on Medicaid by up to $10 billion over the next five years, which implies a total reduction in federal and state Medicaid spending of up to $17.5 billion over this period.  Prominent among the proposals for change are those presented to Congress on June 15 by the National Governors Association (NGA).  In a 13-page “Preliminary Report,” the NGA sets forth a series of recommendations for short-term and long-run changes to the Medicaid program.
  While none of these recommendations is directly addressed to American Indians and Alaska Natives—in fact, the document does not mention AI/ANs—many of these recommendations have important implications for low-income AI/ANs as well as the Indian Health Service, tribal, and urban Indian (I/T/U) providers from whom many AI/AN Medicaid beneficiaries receive their health care.  This paper discusses three of the NGA recommendations:  (1) cost-sharing, (2) benefit package “flexibility,” and (3) waiver “reforms.”


Health care for AI/AN populations is “severely rationed.”
  Medicaid cannot by itself solve the chronic underfunding of AI/AN health care generally and the I/T/U system in particular.  That being said, the Indian health care financing problem cannot be solved unless Medicaid is improved.
  Regrettably, the NGA recommendations could well make matters even worse for AI/ANs and the I/T/U providers that serve them.  The NGA proposal to increase beneficiary cost-sharing could impose additional financial burdens on I.H.S. and tribal health budgets.  The NGA proposal for more benefits package “flexibility” could result in significant reimbursement losses to I/T/U providers.  And the NGA proposals for waiver “reforms” could lead to radical structural changes in the Medicaid programs of individual states that limit both federal and state government financial support for health care for low-income AI/ANs.  Tribes and tribal health programs need to ensure that Congress understands the implications of the NGA recommendations as it considers policy changes to reduce federal Medicaid spending..  

Cost-Sharing

Cost-sharing refers to payments that program beneficiaries are required to make out of pocket at the point of service, such as deductibles and copayments, in order to reduce use of services.
  Premiums, in contrast, are payments required of individuals in order to become program beneficiaries.  Premiums are imposed in order to reduce enrollment and to raise revenue to offset program expenditures.
  The NGA proposal treats premiums, deductibles, and copayments all as “cost-sharing.”  

Current law.  States may not impose premiums of any amount on “categorically needy” Medicaid beneficiaries, whether mandatory or optional.
  Most of the children, parents, disabled, and elderly covered by Medicaid are categorically needy and therefore exempt from premiums.  States have the flexibility to impose income-related premiums only on “medically needy” beneficiaries—i.e., those who qualify for Medicaid by incurring large medical expenses that, when applied to their incomes, enable them to “spend-down” below the state’s eligibility threshold.  

With respect to cost-sharing, states have the flexibility under current law to impose “nominal” deductibles and copayments on certain categories of beneficiaries and certain services.  A “nominal” deductible is defined by regulation as an amount not exceeding $2 per family per month. A “nominal” copayment is defined by regulation as not exceeding $3 for an item or service.
  Among the groups of beneficiaries exempt  from all cost-sharing are eligible children under 18 years of age, pregnant women, and terminally ill individuals receiving hospice care. These rules may not be waived under section 1115 waivers except under very limited circumstances.

Federal regulations prohibit states from imposing premiums, deductibles, coinsurance, or copayments on AI/AN children enrolled in their SCHIP programs.
  There is no comparable regulatory protection for AI/AN children or adults enrolled in Medicaid. 

Providers that elect to participate in Medicaid must accept the amounts Medicaid pays for a covered service as payment in full.  When a Medicaid beneficiary receives a service that is subject to a copayment requirement, the state Medicaid program will generally reduce the provider’s reimbursement by the amount of the copayment. The provider is expected to collect the copayment from the beneficiary.  If the beneficiary is unable to pay the copayment, the provider may not deny care to the beneficiary.  The beneficiary, however, remains legally liable to the provider for the required copayment.
 Given the income levels of Medicaid beneficiaries, providers are often unable to collect the required copayment amount.  Thus, the practical effect of this policy is a reduction in the provider’s reimbursement amount by the amount of the copayment requirement.  

NGA Proposal.  In the NGA’s view, current rules “prevent Medicaid from utilizing market forces and personal responsibility to improve health care delivery.”  The NGA proposes that Medicaid should be changed to “look more like S-CHIP, where states have broad discretion to establish any form of premium, deductible, or co-pay for all populations, for all services, and could make them enforceable. As in S-CHIP, financial protections to ensure that beneficiaries would not be required to pay more than 5% of total family income (no matter how many family members are in Medicaid) are a critical balance to this proposal.  For higher-income households (for example, those above 150% FPL) a 7.5% cap could be applied, as under the current HIFA waivers.”  The NGA proposal does not preclude waiver of these limits by the Secretary under its proposal for “comprehensive waiver reforms.”

The NGA report explains that “[t]he purpose of increased costs sharing is not to restrict access to necessary medical care, but to allow individuals to contribute to the costs of their own health care as much as possible.”  In fact, the evidence is clear that Medicaid beneficiaries already incur substantial out-of-pocket costs for health care.
  The NGA report also states that the new cost-sharing policies it proposes “would be monitored and evaluated heavily and if the evidence shows that increased cost-sharing harms appropriate access, the policies should be revised.”  The NGA report does not specify how the monitoring and evaluation would be done, who would pay for it, and, if appropriate access was in fact harmed, what steps would be taken to remedy the harm. 

As Guyer and Mann have noted, the NGA recommendations do not include many of the protections for low-income children under SCHIP.
  Under current SCHIP law a 5 percent ceiling applies to children in families with incomes above 150 percent of the federal poverty line ($29,025 per year/$2,419 per month for a family of four).  The NGA proposal, in contrast, would raise ceiling by half to 7.5 percent, or an additional $725 per year at a minimum.  For children with family incomes between 101 and 150 percent of poverty, the total out-of-pocket limit under current SCHIP law is also 5 percent of family income, or $977 for a family of four at 101 percent of poverty, ($19,543 per year/$1,628 per month). Under SCHIP regulations, any copayments imposed on children below 150 percent of poverty must be nominal (not to exceed $5 per visit and $10 for nonemergency services furnished in an emergency room).
  The NGA proposal does not adopt this $5 per visit limit on copayments for children in families under 150 percent of poverty.  Finally, under SCHIP, well-baby and well-child care is exempt from cost-sharing, regardless of the beneficiary’s income;
 under the NGA recommendation, there is no such exemption. 


Implications for AI/ANs and I/T/U providers.  The NGA cost-sharing policy has three different elements, with different implications for AI/AN beneficiaries and I/T/Us.   


1. Premiums.  The NGA is requesting authority for states to apply premiums in “any” form to “all” populations.  There is no exception for AI/AN beneficiaries, as currently exists in SCHIP regulations.
  Thus, states could apply premiums to AI/AN children and parents as well as AI/AN elderly and disabled regardless of family income.  The premiums could be of any amount, subject only to the 5 percent and 7.5 percent out-of-pocket limits. The NGA proposal is silent as to whether states could apply premiums only to AI/ANs.  It is also silent as to whether other parties, such as tribes or I/T/U providers, could make premium payments on behalf of AI/AN Medicaid beneficiaries. 

Recent experience in Oregon, Rhode Island, and Vermont demonstrates that imposition of premiums on low-income adults and children reduces program enrollment by deterring new enrollment and resulting in disenrollment of existing beneficiaries.  Individuals not enrolling or disenrolling as a result of the imposition of premium requirements tend to be uninsured.
  Thus, imposition of premium requirements on low-income AI/ANs, whether already enrolled in Medicaid or not, is likely to reduce the number of AI/ANs enrolled in Medicaid, unless a tribe or I/T/U provider pays the premiums.  

If the tribe or I/T/U provider does pay the premiums, this will reduce the funds available for other tribal or patient needs, unless the federal government increases health care funding to the tribe or I/T/U provider to offset the cost of these premium subsidies.  This seems unlikely given constrained I.H.S. appropriations.   If the tribe or I/T/U provider does not pay the premiums, some low-income AI/ANs are likely not to pay the premiums and therefore lose their Medicaid eligibility, while others will be deterred from enrolling.  The effect of reducing Medicaid coverage will be to reduce Medicaid revenues to the I/T/U providers that furnish covered services to this population.  Services for which the I/T/U could previously collect Medicaid revenues will no longer be reimbursable because the patient is no longer eligible for Medicaid.


2. Cost-sharing.  The NGA is requesting authority for states to apply deductibles and copayments in “any” form to “all” populations.  Again, there is no reference to the current SCHIP policy that exempts AI/AN beneficiaries from cost-sharing.
  Thus, states could impose deductibles and copayments on Medicaid beneficiaries who are currently protected from cost-sharing, including children and pregnant women in families with incomes below poverty as well as above.  The deductibles and copayments could be applied to fee-for-service populations, to managed care enrollees, or both.  The deductibles could be applied to all services, including emergency care, and could be in any amount, subject only to an overall out-of-pocket spending limit.  The copayments could be applied to all services, including emergency care, and could be in any amount, again subject only to an overall out-of-pocket ceiling.

The only constraint on cost-sharing burden in the NGA proposal is that individuals with family incomes below 150 percent of the poverty level ($29,025 per year/$2,418 per month for a family of 4) could not be required to pay more out of pocket than 5 percent of family income in any year ($1,451 per year for a family of 4).  In the  case of children in higher income families, this cumulative maximum would be 7.5% of income (at least $2,177 per year for a family of 4).  


The NGA proposal is silent as to whether states may impose cost-sharing on AI/AN beneficiaries, either as part of a large group (e.g., all children) or just as members of a separate governmental entity (e.g., members of federally-recognized tribes).   The NGA proposal is also silent as to whether other parties, such as tribes or I/T/U providers, could pay cost-sharing obligations on behalf of AI/AN Medicaid beneficiaries. 

There is no question that imposition of cost-sharing requirements on low-income populations reduces the use of medical care—both necessary and unnecessary services—by those populations 
  Thus, if states impose cost-sharing requirements on AI/AN Medicaid beneficiaries, and if tribes or I/T/U providers do not pay the cost-sharing amounts, then use of covered services can be expected to fall. To the extent these services are medically necessary, the health status of AI/AN populations is likely to decline.

On the other hand, if tribes or I/T/U providers pay the cost-sharing amounts, use of services by AI/AN Medicaid beneficiaries may not fall, but costs to tribes and I/T/U providers will increase. These costs include not only the amounts of the copayments and deductibles but also the administrative expense of processing them and tracking the cumulative out-of-pocket payments, particularly if the services subject to cost-sharing are delivered by a non-I/T/U provider.  In theory, the federal government could increase funding to tribes and I/T/U providers to offset these costs, but again, this seems unlikely in the current budget context.


3. Enforceability. The NGA proposal states that the premium, deductible, and copayment changes be made “enforceable.” With respect to deductibles and copayments, this means that providers could withhold services for failure to pay the required amount, regardless of ability to pay. Although the NGA proposal clearly contemplates the imposition of deductibles and copayments on emergency services, it is silent as to whether hospital ER departments or contracting ER physicians would be able to withhold services for failure to a required deductible or copayment amount.  The NGA proposal is also silent as to whether providers could at their discretion waive the required copayment (and absorb the reduction in Medicaid reimbursement) or whether providers would be required to withhold services until the provider satisfies the deductible and copayment requirements.  


The NGA “enforceability” proposal appears to apply to all providers, including I/T/Us.  If the proposal simply means that providers may, at their discretion, withhold covered services for failure to pay required deductibles or copayments, the I/T/Us could continue furnishing services to AI/AN Medicaid beneficiaries as they now do, and their   AI/AN Medicaid patients would be insulated from the cost-sharing requirements.  The only negative consequence for the I/T/U providers—a not insignificant one—would be the reduction in Medicaid revenues by the amount of the deductible or copayment.  If those amounts are large, the revenue loss would be large. 

As noted above, AI/AN Medicaid beneficiaries receiving treatment from non-I/T/U providers could experience denials of service if those providers were to insist upon payment of cost-sharing prior to the delivery of services and the tribes did not pay the required amounts. In these circumstances, some beneficiaries might pay from their own pockets, some might forgo care altogether, and some might seek out an I/T/U provider, increasing the demand for unreimbursed services at these facilities.

If the NGA policy means that providers must (not may) withhold covered services for failure to pay, then I/T/U providers that are statutorily barred from imposing copayments or deductibles would have to discontinue participation in Medicaid altogether. This would result in revenue losses to the providers that could in turn reduce  their capacity to furnish services to Medicaid and non-Medicaid patients alike. 


Options for Protecting AI/AN Beneficiaries and I/T/U Providers.  If Congress decides to adopt some or all of the NGA proposals in order to reduce federal Medicaid spending, a number of modifications will have to be made if adverse impacts on AI/AN Medicaid beneficiaries or I/T/U providers are to be avoided. 

· AI/ANs should be exempt from any premium requirements as a condition of enrolling in Medicaid.  This would bring Medicaid into alignment with current federal policy under SCHIP.

· AI/AN Medicaid beneficiaries should be exempt from any deductible, copayment, or other cost-sharing requirement with respect to any service.  Again, this would bring Medicaid into alignment with current federal policy under SCHIP.  An exception could be made for non-emergency use of an emergency room at a non-I/T/U provider.

· If states are allowed to impose cost-sharing requirements on AI/AN Medicaid beneficiaries, then either: (1) services furnished by I/T/U providers should be exempt from cost-sharing, or (2) I/T/U providers should be exempt from any requirement that they enforce cost-sharing requirements by withholding services in the event of nonpayment. 

Benefits Package “Flexibility”
Current Law.  State Medicaid programs have a great deal of flexibility under current law in designing a benefits package, but they are subject to certain requirements as a condition of receiving federal matching funds for any of the services they cover.  Among these requirements is that state Medicaid programs cover certain “mandatory” services, including inpatient and outpatient hospital services, physician services, and services furnished by Federally Qualified Health Centers (FQHCs), among others. (States may also cover certain “optional” services like prescription drugs).  

Another general federal requirement is that states make the benefits they do offer, whether mandatory or optional, available throughout the state.  The benefits states offer must be “comparable” among eligible beneficiaries—that is, vary coverage by diagnosis or medical condition, or by age, or similar factors.  For example, a state may not offer different benefits to healthy children than it does to medically fragile children; it may not offer a more shallow benefit package to AI/ANs than to other populations.

States currently have the option of making benefits available on a fee-for-service basis or requiring beneficiaries to enroll in managed care organizations (MCOs), or both.  However, AI/ANs are exempt from involuntary enrollment in any MCO that is not operated by the I.H.S., a tribal health program, or an urban Indian health program.

NGA Proposal.  The NGA proposes that states have “the ability to offer a different level of benefits, using S-CHIP as a model, to certain Medicaid beneficiaries, such as those for whom Medicaid serves as a traditional health insurance program….This would include an improved ability to set benefit limits and cost sharing amounts …. and establish different benefit packages for different populations or in different parts of the state.  Medicaid can be improved by focusing more on improving health outcomes rather than adhering to a sometimes-arbitrary list of benefits mandates (that are often the result of effective lobbying by provider interest groups.”

Issues for AI/AN Beneficiaries and I/T/U Providers.  As Mann has pointed out, children in general “stand to lose the most under the NGA proposal,” because they currently have the most generous benefits package.
  But the NGA proposal raises concerns for AI/AN adult beneficiaries and I/T/U providers as well. 


1. Coverage of FQHC Services.  Under the NGA proposal, coverage of FQHC  services, including those provided by tribal health programs or urban Indian health programs, would no longer be mandatory for any population.  FQHC services are not required to be covered under SCHIP, which the NGA would use as a “model.” (Unlike Medicaid, SCHIP is a block grant to states, not an individual entitlement to a defined set of benefits; it only requires coverage of a “benchmark” benefit package or an actuarial value equivalent of a “benchmark” package).  In fact, FQHC services are not even recognized as a benefit category by the SCHIP statute.


2. Comparability and Statewideness.  Under the NGA proposal, whatever benefits a state chooses to offer under the SCHIP “model” would not have to be offered to all Medicaid beneficiaries throughout the state. States could vary benefits and cost-sharing amounts from county to county or region to region.  States could vary benefits and cost-sharing amounts by age (e.g., all necessary hospital care for infants up to age 1, emergency hospitalizations only for older children) or by diagnosis (X hospital days per year for adults with diabetes, Y hospital days for adults with HIV) or by provider ($X copayment for inpatient or outpatient services received from an I.H.S. or tribal hospital, $Y copayment for services received at a non-I.H.S. or non-tribal hospital).  

There is no prohibition in the NGA proposal against imposing high cost-sharing on AI/AN beneficiaries if they obtain covered services at non-I.H.S. or non-tribal facilities in order to deter use of these facilities and reduce state Medicaid spending (states do not contribute if the beneficiaries receives services through an I.H.S. or tribal facility).  This could place a significant financial burden on limited tribal contract care budgets, which would be called upon to pay the required cost-sharing amounts.  Similarly, there is no prohibition in the NGA proposal against limiting benefits offered to AI/AN Medicaid beneficiaries living on or near reservations to the services not offered by the hospitals or clinics on the reservation—or, for that matter, eliminating coverage altogether for those populations—on the theory that the federal government through I/T/Us is responsible for AI/ANs, not the states.


3. Required Enrollment in MCOs.  The NGA proposal takes SCHIP as its “model” for offering benefits. Unlike the Medicaid statute, the SCHIP statute does not prohibit states from requiring AI/AN beneficiaries to enroll in an MCO, whether or not it is operated by an I/T/U provider, and whether or not it contracts with I/T/U providers to furnish covered services.  Thus, under the NGA proposal, states would have the option of requiring AI/AN Medicaid beneficiaries to receive their Medicaid services through an MCO that is not operated by an I/T/U provider and does not include any I/T/U providers in its network.  This could lead to reduced access by AI/AN Medicaid beneficiaries to culturally competent providers.  It could also result in the loss of Medicaid revenues by I/T/U providers excluded from the MCO’s network. 


Options for Protecting AI/AN Beneficiaries and I/T/U Providers.  The NGA proposals, if adopted as written, could have serious adverse effects on I/T/U providers and their AI/AN patients. To avoid these effects, some modifications to the proposals are necessary:

· States should continue to be required to offer FQHC services, including those furnished by tribal health programs or urban Indian health programs, to all Medicaid populations but the “medically needy,” regardless of the area in the state in which they reside.

· States should be prohibited from offering benefit packages that are less in amount, duration, or scope, to AI/AN Medicaid beneficiaries than the benefits packages  they offer to any other group of Medicaid beneficiaries anywhere in the state.  This “most favored nation” rule should apply with respect to all AI/AN Medicaid beneficiaries, regardless of whether they live on or near a reservation.  

·  As discussed above, states should be prohibited from imposing any deductibles, copayments, or other cost-sharing on AI/AN beneficiaries.  This would eliminate the possibility for changes in benefits design through cost-sharing that discriminate against AI/ANs.  If, however, an exemption from cost-sharing cannot be secured, states should be prohibited from imposing any cost-sharing on AI/AN beneficiaries that is greater than the smallest cost-sharing requirements imposed on any group of non-AI/AN beneficiaries.  Similarly, states should be prohibited from imposing higher cost-sharing on services furnished by non-I.H.S. and non-tribal facilities than at I/T/U facilities.  

· States should continue to be prohibited, as they are under current law,  from requiring AI/AN beneficiaries to enroll in MCOs in order to receive Medicaid coverage unless the MCO is operated by an I/T/U provider.

Comprehensive Waiver “Reform”

Current Law.  Under section 1115 of the Social Security Act, the Secretary of HHS has the authority, upon the request of a state, to waive the application of some (but not all) of the requirements in federal Medicaid law to enable the state to conduct a demonstration project which, in his judgment, is “likely to assist in promoting the objectives of” the Medicaid program.  Section 1115 waivers must be budget neutral for the federal government—that is, the estimated costs of the demonstration to the federal government over a five-year period must not exceed the estimated costs to the federal government in the absence of the waiver. 

Section 1115 waivers are commonly the product of negotiations between the Secretary of HHS and the Governor of the state.  It is formal HHS policy that “consultation with Indian Tribes will occur to the extent practicable and permitted by law before any action is taken that will significantly affect Indian Tribes.”
  

In recent years, the Secretary has approved waivers for states that reduce benefits or increase cost-sharing for traditional Medicaid populations in order to extend coverage to groups made newly eligible under the waiver. Because section 1115 waivers do not provide new federal funds, the coverage expansions have been limited.


NGA Proposal.  The NGA report states that “reforms are needed to increase the ease with which states get current waivers, expand the ability to seek new types of changes, and change the federal statute to eliminate the need for many waivers altogether.”  It states that “streamlining the waiver process for all states that choose to pursue larger reforms and innovative programs would be a helpful improvement.”  In addition, the NGA report notes that, under section 1115, the Secretary is not able to waive every provision in the federal Medicaid statute (e.g., the requirement that FQHCs include tribal health programs and urban Indian health programs).  The report recommends that states be allowed to apply for “superwaivers that envision much broader changes than can be achieved under the current 1115 waiver structure.”  The NGA’s rationale for superwaivers is to “allow states to develop effective programs that meet the unique needs of their citizens.”

Issues for AI/AN Beneficiaries and I/T/U Providers.  The NGA report is not specific as to how the waiver process should be “streamlined” or what types of program changes are envisioned under a superwaiver, so one can only speculate what the implications might be for AI/AN beneficiaries and I/T/U providers.  

One possibility is that the Secretary would be authorized to waive whatever federal rules remain in place with respect to cost-sharing and benefits package “flexibility” after Congress acts this year.  For example, if, as urged above, Congress were to decide to prohibit states from imposing copayments on AI/ANs, superwaiver authority could allow the Secretary to waive this prohibition in order to enable a state to impose high copayments on AI/ANs on all services not received through an I.H.S. or tribal facility.  The likely purpose of such a “tiered” cost-sharing strategy would be to deter AI/AN Medicaid beneficiaries from receiving services at providers for which the state was responsible for a share of the cost.  The likely effect would be to increase the fiscal burden on limited tribal contract health service budgets, reducing the number of patients that the budgets could serve.      

Another possibility is that the NGA seeks to eliminate whatever tribal consultation now occurs in connection with the granting of section 1115 waivers.  “Streamlining” the current waiver process implies eliminating checks and reviews that now occur, including consultation with affected tribes by both the Centers for Medicare and Medicaid Services and the state Medicaid agency involved.  The NGA report does not indicate that the proposed superwaiver authority would be subject to tribal consultation.  

Options for Protecting AI/AN Beneficiaries and I/T/U Providers.  The NGA recommendations relating to the section 1115 waiver process do not appear to take into account the government-to-government relationship between the federal government and tribes.  To protect AI/AN Medicaid beneficiaries and I/T/U providers from harmful waiver provisions, the following modifications will be needed: 

· The Secretary should be prohibited from granting any waiver (1115, superwaiver, or otherwise), or approving any term or condition in such a waiver, that results in a reduction in benefits or an increase in cost-sharing for any AI/AN beneficiary unless the Secretary has, prior to approval of the waiver, consulted with the tribe of which the affected beneficiary is a member. 

· The Secretary should be prohibited from granting any waiver or approving any term or condition that is likely to shift costs to the federal I.H.S. budget by reducing Medicaid revenues to an I/T/U provider or increasing the costs that an I/T/U provider must incur in connection with premium or cost-sharing requirements applicable to AI/AN beneficiaries.

Conclusion

The NGA’s June 15 preliminary proposals for greater “flexibility” with respect to Medicaid cost-sharing, benefits, and waiver policy have far-reaching implications for AI/ANs and I/T/U providers.  Taken as a whole, these proposals appear to be designed primarily to give states far more discretion than they already have under current law to make program changes that will reduce their own spending on Medicaid.  Given the fiscal pressures states are experiencing, it is likely that many states will in fact use this discretion if Congress gives it to them.  This is not to say that all states will increase cost-sharing or reduce benefits to the full extent allowed under the NGA recommendations.  Nor is it to say that those states that do increase cost-sharing or reduce benefits will target AI/ANs or I/T/U providers. But there is little question that these proposals pose serious risks for low-income AI/ANs and their I/T/U providers.

For low-income AI/ANs, the risks are that increased cost-sharing and reduced benefits have the effect of reducing access to needed care, particularly if the individual does not have geographic access to an I/T/U provider, or if the provider does not have the capacity to provide the specialty or inpatient services that the individual needs.  For I/T/U providers, the risks are that they will experience a loss of Medicaid revenues or an increase in demand for limited contract health care funds, or both.  In each case, the risks will vary from state to state, depending on how aggressively a state decides to raise cost-sharing or reduce benefits.     

There are alternatives to the NGA recommendations discussed above that would reduce federal Medicaid spending, reduce state Medicaid spending, and not harm either AI/An beneficiaries or I/T/Us.  For example, according to the Congressional Budget Office, increasing the flat rebate paid by drug manufacturers for Medicaid prescription drugs would reduce federal Medicaid spending by $6.1 billion over 5 years. 
  Related state savings would be $4.6 billion. And I/T/U providers would not experience any loss in patient revenues or any increase in contract health care costs.  Even the NGA report recommends “increasing the minimum rebates that states collect on brand name and generic prescription drugs.” As federal policymakers consider how to reduce federal Medicaid spending by $10 billion over the next five years, they should first exhaust all options, such as reducing the cost of drugs to the Medicaid program, that do no harm to AI/AN beneficiaries and the I/T/U providers that serve them.
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