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DEPARTMENT OF HE ALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
Seattle Regional Office 
701 Fifth Avenue, Suite 1600, MS/RX -200 
Seattl e, Washing ton 98104 

Cl\tS 
CENTERS FOR MED ICARE & MEDICA ID SERVICES 

Division of Medicaid & Children's Health Operations 

Valerie Davidson, Commissioner 
Department of Health and Social Services 
3601 C Street, Suite 902 
Anchorage, AK 99503 

MAR 0 9 2015 

RE: Alaska State Plan Amendment (SPA) Transmittal Number 14-0011 

Dear Ms. Davidson: 

The Centers for Medicare & Medicaid Services (CMS) Seattle Regional Office has completed its review 
of State Plan Amendment (SPA) Transmittal Number AK 14-0011. This SPA is being submitted in 
order to request an exemption from the federal requirement of a Recovery Audit Contract. 

This SPA is approved with an effective date of October 1, 2014. 

If you have any additional questions or require any further assistance, please contact me, or have your 
staff contact Yvonne Martin at (206) 615-3802 or yvonne.martin@cms.hhs.gov. 

 
Frank A Schneider 
Acting Associate Regional Administrator 
Division of Medicaid and Children 's Health 

Operations 
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36b-1 

Revision: 
State Alaska 

----~~==----------------------------------------

PROPOSED SECTION 4 ·GENERAL PROGRAM ADMINISTRATION 

4.5 Medicaid Recovery Audit Contractor Program 

Cita t ion 

Section 1902(a){42)(B)(i) 
of the Social Security Act 

Section 1902(a)(42)(B)(ii)(l} 
of the Act 

Section 1902 (a)(42)(B}(ii){lll(aa) 
of the Act 

TN No. 14-011 
Supersedes 
TN No. 12-008 

__ The State has established a program vnder which it will contract with one or more recovery 

audit contractors (RACs) for the purpose of Identifying underpayments and overpayments 
of Medicaid claims under the State plan and under any w~iver of the State plan . 

_x_ ...... rhe State is seeking an exception to establishing such program for the toll owing reasons: 

Using an innovative Multi State approach to procurement, Alaska was able to secure a 
Recovery Audit Contractor. However, after two years, the contractor has not recovered" 
material amount of overpayments, and has notified the state that the current contingency 

fee arrangement is not viable. 

Alask• had a robust contract audit program in place. prior to the RAC requirement which 
continues today. In accordance with Alaska Statute 47.05.210, ,\Iaska must contract for the 
audit of a minimum of 75 providers annually . The payment arrangemerll for these audits is 
~ fixed price per audit. 

In addition to the Medicaid Integrity contractor and Alaska's audit contract, claims reviews 

are also conducted by SURS and Medicaid Program Integrity, working in collaborat ion with 
the Quality Assurance sections of the Medicaid Divisions. 

Alaska utilizes a per diem Inpatient hospita l payment methodology based on cost. A large 

proportion of RAC recoveries in other states come from aud1tS of DRG payments to 

inpatient hospitals. 

Alaska's Medicaid Program payment errors have consistently been far less than the national 
average as shown by the results of the PERM reviews conducted on Alaska. 

___ The State/Medicaid agency has contracts of thee typi!(S) listed in section 1902(a)(42)(B)(H){I) of 
the Act. All contracts meet the requirements of the statute. RACs are consistent with th€ 

statute. 

Place a check mark to provide assurance of the following: 

__ Tile St<Jte will make payments to the RAC(s) only from amounts recovered. 

__ The State will make pa'{ments to the RAC(s) on a contingent 

Basis for collecting overpayments. 

The following payment methodology shall be used to determine State payments to Medic:lid RACs for 
identification and recovery of overpayments (e.g., the percentage of the contingency fee) : 

ThE! State attests that the contingency fee rate paid to the Medicaid RAC will not exceed 

the highest rate paid to Medicare RACs, as published in the Federal Kegister. 

The State attests that the contingency tee rate paid to the Medicaid RAC wiil exceed the 

highest rate pa id to Medicare RACs, as published in the Federal Register. The State will 
only submit for FFP up to the amount equivalent to that published rate, 

----------------·-··-----·--·-·-···--· 

3/09/15 Approval Date: ____ _ Effective Date: 10-1-14 



368-2 

Revision: 

State ALASKA 

PROPOSED SECTION 4- GENERAL PROGRAM ADMINISTRATION 

4.5 Medicaid Recovery Audit Contractor Program 

Section 1902 (a)(42)(B)(Ii)(ll}(bb) 

of the Act 

Section 1902 (a)(42)(B)(ii){ lll) 
of the Act 

Section 1902 (a)(42)(B)(ii)(IV)(aa) 
of the Act 

' Section 1902(a)(42)(B)(ii}(IV(bb) 

of the Act 

Section 1902 (a)(42)(B)(ii)(IV)(cc) 
Of the Act 

___ The contingency fee rate paid to the Medicaid RAC that will 

exceed the highest rate paid to Medicare RACs, as published in 

the Federal Register. The State will submit a justification for 

that rate and will submit for FFP for the full amount of the 

contingency fee. 

__ The following payment methodology shall be used to determine 

State payments to Medicaid RACs for the identificat ion of 
underpayments (e.g., amount of flat fee, the percentage of the 
contingency fee) : The state will pay a contingency fee rate at 
the same percentage as for overpayments. 

The State has an adequate appeal process in place for entities to 

appeal any adverse determination made by the Medicaid 
RAC(s}. 

The State assures that the amounts expended by the State to 
carry out the program will be amounts expended as necessary 

for the proper and efficient administration of the State plan or 
a waiver ofthe plan . 

__ The State assures that the recovered amounts wifl be subject 

to a State's quarterly expenditure estimates and funding of 
the State's share. 

Efforts of the Medicaid RAC(s) will be coordinated with other 

contractors or entities performing audits of entities receiving 

il _____________________ -J _________ p __ a_y_m ___ e_n_t __ s _un_d_e_r_t-he--St-a-te--p-la_n_o_r_w_a-iv_e_r··-in--th_e_S_t_at_e_,_an--d··- /·--

0

-·r·- __ .J 

State and Federal law enforcement entities and the CMS i 
Medicaid Integrity Program. 

TN No. _ _,1:.24~-0~1-"'-1- Approval Date: 3 1° 9 115 Effective Date: __!Q:l-14 
Supersedes 

TN No. 12-00~-




