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I. Executive summary 

The Minnesota Department of Human Services (DHS) created this report in response to Laws of 

Minnesota 2013, Chapter 108, Article 6, sections 33 and 34 which require that the DHS 

Commissioner submit to the legislature by January 15, 2014 an Emergency Medical Assistance 

(EMA) report.   

The EMA population consists of those individuals who would be eligible to enroll in Medical 

Assistance if not for their immigration status. Under current Minnesota statute and policy, the 

EMA program, consistent with federal requirements for federal financial participation, pays for 

the medical treatment required to care for a current or imminent emergency medical condition. 

While the current state of the EMA program is compliant with federal law, it does not provide 

the comprehensive coverage necessary to meet the critical needs of the enrolled population. 

In 2013 the DHS issued a request for information (RFI) and convened a stakeholder group to 

discuss and formulate recommendations for the best mechanism to provide more comprehensive 

health care coverage for this population. Based on the RFI responses, department staff analysis 

and stakeholder input, the DHS makes the following recommendations for the future of the EMA 

program: 

Expanded Benefit Set 
DHS recommends that the benefit set available to EMA enrollees be expanded to include the 

MinnesotaCare benefit without a requirement for a Care Plan Certification (CPC).  In addition, 

the department recommends including nursing facility and elderly waiver (EW) services in the 

benefit set. 

 

Recommended Population Served 

DHS recommends that the state make available the newly expanded EMA benefit set only to the 

population who would be eligible for Medical Assistance if not for immigration status. This is 

consistent with the current EMA eligibility requirements. Other uninsured individuals will likely 

have other options through public programs or MNsure after January 1, 2014. 

Recommended Funding Source 

DHS recommends a mix of federal and state funding for coverage of treatment of current and 

imminent emergencies and state-only funding for comprehensive preventive health care and 

other non-emergent care, including outpatient prescription drugs. 

Recommended Delivery Model 

DHS recommends that the proposed expanded EMA program be delivered using a fee-for-

service (FFS) model given the small population and the operational complexity of the state and 

federal funding mix. 
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II. Legislation 

Laws of Minnesota 2013, Chapter 108, Article 6, sections 33 and 34 require that the 

Commissioner of the Department of Human Services submit to the legislature by January 15, 

2014 an Emergency Medical Assistance Report. 

Sec. 33. REQUEST FOR INFORMATION; EMERGENCY MEDICAL  

ASSISTANCE AND THE UNINSURED STUDY. 
(a) The commissioner of human services, in consultation with safety-net hospitals,  

nonprofit health care coverage programs, nonprofit community clinics, counties, and 

other interested parties, shall identify alternatives and make recommendations for 

providing  

coordinated and cost-effective health care and coverage to individuals who: 

(1) meet eligibility standards for emergency medical assistance; or 

(2) are uninsured and ineligible for other state public health care programs, have  

incomes below 400 percent of the federal poverty level, and are ineligible for premium  

credits through the Minnesota Insurance Marketplace as defined under Minnesota 

Statutes,  

section 62V.02. 

(b) The commissioner of human services shall issue a request for information  

to help identify options for coverage of medically necessary services not eligible for  

federal financial participation for emergency medical assistance recipients and medically  

necessary services for individuals who are uninsured and ineligible for other state public  

health care programs or coverage through the Minnesota Insurance Marketplace. The  

request for information shall provide: 

(1) the identification of services, including community-based medical, dental, and  

behavioral health services, necessary to reduce emergency department and inpatient  

hospital utilization for these recipients; 

(2) delivery system options, including for each option how the system would be  

organized to promote care coordination and cost-effectiveness, and how the system 

would  

be available statewide; 

(3) funding options and payment mechanisms to encourage providers to manage  

the delivery of care to these populations at a lower cost of care and with better patient  

outcomes than the current system; 

(4) how the funding and delivery of services will be coordinated with the services  

covered under emergency medical assistance; 

(5) options for administration of eligibility determination and service delivery; and 

(6) evaluation methods to measure cost-effectiveness and health outcomes that take  

into consideration the social determinants of health care for recipients participating in  

this alternative coverage option. 

(c) The commissioner shall issue a request for information by August 1, 2013, and  

respondents to the request must submit information to the commissioner by October  

1, 2013. 

(d) The commissioner shall incorporate the information obtained through the request  

for information described in paragraph (b) and information collected by the 
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commissioner  

of health and other relevant sources related to the uninsured in this state when developing  

recommendations. 

(e) The commissioner shall submit recommendations to the chairs and ranking  

minority members of the legislative committees and divisions with jurisdiction over 

health  

and human services and finance by January 15, 2014. 

EFFECTIVE DATE.This section is effective the day following final enactment. 

 

Sec. 34. REQUEST FOR INFORMATION; EMERGENCY MEDICAL  

ASSISTANCE. 
(a) The commissioner of human services shall issue a request for information (RFI)  

to identify and develop options for a program to provide emergency medical assistance  

recipients with coverage for medically necessary services not eligible for federal financial  

participation. The RFI must focus on providing coverage for nonemergent services  

for recipients who have two or more chronic conditions and have had two or more  

hospitalizations covered by emergency medical assistance in a one-year period. 

(b) The RFI must be issued by August 1, 2013, and require respondents to submit  

information to the commissioner by November 1, 2013. The RFI must request 

information  

on: 

(1) services necessary to reduce emergency department and inpatient hospital use for  

emergency medical assistance recipients; 

(2) methods of service delivery that promote efficiency and cost-effectiveness, and  

provide statewide access; 

(3) funding options for the services to be covered under the program; 

(4) coordination of service delivery and funding with services covered under  

emergency medical assistance; 

(5) options for program administration; and 

(6) methods to evaluate the program, including evaluation of cost-effectiveness and  

health outcomes for those emergency medical assistance recipients eligible for coverage  

of additional services under the program. 

(c) The commissioner shall make information submitted in response to the RFI  

available on the agency Web site. The commissioner, based on the responses to the RFI,  

shall submit recommendations on providing emergency medical assistance recipients  

with coverage for nonemergent services, as described in paragraph (a), to the chairs and  

ranking minority members of the legislative committees with jurisdiction over health and  

human services policy and finance by January 15, 2014. 
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III. Introduction 

Under the 1986 Social Security Act, the federal government required states to provide 

emergency medical services to Medicaid-ineligible non-citizens; since 1987 Minnesota has 

complied with this requirement with its Emergency Medical Assistance (EMA) program. Until 

2011 Minnesota’s EMA program included coverage for both emergency and chronic conditions. 

The benefit set available to EMA recipients was similar in scope to the Medical Assistance 

benefit set with a few notable exceptions: the benefit set did not include coverage for transplants, 

family planning and primary preventive care. 

In the mid-2000s, the federal Office of the Inspector General audited Medicaid programs 

throughout the country to verify that states were claiming federal funding for the undocumented, 

non-citizen population only for emergency treatment. These audits found the majority of audited 

states lacked adequate compliance controls; states were required to return federal funding 

claimed for non-emergency treatment.   

Due to this heightened federal attention and the audit findings in other states, DHS recognized 

that its existing EMA program likely did not have sufficient internal controls to ensure federal 

funding for medical services provided to Medicaid-ineligible non-citizens. Therefore, the 

Minnesota legislature reduced program expenditures by $30 million by limiting coverage to  

 services performed in an emergency room, ambulance or inpatient setting following a 

hospital admission or  

 situations where lack of care would reasonably be expected to result in an emergency 

department admittance or inpatient hospitalization within the next forty-eight hours. 

Since this 2011 change, there has been wide concern that lack of preventative care for this 

population has resulted in  

 poorer health outcomes and  

 significant amounts of uncompensated care for providers when these individuals present 

to emergency departments and require post-emergency care that  EMA does not cover.  

As a result of these concerns, the Minnesota Legislature mandated this study in Laws of 

Minnesota 2013, chapter 108, Article 6, sections 33 and 34.  

The intent of this legislation was for DHS to 

 publish a Request for Information (RFI) on how to provide better coverage for those 

currently served by the EMA Program and for those who are not eligible for other 

Minnesota Health Care Programs (MHCP) or Advanced Premium Tax Credits (APTC) 

through MNsure and  

 produce a legislative report that takes the RFI responses and presents a recommendation 

on how Minnesota can provide better coverage for this population. 
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This report  

 begins with an overview of the EMA population,  

 followed by a short history of the EMA program in Minnesota since 2011, 

 then outlines the process we used to develop the study and  

 concludes with a recommendation on how to better serve Minnesota’s EMA population.  
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IV. EMA Population in Minnesota 

The EMA population is made up of individuals who are otherwise eligible for Medical 

Assistance (MA) but for their immigration status. The majority of this population is 

undocumented immigrants. Other EMA populations are individuals with temporary visas and 

lawful permanent residents subject to the five-year bar to MA eligibility. In SFY 2013, the 

average monthly enrollment in EMA was 2,025. 
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V. History of Minnesota’s EMA Program 

Title XIX, Section 1903(v)(3) of the Social Security Act of 1986 requires that states provide 

medical care to unlawfully present non-citizens in the event of an emergency. The Social 

Security Act defines an emergency as an “emergency medical condition…manifesting itself by 

acute symptoms of sufficient severity such that the absence of immediate medical attention could 

reasonably be expected to result in: placing the patient’s health in serious jeopardy, serious 

impairment of bodily functions, or serious dysfunction of a bodily organ or part.” 

 

In SFY 2010, in the absence of sufficient controls to ensure the EMA program was limited to 

coverage of emergency conditions, Minnesota’s program expenditures totaled $47 million in 

combined state and federal funds.  

 

In 2011, after the federal Office of the Inspector General determined that many states throughout 

the country did not have adequate parameters around what classified as emergency services, the 

Minnesota legislature reduced the program expenditures by $30 million by limiting coverage to  

 services performed in an emergency department, ambulance or inpatient setting following 

a hospital admission or  

 situations where lack of care would reasonably be expected to result in an emergency 

department admittance or inpatient hospitalization within the next forty-eight hours. 

 

In 2012, the legislature expanded the EMA benefit set to cover dialysis and cancer treatments 

from May of 2012 to June of 2013 at a cost of $4.7 million.  

 

In 2013, the legislature extended dialysis and cancer treatment indefinitely at a cost of $3.1 

million for the 14-15 biennium. In addition, the 2013 legislature included $2.2 million to provide 

nursing facility care and the services found in DHS’s elderly waiver program for the EMA 

population on a first-come, first-served basis until funding is exhausted or through the end of 

SFY 2015, whichever occurs first. 
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VI. Study Process 

The first step in this study was the release of the Request for Information as mandated by Laws 

of Minnesota 2013, chapter 108, Article 6, sections 33 and 34. The RFI was posted in the State 

Register on September 3, 2013, with a final submission date of October 1, 2013. 

 

DHS received a total of ten submissions from the following organizations: (the entire responses 

begin on page 16.) 

 

1. Hennepin County Medical Center 

2. Minnesota Association of Community Health Centers 

3. The Long-Term Care Imperative 

4. Minnesota Health Care Safety Net Coalition 

5. American Federation of State, County and Municipal Employees, Council 5 

6. Ramsey County Community Health Services Department 

7. Regions Hospital 

8. Mid-Minnesota Legal Aid 

9. Minnesota Hospital Association 

10. Optum 

 

The majority of the submitted RFI responses had similar recommendations. Most responses 

recommended 

 

 at a minimum, expanding coverage for the current EMA population and, in some cases, 

expanding coverage for other uninsured populations that are not covered by other public 

programs.  

 increasing coverage to include a benefit set similar to that found in MinnesotaCare, 

emphasizing the need to provide preventive care for this population.   

 funding this additional benefit with state funds due to the limitations for receiving 

Federal Financial Participation (FFP) on services in the EMA program that do not meet 

the federal definition of emergency.  

Optum took a slightly different approach. Their response focused on the top five percent of 

enrolled recipients who they believe may account for fifty percent of the medical expenditures. 

They suggested using data analytics to identify this top five percent and then combining strong 

care coordination with primary care provided at the client’s location. Optum also recommended 

post-acute transition care for the 30 days after an EMA hospital stay to prevent readmissions. 

 

In addition to reviewing the submitted RFI responses, DHS also hosted a 90 minute stakeholder 

meeting on November 13, 2013 that included 20 registered guests. The invitation was sent to all 

organizations and individuals who submitted an RFI response as well as to organizations and 

individuals who took part in the stakeholder process for the EMA study released in April 2013.  
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After this stakeholder meeting, DHS staff reviewed the submitted RFI responses as well as 

comments made at the stakeholder meeting and drafted this report and recommendations. 
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VII. Report Recommendations 

DHS’s suggested changes to the EMA program include four categories of recommendations: 

EMA benefit set, covered population, funding source and delivery model.  

 

A. Recommended EMA Benefit Set  

 

1. MinnesotaCare Benefit Set 

DHS recommends that the EMA benefit set resemble the benefit set found in 

MinnesotaCare, with the exception of organ transplants. Furthermore, we recommend 

eliminating the requirement that the individual is facing an imminent medical emergency 

in order to receive the full range of medically necessary services included in the 

MinnesotaCare benefit set. This benefit set recommendation addresses the significant 

concern brought by stakeholders and providers that unavailability of preventive care for 

this population results in poorer health outcomes and higher amounts of uncompensated 

care for participating providers. 

 

2. Nursing Homes and Elderly Waiver Benefit Sets 

In addition to the MinnesotaCare benefit set, we recommend that nursing home services 

and benefits found in the Elderly Waiver (EW) also be available to the EMA population. 

Similar to the MinnesotaCare benefit set, nursing home services and elderly waiver 

benefits would not require the presence of an imminent emergency for approval of 

coverage. 

 

 

a) Nursing Home benefits 

Under today’s policy, in order for an EMA recipient to receive nursing home benefits, his 

or her provider must submit a Care Plan Certification (CPC) documenting that the 

absence of nursing facility services would reasonably be expected to result in an 

emergency department admittance within the next forty-eight hours.  The department’s 

medical review vendor approves or denies each submitted CPC based on the information 

submitted.  A nursing facility cannot deny admittance to an EMA recipient with an 

approved CPC for nursing facility care. 

All CPCs are approved for one year or the amount of time until the emergency condition 

is expected to resolve, whichever is less, and can be renewed so long as the recipient 

continues to meet the criteria.  On occasion, a CPC renewal for an EMA nursing facility 

resident is denied because the emergency condition necessitating nursing facility care, 

while still requiring medically necessary facility treatment, no longer threatens an 

imminent emergency department admittance or hospitalization.   

In the absence of a CPC renewal, care and services provided by a nursing facility are no 

longer covered by the recipient’s EMA benefit.  However, federal law limits a nursing 

facility’s ability to discharge residents. See Social Security Act §§ 1819(c)(2)(C) [42 

U.S.C. § 1395i-3(c)(2)(C)] and 1919(c)(2)(C) [42 U.S.C. § 1396r(c)(2)(C)]; 42 C.F.R. § 
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483.12(a)(7). When a nursing facility does discharge a resident, the facility must ensure a 

safe and orderly transfer or discharge of the resident from the facility and prepare and 

orient the resident for such a transfer or discharge.  For a resident still in need of nursing 

facility services (albeit not emergency services), a discharge to someplace other than to 

another health care facility, may not constitute a safe and orderly discharge.  The net 

effect of these limitations is that some individuals remain in nursing homes indefinitely 

with no payer source to reimburse the nursing home for the services.   

Due to the uncertainty of future CPC approvals and the limitations in discharging patients 

once they are in a nursing facility, DHS recommends expanding the EMA benefit set to 

include nursing homes to ensure a consistent and reliable payment stream for the nursing 

facility providers. 

b) Elderly Waiver benefits 

In recognizing the importance of covering the nursing home benefit for the EMA 

population, DHS also thinks it is equally important to cover the benefits found in the 

Elderly Waiver (EW) benefit set. Services covered in the EW benefit set include 

 

 Adult day services 

 Chore services  

 Companion services 

 Consumer-directed community supports 

 Home health aides 

 Home-delivered meals  

 Homemaker services  

 Licensed community residential services (customized living services or 24-hour 

customized living services, family foster care, residential care) 

 Environmental accessibility adaptations 

 Personal care assistant 

 Respite care 

 Skilled nursing services 

 Specialized equipment and supplies 

 Training for informal caregivers 

 Transitional supports 

 Transportation services 

 

DHS has long supported providing services in community settings in lieu of institutional 

settings when medically appropriate. Including the EW benefit set for EMA recipients 

allows for individuals who are in need of services often found in institutional settings to 

remain in the community while receiving the needed services. Expanding coverage to 

include nursing homes without including EW services may have the unintended 

consequence of forcing individuals into more costly institutional settings because funding 

for the services is not available in the community. 
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Any services above and beyond the MinnesotaCare benefit set, nursing home services or 

EW services will be eligible for coverage, provided the service is needed for treatment of 

a current or imminent emergency. These services would require an approved CPC. The 

criteria for CPC approval will remain unchanged from the current standard, meaning 

approval will only be granted when the requested services would prevent admission to 

the emergency department within the next forty-eight hours. 

 

 

B. Recommended Covered Population  
 

The legislative language requested that this study analyze additional coverage options for 

the current EMA population as well as for other uninsured populations under four 

hundred percent of the federal poverty guideline (FPG) and not covered by other public 

health care programs. However, DHS recommends that the additional coverage be 

focused initially on only the current EMA population – those non-citizens that would be 

eligible for Medical Assistance if not for their immigration status – rather than expanding 

it to include other uninsured populations. DHS recommends coverage only for the current 

EMA population for the following reasons.   

 

 Due to the large number of program changes passed in the 2013 legislative 

session that were mandated by the Affordable Care Act and that are currently 

being implemented, it has become nearly impossible to identify and quantify 

which populations may still be uninsured as of January 1, 2014.  

 

 Not being able to identify these populations makes it difficult to design program 

eligibility that would cover all the remaining uninsured after the significant 

changes are implemented in 2014.  

 

Although there may be other populations who choose to remain uninsured despite access 

to another public program or coverage through MNsure, the current EMA population 

may be the only category of individuals who do not have the option of enrolling for a 

public program or purchasing a plan through MNsure.   

 

It is important to recognize that with the availability of an expanded EMA benefit set 

enrollment in the program is likely to increase. Under current law, coverage for medical 

services is predicated on the presence of a current or imminent emergency medical 

condition. If the EMA benefit set is expanded, as recommended above, individuals will 

no longer need to experience a current or imminent emergency medical situation to 

receive coverage for medical services. This reduction in barriers to medical care and 

coverage is expected to increase the number of people who enroll in EMA and utilize 

covered services. 

 

However, an expanded EMA program may still grow slowly since the eligible population 

is often hesitant to present in government systems due to immigration status. Partner 
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organizations could assist the department in addressing this barrier and ensuring access to 

much needed preventive care through education efforts.  

 

C. Recommended Funding Sources 

 

1. Federal and State Funds for EMA Program 

DHS recommends that funding for the EMA program be a combination of state and 

federal funding. Consistent with federal law, Federal Financial Participation (FFP) can 

only be claimed on services used to treat a current or imminent emergency medical 

situation. DHS must ensure adequate controls are in place so that FFP is only claimed for 

emergency treatment. For claims for services covered under the MinnesotaCare benefit, 

DHS will claim federal match for those claims submitted from an emergency room for 

emergency care, an inpatient hospital following an emergent admission or from a dialysis 

facility.  

2. State Funds for Prescription Drug Coverage 

The current EMA program allows for limited outpatient prescription drug coverage for 

instances when the use of the prescription drugs is necessary to avoid an imminent 

medical emergency. A CPC and a second layer of review (the pharmacy review agent) 

are necessary before a prescription drug will be approved for an EMA recipient.  

 

Under the proposed changes, prescription drug coverage would not be limited to 

treatment of current or imminent emergency medical conditions. Rather, enrollees in 

EMA would receive the same prescription drug coverage as MinnesotaCare enrollees.  

 

It would be operationally burdensome and administratively inefficient for the department, 

providers and recipients to utilize a CPC process to determine -- on an annual or more 

frequent basis – whether or not each prescription could be considered an emergency and 

thus eligible for federal funding. As a result, the entire drug benefit would need to be paid 

for with state funds – meaning that the department could claim neither FFP nor drug 

rebates for the prescriptions dispensed to EMA enrollees.   

 

3. State Funds for Elderly Waiver Benefit Set 

EMA enrollees also will have access to services found in the EW benefit set. Since it 

would be administratively burdensome to identify which of these services is directly 

related to a current or imminent emergency medical condition, the department 

recommends these services be covered solely with state funds. If DHS is able to develop 

an efficient mechanism to identify EW services that are used to prevent the occurrence of 

an emergency within the next forty-eight hours, the department will then submit those for 

FFP. 

 

4. Federal or State Funds for Nursing Home Care 

For services provided in a nursing home, providers will be required to submit a CPC prior 

to coverage approval.  
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 If the medical review vendor determines that the services are necessary to treat or 

prevent an imminent emergency and approves the CPC, DHS will submit those 

claims for FFP.  

 

 If the CPC is denied but the services are still medically necessary, payment for 

those services will be made entirely from state funds.  

 

Any payment to providers for nursing home claims will be predicated on submission of a 

CPC. If a CPC is not submitted, claims for these services will be denied. 

 

Any medical services needed by a client outside the MinnesotaCare benefit, nursing 

home care or EW benefits, will follow the current process. These additional emergency 

services would require a CPC and would only be covered if lack of treatment would 

reasonably be expected to result in an emergency room visit or hospital admission within 

the next forty-eight hours. 

 

D. Recommended Delivery Model 

 

The Department recommends that the proposed expanded EMA program be delivered 

using a fee-for-service (FFS) model, as is the current program. The current EMA 

population is relatively small; the average enrollment in SFY2013 was just 2,025.  

 

Expanding the benefit set and eliminating the need for the presence of an emergent 

condition for primary care will likely increase enrollment, but it is unlikely the increased 

enrollment will be sufficient to create the kind of economies of scale that would make a 

capitated model cost effective for any managed care organization. 

 

In addition, the proposed program’s mix of federally funded and state-funded 

components would add a layer of operational complexity that would be challenging to 

administer in a managed care environment.   
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VIII. Appendix 

 Below are the ten responses submitted as a result of the RFI. 
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