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Recap of the AHCA meeting in Tallahassee 12/10/14 

AHCA arranged a meeting between : 

 the Medicaid Health Plans that contract with ATA,  

 ATA of  Health Network One,  and   

 Providers 

With the objective of facilitating a constructive dialogue seeking  to resolve: 

1. reduced treatment 

2. lower reimbursement rates, 

3. arbitrary authorizations,  

4. and the tedious authorization process.   

The main goal was an opportunity for the providers to express their concerns to the HMO’s with ATA 

there.  This gave the HMO’s  insight into our issues and not just the verbiage from ATA.    Those of us 

who were there were able to explain how difficult it is to deal with the ATA structure. 

Those represented by AHCA were:  

Justin Senior, Deputy Secretary for Medicaid Operations; Beth Kidder, Assistant Deputy for Medicaid 

Operations; David Rogers, Assistant Deputy for Medicaid Health Systems; Abby Riddle, Bureau Chief of 

Health Systems; Melanie Brown-Woofter, Fraud and Abuse Liaison; Marie Donnelly, Bureau Chief – 

representing Medicaid Quality Initiatives; Kristin Sokoloski, AHC Administrator, External Affairs; Erica 

Floyd-Thomas, AHC Administrator, Bureau of Policy. 

Providers represented the Alliance for Pediatric Therapies lead by: 

Chris Snow, Florida Speech-Language and Hearing Association (FLASHA), and Florida Occupational 

therapy Association (FOTA).  

AHCA placed great importance on this meeting as indicated by those representing the agency.  Each 

HMO had 2-3 representatives that were present, but ATA had 8.  This was a reflection that AHCA had 

many conversations about ATA with the HMO’s, leading up to this event.  The HMO’s viewed this 

situation seriously. Judging by the number of ATA representatives, they too viewed this as an important 

meeting.  

The meeting was started with an introduction by Justin Senior, the Deputy Secretary for Medicaid, 

stressing that this was the beginning of a dialogue between the 3 groups to implement new strategies in 

order to modify the structure to which ATA adheres.  He strongly stated that reduction in services was 

non-negotiable and that the goal of the privatization was to save money not reduce services.  
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Martin Bilowich - Manager of ATA-FL gave a description of their structure.  He stressed that the process 

is customized for each child, streamlined for efficiency and based on algorithms to establish the rates.  

The model design is driven by case rate to cover services in a “reasonable way.” He further explained 

that this system was working well but some cases that were more ‘intense’ required a peer to peer.  He 

also implied that ATA might consider providing ‘greater funding for special cases’.  He suggested that 

perhaps  ATA and a group of providers could work together to ‘adjust the model to better fit the 

children’. 

One representative from Humana suggested that a task force be started.  She addressed ATA and stated 

that this current process does not meet the needs of the children. 

Jerry Sternstein, Senior Vice President , governmental Relations, of ATA reported that Wellcare was 

dropped because they would not increase their rates. 

 After Mr. Bilowich’s presentation, providers were invited to share their concerns.  Reduction in services 

due to low reimbursement rates was repeatedly brought up.  The providers reported that because of 

ATA’s structure it was not possible to see children who needed to be seen for hour sessions due to the 

low reimbursement rate.    It was also stressed that this policy puts the clinician in a moral dilemma – to 

provide the amount of service required  and risk going out of business. The tedious process to obtain 

authorizations was another topic.  One provider produced a stack of papers that about 2 inches thick 

that was needed for authorizations for approximately a 6 month period.  The arbitrariness of the 

authorizations was also mentioned.  There is no consistency in the reauthorization process because 

there seems to be little rational for the different levels given to mild and severe children.  The mild child 

can get a level 5 and the severe child a level 2. When ATA stated that all authorizations were customized 

a provider mentioned that this is not reflected in the guidelines for their authorization process since ATA 

does not request a copy of the evaluation until the child is in treatment for 4 months.  Several HMO’s 

took notice to that. 

Representative Ritch Workman was in attendance and gave a strong speech supporting the providers. 

Observations: 

 AHCA does understand the problems that ATA’s model and payment structure presents to the 

providers. 

 AHCA  holds the HMO’s responsible for not providing adequate treatment to the children.  They 

understand that ATA’s model prevents this treatment from occurring.  

  AHCA can only work directly with the HMO’s who in turn must make ATA modify its structure 

to insure the children receive the services that have been requested by the provider and signed 

for by the physician. 

  Different task forces may be initiated, one by ATA and one by Humana. 



3 | P a g e  
 

Consensus  indicates  “the complaint line works.”  Providers intelligently utilized the actual “complaint 

request entry line,”  which wholeheartedly requests valid and thoughtful complaints.  Poignantly,  due 

to the sound use of “the complaint line” by providers sharing their concerns and frustrations was the 

true impetus that this meeting was held.  The “complaint line”  is an integral and easy means of 

communicating one’s issues of concern.   

Respectfully Shared, 

Enid Gildar, MA.CCC. SLP 

Medicaid Task Force, Chairperson 

 


