Missouri State Medical Association
House of Delegates
Resolution #12
(A-20)
Introduced by:

Kansas City Medical Society

Subject:

Ensuring Network Adequacy for MO HealthNet Patients

Referred to:

Reference Committee B
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WHEREAS, MO HealthNet provides health insurance for many patients in Missouri; and
WHEREAS, Missouri State Medical Association supports the expansion on MO HealthNet; and
WHEREAS, the proposed expansion of MO HealthNet is projected to increase the number of MO
HealthNet patients by approximately 352,000 Missourians; and
WHEREAS, the most cost-effective healthcare delivery occurs by the provision of timely
outpatient prevention care and chronic care management; and
WHEREAS, the current MO HealthNet provider network struggles to provide adequate and
timely outpatient services; and
WHEREAS, utilization of Emergency Department for non-emergent care decreases access for
patients requiring emergent care, and delays throughput for patients in the Emergency
department; and
WHEREAS, Emergency Department visits and hospitalizations are the costliest venues of
healthcare; and
WHEREAS, Missouri hospitals and healthcare providers strive to be good stewards of the public
treasure; and
WHEREAS; Missouri hospital-employed provider networks employ more than 50% of Missouri
physicians and health care providers; and
WHEREAS, Missouri hospital-employed provider networks are not required to provide
outpatient services for MO HealthNet patients; and
WHEREAS, Missouri hospitals generally bill and accept reimbursement for MO HealthNet
inpatient services; therefore, be it
RESOLVED, that the MSMA support legislation that require any Missouri Hospital System or its
subsidiaries that accept reimbursement for inpatient Medicaid services to:
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1. Credential with Medicaid all of its employed outpatient primary care and specialty
physician and allied healthcare provider network
2. Provide outpatient services for Medicaid patients via its employed outpatient primary
care and specialty physician and allied healthcare provider network
3. Provide new and existing Medicaid patients with the same opportunity for access to
their employed outpatient primary care and specialty physician and allied healthcare
provider network as they do for new and existing Medicare and commercially insured
patients;
and be it further RESOLVED, MSMA support legislation that reinvests any savings from decreased
utilization of Emergency Department and Hospitalizations of Medicaid patients back into the
Medicaid healthcare provider network.

Fiscal Note:
Current Policy:
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