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Maryland Medicaid Advisory Committee

September 20, 2012
Call to Order and Approval of Minutes

Mr. Kevin Lindamood, Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  Committee members approved the minutes from the July 26, 2012 meeting as written.  Ms. Donna Fortsom attended the meeting for Samuel Ross, M.D.
Departmental Report 
Deputy Secretary Chuck Milligan gave the Committee the following Departmental update: 

1. In last few months, on the Medicaid side, we have crossed over the 1 million mark of people on Medicaid in the State of Maryland.  There has been a lot of work to get people enrolled who are eligible.  One in six Marylanders are on Medicaid.  
2. Work on the eligibility system for Health Reform has been going very well.  Work continues across agencies, the Department of Health and Mental Hygiene (DHMH), the Department of Human Resources (DHR) and the Exchange.  We are on schedule as we go through the various phases of the development process.  
3. The Department is on schedule with the new Maryland Medicaid Information System (MMIS) development.  There are about 70 subject matter experts who have been spending one half of their time in design sessions.  We are coming to the end of a design phase that is also on schedule.
4. The Department had an item before the Board of Public Works yesterday to make sure that we have some functionality that we need to do Electronic Health Record payment positions in hospitals.  It was approved so we will be able to start making payments for the year to the meaningful use phase of this for providers who are ready beginning in January.
5. There are four MCOs that have applied to enter the HealthChoice Program.  New applicants were given a July 31, 2012 deadline.  The Department will review all applications by the end of September to determine whether they were substantially complete.  And at this point it appears all four will be substantially complete and will move on to the next phase.  Come January 2014, we may have eleven qualified MCOs in the program.
.

6. A contingent of DHMH staff will be going to the Center for Medicare and Medicaid Services (CMS) for a meeting on September 28, 2012.  The Department has been waiting for federal guidance for health reform, especially on the eligibility side.  We have worked out, with CMS, an approach for us to go in with a concept of how we’d like certain questions answered in the context of Maryland’s waiver and hope to get a process started for them to approve how we want to handle the conversion of current eligibility categories to the new eligibility categories.  Part of the complexity here is we have many eligibility categories because Medicaid is very eligibility category specific.  In the new MAGI world a lot of that gets collapsed down.  How you cross walk the many into the few and how you cross walk disregard issues and income determination issues has big implications for system development and case worker training.  The Department is hoping to get federal approval even in advance of federal guidance on those issues. 
7. Governor O’Malley has been named by the National Governor’s Association (NGA), Chair of the Health and Homeland Security Committee.  He will be working with Governor Brian Sandoval of Nevada as the co-chair of that committee.  There are two major national meetings that the NGA hosts, one in February and one next summer.  He will be looking at and working through some of the federal health related issues in that role.
8. On the budget side, the Department is working through the sequestration applications.  If  and when the federal government turns their attention to the fiscal cliff, which would take effect on January 2013 when all of the triggered cuts occur absent other action, a lot of those cuts don’t hit Medicaid and MCHP but would hit public health programs, NIH funded programs and grants that go to many organizations.

9. The Department issued a draft Behavioral Health Integration report and had a stakeholder meeting last week.   The report will be finalized and make a recommendation, then go through the process.  The recommendation made at the last meeting was to carve substance use services out of HealthChoice and combine them with mental health services in a single carve-out entity.  
One of the prominent issues is whether that carve-out entity is a risk capitation insurance risk based entity or an administrative services organization that is not an insurance risk.  One of the reasons for the recommendation for this carve-out is that there is a significant percent of people who use the public mental health system (PMHS) who are Medicare/Medicaid dual eligibles.  If we carve everything into HealthChoice it would not serve dual eligibles, which is about 40% of the population using the PMHS.  
The second reason for the recommendation is that more than 40% of persons with a behavioral health diagnosis in Medicaid are in TANF or poverty eligibility groups which tend to have the highest rate of churn in and out of Medicaid.  There would be a lot more transition challenges, with 7 to 11 MCOs, trying to manage a population going in and out of an Exchange and coordinating care as people are being handed off from HealthChoice into the Exchange or back.  If there is a single entity handling all behavioral health services in a carve-out, that entity would be handling all of those transitions.
The third reason is the MCOs have many competencies, but their strength is not in dealing with the social support systems that people in behavioral health need and are in contact with like the criminal justice system, school system, employment, jobs, housing, etc.  This is an imperfect solution because it creates a crosswalk, work around care coordination challenge.  We will see if the recommendation is accepted.  This is the end of Phase II.  Phase III will look at what the specifications of the model would be and the Medicaid Advisory Committee has a role to play to offer advice during that phase.

10. Certain services are going to be jointly purchased between Medicaid and the Exchange.  For example, one of those services include enrollment broker activity like helping a family on the Medicaid side choose an MCO and on the Exchange side pick a carrier and qualified health plan.  We want to jointly purchase that service because you may have a household where the kids are in the Maryland Children’s Health Program (MCHP) but the parents are in the Exchange.  It would be easier if there were a single entity helping that family make choices.  We will also be jointly arranging a call center service to help answer questions and do some troubleshooting and jointly doing some outreach and marketing activities.

Part of what the Exchange is going to be procuring is navigator services which is helping with the eligibility, enrollment, carrier and qualified health plan decision making.  There are some local health departments (LHDs) that want to be navigators and there are other health departments that don’t have an interest in becoming a navigator because they don’t have an interest in serving the commercial world.  For those health departments that don’t have an interest, the Department will continue to provide financing the way we do now to help with  Medicaid eligibility activities.  Those health departments won’t have to work through the Exchange to serve Medicaid. 

The decision the Exchange Board is making about the Navigator and the relationship to local health departments, it is really most relevant to those LHDs that want to serve from 0% FPL and help on the Medicaid side in traditional ways and serve on the insurance side in broker-like ways.

The federal government is prohibited from paying for Navigator functions for the Exchange.  The Exchange got a major grant over the summer that is financing all of their operations, the IT system, staff and all of their functions through December 31, 2014.  To the extent that they procure a one-stop-shop type of model that part of the people coming are going to be Medicaid and part of the people will be in the commercial world, some of the is going to be cost allocated to Medicaid.  
Committee members stated that this is something long term care providers are tracking nationally.  If an elderly person takes a fall and is sent to the emergency room (ER) and is kept for 72 hours for observation to make sure they are stable.  This person could use an additional 2-3 days to get back their equilibrium and get on their feet before they go home.  Because they are observation days they don’t qualify for the Medicare benefit because they were never admitted to the hospital.  So the individual has to make a choice between going home unstable and risk re-admission to another observation experience or to pay privately.

Observation stays have some unintended consequences.  Often times your inpatient deductable is cheaper than paying for observation stays because with observation stays, every time a physician comes in to see you, you have a co-payment for that physician visit as if it is an outpatient visit.  These bills have to be paid separately.  When you add up all of the co-pays from the many physicians that are checking in on you, you often go well above an inpatient deductable because you were never admitted.  

Another reason we need to get the waiver discussion finished and a proposal submitted to CMS is we are so focused on preserving the waiver that it is pushing a lot of cost out of inpatient into these other areas where the side effects are problematic for families.

Committee members suggested that the Department and the HSCRC do a joint presentation to the appropriate legislative committees during the early part of session on various aspects of the program and the issues.
Community First Choice Update

Mr. Mark Leeds, Director, Long Term Care and Community Support Services, gave the Committee an update on the Department’s current efforts regarding Community First Choice (CFC).  The CFC program is one of the programs within the Affordable Care Act that provides states an opportunity to further their rebalancing efforts. 
 This program is specifically intended to provide person-centered home and community-based services and supports.  As an incentive for states to pursue this there is enhanced federal matching funds available.  In Maryland, services under this program are reimbursed with 56% federal matching instead of 50%.  The program is open to individuals who are eligible for Medicaid either through one of our own home- and community-based waivers or community eligible for Medicaid.  It does require that the individual meet the nursing home level of care.  This was not made clear to us when the program was first proposed and CMS has clarified for the Department that this is required for participation in the program.  That would apply to all of the individuals receiving personal care/attendant care services through the Living at Home and Older Adults waivers.  It applies to many but not all of Medicaid participants in our state plan personal care program at this time.  

The way we are intending to pursue Community First Choice is by looking at the services that are eligible for coverage under CFC.  The overwhelming majority of the services that we provide for waivers will be covered.  The one big service that would not be covered would be assisted living services under the Older Adults waiver.  The Department’s intent is to keep them in the waiver and maintain their eligibility for the services.  All waiver participants, in addition to the waiver services, are eligible for all state plan services and as a state plan option we would cover this as an entitlement.  
The increased federal match will allow the Department to pay for improvements to the program and make rates consistent across programs and fund services currently not available to state plan participants.  Currently we pay different rates under different criteria for individuals in the Living at Home verses the Older Adults waiver.  For state plan participants it is important that we make this transition as seamless as possible.  The will offer more services and opportunities to consumer-direct their services and build in opportunities for people who want to keep their providers in the CFC program.  

The Department is now working on the details like developing regulations, rules and policies through an implementation Council that began meeting in January 2012.  The Council is a small consumer-lead group that currently has 2 consumer openings.  The Department is accepting applications for these vacancies until October 7, 2012.  Consumers must be individuals who are receiving Medicaid coverage and personal care services through one of our programs.  This Council will vet all of our policy and regulation decisions.  We are writing the state plan amendment that we hope to be submitting sometime this winter with an implementation date sometime in the second part of 2013.
Bedhold Update

Deputy Secretary Chuck Milligan reminded the Committee that during cost containment discussions last year we talked about eliminating payment to nursing facilities to hold beds when a resident went to the hospital.  The funding was cut in the budget for FY 13 on July 1, 2012 so we are no longer paying for empty beds at a nursing facility.  There were several issues that have come from this.

The issue is the facility’s right to charge the family privately to hold a bed.   Questions came from the facilities asking how they are going to interpret and enforce all of that.  Others felt like the facilities were taking advantage and charging a lot of money.  The Department, with others, has been working on this issue.  The Department sent out a memo last week addressing this.  Facilities have to have written policies and procedures about this.  These policies and procedures have to be presented at the time of admission and at the time of transfer to the hospital.  There are no requirements or restrictions on what can be charged to hold a bed.  A facility can choose not to charge and many don’t for a short term stay in a hospital.  The Office of Health Care Quality, industry representatives and Medicaid staff are working on how to communicate this and how to ensure compliance with these rules.  In July there were a lot of complaints about families being asked to pay private pay rates to hold a bed.  The industry self-policed and got this under control.  The Department has not been receiving those complaints in the past several months.  This was an unintended consequence but there has been a huge collaborative effort to manage the balance between the best interests of the families, facilities, the consumer and the regulatory structure.
It is important to note that a resident that goes into the hospital does have a right to return to their facility and have access to a bed in that facility after their hospitalization should there be an appropriate bed available regardless of whether payment for a bed hold has been made.  One of the reasons this was recommended as a budget action is because facilities are running on 89% occupancy and in virtually all cases there is an available bed when they leave the hospital.  The issue is if there will be a bed available in that room with that roommate they had before they left the facility.  Federal rules provide that residents have rights when they return from the hospital.  Committee members suggested that regulations be developed to address this issue.
FY 2014 Budget

The Deputy Secretary informed the Committee that there are some Health Care Reform related elements that are going to be a part of the Department’s budget development this year.  Health reform implementation is going to happen half way through State FY 14.  So when that budget goes to the Legislature and the Governor to consider in January, half of the budget is old world and half of the budget is new world.  There are 4 areas of cost savings in the FY 14 budget that are directly related to Health Care Reform.
1) The Primary Adult Care Program (PAC) will provide full Medicaid benefits for those individuals and that becomes 100% federal money because the childless adult in the PAC program qualifies as expansion eligiblies.  All of the money we are now spending for the State share of PAC will become federal expenditures.
2) Reducing Medicaid eligibility for pregnant women from the State’s current level of 250% federal poverty level (FPL) to the federal mandated level of 185% FPL, because pregnant women above that qualify for full insurance in the Exchange.  So Medicaid does not need to be their source of coverage.

3) The State has had a Family Planning program that has recently changed with legislation.  Family Planning is a limited benefit package and the women who qualify for that package are going to qualify for full benefits in the Exchange.  

4) In Medicaid we have a Medically Needy eligibility group.  This is a group whose health care cost is so high that they qualify for Medicaid because their net income is low and they have high health care costs.  If we eliminate coverage for people who are medically needy by virtue of hospital bills, they should have coverage in the Exchange so they are not uncompensated.  

All of these programs will be subject to discussion this session and in the budget development as areas of savings on the Medicaid side because of the availability of coverage in the Exchange.  

There is a national publication called Health Affairs and it asked a Medicaid Director from a state that was going to do the Medicaid expansion to do a blog entry about why they are doing the expansion and another state that is not going to do the expansion why they are not.  Maryland was the pro-expansion and South Carolina was the state not doing the expansion.  The article was published in mid-August.  The pro-expansion piece spoke about PAC itself being a savings to the state on an annualized basis of about $100 million a year.  We will not see that in FY 14 because health reform will only be implemented for one half of that year.  

Continuity of Care White Paper

Mr. Aaron Larrimore, Health Policy Analyst, Planning Administration, informed the Committee that at the end of the month, the Continuity of Care Committee of the Exchange meets and this white paper will guide some of that Committee’s deliberations (see attached power point presentation).  

State Medicare Waiver and It’s Relation to Medicaid

The HSCRC Waiver is at risk of failing the test soon.  The test is based on the long term trend of Maryland’s charge per case against the national average.  We are about to cross over the line where the trend in Maryland will be higher than the national average.  There has been a lot of discussion in 2012 moving forward with a lot of delivery system reform that is trying to get more services in community-base care.  How do we as a State construct a waiver that fairly reimburses hospitals but does not financially reward readmission and too much utilization on the hospital side.  The goal is to get a concept together and submit a proposal to the Center for Medicare and Medicaid Innovation (CMMI) soon.  Discussions have been active and engaging and there has been conceptual agreement on both sides.

There are a few dynamics that are driving up volume and utilization of hospital outpatient services.  One of those trends is hospital outpatient clinics are hiring more physicians who are closing their private practices and becoming salaried at hospitals.  What hospitals tell us is that physicians initiate those conversations because it’s hard to make a go of it and they appreciate having that infrastructure around them.  It does drive up cost to payers because we not only pay the professional fee to the doctor for the visit we also end up paying a hospital facility fee.  Chapparelle at Carefirst has said publically is that they are seeing 18% per year growth in hospital outpatient costs.  Medicaid is also seeing double digit hospital outpatient costs as well.

The other trend that we are seeing is a lot of growth in observation stays that are billed through the emergency department.  Sometimes when a person goes to the emergency room (ER) they are kept for observation to see how they are doing.  That is considered an outpatient encounter.  What is happening now is that the length of those observation stays is now approaching 72 hours at a much higher percent.  The cost for an ER visit that is 72 hours is very high.  That has been billed through the ER charges, not outpatient clinic charges.  The HSCRC has clamped down with a waiver on short stays and what has happened is what used to be one day stays, inpatient stays are now becoming long observation stays.  That is outside the waiver test.  One of the things that Medicare has done that Medicaid has not yet done is to say we are not going to pay beyond 24 hours for an observation stay.  If the stay is more than 24 hours and the person has a bed, then that is an inpatient stay.  One of the things we are going to be talking about in budget conversations as they go through session next year is whether we should stop paying for observation stays that exceed 24 hours. 
The MCOs say the most troubling increase in length of observation stays happens when a woman presents for delivery, the labor portion is considered observation and the delivery portion is considered after the birth.  The MCOs are seeing they are getting billed through the ER for the time the woman is in labor and then getting billed for the delivery at the regular inpatient delivery charge.  HSCRC staff is recommending a change in the volume adjustments.  If you get a marginal extra visit, you only get half of the revenue for that extra visit and if you have fewer visits you only lose half the revenue.  The Commission will be voting on that in October.  

Waiver, State Plan and Regulation Changes

Mr. Mark Leeds reported that there were two state plan amendments approved and one new state plan amendment has been submitted on Oncology Centers that also reflects the regulation that is final and has been adopted.  The other regulations on the document are pending.  There has been no activity on waivers at this time (see attached reports).
Public Mental Health System Report
No report given this month. 
Public Comments

Ms. Stephanie Scharpf from Jai Medical Systems gave public comment regarding one of the new dental regulations.  Ms. Laken Laird gave verbal and submitted written comments on issues concerning the HIV/AIDS population.  Ms. Eileen Bennett, Chair, National Association of Local Long Term Care Ombudsmen and  Ms. Gayle Hafner of the Maryland Disabilities Law Center gave verbal and submitted written comments on bed-hold funding elimination.  
Adjournment

Mr. Lindamood adjourned the meeting at 3:10 p.m. 
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