MARYLAND MEDICAID ADVISORY COMMITTEE

         
DATE:

Thursday November 20, 2003

TIME:

1:00 p.m. - 3:00 p.m.

 LOCATION:

Mercy Medical Center, McAuly Rooms 1&2




Baltimore, Maryland  

******************************************************************************

REMINDER:  THERE WILL BE NO DECEMBER MEETING
AGENDA
I. Call to Order and Approval of Minutes

II. Annual Update on Quality Assurance for HealthChoice 
III. Report from Other HealthChoice Committees

(
Dr. Goodman for the Oral Health Advisory Committee

(
Dr. Shubin for the REM Medical Review Panel


(
Ms. Doyle for the ASO Advisory Committee


(
Ms. Thomas for the Special Needs Children Advisory Committee

V. 
Public Comment 
  

 VI.
Adjournment

Date and Location of Next Meeting:  Monday, January 12, 2004

   Miller Senate Building

   President’s Conf. Ctr, West II

   Annapolis, Maryland

Staff Contact: Carrol Barnes - (410) 767-5806

Committee members are asked to call staff if unable to attend 

MARYLAND MEDICAID ADVISORY COMMITTEE

MINUTES

October 23, 2003

MEMBERS PRESENT:

Ms. Cynthia Demarest

Ms. Lori Doyle

Ms. Frances Knoll

Virginia Keane, M.D.

The Hon. Delores Kelley

Mr. Kevin Lindamood

Ms. Lynda Meade

Frances Phillips, R.N.

Jacqueline Rose, M.D.

Charles Shubin, M.D.

Ms. Josie Thomas

Mr. David Ward

MEMBERS ABSENT:

Ms. Gisele Booker

Mr. Michael Douglas

The Hon. John Hafer

The Hon. Mary Ann Love

Ms. Barbara McLean

Mr. Peter Perini

Harold Goodman, D.M.D.

Mr. Mark Levi 
Mr. Miguel McInnis 

Mr. Kevin McGuire

Mr. Thomas Myers

The Hon. Shirley Nathan-Pulliam

Ms. Ruth Ann Norton

Ms. Irona Pope 

Ms. Kate Tumulty 

DHMH STAFF PRESENT:

Alice Burton, Office of Planning and Finance
Sam Colgain, Office of Health Services

GUESTS:

Irene Lumpkins, BCHD

Sharon Crenchaw, Yellow Transp.

Gale Hafner, MDLC

James Hake, CMS

Cheri Gerard, DBM

Patricia Rutley-Johnson, DHMH

Vanessa Worsham, RN

Lawrence Johnson, M.D., PCC

Susan Steinberg, MHA

Whitney Obrig, AIDS Admin.

Carol Fanconi, ACY

Traci Phillips, MHA

Josie Ogaitis, DHMH

Cynthia Carpenter, DHR

Mychelle Farmen, M.D.

Mike Grost

Maryland Medicaid Advisory Committee

October 23, 2003

Call to Order and Approval of Minutes

Ms. Lynda Meade, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 3:05 p.m.  The Committee approved the September 25, 2003 minutes as written.

Update on Medicaid Reports 

Ms. Alice Burton, Director, Planning Administration, gave the Committee an update on three Medicaid reports:  the physician’s fee report, the dental report and the Medicaid Modernization bill that the Committee requested information on.
Physician’s Fee Report

The physician’s fee report was a result of the work of the MMAC and a change in the law that requires the Department to compare the Medicaid fee schedule annually to Medicare.  Before the last big physician’s fee increase done in July 2002, Medicaid rates were about 33% of the Medicare fee schedule.  After the increase, which was done for evaluation and management services, the fees grew to 61% of the Medicare fee schedule.  Today Medicaid rates for evaluation and management are approximately 79% of the 2003 Medicare fee schedule.  Evaluation services are primarily office-based services and no procedures are included in evaluation and management.  

Senator Kelley asked what the Department was doing in the area of pediatrics where you don’t have any matching services to the Medicare fee schedule.  Senator Kelley suggested that where there is no equivalent Medicare service, something should be done on an annual basis.

Ms. Burton stated the Department matched all of the Medicare fees to those on the Medicaid fee schedule and there was an 80% match of the different procedures.  For services that don’t have a Medicare matching fee, the Department was not able to evaluate how those fees compare to Medicare.  The original legislation asked that the Department develop a plan to monitor fees on an annual basis.  In that first report the Department looked at where Maryland stood in relation to the Medicaid fee schedules of other states.  At the time of that report, a couple of years ago, the Department made the recommendation that the most feasible thing to do on an ongoing basis was to compare our Medicaid fee schedule to the Medicare fee schedule.  Periodically the Department should certainly look at other states. For other procedures, the Medicaid fees in 2002 were approximately 37% of Medicare.  Medicare fees have changed and we are currently at 36% of the 2003 Medicare fees for other procedures.  

There is a new section in this legislative report that addresses trauma center payments.  During the last legislative session, a bill was passed to create a trauma and emergency medical fund that is financed by an assessment on motor vehicle registrations.  These funds support physicians providing services at trauma centers.  The concern is uncompensated care because people are uninsured or underpaid care in trauma centers because of the low Medicaid fee schedule for those non-evaluation and management type services.  For services that are identified as trauma related services provided by specifically identified providers in a trauma center, providers are paid 100% of the Medicare fee schedule.  This fund is being managed by the Maryland Health Care Commission and the Health Services Cost Review Commission.   Medicaid’s role is processing and ensuring payment is made.

Dental Report

The dental report, which has been generated for the past five years, provides a substantial amount of utilization information.  What is different in this report from past reports is work with the Department’s Office of Oral Services and looking at not just Medicaid dental issues, but dental issues within the Department of Health as well as across the state.  The report looks at some of the initiatives that are funded and supported by the Office of Oral Health.  It also talks about the annual oral health plan which, when developed several years ago, was very Medicaid focused.  Currently the Oral Health Advisory Committee (OHAC) is re-examining that plan and will add other things that need to happen to address dental issues.  The hope is the OHAC will become more active in linking the Medicaid and Public Health goals of recruiting more dental providers to participate in Medicaid.

The report looked at health plans and how they perform in providing dental services to children ages 4-20 years old and there has been a steady increase in providing dental services.   In calendar year (CY) 2002, 34.5% of children got in to see a dentist at least once.  Before HealthChoice, we were at 19.9% so there has been an increase, however, that increase leveled off in CY 2001with the number being 33.6% with very little growth in the last year.

Senator Kelley asked if there was comparative data across MCOs.

Ms. Burton stated the Department has that data; however, it is not included in this report. There are some MCOs that have gotten close to the 40% goal with the lowest being 27% so there is some variability in terms of MCO performance.  There are a lot of issues surrounding where these numbers come from.  This report does provide some information on geographic access to dental services.  We continue to see some of the rural counties having a higher level of access to dental services.  Approximately 24% of children in Baltimore City get a dental service, whereas in western Maryland the number is 34%.  Garrett County has approximately a 40% rate.  There is some county variation there and it is suspected that this is due to a very active health department and active public health programs in those areas. We are hoping that improving our linkages with public health will enable us to see some changes in the city.

Ms. Phillips stated that aggregate numbers are okay, however, a case was brought to her attention where a child with United Health Care had been trying for over 17 months to get authorization for orthodontia through her dental benefits provider.  In 17 months this family never got a formal denial so was unable to exercise their right to due process.  The local health department (LHD) got involved when contacted by a state delegate.  The LHD ombudsman made 12 telephone calls going through the provider network to try and find a second orthodontist.  The second orthodontist who would see this child was 100 miles away in another county and it took 3 months to get an appointment.  The child went to the orthodontist and was examined and had x-rays taken, but was told two weeks later that there was no opinion because the x-ray machine was broken and the doctor couldn’t render an opinion.  The child has been with a deformity all of these months which has gotten progressively worse.  This case has fallen through the cracks and continues to fall through the cracks.  It is okay to look at numbers, but when you look at individual cases there are some major systemic problems.  Ms. Phillips wanted to know who she should talk to at the MCO to get this situation resolved.

Ms. Burton stated that the Department is not implying that 34.5% is good enough.  Overall, in looking at the numbers, things are improving and good things are happening in the aggregate.  Ms. Burton advised Ms. Phillips to go to United Health Care’s Executive Director with this case.

Dr. Keane echoed the concern with dental access and reported that her patients cannot get dental appointments in Baltimore City.  This is even worse for children with special needs who cannot tolerate a regular dental exam or require extensive reconstruction and need to be anesthetized.  There are only two places in town that will do this for special needs children and neither one of them is scheduling patients right now.  The difference between the days of 19.9% and today is back then we were not actively sensitizing families to the need for dentistry and now families are trying to access dentistry more.  These increases in the numbers may have less to do with systems improvements than with families working harder at getting services.

Ms. Thomas stated she feels the numbers in western Maryland are deceptive because they probably represent your typical kids and not kids with special needs.  We have families that cannot get dental care for their special needs children and are trying to negotiate with agencies to do satellite clinics.  The families should not have to be the creators of the service.

Senator Kelley stated that if within existing statue and regulation we are not able on a case by case basis to impose sanctions, the Department needs to tell her the specifications of what they need.  With cases as horrific as these, there ought to be a sanction.  In a case like this the Department should have the ability to have someone provide the service fee-for-service when it reaches a certain level of appeal.  

Ms. Burton stated she did not know the answer to that and would have someone from the Department report back on what authority the Department has to sanction or address issues case by case.

Mr. Lindamood asked what the Department has done thus far to improve the numbers and what could the Department do more of to address these concerns.  

Ms. Burton stated there has been a huge amount of focus on dental and with that came numbers and reporting.  This brought MCO executives to the table and emphasized that this is a priority and the Department will be sanctioning MCOs on their overall performance.  The Department sanctioned all of the MCOs in CY 2001 and 3 MCOs are currently tied up in the Office of Administrative Hearings and Appeal.  The 2002 data is just becoming available.  

Ms. Doyle stated she thought there was additional reimbursement put into dental to increase the rates.  As a result of that, there should have been a change in behavior on the part of MCOs.  Was it enough and are we getting a return on the investment.

Ms. Burton stated that not only has there been attention to the issue, there has been money to follow that attention.  In 1997 we spent $2.7 million on dental services and in 2002 we paid $40 million to the MCOs for dental services which was the height of our funding for dental.  

Dr. Shubin stated that in the proposed regulations reviewed with the Committee last month, there is a 40% minimum and 70% goal for dental.  The current 34% means all of the MCOs will be sanctioned because there is no practical way that they can acquire enough dentists to get them to the 40%.  Dr. Shubin pointed out there is a mechanism in the current grievance process where the state can order that care be delivered and paid for and the MCO docked.  If you look at the hotline numbers today, there are very few complaints about access.  There are lots of horror stories, but very few of them are registered through the official process.  Is it because people don’t think the process will work or is it because people don’t realize there is a process they can trust.  There is a grievance process within each MCO which is reviewed by the state, but it will not work if no one complains and activates that grievance process.  

Dr. Keane stated she has picked up the telephone and called the hotlines and is often put off by them and directed to call someone else.  

Ms. Thomas added that not only does the consumer have to know about the hotline, they have to know how to call it as a consumer which is a whole different issue.

Ms. Meade asked if the Department looked at foster children.

Ms. Burton reported that foster children have better access to dental services than some of the other eligibility groups.

Ms. Phillips added that the Department needs to be more vigilant with enforcing the regulations.  It is not a resource question, but a question of enforcement.

The other information reported on in the dental report is restorative data.  It is one thing to look at access in the aggregate, but we also look at whether children are having their restorative needs met.  The increases in restorative services are similar in that 10% of children are getting restorative services today as opposed to 6% in 1997.  

Medicaid Modernization Act

The Medicaid Modernization Act, HB 762 from last years legislative session stated the Department should review various programs and look at ways for consolidating programs for adults and streamline eligibility.  The Department has looked at some of the commonality in the eligibility process.  Last year the Department provided pharmacy assistance through a Medicaid waiver for adults up to 116% of federal poverty level (FPL).   There was some expansion of that program to individuals in the Medicare program.  It turns out there are other programs that use pharmacy assistance as an eligibility criteria.  The Maryland PrimaryCare Program provides primary care services to a subset of individuals on the pharmacy assistance program.  They serve about 8,000 people.  Mental health services use pharmacy assistance as an eligibility guide.  There were other programs that did not use pharmacy assistance as an eligibility guide, but the Department was able to track how many people were served by both.  For the individuals that are on pharmacy assistance, there are about 3,000 that are also getting alcohol and drug abuse services.  The idea is to create an adult primary care network, collectively provide these services, streamline eligibility for those services and expand primary care services to a larger group of people.  The Department has submitted a waiver proposal to CMS to consolidate those programs to one eligibility process and expand primary care services for the individuals on pharmacy assistance.  For an individual on pharmacy assistance that does not have Medicare and no other benefit package; they would now be able to access that coverage.  There are some programs where the eligibility process is more broadly based and those programs would be unchanged.

Senator Kelley asked what feedback the Department was getting on proposed regulations for specialty pediatric services.  Senator Kelley stated it can take up to six months for a child to get specialty services.  The regulations seem to be making things worse rather than better.  

Dr. Keane added that last month when the proposed regulations were presented to the Committee by the Department, the Committee indicated that there had to be specific language in the regulations regarding pediatric networks.  The Committee would like to know if there has been any response to that recommendation.  Ms. Burton stated she would find out if the regulations were changed.

Mr. Lindamood asked if the Department has a sense of the targeted numbers of enrollees for the primary care extension waiver and what the timeline of the waiver approval may be.  

Ms. Burton responded that there are about 25,000 people on pharmacy assistance that don’t have Medicare coverage and that is the targeted population.  About 8,000 already get primary care and approximately 17,000 individuals would be receiving the new benefit and there would also be a woodwork effect.  The proposal was submitted last week to CMS and the Department has not received any feedback yet.

Ms. Meade stated that Mr. Levi contacted her with a concern.  In October a $2 co-pay was added for prescriptions and apparently the patients were not notified.  This has caused a lot of confusion and the pharmacists had to deliver the information to the patients.  Mr. Levi asks why the recipients were not informed of this change and secondly he suggests the Department institute a policy that if something like this occurs, you have to let recipients know of these changes in advance by requiring that the state or MCOs do the notifying.

Ms. Burton asked if he was commenting on the fee-for-service co-pay or the MCOs now being able to charge co-payments effective July 1, 2003.  Ms. Meade stated she suspected it was the MCO co-pay he was concerned about.  

Ms. Demarest stated there was some confusion between Maryland Health Partners (MHP) for some of the mental health drug changes and the MCO co-pay changes starting at the same time.  Not all MCOs are implementing a $2 co-pay for adult services and that is why the state did not do a mass mailing to all of the enrollees.  If the MCO were to have implemented a change, the pharmacy benefits manager should have been notified as well as the pharmacies and enrollees.  

Ms. Burton stated she would have someone provide information on notification at a future Committee meeting.  

Transportation Update

Mr. Sam Colgain, Deputy Director, Long Term Care and Community Support Services Administration, gave the Committee a brief history and overview of the transportation program.  In 2000 the Medicaid Program was reorganized and transportation is now administered by  the Division of Community Services.  Maryland Medicaid has four transportation programs: 1) Ambulance services for individuals who are both Medicare and Medicaid eligible, where Medicare co-pays and deductibles are paid for by Medicaid, 2) transportation services under the Individuals with Disabilities Education Act where the Department reimburses for the transportation of school children from the school setting to the medical service and back, 3) Emergency Transport services which pays a fee to the respondents of 911 calls and 4) the Medicaid Transportation Grants program which is a shared ride scheduled service.  There are also a number of other players in the field of transportation and the Department often gets blamed for some of the issues with regard to transportation that plague those other players.  The Department of Transportation’s Mobility Service is one of those other players.  Mobility often provides services to Medicaid recipients, consequently, the Department is held accountable for many problems actually attributable to Mobility.  It is important to understand and know the Department has very little control over how the Department of Transportation addresses those issues. 

Before 1993, the Transportation program operated as an optional Medicaid medical service.  In 1993 the structure of the program was changed and went to an administrator/manager model.  The Department started working with the local subdivisions by providing them grants to actually administer the program for the State at the local level.  That administrative change cut the cost of the program in half and allowed the program to be much more efficient and also cut down on fraud and abuse.  In 1997, that change was recognized by the Community Transportation Association of America as one of the best practice models that Medicaid programs should look at when trying to reform their transportation programs.  

How the grant works is as follows: the recipient calls the grantee in the local subdivision  (most commonly the local health department).  The grantee most likely sub-contracts for the actual provision of the service, which is the case for all but two subdivisions.  The grantee is responsible for the intake and screening, although in 10 subdivisions the intake and screening is also contracted out.  The grantee is responsible for ensuring service provision, the quality of service and cost control.  The scope of the service covers all Medicaid recipients who do not have restricted eligibility such as Qualified Medicare Beneficiaries.  This grant program covers: 1) transport to and from scheduled medical services, 2) returns from hospital emergency rooms, 3) returns from hospitals and, 4) transfers between hospitals that are medically necessary.  The bulk of the services are scheduled shared rides provided Monday through Friday during normal business hours.  It is a curb to curb, door to door schedule that requires at least 24 hour advance notice for scheduling, but if that is not possible, the county tries to work with the recipient.  

In 1997 the cost of transportation was just under $13 million and in FY 04, it is expected to be almost $24 million.  In the last couple of years, the Department has tried to address quality and consumer satisfaction issues.  The Department started a process working with locals to survey consumers for their input on satisfactions.  This is usually done by telephone survey or mail survey.  One jurisdiction uses quality assurance advocates, in essence, “shoppers” who represent themselves to be consumers and report back on their experiences.  The Department began collecting satisfaction survey data in 2003.  Some of the preliminary findings show there are 14 counties that have completed the survey and got responses, 5 counties that were not able to get a survey out and 5 counties that used non-standard questions on their survey.  The Department did not mandate the survey format for the counties, but required a core set of common questions so there could be some commonality between the data collected.  Of the 14 counties that completed the survey, 1500 surveys were issued and just under 600 returned which is a 38% response rate.  Counties that completed the survey included Anne Arundel County, Baltimore County and Howard County so there are some metropolitan areas represented.  This process is not complete and data is still being gathered and analyzed.  

Ms. Doyle asked if there were questions in the survey to tease out transportation being provided to persons with disabilities.  It seems a lot of the problems with transportation are related to those with disabilities.  

Mr. Colgain stated there was no effort to target particular subgroups within the sample.

Dr. Shubin pointed out that these questions are being asked of recipients, all of whom have had to use the service.  They are being asked these questions by the provider of that service.  In administering these types of surveys in clinical practice, one must go way out of one’s way to make it clear that the survey is anonymous and that the service will not be affected by what they say.  People feel that if they are critical, that will interfere with their next ride.  The Department may want to consider whether they want the grantees to conduct the surveys in the future.

Mr. Colgain responded that the Department wanted to ask the user population, instead of the self selected sample of those who choose to complain, what the general satisfaction level was across certain domains.  This is an effort to get some baseline data in an attempt to identify areas for quality improvement projects.  The Department does not pay claims so there is no ability for the State to draw a random survey of consumers from paid claims so we have to work with the locals to some degree.  Note, however, that this is a work in progress and improvements will be made from lessons learned.
Senator Kelley applauded the Department’s initiative and suggested that the Department think about the entire universe of Medicaid recipients who are eligible and then administer those screening questions to begin to subdivide the population. With this survey the Department started with a subset to begin with that was not randomized and more than one method of administering the survey was done, so it is hard to tell what you’ve got. Also some jurisdictions like Baltimore City used non-standard questions.  These things kind of messed things up and maybe next time the Department comes back with more experience in this process.

Mr. Ward stated in the 1990’s his experience had been that persons who used ambulances under the Medicaid transportation service were using ambulances more like taxi services.  The consumer may not have needed an ambulance, but used it because the appropriate service was not available.  Mr. Ward asked if the Department was making any progress to curtail this practice.

Mr. Colgain stated the entire effort to go to a locally administered program was to match the service to the individual’s needs.  Services include ambulance service, wheelchair van service, sedan van service and even air transport between various medical facilities.  

Mr. Ward asked if the change to the use of local grantees has improved the cost and efficiency of transportation.  

Mr. Colgain responded that is has been more efficient and cost effective since moving to the counties from fee-for-service.  In 1991 the Department was paying $15.5 million fee-for-service, and in 1992 $16.2 million.  The next year, 1993 was a transition year where the Department paid part of the year fee-for-service and part of the year through the grant process.  In 1994, the first full year of grants, the cost was $8.9 million which was a direct result of putting counties in charge of the program.  

Ms. Phillips pointed out that counties have been providing transportation for almost a decade and have conducted many client satisfaction efforts.  This is the first statewide survey.  There are many counties that have rider action groups, issue riders their rights and responsibilities and a number for riders and providers to call when a ride is late.  So on the local level there is a lot going on because the local health department monitors and keeps documentation on the vendors with whom they contract and if they are not performing, there are sanctions imposed by the counties.  
Mr. Colgain stated the Department is not relying solely on the survey but also for the last two years the Department has been conducting on site visits to the county offices.  In the last year the Department has been reviewing County data to see what kind of complaints they are receiving and what the responses were to those complaints.  In quarterly meetings conducted by the Department, the best practices are shared amongst the counties.  
As a cost containment effort, draft regulations have been written to impose a $1 co-pay for each round trip provided by the transportation program.  These draft regulations are currently receiving comments from advocates and the counties.  In response to those comments, a meeting has been scheduled on November 6, 2003 with the local health officers and transportation grant managers to discuss alternative ways of achieving cost saving without imposing a co-pay.
Mr. Colgain reported the cost of transportation in Maryland is ranked 23rd in relation to other states and what they spend on transportation.

Dr. Shubin stated one of the problems that is consistently reported is crossing county lines and asked if there are any built in limitations on this in the system.  It is reported that many local grantee limit the ability of their contractors to transport patients across county line.

Mr. Colgain responded this issue does come up when transport is requested by a taxi that is only licensed to transport within a certain jurisdiction.  What usually happens is, the counties negotiate that and find a vendor who can actually provide the transportation.
Ms. Irene Lumpkins, Director, Baltimore City Health Department (BCHD) Office of Field Health Services reported that last year the BCHD provided 277,000 rides with an average of 1100-1300 trips per day.  One of the cross jurisdiction issues BCHD experiences is when a person wants to go from Baltimore City to Prince George’s County for a service that is available here in Baltimore City.  The regulations require transport to the closest appropriate provider.  If the person is seeing a specialist for a follow-up after surgery and the provider is in Prince George’s County we provide transportation.  When the service is non-specialized, BCHD does try to convince the recipient to use a service that is within the Baltimore City jurisdiction.

Ms. Lumpkins stated Baltimore City did not utilize the survey that was provided to them by the state because it was based on the cohort.  Baltimore City used the survey based on the patients needs and used the quality assurance advocates.  Ms. Lumpkins stated her unit is staffed with all medically qualified EMTs or higher and there are some nurses and health investigators.  When a complaint is received, BCHD sends investigators to look at what is going on.  The BCHD’s service is door to door and MTAs service is curb to curb.  The quality assurance advocates are scheduled randomly to ride.  At the end of the ride each way they fill out a form that captures data on such factors as seatbelt use, driver courtesy, etc.  When a review is not good, copies are sent to the vendor and they are asked to explain.  If they can’t explain, they don’t get paid.  It is built into the contract that if they are late they don’t get paid.  The only sanction BCHD has is to not pay the vendor when they are late or something goes wrong.  Ms. Lumpkins stated that she has been working with the transportation grant since 1993 and the only sanction that is really effective is to not pay for rides that aren’t executed according to the contract.  

The other thing BCHD has done is make the recipient responsible for their rides.  Individuals on methadone are transported outside of Baltimore city to Laurel and Eldersburg.  If they miss their ride three times in one month they come off the ride list for 60 days and they understand this ahead of time.  The ride must be paid for if they don’t call and cancel, whether they ride or not.  Although this is a service for which they are eligible, they have a responsibility in this process also.  Ms. Lumpkin reported there have been less than 2 people in the last seven months that have had to go back to their 60 days.  
In response to Mr. Perini’s issue regarding availability of  wheelchair accessible providers in his county (Washington County), Mr. Colgain reported that all counties in his area including Washington, Allegany, Garrett and Frederick have valid contracts with vendors who provide wheelchair accessible vehicles.  Mr. Perini also questioned whether the bulk of the spending was in Baltimore City.  Baltimore City makes up 34% of the transportation budget and Baltimore City, Prince George’s, Montgomery, Baltimore and Anne Arundel Counties constitute 70% of the transportation budget.  
Other Committee Business
As of October 15, 2003 there are 2,700 people on the registry for the waiver for older adults.  Not all persons on that registry are eligible for the waiver.

Senator Kelley stated there is a lot of concern with the way the Department is running the living at home waiver for adults with disabilities.  The nursing home administrators have been given control of the waiver process by not allowing people to move out of the nursing home without certain assessments.  If an individual leaves the nursing home to go into the community anytime during the month after the first day of the month, the nursing home gets the fee for the entire month and the community provider gets nothing.  It is becoming counterproductive to try and move into the community to the least restrictive environment.  

Mr. Leeds stated there may be access issues, but nursing homes get paid strictly on a per diem basis.  Mr. Leeds stated he would get an answer for the Committee on this issue.
Ms. Doyle stated that the mental health community is very concerned about cuts that are coming down in the mental health system.  There have been various proposals put on the table and the Mental Hygiene Administration has been very open with the provider community in trying to develop ways to implement these cuts.  
One of the proposals is a 10% cut across the board to adult, child and adolescent psychiatric rehabilitation as well as cuts to the outpatient mental health clinics which are already on the line.  These cuts will be very devastating to the system.  Unlike the MCOs and nursing homes, these are not cuts to increases, these are cuts to the base.  According to the Community Services Reimbursement Rate Commission, the provider median profit is now 1.1%.  There is no room, there are no cash reserves and there is nothing left.  In reference to Senator Kelley’s bill put into place a few years ago requiring a cost based analysis of health services, when you look clinic services there was only one CPT code in which the current reimbursement rate covered the cost of the service.  The mental health community has been working with Secretary Sabatini to look at ways to contain growth and cost.  When you compare the numbers from November 2001 to August 2003, there were 40,000 more adults and 12,000 more children added to the roles.  Approximately 13% of those individuals will come into the public mental health system for services.  The growth has been astounding.  The mental health community thinks there are ways to control growth and cost but it must be planned and done thoughtfully.  The concern is the Mental Hygiene Administration is under intense pressure to make those cuts yesterday.  If we do not consider the immediate and long term impact of across the board cuts this system is going to be devastated.  Ms. Doyle requested that the Committee keep a close eye on this situation and receive on-going feedback from the Department.
Ms. Phillips echoed Ms. Doyle’s concerns that across the board cuts do not proportionately assign the burden equitably.  That is the job of this Committee to look at how to do this equitably and ethically.  Ms. Phillips reported with some disappointment that she had contacted Dr. Ruth Faden, health ethicist and Dr. Gerard (Jerry) Anderson, health economist at Johns Hopkins.  Although they are very interested in coming to a Committee meeting to talk about a future with declining revenues and how to make planned cuts which, although painful, can be done honorably and with economic intelligence, they were unable to coordinate schedules around Committee meeting dates.  Ms. Phillips stated she mentioned this presentation to Secretary Sabatini who is very interested and would like to be a part of this presentation.
Ms. Meade stated that if the two can coordinate their schedules, the Committee can call a special meeting to accommodate their schedules.  The hope would be that this presentation be given earlier rather than later because some of those decisions are going to be made in the near future.  This meeting should be open to the public, policy makers, legislators and beyond those that serve on the Medicaid Advisory Committee who may also have to make some of those decisions.

Report from Standing HealthChoice Committees

There was no ASO Advisory Committee or Oral Health Advisory Committee report given at the meeting.  The REM Review Panel remains inactive.  
Special Needs Children Advisory Committee

Ms. Josie Thomas reported that the subcommittee to the SNCAC continues to work on developing materials and tools for families of children with special health care needs to try and address some of the communication issues.  There is a lack of understanding of how the system works and how to access services.  At last months meeting Secretary Sabatini addressed the group and spoke about the REM re-design but the committee didn’t hear much of anything.  There was an internal REM re-design committee meeting to which the SNCAC had no input and this is a concern for SNCAC members.  This will really affect the children and the committee does not know what is being proposed and will not know until the re-design is done.  

Ms. Meade asked if there has been any opportunity for the SNCSC to at least convey their thoughts to the internal committee.  

Ms. Thomas stated that the SNCAC has certainly done that but is not getting any information back from the Department.  It is very much a closed process.  Dr. Keane added that the previous process was very open and inclusive.
Public Comments

Ms. Carol Fanconi of Advocates for Children and Youth expressed concern about the specialist network and access to specialists across the state.  Her organization conducted a survey of the provider and MCO directories and the findings indicated a widespread shortage of specialists that they feel compromises patient access to care.  Ms. Fanconi stated her organization felt there should be standards, plans or accommodations for adequate specialists.  The Department has put together some specifications, but there is concern that there are no pediatric sub-specialists on this list.  Advocates for Children and Youth is asking that the Committee encourage the Department to delay these regulations and have a process where advocates, the public and the Department can work together.  In response to the transportation issue, if there is no access to a pediatric sub-specialist on the eastern shore or in western Maryland and the patient has to travel to the tertiary hospitals to get to those sub-specialists, transportation should be provided.
Dr. Shubin stated he went back to the regulations after speaking with Ms. Fanconi prior to this meeting and in the regulations the MCOs are responsible for ensuring that the patient gets the care that they need.  Dr. Shubin felt this is not really being looked at and spelled out the way that it could be.  Dr. Shubin suggested the Committee take a position and relay to the Department and the Secretary our concern that participants should get what they need and a process be devised to ensures that. 

Ms. Demarest pointed out that the state of Maryland requires that all MCOs submit a policy that says this is the MCOs policy for ensuring that patients are getting the appropriate specialty care if care is not available in the community.  The Department should have all of the MCOs policies that were approved and the Committee may want to request this information also.

Ms. Phillips stated the point is not to develop new policies, but to be vigilant in enforcing the policies that are already in place.

Dr. Shubin made a motion to ask the Department to develop a process where specialty care delivery is assured to patients who need it.  As an amendment to that motion, since there are already policies developed by the MCOs that are required for this, the Committee would like to review those policies at the same time we are asking the Department to ensure that it happens.  The motion and amendment was seconded and passed with a unanimous vote.
Adjournment

Ms. Meade adjourned the meeting at 3:15 p.m.







Respectfully Submitted








Carrol Barnes
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