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October 21, 2004

Call to Order and Approval of Minutes

Mr. Kevin Lindamood, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:15 p.m.  The Committee approved the September 23, 2004 minutes with a minor typographical change.  

Other Committee Business
Mr. Lindamood stated there were several changes to the agenda, the first being the addition of a Mental Hygiene Administration update and some outstanding issues from the September meeting.  In response to concerns the Committee raised over documents circulated by the press at the last meeting, Mr. Folkemer agreed to engage in a general discussion regarding how the Department arrived at the content of those documents.  Mr. Lindamood provided copies of the document to Committee members for their review.  Last month Committee members expressed that they would like to be more useful to the Department as they have these very difficult discussions, react to what we have and be proactive as we move forward.  At the end of last months meeting there was discussion about having a standing Committee representative on the Managed Long-Term Care CommunityChoice Advisory Committee who would report back to the Medicaid Advisory Committee at our monthly meeting.  
Mr. Ward stated that he’s never seen a document that has upset so many people across the State from all walks of life and different advocacy groups.  There has been a lot of flack coming from the proposed budget cuts that were in the paper, including legislators who are upset as well.  

Ms. McLean stated that it might be helpful to the Committee if Mr. Folkemer reviewed how conclusions reached in the document were made.  Ms. McLean stated she went through this budget process for her agency as well and there is a standardized document with a series of questions that are exactly the same for every agency.  It is a paring down kind of mechanism that gets you to these items and they aren’t necessarily choices at this point and there will be a lot of discussion before any big decisions are made.  

Mr. Folkemer stated that the Department went through the strategic budgeting exercise that largely looks at what programs are less necessary than others, how to improve efficiency and how an agency can better operate and came up with some ideas.  However, the Department could not get near a 12% reduction using the strategic budget process.  We then identified where the State had the authority to make changes that are not mandated by federal statute.  
Ms. Doyle stated that she keeps saying that looking at where we can cut is only one side of the equation.  The other side is raising revenues.  There are other things the State can do to offset having to make these kinds of cuts like stretching out Thornton or a tax package.  If we say the revenue picture cannot change, we are going to be stuck with a list of cuts.

Mr. Ward suggested that the State find another way rather than cut 12% from the Department of Health and Mental Hygiene.  There are other places within the State that can be cut that would not be harmful to so many different people.

Mr. Folkemer stated it was very appropriate for the Committee to make this type of recommendation.  It is obvious that there will not be a 12% cut from the total budget and the Governor is going to have to make choices from different recommendations and different options from each Department, more from some than others.  It is appropriate for the Committee to say that health for the most vulnerable people in the State is a higher priority than some other things if you feel this way.  
Mr. Ward added that it is not only the Committee that feels this way, but legislators, advocates and other stakeholders as well.

Ms. Imhoff stated that if the Committee is going to make a recommendation, in order to be taken seriously as an Advisory Committee, we must pay attention to what the statutory parameters of our recommendations should be.  The recommendations should be worded very carefully and stay within those parameters.  
Mr. Lindamood stated that there has been a recommendation from several Committee members to write a letter. 

Ms. McLean stated that the Committee would be most helpful if we looked at the list of proposed cuts and identified what our suggestions would be if the Department had to make cuts.  This is the hardest thing to do but if we really want to be helpful to the Department, that would be the thing to do.
Ms. Doyle stated she agreed theoretically, but when it comes down to saying what those actual cuts would be, it is difficult. Out of $480 million in cuts, 8 million is coming from mental health where we just recently took a 10% cut.  So from the mental health side, none of these cuts can  really be done.    

Dr. Shubin stated this document indicates that you will ask doctors to provide uncompensated care which they are already doing now.  We know that they are being underpaid and what will happen is it will cost the State in other ways when patients seek care from other sources that can absorb the uncompensated care like institutions.  This is not a practical answer.
Dr. Shubin stated that he had to make a special comment on the sexual assault situation because that law did get changed to include child sexual abuse.  The problem is not a medical or health care issue but a forensic issue.  You can propose taking it out because the Health Department can argue it doesn’t belong there.  
Dr. Shubin stated that many of the programs indicated here are optional like the Maryland’s Children’s Health Program (MCHP).  The State elected to do this and did it well.  We are able to insure virtually all of the children in Maryland and we are seeing good things from this program like higher utilization rates.  It is going to be difficult to cut this program.  When you talk about cutting programs you automatically go to the big ticket budget items like MCHP that costs several hundred million dollars.

Ms. Tumulty made a motion that the Committee draft a letter to be sent to the Secretary stating that the 12% cut from the DHMH budget is not recommended by this Committee and we urge other alternatives be explored.  As a committee we have examined the proposed cuts and feel they are ill advisable and will not save the money that the cuts are intended to.  The motion was seconded and approved by unanimous vote.
Mr. Lindamood stated he would put together a draft letter for the Committee to review.

Ms. Doyle stated she heard there may be a movement on foot to eliminate the medical loss ratio requirements under HealthChoice which is the money each MCO is required by law to spend on direct patient services.  Ms. Doyle asked what the Department’s stand on this issue. 
Mr. Folkemer stated the Department recently submitted a joint chairmen’s report on this issue and have testified before a couple of committees on the Department’s position.  Mr. Folkemer reported that the law states that the Department may take some kind of financial sanction against MCO if less than 85% of the payment to them is for direct medical care. We think that sanctions as well as bonuses should be based on quality and not percentage of dollars going for direct care.  Mr. Folkemer stated that he would send the Committee a copy of that report.  He added that the Department did not recommend changing the law in this report.  

Ms. Doyle stated that she has raised this issue before and it has come to her attention again about suspending Medicaid eligibility as opposed to disenrolling people from Medicaid when they are either incarcerated or in an IMD or state hospital.  This is becoming a real problem for people who are getting discharged from state hospitals without enough somatic medications.  The hospitals are being asked to discharge the patients with at least a 60 days supply of medications, but they never do.  Once out in the community, the patient runs out of medications in approximately one week and the state hospital will not write a prescription because they are no longer in the hospital and the community psychiatrist won’t write a prescription because they are not Medicaid eligible.  I takes approximately 45 days to get Medicaid eligibility reinstated.  

Mr. Folkemer responded that this is something the Department is trying to do.  It would be a major change to the system, but it is being explored.     
John Krick, PhD, Director, Office of Epidemiology and Disease Control and Greg Reed, Program Manager of the Center for Immunizations came to the Committee to address concerns regarding flu vaccines.  Mr. Reed informed the Committee that Maryland was informed along with the rest of the country on October 5, 2004 that one of the two major manufacturers of the influenza vaccine for the United States market, Chiron Corporation, was not going to be able to distribute any of their 46 million doses of flu vaccine to the country.  This has impacted everyone in both private and public health in terms of flu planning for the coming season.  The combined total of vaccine that the U.S. market is expecting between Aventis Pasteur, Chiron and MedImmune, which is a local Maryland company, was about 100 million doses.  With the removal of Chiron we are now looking at 61 million doses for the entire country.  In response to that, all of the plans that the federal government, states and local municipalities and hospitals had were discarded.  The Center for Disease Control and Prevention (CDC) met with their advisory committee and developed a list of recommendations about who should now be prioritized in order to receive the vaccine.    Maryland’s plan to address this shortage has revolved around several phases.  We have worked with the local health departments (LHDs) to identify which LHDs were scheduled to receive Chiron vaccine and Aventis vaccine.  The preliminary analysis indicated that there were 6 LHDs that have ordered directly from Chiron.  Other LHDs shared their shipment of vaccine with LHDs that were scheduled to receive none.  This reallocation plan is ongoing.  The Department has been in contact with the 49 acute care facilities and conducted an initial survey amongst them in conjunction with the Maryland Hospital Association.  An analysis of that survey indicates we have about 18 of those facilities that also had no vaccine.  We encouraged MHA and the hospitals that had vaccine to voluntarily reallocate vaccine to those 18 facilities that had none or very little.  Information went out to LTC facilities to communicate with the LHDs to indicate how much vaccine they had and how much was needed as well as the priority recommendations from the CDC.  DHMH Secretary McCann and Mr. Reed met with the Senate Committee on Environmental Health and briefed them and have spoken to the press and conducted several interviews.  The Department also met with the various clinical directors from the 15 state facilities and did an assessment of their supply and needs.

The important thing to remember is, 90% of the flu vaccine given in Maryland is given by the private sector.  The public sector only gives about 10%.  The Department has had communications with MedChi, AAP, AAFP to communicate the priorities during this current shortage.  The Department has also had communications with all Vaccine for Children (VFC) providers.  Before the shortage began, the VFC program had already begun to receive flu vaccine shipments.  Presently, the VFC has approximately 50% of the total vaccine the program was expecting.  We are still waiting word from Adventist as to when the VFC program is going to receive the remaining 50% owed.  This could take anywhere from 6-8 weeks.  This is crucial information because it will affect how the vaccine will be distributed to the VFC population.  We have been assured that we will receive 100% of our VFC vaccine which is approximately 101,000 doses.  

Dr. Krick added the Department is investigating increased use of FluMist by health care providers of young children.  We are urging providers that have sufficient injectable vaccine, not use injectable vaccine, but the MedImmune FluMist.  In addition, we have issued and are promoting guidelines for good hygiene that can be utilized by various health care facilities, physician’s offices and any other kind of health care setting.  These are on the Department’s website, www.dhmh.state.md.us  and it is the Department’s hope that people recognize that control of influenza is not simply the distribution of flu vaccine, but the result of good practices.  Anti-virals are a tool that can also be used and are also under discussion and the Department is taking a look at what role the Department will play should they need to get involved during distribution or in the use of anti-virals should there be an outbreak of the flu that needs to move to that level of control, particularly in LTC facilities.  This is a broader than the supply of vaccine, however, there is an immense panic amongst our citizens about where they can get their shot and the Department is working with several folks on how to reduce anxiety and help people to understand we will not receive all of the vaccine we had anticipated, but there are other options for protecting oneself from the flu.

Dr. Shubin stated he appreciated the comments regarding the VFC program, however, the Aventis representative he spoke with did not sound so optimistic.  She stated that she did not think VFC will get their full order.  There was a change in recommendations this year to include all healthy 6-23 month old children.  Given the amount of vaccine we will be receiving this year, it is not enough for that.  What most pediatric providers are doing is not giving it to well children 6-23 month olds.  We don’t have enough for our high risk (sickle cell, heart and kidney patients, asthmatics, etc.) sick population.  If we get more, we can consider it.

Mr. Reed responded by saying that information being shared by CDC, ASTHO and Aventis indicated that VFC orders were considered a priority for distribution and that he received assurances that Maryland would receive 100% of its VFC order. 

Mr. Lindamood stated he understood that some providers, hospitals and other health care organizations have made the decision as a matter of policy not to immunize their provider staff this year as they have in past years.  Is this a trend the Department is finding with providers.

Mr. Reed stated that in the Department’s communication with hospital staff, they have been encouraging the new interim influenza recommendations which calls for only those health care workers who have direct patient care be vaccinated.

Mr. Lindamood asked how that is defined.  Is a registrar working with a patient filling out forms considered direct patient contact or is it restricted to those staff that provide hands on service in an exam room.  

Mr. Reed stated that there was some discussion regarding the need to further refine the definition.  The CDC is working on some additional guidelines but are not sure if they have been distributed yet.  One of the primary things the Department is recommending is that health care workers who meet the qualifications get vaccinated with flu mist.  We are working with the manufacturers to allow us to order more flu mist vaccine.  There is a limited population of care providers who the flu mist is not recommended for and it is those people who work in specialized units for patients with severe immuno compromised situations.  The recommendations are different from last year.  Last year it was recommended that health care providers not return to the work setting for a certain number of days after the vaccine was administered.   That is not so this year.    

The definition of healthcare workers is posted on the CDC website and says:

"Direct patient care" is defined as having direct, hands-on, or face-to-face contact with patients as part of routine daily activities. This includes staff like doctors, nurses, and other health-care workers who care for patients, as well as staff like paramedics and triage receptionists who are physically located in places such as emergency rooms and clinics where they have frequent face-to-face contact with patients. It might also include police or other persons (e.g., volunteers) who are working routinely in health-care settings and have hands-on or face-to-face contact with patients, but does not include staff working primarily in office settings where patients are not present, even if the office is located in a hospital or clinic. It is important to remember that the primary reason for vaccinating persons involved in "direct patient care" is to prevent transmission of influenza from such persons to those at high risk for complications from influenza.

Mr. Ward stated that on the list of criteria for getting a flu shot, he did not see anything about individuals with disabilities.  The criteria list has things on it that he understands but the intake people that are deciding whether he’s eligible or not are saying he was not eligible for a shot because he didn’t meet any of the criteria.  The list of criteria is not written in layman’s language and intake staff didn’t understand what they meant.  Mr. Ward recommended that if the criteria list is revisited, to consider clarifying the criteria.  

Mental Hygiene Administration Update

Ms. Susan Steinberg of the Mental Hygiene Administration (MHA) and Ms. Jennifer Huber, Vice President of Finance for APS, the new Administrative Services Organization (ASO), gave the Committee an update on the ASO transition.  On October 1, 2004, APS took over the ASO contract.  The telephone number used by Maryland Health Partners (MHP) for authorizations was transferred over to APS without incident and approximately 10 days later, checks were cut for claims payment.  Things have gone relatively smoothly, however, there have been some glitches.  Some of the glitches were the result of MHA not fully explaining something to APS, programming of the web-based authorization system, providers waiting until the last minute to enroll in APS, or incorrect information being received from Medicaid, as the providers had advised MHP of changes but not Medicaid.  Most problems were identified and rectified quickly because the lines of communications have been very open between MHA, providers and APS.  Once transition activities have settled down, the MHA and APS will work on developing and ASO advisory council that will be comprised of all stakeholders. 

Ms. Huber added that APS will evaluate the new web based authorization system that is new for providers.  In the beginning there were a lot of technical questions, but there has been a significant decrease in the number of calls as providers come up to speed with the process.  
Ms. Doyle reminded MHA that providers have still had to absorb the cost of HIPPA compliance and added that she continues to bring this up because it is yet another cost that providers had not budgeted for.  

Mr. Lindamood stated that there are some standard eligibility categories, like homelessness.  On the computer screen, it requires the answering of a series of questions before one gets to the particular screen that allows one to answer questions about homelessness.  Because of the nature of that population, you may not have all of the information the computer requires to get to that screen. This is also true for other eligibility categories, not just homelessness.  

Ms. Huber stated she would take that back and work it out when they go through their second phase of working out the kinks in the system.

Mr. Lindamood stated he is hearing there is a 2-4 day wait to find out if a new patient is assigned to another provider.  A new patient comes into a clinic and the clinic tries to find out if they are assigned elsewhere and currently there is a lengthy delay.  
Ms. Huber suggested that as people encounter specific problems, they should either call the toll free number at 1-800-888-1965 or email the APS help desk at helpdeskmaps-md@apshealthcare.com

Mr. Lindamood further stated that the week before the transition and the two weeks following the transition, providers were having difficulties getting paid.  

Ms. Steinberg stated that there was a period where they stopped payment through MHP and they had to stop and clean up the records and then get them to APS.  In addition, MHP has some problems with their check writing during the last week.  However, MHP did process their last check on October 27, 2004.  The MHA has recently learned of a glitch where some of the providers did not get Explanation of Payments (EOP) and we are asking Magellan to reissue those.  Anyone who submitted a claim to MHP should have either gotten a check or an EOP and APS has processed it’s first batch of claims so the lag should be made up. 

HealthChoice Regulations
Jim Gardner, Chief, Division of gave the Committee a brief update on the 2005 regulatory adjustments for the HealthChoice Program that will go into effect, January 2005.  The Department is still working on the final package that will be submitted to the AELR Committee and the general trend of this regulation package is to clarify aspects of the program and to tighten up the benefits structure to lessen the degree of interpretation.  HealthChoice regulation amendments include:


•
Revise regulations to include changes to REM-related definitions.


•
Clarify that MCOs must notify enrollees of their PCP assignment within 10 days 


of enrollment notification.


•
Remove the regulation language that requires a recipient to acquire a new 



anniversary date for purposed of annual reassignment when the enrollee is 



reassigned to an MCO within 120 days of disenrollment.


•
Clarify that if family members are enrolled in different MCOs the adult member 


of the family can request family members be enrolled in one of the MCOs that the 

family members are enrolled.


•
Revise cause for MCO disenrollment to be consistent with policy by adding 


autoassignment as a for-cause reason.


•
Add language requiring MCOs to add enrollee’s assigned primary care provider’s 


name and telephone number on enrollee identification card to bring regulations to 


parity with policy.


•
Specify criteria for Clinical Trials coverage.


•
Add language to establish criteria for the MCOs to receive retroactive capitation 


payment.


•
MCO January 05 rates.


•
Add new language for under age 1 kick payment for very low birth weight (less 


than or equal to 1500 grams).


•
MCO outpatient mid year adjustment.


•
Payment for HIV/AIDS individuals with Hepatitis C.


•
MCO Statewide supplemental payment.


•
Revise the self referred codes and services description for family planning 



methods.


•
Revise FQHC payment system.


•
Clarify that the stop loss protection is for acute hospital inpatient treatment.


•
Specify MCO requirements when members choose a non EPSDT certified PCP.

•
Add language to clarify that MCOs are not obligated to provide non covered 


services even if the services are medically necessary.


•
Add new language to allow MCOs to charge $1 co-pay for generic drugs and $6 


co-pay for non-emergency use of an emergency room.


•
Revise the physician and advanced practice nurse specialty care services 



regulation to clarify that the services provided by a doctor of dental medicine or 


dental surgery are only covered for enrollees who are younger than 21 years old.


•
Specify criteria for MCOs providing for a private hospital room, and remove the 


language regarding private hospital room from limitations.


•
Specify what facilities are considered long term care facilities.


•
Clarify what podiatry services are covered and remove the language from the 


limitations.


•
Revise the language for diet and exercise program services in limitation.


•
Revise the language to clarify when surgery or services for cosmetic purposes are 


covered.  Remove the language from limitations to covered benefits.


•
Remove from the limitations the language regarding non-legend drugs that are 


already included under 10.09.67.04, Benefits-pharmacy services.


•
Revise the school based health centers regulations to include physician’s 



assistants as appropriate staff for providing health care services in school-based 


health centers.


•
Correct the cross reference to regulation 10.09.65.15.D.(1)(b) in COMAR 



10.09.71.


•
Revise the REM Program name from RECM.


•
Update the references to REM regulations to cite the new reference.

Report from Standing HealthChoice Committees
There was no Oral Health Advisory Committee report given at the meeting.  

ASO Advisory Committee 

The new ASO will be establishing an advisory board soon.  

Special Needs Children Advisory Council (SNCAC)

Ms. Grace Williams reported that the SNCAC met on October 12, 2004 and the council is focusing on transition from child to adult health care.  The council is partnering with AAP and family practitioners to make that transitional care accessible to children in Maryland.  The council is comparing data from the state to national data for children with special needs to see how Maryland is doing compared to other states.  The council also has a Communication subcommittee that has completed the template for a small brochure explaining the various options in the Medicaid program for children with special health care needs.  These brochures will be going into enrollment packets.  
Mr. Lindamood asked that Ms. Williams bring the Committee copies of that brochure when it is finally completed.

Mr. Lindamood reminded the Committee that at the last meeting the Department agreed to appoint a Medicaid Advisory Committee member to serve on the Long-Term Care Advisory Committee.  We are looking for an individual who is interested in this issue who is not representing an organization that otherwise will have a seat on that committee.  Mr. McGuire expressed interest in serving on the LTC Committee.
Ms. Roddy stated that at the last meeting the Department agreed to have the LTC Advisory Committee give a presentation to the MMAC Committee in addition to having a MMAC member appointed to the LTC Advisory Committee.  The Department will be holding regional public meetings starting next week.
Public Comments

Mr. Eric Levey from Kennedy Krieger Institute and Chair of the Committee on Disabilities for Children with Special Health Care Needs, Maryland Chapter of AAP made comments on Maryland Pharmacy Assistance Program and the relationship with providers in the community.  Mr. Levey also made comment on the CommunityChoice Program and pointed out that the information on the website does not indicate whether children with disabilities will be included.  Although children will not be included that should be clarified with age limits on the website and in public information.  The DDA population is also not included in this program but would benefit from changes in how medical care is administered.  To exclude the DDA population from the CommunityChoice Program would not be cost effective.  Mr. Levey stated he is hoping that the new CommunityChoice Program will allow people who are currently living at home, but need extra care, to apply for this program, even if they are not currently in a nursing home.

Ms. Tucker stated the Department recently changed their criteria for nursing home level of care determinations and are using a new tool that can be scored and is very specific.  Before it was a judgment call by clinical staff.  This tool will be used to determine eligibility for the SSI population between 21-65 years of age.

Mr. Lindamood reminded those that want to make comments that the public comment portion of the meeting must address items that are covered by the Committee during the current meeting. 

Kathy Loughran Vice President of Government Relations for Amerigroup stated that her organization has a significant problem with the proposed regulations.  The Supplemental state payment plan is a reimbursement mechanism to the MCOs that is intended to encourage MCOs to operate throughout the state.  Currently the MCO gets reimbursed a certain amount if they operate in 20 of 24 counties.  The purpose of this was to provide an incentive to the MCOs to operate in counties other than urban areas where there are more resources and the contracting is easier.  What is being proposed in these regulations is the money that is currently distributed for that purpose to MCOs for operating in 20 of 24 jurisdictions would receive half of that payment.  The other half of that money will now be awarded to the 1 or 2 top MCOs based on enrollment that operate in certain rural counties.  Although it is understood why the Department feels it needs to make an attempt to encourage MCOs to operate in rural areas, it is not fair to change the rules in the middle of the game. MCOs like Amerigroup who have been operating in 20 of the 24 jurisdictions, are now being penalized for not being the top player in that market place.  In addition, by making this change, you reduce competition and create a monopoly.  You may in fact discourage other MCOs from trying to enter into that market because they are at an economic disadvantage under the proposed payment system. Amerigroup has had discussions with the Department on this and will continue this dialog.
Michael Johanson of Maryland Physicians Care stated that the co-pays discussed in the new regulations states that it authorizes MCOs to impose this co-pay for pharmacy and emergency room usage. Although this is optional, the money for pharmacy has been cut from the MCOs.  If the MCO does not charge a co-pay, it is a pure cut.  In reference to the service reduction options that were discussed, the general consensus Committee members may have been trying to get to is to prioritize the cuts on the list.  Mr. Johanson suggested that there may be some other priorities or critical needs that are not on the list that need to be addressed and you can’t just look at the cuts.  One of these critical needs is an increase in provider payment rates.  Obstitricians  need an increase in fees.  In Cumberland, Western Maryland, there are 5 OBs today and we will be down to 3 in the next six months.  If another one drops, who is going to deliver the babies?  There is a critical need that should be on the same piece of paper as the cuts.  Mr. Johanson encouraged the Committee to look at the potential cuts, but also the critical needs so when it comes to raising revenue the Committee can suggest where that money should be going.
Adjournment

Mr. Lindamood adjourned the meeting at 3:00 p.m.
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