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Maryland Medicaid Advisory Committee

March 14, 2005

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.  The Committee approved the February 14, 2005 minutes as written.

Mr. Lindamood informed Committee members that both committees in Congress are currently voting on appropriations for the national Medicaid program.  Both subcommittees have made recommendations that do include some overall financial cuts to the program.  There is also a Senate amendment afoot that may be voted on as early as tomorrow that would hold off those cuts.  Mr. Lindamood urged Committee members and all interested parties to contact their Senator to talk about the importance of Medicaid funding.

Mr. John Folkemer announced that he was retiring from State service and has accepted a position with the Centers for Medicare and Medicaid (CMS).

Budget Update

The legislative budget hearings were held one week after the February MMAC meeting.  The legislative analysts have recommended the following cuts to the Medicaid Program:


1    Reduce funding for contractual employees ($370,000 GF, $630,000 FF).  The 

       
      analysts recommended taking $1M out of the budget.  The Department disagreed 

      with this recommendation.  The House Appropriations Subcommittee took this cut.

2 Increase the turnover to reflect current and past experiences ($190,000 GF, $190,000 FF).  The Department disagreed with this recommendation and felt the amount of turnover was exaggerated.  The House Appropriations Subcommittee took this cut.

3 Delete 2 vacant positions ($19,000 GF, $57,000 FF).  The House Subcommittee took this cut.

4 Withhold $8 M until the Department of Health and Mental Hygiene (DHMH) develops performance targets and methodology for distributing incentive payments; Restricts $8 M of managed care organization (MCO) funding for incentive payments to MCOs meeting performance targets.  The Department agrees with this recommendation, but the amount should only be $4 M to coincide with new rate year.  The House Appropriations Subcommittee agreed with the Department on this and will only be withholding $4 M and start in January.

5 Restrict Medicaid Provider Reimbursements appropriations.  Money in the Medicaid budget cannot be transferred out to other budgets.  The Department agrees with this recommendation.  The House Appropriations Subcommittee adopted this language.

6 Reduce funds to recognize savings from multi-State prescription drug purchasing pool ($8 M).  The Department disagrees with this recommendation.  The House Appropriation Subcommittee took this cut.

7 Delete funds for physician rate increase ($37 M).  The Department agrees.  The House Appropriations Subcommittee took out $30.7 M and left in $6.3 M to be used to prevent putting REM patients into MCOs.

8 Delete funds for managed care rate increase ($46 M).  The Department disagrees.  The House Appropriations Committee took this cut.

The Subcommittee will be presenting their actions to the full Appropriations Committee.  All together the analysts recommended over $92 M be cut from the Medicaid Program.  The Senate Budget and Taxation Subcommittee will review the recommendations made by the budget analysts.

The Department is joining a multi-State prescription drug purchasing pool with several other states to get better deals from the pharmaceutical companies in the form of rebates.  The Department will give the Committee a presentation on the multi-State prescription drug purchasing pool at the next meeting.

Medicaid Legislation

Ms. Amanda Folsom, Deputy Director, Program Evaluation and Legislation, Planning Administration, gave the Committee a brief update on the key bills currently being tracked by Medicaid during this legislative session.  

HealthChoice/MCOs

HB 53 – Medical Assistance & MCHP – Guaranteed Eligibility & Re-Enrollment.  This bill has been heard but has not moved at this point.

SB 472 – Medical Assistance – Waivers – Federal Funding.  Requires the Department to obtain General Assembly approval before making any changes to or applying for federal waivers.  This bill is intended to restrict “block granting” the Medicaid Program.  This bill has been heard but not voted on.

SB 895 – DHMH – MHIP – Computerized Eligibility System.  This bill devotes $15 M of MHIP surplus towards DHMH for the design and implementation of a new eligibility system for Medicaid.  This bill has not been heard.

HB 85 – Medical Assistance – Medical Loss Ratio – Appeals.  This bill has been heard but not voted on.

HB 877/SB 707 – Medicaid Quality Improvement Act of 2005.  The House bill has been heard but not voted on and the Senate version will be heard next week.

SB 835/HB 1366 – MCOs – Adjustment to Capitation Payments – Quality Improvement Incentive.  This bill has not been heard.  The Senate version will also be heard next week.
SB 899/HB 1519 – Medical Assistance – REM Program.  This bill prohibits the Department from enrolling REM recipients into HealthChoice and there are some requirements related to working with stakeholders in the REM Program.  

HB 955/SB 769 – Health Insurance – Tax on Premiums of HMOs and MCOs – Repeal.  This bill would repeal the HMO/MCO Premium tax.   

HB 1359/SB 836 – Md. Patient’s Access to Quality Health Care Act of 2004 – Implementation & Corrective Provisions.   This is the corrective malpractice bill.  This bill makes some corrections and changes to the amount of money from the tax going into the Medicaid fund.  This bill has not been heard.  The Senate version has been voted on, favorable with amendments but has not been voted out of the Senate.

Access and the Uninsured

HB 627/SB 775 – Community Health Care Access & Safety Net Act of 2005.    This legislation would establish a community health resources commission within the Department that would establish operating grants for community health resources.  This bill also includes some language for an expansion of Medicaid for non-elderly adults.   In the original first reader of the bill, the expansion would have included non-elderly adults up to 200% federal poverty level (FPL).  For individuals under 116% FPL there would be a specialty benefit added to the Primary Care Waiver population, a waiver that is currently pending with CMS.  The 116-200% FPL expansion would be a specialty benefit only.  In the House version of the bill that has crossed over to the Senate, it was amended to be a specialty and inpatient benefit for those who are under 116% FPL and takes out the upper income expansion altogether.  The Department has been supportive of the general concept of this bill and submitted a letter of support before it crossed over.

SB 716 – Community Health Care Access & Safety Net Act of 2005.  This bill addresses operating grants for Community Health Resources and establishes a Community Health Resources Commission.  This bill does not include language regarding the Medicaid expansion.  This bill has been heard.

HB 1144 – Public-Private Partnership for Health Coverage for All Marylanders.  This is the Health Care for All bill that includes a Medicaid expansion for parents, an MCHP expansion and a pharmacy discount program expansion.  This bill was voted unfavorable.

SB 727 – Md. Universal Health Care Plan.  This bill would require the establishment of the Universal Health Care Plan and the establishment a Governor’s Board on Universal Health Care.  This would consolidate Medicaid and public health funding towards a pool for a universal health care program.  This bill has been heard.

HB 250/SB 210 – DHMH – FQHC Grant Program.  This is the Administration’s bill on capital/infrastructure grants for Federally Qualified Health Centers (FQHCs).  This is similar to a bill introduced last year to provide capital/infrastructure funding for FQHCs. This bill has been heard.

HB 791/SB 471 – Health Care Disclosure Act.  This bill relates to large employers and would have the Department do a report on large employers with 25 or more employees that are enrolled in the Medicaid, MCHP and/or Pharmacy programs and the associated expenditures by the State for those individuals.  

HB 1284/SB 790 – Fair Share Health Care Fund Act.  This bill would assess employers if they don’t contribute a certain portion (6% for non-profits and 8% for for-profit employers) towards health benefits for their employees.   This bill has been heard.

HB 813 – Income Tax – Surcharge for Lack of Health Care Coverage.  This bill is a personal income tax penalty for individuals who are uninsured for a certain portion of the year and have incomes of roughly 600% FPL.  

Pharmacy

HB 324 – Maryland Pharmacy Programs – Modifications and Subsidies for Medicare Drug Benefits.  This bill provides for some subsidies for cost sharing as a part of the Senior Prescription Drug Program for seniors going into the Medicare Part D benefit.  Since this bill was introduced it has crossed over with amendments and those amendments make some changes to the subsidies for the Senior Prescription Drug Program enrollees.  In addition, the bill now addresses the lower income population (persons under 150% FPL) and would give the Department the authority to implement a State Pharmacy Assistance Program. The Department would contract with a prescription drug provider and help coordinate the drug benefits for the population currently served in Medicaid who would be shifting into Medicare.  It addition it is hoped that the Department would be able to negotiate rebates with pharmaceutical manufacturers to offset the costs.  This bill passed as amended.

SB 282 – Senior Prescription Drug Program – Sunset Extension.  This bill addresses the sunset of the Senior Prescription Drug Program.  It extends the sunset to March 31, 2006.  The idea is Medicare Part D doesn’t take effect until January 1, 2006 and this would keep the program running to allow time for the Medicare benefit to take effect.  Currently the State Pharmacy Assistance Program amendments are being debated.

SB 728/HB 1143 – Md. Pharmacy Discount Program – Expansion – State Discount.  This would expand the program for non-Medicare enrollees up to 300% FPL.  The idea is they pay 78% of the cost of the benefit, the State would pick up 2% and the other 20% would be obtained through rebates.  This bill has been heard.

HB 1499 – Medical Assistance – Atypical Antipsychotic Medications.  This bill would prohibit the Department from including atypical antipsychotics on the Preferred Drug List (PDL) and also prohibits some of the dosing limitations that the Department has implemented.  This bill has come out of the Rules but has no hearing date.

Long-Term Care

SB 606/HB 1306 – Md Home Care Services Improvement & Reimbursement Rate Commission.  This bill sets up a commission to look at home care services such as quality and reimbursement in personal care services.  This commission would study the current rate structure and make recommendations on reimbursement for personal care services.  This bill was heard in Finance.  The Department took no position, however, the Department of Disabilities supported it with amendments.  The cross file is up this week on Friday.

SB 986/HB 1566 – Md. Home Care Services – Personal Care Providers – Reimbursement, Training & Benefits.  This bill sets up specific rates for home care providers and specific training requirements that would have to be given to personal care providers in Medicaid.  This bill has been heard.

Other Notable Bills

HB 990 – Medical Assistance – IMDs – Suspension of Benefits.  This bill is related to institutions for the mental diseases (IMDs) and would require the Department to not contribute towards an individual through Medicaid while they are in an IMD, but not terminate their coverage altogether.  This bill is being heard today.

HB 1147 – Building Bridges – Access to Benefits for Individuals w/ Psychiatric Disabilities on Release from Incarceration.  This bill addresses the population of inmates with mental disabilities. The Department would do presumptive eligibility determination while they are in prison and offer a temporary Medicaid eligibility span when they come out that is effective on the day that the individual exits prison.  This bill is being heard today.

HB 1554 – Md. Medicaid Advisory Commission – Modifications.  This bill has come out of Rules but has no hearing date yet.

REM Review Panel Overview and Recommendations

Dr. Shubin was the MMAC representative to the REM Medical Review Panel.  He explained the REM subcommittee’s recommendations to the Committee.  The subcommittee recommended that REM patients be folded into the MCO system because that fact is there are real problems accessing care through REM which is fee-for-service and providers are paid less than providers in the MCOs and getting providers to serve REM patients is harder with the exception of a couple of major institutions.  This is fine for those who are in close proximity of those institutions, but for those in other areas of the State it is a real problem.  Getting medications under REM is inconvenient because the State doesn’t permit doctors to call in prescriptions under fee-for-service.  Some of the case management in REM is worse than what is provided in the MCOs.  There are patients in REM who have never spoken to a case manager even though they have been assigned one and should have one.  The MCOs use some of the same contracting companies as the State for case management services so the idea that the MCOs do a different kind of case management isn’t always true.  

The perceived advantage of REM is that the individual has freedom of choice.  They are able to see any provider who takes Medicaid.  The reality is we have increasing numbers of Medicaid providers who are under fee-for-service Medicaid who are not seeing Medicaid patients and who will only see Medicaid patients through MCO contracts.  

The real problem is not the REM patients but from all of the other HealthChoice recipients who have case management needs.  If we say REM patients (approximately 1600) cannot be removed from the program because they need all of this, then what about the other thousands and thousands of patients in HealthChoice who are in MCOs.  Should we assume that they aren’t getting what they need.  As a provider in the community, Dr. Shubin has an easier time accessing the case manager from an MCO than from REM.  There are exceptions on both sides good and bad.  It can’t be assumed that this small number of patients should be carved out because of history when the history is no longer applicable.  The original premises of the REM Program don’t exist now and haven’t for years.  The reality is the MCOs can, should and better be providing for the case management needs of their enrollees.  If they don’t, we should hold them accountable.  

The recommendations of this committee were based on an extensive experience attempting to find a way to select those patients that need those case management so we could identify the real group rather than this small number of patients who were carved out on the basis of a computer calculation.  It could not be done and nobody in the country has been able to do so.  The Panel did not feel it could justify the continued existence of such a small program when the original premises no longer existed and what it was trying to accomplish didn’t happen.  

What the Department is presenting is based on that report.  The REM Program was based on the premise that when HealthChoice was implemented, high risk and high need patients would fall through the cracks and there had to be a safety net created that would ensure that they wouldn’t.  The REM Program includes people with very rare diagnosis who need frequent case management.  Everyone assumed that this would save money.  We now know that this is not true and for more than half of the patients the case management need is very low as it is for many with complex diagnoses.  An example was given of an individual who has sickle cell anemia and strokes who has many problems and needs case management.  This individual is provided very adequate case management from his MCO and receives specialty care that is out of plan.  The assumption that patients will only be limited to providers on the MCOs panel is also not true.

The Panel struggled with how you decide which patients really needed specialty care.  One could argue that carving out is better but on the other hand one could argue that carving out could be worse.  The fact that if the State is responsible, it would be a lot harder to obtain durable medical goods.  The State process is very cumbersome and requires five times the paperwork and ten times the time to get a wheel chair.  The Panel’s argument is that we should be taking a broader perspective and shouldn’t be focusing on this small population, but be concerned about ensuring that the needs of all of the special and extensive needs patients in the HealthChoice program are met.  The reality is most of them are.  

Dr. Shubin stated that as the REM Program evolved it became clear that one level of case management was not going to fit all so there were four levels of case management need.  The Panel began to look at case management need which is generic.  What we are really talking about is identifying what an individual needs and ensuring every individual has the appropriate level of support to get what they need.  The issues that got in the way were the social issues.  It became very difficult to sort out the medical issues from the social issues.  What do you do when the individual child’s needs are not the problem but the parents inability to provide for them.  Although it is not the health care system’s responsibility to deal with parents who don’t provide for their children, but it was a big part of deciding who needed case management because people are needed to assist the family do what it can do.  The Panel found there is no definition of case management that will apply to every patient.  

Mr. Folkemer added that the savings in REM would come from services that were unnecessary or provided at an inappropriate level and if the MCOs were coordinating it, they could navigate the care.  The Department felt approximately 3.5% could be saved on this population.  Mr. Folkemer stated the MCOs have better specialty networks that what we have through fee-for-service.  

REM Program Discussion

Dr. Mary Mussman gave the Committee an overview of the REM Program.  The program has approximately 3500 enrolled in it and 85% of them are children.  The system uses four levels of case management and currently approximately one half of the population requires the two higher levels of case management and the other half only gets case management (that is paid at a lower rate) if they solicit it themselves.  The REM Program provides case management and some optional services, however, for children no services are optional.  At the time of this change, the only people who are receiving optional services that we have to be careful to protect are the adults.  The REM eligibility is based on diagnosis and the services are fee-for-service.  The fee-for-service network is worse than the MCO network in many areas of the State. 

Proposed changes include:   

-  Individuals in REM will enroll in HealthChoice MCOs

-  Enrollees will get most of their health care through MCOs

-  Enrollees needing case management will get it from MCOs

-  Proposed changes will not be implemented prior to January 2006

-  No one in REM will lose eligibility for Medical Assistance because of this change

-  The is no change in benefits and services covered by DHMH

The advantages of MCO enrollment include:
-  Better medical management.  Case managers and physicians have expressed concern  
    regarding unused or unneeded medical equipment and medical supplies.                    
-  Better provider networks in many areas that will potentially improve access.

-  Increased quality oversight and accountability.

During the transition, DHMH will continue to seek input from stakeholders (pediatricians, case managers and others) on transition needs.  The Department will develop specific regulatory requirements to protect enrollee access and quality of care.  All REM enrollees will receive personal support prior to transitioning to MCOs with the transition period taking 2-6 months.  Individuals in REM will receive help selecting an MCO and no REM patient would be auto-assigned to an MCO.  

Provider continuity will be a priority.  The Department has provided the MCOs with a list of all of the REM primary care physicians (PCPs) and specialists to determine how many of these practitioners are already in their networks.  The Department wants to allow patients and families to maintain as many historic providers as possible.

The steps in the transition include:


-  REM case managers will provide each enrollee’s plan of care to the selected MCO


-  The MCO will provide face-to-face evaluation for a subset of patents (subset not yet 
    
    identified.


-   MCOs will be required to authorize and pay for continuing benefits until the MCO 
  
    performs an evaluation and MCO plan of care is in place.

The MCO will ensure access to medically necessary services.  Consider grandfathering in REM optional services for adults which include Chiropractic, dental nutritional counseling, occupational therapy, speech therapy and private duty nursing.  The MCOs will grandfather in drugs that have proven successful for these patients.  The Department is considering self-referral or another mechanism to access multi-specialty clinics on an annual basis for illnesses such as hemophilia, spina bifida, AIDS and others.

The Committee suggested the Department speak with the Department of Human Resources, the local departments of social services, child protective services or local management boards to get their input on how this change would affect these vulnerable children.  The Committee also suggests looking at how case managers in the MCOs will deal with the social issues of these patients.
Many REM eligible patients remain in the MCOs today.  They do so because they have developed a relationship with their case manager in the MCO.  They receive some level of increased benefits with the MCO than with fee-for-service program because the fee-for-service program cannot be as flexible as the MCOs can be to spend money on a non-covered benefit if it is in the best interest of the enrollee.  The MCOs already manage care for very complex patients.  It is also worthy to note that the MCOs are also managing care for very complex patients who are not eligible for the REM Program because their disease is not rare nor expensive, but they require extensive case management services.  For many MCO patients REM and non-REM, case managers, special needs coordinators and intensive case managers currently deal with the social issues of these patients.
Committee members recommended that assurances should be made, perhaps in regulations, to ensure  this population receives both medical and social case management.

Report from Standing HealthChoice Committees

Special Needs Children Advisory Council

Ms. Williams reported that the Special Needs Children Advisory Council discussed the proposed REM transition, a budget update, as well as relevant legislation.  The council also reviewed a study on the differences in health care between children with special health care needs and healthy children.
Dr. Mussman, staff to the council, reported that when the council reviewed the findings of the study, they were surprised at how pleased the patients and parents of children with special health care needs were with the care they were receiving from the MCOs.  This was a full sample of all of the children with special health care needs in HealthChoice.  In the study, families indicated that they were very happy with services within the MCO because they were well coordinated, but families indicated they were having trouble accessing the carve-out services.
ASO Advisory Committee 

The new Intra-system Quality Council will convene in the near future.  

Public Comments

Comments were heard from Barbara McCord from the Coordinating Center.  Ms. McCord shared a position paper and an outline of cost saving proposals developed by the Center relative to the REM population.   
Comments were heard from Mr. John Sorenson, co-leader of the Disabilities Rights Coalition, a group of disability advocates with physical and developmental disabilities.  Mr. Sorenson spoke of his own experiences as a member of an MCO in trying to access a specialist and contacting his case manager.  Mr. Sorenson reiterated that case management is an issue that needs to be addressed.
Adjournment

Mr. Lindamood adjourned the meeting at 2:45 p.m.







Respectfully Submitted








Carrol Barnes
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