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November 17, 2011
Call to Order and Approval of Minutes

Mr. Kevin Lindamood, Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  Committee members approved the minutes from the October 20, 2011 meeting as written. Ms. Sue O’Brien attended the meeting for Mr. Joseph DeMattos.  
Departmental Report 
Deputy Secretary Chuck Milligan gave the Committee the following Departmental update: 
1. The Department released a Joint Chairman’s Report looking into the expansion of substance abuse services in the Primary Adult Care Program (PAC), added substance abuse treatment, increasing reimbursement rates to providers, and improving the ability to self refer to substance use treatment services.  The Department looked at the effect on access in Medicaid as Alcohol and Drug Addiction Administration (ADAA) dollars were transferred to help support the PAC expansion by adding substance use services.  The Department evaluated whether there was an expansion in service delivery in PAC and looked at denial rates from managed care organizations (MCO) approving those services.  The legislature wanted to ensure that those dollars transferred to support these changes that took effect in January 2010 were successful and resulted in access.  
The report and a press release were released yesterday.  In general the main take away from the report is that it has been a big success.  There was approximately $15 million transferred from ADAA to Medicaid.  There was more than $42 million in actual Medicaid expansion expenditures.   The net increase in spending over a period of FY 09 and what we are projecting in FY 12 is about $26 million.  On the Medicaid side inclusive of PAC, HealthChoice and fee-for-service, the number of recipients receiving a substance use treatment service increased from approximately 18,000 in 2009 to about 39,000 in FY 12.  In every single jurisdiction in the state, there was an increase in Medicaid dollars and recipients.  This Joint Chairman’s Report (JCR) will be updated and released every six months from now on.  More data will be included in the future and the plan is to look more at pharmacy related to substance use.  The Department will also be working with ADAA to look at the effect on recipients using services in the ADAA grant to compare that to the recipients using services on the Medicaid side and to make sure there has been an increase in overall recipient utilization across both programs. 
The report is on the DHMH home page under “Hot Topics.”

2. Deputy Secretary Milligan clarified Governor O’Malley’s role with the Super Committee.  Governor O’Malley, Secretary Sharfstein, and Deputy Secretary Milligan got involved in late June when the White House was negotiating with Republicans in Congress on the debt ceiling and deficit issues.  At that time the federal government seemed to be going with a couple of changes that would entirely be cost shifts to states.  They were talking about blended rates, changing provider tax provisions and provider assessments all of which would have saved the federal government money but would have increased costs to states.  

Governor O’Malley, on behalf of the Democratic Governor’s Association (DGA) was asked to come up with an alternative idea for the federal government to obtain federal savings that could count in the deficit discussion without it being bad policy or a total cost shift to states.  
Out of that emerged the concept of better coordinating care for Medicare and Medicaid dual eligibles.  There is a lot of waste and unnecessary expense for dual eligibles because Medicare and Medicaid don’t work well together.  People are hospitalized unnecessarily, they have long nursing home lengths of stay.  The Medicare benefits of physician and hospital services, short term skilled nursing facility stays, durable medical equipment (DME), home health and others don’t really coordinate at all with Medicaid services which include custodial nursing home as the primary Medicaid expense for duals as well as Medicaid home- and community-based long term care, Medicaid transportation, DME and home health.

A concept was developed on behalf of the DGA and started floating it.  There was broad support from other Democratic Governors and Republican Governors who were also concerned about cost shifting.  In August after the debt ceiling was raised and everyone knew the Super Committee was going to be formed, the dual eligible concept was refined and feedback was given from staff members in the House Budget and Senate Finance Committees that in order for it to say it would save the federal government money in a scorable way, you have to change the baseline assumptions.  The baseline assumptions now allow states to pursue dual eligible demonstrations.  To get a scorable change the law had to be changed.  This led to the most recent version of the dual concept of a state option to pursue a mandatory form of dual eligible enrollment in either a capitated model or managed fee-for-service which is similar to a primary care case management or patient centered medical home model where there is shared savings.  
The version of the document became mandatory enrollment as a state option.  States could choose not to do it but could if they wanted to.  Governor O’Malley and Deputy Secretary Milligan met with the three Democrats on the Senate side on the Super Committee, the three Democrats on the House side of the Super Committee and the White House about a month ago.

This concept has been interpreted by some in Maryland that Governor O’Malley intends to pursue mandatory enrollment for dual eligibles and that is our goal.  That is not the case.  What is the case is on behalf of the DGA to avoid more Draconian forms of federal Medicaid savings, including block grants, an alternative had to be developed and put into play.  If not, the only thing people were talking about were blended rates, block grants, and provider assessments.  There had to be an alternative and it had to be scorable on the federal side.  Government supports the white paper that has been submitted to the Super Committee as a better option than the alternative, but it is not a secret plan in Maryland.
3. A few months back a policy paper was released putting on the table for discussion the notion of whether HealthChoice contracts should be competitively awarded rather than our current system which allows any qualified MCO that meets certain criteria to join.  Three public meetings were held and the Department received written and verbal feedback from stakeholders in various settings on this first version.
A second version of the Selective Contracting white paper has been released.  The Department is soliciting comments again on the new version.  Comments should be delivered to the Department by November 21, 2011.  

The new version includes three models in which the Department is looking for feedback.

1. The current model which allows any qualified MCO to participate but to improve that model by putting in better performance measure criteria, better oversight activities and potentially having an open enrollment period.

2. Competitively awarded contracts.

3. This version is a hybrid of the two above which could take on 2 different forms.

a) Do a competitive award in a region of the state where we have an abundance of MCOs to try and drive competition and have an open process in regions of the state where we have fewer MCOs.
b) Take all qualified health plans but on a periodicity that is like a procurement (every 3 or 4 years have an open enrollment period).  

If we opt to do the selective contracting model, we did take off the table a statewide approach and will focus on regions.  How regions are defined has not been determined.  There would be fewer regions that would make it less unpredictable in providing access to plans in the state allowing networks and other things on a more regional basis.
Prioritizing New Initiatives: Strategic Planning and Preparation for 2014
Deputy Secretary Chuck Milligan informed the Committee that the Department is entering into a very busy stretch with Medicaid.  There is an eligibility system request for proposal (RFP) for the new Medicaid Expansion and the Exchange.  Proposals are due December 4, 2011.  The Department is also in the process of going to the Board of Public Works with a contract on the Maryland Medicaid Management Information System (MMIS).  We are also doing a number of things related to Health Reform including the linkage between Medicaid and the Exchange, preparing for provider capacity that we are going to need for 250,000 more people, the potential of a Basic Health Plan (BHP) being part of coverage, the need to do a lot of capacity building if the BHP happens as well as the Exchange itself.  We are doing other things related to rebalancing and the Community First Choice issue and moving forward with some nursing facility RUGS based reimbursement.  We are also moving forward with more careful work with our colleagues in Public Health and Behavioral Health within the Department.  There will need to be a tremendous amount of work in Medicaid to execute whatever the outcome of the budget discussion this session is.  

With all of this the Department is losing the capacity to do a lot of discretionary ad hoc projects.  The message that will be taken within the Department and to the Legislature is we cannot keep “driving the road we are paving.”  We must devote some time to infrastructure building to be ready to implement Health Reform and these systems.  As a result we will be saying no to interesting pilot projects and demos, regional ideas, etc.  We have to filter our energy into projects and mandates like cost containment, Health Reform and systems.

Key Cost Drivers

Ms. Tricia Roddy, Director, Planning Administration reviewed a draft outline of the report to the Budget Committees on Medicaid Cost Drivers which is due to the Legislature in mid-December (see attached outline).  

The outline summarizes the discussions over the last several MMAC meetings and how the Committee feedback is presented in the report.  It is the Department’s expectation to look at these things on an on-going basis.  
Quality Assurance Overview
Ms. Nadine Smith gave the Committee an brief overview of Quality Assurance activities used to monitor the Managed Care Organizations (MCOs) that included: Systems Performance Review, Early & Periodic Screening Diagnosis & Treatment (EPSDT) Record Reviews, HealthChoice Enrollee Satisfaction Surveys, Provider Satisfaction Survey, Healthcare Effectiveness Data and Information Set (HDIS) Report, Value-Based Purchasing Performance Initiative, Consumer Report Card and Performance Improvement Projects (see attached handout).  
Committee members had questions regarding specialty satisfaction.  The Committee requested the report be reviewed at the January meeting so they will have time to review the report thoroughly.  
Waiver, State Plan and Regulation Changes

Ms. Susan Tucker, Office of Health Services, reported on changes to State Plans, regulations and waivers.
Regulations

The Department continues to work on regulations to be submitted to the Administrative, Executive, Legislative Review (AELR) before the legislative session.  Some of these regulations are cost containment related, there is an autism waiver clean up regulation, one to increase community services, hospice clean up, MCO rates and HIV/AIDS case management.  Regulations that don’t get submitted now will be submitted in February.

State Plan Amendments

The Department continues the process of revising the state plan, has submitted several revisions and is waiting to get questions and feedback from the Center for Medicare and Medicaid Services (CMS).  
Public Mental Health System Report
Ms. Melissa Schober gave the Committee the following Mental Hygiene Administration (MHA) update:

1)  The Child and Adolescent team at MHA is partnering with the Innovations Institute to plan for a continuation of the 1915(c) Psychiatric Residential Treatment Facility Waiver. That Waiver allows children and adolescents who meet institutional level of care to be served in community-based settings. The Waiver was a federal demonstration that was not continued by Congress so MHA is looking to other mechanisms to continue serving this population.

 

2)  The MHA worked with Medicaid to apply for the Medicaid Emergency Psychiatric Demonstration Waiver. This Waiver was included in the Patient Protection and Affordable Care Act (health reform bill) and would allow the state to receive a federal match for a 3-year period for adults aged 21-64 who receive emergency stabilization care in an institution for mental disease (IMD, a private psychiatric hospital). The CMS expects to announce the Demonstration Waiver recipients in mid-to-late December.
Public Comments

Ms. Gayle Hafner of Maryland Disabilities Law Center gave public comments regarding the underutilization of hospice benefit.
Adjournment

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