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Maryland Medicaid Advisory Committee

January 13, 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 1:05 p.m. The Committee approved the November 21, 2002 minutes with the following additions:  Page 6 add to the discussion regarding Institutions for Mental Disorders (IMD) two questions:  1) where is Maryland’s prohibition against retaining Medical Assistance eligibility after entering an IMD written i.e., statute, regulations and 2) which states in the country do not require the loss of Medical Assistance when a person between the ages 21 and 64 goes into an IMD.

Ms. Meade thanked Senator Kelley for using her executive privilege to obtain the Presidents Conference Center in the Miller building for the January-March Medicaid Advisory Committee meetings.  The Committee appreciates the use of such a lovely spacious room.

Waiver Redesign Status Update

Ms. Susan Tucker, Executive Director, Office of Health Services and Mr. Jim MacGill, Deputy Secretary, Maryland Department of Aging reported the Department implemented three waivers over a year ago, all within a six-month period.  One of those waivers was the Waiver for Older Adults, which is the largest of the three waivers.  There are approximately 3,100 slots available to be filled this year for this waiver.  When the waiver was newly implemented there were delays in funding for administration at the state and local level resulting in problems getting people into the waiver in a timely manner.  Last summer the Department of Health and Mental Hygiene (DHMH) along with the administering state agency (Office on Aging) put together a work group and hired a consultant to help conduct a waiver redesign.  The consultant will be presenting a paper which contains a comprehensive list of all of his recommendations and research, but gave a presentation to the waiver redesign work group in December where he discussed his major recommendations for improving the program.

Mr. MacGill stated the consultant talked to people in the different agencies at both the state and local level, conducted four site visits to four of the larger agencies that are administering the waiver at the local level and interviewed consumers and providers to identify the problems.  In addition he looked at other states that had a good national reputation for having good models for Medicaid waivers.  Based on this information, the consultant identified four major problems and recommendations for change.

The first major problem identified was there are multiple agencies involved, fragmented policies and poor communication.  The DHMH is responsible for policy and setting the overall direction of the waiver.  The Maryland Department of Aging is responsible for implementing the waiver on a day-to-day basis, but the local area agencies on aging; local health departments (LHDs), Delmarva Foundation and several components of DHMH are involved as well.  With the involvement of all of these agencies, there are problems with tracking where applicants and providers are in the system.  The consultants’ recommendation to resolve this problem is to move towards a program that pushes as much as possible down to the local level where the local agencies have the authority to make decisions and respond to client and applicant concerns and where communication is clear and policies are communicated in a systematic and efficient way.  The key concept to achieve this goal is to establish a single point of entry at the local level and try to avoid people calling all over to try and get answers.  The area agencies on aging will be the point of contact for customers and the state agencies will then back the area agencies up making sure they have the information they need to pass on to customers.  

There is a need to develop clear intergovernmental agreements spelling out responsibilities and requirements for all the agencies involved.  This is currently being done as well as who will be accountable for what.  

A long-range goal is to consolidate some of the local functions into a single point of entry and delegate financial eligibility determination, which is currently being done at the state level, to the local level.  Most of what the client needs will happen at the local level.

The second major issue identified is staffing.  When the waiver first started there wasn’t a clear idea of what staff was needed.  Even with streamlining and decentralizing the operation, we are still going to need to make sure there is adequate staff.  In the short term, there is a backlog of people waiting.  The number of people enrolled is over 1,900, but there are over 2,000 people waiting determinations on their applications.  This backlog needs to be cleared and to do that staff will have to be added to the Division of Eligibility for Waivers at DHMH.  In the long term, staffing ratios need to be established for case managers at the local level and for eligibility technicians.  The work group is looking at a 1:65 ratio for case managers and 1:200 ratio for local staff assisting with the eligibility process.
The third major issue identified is the difficulty tracking applications and telling consumers where their applications are in the process. To decentralize many of these functions, improved information technology will be needed.  The consultant recommends that an automated system be developed that will streamline the eligibility process and will be accessible to the state and local agencies.  

The fourth major issue identified is the need for an adequate number of providers to make a community long term care system work.  Although there has been progress in this area over the past year, the provider application process is cumbersome, complex and confusing.  There have been problems with providers getting paid on time.  The consultant recommended simplifying the application and automating that process and ensure the Office of Health Care Quality, the office that approves assisted living facilities for this waiver, is adequately staffed to perform their function.

Mr. Perini asked if the consultant recommended anything that did not cost money.  Mr. MacGill responded that many of the items recommended would not cost the state a lot of money.  The State can apply to receive a 90% technology match from the Centers for Medicare and Medicaid Services (CMS) that can be obtained when implementing a new MMIS system.  It is unclear whether this enhanced funding would be approved. 
Mr. Levi asked what the required timeframe was for the application process.  Mr. MacGill responded the state regulation requirement is 30 days.  Currently it is taking an average of six months.  This exposes the state to legal liability due to the violation of regulation.  The application process is cumbersome and too many decisions are being made at the state level that should be made at the local level.

Ms. Tucker added the consultant feels that 30 days is unrealistic and has not found a state that has a 30-day requirement.  Most states have 45-60 days to complete the very complicated eligibility process.  Currently this entire process is being done by hand.

Dr. Shubin asked what consideration is being given to looking at the distribution pattern to the various local jurisdictions.

Mr. MacGill responded that by putting a ratio system into place, those local jurisdictions with the most clients will get the most money for case managers and eligibility workers.  The latest numbers show Baltimore City is coming on very strong now with a large number of people applying for the waiver.  

Ms. Chang added that the federal rules require that this waiver be first come, first served so the Department would not be allowed to create a new formula.  

Ms. Tucker stated that some of the local jurisdictions had a head start because they had a lot of assisted living facilities and it was easier to do the eligibility for people in assisted living facilities.

Ms. Meade stated that there seems to be a disparity between jurisdictions for whatever reasons.  If responsibility is shifted to the local jurisdictions, what accountability factors will be built in to assure the policies are carried out.

Mr. MacGill stated that currently state staff is spending a great amount of time handling paperwork.  If the process is decentralized, this will free up a number of staff to regularly monitor the quality assurance and provide technical assistance.

Dr. Shubin stated that some jurisdictions have more assisted living facilities and probably more providers and services for this group.  There is going to need to be a lot of support for some jurisdictions in developing their provider base.  If we do increase the eligibility processing we need to have providers waiting to take care them.  

Mr. Perini asked if the state could upgrade the CARES system to accommodate this waiver.  Ms. Tucker responded that the recommendation is to research what would be the best way to do a new system.  The new HIPAA privacy requirements will have to be taken into consideration as well.

Dr. Shubin reminded the Department that these are the issues that the Committee and advocates raised when the waiver was first implemented.

A report from the consultant is anticipated in the next couple of weeks with some estimates of what these recommendations would cost.  The Committee has requested copies of that report.

Report from Health Care Financing

Ms. Debbie Chang, Deputy Secretary, Health Care Financing, reported that the Department developed fact sheets on the Maryland Medicaid Program for the legislature because there is a large percentage of new members in the House and Senate as well as a new administration.

The Committee was informed in November that the Department was developing proposed regulations to establish a preferred drug list (PDL).  There was a hearing on December 17, 2002 and the Administrative, Executive and Legislative Review (AELR) Committee did approve the regulations, which will go into effect in March.  The PDL is new territory for the Department and will be phased in by categories or classes of drugs.  This is going to take time because a Therapeutic and Pharmaceutical Committee must be established which will consist of people from Maryland.  There is a misconception that we are just going to buy a list; this is not going to happen.  The Committee will review all sorts of clinical information and phase it in by class.  It will probably be May when the first class will be phased in.

Ms. Doyle asked how the Department was moving forward on the education for mental health drugs and the grandfathering in of persons on their current regimens.  

Ms. Chang stated there will be a lot of education done for the entire program.  Ms. Tucker added that different providers will be targeted for various classes of drugs.  Mental health providers will have to be targeted in the beginning to explain the grandfathering provision.  

Dr. Shubin added that this is only for the state direct pay formulary.  Dr. Shubin again stated that he feels something needs to be done to equalize the formularies between MCOs.  The MCOs seem to change their formularies at will and feel no obligation to inform providers.  Dr. Shubin requested that consideration be given to providing a single Medicaid formulary that would be across the board.  Dr. Shubin added there are other issues like the state pharmacy program does not allow prescriptions to be called in which causes a tremendous disadvantage to the recipients.

Senator Kelley asked if the formulary would be on the website and updated regularly.

Dr. Shubin stated that although the formulary would be updated regularly it is not practical in the real world.  Getting onto the web, getting access to a formulary and making sure that is right for every patient every time is not practical.  

Senator Kelley stated she thought use of the Internet would be the best way to stay constantly updated.  It appears controls on this will take regulations to accomplish.

Mr. Levi asked if there was any thought to looking at carving out pharmacy.

Ms. Tucker responded that pharmacy is definitely in the MCO rates for 2003 and it would be a major change to carve out pharmacy because MCOs use pharmacy as a key tool towards cost management.  

Dr. Shubin stated with the current system there is a price being paid which is the impact on recipients.  The price is a variable formulary that creates inconvenience and barriers.  When you create barriers in getting prescriptions, recipients just don’t get them.  Dr. Shubin further stated he felt the job of the Medicaid Advisory Committee is to say we think this thing deserves broader thinking.  The solution may not be a carve out, but a mechanism where there is more control than this.

Mr. Perini asked if there has been any effort to ask participating MCOs to create their own consistent formulary.  

Ms. Demarest stated each MCO has its own formulary.  Several years ago there was a committee formed to look at developing a single formulary for all MCOs including Medicaid fee-for-service.  There was a full report and the report did not recommend a single formulary.   The Department stated they would try and pull that report.

Ms. Doyle stated for fee-for-service, the Pharmacy and Therapeutic Committee will get together quarterly to make recommendations regarding what drugs to put on and off of the PDL.  Taking drugs off of the list will probably be the most demanding in terms of getting the word out to providers.  Providers are used to prescribing a particular drug and all of a sudden it will not be on the list any more.  When this is done will there be some kind of grace period for a drug that has come off the PDL.  

Ms. Chang stated that was a good idea and the Department will look at that.  The Department is trying to learn from other states and wants to adopt the things that work.  There have been a lot of missteps in Michigan and a lot of the design of the program was addressed to counteract that.  We will ask other states how they addressed drugs being taken off of their lists.  

Ms. Booker asked how the Department will handle the public outcry when they are unable to get the medications they are used to getting and is this a concern.  

Ms. Chang stated at a minimum, the Department will do a mailing to all recipients explaining what the PDL is and that you can still get access to drugs that are not on the list, but the doctor has to go through pre-authorization.

Senator Kelley stated the discussion we are having has been taking place with various groups over the past several months and at a lengthy hearing last month.  People who are on a mental health regime can stay on what they are on if the doctor says it is working.  The AELR committee has asked the Department to ensure that any appeal is handled within 48 hours.  There are several good checks and balances and we should wait and see how the system works.  There is always some glitch in the system and at that point we can offer something more tangible.

Ms. Chang informed the Committee that the Department is on track to implement the new Pharmacy Discount Program.  This program will offer discounted drugs to Medicare people up to 175% federal poverty level (FPL) which is scheduled for July 2003.  To implement this program additional positions were needed that the Department just received approval for.

Ms. Chang informed the Committee that the budget would be out on January 17th.  We will discuss the budget at the next MMAC meeting along with legislation.

Ms. Chang stated that along with the Waiver for Older Adults there is the Autism Waiver and Living at Home Waiver.  These waivers are capped by either a dollar amount or by slots.  Once you reach the cap, there is no more space and you then implement a registry.  We have implemented a registry for both the Autism Waiver and the Living at Home Waiver.  As a part of that waiver waiting list there is a special provision for someone who is already living in a nursing home that Medicaid is already paying for and has been living there at least 30 days.  They are allowed to go into the Living at Home Waiver because there are no additional dollars to the state.  The Traumatic Brain Injury Waiver will begin in July 2003.

Ms. Chang stated with the budget situation, two new programs in July, trying to stabilize the current program and still wanting to increase physician’s fees, it is very unlikely that there will be any new programs in FY 04.   

Dr. Shubin cautioned it is very difficult to assess specialty care availability and what the access problems are.  Specialists are being squeezed.  They did not get an increase in fees and eventually we are going to see more difficulties with specialty care.  

Ms. Tucker agreed it is very difficult to monitor adequacy of specialty networks.  The Department has been working on looking at the ten most common specialists.  There is no state in the country that has been able to develop a good methodology for monitoring access to specialty care.  

Senator Kelley suggested the Department might want to conduct a survey to see how long it takes a Medicaid patient to get a specialty appointment.  The point being, if a person gets preventive health care and early intervention you don’t want them to end up needing emergency care or treating them differently than commercial clients.

Dr. Keane stated one issue is appointment availability, which is secondary to the other issue of network availability.

Ms. Doyle added that in the out patient mental health clinics, there is a minimum wait of 6-8 weeks for an appointment and if you are a child the wait is longer because of the lack of child psychiatrists.  This problem is across the board.

Senator Kelley asked about the status of dental providers and stated structural problems like the lack of dental specialists on the Eastern Shore, that aren’t anyone’s fault, and require some thinking outside of the box to resolve should be brought to the attention of the new administration.

Mr. Lindamood stated that the theme of this meeting and the legislative session is concern over lack of money and Maryland is not the only state experiencing this.  There were two news stories on the airwaves today, one indicating the budget deficits being experienced by just about every other state in the country and the other saying a large majority of state Medicaid programs (49) are scaling back and looking for cost saving within their current programs with approximately half cutting back benefits.  The Kaiser Commission put out a report on this as well as the Center for Budget and Policy Priorities.  One of the federal initiatives that is beginning to gain some legs is asking Congress for a temporary increase in the federal match to aid states. Mr. Lindamood asked if it is within the authority of the MMAC to at least ask if we could communicate with our Congressional representatives in support of such a legislative vehicle.  State fiscal relief is being talked about in the current administration but not with respect to Medicaid.

Ms. Chang stated that the Department has been working very closely with our delegation on trying to enact this, however, the big stumbling block is that the Bush Administration is opposed to this.  There was a lot of support on this in the previous congress but there have been a lot of changes in congress as well.  

Mr. Lindamood made a motion to ask the Secretary of DHMH to communicate with our congressional representatives support of legislation that would temporarily increase the federal match to Medicaid and carbon copy the letter to the Governor.  The motion was seconded and passed with a unanimous vote.  Mr. Lindamood will work with Ms. Barnes on drafting this correspondence.

Report from Standing HealthChoice Committees
There was no ASO Advisory Committee, Special Needs Children Advisory Council, REM Medical Review Panel or Oral Health Advisory Committee report given at the meeting.  
Public Comments

There were no public comments made at the meeting.

Adjournment

Ms. Meade adjourned the meeting at 2:30 p.m.







Respectfully Submitted







Carrol Barnes







