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Maryland Medicaid Advisory Committee

November 20, 2003

Call to Order and Approval of Minutes

Charles Shubin, M.D., interim chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 3:10 p.m.  There were not enough members to make a quorum so the October 23, 2003 minutes were not approved.

Delegate Dan Morhaim spoke to the Committee about the overall issue of Medicaid patients and advanced directives.  Maryland has had a well established advanced directive law for over a decade.  Delegate Morhaim surveyed this in nursing homes and other areas of Medicaid and found that the number of Medicaid patients that completed advanced directives is approximately 1%.  Advanced directives have proven to be a good way for people to individualize and personalize the kind of care they want during difficult moments at the end of life.  Although he introduced this bill last year, the events in Florida this year and other cases we are all familiar with place much needed emphasis on this issue.  As an emergency physician, Delegate Morhaim finds it very useful when an individual has an advanced directive.  When you have to make tough life or death decisions in a few minutes, that decision is much easier when the individual has designated the level of care they prefer and addresses issues when there are opposing viewpoints within the family.  Most people, who complete an advanced directive, do so because they are approached by some one like their attorney, financial advisor, or CPA and at the time those issues are presented to them, they have time to think about it.  Medicaid patients are rarely ever approached that way because they have no assets. The other times people come to an advanced directive is when they come into the health care system and are asked to fill it out when they come in for something like routine surgery.  This sometimes causes problems and makes patients wonder if there is something about their surgery no one is telling them that they would be asked to make life and death decisions.  It is difficult to make advanced directive decisions in the heat of the clinical moment when there is no time to think or reflect.  

Delegate Morhaim stated he believes we should find a way to encourage Medicaid patients (his bill last year did more than encourage, it compelled Medicaid patients) to complete an advanced directive at the time of enrollment or they could decline, but they had to take an affirmative action of some kind.  Delegate Morhaim further stated that there were problems with the approach taken last year and is asking the Medicaid Advisory Committee, if they agree that this is a good thing, how they feel it should be done.  Delegate Morhaim pointed out the other side of this is the fiscal side.  Roughly 30% of the people on Medicaid are seniors who spend about 70% of the money and the bulk of that money is spent in the last month of life.  This does not apply just to Medicaid; statistics show that 20-25% of the health care dollars that the average American spends in their entire life are spent in the last month of life.  The decisions here raise very difficult personal, spiritual, emotional, religious and family dynamic kinds of questions, but to a significant degree medically you can make some judgments.  When a 95 year old person in a nursing home has been vegetative for a long time, and there is no advance directive, they are full code and they get it, even though medically everyone understands that there is no gain in it.  Another example is a nursing home patient who has a basil cell cancer.  The cancer will most probably outlive the patient if it is benign or is a low-grade malignancy, but because there is no advanced directive, that patient may end up getting expensive and sometimes painful and disfiguring surgery to remove the basil cell cancer.  So there is an issue of resources and money, but the goal here is not to save money at the expense of Medicaid patients.  Delegate Morhaim stated he works in a city emergency room and takes care of Medicaid patients’ everyday and his experience in working with them is that even though they may not be affluent, they have very well thought out ideas about life and death and understand what they want for care at the end of life.  

Delegate Morhaim stated this was the challenge and he would love to work with the Committee for next session to get more Medicaid patients to complete advanced directives.

Dr. Shubin stated he felt it looks awkward for the State to want patients it has financial interest in to make decisions that would save the State money.  This issue is across the board and if it is going to happen, it should not be limited to just Medicaid.  The way it is set up in the hospital is you are required to be asked if you have an advanced directive.  Dr. Shubin added he thought you also had to be offered support in developing one if you wish.  Dr. Shubin stated he was in support of people having advanced directives; however, if you require and push it you tend to get pushed back because it is a difficult subject to deal with.  The people who work with Medicaid patients at the time of their eligibility determination are overwhelmed, overworked and under-trained as it is.  To add this part to them would not do it service.  Dr. Shubin suggested creating a process where this was an overall effort for everyone in the state.

Delegate Morhaim stated that an omnibus bill compelling everyone to complete an advanced directive would be difficult.  There is a school of thought that says if you are going to get the benefit from the State there is also a responsibility that comes with it.  Where people are trained or not at the point of entry is a fair question.

Ms. Knoll stated that at the Prince George’s County Hospital, all of her patients are pregnant women under 45 years old and are required to fill out an advanced directive.  Most of these patients don’t understand the term “advanced directive.”  Most of these women are in labor, they are given a pamphlet about advanced directives that is at a level or language she can’t understand.  And culturally, some people feel that if you talk to them about death, that maybe something bad is going to happen while they are having their baby.  

Ms. Tumulty stated you can start in the local health departments (LHD) who have contact with many people every day through such programs as the geriatric evaluation services that are community based.  Many of the people are not quite Medicaid but one month in the nursing home and they become Medicaid eligible.  As a group, the Medicaid Advisory Committee has two mandates and that is to ensure that our underserved population gets what they want and need and to be mindful that there is not a limitless pile of money.  So if we are spending money on services people don’t like and don’t want, but they didn’t get a chance to say it, this will impact someone else who might have more opportunity for quality of life.  Ms. Tumulty added it could be mandated as a part of the intake process for anyone who is receiving community-based services.  The LHD doesn’t see these people in a crisis situation and even if they don’t want to complete an advanced directive, they will still be made aware of their options.  

Ms. Tucker added LHDs see more than just Medicaid recipients.  They see other people who are interested in things like nursing home care, so you can reach a broader base of individuals and the staff at the LHDs are usually nurses and social workers.  

Dr. Shubin stated that this doesn’t require legislation to begin the process.  Regulations could be drafted that could create a pilot type situation.  Dr. Shubin pointed out that completion of advanced directives across the board is about the same.  Even in situations where there are financial incentives and people are advised to create wills and advanced directives, still, very few people have them.  

Mr. McGuire of DHR stated they are currently having issues with their resources and to add another burden without funding is going to make things worse.  When people come into their offices to apply for assistance, you don’t want to create a situation where they feel they are being coerced into doing something that they may not truly understand.  The term “advanced directive” is a euphemism that should be put in as plain terms as possible.  

Dr. Shubin stated that as an advisory group to the Department, we could ask the Department to look at ways in which this could be implemented in a highly motivating way.  It looks like there are ways for this to happen within the LHD and within the Office on Aging which would take some cooperation between departments.

Mr. Scialrillo, from Baltimore Health Care Access, stated that LHDs could conduct a pilot project under HealthChoice and utilize the administrative care and coordination units where thousands of high risk patients are seen face to face.  

Ms. Tucker reminded the Committee that you could only have advanced directives for adults in this state, not for children.  

Dr. Shubin encouraged everyone, if they have not done so, to consider developing an advanced directive.  The attorney general has provided a template on their website which is easy to use and provides several options and choices that you might not have thought of.

Delegate Morhaim stated he looked forward to hearing any suggestions or recommendations the Committee may offer before the start of the legislative session on January 14, 2004.

Update on Quality Assurance Activities for HealthChoice

The Committee was provided detailed summaries of all audits that have been conducted for calendar year 2002 (HEDIS, CAHPS, Systems Performance Review and Value Based Purchasing).  

Mr. Jim Gardner, Chief, HealthChoice Management and Quality Assurance, reported that the Department contracts with an External Quality Review Organization (EQRO), the Delmarva Foundation, to perform an independent audit and review of MCOs’ systems and processes.  There are 19 standards used in the System Performance review.  Scores are given to the MCOs.  The EQRO also reviews MCOs education and outreach plans.

The Department conducts consumer surveys (CAHPS) implemented using the NCQA’s Consumer Assessment of Health Plans survey tool.  The consumer assessment surveys are based on enrollees’ opinions.  Getting responses from Medicaid recipients can be difficult.  Surveys were mailed and follow-up calls were made to improve response rates.  All MCOs received high satisfaction marks from their consumers.  

The Department also requires the MCOs to report HEDIS measures, another NCQA sponsored quality performance system.  All HEDIS performance measures for the 2003 reporting year are based on services, care and experiences of members who were enrolled in HealthChoice throughout calendar year 2002.  The health plan supplies information on whether or not members received a particular service and plans are compared against the average Maryland score as well as National HEDIS scores.  Plan data is verified by an independent organization.
For calendar year 2003 (based on 2002 data), the MCOs were required to report their performance on 16 HEDIS measures which fall into the following four major categories: 1) the use of services, 2) health plan stability, 3) access and availability of care and 4) effectiveness of care.

Ms. Tricia Roddy, Deputy Director, Provider Management, informed the Committee that this is the first year the Department’s Value Based Purchasing Initiative (VBPI) has been implemented and applied to the managed care organizations (MCO).  The objective of a VBPI is to encourage improved performance among the MCOs through the use of incentives and disincentives.  Performance measures focus on access and quality as well as on MCOs’ operations. Eight measures were used this year.  The performance measures selected had to be representative of the HealthChoice population.   
The Department developed compliance level targets and an incentive and disincentive 
methodology.  For the HEDIS based measures, the disincentive threshold was set at 95% of the average Maryland Medicaid HEDIS score from two years ago.  For incentives, the threshold was set at 90% of the national Medicaid HEDIS scores from two years ago.  For encounter data measures the disincentive thresholds were set similarly to HEDIS measures at 95% of the average Maryland Medicaid score from two years ago.  But because there is no national score, the incentive was set at 105% of the Maryland Medicaid highest performer from two years ago.  The claims adjudication measure threshold was set based on the Maryland Insurance Administration’s requirement that 90% of all claims received have to be paid or denied within 30 days.  Because this is the first year that the Department is overseeing this requirement, the threshold was set at 80% for this year and will be at 90% starting next year.  The disincentive threshold for the dental access measure was based on the legislatively set target of 50%. 
The funds that were earmarked for paying incentives were redistributed to cover the administrative costs of Medbank during the last legislative session.  In light of that, the Department continued its value based purchasing initiative with the understanding that the Department could not payout any incentives but would allow the MCOs to offset any disincentives with their incentives.  
Ms. Roddy reviewed how sanction amounts were determined and the amounts of the incentives and sanctions for each MCO.  Most of the MCOs met the neutral range for the measures.  Three MCOs scored in the incentive range for well-child visits and one MCO scored in the incentive range for prenatal care.  All MCOs did not score within the neutral range for the dental measures which represents the majority of sanctions. 
There was a bill passed during the last legislative session that requires the MCOs to improve restorative dental services by using $7.5 million of their capitation rates.  There was no additional money given to the MCOs to meet this requirement.  In light of this and the fact that the majority of the sanctions were around dental, instead of collecting the sanctions, the Department has asked the MCOs to reinvest this money in order to meet this legislative mandate and improve dental services.  
Two new HEDIS measures will be included next year.  In future years, additional measures will be added and measures will be rotated from one year to the next.  Ms. Roddy stated that for next year, the Department is looking at ways to provide non-monetary incentives.  

Ms. Roddy also reported that this is the first year that the Department is planning on rolling out a consumer report card for enrollees.  The Department hired NCQA and Delmarva to design and develop the methodology for the consumer report card.  The Department is still in the process of finalizing scores with the MCOs.

Mr. Robert Carol of Delmarva Foundation and Mr. Alan Hoffman and Russell Martin of National Committee for Quality Assurance (NCQA) gave the Committee an overview of the consumer report card which is being developed to assist Medicaid recipients and enrollees in comparing and selecting a MCO.  The consumer report card, which will be provided to enrollees at the time of enrollment, allows enrollees to see what other enrollees say about a particular health plan and to see how health plans compare in key performance areas.  

The Department conducted focus groups with members to understand what was important to them in selecting a health plan.  The results were six main categories:  access to care, doctor communication and service, care for kids with chronic illness, keeping kids healthy, taking care of women and diabetes care.  Each health plan’s performance scores are based on HealthChoice enrollee information that was collected from patient medical charts, member answers to mail or telephone surveys and records of services provided to members.  The report card shows six performance areas, each performance area consists of five to seven measures, which are rolled-up into an overall score; therefore the ratings in the report card are based on 40+ quality and access measures.  The categories were chosen based on the importance to the majority of Medicaid members and the availability of health plan level data that have been validated by an independent organization.
All but four performance measures were constructed using the HEDIS and CAHPS quality performance systems.  The other four measures are constructed by the Department using reported health plan information and closely modeled after the HEDIS methodology.  All performance measures are based on the services, care and experiences of members who were enrolled in HealthChoice throughout calendar year 2002.

The HEDIS scores are based on randomly selected lists of members who are eligible to be included in a particular evaluation.  The health plan supplies the information on whether or not the member received the particular service.  Health plans can gather this information from members’ medical charts or from administrative records or both.  The accuracy of this information is independently checked by an outside organization.

The CAHPS measures are based on a randomly selected list of all children and adult members who were enrolled throughout 2002.  These members are mailed a copy of the CAHPS survey and asked to report about their experiences with their health plan and its doctors.  Follow-up telephone calls also are used to interview some members who do not respond by mail.  An independent research firm collects the survey responses and scored the answers.  The research firm’s scoring methodology also is checked by an independent organization.

The Department hired Delmarva and NCQA to calculate the performance scores on the consumer report card.  A rigorous methodology was applied to ensure that the plan differences demonstrated on the consumer report card were statistically sound.  Plans whose scores were statistically different than the plan average either received an above average (three stars) or below average score (one star).  Plans whose scores were not statistically different than the plan average received an average score (two stars).

The consumer report card will be updated each year with more current scores.  Performance categories and measures may change to reflect new enrollee informational needs.

Report from Standing HealthChoice Committees

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

Public Comments

Ms. Gale Hafner of Maryland Disabilities Law Center expressed concern about a problem with pharmacy program co-pays.  There are two conflicting pharmacy transmittals, #170 and #171.  Transmittal #170 correctly informs the pharmacists that they may not deny prescriptions to individuals who do not have the co-pay if the reason they have pharmacy assistance is categorical eligibility.  Transmittal #171 states pharmacists may deny prescriptions because there is a waiver.

Ms. Tucker stated the confusion may be between this and the pharmacy discount program.  Under the pharmacy discount program, the pharmacist does not have to fill without the co-pay.  Ms. Tucker stated the Department would look at both transmittals and see what the confusion is. 

Ms. Hafner stated in addition, there are MCOs who are imposing a co-pay.  Ms. Tucker stated that change occurred during the legislative session.  The legislature made the fee-for-service policy a $2 co-pay and made the MCO policy the same.  There should be the same provision for both if people can’t pay, the fee should be waived.

Ms. Hafner reported her organization objects to an emergency regulation dated November 17, 2003 proposing that individuals on Medical Assistance can be billed for their doctor’s visits if they miss their appointments, if there is a posting stating that everyone has to pay and they are informed.  One of the big issues is whether the doctor considers this person at fault for failing to show up or arrive late.
Ms. Hafner’s asked the Committee to consider the most effective ways of identifying people over 65 years old who are in Medicaid long-term care who can be transitioned out into the community.

Adjournment

Dr. Shubin adjourned the meeting at 3:15 p.m.







Respectfully Submitted








Carrol Barnes
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