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Maryland Medicaid Advisory Committee

January 12, 2004

Call to Order and Approval of Minutes

Ms. Lynda Meade, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  The November 20, 2003 minutes were changed to indicate Dr. Shubin adjourned the meeting and were approved as written.

Ms. Meade informed the Committee that Alice Burton, Director, Planning Administration has left the Department to work with a national group called Academy Health in Washington D.C.  Mr. Folkemer will now be attending the monthly MMAC meetings to provide updates and general information.

HealthChoice Evaluation Update

Ms. Amanda Folsom, Health Policy Analyst, Office of Planning and Finance, reported an extensive evaluation of the HealthChoice Program was conducted in 2001.  Since then the Department has been continuing to update certain measures and monitor progress to determine if HealthChoice is continuing to trend forward in the right direction.  At the time the HealthChoice Evaluation was conducted, the Department compared pre-HealthChoice utilization and access data fiscal year (FY) 1997 to calendar year (CY) 2000.  This update compares CY 2000, 2001 and 2002.  Key findings of the HealthChoice Evaluation indicated improvement in access in a variety of areas.  This update indicates continued improvement in access under HealthChoice in ambulatory care, well child services and dental access and utilization.  The Department recently released its annual dental report.  Improvement was also noted in children getting lead tests, substance abuse treatment for adults and the percentage of foster children receiving mental health services.

The one area that has not shown improvement is emergency room (ER) utilization, which continues to go up.  This was not anticipated under managed care and the Department is looking at this more closely and trying to determine what is driving this up.  This may be part of a national trend or due to increased marketing and availability of ERs in Maryland particularly in Baltimore City and Baltimore County, which is where the increase in ER utilization is primarily focused.  There is some evidence that there was under reporting of ER utilization in CY 2000, which might be why it appears that utilization has increased.  There are also a disproportionate number of families and children and SSI disabled population in both Baltimore City and Baltimore County and that population has a tendency to use ER services at a higher rate.

Senator Kelley asked if the Department has considered that there might be a lack of access to regular services.  

Ms. Folsom responded the Department has looked at this and the data indicated access to ambulatory care services has increased in Baltimore City and Baltimore County.  This indicates it may not be an access issue.

Senator Kelley asked if the Department has done a cross sectional analysis to see if the increase in ER use was more primary care or specialty care.  Senator Kelley stated we know there is a specialty care problem in the rural areas and on the shore.

Ms. Folsom responded the Department did not look that closely at ER visits.  The way ER services are reported in this evaluation is they are counted as those services that do not result in a hospitalization.  The thinking is those visits could have been handled in an ambulatory care setting.

Ms. Folsom reported that overall the results of the update are good and the program continues to improve.  The Department continues to look at the ER issues and conduct many quality assurance activities.

Secretary’s Address

Mr. Nelson Sabatini, Secretary, Department of Health and Mental Hygiene, addressed the Committee and shared his thoughts and concerns regarding Medicaid, where it’s going in the future and a little, in broad general terms, about the upcoming budget.  Secretary Sabatini stated he is very concerned with the future of Medicaid.  The Secretary stated he is convinced the program that we currently know is not financially sustainable.  At the national level, Medicaid is now costing more than Medicare.  Projections on both sides of the political spectrum indicate Medicaid will cost $600 billion a decade from now.  Secretary Sabatini stated he feels the program has gotten out of control.

When Medicare and Medicaid were enacted in 1965 the focus of the planning was almost entirely on Medicare.  Secretary Cohen, as one of the original authors of the Social Security Act in 1935 had one goal in mind.  We were the only country in the world that had a social security system that did not have a health care benefit as part of that system.  In most other countries, health care was the primary emphasis of their social security system and the pension component was secondary.  Secretary Cohen was determined to expand the Social Security Act to include health care.  Almost as an after thought, they said there are all of these state programs that provide health care to the indigent and it wouldn’t cost very much if we swept them up into a national program as a state/federal partnership and for $2 more they added Title XIX to the Social Security Act to start Medicaid.  That after thought is now costing more than what it was intended to be.  

In spite of all of the expansions, the increase in cost of this Medicaid Program from the 1991 budget to the 2005 budget being submitted has more than quadrupled. We’ve expanded the program to cover more people but we have more uninsured today than when we started and the provider reimbursement rate makes it more and more difficult to get specialists to participate in the program.  What we are doing isn’t working and needs to be changed.  We are seeing an increasing loss of public confidence and more and more people asking why are we spending 20% of the total state budget on something that is not accomplishing what it was intended to.

Senator Kelley reported as the only state legislator from Maryland that was a delegate to the last White House Conference on Aging, all of the delegates were overwhelmingly interested in services being provided for long term care in the least restrictive environment in the individuals  homes and community.  Many much younger people would like to see a broader waiver so they can be served at home or in the community instead of being warehoused in a more costly environment like a nursing home.  Currently there appears to be a number of structural and governmentally imposed impediments to moving people who could be well served at a lower cost into the community.  The largest number of Medicaid recipients is children but the greatest amount of money is spent on long term care at the end of life.  How can we look differently at this issue to change it.

Secretary Sabatini responded that Senator Kelley touched on one of the four major problems with the Medicaid Program.  The long term care costs count for about 30% of the expenditures in the state Medicaid budget and it represents about 4% of the population.  Just about everyone in this category is dually eligible.  They are eligible for both Medicare and Medicaid.  We need to find a way to aggressively deinstitutionalize the elderly, keep the current non-institutionalized population from going into nursing homes and find a way to move the current institutionalized population out of nursing homes and into less costly alternative settings.  The major problem in accomplishing that is rigidity and lack of flexibility within the programs.  We have to look at a model that has worked in the past and that is the Home and Community-Based model for the Developmentally Disabled.  We have a waiver for home and community-based care for people who meet the standard of care for nursing homes but that adds dollars to the budget but doesn’t save any.  The intent of the demonstration was to find alternatives that cost less.  The only solution the Secretary feels would work most effectively is a waiver that would mandate everyone who is dually eligible in Maryland must participate in a managed care program.  This managed care program must be administered by one payer that does both Medicare and Medicaid and received a capitation check from both programs.  You then create financial incentives and flexibility for people who are in nursing homes and want to go into the community and there is a financial incentive to keep people who are not in nursing homes from going into nursing homes.  The geriatric researchers at the University say they believe that at least 50% of the hospital admissions of the elderly population each year could be satisfied and needs met if there was the flexibility to directly admit them into a nursing facility.

It is the nursing home industry that has defined itself as a long-term industry.  This is not in regulation or law.  There are intermediate care facilities and nursing facilities that are designed to take care of people who are too sick to be home but not sick enough to be in the hospital.  To the extent that you can do that by direct admission you’ll save money.  Discussions with payers indicate this idea would create interest and attract payers to come back into the Medicare market because they would have some protection with capitation payment on prescription drugs.

We need to decide what it is we want the Medicaid Program to be.  It was created in 1965 as a program designed to create a publicly funded health insurance program intended to guarantee poor people access to high quality health care.  We need to understand that the state has an obligation to be a prudent buyer of health care, should leverage our buying power and make the business-like decisions that other payers make.  Secretary Sabatini stated he feels if you create a market, the providers will respond.

Senator Hafer stated he agreed provided these alternative solutions are not over regulated.  Many of our problems today are regulations that cost nursing homes much more money to operate and have to charge more.

The Secretary responded that we have to stop worrying about regulating how we are going to deliver the service and start focusing our regulating ability on the results we get.  If people’s needs are being met in an acceptable fashion through quality care and their quality of life is good, that is what we should be regulating.  This has to be a part of the overall changes we make.  If we let the program continue as is, it will collapse and we’ll end up with a two-tier system of health care where everyone will have a Medicaid card but you won’t be able to find a quality provider to take care of them which is not acceptable.  

Ms. Doyle asked if from a mental health prospective, there is any way of looking at the private insurance market, what they are currently doing and what they ought to be doing.  We are seeing more and more people with brain injuries going straight into a nursing home because the rehabilitation services they need to get them back to optimum functioning is no longer being allotted through the private carriers.  It is worth it to the state to see if any of that can be managed differently.

Secretary Sabatini agreed that we need to continue to look at the whole issue of insurance reform.  We need to take the disincentives out of the system for the private sector.  Increasingly we are seeing more and more people of considerable means, through perfectly legal and creative ways, impoverishing themselves.

Ten years ago Senator Barbara Mikulski sponsored the Spousal Impoverishment legislation.  If a spouse has to go into an institution, the non-institutionalized spouse should not have to give up all of his or her assets and lose their quality of life.  Senator Mikulski was right ten years ago and she’s right today.  However, it is wrong to find ways to shelter assets for succeeding generations.  Government cannot solve everyone’s problems.  Government’s role and obligation is to take those problems and do everything possible to help people keep those problems from being crushing.  These problems have to be addressed at the federal level and we need some federal laws changed.

Senator Kelley said that the tough fiscal problems are being felt in her district because of the need to cut rates to community-based programs.  There is a program in East Catonsville that has the most highly intensive beds and serves the most sick people that has been badly hit and just had to lay off 21 employees.  Senator Kelly stated she is concerned about cash flow with the type of rate changes currently being made and didn’t want to see facilities like this close down.  

Secretary Sabatini stated that we have gone from year to year, when we are in a terrible budget crisis, tinkering with and squeezing provider payments, which is addressing symptoms and not the fundamental problems that really need to be addressed.

Ms. Phillips stated there is a real problem with undocumented people.  In the maternity clinics and clinics there is an increase of 50% from one year to the next.  We are able to operate a clinic with county funds that does all of the pre-natal care, but we are not a magnet for Central American people.  If the president’s new guest worker arrangement should pass, it might have some health coverage for people while they are here because most of those people are working.  

Secretary Sabatini responded that it might because it changes their status from undocumented to lawfully admitted.  We also need to explore some kind of waiver that lets Medicaid pay for the emergency care like delivery and assume prenatal care is a part of that which is now prohibited under federal law.  The Bush Administration has said it would allow states to consider the fetus and unborn child and there by allow prenatal care under Medicaid.  We are spending a lot of money on both documented and undocumented aliens that are literally being recruited by Maryland based health care institutions.  This we can control and should do something about.  

Mr. Levi asked if the Preferred Drug List (PDL) has had the impact that you expected or has it exceeded expectation.

Secretary Sabatini stated it was too soon to tell, however, there are no indications that the PDL has had an adverse impact.

Mr. Folkemer added that the Department had some early indications in terms of driving that market that it is working at least in the first couple of classes.

Ms. Meade asked if Secretary Sabatini wanted to say anything about the budget.

Secretary Sabatini stated there was very little he could say about the budget at this time.  The affordability cap has been set at approximately 4.3%.  The most we can see is a 4.3% expansion, which is not, enough to fund current program levels.  Although people anticipated terrible draconian type of things happening in 2005, it will not be pleasant, but will not be to the level that people thought.  In part because Secretary DiPaula moved aggressively and made changes last July, which will carry over into 2005.  Secretary Sabatini stated he has focused a lot on reducing costs by improving efficiency in program delivery and management.  We must do that first before we cut services.  We would rather consolidate Crownsville with a $6 million savings than cut benefits.  We are going to be proposing the privatization of the Walter P. Carter Center in Baltimore.  We have proven that the privatization of that health care campus into the University of Maryland Medical System is successful and is working.  The privatization of the Carter Center makes sense and also has the potential of yielding $10 million in program savings.

Mr. Levi asked if the state had considered consolidating the purchasing of drugs with some of the local subdivisions.

Secretary Sabatini stated that the state spends roughly $700 million plus on prescription drugs each year in Medicaid.  About $120-150 million of that is the prescription drugs purchased through managed care organization (MCO) programs and the remainder is through the various fee-for-service programs.  The state also spends close to $250 million a year on various prescription drug programs through its state employee health insurance programs.  With all of this purchasing we don’t get the same kind of deals that the private sector gets.  We need to leverage our buying power.

Ms. Meade stated the Committee will look forward to reviewing the budget next month.
Substance Abuse Improvement Initiative

Deanie Leonard, PhD, Chief, Data Management and Analysis Division, gave the Committee an update on the HealthChoice Substance Abuse Improvement Initiative.  There were three goals to the initiative: 1) Improve access to treatment, 2) Expand network of treatment providers within MCOs; and 3) Improve timeliness of payments from MCOs to treatment providers.  Improving access is the one goal that has stayed on the radar screen and is discussed monthly at the substance abuse workgroup meetings.  The workgroup has remained a very active and involved group with regular attendance by 30 or more individuals.  Key elements of the initiative have been: 1) self- referral to treatment, 2) allowing non-contracting providers to serve and 3) standardized authorization protocols and uniform treatment plans across MCOs.  The Department conducted an analysis of adults ages 21 to 65 and has been asked by the workgroup to do an analysis of children also.  The Department looked at calendar year (CY) 2000, the year before the initiative started, and CY 2002 which was the first full year that could be evaluated post-initiative.  We have had more adult substance abusers diagnosed, not because the prevalence of substance abuse is changing, but because within the HealthChoice managed care system there is more attention being given by providers of all kinds to noting indications of substance abuse whether the primary or secondary diagnosis of the visit.  More adults are accessing treatment.  The form of treatment that tends to be continuous which we used to call Methadone treatment is now being called medication assisted treatment because that arena of treatment is changing.  Regular visits week by week throughout the year is indicated for treating opiate addiction using medication and counseling.  The number of weeks of medication assisted treatment per individual in treatment for opiate addiction is increasing.
Senator Kelley asked what is the Department’s take on what we have been reading in the press about the abuse problem with methadone users obtaining the product in heavy volume and selling it on the street.  Does the Department agree that this is probably happening and what is their response.

Dr. Leonard stated her response would be personal because this is a very difficult question to answer and would not be easily identified in Medicaid data.  We can look at the number of people receiving methadone, but we can’t really say who is getting too much methadone.

Senator Kelley stated she understood if the Department did not have an official response to this problem and may not have officially investigated the problem.  We will wait for this but we need to know because this is costing us money as well as the social and medical costs to the person who is suffering the impact.  Since this is a highly addictive drug in its own right and can be sold on the street, there is the potential to create new addicts.

Dr. Leonard responded that she would consult with the Alcohol and Drug Abuse Administration and see what their take is on this problem.

Ms. Meade asked if the figures Dr. Leonard was presenting would indicate if these people are receiving temporary cash assistance (TCA).

Dr. Leonard responded that the TCA population has declined over all and results would have to be adjusted for that decline, but a breakdown can be done of adults by coverage group, including TCA.  

Ms. Meade pointed out that there are now addictions specialists in the various Department of Social Services (DSS) offices and there is screening that is going on.  The question is: are these folks self-referring or are they being referred.  

Dr. Leonard stated of the smaller TCA population, what proportion are we seeing compared to several years ago before the addictions specialists were widely in place.

Ms. Meade asked, of the 12,500 diagnosed and almost 9,000 being treated to what extent is that helping mothers.  If they are on welfare and are being treated, the inference would be that this is helping them break down the barriers and move them towards being more ready for employment situations.  

Senator Kelley added that there are a lot of legal barriers against many of those individuals being hired in most types of legal employment just because they have been addicted.

Dr. Leonard stated that there seems to be an anomaly in the number of adults enrolled in 2001.  The denominator (total adults 21-65) decreased by about 6,000 people from 2000-2001 and rose back up in 2002.  We have been exploring why this has happened.  We have not identified any policy reasons why that population would have gone down and come back up.  When you look at the numbers in 2001 in general they appear to be a little out of line with the patterns of 2000 and 2002.  We are concerned about the 6,000 drop and it may have affected the other numbers.  There are often cleanups that are done with data that the eligibility staff do to look at things like how many people have died. Dr Leonard added, in general, keeping in mind that 2001 may have some data anomalies, we feel comfortable with the data for 2000 and 2002 so we are comparing  the data before the initiative began (CY 2000) the data after the first full year after the initiative was in place (CY 2002) which will give us a more logical trend line.

Although there have been some positive trends noted with this initiative, there was also a negative pattern that has not improved.  Even though more people are being diagnosed and more people are being treated, when you start to look at the counseling visits distribution, which is how many treatments other than methadone or medication assisted treatment, the unfortunate piece is the continuing high portion of individuals with 1-5 visits in a year.   One MCO stated we can get people diagnosed and get them connected with a treatment system, but someone has to keep them there or find them if they don’t show up for treatment that has been authorized or they missed an appointment.  We don’t, at this time, have the ability within Medicaid administrative data to look at authorizations.  We can only look at encounters or fee-for-service visits.

Mr. Lindamood asked if the Department has evaluated the role of the special needs coordinators in its evaluation of HealthChoice which may be particularly relevant in capturing some of the more difficult to reach population and keeping them in treatment.  
Dr. Leonard stated this would be very difficult to do because each MCO has a different way of organizing.  The special needs coordinators occupy different levels within their hierarchy and therefore vary in their ability to manage processes.  

Mr. McInnis asked what the substance abuse workgroup is currently doing with buprenorphine.
Dr. Leonard stated that buprenorphine is another new alternative to methadone for opiate addicted substance abusers.  One of the Department’s most recent efforts is to look at how you deliver this care.  Buprenorphine can be prescribed by well-trained PCPs who have taken a specific training course.  Buprenorphine adds new levels of flexibility to dealing with people who are opiate addicted who are not in a position to or refuse to attend a methadone clinic.  The workgroup has looked at how to code for billing and how will the addition of this new treatment work within the substance abuse initiative; and what are the protocols the substance abuse work group can come up with that all seven MCOs may be able to agree on as standardized ways of delivering care.  The idea is to do what we can to get buprenorphine into the lexicon.  It is now on the Medicaid formulary.  Letters have gone out indicating that because of the Food and Drug Administration approval buprenorphine is to be included on all the MCO formularies.

Cost Containment/Legislation 
Mr. John Folkemer, Executive Director, Office of Planning and Finance, stated that the budget will not be released until next week and the Governor’s legislative package has not yet been released so there will be discussion on those items at next months meeting.  

Mr. Folkemer provided the Committee with a status update of cost containment items that were previously reviewed in detail with the Committee at a past meeting.  In December the Administrative, Executive and Legislative Review Committee (AELR) had a hearing on a number of the cost containment items and they took several actions.  They approved the regulations on the rare and expensive case management program where there will be a change in the amount of time that is put in and therefore a change in the payment to the case managers.  They also approved the new HealthChoice MCO regulations that have incorporated in them a 1% cut in the rates.  There are two regulations that, after considerable discussion, the committee decided not to take an action on and they were reducing the payments to the pharmacists by another 1% to make the average wholesale price –12% instead of –11% and a 1% cut in the nursing home rate.  The AELR didn’t approve nor disapprove these two regulations, they wrote to the Governor and the Department and expressed the concerns that they have.  The committee did not take action on those; however, those two changes are going forward.  The Department reported back to the committee that it would be moving forward with these changes along with the other two they approved.  There was another change in regulation that took effect in January 2004 regarding hospital day limits.  This was not on the agenda for hearings so the committee decided not to hold a committee on those regulations and they also took effect in January.  There is one other set of regulations that is still in the process regarding the District of Columbia hospitals and some reductions in the rates to be paid to them.  Those regulations were on the schedule for a later hearing and were published in the register on December 26, 2003 and are scheduled to take effect in March or April.

Ms. Meade stated that she wanted to inform the Committee about something that doesn’t affect Medical Assistance per se, however, would have a potential impact on emergency room use.  There is a program administered by the Department of Human Resources (DHR) called Transitional Emergency Medical and Housing Assistance Program (TEMHA) that serves single disabled adults with no other source of income.  Their monthly grant is about $185 and in some instances that pays for them being able to stay in a mission at night, for personal items, etc.  They are hooked up to some basic health program.  The Department is going to continue to take applications for TEMHA, but is not going to pay any cash grant to any new people.  The fear is people will not apply if they are not going to get a cash benefit even though this would be their gateway to food stamps and their small health provision.  From a health prospective it is going to have an impact on some of the health providers.

Mr. McGuire stated because there will be a budget shortfall in the Transitional Emergency Medical and Housing Assistance Program, that we needed to follow the procedure outlined in COMAR and obtained an opinion from the Attorney Generals office.  It is a cost containment effort that we are not offering a cash benefit to new applicants.  This does not affect current recipients in the TEMHA program who will continue to receive cash assistance.  We take a common application for food stamps, medical assistance and people approved for TEMHA benefits will also get in the pharmacy assistance program.  We will continue taking applications but those cases will be open with an active no pay status and enable us to emphasize that people should keep applying for other programs.   For long term individuals who apply for SSI we have a contract with an HMA that has a program called Disability Entitlement and Advocacy Program that assists people with going through the process of applying and appealing through SSI.  The program will continue, but the new people will not get the cash benefit, but will get all other benefits they would ordinarily be entitled to. 

The DHR will be contacting organizations and advocates that serve this population to ensure that this message is conveyed to those that serve as providers so they can assist people with their questions and make sure community people understand.  Once funds become available, it will be easy to identify those eligible and start giving them the cash benefit.  This action is temporary and should only last through July.

Mr. Lindamood stated the newspaper reported that as many as 10,000 Marylanders would not have access to this benefit over the next six months.  Mr. McGuire responded that number did come from DHR and is an estimate based on a straight-line projection of who comes in and applies.   

Ms. Meade stated both newspaper articles stated that applications would no longer be taken.  The DHR needs to make sure this is clarified.  Mr. McGuire stated that information was not accurate.

Medicaid Buy-In Update (Ticket to Work)

Mr. Anshu Choudhri, Health Policy Analyst, Office of Planning, gave an update on the Medicaid Buy-In, the employed persons with disabilities program.  For years there has been increasing interest in Maryland to implement a Medicaid Buy-In Program for the working disabled.  Thanks to the Balanced Budget Act of 1997, an optional coverage group was created that extends coverage to working persons with disabilities that would not otherwise be eligible for Medicaid benefits.  The goal of the program is to remove any barriers for individuals with disabilities in the workplace to be competitively employed by providing continued access to Medicaid benefits while they are employed.  Persons who are SSI and SSDI recipients under the age of 65 and whose income is at or below 300% of the federal poverty level (FPL) would be eligible for the program.  In addition to these requirements the individual would have to meet the SSA definition of disability which is in general terms, make less the $800 per month due to a disability that is expected to last at least a year and possibly resulting in death.  

During last year’s legislative session, HB 630 was signed and directed the Department to have a Medicaid Buy-In program in place by July of next year provided there was adequate funding.  This legislation is based on years of work by the Maryland Coalition for Work Incentives Improvement and was proposed two years prior to that, but was shot down due to inadequate funding.  Through our work with the Coalition, we have identified the current working Medicaid population to start off the program and remove employment barriers.   In 2002 Maryland applied for the Medicaid Infrastructure Grant through CMS, which is a grant that is awarded to states to help fund the Medicaid Buy-In program and fund implementation activities such as hiring consultants to assess current systems and develop enrollment estimates.  In 2003 Maryland was award $500,000 per year for four years.  We just finished the first year of the grant, CY 2004 is year two.  One of the stipulations for receiving the grant money is for us to demonstrate our commitment to improving personal care services outside of the home and in the work place at a level sufficient enough for competitive employment.  As of last year, Maryland only covered personal care services in the home.   In December of last year we proposed an amendment to the regulations to include the workplace as well.  That amendment should be in the February 2004 Maryland register.  

Ms. Phillips asked if the Department anticipates problems with getting providers to provide personal care in the workplace.  Mr. Choudhri stated there is currently a limitation on the number of adequate care providers and is something that must be taken into consideration.  It is tough getting providers to provide services in the home.  The first step was to get the amendment into regulations and then over the course of this year, look more closely at how the provider network can be expanded.

In 2003, the Department met with CMS staff to discuss the potential of implementing a smaller scale Medicaid Buy-In program that would only cover existing working Medicaid beneficiaries and SSI recipients.  The Department felt that given the current financial constraints, by targeting this population, it would present fewer operational challenges for the Department while allowing sufficient funds to be available.  This is an affordable first step in implementing a larger scale program that would include SSDI recipients once the fiscal situation improves.  The Department  submitted a concept paper on this to CMS in July and received comments on the paper in October when Secretary Thompson informed Governor Ehrlich and Secretary Sabatini that our proposal sounded reasonable and it may be possible through a state plan amendment.  Department staff talked with CMS about moving forward with the state plan amendment, but CMS informed the Department that a state plan amendment would not be a feasible option because for the smaller scale program we were limiting the population and by doing that you can’t use a state plan amendment.   They have encouraged the Department to pursue this by amending the 1115 HealthChoice Waiver.  The Department began the process for that in December 2003.  Currently, the Department is still waiting word from CMS regarding the feasibility of its proposed option.
The Department has also been working on estimating the enrollment and the cost of the program.  Grant funds were used to hire an external consultant, Regional Economic Studies Institute (RESI) which is part of Towson University to take a closer look at the participation for the program.  The projections the Department made (approximately 2000) compare favorably to the estimates RESI made (1500).  Using this data, the Department will work with the Maryland Department of Human Resources and University of Maryland, Baltimore County to analyze the costs of the program.  Once that is done that information will be taken back to RESI who will generate a final report incorporating the costs and enrollment information.

In the short term the Department will work with CMS to move forward with the 1115 Waiver amendment and in the long term look at designing this Medicaid Buy-In program and implementing it within the structure of the current Maryland Medicaid Program.  The Department wants to make sure this is as seamless as possible so the beneficiaries still have access to services.  We will also look at the eligibility determination system to see if we can use the current system in place or possibly create a stand alone system.  With the HIPAA requirements the current system is expected to be modified sometime next year.  With a deadline of July 2005 to get this program up and running, the Department may need to look more closely at a stand alone system for the Medicaid Buy-In.  The Department will probably be using a consultant to take a look at the current system and the feasibility of a new system.  The same thing goes for the premium determination and collection system.  A consultant will look at the current systems capabilities and the pending recommendations and use the bulk of the 2004 grant funds available to develop a new system.  Towards the end of 2004, the Department will start looking at communication and outreach for next years implementation of the program.  We will begin training and presentation and media exposure of the program.  Enrollment is expected to begin sometime after July 2005 and the legislative report should be up on line in the next few weeks.

HIPAA Update

Mr. Alan Shugart, Director, Systems and Operations, gave the Committee a status update on Health Insurance Portability and Accountability Act of 1996 (HIPAA) activities.  The Health Insurance Portability Account Act was the long-term goal of improving health care and reducing costs.  The Department has had good progress to date and filed a contingency plan in October, 2003 that allows providers to continue sending electronic claim transactions in the existing Medicaid formats until they have been fully tested HIPAA transactions.  There have been significant system changes to the MMIS including Claims subsystem, Provider subsystem, Reference subsystem, Surveillance and Utilization (SURS) subsystem and Management and Report (MARS) subsystem.  The Department has purchased and installed HIPAA translator hardware and software.  Pharmacies are leading the way with electronic points of sale that started in April 2003 and the Department will have its first claims within the next week.  These changes are just the beginning and HIPAA will have a yearly update and there are still some major significant changes coming in with new standards that must be done each year.

The Standard Unique Employer Identifiers must be complied with by July 30, 2004.  Revised HIPAA Transactions (version 4050) are tentatively scheduled for implementation in January 2005.  Security must be complied with by April 2005.  There are other major HIPAA rules that are still in process.  Most have been delayed.  The standard implementation date for HIPAA final rules had been two years plus two months from date of publication.  Several rules are projected to be published in 2004, which means that the compliance date will be in 2006.

The Medicaid Companion Guides for Transactions, Testing Instructions, Medicaid Submitter and Enrollment forms and Contingency Plan can be found on the DHMH website at: www.dhmh.state.md.us/hipaa/transandcodesets.html.   

Report from Standing HealthChoice Committees

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

ASO Advisory Committee

Ms. Doyle reported the ASO Advisory Committee discussed changes in the public mental health system as it related to authorization of less and less services especially child rehabilitation services.  Issues were raised regarding high risk and high need children.  The committee discussed the new child rehabilitation guidelines coming out and the new case rate proposal.  Concern was expressed on the impact on children and high-need adults.  Providers have been hit with an across the board cut of 10%, but providers are feeling cuts up to 20-25% which is resulting in huge lay-offs.  The committee also discussed the appeals process and the timelines for that process.  The committee talked about the gray zone population no longer being compensated at HSCRC rates for hospital- based clinics.  The Administrative Services Organization RFP has come out and Maryland Health Partners will be bidding for that contract.  Consumer satisfaction evaluations were completed that showed that consistent levels of satisfaction over the past three years for people served by the public mental health system.  Provider satisfaction surveys have been completed but have not been released yet by the Mental Hygiene Administration.  The Cultural Competence Workgroup is still piloting an assessment tool.  They are looking for Asian and Native Americans to increase the sample size for their data set.  The Data committee, which is a subgroup of the Maryland Health Partners Advisory Committee, is trying to find a way to use data to determine changes in access and its impact on individuals.

Public Comments

Mr. Sam Ankrah of SOA Associates, Inc., made two suggestions for the Department to consider to address the rising costs of Medicaid.  First, to consider the Cash and Counseling Program that is currently being implemented in Arkansas, New Jersey and Florida.  The Cash and Counseling Program is a consumer directed support program where instead of an elderly person going on Medicaid, money is paid directly to the consumer who then hires who they choose, like a relative, to provide personal care services.

Senator Kelley stated that we would need to un-bundle the various cost components in order to determine what portion would compensate for not being in the Medicaid Program and what other funding streams would have to be there to compensate for the other costs.

Secondly, Mr. Ankrah suggested Maryland consider doing what some states have and team up with each other and request drug manufacturers submit competitive bids to reduce prescription drug costs.  

Mr. Folkemer responded that Secretary Sabatini mentioned we are having some discussions between the Medicaid Program and the state employees regarding pharmacy so that does address increasing the volume.  There are some multi-state efforts going on that Maryland has been involved in on the state employee side, not the Medicaid side, but that is something the Department will be looking at.  In terms of the Cash and Counseling, one of the  key components of  the Secretary’s long-term care redesign would be a consumer direction component.  Consumer direction has to be an integral part of whatever the reform is.

The Medicaid budget hearings will be held on February 10th and 11th, two days after the next Medicaid Advisory Committee meeting.

Adjournment

Ms. Meade adjourned the meeting at 3:10 p.m.







Respectfully Submitted








Carrol Barnes
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