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Maryland Medicaid Advisory Committee

July 22, 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 Committee approved the May 27, 2004 and June 24, 2004 minutes as written.  Ms. Doyle clarified that on page 11 of the May minutes, when she was referring to potential budget cuts she was referring to the Department’s budget.

Mental Hygiene Administration Update

Susan Steinberg of the Mental Hygiene Administration (MHA) informed the Committee that MHA has a new Clinical Director named Dr. Gayle Gordon-Randolph.  Dr. Gordon-Randolph is a psychiatrist who specializes in adolescent psychiatry.

Crownsville Hospital Center has been closed.  All patients have been moved to either Springfield or Spring Grove Hospitals.  Patients were transferred by unit with few exceptions and transfers were accomplished without incident.  

The MHA is recommending that the contract for the ASO currently held by Maryland Health Partners be awarded to APS.  The Public Sector entity of APS will operate the ASO. The Public Sector entity is completely separate from the commercial sector which many providers currently have relationships with.  The ASO will be following the procedures and regulations as established by the Mental Hygiene Administration, thus the change in ASO will not change medical necessity criteria or the service package for individuals within the Public Mental Health System. 

The MHA and APS have been meeting with various stakeholders - providers, Medicaid, etc, in order to understand the complexities of the system.  APS will be conducting trainings for all providers.  The APS has a program called CareConnection which is a web-based program that allows the provider to go on-line and do authorizations and registration of consumers.  The MHA has been meeting with providers for their ideas on how to modify the program for Maryland’s system.  This should assist in the development of an easier and more efficient authorization system for the providers.  

In the last six months, compliance has been a focus of the MHA.  The administration is looking at individual providers, group practices and mental health programs to ensure they are complying with Medicaid rules regarding billing and documentation. The MHA has referred six providers to the Office of the Attorney General- Medicaid Fraud for possible criminal prosecution.  Last week the Office of the Attorney General indicted a mental health program, Resolutions Unlimited for inappropriate and unsubstantiated billings.

Ms. Doyle informed the Committee that APS, the new ASO will start on October 1, 2004 and the provider community has grave concerns with the transition.  In 1997 when the system went into effect with Maryland Health Partners, there was a great deal of chaos which resulted in difficulty getting authorizations and claims payments.  Currently providers have no cash to keep afloat if there is any delay in claims payments.  Ms. Doyle requested that the MHA return to the next scheduled MMAC meeting to present their contingency plan if there is a problem.  Ms. Doyle also informed the Committee that Committee member Senator Kelley wrote a letter to the Governor regarding the transition to APS and indicated there were some questions about APS in the commercial market.  Ms. Doyle stated, given APS’ history, she did not think that APS has ever dealt with a state system as complex as the Maryland Public Mental Health System.

Dr. Shubin stated that he was hopeful that the change is ASO might provide an opportunity to look at the mental health provider and primary care provider (PCP) communication link.  

Mr. Lindamood asked which other states did APS operate in on the public side.  Ms. Steinberg responded that they operate in six other states:  Arkansas, Puerto Rico, Hawaii, West Virginia, Georgia and Wisconsin.  Ms. Steinberg also stressed that in 1997 when the carve-out began, the system was transforming from a grant based system.  Thus, many problems resulted from the fact that the Medicaid fee-for-service system was new to MHA and the providers.  Today, there should be fewer problems as the system is only changing ASO vendors and not creating a new system.  However, MHA recognizes there may be some problems initially with authorizations and claims payments. The MHA and APS will address all problems in a timely manner.

Ms. Doyle stated that these are different markets, and in some of these other states, different functions, not necessarily an ASO as we know it here in Maryland.  It is hard to compare from state to state.

Mr. Lindamood asked if the ASO will unveil the webpage on October 1, 2004, or will that happen overtime.

Ms. Steinberg stated that APS currently has a program called CareConnection that they have in other states.  Maryland is modifying it to meet Maryland’s needs.  The MHA is hoping to have a complete working model for providers in September.  Training will be provided through a tutorial program and providers will be able to access that program prior to October 1, 2004.  

The APS is also developing a bulletin board system for PRPs, hospitals and clinics where the Department can post information and providers can ask questions or present their issue of the day.  Also the system is being designed to be able to send out an automatic e-mail to all providers if there is information that needs to be posted or there are new policies that need to be disseminated.  

Dr. Keane asked what changes will there be for families regarding access and referrals. Ms. Steinberg stated that there will be no changes in those areas.  The MHA is working on keeping the 1-800 number transferred.  

Ms. Doyle requested that MHA consider two things:  as soon as possible conduct some claims testing and since the web-based authorization process requires a lot of data entry, particularly for the clinics, allow providers to start entering data on the system when this CareConnection tool is available prior to the October start date.   

Budget

Audrey Richardson, Director, Finance Administration gave the Committee a brief update on appropriations (general fund portions) for the fiscal year (FY) 05 budget that have been passed: provider reimbursement- $1.8 billion, MCHP - $43 million, Kidney - $11 million, and administration - $24 million for a total of $1.89 billion and $4 billion in total funds.  There was a $24 million provider reimbursement reduction in the legislative session.  

The Department is required to do two legislative reports, one on working capital advances where the Department receives a 2% discount for hospital claims.  Right now the federal government shares that 2% discount, but they do not share in the advance to the hospital.  The other report is on MCO medical loss ratio.  There is a requirement that the MCOs utilize at least 85% of the capitation they receive on medical care.  There are a number of MCOs that have not achieved that 85% loss ratio and there was a recommendation in the last legislative session that the MCOs that did not meet this requirement be sanctioned and return those funds to the State.  The Department did sanction one MCO, AMERIGROUP Maryland, Inc., this year.  The Department will continue to look at this, however, in the Department’s opinion, medical loss ratio is not a fair way to evaluate the quality of the care MCOs are providing.  The Department would like to use several quality measures in addition to medical loss ratios to evaluate MCOs.  This report is due to the legislature in September.  

Major cost containment activities include: limiting the number of hospital days Medicaid will pay for adults in a specific category and does not apply to pregnant women, children or MCO patients.  This applies to fee-for-service only.  Cost containment actions also include a 1% rate decrease for MCOs, restructuring of the Rare and Expensive Case Management (REM) program and pharmacy AWP went up to 12%.

The Department is currently engaged in the FY 06 budget.  There is another layer to the process that has been implemented this year called the Strategic Budgeting Process that was initiated by the Department of Budget and Management (DBM).  The DBM wants all Departments to look at all of their functions and determine if these activities and programs are really necessary and if not, can those dollars be reallocated to another program.  Departments are to use the five pillars of the Administration when going through this process which are: 1) health, 2) environment, 3) education, 4) public safety and 5) commerce and evaluate priorities based on these five pillars.  

Mr. Levi requested that in the future when the Department refers to Pharmacy AWP percentage that they also include the corresponding WAC percentage for comparison purposes.

Ms. Doyle asked what portion of the state’s Medicaid dollars is not eligible for federal match.  Ms. Richardson stated the Kidney program is the only program not eligible for federal match.  The Pharmacy Assistance Program used to be ineligible for federal match, but it is now folded into the 1115 Waiver and the state now receives a match for that.  

Ms. Meade stated she read in the paper that each agency was asked to look at a 12% cut and asked if this is a part of the Department’s strategic budgeting process.  Ms. Richardson stated that the Department was not given a specific percentage, but a reduction is expected as a part of the budgeting process.  

Dr. Keane stated that the REM program has been restructured, but the new structure has not been communicated to providers well or at all.  Dr. Keane asked what the state’s plan was to get this information out to providers.  

Ms. Tucker responded that there are four levels of need with levels one and two being the highest needs and three and four the lowest needs.  Nothing has changed for levels one and two in terms of what the case management services are that they will be provided.  After the initial assessment, patients who are level three or four and in a stable situation, will be provided case management on an as needed basis.  The transition for the program went smoothly with virtually no consumer complaints.

Dr. Keane stated that a year after the REM Program change, there are children who are in the levels 3 and 4 who don’t remember how to access case management.  Ms. Tucker stated the Department would send something out to the families.  

Update on Managed Long-Term Care Project

Ms. Susan Tucker, Executive Director, Office of Health Services, reported on the development and implementation of the Secretary’s new vision for long-term care in Maryland. Ms. Tucker informed the Committee that Medicaid growth is not sustainable and has grown substantially over the past several years.  Thirty percent of the Medicaid budget is spent on 4% of the population.  Even with that there is still a great deal of unmet need, especially for long-term community-based services.  The Department has some existing 1915 (c) (home and community-based) waivers.  Through those waivers it has been demonstrated that the needs for persons who are nursing home level of care can be met in the community, but have also found there is a need for a more comprehensive strategy.  There are still people on waiting lists and people who are in nursing homes who want to be served in the community.  

There are some fundamental problems with the way the fee-for-service Medicaid Program is structured.  It is not coordinated with Medicare which is a big payer for this dually eligible population for a different set of services.  It is hard to set up system incentives for cost efficiency in a fee-for-service system, especially in a system where the services are entitlement services.  There isn’t enough flexibility to provide services that best meet the needs of consumers and sometimes it is hard for individuals to get the right services in the right setting.  The system is fragmented and not consumer-friendly.  

The Secretary has proposed that the long-term care system for Maryland Medicaid be reformed.  The goals of long-term care reform include freeing up resources to take care of unmet needs and provide services in the community.  Another goal is to set up a program to coordinate acute and long-term services and financing with Medicare which will be a big challenge because there are many federal barriers.  The Department wants to control growth in long term care costs and redirect savings into community-based services or additional waiver slots and make sure services are flexible enough to meet specific client needs.  The Department wants to make sure that whatever is done is accountable for outcomes and quality of care and not just process.

The Department will be writing an 1115 (research and demonstration) waiver to the federal government stating Medicaid beneficiaries will be required to choose a Community Care Organization (CCO) that becomes responsible for all Medicaid services.  Capitation payments would be made to that organization, but that organization would be at financial risk.  The Department will try and integrate financing and management with Medicare to the extent possible and build on the concept of a program the Department funds called the PACE program.  

The populations the Department wants to include in this program are approximately 70,000 adult dual eligibles (Medicare and Medicaid) statewide, all adult Medicaid recipients who qualify for nursing home level of care, all other Medicaid recipients age 65+ which includes all nursing facility residents and participants from Older Adults Waiver and the Living at Home Attendant Care Waiver.  Excluded from this program are people who only qualify for Medicare cost sharing (QMB/SLMB) and people in the Developmental Disabilities Waiver who will continue to receive their services through their existing waiver.  

Services covered would include all Medicaid and Medicare benefits including primary and acute care, pharmacy, mental health services and long-term care.  The Department would like to have the flexibility to cover any services appropriate to enrollees needs and preferences and include features such as consumer direction of long-term care services.

The Department would like all enrollees to have a choice of CCOs and be able to switch plans annually or for cause.  There would be network adequacy standards to ensure a sufficient supply of providers.  The CCOs will have to link with the existing network of aging and disability resources (AAAs, Centers for Independent Living, etc.).

The Department will be hosting several public forums at DHMH next week to obtain stakeholder and community input which is the first step in the process.  The waiver application is a big project, but it is only the beginning of implementing a big program. The Department will be hosting many public forums as the waiver is being written and will need public input after the waiver is written.  The Committee is invited to attend these forums to provide input as the Department moves through the process.

Mr. Ward stated the disability community does not approve of forcing people into a managed care program.  We have learned, historically, that managed care is not an appropriate vehicle for providing care to people who require services like personal assistance.  At the same time, the disability community realizes this is coming whether they want it to or not and because of that are beginning to re-evaluate their thoughts and philosophies.  Research with people in the state of Wisconsin indicate there has been some success with this type of program.

Ms. Tucker stated this is an opportunity to build different types of programs that provide different kinds of services.  The Department is looking for providers that concentrate on serving this population in the community.  The Department really wants and needs input from the disabled and aging communities so people can be served in the community and receive the kinds of services they want.  

Ms. Meade stated that the need for mental health services for those who are aging is a hidden need that gets overlooked.  Ms. Meade asked if mental health services for this population will continue to be a carve out.  

Ms. Tucker responded that the Department is not proposing it as a carve out.  There is concern that their condition is going to be complicated by the interplay between dementia, depression and behavioral symptoms.  There is a stigma for that population when it comes to seeking mental health services and they try to get services through their primary care providers.  The Department feels services should be integrated for this population.  The better the coordination of both mental and physical services for this population, the better ability to do disease management programs for this population.  There is more potential for cost shifting between the two systems.  

Ms. Doyle stated that there is a concern about the number of dual-eligibles that are currently being served in the public mental health system through the waiver.  The PMHS is already in managed care and is moving more towards a total managed care system.  It is really confusing to have two separate systems.  The goal of this is to coordinate care and have community based care which is exactly what the PMHS is all about.  In SB 819, that passed and was subsequently vetoed by the Governor, there were protections that would allow people to choose to stay in their living arrangements.  There is a lot of concern about the disruption of people who are in their current home and have been stabilized, happy and healthy.  

Ms. Tucker responded that this was a good point and there will need to be a great deal of discussion regarding transitions and how they are handled.

Dr. Keane stated this offers some really exciting opportunities.  It is a good idea to look at multiple CCOs so that people have choice, but we have to remember the problems we experienced with enrollment for HealthChoice.  This population is less likely to speak up and less likely to be active in the process of exercising their choice so we are going to have to build a system that provides assistance for them.

Ms. Tucker responded that this is going to have to be a very different kind of enrollment process.  The Department has been thinking about this and will need input from everyone involved with helping this population.  

With Olmstead, the Department has concentrated more on the developmentally disabled and psychiatric populations.  Other states who have implemented this kind of program have not had a lot of success with getting people out of nursing homes, however, what has happened is they have diverted a significant number of people from going into the nursing homes.   

Ms. Meade stated that last month there was a discussion regarding MCHP outreach.  What Ms. Meade would like to hear from Committee members is their recommendations in other arenas or methods of outreach that might be helpful.  There was legislation put in this year that asked for continued outreach and coordination between the Department of Education and DHMH.  That bill did not pass, but a report has been requested that is due to the Health and Government Operations Committee on October 1, 2004.  Ms. Meade stated this discussion occurred at Welfare Advocates because so many of the children were in families that left welfare for work.  They said there should be outreach to the businesses.  There is research in Maryland on what types of businesses mothers go to work for.  If those kinds of trade associations or the Chamber of Commerce were informed about the program, it could be helpful.  

Dr. Shubin pointed out there is a population that has a problem in accessing care at all.  It has nothing to do with money.  These are people who don’t pay their bills no matter what.  These are bad debts from the provider’s point of view.  This is a population that is really not integrated into the mind-set that you must have health care and this results in children not getting what they need.  

Dr. Tilllman stated the Local Health Department in Montgomery County uses several approaches for that outreach.  They use their school nurses and two school based health centers that also do that outreach and provides wrap around services.  They also have a program of community health promoters to reach the various ethnic and racial groups to provide MCHP information.  The way Montgomery County is organized in Health and Human Services, they have Service Eligibility Units so when an individual comes in they are screened for eligibility for various programs whether it be Medicaid, MCHP or a county-based program.  Dr. Tillman stated what she has found disruptive since becoming the Health Officer for Montgomery County, is the automatic requirement for re-certification each year.  The LHD receives a number of calls from families who don’t understand why they were dropped and they don’t think to send in an application.  They don’t get the message. 

Ms. Tucker stated the re-certification is a federal requirement, but sometimes families do not get the recertification application because they have moved and not given their new address to the local health department or local department of social services.  

Report from Standing HealthChoice Committees
There was no Special Needs Children Advisory Committee or Oral Health Advisory Committee report given at the meeting.  

ASO Advisory Committee 

Ms. Doyle reported the last meeting of the Maryland Health Partners advisory committee was held on July 21, 2004.  Concern was expressed regarding the change in ASO and data reporting.  We have had the ability to look at data and MHP put out reports that could be looked at over time and start to see trends.  This data is being transferred to a new platform and the question is will APS be able to read the data and make sense of it, will we be receiving reports similar to what we have been receiving.  One of the things noted through this data is the significant rise in emergency room care for people on Medical Assistance with mental health problems.  Maryland Health Partners was also planning to do reports tracking the impact of case rates for people who had been receiving services and all of a sudden stopped.  They would look to see if they were hospitalized or if some other adverse impact happened.  Will this continue under the new system?  There were questions about the APS ACS connection, one being the authorization process and the other being claims processing.  What was noted in the past is if these are not integrated there are problems.  There were questions of whether or not this advisory committee will continue.  Ms. Doyle stated that she did not believe there was a mandate in the RFP for the committee.  There were some concerns about the new ASO being brought in at the same time as MHA is going through a process of creating the next generation of managed care.  There were some concerns expressed by the consumers on the advisory committee about the closure of clinics that serve 5 counties on the mid-shore.  Kent County closed their clinic at the end of June and Queen Anne County will close theirs at the end of August.  Consumers stated there were already access problems and these problems will only worsen with these closures.  

Other Committee Business

Ms. Meade stated her term has come to an end and this would be her last meeting as member and chair of the Medicaid Advisory Committee.  When managed care was first developed in Maryland, many people spent and inordinate amount of time working through issues large and small which resulted in major change.  There are a lot of deliberations that are going on and will continue to go on whether it is long-term care or mental health services that will also result in very significant change. 

Ms. Meade stated she appreciated the Department inviting this Committee to be engaged in those dialogs.  Ms. Meade stated she has been involved with this Committee through 4 Secretary’s and the Committee has covered an incredible range of topics.  Each member and the Committee as a whole has made contributions over the years that have had a positive affect on hundreds of thousands of Maryland citizens.  For that the Committee should feel awfully good.  

Ms. Meade thanked the staff at the DHMH, with whom she didn’t always agree, but found to be very committed and intelligent.  They opened up to this Committee and have provided their expertise and great reports.  The Department has always been willing to listen to Committee concerns and answer Committee questions.  

Ms. Meade thanked the guests that come each month because showing their interest is really important and encouraged them to make public comments on the topics discussed on the agenda.  Ms. Meade stated she hoped that the public comment component of the meeting would continue.

Ms. Meade thanked each Committee member for their commitment and participation because now members are willing to speak out and over the years that has not always been the case.  This is not just about a $4 billion program but the lives of over 600,000 men, women and children.  Ms. Meade urged the Committee to continue to raise their issues and concerns and recommend actions that this Committee should take in an advisory capacity.  Ms. Meade thanked everyone for their support of her throughout her tenure on the Medicaid Advisory Committee.

Ms. Meade stated she was pleased to announce the new chairperson of the Medicaid Advisory Committee would be Mr. Kevin Lindamood.  Mr. Lindamood will assume his responsibilities as chair at the September meeting.  Ms. Meade stated she was confident that he would provide tremendous guidance and aggressively push the Committee for discussion and recommendations.

Ms. Pope stated this was also at the end of her term with the Committee and this was her last meeting.  She thanked the Department for giving her an opportunity to speak for and serve the people in her community who are users of Medicaid services and thanked the Committee for the information and guidance they have provided to her over the years.

Public Comments

There were no public comments given at the meeting.

Adjournment

Ms. Meade adjourned the meeting at 3:15 p.m.







Respectfully Submitted








Carrol Barnes
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