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Maryland Medicaid Advisory Committee

October 24, 2013
Call to Order and Approval of Minutes

Mr. Kevin Lindamood, Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  Committee members approved the minutes from the September 26, 2013 meeting as written.  Ms. Patricia Horton attended the meeting for Ulder Tillman, M.D., Ms. Nicole McCann attended for Ms. Sue Phelps, Ms. Donna Fortson attended for Samuel Ross, M.D. and Ms. Linda Forsyth attended for Senator Delores Kelley.
Departmental Report 

Deputy Secretary Chuck Milligan gave the Committee the following Departmental update:  

1. The State submitted to the federal government the All Payer Hospital Waiver application.  It is available on the Department’s website through a link.  The draft of that application was posted and comments were received from stakeholders prior to submission.  This application is now pending.  The Department anticipates that it will be approved and get implemented for January 1, 2014.  The Health Services Cost Review Commission (HSCRC) is working with a variety of stakeholder and advisory groups that include Medicaid and other payers.
2. Earlier this week the federal government approved the renewal of our HealthChoice section 1115 waiver.  The federal government had several 1115 waivers to renew because they had put a hard stop on a lot of waivers a few years ago not knowing what was going to happen January 1, 2014. A lot of states came through on the same cycle and they pushed things through very quickly and they made some mistakes in Maryland’s waiver. 

The Department is now in the process of doing some technical corrections because we agree with Center for Medicare and Medicaid Services (CMS) that certain things should have been in the final document.  Those technical corrections aside, the Department did get approval for all of the major requests it submitted including changes to presumptive eligibility, allowing coverage for all of the care given to a pregnant woman during her presumptive eligibility time frame, we got rid of the crowd-out provision for children so children no longer have to have six months of uninsurance before qualifying for Medicaid. 

 The technical corrections that are currently being worked on ask for increases to the community supports program.  For this program the Department asked that the eligibility be near what is allowed in the Money Follows the Person (MFP) demonstration.  In addition, for individuals that are in the Older Adults (OAW) and Living at Home (LAH) waivers, if their income exceeds 300% of supplemental security income (SSI) by 5%, they will not be required to go into a nursing home, they will be allowed to stay in the community and go directly into the increased community supports program.   If someone is in a nursing facility and they have high income, the nursing facility bill can be part of a spend-down so that they can get Medicaid eligibility.  For long term care (LTC) Medicaid eligibility, usually the income limit is 300% SSI payments.  That is the ceiling and above that you can’t get Medicaid.  Maryland has an optional medically needy eligibility group where if your medical bills are high, so your net income is low, you can qualify for Medicaid.  In a nursing facility, the high income offset against the nursing facility payment allows them to qualify for Medicaid.  Because room and board and other costs in the community are not medical bills, people with those expenses cannot qualify for Medicaid under medically needy rules.  What happens then is, there are people who are in waivers, whose income is below 300% SSI and they get waiver services, but then they get a cost of living adjustment (COLA) in their SSI benefits or pension and they go above 300% SSI.  They would lose their Medicaid eligibility because of that COLA and have to go into a nursing facility to re-qualify for Medicaid to then come out under MFP.   The waiver they agreed to but was not in the document is to allow, for rebalancing purposes, people in waivers to stay in waivers with increases in their COLAs and pensions.  This is very helpful in supporting rebalancing.
In addition, the Department will be moving the REM Program and providing it as a service and will hire one administrative service organization (ASO) to provide those services starting on January 1, 2014.  

We are transitioning the Breast and Cervical Cancer Program over to a waiver program and will grandfather those women into the waiver and continue to serve women who are in active treatment.  New women who would have qualified for that program will be encouraged to get full Medicaid under the Affordable Care Act (ACA) or get qualified health plan (QHP) coverage.  

These are the major changes that the Department asked for, that were approved.  The Department should receive the final special terms and conditions next week and they will be forwarded to the Committee.
3. Tomorrow there will be a Behavioral Health Integration (BHI) stakeholder meeting, the fifth in a series of six being held this year.  There will be a presentation about the basic high level fiscal analysis of the carve-out and ASO arrangement which is a requirement for a Joint Chairman’s Report (JCR) that will be submitted in December.
4. The Department continues to work on the request for proposal (RFP) for the above mentioned ASO with a carve-out in performance.  This is happening without public comment to preserve the integrity of the procurement so that we can defend publically that no one influenced the Department’s decision.
Health Reform Update
Deputy Secretary Chuck Milligan informed the Committee that we went live October 1, 2013.  There have been a number of challenges that have been frustrating for everyone.  There were system issues and federal linkage issues that we have worked on collectively.  There have been a series of updates to the IT system and new releases and bug fixes that have been improving performance over the last few weeks.  We have challenges that have been identified that we have specific targeted dates to add new releases or technical patches.  
To this point there have been approximately 40,000 applications received and approved in the system.  Only a handful of applications are for Medicaid or the Maryland Children’s Health Program (MCHP) because most people qualify today.  The way the work flows, we want people to apply for current year benefits first because they will get rolled over on January 1st and receive benefits today.  If someone does not qualify for Medicaid or MCHP today they complete the application for January 2014 benefits.

The number of people currently that have chosen a plan is slightly below 4,000 people.  This is not surprising.  When Massachusetts went live with health reform, people came back and browsed a lot once they applied especially because for a QHP enrollment, they need to consider premium payments to pick a plan and there is no advantage to paying early.  We anticipate the major increase in enrollment in the carrier managed care organization (MCO) plan selection will occur in the late November- mid December timeframe when people have to pay to get coverage on January 1, 2014.

We have a couple of major updates to some of the bug fixes that are going in on November 1, 2013.  We have  been bringing the system down overnight and on weekends as a structured way of doing bug fixes and these fixes will solve some of the areas that have been most frustrating  to people.  By and large things are going well.  There are some states that are reporting large enrollment numbers like Washington State but these states did not have a Primary Adult Care (PAC) program.  Maryland is ahead of every other state in pre-enrolling Medicaid through PAC which continues to be our first line of enrollment.   
The Department is looking at some mitigation strategies if it looks like we are going to have to make some hard decisions about fixing things as we get closer, but we are working with interested parties.  One of the elements that is in the system now is to pick a QHP on the Exchange side and the QHP will collect the first months premium payment and the Exchange will then send that payment to the plan.  We may instead say to the carrier, here is the person who selected your plan, you collect the first premium.  We are looking at ways to reduce the technical fixes that we have to do but will not jeopardize coverage.  This work is ongoing.
There has been a huge amount of work by analysts on income conversion.  We have Medicaid and MCHP under current rules about what income is counted and disregarded.  This is all pre-2014 business rules in the Client Automated Resource and Eligibility System (CARES).  Under those rules we cover women up to 250% federal poverty level (FPL), we cover parents and PAC up to 116% FPL, we cover kids either through Medicaid or MCHP up to 300% FPL.  The CMS 
has insisted that states do a cross walk of those rules that are very Maryland specific to the modified adjusted gross income (MAGI) rules that are national and more income tax based.  

When we look at pregnant women, currently we cover pregnant women up to 250% FPL.  Medicaid will be covering pregnant women up to 259% FPL under MAGI rules.  When we did the cross walk analysis, our 250% FPL under Maryland’s income and disregard rules equals 259% FPL under MAGI rules.  So a woman who is 250% in the new system, she is eligible for pregnant women in Medicaid because we cross walked everything.
Some of the key cross walks for Medicaid and MCHP coverage levels in MAGI are as follows:

1. Our current parent coverage of 116% FPL translates to 123% of MAGI.  This means parents from 123% FPL up to 138% FPL are part of the Medicaid expansion in 2014.  Currently they are not eligible.

2. For the PAC program, 116% FPL equals 123% FPL.
3. Pregnant woman, 250% FPL equals 259% FPL
4. For MCHP, 200% FPL equals 212% FPL, 250% FPL equals 264% FPL and 300% FPL equals 317% FPL.  

5. For family planning, 200% FPL equals 211% FPL.

Once we get into MAGI those are going to be the poverty levels we are going to be dealing with.
Training was conducted on the new eligibility and application work through navigators and assisters as well as local health departments (LHD) and department of social services (DSS) offices.  There is a need for more training especially training in the system itself so people know their way through the screens and data.  There is a training vendor that the Exchange has hired that has the technical knowledge of the system.  They were first deployed to the Exchange’s call center and the Exchange’s fulfillment center where things are mailed in.  Next, they will be deployed to the regional locations around the State.  This is part of the rollout plan to enhance and improve some of the training.  The biggest gap currently in training is learning this new system and not eligibility.  
Community First Choice Update
Mr. Mark Leeds, Director, Long Term Care and Community Support Services gave the Committee an update on the Community First Choice (CFC) Program.

The CFC program is a new state plan option under the ACA that supports the Department’s rebalancing efforts and improves its home and community based services.  It covers personal assistance services and some of the related services and supports for individuals that meet nursing facility level of care will need in order to maintain in the community.  The state plan option is an entitlement program and requires an institutional level of care, has a strong consumer direction component and as one of the incentives built into the ACA to get states to take advantage of that, there are 6% enhanced federal matching funds.  So many services that were reimbursed at 50% match that we were already covering through a state plan or through a 
waiver will be available at a 56% federal match.  This allows the Department an opportunity to improve services and cover more people.
The Older Adults and Living at Home waiver programs have had a strong personal assistance component.  We also have had a more modest program covered in our state plan since the early 1980s where we covered a basic personal care service.  The intent now is to consolidate all of these services under a single program with similar services for which we now pay different rates with different incentives and different requirements.  By covering them all under a single program we are going to be able to make it easier for consumers and providers to take advantage of this.
Services that will be covered under the CFC program will no longer be covered under the waivers.  We are amending our waivers to take those services out.  Waiver participants will still have full opportunity to receive these services because all waiver participants are automatically entitled to all state plan benefits.  Those individuals who are not in the waiver but are receiving personal assistance services through our Medicaid state plan, if they meet the institutional level of care, will also be eligible for CFC.  For those who do not meet institutional level of care, we will not be able to provide some of the wrap around services that CFC allows but we want to pay for the personal assistance services with the same budget and the same rates and the same enrolled providers.

We are required to have, under this federal legislation, a consumer majority implementation council.  This council has been meeting on a regular basis since January 2012.  The legislation allows us to cover personal assistance services either through an agency model or through a self-directed model or both.  Maryland has elected to take advantage of both.  There will be people that have been receiving services through agencies that take care of hiring/firing personal assistance workers.  There are also individuals that really want to self-direct their services; therefore we are developing a program where the participant has meaningful control, including the budget, rates and hours.
Through our Balancing Incentive Program, we have adopted a core standardized assessment called interRAI.  This interRAI home care instrument looks at the participants in the program, and what their needs are for health care services as well as community living.  Through this assessment process they are assigned to Resource Utilization Groups (RUGs).  There is a formula that proportionately allocates funds across different categories of needs.

The Council has been discussing this and looking at what funds are available to support participant plans of service, what portion of those funds will be within the control of the consumers, and what will be the range of services, rates, and hours based on their budgets.

Under the current state plan personal care program, providers are paid per diem rates.  A lot of the state plan program participants have been getting minimal services compared with  individuals with similar needs in a waiver program where there has been more funding available, have been getting more.  While the Department develops a single program that will serve 
individuals who previously received services either under the state plan or through a waiver, we are also developing an exceptions process to ensure that waiver participants are not harmed due to reduction of services when they transition to the new program.  The Department is close to having a model that will be beneficial for the program, our participants and will provide more services for more people.
The Department has submitted a state plan amendment (SPA) to CMS on September 17, 2013 and has been having conference calls with them over several months because they are also interested in getting these programs off the ground.  At the same time, because we are pulling so many of these services out of the waivers, we are also consolidating the remaining services for both the LAH and OAW into a single waiver.  A new chapter of regulations will be ready shortly.

Dental Update

Ms. Tricia Roddy, Director, Planning Administration, gave the Committee an overview of the annual JCR the Department does on access to oral health that was just sent to the legislature.  Because the report on Pediatric and Restorative Dental Surgery and Analysis of Rates for Anesthesia Services came out yesterday, the Committee will revisit this topic at the November meeting,

Ms. Roddy gave the Committee some background on what led up to the JCR, the key findings and what the Department’s preliminary recommendations are (see attached presentation).
Waiver, State Plan and Regulation Changes

Mr. Mark Leeds, Director, Office of Health Services reported that there isn’t a lot new on the state plan amendment side.  We have been approved on the health homes and there will be a lot of new things coming out of the ACA.
Waivers – there are quite a few items that have been printed in the Maryland Register and are currently in comment period.  The LAH and OAW we have provisions regarding the 15 minute payment increments because all of those providers are moving to a telephonic timekeeping system.  The Chronic Health Homes, Telemedicine, EPSDT and Home Health Services have been approved since the last meeting.

We have new regulations on nursing facility services and rate reductions for durable medical supplies and durable medical equipment (DMS/DME) and oxygen services to conform to this year’s budget.
Public Mental Health System Report
No report given.
Public Comments

Mr. Daniel Shattuck from the Maryland Society of Anesthesiologists, gave public comments on the dental JCR. 
Adjournment

Mr. Lindamood adjourned the meeting at 2:30 p.m. 
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