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Maryland Medicaid Advisory Committee

February 10, 2003

Call to Order and Approval of Minutes

Ms. Lynda Meade, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:05 p.m. The Committee approved the January 13, 2003 minutes with the following notation:  It was stated by a Committee member that the 1998 Pharmacy Task Force Report did not recommend a uniform single formulary when in fact the report did make such a recommendation. 
Ms. Meade announced Mr. Nelson Sabatini has been named by the Ehrlich Administration as the new Secretary of the Department of Health and Mental Hygiene.

Report from Health Care Financing

Debbie Chang, Deputy Secretary, Health Care Financing, reported the budget news on Medicaid is very good news.  The Department received a substantial increase which, together with the mental health increase, comes to $128 million in general funds.  This is an increase of over 7% in general funds.  The Department was able to obtain additional federal funds in part because of the work done to get the pharmacy waiver approved.  The increase is even greater on the federal side with an additional $32 million in matching funds for the pharmacy assistance program that had previously been a state-only program.  

Ms. Chang provided a summary of the general fund budget which included the provider reimbursement budget of $1.6 billion, $57 million of that is the Maryland Children’s Health Program (MCHP), $11 million for the Kidney Disease Program and $26 million for administrative costs.  There is one new initiative in the Governors package which is to increase the Waiver for Older Adults slots by 1,000 making the total 4,135 slots.  

There are some cost containment proposals to help manage the program more efficiently with an overall savings of approximately $23 million.  The Department will implement the Preferred Drug List (PDL) and is planning to go forward in combination with the PDL, with a supplemental rebate which is something the Administrative, Executive and Legislative Review (AELR) Committee urged the Department to do.  There will also be improvements in how enrollments are done.  Currently there are Welfare-to-Work individuals that receive one year transitional Medicaid and some have not been disenrolled from the program.  The Department is improving its systems and enforcing those rules because after one year, some are not eligible for the program.  Many administrative changes have been made to improve the program.  The Department has reduced its administrative costs.  There is a small proportion of the Medicaid population who is eligible for Medicare but has not enrolled.  Staff has been lost in the third party liability collections department, with the addition of three new officers, there can be a savings of $3million in total funds.  The Department will continue to look at ways to manage the program more efficiently.

Ms. Meade asked how will the Department figure out the mothers who have left welfare and receive one year transitional Medicaid.  

Ms. Chang stated the Department of Human Resources (DHR) has the tape that is intended to do that and DHMH needs to make sure that this happens automatically.  This tape will be cross walked with the Department’s MMIS files on a regular basis to ensure that the system is working properly.  

Ms. Tucker added that this is a reconciliation of the CARES files and MMIS files.

Ms. Meade asked how DHR knows that these people are working.  The case closure records don’t always reflect the actual reason for leaving welfare.  

Ms. Malone of DHR responded that they are working to make sure that workers actually do find out why a person asks to close their case.  The DHR is getting ready to put out an action transmittal asking workers to get this information.

Ms. Meade asked what happens if a person just does not come in for their next re-determination.  Ms. Malone responded in those cases DHR does not know whether or not they are working.
Senator Hafer asked when the increased number of slots for the Waiver for Older Adults is available.  Ms. Chang responded July 1, 2003 and the current number of slots filled is 2,100.  The Department feels we should reach 3,135 by the end of this fiscal year.

Senator Kelley reminded the Committee that we have very skewed apportionment of the current number of slots and if we are getting an increase in the number of slots we need to do something to make sure things are evened out.  We are one state and we must look out for the elderly all over the state. 

Ms. Chang stated that the Department has been working with the Area Agencies on Aging (AAA) to make sure there is some consistency in training.  We are now seeing that the numbers are not as skewed as they were before.  The five big counties are actually consistent in the proportion of slots they are getting.  The Department met with Secretary of Aging Jean Roesser last week on this waiver and its re-design.  

Senator Kelley asked if DHR could provide the Committee with the information that recipients receive on the front end when they enroll in welfare that tells them how to navigate the system once they get a job and what they might still be eligible for.  Ms. Malone stated that material will be sent to Committee members.
Legislative Update

Alice Burton, Director, Planning Administration, gave an overview of the following Medicaid bills:

HB 1 – Maryland Trauma System Funding Act – This legislation has already been heard and deals with problems around trauma and physician coverage.  This bill puts an assessment on car insurance premiums to fund a pool of money that can be used to improve payment to trauma physicians.
HB 17 – Maryland Pharmacy Assistance Program – Eligibility –  This is a technical bill done on behalf of the Medicaid Program.  There are pharmacy assistance eligibility rules that don’t quite connect with the rules for federal Qualified Medicare Beneficiaries (QMBs).  This bill connects these rules.

HB 208 – Health – Pharmacies – Electronic Reimbursement by the Department of Health and Mental Hygiene – This legislation would require the Department to electronically reimburse pharmacies.  Currently the Department reimburses pharmacy through a check system.  

Dr. Shubin took issue with HB 208 where the Department will pay pharmacies quicker, but won’t allow pharmacies to accept Medicaid prescriptions to be called in on the telephone.  Dr. Shubin stated he was told that you could not call in prescriptions because there was a payment problem and you had to have a hard copy to be able to bill.  With electronic payment, you will not have a hard copy.  No other payer requires this and not one of the MCOs requires this which is where most of your Medicaid patients are enrolled.

Mr. Levi explained that all pharmacies are mandated to bill Medicaid prescriptions electronically.  The bill is asking the state to pay pharmacies electronically.  Mr. Levi stated pharmacies have requested that Medicaid prescriptions be allowed to be telephoned in, but the state won’t allow it.

Ms. Tucker stated this is a historical requirement that has to do with high levels of fraud in the Medicaid prescription program.  The state and federal fraud control units both strongly recommended that we not allow telephone prescriptions.   

HB 211 – Short-Term Prescription Drug Subsidy Plan – This bill seeks to lift the cap on the Short Term Prescription Drug Subsidy Plan.  There is a 30,000 person cap on this program and enrollment is close to that.  This program will be run by the Maryland Health Insurance Plan.
HB 231 – Maryland Medical Assistance Program – Eligibility Requirements – Advance Directives – This legislation is being heard tomorrow and would require individuals applying for Medicaid to complete an advance directive.  This would be required as a condition for participation in Medicaid.  An individual could also sign a form stating that they did not want to sign an advance directive.  This would require the DSS caseworkers to maintain this information on file and share it with the individual’s provider when necessary.

The Committee asked what the Departments position is on this bill.  Ms. Chang responded that the Department is still in the process of determining its position on HB 231.  

Ms. Meade stated that there is a lot of opportunity for discussion regarding what a person may or may not want to do at the end of their life.  If this discussion is not handled sensitively, it could be an issue if a person is just asked to sign or decline to sign an advance directive if they want to be eligible for Medicaid. 

Delegate Nathan-Pulliam stated she had some concern about it.  She has mixed feelings regarding how alert and knowledgeable a person is going to be about what they are signing.  

Senator Kelley recommended the Committee send the Department a letter and carbon copy the committee that has the bill stating this legislation is an additional impediment for people who have a low degree of literacy, have other major life problems, who are not managing their medical and other services well already and may not be as informed as one needs to be in order to make such a decision.  This document will be in the hands of numerous case managers in many different agencies, will be interpreted variously and will not be handled in a standardized way.  

Ms. Meade added that there is currently a hiring freeze that clearly affects case loads and who will be doing these.  

Dr. Shubin added in the health care service arena where federal law requires the offering of an advance directive and in hospital settings where there is counseling by skilled professionals, very few people elect to develop an advance directive.  In addition, the advance directive does not apply to children and the vast majority of Medicaid recipients are children.

Mr. Lindamood asked what the rationale behind the bill was.

Delegate Nathan-Pulliam stated that Delegate Morhaim, who is an emergency room physician, had statistics and information that shows that the Medicaid population is the reason why we have extremely high health care costs.  

The Committee made a motion that was seconded to send a letter to the Secretary and carbon copy to the Senate Finance and the Health and Government Operations Committees expressing a position of concern about the implications of this bill.

HB 232 – Maryland Medical Assistance Authority – This bill reorganizes the entire Medicaid program and pulls Medicaid out of the Department of Health and creates a Medical Assistance authority which is managed by an independent commission appointed by the Governor.  
HB 237 – Dentistry – Waiver of Licensure Education Requirements – Pediatric Specialist –  This bill deals with the waiver of licensure requirements for pediatric dentists working as fellows out of the University of Maryland program.  The bill was amended to include federally qualified health centers (FQHCs) and public health clinics as well.  The Department and Medicaid are supportive of this bill because this will be helpful in increasing access for children.

HB 363 – Maryland Medical Assistance Program – Prior Authorization – Mental Health Drugs – This bill limits the ability of the Department to require authorization requirements for certain mental health drugs.

HB 405 – Medicaid Reimbursement – Community-Based Services for Children with Disabilities This bill requires the Department to work with DHR and the Department of Juvenile Justice (DJJ) to pursue federal funds for a rehabilitation option.  These federal funds would be put into an account that would be managed by the Office of Children, Youth and Families (OCYF) for children with mental health needs.

HB 725 – Senior Citizen Prescription Medicine Relief Act – places a requirement on pharmacists, for seniors who do not have prescription drug coverage, to offer the discounted Medicaid price.  There are no rebates associated with this.

HB 761 – Task Force to Study the Reorganization of the Department of Health and Mental Hygiene – This bill develops a task force to look at the reorganization of DHMH.

HB 762 – Medicaid Modernization Act of 2003 – proposes the Department explore using a federal waiver, potentially reducing benefits to some populations and expanding eligibility to adults up to 150% FPL.

Senator Kelley pointed out that the Department is being asked to study and implement a lot of additional things but continues to have a hiring freeze.

Ms. Chang responded that in order for some of these things to happen the Department would need additional administrative resources including staff.

Senator Kelley stated that she has received letters recently complaining about the implementation of a payment formula in place to pay FQHCs up front rather than after the fact.  As we pile on new things we need to make sure we have money to keep FQHCs because they serve the totally uninsured and the most vulnerable.

Ms. Chang responded that the formula was developed in 1994 and FQHCs are raising an issue not with the PPS rate but the underlying formula.  Under federal requirements the Department is required to pay reasonable costs.  In doing that, the state has two criteria:  first, you cannot spend more that 33.5% on administrative costs and the second, there is a ceiling of 115% of the median costs for other FQHCs in the geographic area.  The 1994 regulation capped the cost at 115% which was intended to address efficiency.  This would have an impact on the budget if they changed the current formula.

Mr. McInnis stated what was allowed under the administrative cap was a concern for the FQHCs because there are a number of things that are involved in daily medical practice that are excluded outside of this cap.  The FQHCs have brought this concern to the Department for a number of years.  As we move into establishing a prospective rate, health centers will continually be disadvantaged as they expand because they will continue to lose money.  In terms of the ceiling of 115%, no one has ever been able to explain why they use 115% verses 140% which is used for special homeless programs.  The FQHCs want to know how these things were determined because it was not made clear in 1994 when the ceiling was put into place.  In addition, PPS was supposed to have been established in 2001 and there has been a lot of back and forth on this.  Health centers continue to lose dollars with the continued delay.

Senator Kelley added that FQHCs are really saving the state a lot of totally uncompensated care by giving preventive care to people who depend on emergency room care and shelters.  Senator Kelley suggested that the MMAC establish a work group to work with the Department during the interim to examine rates, what makes sense and what is fair for FQHCs.  

Ms. Chang stated that although we have cost based reimbursement, the question was do we want to create a system that has some efficiency.  The ceiling is 115% of the median cost. The Department is open to hearing more about this.

Mr. Lindamood stated with regards to HB 762, there are concerns with what we hear from other states with health insurance flexibility waivers.  Mr. Lindamood expressed his concern with this piece of legislation that could reduce benefits to certain populations.  As an advocate for comprehensive benefits and a member of the MMAC, this could seriously compromise the comprehensiveness of Medicaid benefits that are particularly important for our most vulnerable clients.  Creating Medicaid-like programs or primary care only programs is ultimately detrimental to the long term health of the Medicaid Program and potentially detrimental to the health of Medicaid enrollees.

HB 793 – Medical Assistance Reimbursement Rate Commission – This commission would establish and look at rates for all Medicaid providers.  In the past we have seen variations of this legislation for specific providers but this is essentially the entire Medicaid provider reimbursement budget.

SB 190 – Developmentally Disabled Individuals – Medical Assistance and Other Services – Eligibility – This legislation was introduced on behalf of the Department and the Developmental Disabilities Administration (DDA).  There are currently individuals served by the DDA with all state funds that are eligible for Medicaid.  These individuals would be required to apply for Medicaid and the services would be exactly the same, but would allow the state to draw federal funds.

SB 209 – Maryland Medical Assistance Program – Reimbursement for Outpatient Mental Health Treatment – Dual Eligibility – requires MHA pay the full amount for psychiatric services in outpatient facilities for persons who have Medicare coverage.  

SB 550 – Nursing Homes – Third Party Liability Audits – Currently the Department has an audit process where audits are done in nursing homes where they collect third party liability.  This creates a process around that,  an appeals process and timeline and any money collected from this would go to Office of Health Care Quality Fund for nursing home quality activities.

SB 557 – Public-Private Partnership for Health Coverage for All Marylanders – This is a major expansion that changes the way an adult can potentially get coverage.  Ms. McLean suggested that the Department comment in the states position on this bill that the Department has the Health Resources Services Administration (HRSA) grant to examine Maryland’s uninsured population.
SB 624 – Medical Assistance Programs – Long-Term Care Services – This is major legislation that rethinks how we provide long term care to the dually eligible.   It requires the Department to pursue a waiver to develop a managed care plan for the dually eligible.  
Ms. Chang added that there are a couple of large concepts to SB 624.  The first is mandatory managed long term care for the dually eligible, secondly, this legislation would change the level of care requirement which would allow more people to go into either a nursing home or home based care.  In addition there are a number or changes to the Waiver for Older Adults to implement the work of the redesign committee.  
Delegate Nathan-Pulliam expressed concern with the way the Waiver for Older Adults is administered.  If a person has Medical Assistance, that person has insurance, personal care and other things to help them with their disabilities.  A person who is $10 over the cut off for Medical Assistance is in the gray area or on a spend down.  The way the waiver works is the person who is already on Medical Assistance and has some services is being moved up.   The Department needs to look at this.

Ms. Chang explained that people who are on Medicaid do not get preferential treatment.  There is no system of priority at this point.  Right now people with and without Medicaid can apply for the waiver.  Currently we are looking at the entire waiver and are in the process of redesigning the waiver.  Once that is done, the Department would have to talk to the federal government because they have stated this is on a first come, first served basis.
At the national level there is an effort to re-look at Medicaid and have a thoughtful discussion about Medicaid.  The Bush Administration has put a concept on the table that appears to be a capped program that allows states to implement this option for 10 years and would give them some upfront money from a pool of $3.25 billion, but in years 8, 9 and 10 would cut that money.  It would allow states that have had to cut their services or eligibility for optional categories some flexibility to tailor programs according to what the state felt was the greatest need.  It would, however, require maintenance of effort for the mandatory eligible and mandatory services.  This is the general framework of the proposal but there are a lot of issues and details that are still unknown.  This proposal is an alternative to the temporary increase in the federal match.
Ms. Doyle pointed out on the mental health side that all the community-based services that are out there saving the state money and helping people lead quality lives are optional benefits  under Medicaid.

Ms. Meade noted that last month the Committee sent a letter to the Department encouraging legislation that would increase the federal Medicaid match.  Ms. Meade thanked Mr. Lindamood for drafting that correspondence.

Briefing on Medicaid Buy-In

Ms. Burton informed the Committee that the Medicaid Buy-In legislation has been around for a number of years.  The federal Balanced Budget Act of 1997 and the Ticket to Work and Work Incentives Improvement Act of 1999 allowed states to extend coverage to working people with disabilities who would not otherwise be eligible for Medicaid benefits.  The legislative proposal states income thresholds should be raised to about 300% FPL, but legislation this year includes statements that say we should raise the thresholds to 300% but if the Departments budget is at an issue, there is a priority put on individuals who have earned income and are actually working rather than those with income from SSI or SSDI.  
Last session the Economic Matters Committee directed the Department to work with the Maryland Coalition for Work Incentive Improvements on this legislation to pursue potential pilot programs, timeframes and all available state and federal funding.  Early on the Coalition working with DHMH and DHR decided that a pilot was not a priority because it takes as much to put together a pilot as it does the larger program.  A $2 million over 4 years federal grant was applied for from the Center for Medicare and Medicaid Services (CMS) and the Department is still waiting to hear on the status of that application.  There has been a lot of discussion on when such a program could be implemented.  There is a lot of activity with HIPAA implementation, the pharmacy discount program and the waiver redesign that is currently ongoing that should be finished before the Department can implement a new program.  The current estimate of when such a program would be implemented is July 2005.  The Department has been working with the Coalition on how we would use the grant funds if they are awarded.  This program would be a major commitment of Department resources.  It is estimated that there are approximately 3,000 potential enrollees.
Ms. Doyle stated that the sooner this program is implemented the better.  With cost containment in the mental health arena, there are moratoriums placed on the development of residential rehabilitation programs.  People are not getting out of the state hospitals.  If we had this piece of legislation people can afford to move out and go to work providing space for others to move in.  It would make sense to fast track this before 2005 given the constraints the Department is under.

Overview of Local Health Departments
Ms. Fran Phillips gave an overview of the universal services one can find at every local health department (LHD) around the state.  There are five universal programs in all LHDs.  The LHDs are the point of entry for the uncomplicated enrollments into MCHP with a 10 day turn around.  The current MCHP enrollment is approximately 105,000.  The LHDs do a number of the enabling services for HealthChoice, the biggest in terms of dollars being transportation.  At one time transportation was centrally administered in Baltimore.  The system was impossible and inefficient.  The system is now decentralized.  In Anne Arundel County the LHD privately negotiates with the vendors and there are very tight performance standards in those contracts.  This county has saved $300,000 a year below what the state was previously paying.  The decentralized system has decreased waiting time and there have been substantial quality improvements.
Senator Kelley stated a group who offers transportation appeared before the Senate Finance Committee last week who claim they almost can’t get auto insurance anymore because of the nature of the services they offer.  They are asking for an exemption because there are very few insurers that will insure them at all.  Some say they had a 100% increase with no prior claims history.  Senator Kelley asked if the LHDs had heard anything about this.  

Ms. Phillips stated the only thing transportation vendors have recently asked for is an increase because the price of gas is going up.

Mr. McInnis stated that although transportation has worked in some jurisdictions of the state, there are other areas of the state where transportation clearly has not worked.  There are areas of the state where recipients cannot get access to transportation because they are out of their area or if they have children, they can’t have transportation if they are transporting children other than the one being cared for by the provider.

Ms. Phillips stated that this is in federal regulation.  It limits the vendor to only transport the mother or guardian and the child.  There are very tight restrictions on other family members that can travel with the Medicaid patient.  When you move out into privately negotiated arrangements the LHD can ask for more than the minimum so in those cases other minor children are allowed to travel with the patient when accompanied by the parent.  The best practices and contracts have been shared with other LHDs.
Dr. Shubin stated that in the city of Baltimore the transportation component is not used because it is so unpredictable.  When you look at why people don’t make appointments, transportation is a major reason.  

Ms. Meade stated that the topic of transportation has come up before and should be continued at a future meeting.

The next major function of the LHDs is Administrative Care Coordination (ACC)/Ombudsman which is linked to the HealthChoice Program and is the safety net and complaint system.  This unit works closely with DDS in such initiatives as Primary Prevention.

With the Healthy Start Program and the Personal Care Program, instead of up front grants they are fee-for-service.  Healthy Start is the home visit and early intervention program for prenatal and postpartum mothers and their babies up to age two.  These nurses can link high risk families to other enabling services outside of what the MCOs can provide like substance abuse and the WIC Program.  In the Personal Care Program personal care aides provide direct care in the homes of elderly and disabled people.  These aides are reimbursed fee-for-service at very low rates directly by the Department.  The LHD hires case managers to monitor and oversee that caseload.  The LHDs provide discretionary local enhancements that differ between jurisdictions depending on what the local need is.  There are many programs that target high risk or vulnerable people who are Medicaid enrollees.
Kate Tumulty, Director of Nursing, Queen Anne’s County LHD, reports in Queen Anne’s County there are three programs that are considered enhancements.  The first is Medical Adult Day Care which in most jurisdictions is a private for profit service.  In a small rural county, if you don’t have that many resources the LHD will try and provide access to that service.  The second is the Family Support Center which most LHDs don’t have.  The center gets its funding through Friends of the Family in Baltimore and targets people who are on MCHP and WIC.  The third program is a clinic that is technically run by Kennedy Kreiger for children with Attention Deficit Disorder (ADD).  This used to be the LHDs clinic now it is Kennedy Kreiger’s clinic so the payment mechanism is tricky.  This clinic is held in the LHD facility and on the mid-shore there is only one doctor that does ADD and this gives the low-income, uninsured and Medicaid population a place to go.  Queen Anne also has Family First which is one stop shopping where you can go to parenting classes while your child is taken care or to job training or computer classes.
Ms. Meade pointed out that the DHR Family Support Centers have had their funding cut and they have proved to be extraordinarily effective.  They are operated by different people across the state, but are effective in all jurisdictions where they are located.  

Mr. Sciarillo, President, Baltimore Health Care Access (BHCA) stated BHCA is a quasi-public agency of Baltimore City Health Department which is how the Health Commissioner chose to approach the MCHP eligibility and the Administrative Care Coordination Unit (ACCU) functions.  It has worked well in providing some flexibility in that BHCA is not always encumbered by city/civil service rules and procurement rules.  Groups in other states are impressed that the Medicaid agency has engaged LHDs in Medicaid managed care the way it has through legislation/regulation and financial support.  This arrangement does not exist in other states.  The information and outreach materials given to individuals are produced in-house and to really understand what BHCA does you should read their annual report from last year and access their website which will be useful to people in other counties.  Those who do not have access to the website can find out about BHCA services just about anywhere in the community.  The BHCA has used just about every outreach strategy.  The BHCA served approximately 80,000 individuals in FY 02 including providers and consumers aside from the enrollees that they work with.  Approximately 30,000 of those are MCHP applications that were processed.  If MCOs have individuals with special needs who are not coming into care and are not making regular appointments and they are not successful in bringing that person into care, the MCOs are required by regulation to refer to the Care Coordination Program at the LHDs.  At BHCA, there are approximately 10,000 people in that program a year.  The success rate in finding these individuals is about 78% which is a challenge because often BHCA does not have good addresses or telephone numbers so you have to be creative on the streets.
William Christoffel, Health Officer, Washington County gave the Committee an overview of dental care in his county.  Washington County had one dentist providing care to the children between the ages of 10-20.  The H. W. Murphy Center, which is supported by the local hospital, provides dental services for children younger than 10.  This center has a pediatric dental fellow from the University of Maryland.  Last year there was a backlog of approximately 500 children and since the addition of a second dentist the numbers have been drastically reduced.  There are basically three reasons why the dentists in Washington County do not participate in the Medicaid program: 1) a large number of missed appointments, 2) billing rate and 3) the timeliness of getting paid.  
To address the needs of dentists, Dr. Johnson, the dentist for the county LHD set up a program to address all three issues.  First, an individual who enrolled in the Medicaid program will receive an appointment at the LHD where Dr. Johnson screens them and if they are over the age of 10 he will clean their teeth and determine what has to be done for that child.  He will then refer the child to one of the participating dentists.  The child will be assigned a case manager to make sure the child is enrolled so when they go to the dentist there won’t be any problem with reimbursement.  The case manager then works with the family to make sure they keep the appointment and arranges transportation if needed.  The dentist provides the services Dr. Johnson identifies then bills the LHD and the LHD reimburses the dentist within 21 days.  As an added incentive, if the child does not show up for the appointment, the LHD pays the dentist.  Washington County has negotiated with Maryland Physicians Care and Priority Partners to do this and receives a slight increase over the Medicaid rate.  The dentist is paid the Medicaid rate and the additional money goes to cover the cost of the case manager.  The facility that provides the specialty care receives 120% of the Medicaid rate.  There are now 11 dentists participating in the program.  With this process the LHD can offer the MCOs a greater number of children being screened so they can meet their 40% requirement.

Dr. Goodman added that Washington County was based on a model already in place in Garrett and St. Mary’s Counties.  In St. Mary’s County the no show rate is about 5% because of the emphasis on case management.  Also Priority Partners played a big role in the St. Mary’s project.  Access is in the mid 40% and participation rates are 40%.  This shows the important role that LHDs can play.  Dr. Goodman asked if we will ever foresee a time where all LHDs will have a full blown dental clinic and have contracts with all of the MCOs.
Ms. Phillips replied that she hoped not because LHDs are there as a safety net and provide clinical services for individuals who otherwise could not get care.  Putting a card into someone’s hand stating they have dental benefit coverage does not translate into dental care.  Some counties are having a difficult time motivating their dental providers to participate in the HealthChoice Program.  The dental program is not ideal the way it is being implemented right now and it is really complicated so we need to salute the creativity of these pilot programs that can really only be done locally when you leverage relationships.

Dr. Shubin stated that he is still confused with de-linkage.  If the application is not MCHP only, the LHD places the child on Medicaid temporarily while the case is sent to DSS to handle food stamps, spend down, etc.  It should be clarified that this should happen in a true de-linking way so that Medicaid is not dependent on the application for the other benefits.
Mr. Sciarillo stated that the problem that is occurring is even after BHCA does a temporary Medicaid eligibility which is for 90 days, DSS still has to process the case.  The BHCA is getting reports from the state health department of children and pregnant women who, even after 90 days, DSS has not processed their Medicaid application and will lose their Medicaid eligibility.  Even cases where the woman is still pregnant, the application still has not been processed.  The DSS leadership is aware of and is working on this. 
Ms. Tucker responded that she was not aware that the initial 90 day period was not working and would follow up.
Delegate Nathan-Pulliam stated she went to a town hall meeting where there were several DSS workers who described the terrible conditions they were working under.  

Mr. Perini stated that the eligibility process extends to all facets of Medicaid that are being processed by DHR.  All of the other providers provide the care and wait for the payment except when you have a critical situation with a pregnant woman or a child that is trying to leave the hospital, where no one will care for them unless they are approved.  If that were the case with all the other providers then this whole process would implode.

Special Needs Advisory Council

There was no Special Needs Children Advisory Council report given at the meeting.  
REM Medical Review Panel
Dr. Shubin reviewed the executive summary of the REM Medical Review Panel Annual Report.  The REM Panel is not recommending any changes in the diagnostic categories and have recommended that the Panel become inactive for the moment until the Department looks at what it wants to do with this program.
Oral Health Advisory Committee
Dr. Goodman reported the OHAC discussed a report done by the University of Maryland on the dental needs of children living under 250% FPL between the ages of 3-20.  The reports estimates there are approximately 95,000 children that need restorative care.  The Maryland DentCare Loan Assistance Repayment Program just added 5 more dentists bringing the number up to 15 and are serving all areas of the state.  The Medicaid dental budget for CY 2003 to meet the utilization targets is $40 million, $32 million of which is going to MCOs.
ASO Advisory Committee
Ms. Doyle reported the ASO Advisory Committee is planning a retreat to discuss what the role of the advisory committee should be given the various constituent groups that sit on that body.
Public Comments

There were no public comments made at the meeting.

Adjournment

Ms. Meade adjourned the meeting at 3:00 p.m.

Respectfully Submitted







Carrol Barnes
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