MARYLAND MEDICAID ADVISORY COMMITTEE

         
DATE:

Thursday October 23, 2003

TIME:

1:00 p.m. - 3:00 p.m.

 LOCATION:

 Mercy Medical Center, McAuly Rooms 1&2




Baltimore, Maryland  

******************************************************************************

AGENDA
I. Call to Order and Approval of Minutes

II. Update on Medicaid Reports  

· Annual Medicaid Fee Report

· Accessibility and Availability of Dentists

· Medicaid Modernization Bill (HB 762)

III. Transportation Update
IV. Report from Other HealthChoice Committees

(
Dr. Goodman for the Oral Health Advisory Committee

(
Dr. Shubin for the REM Medical Review Panel


(
Ms. Doyle for the ASO Advisory Committee


(
Ms. Thomas for the Special Needs Children Advisory Committee

V. 
Public Comment 
  

 VI.
Adjournment
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    Mercy Medical Center, 1-3 p.m.
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    Baltimore, Maryland
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Committee members are asked to call staff if unable to attend 
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Maryland Medicaid Advisory Committee

September 25, 2003

Call to Order and Approval of Minutes

Ms. Meade, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 3:05 p.m.  The Committee approved the August 21, 2003 minutes as written.

HealthChoice Rate Setting 

Ms. Audrey Richardson, Director, Office of  Finance, gave the Committee an update on the status of the calendar year (CY) 2004 managed care organization (MCO) rates.  The goals of the rate setting process include:


•   Developing rates that accurately reflect the relative “risk” of the population


•   Provide adequate funding for MCOs to deliver contracted services


•   Get the best value for the state Medicaid Program


•   Use a data driven approach to resolve issues


•   Collaborative process involving MCOs

The steps of the rate setting process are very similar to prior years.  The difference this year was the use of CY 01 as a base year.  Trends are then applied the base year to the rate year to reflect projected costs of the rate year.  The risk adjustment factor is then updated based on the health status of the consistently enrolled population.
The most significant changes for CY 04 rate setting was:


•   Fixed percentages implemented for profit (1.5%) and risk margin (.5%) which equal                 2% versus 3.7% in CY 03 as a percentage of medical expenses.


•   Actual dental costs trended up to over 40% utilization in the base.


•   For the first time a Geographic/Demographic (Geo/Demo) case mix adjustment was implemented with updates to the factors every six months.  This recognizes the new individuals that have not been risk adjusted.  A factor is being used to adjust for their health status as if they were risk adjusted.  An average was established for the plans and for the MCOs that were over or under the average an adjustment was made so in total they would stay budget neutral.


•   The RAC relative values were adjusted to make budget neutral to adjust for the encounter data that was submitted by all of the MCOs.

The Department is required to have actuarially sound rates.  Mercer, the actuarial firm used by the Department, followed a similar methodology used in the previous year and they provided us with a letter of certification.  Trend rates vary by service type and eligibility group and Mercer’s overall average weighted trend is 7.1%. In looking at other insurance plans trends, health insurance premiums in the U.S. will increase 15% this year.  Average U.S. HMO premiums will increase 16% this year and could rise as much as 24% in 2004.  The Kaiser Family Foundation estimates that, on average, states expect Medicaid spending to increase 9% in FY 2003.  In comparison, Medicaid’s 7% trend is lower than the average for the industry.

After everything was calculated the overall expected rate increase for CY 03 to CY 04 is 6.3%.  Due to budgetary constraints, the rates were reduced by 1% for FY 2004.  The increase is consistent with Federal and state Medicaid increases and is significantly lower than commercial rate renewals.  These rates include the continuation of the statewide bonus.  The increases the individual plans actually receive vary based on their unique mix.  The average increase is 5.3% (6.3% with a 1% reduction) so some plans receive more than 5.3% and others will receive less.  

The total rate impact on budget is an increase for CY 04 of $41 million general funds (GF).  The Department will be requesting a deficiency of $21 million GF for the second half of the year because the Department did not budget in FY 2004 for July-December 2004 which is in FY 2005.  The Department has met with all but two of the MCO plans.  Plans who met with the Department expressed their intent to continue to participate in the program.  On September 1, 2003 regulations were submitted for an effective date of January 1, 2004.

Because of the changes in the regulations, the Department is no longer obligated to measure rates by the upper payment limit so that calculation was not done.

Mr. Perini stated an article he read in the Sun Paper on Wednesday quoted Secretary DiPaula as saying there will be substantial reductions in Medicaid which does not seem consistent with the Department’s request for $21 million in additional funds.  Mr. Perini asked if there has been any feedback from the budget office regarding this issue.

Ms. Meade stated she was in attendance at that hearing and Secretary DiPaula stated they were going to look at both eligibility and benefits.

Dr. Rose asked if the Department had a backup plan if they don’t get the $21 million they are requesting.

Ms. Tucker stated these regulations were presented to the Department of Budget and Management (DBM) and the Governor’s office so they are aware of them and know of the requirement that the rates be actuarially sound.  

Ms. Richardson responded that they would probably be directed to develop and submit a corrective action plan by DBM if funds were not available to cover the deficit.

Ms. Meade stated all of the plans spoken to have agreed to remain in the program, but what will give if rates are reduced further.  Will they cut back on physician rates and how are they going to absorb the difference.

Ms. Richardson responded that none of the plans met with stated they would change their benefits structure based on the rates they were presented.  If rates are changed in the future, the MCOs will most likely review their status.  

Ms. Tucker stated the Department has been told that MCOs are looking at their payment rates for providers.  Some are looking at implementing co-pays for pharmacy.

Ms. Meade stated that she thought the deficiencies would be dealt with at the administration and legislative levels rolled into the fiscal 05 budget.  There are deficiencies in other areas of the state as well, this is not just Medicaid.

Ms. Meade requested the Department keep the Committee updated on the impact of this as the situation unfolds.

HealthChoice Regulation Changes

Ms. Tricia Roddy, Deputy Director, Provider Management gave the Committee a summary of the regulation changes submitted to the Administrative, Executive and Legislative Review (AELR) on September 2, 2003 with a publish dated of October 3, 2003 and an effective date of January 4, 2004.  The proposed regulation amendments for the HealthChoice Program are as follows:


•   10.09.62.01.B (108) – Amended COMAR to reflect that an “appropriateness” test does not apply to enrollees under 21.  The Court of Special Appeals in Taurus Jackson, et al. v. Joseph Millstone, 2000 made the distinction between medically necessary and appropriate.  The Court ruled that he federal guidelines allow states no discretion to use an “appropriateness” test in deciding whether a person under 21 can receive medically necessary treatment.  “Appropriateness” imposes additional criteria upon qualified recipients, which illegally denies services to those who would normally receive medically necessary treatment.


•   10.09.63.01.4 – Added language to clarify that children enrolled in MCHP Premium (185-300% of federal poverty level) do not have a six-month eligibility guarantee, which is based on legislation passed during the 2003 session (HB 40).


•   10.09.65.02 – Amended the conditions of participation language to require the MCOs to notify the Department of their intent to accept new enrollees by local access area for the next calendar year by October 1st of the previous year.


•   10.09.65.10 – Added new language defining the qualifications of HIV/AIDS specialists and allowing individuals to choose an HIV/AIDS specialist as their primary care provider.  Infectious disease providers automatically qualify as an HIV/AIDS specialist.  Other providers must have seen at least 20 HIV patients over the last two years and have completed a specified number of continuing education or training programs.


•   10.09.65.15 – Added language that requires the MCO to provide monthly reports on decisions to reduce or deny benefits.  Instead of requiring quarterly complaint logs and quality assurance meeting reports, require quarterly reports that include:  (1) complaint categories with total; (2) analysis of changes in top categories; and, (3) trends identified and steps taken to address or research issues.


•   10.09.65.19 – Updated the HealthChoice capitation rates or calendar year 2004, which includes a statewide supplemental payment.  Updated the MCO per visit medical and dental reimbursement rates for Federally Qualified Health Centers (FQHCs).  Language was added to require MCOs to pay the enhanced trauma fees to providers (trauma surgeons, orthopedic surgeons, neurosurgeons, critical care physicians and anesthesiologists) based on legislation passed during the 2003 session (SB 479).


•   10.09.65.19-3 – Added new language that defines the payment rate methodology that will be applied to new Medicaid managed care enrollees.


•   10.09.65.24 – Deleted utilization targets for dental services for previous years (2001 to 2003).  Clarify that MCOs should establish a goal of 70% for dental utilization in 2004, but they must meet a minimal compliance rate of 40%.  Also, in 10.09.63.02, the language requiring MCOs to provide adult dental benefits in order to receive automatic assignments of new enrollees was deleted.


•   10.09.65.26 – Added language that prevents the MCO from exiting the HealthChoice program throughout the year.  If MCOs choose to leave, they must give the Department notice by October 1st that they will be leaving the program as of January 1st of the following year.


•   10.09.66.05-1 – Added new specialty provider network access standards.  Amendments list 14 core specialties that the MCO must have at least one contract within its health plan.  In addition, for each of the specialty regions that the MCO serves, the MCO must contract with at least one provider in each of the eight core specialists specified by the Department.  The Department defined ten specialty regions.

Dr. Shubin stated the Committee has talked about this alot over the years and requested a copy of this regulation be sent to Committee members.  Dr. Shubin stated currently there are a number of MCOs that have only adult specialists who are not appropriate to provide care to children.  Using cardiology as an example, an adult cardiologist will not see children.  If an MCO says they have a contract with a cardiologist, this will not meet the needs of children.  This regulation does not include sub-specialists at this point.  In addition, specialists will have contracts that have nothing to do with access unless you stipulate in the contract that there is a requirement for the ability to schedule an appointment by a certain time.  


•   10.09.67.13 – Require that an MCO is responsible for durable medical equipment that was ordered for an enrollee who has since left the MCO, but remains in the Medicaid program as long as the equipment is delivered within 90 days from the enrollee’s termination date.


•   10.09.67.27 – Carved-out from the MCO’s payment responsibility the fitting of hearing aids and supplies, and tinnitus makers, as well as the drug Fuzeon (enfuvirtide), which is used to treat HIV patients.


•   10.09.75 – Added a new chapter to allow MCOs to establish corrective managed care programs for individuals determined to have abused MCO benefits.  Corrective managed care means that MCOs may designate the primary, specialty and pharmacy providers for enrollees if they have been determined to have been abusing benefits.  Before MCOs can place individuals in corrective managed care, they must have their plans approved by the Department.  After it is approved, they must provide the Department with monthly reports.


•   There were some additional amendments that mostly focus on updating COMAR.

Ms. Doyle stated that it was her understanding that the P-13 children that the Committee discussed before who lose eligibility because their parents have private insurance, would lose that eligibility when their recon comes up.  However, Ms. Doyle stated she’s been told there was a mass mailing to a number of parents of these children to tell them they are no longer eligible.  Ms. Doyle explained that she heard that this was a result of an updating of the computer system when a lot of these cases came to light.  

Mr. Davis stated individuals with private insurance are not allowed to have MCHP coverage and it has always been that way.  The TPL contractor is verifying private insurance through a broader database and this is probably just a clean up, but the Department will verify that.

Ms. Doyle stated up until now the Mental Hygiene Administration has been willing to grandfather in children in this situation so that they can continue to receive mental health services.  If there is some way the core service agencies or other agencies in the community could be informed of a mass modification, they can provide some outreach to these families for mental health services.

Ms. Meade asked if there is some provision to look at children who have child support being paid, the non-custodial parent is working, could provide insurance coverage, but doesn’t.  Ms. Tucker responded that these children would not be canceled from Medicaid unless they actually have the private insurance.  Mr. Davis added that more than likely this is what the contractor has found.

Ms. Demarest stated most commercial insurance will not cover the child even if the family has family coverage unless the child is added to the plan within 30 days of birth or if there is a qualifying event.  It is not likely that commercial insurances would consider losing Medicaid as a qualifying event

Dr. Keane stated that many commercial insurances do not provide mental health benefits and asked if there was any provision for children to continue their mental health benefits.  

Ms. Tucker responded not under the MCHP program.  Under the regular Medicaid program you can have other third party insurance and still get Medicaid at the lower income, but the Federal rules under CHP is that you cannot have third party insurance.

Operational Update

Mr. Davis, Executive Director, Office of Operations and Eligibility, reported that two weeks ago First Health, the Department’s point of sale contractor had a complete systems failure that took down all processing for pharmacy claims.  While they had a back-up contingency plan and a disaster recovery plan, everything that could go wrong did go wrong from 2:30 p.m. on Thursday until 8:30 a.m. that following Monday with no actual adjudication process for pharmacy claims. The pharmacists in this state stepped up to the plate, and even with new customers they had never served before, still issued the 72 hours of medications.  There were a couple of pharmacists that only wanted cash, but that was corrected in a very short time.  Department staff went to Richmond to meet with the contractor and discussed lessons learned and how we can assure not being down for four days, but back on line within four hours.  This crash was a mechanical failure that eventually corrupted all of the systems.  That corruption included all of the backup that was on hand to restart.  The contractor has taken full responsibility for the failure and they are going to produce a plan that will be presented to the Secretary to assure that this does not happen again.  

In addition to the systems failure, we had a natural disaster, hurricane Isabel, that took the enrollment broker down because of flooding in the basement where all of the telecommunication equipment is located.  The enrollment broker was back on line within a few hours taking telephone calls and all operations were transferred to Tallahassee which is another large call center they have.  The transfer was almost transparent because they did have a good backup system to come back on line.  We cannot eliminate disasters, but we can eliminate the amount of time it takes to recover from those disasters.

Mr. Perini asked Mr. Davis if there was any information on the preferred drug list.  

Mr. Davis stated the Pharmacy and Therapeutics Committee held its first meeting on September 2, 2003.  At that time the chair, Dr. Robert Lyles and vice-chair, O. Hugh Fatodu, RPh were elected.  The meetings are structured to allow 50 minutes for the manufacturers and public comments with a restriction of five minutes for each comment.  The committee then goes into executive session to discuss committee business.  The public forum is then reopened and discussion on the various classifications begins.  The committee is polled as to their vote and they went  through 13 classes of drugs at the first meeting and the next committee meeting is 
October 23, 2003 at the Cross Keys Radisson and will probably be discussing another 10-12 classes of drugs.

Ms. Doyle asked where the agendas for those meetings will be published and if the classification being discussed will be published before the meeting.  Mr. Davis stated he believed all of that information is posted on the Department’s website through the “hot topics” link.  

Ms. Doyle stated that there was an agreement with the Department that individuals with successful mental health drug regimens would be grand fathered in.  It would not be through regulation, but through some sort of education process.  We are hearing that this is no longer the case.  Ms. Doyle asked Mr. Davis if he could provide the answer to whether or not this will happen.  

Mr. Davis stated that the atypical drugs are exempted from the process.  In terms of grand fathering, the Department is going to do a focused outreach to all physicians particularly when the drug is not one of the preferred drugs so they can proactively ask for the preauthorization which is good for a year.  All the doctor has to do is call the hotline and ask for authorization.

Ms. Doyle stated that the understanding of the mental health community was that mental health drugs for persons on successful mental health drug regimens would have an exemption without having to go through the preauthorization process.

Mr. Davis stated he would get back to Ms. Doyle with a more detailed answer.

Other Committee Business

Ms. Meade stated last month Fran Phillips talked about bringing in some people to have a real substantive dialog with regard to the Medicaid program and how you decide what changes should be made.  Ms. Phillips has been in contact with a medical ethicist and health economist from John Hopkins and is looking to have them here within the next two months.  We would like to allow some extra time for public comments after these presentations because there may be some people in the audience that have valuable comments.

Ms. Doyle asked if it was possible for the public to obtain the handouts the Committee receives if they pay for the photocopying and mailing or if the information could be placed on the website.  Ms. Tucker stated Committee minutes and handouts will be available on the Department’s website www.dhmh.state.md.us in the near future.

Ms. Meade asked the Department to provide a floating number of people who are currently on the registry for the waiver for older adults.  It is important to note that people on the registry are people who have expressed interest, but have not been deemed eligible.

Ms. Meade asked if the Department has seen any fallout from the changes to MCHP.  Mr. Davis stated it is still too early.  The premium notices were sent out this month for the premium to be paid for October.  Ms. Meade stated that this type of information will be asked for in the future and it would be helpful if the Department provided updates when appropriate.

Ms. Meade stated the Committee received a revised copy of the tentative annual agenda that reflects the changes discussed and requested by the Committee last month.  If Committee members have anything that they feel should be added, we would try and do that.

Report from Standing HealthChoice Committees

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

Public Comments

Ms. Carol Fanconi of Advocates for Children and Youth expressed concern with the process of developing regulations.  She stated it is very difficult to find out what regulations are being sent to AELR.  In the past, advocates and members of the public that expressed an interest in being involved in the development of regulations were given an opportunity to comment.  Ms. Fanconi expressed disappointment that there hasn’t been a public process to involve the public in the development of the regulations.  The public would prefer to comment during the development process rather than wait to go to AELR.

Mr. Perini stated that there is a built in comment period in the regulation process.  Ms. Meade responded that there is a 30-day comment period after the regulations are published in the federal register, but Ms. Fanconi is asking that the public work with the Department before that period.  
Dr. Shubin added the Medicaid Advisory Committee should have been given an opportunity to comment on regulations before they are submitted as well.  

Ms. Tucker stated this has historically been the process for this committee every year for these regulations.  The Department gives the Committee a presentation in September on the annual regulations for the HealthChoice Program.

Adjournment

Ms. Meade adjourned the meeting at 2:25 p.m.







Respectfully Submitted








Carrol Barnes
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