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Maryland Medicaid Advisory Committee

March  15, 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.  Ms. Meade stated the Secretary’s comment on Page 5 of the January minutes at the end of second paragraph where it says the Secretary stated “for $2 more they added Title XIX.”  It should have said “for a few more dollars.”  Ms. Doyle asked that on the top of page 6 the words “substance abuse” be added in front of “inpatients.”  The February 9, 2004 minutes were approved with the above clarifications.

Pharmacy Presentation

Mr. Joe Fine, Director, Maryland Pharmacy Programs, gave the Committee an update on the Maryland Pharmacy Programs which consists of Medicaid, Pharmacy Assistance and the Pharmacy Discount Program that started last July.  The Pharmacy Discount Program addresses Medicare eligible individuals who are 116-175% federal poverty level (FPL).  They are given a discount of 35% off of the Medicaid allowable price of medications.

Currently there are 615,000 individuals total in the Medicaid Program with 470,000 of them in MCOs and 145,000 in fee-for-service.  The Pharmacy Assistance Program has 46,000 enrollees and the Pharmacy Discount Program has approximately 5,500 enrollees.  Last year’s total pharmacy expenditure was $413 million, but the Department was able to get back $82 million in federal rebates netting a cost of $331 million.  
Cost containment measures implemented in the last year include the Preferred Drug List (PDL).  When the PDL was first implemented, a Pharmacy and Therapeutics Committee was established which consists of five pharmacists, five physicians and two consumers.  The Department also contracted with Provider Synergies, a company that works with the drug manufacturers, goes through the drug availability and presents drugs within the drug classes to the committee so the committee can make selections regarding what drugs should or should not be preferred.  We are able to get some economy by preferring certain drugs within a particular class.  From November 5, 2003 to present there have been 33 therapeutic classes initiated with six more being initiated at the end of the week.  Product shifting has occurred since November.  The PDL was implemented by incrementally introducing 4-5 drug therapeutic classes every two weeks.  The Department has found that 92% of the products on the PDL are being used by prescribers for our clients.  The reason the PDL has done so well is because the Department has done extensive provider education.  The Department went to the different physicians groups and even teaching hospitals to educate them about the PDL.  An e-mail listing was created of all provider groups and a newsletter called the Advisory is sent to these groups to inform them about which classes are rolling out and give them information on anything that is remarkable about the PDL to date.  The Department has a website and has also offered the PDL in a version that can be loaded to a palm pilot because many physicians use them in their daily work.  
Preauthorization has been made easy and physicians can call for prior approval.  A recipient hotline has been created so that recipients can report any problems or issues with the program.  If the doctor is not available, the pharmacist can obtain preauthorization for an emergency supply so the patient can get the medication they were prescribed.  

In anticipation of the need for future cost containment, the legislative budget analysts have recommended cost containment measures that are to be initiated in July 2004.  The first is limiting the number of brand products a person can get per month to four.  Anything over four would have to have a preauthorization.  The second is implementing step therapy where instead of giving the expensive brand name medication initially, the patient will try something less expensive unless the patient is in a condition that they would need that brand name product.  

Senator Kelley asked if persons on psychotropic drugs have to go through step therapy.

Mr. Fine stated psychotropic drugs are not addressed or even on the PDL.

Dr. Shubin stated that the Committee needed to be clear that the drugs Mr. Fine is talking about are for the fee-for-service Medicaid population and not the managed care organizations (MCOs).  What he is presenting does not apply to the 470,000 patients in the MCOs.  The MCOs are no where as liberal about brand name medications except for mental health drugs.  Dr. Shubin went on to inform the Committee that all of the MCOs and commercial payers have now implemented step therapy for a variety of their covered formulary medications so step therapy is not new for practitioners.

The third recommendation was to reduce the dispensing fee for long-term care and retail pharmacy.  The reduction for long-term care will be .96¢ so the cost for generic and preferred drugs will go from $5.65 to $4.69 and brand name and non-preferred drugs will go from $4.65 to $3.69.  The legislative analysts have recommended that retail pharmacy dispensing fees be further reduced from $4.69 to $3.19 and $3.69 to $2.19.  

Mr. Levi asked how the proposed new dispensing fees place Maryland categorically to the other 49 states in the country.  Mr. Fine responded that these fees would make Maryland the lowest fees in the country.  Before this change Maryland was in the middle when you looked at all states.

Delegate Nathan-Pulliam asked how the lowering of the professional dispensing fees will affect the pharmacists.

Mr. Levi responded that for every 10,000 prescriptions a pharmacist fills, the net income to the pharmacist will be cut $15,000 and for the independent small business pharmacy it will be a severe impact especially for pharmacists located in areas where there is a high Medicaid population.  What you will see is the pharmacies that operate in neighborhoods that Medicaid patients can get to rather easily will not be able to remain open.  

Delegate Nathan-Pulliam stated she just returned from a conference with the National Medical Association and the National Black Caucus of State Legislators and was amazed at the list of medications which included cardiovascular, diabetic and psychotropic medications that did not work for African-Americans and other ethnic groups.  She asked where the Department was in developing lists of medications to ensure there were appropriate medications available for minorities.

Mr. Fine stated the Pharmacy and Therapeutics Committee has addressed those issues and are very concerned about this.  This was part of there deliberations and the selection of the medications for the PDL reflect this.  

Mr. Levi reported that 86% of the cost of the average Medicaid pharmacy prescription is attributed to the cost of the drug.  With the changes, the Department is trying to bring that up to 90%.  Mr. Levi stated that what is irritating to him is the Department is going after the easiest person to target which is the community pharmacist because they don’t have the biggest lobby. But when 86% of the problem is not the pharmacist, it seems totally unfair for the State to go after the person who is causing the least amount of the problem.

Mr. Fine stated that these are initiatives recommended by legislative analysts and some of these initiatives affect the pharmacist, the drug manufacturers and some affect the recipients.

Mr. Levi argued that none of those other initiatives have been made public so they are not aware of what they are.  Mr. Levi stated he fears that some of the independent pharmacies in the city won’t be able to survive.  

Senator Kelley asked if there was any statutory or regulatory inhibition right now against the Departments being able to negotiate discounted prices from the drug companies for the Medicaid population.

Mr. Folkemer responded this is what the Department is doing with the PDL and the supplemental rebates.  

Mr. Fine added that we already get a federal rebate.  The PDL also has a supplemental rebate where we go further with the manufacturer by saying if you want your drug preferred, how much are you willing to further reduce the cost.

Senator Kelley stated when we look at the various components that make up the total cost we wonder how we can get more out of a major component like drug manufacturers discounts/rebates.  

Mr. Fine responded that the four brand limit, step therapy and other initiatives in combination with these will do that.

Senator Kelley stated the State has never gotten the kind of deal that the Veterans get from the drug manufacturers and asked what is needed from a regulatory or statutory perspective to help us to get the really good discount leverage that the Veterans Administration (VA) receives.

Mr. Folkemer responded we could get the same discount if there were federal law that says Medicaid programs get the same pricing as veterans. 

Senator Kelley stated she would talk to the Senate leadership and see if the National Council of State Legislators can push us in this direction and have other states that have PDLs ban together to do a better job of getting discounts.

Ms. Doyle asked how the dispensing fees for fee-for-service Medicaid compare to what private carriers pay for dispensing fees.

Mr. Fine responded that these fees are in the same area.  Most MCOs pay $2.50 for prescriptions.

Mr. Levi asked if any of those private carriers have a federal law that says that if the patient does not have the co-pay, they don’t have to pay it and lose money.

Mr. Fine responded no, that is a federal Medicaid rule.

Senator Kelley stated that there is no requirement in Maryland to reimburse the pharmacist who finds him/herself in that position.  And even though that money is supposed to be owed to the pharmacist by the recipient, it is really uncompensated care.

Mr. Fine stated the Department is also addressing how we are reimbursing hemophilia products.  We were paying an AWP price, but AWP pricing does not exist for hemophilia products because they are purchased directly from the manufacturer.  This has been identified and beginning in April, we are requiring that the hemophilia suppliers show the Department the cost of their drug and the Department will pay 8% higher than the cost.

The Department will also be initiating a recipient lock-in program for those recipients who misuse medicines especially narcotics so they are locked into a pharmacy and hopefully a physician.

The Department is also tightening the brand medically necessary requirements.  Currently, the patient can come into a doctor and say I don’t want that product, I want the brand.  All the physician has to do is write brand necessary.  Maryland will now do what many other states are doing and require the physician to complete a Med Watch form where it is stated that there is a problem with the product and it must be reported to the Federal Drug Administration (FDA).  This is a useful tool to prevent the overuse of brand named products.

The Department is looking to put quantity limits in areas where there are excessive quantities noted.  The quantity is locked at a 30 day supply and if more is needed, approval will have to be obtained.  

Over the counter drugs are also being considered to cut costs.  Currently there are very few over the counter drugs in the allowed pricing.  When a product goes from brand name to over the counter and the price is cut, the Department should take advantage of that.  Regulations have already been put into place and the Department will be implementing the use of some over the counter drugs.


These are a lot of changes in one year but these initiatives must be implemented to maintain a responsible pharmacy budget.

Ms. Doyle stated she saw budget language where there will be a change to the recipients regarding co-pays.

Mr. Fine responded currently there is a $2 co-pay for non preferred drugs and a zero co-pay for preferred drugs.  The zero co-pay will increase to $1 for preferred drugs. 

There will be some confusion with the implementation of the Medicare Modernization Act.  Beginning in June the discount card is going to be offered to Medicare clients.  The dually eligible clients in the Medicaid program, pharmacy discount program, and pharmacy assistance program by law are not eligible for the discount card.  The Department has sent a list of recipients who are in our program to CMS, so if they do attempt to apply for a discount card, they will be denied.  A letter will be sent out to all recipients that they need not apply and that they will be inundated with offers from different pharmacy benefits managers and organizations trying to get their business to get on their card.  The clients in these programs under the 1115 Waiver are not eligible for the discount card.  There are 79,600 people who will be affected by this.

The pharmacy benefit will be end for these 79,600 individuals including people who are in nursing homes.  Medicaid will no longer be responsible and these people will be in the Medicare Part D program.  Medicaid must assist Medicare in enrolling these individuals in a Medicare carrier, with a pharmacy benefit manager, or in the full benefit Part D program.  The Department of Health and Mental Hygiene, Departments of Social Services (DSS) and the Social Security offices have to prepare themselves for the large volumes of people that will need to be served when the enrollment has to happen and we are not sure who will be doing the enrollment.

Ms. Meade stated that enrollment just doesn’t have to be done at the local DSS, like with the Maryland Children’s Health Program (MCHP), enrollment is done at the local health departments (LHDs) and other outlets and the same should be considered for this enrollment.

Ms. Meade further stated that if there is information that has to be gotten out to large numbers of people, another group to consider helping to disseminate that information are the local community-based organizations who see these individuals on a daily basis.

Mr. Fine reported that the discount card starts in June, but the publications and information on it will go out in May.  The Department is trying to get this letter out to recipients before that. The other part of the program starts in January 2006.   

Ms. Tumulty asked if the Administrative Care Coordinators can be sent copies of these notices and letters so they can be apprised of the changes because they will be the ones who receive the bulk of the inquiries from the public.   

Ms. Doyle asked if the part of the program that starts in 2006 will change the kind of drugs that dual eligible recipients will be able to access.

Mr. Fine stated that Pharmacy Benefits Managers only have to have a representative drug within a therapeutic class.  It is not going to be as broad as what is done in the Medicaid program.  Recipients will be able to appeal if they don’t get the drug they are used to getting, but this is a federal program and Medicaid has no control of this.

Ms. Doyle asked how people are informed after the decision has been made to eliminate a drug from the PDL.  Mr. Fine responded that an e-mail is sent out to all of the organizations informing them of the change.  

Ms. Doyle asked if there have been a number of overrides or approvals for drugs not on the PDL.  Mr. Fine responded that in the month of February, the Department received 7,326 requests for drugs not in the class and 1,100 of those were changed to the preferred drug and 6,200 approvals were given.

Ms. Meade stated in the interest of time, if Committee members have further pharmacy questions, that they e-mail them to herself or Carrol Barnes and we will make sure they get forwarded to Mr. Fine and circulate the responses to Committee members.

DHMH Update

Mr. John Folkemer, Executive Director, Office of Planning and Finance reported that Ms. Tricia Roddy has been selected to replace Ms. Alice Burton as the Director of Planning.  

The budget bill language restricting funds for nursing home provider fees was approved by the Senate subcommittee, but the full Budget and Taxation Committee rejected the nursing home assessment so it’s off of the table on the Senate side.  We still need to see what action the House takes. 

Other actions recommended by the legislative budget analyst that were approved by the Senate Budget and Taxation Committee were: 

•
Hospital day limits.

•
Assessing money against the MCOs that have medical loss ratios below 85% and were also below the average on their HEDIS quality indicators.  Half of the difference would be returned to the State.  

•
A $1.50 dispensing fee cut was approved for the retail pharmacies but not the long-term care pharmacies.

•
A $10 co-pay on the non-emergency use of emergency rooms.

There were additional actions that the committee did that were not recommended by the legislative analyst:

•
In assessing money against the MCOs that have medical loss ratios below 85%,  in future years, all of the difference would be returned to the State.

•
A $1 co-pay for generic and preferred drugs.

•
Development of a pharmacy care management program similar to North Carolina.

•
Four brand name drug limit per month per individual.

The full Senate has not acted on the budget.

Legislative Update

Mr. Folkemer  gave the following status update on legislation :

HB 557 is the Advance Directives Availability Act.  There was  an amendment to that and it passed the third reading in the House to make information available on advanced directives to the public.

HB 665 is the Department’s bill to maintain the premium requirement for children in families with incomes between 185% and 200% FPL and give the Department authority to implement a tiered premium structure based on family income and family size.  This bill has been heard and there has been one work session.

HB 1024 requires the Department to establish a Children’s Health Insurance Outreach Program and develop MCHP application form to include with school lunch applications to get information out to other children who might be eligible.

HB 1134 requires MCOs to provide or arrange to provide therapeutic dental treatment if diagnostic or emergency dental service indicates therapeutic treatment is required; requires MCO to follow-up to ensure enrollee received therapeutic treatment.  There were some amendments to this bill that are currently being reviewed.

HB 943/SB 756 is a bill that would maintain the status quo where mental health is carved out from the MCOs and would say that it cannot be carved into the MCOs.  This bill has been heard on both sides.

Long Term Care Bills

HB 946/SB620 the Department had some concerns about the way the Money Follows the Individual Accountability Act bill was originally drafted.  There were some amendments but they were not what the Department was looking for.  The bill is in the House now for consideration after passing the Senate.

HB 1072 creates a task force to review the Medicaid long-term care eligibility process and identify methods to improve the process.

HB 1360/SB819 is the Olmstead Compliance Act which is a major long-term care bill.  Senator Kelley stated that this will probably end up as a study.  Senator Kelley added there were a lot of advocates for this population who thought the bill was a long way from being ready and they didn’t have any input.  

Ms. Meade stated that they should consider the development of a committee similar to the 1115 Waiver Committee to ensure that all of the appropriate stakeholders come to the table and provide input.

Mr. Folkemer added that the bill had a high fiscal note attached to it so it couldn’t pass in that form.  

HB 1363 is a bill that allows the Department to make a claim against the estate of a surviving spouse after that surviving spouse passes.

Major Health Reform Bills that have been introduced.  They range from very limited to very comprehensive.

HB 1008/SB 737 the Health Care for All bill which has been heard on both sides and HB 1271/SB 715 are both major universal health care bills that will undergo a lot of discussion and debate.  There have been some work sessions on both.  

HB 287/SB 193 is a medical malpractice bill that the Administration has introduced.

HB 290/SB 189 is a Departmental bill to give grants to the Federally Qualified Health Centers (FQHC).  This would be a part of the capital budget.

HB 1457/SB 907 is the Department’s health reform act that sets up a limited benefits plan under the small group market which would be an alternative to the comprehensive standard health benefit plan for employer that have low average wage employees.  Those employers would be able to buy a cheaper package for those people if they so choose.

SB 570 would also create a limited benefits package.  This bill specifies more what would be in the package.

HB 299/SB 188 creates a new cabinet-level Department of Disabilities and abolishes the Governor’s Office for Individuals with Disabilities.  It also creates a new Maryland Advisory Commission on Disability Policy and a new Disability Implementation Board.  In addition the new Department of Disabilities would be required to review, and in some cases concur with DHMH applications for federal aid, waivers or grants, and with proposed regulations affecting disability services.  This is also an Administration bill.

HB 270 imposes a 2% premium tax on HMOs and MCOs beginning July 1, 2004 and ending December 31, 2004.  This is similar to the bill that was passed last year and vetoed by the Governor.

HB 1315 establishes a special find to dedicate $100 million/year in tobacco tax revenues towards increasing provider reimbursements in Medicaid and MCHP.

HB 967 requires individuals that have incomes above 300% FPL to have health insurance and if they don’t have health insurance they would lose some of their state tax exemptions.  This is a financial incentive for people with higher incomes to make sure they have some kind of health coverage and if they don’t, would provide some money to take care of their uncompensated care costs.

HB 122 has been amended to require insurers to notify parents of young adults about coverage options 60 days before children reach student coverage age limit under health insurance policy.

SB 167 allows the state to import some drugs from Canada which is an option many states are looking into.

Provider Network Directory Update

Ms. Leslie Lyles, Deputy Director, Program Operations gave the Committee a status update on the issues she presented previously on the provider network directory.  Since that time the Department developed a work group that addresses these problems and has made enhancements to the compilation of the provider data that goes into the provider network directory.  One of the biggest issues in the past was that the HealthChoice provider information was linked to the fee-for-service provider information.  This is no longer happening as a result of the enhancements.  No longer are the HealthChoice providers attached to the fee-for-service providers so the listing consists of only HealthChoice providers.  

A second enhancement allows the MCOs to make changes to their provider network.  Through E-Medicaid MCOs can go on-line and make certain changes to the provider records for their participating active providers in their network.  The Department also changed the provider numbering scheme so that all HealthChoice providers have provider numbers identified with a suffix of 60 or above.  

When the MCO submits information to the Department, the Department will check the License Board to make sure the information that was sent from the providers license matches what the board has on their data base.  This helps to cut down on the number of duplicates and ensures the provider has the correct licensing information before it is added to the HealthChoice network.

The Department added an address standardization software product called Code One which allows for the addresses to be standardized.  In the past the Department had several problems with duplicate providers because of the variations in addresses (i.e. avenue or ave).  This standardization allows for U.S. postal standardization of the address.

All of these enhancements took place as of July 24, 2004 and the Department along with help from the MCOs cleansed the actual file and the MCOs had to go through and establish their networks again with these new enhancements.  This gave the MCOs the opportunity to reconcile their networks.  This is a work in progress but the enhancements have resulted in a better product.

Dr. Shubin asked how the Department knows the provider is “active.”

Ms. Lyles responded that the MCO sends the Department information on whether or not the provider is active in their network.  Providers can access the provider network searchable directory so they can see their provider status on-line, but the MCOs are the only ones that can actually do any updating to their network of providers.

Mr. Lindamood asked if the Department had done any marketing to providers or organizations working with vulnerable populations about the availability of the on-line directory.  

Ms. Lyles responded that the Department did produce a brochure about E-Medicaid in general which is the umbrella idea that was sent out to all new providers.  

Dr. Shubin asked that this brochure and information be sent to the old providers and the Committee requested that they be given copies of the brochure as well.

Ms. Lyles stated the brochure went out to existing fee-for-service providers and MCOs in addition to a transmittal.  There is a link to the on-line directory on the Department’s homepage in the provider section under “Search Our Provider Network.”   It allows you to search by various areas, counties, physician types, etc.  The directory is updated on a weekly basis.  The on-line directory can be accessed by going to www.emdhealthchoice.org and clicking on “About Our Programs.”  The link for “Search Our Provider Network Directory” is on the left hand side.  Another option to access the on-line directory is to go to the DHMH homepage, www.dhmh.state.md.us and click on “Medical Care Programs” and then click on “Search HealthChoice Provider Directory.”
Dr. Shubin asked if a provider finds incorrect information, will the Department help in getting the MCO to change it.  

Ms. Lyles stated the Department will help to intercede on behalf of the provider now that we do have the ability to go in and make updates just like the MCOs, but would like to confirm information with the MCO before the Department makes any changes because it is their network.

Mental Hygiene Administration Update

Ms. Susan Steinberg, Acting Director, Mental Hygiene Administration (MHA) Office of Managed Care Operations informed the Committee that the Medicaid population served last year in the public mental health system (PMHS) was approximately 80,000.  In addition, the PMHS served another 10,000 individuals who are non-Medicaid eligible or what we have been calling gray zone individuals.  These are individuals who have pharmacy assistance or meet one of the exceptions like homeless, recently released from jail or inpatient psychiatric hospital, receive SSDI due to mental illness, or on court ordered conditional release.  As a result of the increase in the individuals served and the number of services provided, the amount of money spent on mental health services to Medicaid recipients increased to $384 million.  The PMHS is serving more people than it ever had before, but MHA is also spending more than its budget permits.  The Legislature has indicated it will cover MHA’s $54 million deficit, but the PMHS is under strict orders to get the budget in line, or the carve-out may be lost.  
Of the children being enrolled in Medicaid, the PMHS serves 10.8 %.  In the adult population, the PMHS served 18-20% of Medicaid eligible individuals..  Enrollment in the fee-for-service system has risen approximately 7% per year from 1998-2003. The strongest growth has been for services to children, at approximately 11% per year.  The utilization rate has increased more quickly amongst children at approximately 9% per year compared to approximately 4% for adults.  

Approximately 50% of the population served in the PMHS are children and adolescents.  With regard to outpatient services, the number of individuals served is almost even between children and adults with approximately 42,000 children receiving services and 44,000 adults.  More money is spent on each child than on each adult. One reason may be because there is a cost differential paid for services provided to children.  One purpose for the rate differential was to provide an incentive for providers to serve children and to help compensate for case management and other services that are not reimbursed by Medicaid.

Psychiatric rehabilitation services is the service that has grown the most significantly. The umber of children and adolescents served increased from approximately 2,500 in 1999 to 10,000 in 2003.  Psychiatric rehabilitation services are social services like 1:1 or group therapy and anger management.  The newly written medical necessity criteria states the child must have problems in two domains of their life, like home and school in addition to having a mental illness diagnosis and the services have to address these concerns.  There were never regulations for children’s PRPs, but the MHA is currently drafting regulations and has tightened up the medical necessity criteria for this population.  The payment schedule recently changed to a monthly rate for PRP services depending upon what type of services an individual is receiving.  The rates are published on the website and regulations, when approved will be posted on the website.

 Website: http://dhmh.state.md.us/mha/mhanew.htm
Ms. Meade asked what Ms. Steinberg thought the result would be of the monthly rate to the individuals needing this service.  
Ms. Steinberg responded that the providers are required to provide MHA with encounter data.  If the data shows that providers are serving a lot of individuals and are not getting compensated fairly, the rate situation will be examined.  The MHA will also be looking at how to provide other services for the individuals.

Ms. Doyle stated the provider community is most concerned with the population that requires the most intensive adults and children that need 24 hour a day 7 days a week support because the case rates are based on averages what happens is the provider provides a lot of care that they will never get reimbursed for.  In the providers budget testimony they’ve requested a $2 million supplemental to help offset the negative affect that have been felt by the people in those settings and the providers that are trying to serve them.  This can also have a negative affect on trying to get people out of the state hospitals because providers will be less willing to provide services to individuals that need that level of support.

In an effort to make sure the mental health providers communicate with somatic providers, approximately 10 months ago the MHA has implemented a Medication Management form that all psychiatrists are asked to complete.  When the Psychiatrist registers the patient, they use this form that lists diagnosis and medications.  This information goes the Maryland Health Partners and the MCO.  The MHA is getting these forms from providers, but MHA has no way of knowing if the mental health provider is sending the information to the somatic provider.  

Ms. Steinberg listed some of the cost containment initiatives undertaken by MHA in response to its deficit. The initiatives include the hospital day limits, the monthly psychiatric rehabilitation rate, eliminating payments for uninsured individuals receiving services from HSCRC outpatient mental health clinics and programs. The MHA is also requiring the consumer to be present at ITP meetings, thus making the service Medicaid reimbursable.

Ms. Doyle stated that the mental health provider community has been working very closely with the MHA to make the system work, however, there have been some very immediate results of the cuts that providers have had to take in order for MHA to stay within their budget.  There have been over 500 positions, direct care and staff that have been laid off or their positions eliminated. Various programs, clinics and child and adolescent programs and crisis beds have closed.  About 1,000 consumers were turned away for services in FY 03 and we anticipate another 2,000 to be turned away in FY 04.  This is not an indictment on the MHA, they’ve been given their marching orders.  

Ms. Steinberg responded, that the MHA has been working closely with the provider community, and is concerned about programs closing.  However, although programs are closing, many programs are opening.  In the past year, about 50 PRP’s opened.                                                                                                                                                                                                                  

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

Public Comments

Ms. Fanconi from Advocates for Children and Youth reported that Priority Partners sent out a letter of rate changes on the Eastern Shore.  For example, the provider had been getting paid $129 for a specific code.  The Medicaid rate for that code is $18 and 120% of this rate is approximately $22, which is a significant decrease from what the MCO had been paying for some of these procedure codes.  The concern is 85% of all of the children on the Eastern Shore are in Priority Partners and they have had trouble in the past getting specialists.  Most of the codes would impact specialists. The Eastern Shore has had specialist access issues in the past.

Dr. Shubin reported that on both the national and local level, there is no process even by which determination of the adequacy of specialty network has been developed.  

Ms. Fanconi stated there is also a problem with orthopedists in southern Maryland as well.

Mr. Folkemer stated that Priority Partners had been paying significantly higher physician fees than any of the other MCOs and they have been under a lot of pressure from the Cost Review Commission because every year they lose money.  One of the things that the Commission has been looking at is the amount that they reimburse physicians. What they are trying to do now is bring their physician payment levels more in line with the other MCOs.  The Department was aware of this and knew it was coming.

Adjournment

Because Ms. Meade had to leave, Dr. Shubin adjourned the meeting at 3:00 p.m.







Respectfully Submitted








Carrol Barnes
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