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Maryland Medicaid Advisory Committee

April 22, 2004

Call to Order and Approval of Minutes

Ms. Lynda Meade, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  Dr. Shubin stated at the last meeting Ms. Lyles stated that MCOs can change their listing of providers through E-Medicaid so he checked the listing of all seven providers in his office and every single one was incorrect.  Dr. Shubin stated he is listed as Edward instead of Charles.  Dr. Shubin stated that providers may not know how they should be listed and don’t know what category they are in.  Ms. Doyle stated that a statement she made on page 15 is accurate, but it was disorganized and she has submitted a revision of that statement to clarify her comments.  The March 15, 2004 minutes were approved with the above clarifications.

Mr. Folkemer stated there was a lot of concern regarding the legislative changes made to the Maryland Children’s Health Program (MCHP) that were implemented in July and the impact those changes would have on recipients, especially the imposed premium for families 185-200% federal poverty level (FPL) population.  The Department took a hard look at all of the people in that income group to see if they really belonged there because some people had incomes that dropped below 185% and were then exempt from the premium.  Because of the tremendous amount of concern for families required to pay the premium, the Department conducted a rigorous study that included a survey of parents of the children who had dropped out of the program.
MCHP Survey
Mr. Todd Eberly, of the University of Maryland, Baltimore County, Center for Health Program Development Management, gave the Committee an overview of the findings of the Maryland Children’s Health Program (MCHP) survey.  Mr. Eberly informed the Committee that changes were made during the last legislative session to charge premiums for MCHP participation for children in families earning 185 to 200% FPL.  The premium was implemented in October, 2003.  The Department wanted to know what impact those changes had on program enrollment and determine whether families that left the program due to the premium had obtained other insurance.  The Department also wanted to look at some of the differences between those that disenrolled and those that remained in the program.  There were two components to this study, the survey and a data analysis component where administrative data was looked at for those who enrolled and disenrolled.  

In the months just after the premium was implemented, roughly 25% of the children who were affected by the premium, disenrolled from the program which was approximately 1,800 out of 6,400.  Based on State records we know that 1,600 of those 1,800 had not paid the premium.  That does not necessarily mean the premium was the reason the families had not paid.  The Department knows that the impact of the premium was immediate, but temporary.  All of the disenrollments occurred in the first two months after the premium was put into place.  Between November and January 2004 enrollment in the 185-200% federal poverty level (FPL) group grew about 10% where in the same enrollment period last year enrollment was static.  Of the 1,800 that disenrolled, we looked at March 31st enrollment data and noted that approximately 9% (160) of those that disenrolled had re-enrolled in the program.

The survey consisted of 360 randomly selected parents or guardians from the population that had disenrolled.  The survey took place in February 2004 and according to the responses, the majority indicated that the premium was not the main reason why their child had left the MCHP Program.  Of those surveyed, 63% said they felt that $37 per month per family was an affordable amount for them to pay for participation in the program.  Over one half of the people surveyed said they had since obtained other insurance for their child or children.  Utilization comparisons were conducted to see if there was some sort of adverse selection and the findings indicate the children that were disenrolled were slightly less likely to access services than the children that remained in the program.  Family composition was examined and it was determined that families with one child enrolled in the program accounted for the majority of disenrollments between September and January.  Prior to enrollment, 63% of the children who were enrolled were in families with just one child enrolled in the program, but after the premium was put into place that dropped to 54%.  In the disenrolled population, well over ¾ were children in families with just one child.  There is some indication that parents were making the decision that if they had more than one child in the program that the $37 per family was a better deal.  Distribution by age, race, ethnicity and region was looked at to see if there was any impact.  Age was examined premised on the theory that if the children are older, you are less inclined to maintain health insurance for them.  The findings indicate that there was not a significant difference between age groups.  There were some slight differences in race and ethnicity between the distribution of African-Americans and Caucasians.  Regionally there was really no difference with regard to age or disenrollment.  There was a slight difference between African-Americans and Caucasians with African-Americans being somewhat more likely to disenroll.

The conclusions based on the survey, were that the premium was not the reason that families disenrolled from the program.  The survey found that most people who disenrolled had obtained other insurance, disenrolled children used fewer services while enrolled and they were more likely to be in a family with one child enrolled.

Mr. Ward stated the there were still 37% of people that were being served who could not afford the premiums which is a significant number of people and asked what the Department planned to do about this group of people.

Mr. Folkemer stated that in July those people will be able to come back into the program because this was only a one year premium program that ends June 30, 2004.  On July 1, 2004 there will be no premium for this population.

Ms. Folsom added that there were organizations that volunteered to help families pay premiums and there was outreach through the local health departments (LHDs) giving organizations the opportunity to contribute and help families.  Families were also informed that they could apply for a hardship waiver by writing to the Department if they had significant problems paying the monthly premium.  From October through February, for this group, the Department received approximately 35 requests for a hardship waiver.  

Mr. Lindamood asked if there are efforts the Department or LHDs are pursuing to locate and notify those who are disenrolled to let them know they are able to come back into the program.  

Ms. Folsom responded that the Department will be developing a plan for public notification through the LHDs and the local departments of social services (DSS) to make sure the word gets out.

Mr. McGuire asked how many people that were disenrolled could potentially come back and how many people does the Department expect may not have enrolled at all during the past year because they felt disenfranchised.  Mr. McGuire stated he was trying to determine what the work load will be for his staff at the Department of Human Resources in July so he can plan to cover this activity.

Ms. Meade stated that it would be difficult to determine that number because we don’t know how many would come to DSS because many of these individuals went to the LHDs.

Mr. Folkemer stated that 1,600 individuals that dropped out represents approximately 1,000 households and 160 have already come back into the program so we are talking about a little under 1,000 households.  

Ms. Tucker stated that these individuals are not eligible for the program if they have other insurance and over half of them have obtained other insurance.  This would cut the numbers down also.

Dr. Shubin asked that providers be included in the notification process because when patients come in without insurance and the provider is aware that there is a program that has changed, they can help.  

Ms. Meade added that she will, again, make her pitch to inform other organizations in the community that have frequent contact with these individuals about the program change so they can assist.

Ms. Meade asked how the 360 individuals were surveyed.  

Mr. Eberly responded that a random sample drawn from the data base of disenrollees and the Department contracted with the Schaefer Center, University of Baltimore to conduct the survey.  Participants were called and the survey was conducted over the telephone.  

Mr. Lindamood asked how many parents were asked to do the survey to get the 360.  

Ms. Folsom responded that they contacted approximately one half of the disenrollees to get the 360 survey participants.

The Department conducted a similar survey with former MCHP participants two years ago to gauge satisfaction and found the same problem where half of the population had to be called to get the appropriate number of completed surveys.  

Dr. Shubin asked if that is characteristic of a subpopulation that has different behaviors and therefore requires a different approach.  Dr. Shubin stated his experience is that people are increasingly shifting day by day to cell phones.  Home phones are becoming passé with this population.  This results in phones that go off and on.  The real question is if there is a bias.

Dr. Keane asked what the administrative costs were.  How much did the State collect from the premium and how much did it cost to collect it.  

Mr. Folkemer stated that the Department will provide that information to the Committee.

Mr. Ward asked if there was any indication of increased emergency room usage by those who were not enrolled which would cost the State a lot more.  

Mr. Folkemer stated that it would be difficult to pick that number up with 1,600 children out of a population of 5 million people even if there was an increase.  

Dr. Keane recommended another place for the Department to include in their outreach efforts is the hospital emergency rooms.  Most emergency rooms have MCHP forms.

Legislative Update  

Ms. Amanda Folsom, Health Policy Analyst, Office of Planning, stated the legislative session ended on April 12, 2004.  There were several proposals on the table related to MCHP and until the last day of session, the Department did not know what was going to happen with them.  It turned out none of the MCHP bills passed.  Two of the major bills, HB 665 and HB 1117 were two competing bills that were moving along in the last days of session.  House bill 665 was a Departmental bill which would have extended the premium for the 185-200% FPL beyond fiscal year 2004.  It would have also given the Department the authority to implement tiered premiums for the MCHP premium population to account for family size and family income.  This bill did not make it out of the Senate Finance Committee.  House bill 1117 would not have continued the premium.   It included the provisions for tiered premiums and included language related to hardship determinations and other provisions.  This bill did not pass in the final hours of session.  There is no MCHP bill which means that the budget language from 2003 would sunset and the Department would go back to collecting premiums only for the MCHP premium families in the 200-300% FPL population as was done prior to fiscal year (FY) 2004.  It was not addressed in either legislative proposal, but the freeze on enrollment for families 200-300% FPL also sunsets at the end of this fiscal year as well.  The Department will be working on a plan to facilitate that transition prior to July 1, 2004.

Senate bill 819 is the big long-term care bill that passed.  This bill would require the Department to expand medical and financial eligibility for the Older Adults Waiver and requires the Department to apply to CMS to implement a pilot long term managed care program in two jurisdictions of the state which will be determined by the Secretary of DHMH.  This is the largest bill that came out of session for the Department.

House bill 1271 was Chairman Hurson’s big health reform bill to expand access through community health resources.  The bill changed many times during the course of the session but in its last form would have included an incremental Medicaid expansion to parents up to 150% FPL.  The bill would have been financed through a premium tax on HMOs and MCOs.  This bill did not pass and was debated into the last hours of session.

Senate bill 188 was the Administration’s Department of Disabilities bill which did pass which means there will be a new executive level Department of Disabilities.  The bill will elevate the  current Governor’s Office for Individuals with Disabilities to a Department.

There is an Office of Minority Health and Health Disparities bill that also passed which creates a new Office in the Department.  There is currently an office of that sort within the Department but this now changes the organization of that office.

House bill 981 was the 211 bill which created a Health and Human Services referral line. This bill was a United Way initiative that did pass.  It would be piloted in four areas of the state and eventually go nationwide and would involve a 211 hotline.  The bill further establishes a board to oversee this within the DHMH.  

House bill 557 was Delegate Morhaim’s Advanced Directive bill which the Medicaid Advisory Committee reviewed before session.  The bill passed and requires the Department to establish a plan to widely disseminate information on Advanced Directives and work with the Attorney General’s Office to create a fact sheet on Advanced Directives.  The Department would work with the LHDs, DSSs and MCOs to distribute that information.  There was also a bill on extractable records that the Department was not involved in that passed as well.

House bill 943 is the carve-out of Specialty Mental Health bill which passed.  The Department is required to seek legislative approval before carving in Specialty Mental Health services. 
House bill 1134 is the dental bill that requires MCOs to work with families and providers to develop a process for providing therapeutic dental treatment.  It requires dentists to notify the MCOs when they are unable to provide the needed therapeutic treatment to a child.   The MCO is then obligated to provide those families with information on what providers are available to provide the service and assist them if they are having difficulty setting up the appointment.

Therapeutic services was not defined in the bill and the Department interprets that to mean restorative services.

Dr. Shubin stated that restorative services is not where the problems have been.  The problems have been in orthodontics. Dr. Shubin stated the real problem is there are very few orthodontists who will accept Medical Assistance through any of the MCOs.  The Dental School is the main provider that does and they are overwhelmed.

Dr. Keane added that the other problem area has been restorative services that require general anesthesia.  

Ms. Meade stated that one of the things the Department has to think about is how this is tracked and how the MCOs are going to be held accountable for doing what the law states.

Mr. Lindamood asked if this pertains to children only.  Ms. Folsom clarified that it is only for children.

House bill 946, Money Follows the Individual Accountability Act passed.  This bill requires nursing homes to refer residents to DHMH when the resident expresses an interest in community based services.  It requires the Department to review quarterly assessments to identify individuals who have expressed this preference for living in the community and assisting them in finding community based options.  The Department will be working with its contractor, Delmarva, to develop a plan to implement this bill.

Mr. Ward stated that there is an accountability issue with this bill in terms of nursing facilities informing residents of their options.

House bill 429 relates to regulations in the AELR Committee.  The Department did not take a position on this bill, but it did pass.  This bill extends the timeframe on proposed regulations for state agencies from 90 to 105 days if the AELR Committee requests it.  It makes some other changes related to posting information on the Department of Legislative Services website related to regulations.  This bill may have some impact on the Department’s process for submitting regulations.  

Senate bill 477 relates to medically fragile children.  It is a study the new Department of Disabilities will be leading but the legislation requires the DHMH and the DHR to work with the Department of Disabilities to study medically fragile children (how many there are and custody relinquishment issues).

House bill 123 relates to payment of claims and applies to the MCOs.  This bill clarifies that health plans including MCOs must transmit or mail payment to providers within 30 days.   

House bill 1410 relates to the treatment of morbid obesity and surgical intervention.  Originally the bill had some clarifying language about guidelines for when someone would be a candidate for surgical intervention.  The bill was amended to set up a task force to look at a utilization review for surgical intervention as a treatment for morbid obesity.  The MCOs were not included on this task force, but are very interested in this issue.  This is being widely discussed around the State right now among both public and private carriers.  

Mr. Ward stated that one bill the Department did not mention was the respite care bill.  Mr. Ward stated he believed the bill requires individuals to use state institutions as their respite care entity.  People in the disability community do not like the bill and would appreciate other options.  Respite is a critical issue for families with children with disabilities.  To force those individuals back to institutions that we have been trying to get away from seems to be a step backwards.

Ms. Meade stated she thought that bill was amended to include community-based placements.  Mr. Ward responded he was not aware of those changes.

Budget Update

Mr. John Folkemer, Executive Director, Office of Planning and Finance gave the Committee an update on the budget.  The original $4 billion budget the Department submitted to the General Assembly included:

· $1.8 billion in general funds for provider reimbursement;

· $43 million for MCHP;

· $11 million for kidney disease and; 

· $24 million for administration.  

The changes the legislature made include:

· A cut of $25 million in general funds out of the budget which includes $12 million for a proposed nursing home assessment;

· A cut of $2.6 million in general funds for tightening up the hospital day limits;

· A $3.7 million cut in general funds for MCOs that spend less than 84% of their premium dollars on medical care and who scored less than average on their quality indicators (HEDIS scores).  The Department would take back one half of the difference between what their actual medical loss ratio was and the 84%.  This would only affect one MCO;

· There was funding reduced for the Maryland Pharmacy Discount program, but this is simply because enrollment was less than the original budgeted amount.  This is really not cutting anything, but it was anticipated that the Department would not be spending the money that was requested in the budget;

· A $1 cut in the pharmacy dispensing fee for retail pharmacies which should save $2.3 million in general funds and would make the fees $3.69 for generic and preferred drugs and $2.69 for brand name and non-preferred drugs;

· A $1.2 million cut for a $1 co-pay on generic drugs.  About a year ago we went from a $1 co-pay for all drugs to $2 for brand name drugs and nothing on the generics.  The General Assembly imposed a $1 co-pay for generics and preferred drugs and the $2 co-pay would remain for brand name drugs.  This does not apply to children, pregnant women or institutionalized individuals.  This enables MCOs to charge but does not require them to do so.  Some MCOs have decided not to have their participants pay the co-pay;

· A co-payment was added for the non-emergency usage of emergency rooms which should yield $50,000 and;

· Charging providers for the cost of recovering inappropriate payments.

Dr. Shubin asked how inappropriate payment was defined.  Dr. Shubin stated that he has been having a problem with calling EVS which is considered reliable for ensuring that an individual was eligible on that day and the provider should get paid.  Dr. Shubin stated he was told that the information that he received is not true and that a provider can call EVS and be told a person is eligible and still have the bill rejected.  Dr. Shubin stated that this is creating a disturbance in the provider community because providers were told to trust EVS.  

Mr. Folkemer stated that the information received about EVS pertains to bills that legitimately should be paid.  However, while a patient may be eligible for payment, not all items on the bill are covered services or there may be double bills and situations similar to that.  This primarily relates to hospital bills.

Ms. Doyle stated that Secretary Sabatini spoke at a meeting and he talked about the failure of the General Assembly to reach accord on a revenue source and the fact that the Medicaid budget needs to be prepared for a $300 million cut if there is not a revenue source found and the mental health budget is looking at a $30 million cut.  Ms. Doyle asked what the timeframes are on this.

Mr. Folkemer stated they don’t actually know at this point.  The Department is projecting that if there is an $800 million to $1 billion shortfall, excluding education, we figure we will be hit with around $300 million in cuts.  There is no question that we will be required to come up with major cuts in the next month or so and the process will probably be similar to what was done last year.  The Department came up with the cuts, they went to the Board of Public Works and then mostly implemented the following year to try and anticipate the problems with the FY 2006 budget, however, this is a just a guess.  The Department does know it will be given a target amount in the near future.

Dr. Keane stated that we are asking pharmacist to do the exact same work for less money.  She stated when she writes a prescription for a patient with private insurance for 3-5 months worth of medication that they can get dispensed in a single bottle.  If she writes a prescription for a Medicaid patient she can only dispense one month worth of medication.

Mr. Levi stated that private insurance has a different maintenance drug list than the State.  The difference is, it is probably a more expansive list.  If the hospital formulary indicates that the drug is a maintenance drug, the State allows you to write for a 90 day supply.  

Dr. Keane stated her point was we should allow patients to pick up more medication at one time so that it has to be dispensed less often.  If there is confusion in the provider community about being able to dispense or order more to be dispensed, then maybe some provider education could help save significant dollars.  

Mr. Levi stated that fees were cut by $1 but when you have an independent pharmacy with 95% Medicaid clientele, that is an impact on that pharmacy and the community.  

Dr. Keane stated that she did not think the provider community is aware of this issue.  Mr. Levi added that the bigger issue is should the State communicate to the top 500 providers that if you see a lot of 30 day supply, would you consider writing for a 3 month supply at a time with a one year refill.

Mr. Levi stated that there is new MCO named Coventry that has recently come on board that serves approximately 1,000 patients.  It is a Delaware Corporation that serves patients in Cecil, Harford and Baltimore Counties and Baltimore City.  The problem is they have seen fit to contract with five big box pharmacies, not including CVS, like Wal-Mart, Target and K-Mart.  Other pharmacies have tried to contract with them, but have been told by them and the State that they qualify because they have pharmacies within the statistical location of their population.  It is a disappointing trend to see the State accept an MCO that does not have broad coverage.  When you look at the box stores they don’t deliver, they don’t do compliance packaging they don’t do anything other than fill a prescription.  Independent pharmacies are disappointed that the State did not use their influence and in the long run this will be harmful to the patients.

Ms. Norton pointed out that the bulk of Coventry’s patients are in Baltimore City where there is no Target or Wal-Mart and are very hard to get to.  

Mr. Levi stated the feedback from member stores is they get the people who are auto-assigned and don’t choose their MCO.  Also, when an independent pharmacist goes to EVS and the system says they are eligible, it does not indicate that they are Coventry patients and the pharmacy has filled the prescription in good faith on a Friday afternoon and found out on Monday that they have lost money.  Mr. Levi asked that the Department re-examine that relationship.

Report from Standing HealthChoice Committees
There was no Special Needs Children Advisory Committee or Oral Health Advisory Committee report given at the meeting.  
ASO Advisory Committee 
Ms. Doyle reports the main discussion at the last ASO Advisory Committee meeting was around the change in fee-for-service to case rates for psychiatric rehabilitation services in the public mental health system.  Some providers are doing better than others in adjusting to the new billing.  There are glitches when you change a system and some providers are concerned because cash flow is a problem for all providers.

As psychiatric rehabilitation has been curtailed, especially for the child and adolescent population, there has been a large increase in outpatient clinic business in that area.  There seems to be a general sense that one has led to the other so if you decrease rehabilitation services, children are needing more frequent services in clinic.  With the budget, the question is how will we maintain the cost at the clinics.

Maryland Health Partners (MHP) reported they were having problems hiring senior management  because the RFP was just issued and no one knows who will get it.  They also reported they anticipate higher negative feedback on the satisfaction survey for the population served by the mental health system because of the crunch in utilization review and the denials of services.  Maryland Health Partners suggested that there be a way to look at emergency room visits and rates of hospitalization to see if what we’re squeezing on one end is not popping out on the other.  The Mental Hygiene Administration (MHA) has the survey information but it has not been released to the general public.
Other Committee Business

Dr. Shubin stated he received approximately 50 letters from MHP advising him that some of his patients were receiving mental health services.  They all identify the mental health provider by their billing service.  Very few of them identify anyone the provider can contact.  The letters do not include any clinical information and seem to be a waste of time and money.  This does not provide the effective communication we need nor does it provide any usable information.

Ms. Doyle stated that there is a clinical information form mental health providers must submit to get authorization for medication management.  This form should be forwarded from MHP or MHA to the appropriate MCO or is the MCO getting these forms and not forwarding them to the primary care provider (PCP).
Dr. Shubin stated he is getting the letters so someone is identifying the patient’s PCP accurately and asked why can’t the clinical information forms be included with this information and sent at the same time.

Ms. Meade announced that the April through December Medicaid Advisory Committee meetings will be held at the Department of Health and Mental Hygiene, Room L-1 from 1-3 p.m.  Parking cannot be provided for Committee members or guests.

Public Comments
There were no public comments given at the meeting.

Adjournment

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







Respectfully Submitted
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