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Maryland Medicaid Advisory Committee

November 17, 2005

Call to Order and Approval of Minutes

Mr. Kevin Lindamood, chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:15p.m.  The Committee approved the October 27, 2005 minutes as written.

HealthChoice Substance Abuse Improvement Initiative Preliminary Results 2003-04

Deanie Leonard, PhD., and Michael Franch, PhD. of the Department presented an overview of the work of the HealthChoice Substance Abuse Workgroup.  The workgroup has met continuously since the beginning of the HealthChoice Substance Abuse Improvement Initiative.  

Preliminary results of the Substance Abuse Improvement Initiative for 2003-2004 indicate an increase in diagnosing substance abuse disorders and an increase in the number of individuals receiving treatment, both adults and 13-20 years old.  The pattern of treatment appears to be shifting over the last few years with fewer acute hospital detox stays, fewer ICF-Addictions (ICF-A) residential stays, a large increase in outpatient counseling and intensive outpatient including single sessions.  There has been an increase in the number of adults receiving Methadone treatment and the number of weeks those people remained in treatment.  There were less than 100 people treated with Buprenorphine in 2004 but it is expected that more people will be placed on the drug in 2005.  

The data presented includes encounter data only.  Prior years included encounter data and fee for service substance abuse treatment delivered to HealthChoice eligibles. Inpatient/residential has been divided into inpatient detox (acute hospital) and ICF-A.  Counseling has been divided into 3 levels of intensity:  1) outpatient counseling (45-60 minute session), 2) intensive outpatient (IOP – 3 hours/day, 3-4 days/week), and 3) partial hospitalization (6 hours/day, 5 days/week).  

In 2002, the number of adults diagnosed over 21 years or older was approximately 12,000.  There has been a continued increase in the number of adults being diagnosed and now that children 13-20 years of age are being followed, we are beginning to observe an increase in the number of children being diagnosed.  We hypothesis that the increase in the rate of diagnoses is due to primary care physicians showing an increased awareness of substance abuse as a condition that should be followed.  The substance abuse diagnosis is picked up in the data wherever it appears.  Adult prevalence has increased over 10% and children’s prevalence was approximately 3.4%.  The total number of persons treated for substance abuse had continued to rise to nearly 6,000 people.  

Ambulatory detox, an alternative to going to an acute hospital setting, was a more frequently used service over the past several years.  There has been a decline this past year.  It is not sure if this is due to a real change or some difficulty in codes.  The years 2003-04 are the end of the pre-HIPAA year and the new HIPAA requirements.  There was no analysis done on emergency care, but it is a possibility as we move forward.  The number of persons receiving inpatient detox decreased and has stabilized.  

The level of increase in Methadone from 2003-2004 may have been understated.  The numbers from 2003 were understated and there was probably a more dramatic increase in 2003.  There was still an increase in the number of people receiving services and the number of weeks of treatment rose to nearly 30.  There is no procedure code that allows us to find a Buprenorphine specialty.   Buprenorphine is delivered in several settings so pharmacy data has to be used to find a prescription for Buprenorphine in order to find the individual. We are interested in how many people are shifting from Methadone to Buprenorphine as an alternative because Buprenorphine can be delivered in a PCPs office and provides a more flexible setting for someone who is trying to get back to work.

Preliminary results for individual and group therapy indicates an increase in the number of services but a slight decline in the number of people receiving partial hospitalization.  These services are provided six hours a day in a setting that is not called a hospital and is very intense.  These services can sometimes be more expensive than a night in an acute hospital.  The ICF-Addictions results indicate that there may be a data issue.  The results show the number of people admitted to ICF-As is down.  We examined ICF-A outpatient treatment for the first time and found it picked up some of the slack from inpatient services.

It is hoped that we can start to provide some data that will explore the overlap between substance abuse diagnosed and treated individuals in HealthChoice and people receiving mental health treatment in the Public Mental Health System (PMHS).  We are still struggling to find a way to look at the prevalence of co-occurring disorders.  We have found in the PMHS claims data that rarely do they show a substance abuse diagnosis even though we know there is a substantial overlap between the two.  

Mental health providers find in their experience that they have difficulty in getting payment through the MCOs. The provider may have provided substance abuse services but they are doing it on their own dime.  

From a clinical prospective, it is difficult to tease out which is the presenting problem, especially in the case of dual diagnosis.  There is a lot of activity at the federal, state and local levels to address the issue of co-occurring disorders.

The self-referral option in the Substance Abuse Improvement Initiative is an agreement that was made with the MCOs and providers.  It is not anything that they have to do at this time, nor is it regulated.  It is a cooperative effort.  The only thing that is regulated is that the MCOs have to allow self-referral for an evaluation if the individual is not already in treatment.  The self-referred visits that come after that are not mandated, although most providers are providing the services.
Update on Quality Assurance Activities

Ms. Diane Herr, Director, HealthChoice and Acute Care gave the Committee an overview of the Quality Assurance Activities for 2005.  

Systems Performance Review

The federal law requires all State Medicaid Programs conduct an annual audit of the quality of MCO performance.  This audit must be performed independently by an External Quality Review Organization (EQRO).  The Department contracts with Delmarva Foundation for Medical Care, Inc. to conduct the Systems Performance Review (SPR). 

For calendar year 2004, the SPR consisted of 19 standards including 16 standards from the Health Care Quality Improvement System and 3 standards developed specifically for Maryland.  Each MCO is rated separately on compliance with each standard.  Criteria used for each standard is reviewed and updated annually by the Department based on EQRO recommendations. The Department exempted certain standards in 2004 where all of the MCOs had previously met the minimum compliance rate (100% was the minimum rate for these measures).  For any standard or any components of a standard that do not meet the minimum compliance level, MCOs are responsible for implementing an approved corrective action plan.  For each measure the minimum compliance rate is 100% except Delegation of Quality Assurance Program Activities.  There have been significant changes in this measure and it has required a lot more of the MCOs over the last year.  The minimum compliance rate for this measure was taken back to 70% to allow the plans time to implement all that is required.   

Healthy Kids Quality Monitoring Program

Monitoring is performed by a team of nurses who also review and certify providers for EPSDT services.  Through medical record reviews, the nurses rate each MCO’s performance on compliance with the 5 major EPSDT components:

1.
Health and Development History

2.
Comprehensive Physical Exam

3.
Laboratory Tests

4.
Immunizations

5.
Health Education  
Data results are reviewed and validated by the EQRO and are included in the SPR report.  All MCOs exceeded the minimum composite compliance rate of 80%.  All MCOs met or exceeded the 80% compliance rate for 4 out of 5 components of the review.  The only component not meeting the minimum compliance level is Laboratory Tests which measures:  Cholesterol Risk Assessment, TB Risk Assessment, STD/HIV Risk Assessment, Lead-Blood test, Lead Risk Assessment, Anemia Screening and Secondary Hereditary/Metabolic screening at 2-4 weeks. However, MCO scores for laboratory testing have steadily increased from 58% in 2002 to 73% in 2004.
Enrollee Satisfaction Surveys

The Department annually conducts an enrollee satisfaction survey using the Consumer Assessment of Health Plans (CAHPS®) survey instrument designed for the Medicaid managed care population.  The Department uses an NCQA certified CAHPS vendor, which is currently the Myers Group, to conduct the survey and compile the results.  Surveys include question sets covering:

1.
Enrollment and coverage

2.
Access to and utilization of healthcare

3.
Communication and interaction with providers

4.
Interaction with MCO administration

5.
Self perceived health status 

In 2004 the CAHPS survey was mailed to 1,350 adults and 3,490 children in each MCO.  Sample size is determined by NCQA protocol.  Follow-up telephone calls were made to interview members who did not respond by mail.  Response rates varied by MCO ranging from 16% to 30% for adults and 14% to 39% for children.  Based on ratings of 0 to 10 is the best, the lowest MCO score in any rating is 7.7 for both children and adults.  

HEDIS Performance Measures

The Health Plan Employer Data and Information Set (HEDIS) is a standardized set of performance measures developed by NCQA and CMS to measure managed care performance.  Each year NCQA updates the measurement set based on the latest available information.  The Department contracts with an NCQA certified HEDIS auditor, HealthCareData.Com, to audit and report on MCO scores.  MCOs use encounter data to produce each measure.  However, for some measures, MCOs are allowed to supplement incomplete data with medical record reviews.  

For 2004, MCOs were required to report their performance on 17 HEDIS measures:

Use of Services

·
Frequency of Ongoing Prenatal Care

·
Well-Child Visits in the First 15 Months of Life

·
Well-Child Visits in the Third, Fourth, Fifth and Sixth Year of Life

·
Adolescent Well-Care Visits

·
Discharge and Average Length of Stay – Maternity Care

·
Births and Average Length of Stay, Newborns

Health Plan Stability

·
Practitioner Turnover

·
Access/Availability of Care

·
Children’s Access to Primary Care Practitioners

·
Adults’ Access to Preventive/Ambulatory Health Services

·
Prenatal and Postpartum Care

·
Claims Timeliness


Effectiveness of Care

·
Childhood Immunization Status

·
Breast Cancer Screening

·
Cervical Cancer Screening

·
Comprehensive Diabetes Care

·
Use of Appropriate Medications For People with Asthma

For 2004, the newest MCO, The Diamond Plan (Coventry Health Care) was unable to report on HEDIS because they did not have a large enough population that met the enrollment criteria (320 days continuous).  They will be reporting for 2005.  Overall, the MCOs have made significant improvement in their HEDIS scores over the last 3 years.

Value Based Purchasing

Value Based Purchasing is a set of performance measures based on current HealthChoice monitoring activities.  These 11 measures cover all important dimensions of MCO performance:



·  Access to Care




·  Quality of Care




·  Administration (MCO structure and operations)

Of the11 measures, 7 are HEDIS measures and the other 4 are Maryland specific.  The goal of our purchasing strategy is to improve MCO performance by providing monetary incentives and disincentives.  Targets for each measure have been established based on 3 levels of performance:




·  Below minimum compliance (disincentive)




·  Neutral




·  Optimum compliance (incentive)

These target levels are established based on several methodologies:




·  The latest National Medicaid HEDIS benchmarks for

   


   the HEDIS measures

·  Past performance by HealthChoice MCOs 



·  Regulatory requirements or legislative mandates 

In 2001, the General Assembly passed a bill allowing the Department to have a Performance Incentive Fund by retaining money collected as MCO sanctions.  However, in order to cover the budget deficits, the money in the fund was reallocated by the  Legislature for another use.  Consequently, for calendar year 2004, any incentives that MCOs would have received could only be used to help offset disincentives.

Consumer Report Card

This is the third year that the Department has produced a HealthChoice Consumer Report Card. Since its inception, the Department has been contracting with NCQA (through the EQRO contract) to develop the methodology and calculate the MCOs’scores.  The 6 performance areas rated in the Report Card are calculated compiling 30-40 measures from HEDIS, Value Based Purchasing and the Satisfaction Survey.  The 2006 Consumer Report Card is currently in the process of being completed.  The presentation and the methodology are the same as for the 2005 Report Card.

Performance Improvement Projects

Currently there are two ongoing Performance Improvement Projects that MCOs are required to conduct:  1) Improve the Delivery of Prenatal Care and 2) Improve Screening for Chronic Kidney Disease.  Both projects are 3 years in duration and consist of:




·  Submission of data collection and analysis plan




·  Baseline measurement of data




·  Intervention development and implementation




·  Re-measurement of data

Medicaid Information Technology Architecture (MITA)

Mr. Chuck Lehman, Deputy Executive Director, Office of Operations, Eligibility and Pharmacy, gave the Committee an overview of the Medicaid Information Technology Architecture (MITA) project.  The Department has several technology issues it must face and CMS has looked at the way they pay for the system we’ve implemented over the years and is not satisfied that they’ve gotten their monies worth.  As a result they developed MITA which they are asking states to utilize.  The CMS is asking states to invest more in delivery of services rather than developing big systems.  The way to do that is to look at the processes that have to be performed and the quality of those processes.  We look at how mature we are technically and operationally.   We have to conduct a self-assessment to show where we are and develop a strategic plan for implementation.  The bottom line is we want to impact health care delivery and outcomes.  MITA does this over time by integrating clinical data into processes.  

The MITA framework approach is based on common standards and with this we can exchange services with other agencies involved in health care across the state and with other states.  We don’t want to develop systems from scratch so we will look at commercial off-the-shelf (COTS) systems that are commercially available.  Ultimately we will integrate Public Health data into these processes.  

With business processes, we have to look at business cross-functionally, not just in Medicaid, Public Health or Mental Health.  Each one of our services has to be determined by how it responds to the external business events that takes place so a service can operate regardless of what agency initiates it as long as we define the inputs and the outputs everyone can share that service.  This cuts through the existing silos we have today.  The value of the business process model is it provides a common point of reference and vocabulary for states, CMS and vendors with collaborations, APDs and RFPs.  Self-assessment determines your current business capability levels and identifies or targets those capabilities you want to obtain.  Self-assessment results are used for transition planning.

Currently, the Department is working with CMS to become a “pilot” site for MITA to provide enhanced funding.  We are working with sister agencies to define what the standards are for eligibility and enrollment applications.  We are working on completing the self-assessment and we are preparing an RFP for assistance in development of the transition plan and procurement of the Aged, Blind and Disabled eligibility services.

Other Committee Business

The Nominations Workgroup will be meeting within the next two weeks to review consumer applications for membership to the Medicaid Advisory Committee and make appointment recommendations to the Secretary.

Report from Standing HealthChoice Committees

There were no reports from the Intra-System Quality Council or the Special Needs Children Advisory Council.

Public Comments

Mr. Floyd Hartley and Mr. John Sorenson of the Cross Disabilities Rights Coalition presented issues regarding accessibility, transportation and the quality of services.  Both made recommendations to improve quality assurance activities. 

Adjournment

Mr. Lindamood adjourned the meeting at 3:20  p.m.







Respectfully Submitted








Carrol Barnes
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