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Maryland Medicaid Advisory Committee

January 9, 2006
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 November 17, 2005 minutes as written.

Disability Initiatives
Ms. Susan Tucker, Executive Director, Office of Health Services announced that the budget will not be released until next Wednesday, however, for the first time the Governor has released initiatives that affect persons with disabilities.  Ms. Tucker gave the Committee highlights of the disability budget initiatives linked with Medicaid which include:

Employment and Training Programs

The Medicaid Buy-In Program was allotted $10.6 million to fully implement a Medicaid Buy-In as part of Maryland’s state Medicaid Plan.  The program will serve about 1,542 initially.  The Department has received a small amount of money to start this program in April of this fiscal year.  This money will allow the program to be fully implemented next fiscal year.  
Community Integration

The Living at Home Waiver received $2 million to enable the Department to move 66 people from the registry to receiving service.  There are approximately 1,300 individuals on the waiting list, which has been frozen for several years.  Services are provided through the waiver prevent nursing home placement.
Other Children’s Service received $4,080,000 to benefit children and families with increased service levels under Maryland’s autism waiver, a newly created autism pilot program.  These include the Child Care Resource and Referral Network, Early Childhood Mental Health, Autism Waiver and the Autism demonstration pilot for early screening and diagnosis.  

Community Mental Health Providers received $9,255,000 which represents a 4% cost of living adjustment overall to be dispersed to community providers of psychiatric rehabilitation, supported employment, therapy and more.

Wage increase for private duty nurses in Medicaid programs received $8,680,000.  More than 2,000 private duty nurses (including those in REM programs) will receive an increase in hourly rates of reimbursement easing the shortage of nurses in these programs.

Wage increases for shift home health care workers received $216,000.  Thirty-five workers in the children’s model waiver will receive increases in the hourly rates of reimbursement easing the shortage of these critical workers. 

The Medicaid Personal Care Program will receive $2,084,000.  This is the first rate increase since 1982 to over 3,000 personal care workers.  These funds allow an additional 10% increase to workers paid $11 per 2-hour visit to $12.

Ms. Tucker announced the tentative budget hearing dates for the Medicaid Program are February 7, 2006 at 1:00 p.m. in the Senate B&T and February 8, 2006 in the House Appropriations.

Medicare Part D
Mr. Jeff Gruel, gave the Committee an overview of Maryland’s response to the Medicare Prescription Drug Coverage Plan.  Almost 90,000 Medicare recipients in Maryland received help with the cost of their prescription drugs through the Maryland Medicaid and Pharmacy Programs.  Starting this month, this help will come from the new Medicare Prescription Drug Plan.  Maryland’s goal was to assist in the transition to this new plan without an unnecessary loss of coverage on January 1, 2006.  
Medicare recipients are in 3 benefit programs: 

1) Full dual Medicaid/Medicare Program (55,000) – These individuals do not have to apply for the subsidy (deemed eligible).  They have no annual deductible, no premium and a co-pay of $1- $3.  The CMS auto-assigned these individuals into prescription drug plans.  Medicaid recipients may re-enroll monthly.  Medicaid drug coverage under Medicare Part D covers certain excluded drugs not covered under Medicare Part D for full Medicaid/Medicare recipients.  Medicaid will not cover drugs not included in the individual PDP formulary.  

2) Maryland Pharmacy Assistance Program (25,000) – Most MPAP enrollees are deemed eligible for Low Income Subside (LIS).  These individuals must join a Medicare Prescription Drug Plan (PDP) and have co-payments of $2 and $5.  The Department auto-assigned Medicare/MPAP recipients (a one time assignment) and Maryland provided each recipient a notice of auto-assignment.  

3) Maryland Pharmacy Discount Program (8,000) – The MPDSP ended on December 31, 2005.  These individuals must apply for the subsidy (not deemed eligible).  Their income may be over full subsidy level (135% FPL).  Maryland has sent notice to this group.
The three major complaints the Department is receiving is: 1) the low income subsidy is separate from the application and enrollment into the plans and subsequently the plans don’t have the information, 2) plans do not have individuals in their data banks and; 3) consumers are finding that not all drugs are covered by their plans.  
Outreach efforts implemented by the Department include: 

1) LHD, LDSS and SHIP staff have been trained on completing the LIS.

2) DHMH notified all providers via transmittal, email advisory and the web.

3) Notice to Medicare/MPDP recipients regarding end of coverage, subsidy and PDP was sent in May 2005.
4) Notice to Medicare/MPAP recipients was sent in July, 2005, and

5) Adverse Action Notice (as required by CMS) was sent to all groups in December, 2005.

The Committee suggested institutions be surveyed and ask them how many plans they are dealing with.  The Committee also recommended the DHMH website be used to post changed in the formularies of each plan.  The Committee expressed concern with the use of mail order drugs, especially for individuals who live in high crime areas.

Federal Issues
Mr. Chris Coats, Health Policy Analyst, gave the Committee a summary of the Medicaid provisions in the Budget Reconciliation Bill.
Some of the proposed savings under this legislation include:

Prescription Drugs 

· This bill alters rules/pricing for the Federal Upper Limit (FUL) program by changing the FUL for generic drugs only to 250% of average manufacturer price from 150% of the average wholesale price.  Also, only 2 generics must be available in each class instead of 3.

· The bill requires monthly AMP reporting to States on multi-source drugs (generics) and requires quarterly updating of the public AMP reporting website.
· Requires States to collect rebates on physician-administered drugs.  States are required to collect and submit utilization and coding information for all singe-source drugs administered by physicians under Medicaid after 1/1/06 and all multi-source drugs after 1/1/08.

Long-Term Care

· Increases look-back period from 3 to 5 years.
· Requires all new applicants to declare all interest in annuities and to name the State as the remainder beneficiary, and would allow States to deny eligibility based on income available for such annuities.  The list of countable assets is expanded to include other financial instruments that are used by seniors to inappropriately transfer or shelter assets in order to qualify for Medicaid.

· Includes a hardship waiver process.
· States are required to apply the “income first” rule in determining the community spouse’s income before any remaining resources are used toward the institutionalized spouse’s cost of care.

Cost Sharing
· Provides increased cost sharing for certain beneficiaries at State option.  

· Gives States greater flexibility to deter non-emergency use of emergency rooms.

· Provides tiered co-pays for prescription drugs.

Benefits Package

· Provides States with the flexibility to provide benchmark coverage for certain beneficiaries at State option; requires wrap-around benefits to the benchmark package for all Medicaid beneficiaries under age 19 (defined as the EPSDT benefit).

Waiver Reform

· Provides the ability to offer cash and counseling at State option.

· States may provide home- and community-based services through a State plan amendment rather than a waiver.

· Creates a demonstration project to offer Health Opportunity Accounts (like Health Savings Accounts) to enrollees.

Managed Care Organization Provider Tax
· Restricts States’ use of MCO provider tax (existing States are grandfathered in, but all provider taxes are limited to the insurers’ Medicaid line of business are eliminated by 10/1/09 provided that they were enacted by 12/8/05).

Targeted Case Management

· Defines Medicaid TCM benefit and codifies the ability of States to use an approved cost-allocation plan for determining the amount that can be billed as Medicaid TCM services when regular case management is also reimbursable by another federally-funded program; specifies that federal Medicaid funding would only be available for TCM services if there are no other third parties liable to pay for such services (including as reimbursement under a medical, social, educational or other program).

Eligibility Verification

· Requires individuals to present documentation of citizenship prior to enrollment in Medicaid.

Some of the proposed spending under this legislation includes:
Long-Term Care Partnerships
· Expands long-term care partnerships beyond existing States (California, Connecticut, Indiana, Iowa and New York) to provide incentives for individuals to purchase private long-term care insurance by allowing individuals to protect a certain level of resources if they exhaust their private policy and enroll in Medicaid.

Quality/Technology Improvements

· Provides $150 million over 5 years for Medicaid Transformation Payments.

Fraud and Abuse

· Establishes a Medicaid Integrity Program within HHS.

· Changes third party recovery provisions to include “MCOs, PBMs or other parties” as those that are legally responsible for payment of a claim.

Medicaid/S-CHIP Funding

· Provides $283 million in new S-CHIP funds to States with shortfalls in FY 2006 (available for one year only and would not be redistributed).

· Prevents States from covering non-pregnant childless adults under S-CHIP.

Katrina Relief

· Includes $2 billion in health care-related relief to survivors and evacuees in or from the major disaster counties in LA, MS and AL.
· 100% FMAP for coverage of these individuals for 10 months, which would provide relief for the 3 directly-affected States and will allow host States to directly access federal dollars.

Other Grants to States

· Money Follows The Person Rebalancing demonstration project for States to increase use of home- and community-based services instead of institutions.

Other Benefit Expansions

· Family Opportunity Act: would give States the option to provide Medicaid coverage to children in families with incomes below 300% federal poverty level who meet SSI definition of disabled, but whose income is above SSI income threshold.

Other Committee Business

The Nominations Workgroup had identified and prioritized four areas (foster care, TANF individual, physically disabled, and the dual-eligible) in which to increase consumer participation on the Medicaid Advisory Committee.  The call went out for nominations and the workgroup received four applications, two of which were actual Medicaid recipients.  Those two individuals were members of two of the four target populations (physically disabled and foster care).  The workgroup made a recommendation to the Secretary that these two consumers be considered for appointment to the Committee.
The hurdle for the Committee is what to do to get requests for nominations.  The Committee recommended sending the nomination form to all members of the General Assembly and Area Agencies on Aging.  Mr. Lindamood asked that Committee members provide names of groups and organizations they feel may be able to nominate Medicaid recipients. 
Report from Standing HealthChoice Committees

Intra-System Quality Council – Ms. Doyle reported that the client satisfaction survey results were largely positive, however, there was discussion as to whether the survey generates as many responses as it could.
Special Needs Children Advisory Council – Ms. Williams reported the SNCAC will resume its meeting schedule in February.
Public Comments

There were no public comments. 

Adjournment

Mr. Lindamood adjourned the meeting at 2:45  p.m.






Respectfully Submitted







Carrol Barnes
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