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Maryland Medicaid Advisory Committee

January 27, 2014
Call to Order and Approval of Minutes

Ms. Lori Doyle, Interim Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:30 p.m.  Mr. Kevin Lindamood, Chair, joined as the meeting was in progress.  Committee members approved the minutes from the November 21, 2013 meeting as written.  Ms. Donna Fortson attended the meeting for Samuel Ross, M.D. and Mr. Eli Berns-Zieve attended for Delegate Shirley Nathan-Pulliam. 
Departmental Report 

Deputy Secretary Chuck Milligan gave the Committee the following Departmental update:  

1. Deputy Secretary Chuck Milligan informed the Committee that April 8, 2014 will be his last day with the Department.
2. The Centers for Medicare and Medicaid Services (CMS) has approved the new Hospital Waiver.  The waiver is effective January 1, 2014 and we are in the new waiver period.  Under the new waiver all of the hospital regulated services including inpatient, outpatient, emergency, etc. are all subject to the new waiver test which is a per capita test growing off of baseline expenditures at a rate of growth that, on an all payer basis, cannot exceed 3.57% per year.  There are a lot of details around how the waiver is going to be monitored.  
This waiver requires Maryland to forever more, give up the previous waiver which went back more than thirty years.  This means that if this new five year demonstration is unsuccessful, Maryland reverts to the Medicare/Medicaid payment rules like the rest of the country.  The stakes are high so the motivation is strong to make this work.  This fundamentally changes the relationship between hospitals and other providers.  The way the new waiver works is, because of the cap on an all payer basis, the better the state does at prevention, community health, and doing a good job of discharge planning so people are not readmitted, the fewer costs are going to hit the hospital system and the less stress there will be on the new waiver.  The Health Services Cost Review Commission (HSCRC) is working with hospitals on moving many of them to a global budget, which is essentially a capitated form of payment.  The hospitals have to work with many of the providers and their community health and other organizations to help keep their communities well and to keep people with good health status.  
There is no guarantee that the waiver will be continued after five years.  The state in the fourth year has to submit its proposal to renew the waiver.  The renewal would be moving to a per capita cap regardless of services setting on the Medicare side.  This means physician, pharmacy, nursing facility, everything would be in the successor per capita cap and really moving out this notion of a per capita cap on a hospital basis out to other providers and other services.  This is a really transformative waiver that creates the right incentives.

Some of the hospitals in the rural parts of the state are already on a form of global budget called Total Patient Revenue (TPR).  They have worked out with the HSCRC a form of fixed payment regardless of volume. The new waiver requires that by the fifth year 80% of the hospitals in the state must be on a TPR or budget model.  It is intended to migrate towards more hospitals on that payment models.  It has a lot of other authorities in the new waiver that Maryland has not had to date like the ability to share savings with physicians and other community providers who help do a good job of reducing expenses in the hospital setting.  The new waiver combines Medicare Part A and Part B within the waiver and allows for more tools to have real meaningful system reform.

3. The Department has rolled out ISAS which is an In-home Support Assurance System.  This is a way of electronically verifying when personal care is rendered in a person’s home.  The worker clocks in and out electronically from the participants home through the participants home telephone that calls into our system.  This triggers a claim based on the length of time times the payment rate.  We have other approaches if the consumer does not have a landline.  This is a much better way of verifying that the services are rendered, the worker is in the home, and we are not working off of paper claims.  We have gone through a very rigorous training and transitioning process for all of the workers across the Medical Assistance Personal Care Program (MAPC) and waiver programs. 
 There was a transition period where people could still submit paper claims as they were getting acclimated to the new system.    We have converted over and have stopped accepting paper claims.  The payments are faster to providers and electronic submissions are being received in real time.  There has been some confusion for some remaining workers.  Many of the denied claims so far are because the provider is not enrolled to serve that consumer or the services are outside of the plan of care or the services were rendered outside of the period of time that person was eligible.  The Department is working with consumers and workers to get that clarified.  Over 98% of claims are getting paid now and there is tremendous satisfaction from workers and consumers because it is generating claims more quickly.  Many of the complaints we are getting are from family care givers who are getting paid to take care of an adult child in a waiver program.  They don’t understand that this is required for them too if they want to get paid as a Medicaid provider.  
On January 1, 2014, we merged the Living at Home Waiver (LAH) and the Waiver for Older Adults (OAW).  It is now a single waiver and the services from the two are combined and no one is losing waiver services. As people age across our system, they don’t have to have a gap or change in services if for example they are aging out of the Living at Home Waiver into the Waiver for Older Adults.  The Department continues to work through transition issues.

Health Reform Update
On January 1, 2014 we expanded Medicaid and are now covering about 120,000 people who were not previously getting full Medicaid benefits.  Slightly less that 95,000 were converted from the Primary Adult Care (PAC) program and slightly more than 25,000 were brand new eligibles who came in through the Maryland Health Connection (MHC) website.  We are now at 1.12 million people in Medicaid.  We continue to add about 1,000 people per day through the Maryland Health Connection website.
One of the items we had hoped to get when we went live with the Maryland Health Connection website, is if someone chose their managed care organization (MCO) inside the MHC website, that selection would come across to the Department and we would enroll the person into the MCO they chose.  That functionality was not effective in time.  This meant the Department received eligibility records the old fashioned way from the Client Automated Resource and Eligibility System (CARES) and other eligibility systems.  A new eligible is passed to the enrollment broker who then does outreach to that individual to help them choose an MCO and in the meantime they are in fee-for-service Medicaid.  Some individuals that chose an MCO in the Maryland Health Connection website are starting over when the enrollment broker calls them and asks do you want to choose an MCO.   This means the initial expansion group (new eligibles), excluding PAC, is coming in as fee-for-service and the enrollment broker is counseling them and if they fail to choose they will be auto-assigned to an MCO.
Budget Overview
Mr. Chuck Milligan and Ms. Audrey Parham-Stewart gave the Committee an overview of the fiscal year (FY) 2015 Medicaid budget (see attached presentation).
Legislative Overview
Mr. Chris Coats, Health Policy Analyst, gave the Committee an overview of the current legislative session.  The deadline for Senate bills to be introduced is January 31, 2014 and for House bills, February 2, 2014.  Bills introduced by these deadlines will be immediately referred to their Committee of jurisdiction.  Bills introduced after these dates have some additional hurdles they have to pass through.
Crossover is March 24, 2014.  This is the date by which bills that each house passes favorably will be passed from their house of origin and sent over to the other house, bills passed after this date will face additional procedural hurdles. Budget hearings in the House will be held on February 20, 2014 and in the Senate on February 21, 2014.  Sine Die is Monday, April 7, 2014.

We’ve been in session for approximately three weeks and some important bills have been introduced including the Budget bill, SB 170 and the Budget Reconciliation and Financing Act (BRFA) bill, SB 172.  The BRFA bill has some language in it of interest to Medicaid.  There is a change in the hospital assessment.  Previously, the assessment was 0.128 and is changing to 0.5.  There is also language in the bill establishing a Community Partnership Assistance Program within HSCRC.  The Governor’s Maryland Health Insurance Plan (MHIP) bill is SB 134, which allows people having trouble getting enrolled through the Exchange to receive coverage through MHIP until such time as they are able to get regular coverage.  The Senate passed this bill with amendments, one of which was to give MHIP the authority to extend the current March 31, 2014 deadline for enrollment.  The bill passed the Senate with those amendments and was on the House floor last week.  The House voted favorable with additional amendments.
There is a large Behavioral Health bill that was introduced last year and was introduced again this year as SB 262/HB 273.  This is the same bill as last year with added language at the end of it stating MCOs require providers to use a collaborative care model when treating patients with common mental health and substance use disorders. 

The telemedicine bill SB 198 has been introduced over the last two sessions.  This bill requires the Medicaid program to provide universal payment for services delivered through telemedicine.  
Community First Choice Program Update
Mr. Chuck Milligan informed the Committee that the program went live on January 1, 2014.  The Community First Choice (CFC) Program is an Affordable Care Act (ACA) option.  It allows states to get a 6% enhanced match for attendant care services or other supports that substitute for human assistance.  With that enhanced match CFC has to be in a state plan.  If those services remained in a waiver, we could not get the enhanced match.  Working through the CFC Implementation Council, a decision was made to pull those services out of those waivers and put them in the state plan to maximize the federal funds.  The effect of that is we will have $20 million more coming into Maryland without an increase in state general funds simply with the increase in match.  One of the reasons the waivers merged is because a lot of the services previously offered through the waivers are now being provided by CFC.
The CFC has some requirements around it, one of them being that consumers have to have the right to self-direct, another is we have to offer conflict-free case management meaning the case manager works on behalf of the participant.  There has to be uniformity as a state plan service.   People who have similar needs, have to receive comparable services.  We are using the uniform assessment instrument InterRAI as the backbone of CFC.

Before we launch, we offered attendant care in a lot of different parts of our programs at a lot of different rates.  We offered attendant care in the OAW at $10.22 per hour and offered it in the LAH waiver at a rate of $13.39 per hour.  We had different rates for the same service.  In moving to a single service in CFC in the state plan we had to come up with a rate.  The rate we came up with was the weighted average of all of the rates we were offering which came to $12.27 per hour.  

For consumers who choose to self-direct, they have to get a budget.  The tool we are using to determine budget is based on this InterRAI assessment.  People who have more need get a bigger budget.  Within that budget someone can negotiate the rate with their provider.  They can negotiate a rate as low as $10.22 per hour or a rate slightly above $14 per hour.  We did not want to have a rate lower than $10.22 partly because AFSCME wanted to protect the worker’s living wage and we didn’t want there to be exploitation of the workers.  We didn’t want there to be too high of a rate, we didn’t want a care giver, provider who might be a family member to potentially exploit the participant as other states have experienced.
Part of the Governor’s over the target in the budget is to bring that bottom rate from $10.22 up to $11.75 because it is in line with the Governor’s objective of raising the minimum wage and raising rates. This is to fulfill a vision of appropriate treatment of workers.  We did create an exceptions process so we could review the transition and give people the right to say their needs are greater than what the assessment indicates.   One of the major benefits of this is all of those individuals that never got a waiver slot will see more hours of services to support their independence.

Committee members expressed concerns regarding the implementation of the long term care initiatives.  They reported that they are hearing from consumers that there is a delay in getting their Plans of Care approved during the transition.  There are some local health departments (LHDs) that said they aren’t agreeing to do the nurse monitoring and the locals are asking what to do now because it is a requirement.  There are existing waiver clients who have filed exceptions and been denied.  They then have filed for assistive technology and they were denied.  Consumers are finding they cannot get in touch with anyone when they want to apply.  There is a lot of confusion.  Committee members suggested that the Department needs to provide a list of appropriate people at the Department who consumers can reach out to.  Committee members also suggested that a list of frequently asked questions be developed and posted online as well.

The Department agreed that they have to figure out a structured way of getting a lot more information out to a lot of key parties, including the case managers, Area Agencies on Aging (AAA), and LHDs.  The Department asked that Committee members send in their list of issues to address and they will convene the CFC Council to address systemic issues.
People on Medicaid from the ACA can receive CFC, the medical necessity for the service has to exist, but it is a part of the benefits package. 
Waiver, State Plan and Regulation Changes

Ms. Susan Tucker, Executive Director, Office of Health Services gave an update concerning regulations, waivers and state plan amendments.  She explained that the program was working on a significant number of such documents because of health care reform and long term care reform. The Committee asked about an amendment to the HealthChoice regulations concerning geographic access standards.  Ms. Tucker explained that the update involved adding an access standard for distance from primary care providers in suburban areas and eliminating the driving time standard since it was impossible to message and monitor.  

Other Committee Business
A motion was made to draft and send a letter to the Secretary of the Department of Health and Mental Hygiene similar to the letters submitted by the Committee for the past couple of years, pointing out the resource allocation and increased work load of the Department.  The motion was approved by unanimous vote.  Ms. Michele Douglas agreed to draft the letter. 
Public Mental Health System Report
No report given.
Public Comments

There were no public comments.
Adjournment

Mr. Lindamood adjourned the meeting at 3:00 p.m. 
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