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June 24, 2004

Call to Order and Approval of Minutes

Charles Shubin, M.D., interim chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 3:05 p.m.  There were not enough members to make a quorum so the May 27, 2004 minutes were not approved.

The Committee welcomed a new member, Ms. Donna Imhoff, who is an attorney in private practice who has, in the past worked with the Maryland Legislature and worked on the legislation that allowed Maryland to obtain its 1115 Waiver.  Ms. Imhoff has also worked with CMS and the Maryland Insurance Administration.

Medicare Drug Benefit

Joe Fine, Director, Maryland Pharmacy Programs, gave the Committee a brief history of Medicare and prescription drugs.  Realizing the increasing cost of drugs for senior citizens, the State of Maryland, submitted a waiver request to CMS asking to extend coverage for medications for people who have Medicare.  In August 2001 the waiver request was approved and rolled into the State’s existing 1115 Waiver.  It allowed for Qualified Medicare Beneficiaries (QMB) to be rolled into the existing Maryland Pharmacy Assistance Program and created the new Maryland Pharmacy Discount Program.  In December 2003 Congress approved the Medicare Prescription Drug Improvement and Modernization Act (MMA) that takes affect in January 2006.  

The key features of the MMA is that it is a Medicare pharmacy benefit that will be delivered through private entities(Prescription Drug Plans) under contract with Health and Human Services (HHS) through stand alone drug plans (PBMs).  Participants may also receive a drug benefit as part of a comprehensive HMO plan currently called Medicare+Choice, renamed “Medicare Advantage.”  

On January 1, 2006 Medicare beneficiaries who receive full wrap-around Medicaid coverage (“full” duals) will receive drug benefits through a private Prescription Drug Plan (PDP) under Medicare Part D and no longer through state Medicaid programs.  Maryland’s Medicaid clients will be disenrolled from the Maryland Pharmacy Program and enrolled in Medicare Part D.  According to the law these individuals do not have a choice.  If the individuals do not select a PDP, they will be automatically assigned one.  Dual-eligibles no longer eligible for Medicaid drug coverage include:  Supplemental Security Income (SSI) recipients, nursing home residents and other spend-downs, institutionalized individuals covered under State option up to 300% of SSI, home and community-based waiver enrollees, Ticket-to-Work enrollees and Breast and Cervical Cancer Program enrollees.

Monthly premiums are approximately $35 with an annual deductible of $250.  Individuals pay 25% co-insurance up to $2,250 in total drug spending, then 100% co-insurance from $2,251 to $5,100 in total drug spending (equal to $3,600 in beneficiary out-of-pocket spending). After $3,600 is net, co-pays are $2 for generics and $5 for brand-name, or 5% co-insurance, whichever is greater.  

Individuals who are below 100% of poverty will have no monthly premiums, no deductible and generic drugs are $1 co-pay and brand-name drugs are $3 co-pay up to the catastrophic threshold.  There are no co-pays after reaching the threshold.  Beneficiaries between 100%-135% of poverty have no monthly premiums, no deductible and co-pays are $2 for generics and $5 for brand-name up to catastrophic threshold with no co-pays after reaching the threshold.  Beneficiaries between 135%-150% of poverty have a sliding scale monthly premium, a $50 deductible,15% co-insurance up to the catastrophic threshold and the greater of $2 co-pay for generic drugs and $5 for brand-named drugs or 5% co-insurance above the catastrophic threshold.

The law allows for a “bridge” using  prescription discount card coverage.   In March 2004, Medicare beneficiaries have the option to enroll with a CMS approved Pharmacy Benefits Manager (PBM).  These PBMs began preparation for enrollment and advertising to Medicare beneficiaries in April 2004 and PBM enrollment began for Medicare beneficiaries in May 2004.  The Medicare discount card program became operational on June 1, 2004 and continues through December 31, 2005.

States are required to provide eligibility files to HHS to avert enrollment in both State and federal programs.  Medicare beneficiaries can change PBMs once during the 18 months of the program. Cards are expected to provide approximately 10%-25% discount off of the retail price depending on the prices negotiated by care sponsors.  The PBMs prices will be posted on the CMS website.  There is also a $30 annual enrollment fee.

Individuals with incomes below 135% of poverty are eligible for a $600 credit in transitional assistance.  Enrollees with incomes below 100% of poverty pay 5% co-insurance and enrollees with incomes between 100%-135% of poverty pay 10% co-insurance.  Medicaid enrollees and those participating in 1115 Medicaid waivers are not eligible for either the discount card or any transitional assistance.  Enrollees can receive the full $600 credit whenever they apply.  If they don’t use the full $600 credit in 2004 it can be rolled over to 2005 if enrollees retain the same discount card or change cards under certain conditions.  In 2005 the credit amount is prorated and depends upon when the enrollee applied.  

All cards are not created equal.  Additional benefits of each card must be taken into account.  Not all cards offer discounts on generic alternatives or mail order prices and certain plans offer additional assistance after the credit is exhausted.  Prices are subject to change at any time.  There are more than 40 different plans offering different enrollment fees within a $30 range with varying drug prices.  Internet access is confusing and beneficiaries are uncertain as to which plan to select, many times relying on the pharmacies they frequent to help them decide.  Initial response to the discount card has been very poor.  In fact, the AARP first sent out 21,000 application tool kits which resulted in only 400 enrollees. 

If Medicare beneficiaries first enroll in the discount card program and subsequently enroll in Medicaid, they retain coverage for both programs.  If the recipient has dual coverage, Medicaid could edit for Medicare as the primary payer and the pharmacy would be required to bill Medicare PBM to apply the 10%-25% discount and to apply the $600 credit if available less co-pay.  Through coordination of benefits, Medicaid pays the remainder of the cost of the claim.

The initial response to the Medicare drug benefit indicates people have many questions on both the Part D drug benefit, the discount cards and transitional assistance.  People feel the new benefit is complex and they are still trying to understand it.  It is too soon to determine what the full impact will be.

There is explicit authority for states to mandate the enrollment of dual-eligibles in Part D, but states will need to work to help full duals transition from Medicaid to Medicare Part D.  According to CMS, duals who do not select a plan will be randomly assigned to a plan with a monthly premium that does not exceed the amount of premium assistance for their particular region (premiums to be paid by the federal government).  

The Social Security Administration (SSA) offices and the State Medicaid programs are responsible for determining who is eligible.  States will receive federal match for any administrative costs associated with making eligibility determinations, however, the state did not budget for this extra expense and these are state dollars that have to be spent.  States are facing shortfalls in financial and staff resources.  

In 2006, states are required to pay back to the federal government 90% of the cost of providing drug coverage to duals, using 2003 as base year and trending forward.  This money is to be returned to the federal government in a monthly payment called the State Phased-down Monthly Contribution or Clawback.  State contribution phases down by 1.66% per year over a ten-year period until it reaches 75%, where it will remain indefinitely.

The MMA will have an impact on the Maryland Pharmacy Program and the Preferred Drug List.  States are going to have to examine what they are going to do and may have to shift some of their cost containment strategies.  

There are 38 states that have established or authorized some type of pharmacy assistance program (29 are in operation).  The state-only funded programs are benefiting from the discount card and have realized savings.  There is one state-only Maryland Senior Prescription Drug Program for Medicare beneficiaries up to 300% federal poverty level (FPL) and members are entitled to $1,000 annual drug benefit.  They pay $30 every three months to belong and have a $10-$35 co-pay.  They can enroll in both the Medicare drug program and the Maryland Senior Prescription Program.  They are eligible for the $600 transitional assistance credit, if their income is below 135% FPL.  

All rebate dollars are shared with the federal government.  Since there will be no dual- eligibles in Medicaid, and no drug expenditures, there will be no rebate for duals’ prescriptions.  The clawback will be net of rebate dollars and the clawback share will still have to be paid.  States could be penalized for aggressive cost cutting initiatives in 2004/05 using 2003 as the base year for the clawback.  Consequently, budget allocations may have to be changed to fill the funding gap.  There are many policy, administrative and operational issues that states must confront.

MCHP Outreach

Nancy Dieter, Chief, Maryland Children’s Health Program Division and Nadine Smith, Chief of Outreach and Care Coordination gave the Committee an overview of the various aspects of outreach.  Since 1998, when MCHP came into being in Maryland, there have been both statewide and locally based outreach efforts done primarily through DHMH or the local health departments (LHDs).  The Department has also had partnership with the Maryland Covering  Kids and Families Program which operates through a Robert Wood Johnson grant at the University of Maryland.  Major statewide outreach efforts include the 1998 kick off campaign for MCHP which included radio announcements and newspaper ads.  A similar kick off was done in 2001 to launch the MCHP Premium component of the program.  As an ongoing activity the Department maintains information about MCHP and MCHP Premium on the DHMH website.  This website is linked to a national website available through CMS and various advocacy websites.  The Department also partners with the Maryland Department of Education for a back-to-school campaign and provides applications in back-to-school packets.  Because of budget constraints, these applications were not provided last year and will not be provided this year.  

In partnership with Covering Kids and Families, the Department conducts the annual back-to-school campaigns and the annual Cover the Uninsured Week campaign.  Every year in August or September a media event is held to call attention to the fact that children need insurance and is geared to the time families are getting their children ready to go back to school.  In past years the Baltimore Ravens football team has provided a spokesperson for this event.  The campaign also includes television and radio ads.  The Cover the Uninsured Week occurs in May and there are various national, state and regional activities.  Other statewide outreach activities in which DHMH has participated include Kids Fest, held each July and Eggstravaganza, which is held during Easter.  The Department has an ongoing relationship with the four local projects of the Robert Wood Johnson Foundation: one in Prince George’s County that focuses on the Hispanic community, one in Western Maryland, one on the Eastern Shore and one in Baltimore City.  There is also an adjunct program out of the University of Maryland which is the Well Mobile Program that provides medical services and testing through mobile offices.  

Ms. Nadine Smith reported the Department’s Administrative Care Coordination Program is established at the LHDs to provider education and outreach at the grassroots level.  Public health services in Maryland have been provided by the 24 LHDs that had a long history of serving the maternal and child health population through a number of preventive programs.  Through Department funding, each LHD was encouraged to develop strategies to identify children who might be eligible for the children’s health programs, enroll them in the program and assist them in accessing care.  The LHDs established relationships in their own communities with local departments of social services, the Maryland Department of Education, advocacy groups and providers.  The LHDs were encouraged to develop new and different ways to outreach.  They went out to places such as churches, community centers, providers and billings offices, emergency rooms, pharmacies, apartment complexes and parole/probation centers.  They accessed just about any facet of peoples’ lives to do outreach and provide education.  These grassroots efforts worked because anticipated enrollment was surpassed.  Their efforts were then focused on the schools and worked with school nurses to ensure they had applications and understood how to help people enroll.  Baltimore City has a special project they worked on with the public school system to match their Medicaid population with their enrolled children to find out which children were uninsured.  This has been a three-year project and they have increased their enrollment to 86%.  All counties worked with their school based health centers.  

The next question is where do we want to go.  We’ve outreached quite a bit and we want to look at what we need to focus on.  We know we want to focus on families and providers.  Word of mouth has been an important aspect of outreach and we know that providers play an important role.  We also looked at school-aged children and 1 in 3 children are enrolled in Medicaid/MCHP.  We want to make sure we are using our resources effectively and want to look at where we are targeting our outreach efforts.  The Departments plan is to help the LHDs and ACCUs in providing them with the information and looking at the school age population kindergarten through 8th grade at this point.  Circumstances may change, but the communities themselves will also look at the groups with the most needs.  The LHDs should be commended for the work they’ve done in getting the MCHP word out there as well as getting people enrolled.  

Closure of Crownsville State Hospital 

Susan Steinberg of the Mental Hygiene Administration (MHA) gave the Committee an overview of the background behind the closure of Crownsville State Hospital.  Last year the legislature ordered the MHA to develop a network of state-run psychiatric facilities to include two, rather than three, large regional hospitals while maintaining its’ existing bed capacity.  At that time MHA was operating eleven facilities that included eight hospitals and three residential treatment centers.  The eight hospitals were comprised of three large regional hospitals: Spring Grove Hospital in Baltimore County, Springfield Hospital in Carroll County and Crownsville Hospital in Anne Arundel County.  The MHA operated approximately 1,200 psychiatric beds and employs 3,100 individuals.  Each of the regional hospitals have multiple tenants on their grounds and each host clinical training programs.  

Over the past two decades, MHA has reduced its beds by 4,000 or 73%.  Although the MHA operates 1,200 beds, 50% of those beds are forensic and are occupied by individuals who are court ordered for competency and responsibility evaluations or committed for treatment upon a finding of incompetent to stand trial or not criminally responsible due to a mental disorder.  The reduction in the number of beds is a result of improved medications and growth in community-based services in response to the Supreme Court’s Olmstead decision.   

The review process included a data-driven study of issues by hospital leadership that examined all of the Central Maryland Regional Facilities.  All agreed that their goal was to maintain or improve the quality of care, maintain current bed capacity and achieve capital and operating savings.  It was important to maintain current bed capacity, as the courts are still committing people at record numbers and there are backlogs in the hospital emergency rooms.  The MHA would like to create more community placements, however, there are no funds available at this time.  

There were many issues to consider when consolidating, the first, was the patients.  This closure was going to cause disruption to their treatment and their support system.  There was concern regarding the impact on family, staff and the community.  There are legal concerns, one half of the population are court involved.  There are also tenant issues as well as programming capacity and ongoing operating issues.  Crownsville was chosen because the least number of patients would be affected, Crownsville had fewer state agencies on their campus and posed the least number of potential layoffs.

Ms. Sheilah Davenport, CEO, Crownsville Hospital, informed the Committee that the hospital has been in existence since 1910 and had 200 patients when the consolidation process began and currently has 82 patients remaining, all of whom will be transferring to Springfield or Spring Grove Hospitals by June 30th.  At the beginning of the process, there were 468 employees, 109 were given notice that they will not be given a placement in another MHA hospital.  The people not placed were administrative and support staff.  Due to a consorted effort by DHMH Human Resources, all but 12 of that 109 people have been given placements in other state agencies and those 12 have been given layoff notices.  Personnel continues to work on finding these people placements.  All clinical staff were reassigned to either Spring Grove or Springfield Hospitals and moved primarily with their patients to maintain continuity.  The consolidation process has gone relatively smoothly and took the concerns expressed by families very seriously and moved patients to the facilities that they or their family had requested.  

It is still unclear as to what will happen to the campus.  Anne Arundel County is interested in acquiring the property.  A skeletal crew will remain behind on the premises to make sure the property remains safe and is maintained.

Dr. Tillman, Health Officer, Montgomery County asked what the MHA plans are to address the backlog of people currently in the emergency rooms.  

Ms. Steinberg stated that even with the consolidation, they have maintained the number of beds and have continued the central admission process through Walter P. Carter Center which has helped speed up placements into state and private hospitals.  In the past couple of weeks, admissions were stopped to implement the transition which has caused a ripple, however, admissions are open again at all three hospitals and delays will be minimal as they were three months ago.  In addition, MHA is working on a process where the central admissions office can locate respite beds in the community.  

Provider Network Directory

Committee members expressed continued concerns about the inaccuracy of the Provider Network Directory.  Ms. Leslie Lyles, Deputy Director, Program Operations, stated one of the problems is the Department is compiling information from seven managed care organizations (MCOs) of all of their providers.  The goal of the Provider Network Directory was to be able to identify a unique provider and indicate which MCO the provider participates with and on what basis they participate.  The Department has disconnected this information from the fee-for-service provider file.  Provider information is ever changing and there are issues with duplicate providers as well as compilation problems.  The Department recognizes these problems.  Because the enrollees call into the enrollment broker, the Department provides them with what they think is the correct information.  The Enrollment Broker has all of the MCOs directories from the MCO providers which may not always be the same information that is provided on the on-line directory.  

Dr. Shubin pointed out that the MCOs keep changing their feed of information and when it is pointed out that the information is incorrect, they appear not to care whether providers are listed incorrectly.  

Dr. Keane reiterated Dr. Shubin’s frustration.  She stated that MCOs don’t keep their own directories up-to-date and asked where the MCOs responsibility is to maintain accurate information.

Ms. Lyle stated the Department’s relationship is with the MCOs and the Department must rely on the MCOs to get the information on which providers are participating in their networks.  The Department cannot obtain information directly from the providers.  Per regulation, the MCOs have a responsibility to provide updated information and they all make a consorted effort to get the information to the Department.  Some MCOs do have issues with their own data and the Department’s job is complicated seven fold because it has to rely on them for accurate information.  The Department is reviewing regulations and is going to try to resolve some of these issues by making it the responsibility of the individual MCOs to maintain their own provider directory instead of compiling the information into one provider network directory.  The Department is going to pursue contracting out with the enrollment broker and is working on an RFP.  The Department expects that the enrollment broker will have more sophisticated mechanisms and tools to be able to accurately provide this information.      

Ms. Lyles agreed that the Department does have some significant issues as it relates to the provider network directory and it is a constant item that is looked at and evaluated.  

Ms. Tucker stated this is why people in the commercial market and other states don’t do directories.  What most states do is tell the individual to call their provider and find out what MCOs they participate in and choose an MCO they are in.  Maryland has tried to be more accommodating and it has not worked very well. The Department has a workgroup that is in the process of exploring all of these avenues. 

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 stated that her report is rather extensive and in the interest of time, will give a full report at the next meeting.  She informed the Committee that the ASO is to be awarded to a new vendor on October 1, 2004.  Any change of that magnitude creates a disruption in claims payment and authorizations and providers have no cash if there is a disruption.  Ms. Doyle asked that the MHA be asked to come and discuss the public mental health system and their plan to address the expected problems from this change.
Ms. Steinberg stated that she will also advise the new ASO that they will need to come to the Committee and introduce themselves.  

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

Adjournment

Dr. Shubin adjourned the meeting at 3:10 p.m.







Respectfully Submitted








Carrol Barnes
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