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Maryland Medicaid Advisory Committee

June 23, 2011
Call to Order and Approval of Minutes

Mr. Kevin Lindamood, Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:10 p.m.  Committee members approved the minutes from the May 26, 2011 meeting with an amendment indicating that the motion to write a letter to Secretary Sharfstein regarding Medicaid MOE provisions written under “Other Committee Business” was adopted by the Committee. Mr. Floyd Hartley attended the meeting via teleconference.  Ms. Leah Hinson attended the meeting for Ms. Rosemary Malone and Ms. Bernadette Johnson attended for Mr. Miguel McInnis.
Departmental Report 
Deputy Secretary Chuck Milligan gave the Committee the following Departmental update: 
1. In Washington, Vice President Biden is leading bipartisan budget talks on debt ceiling and how to contain the federal budget.  One of the targets is Medicaid.  What the Department is hearing is that over the ten year budget window they are looking to achieve $100 billion in savings from Medicaid on the federal budget side.  Almost all of that money would be achieved by cost shifting to states through two main mechanisms.  
The first is phasing out provider taxes in different forms that states use to create revenue to support Medicaid.  The second is a blended rate.  In 2014 there would be three different matching rates:  there will be the regular Medicaid matching rate of 50% federal for regular Medicaid, the matching rate for MCHP which is 65% federal and then there would be the matching rate for the expansion population in health reform, the new Medicaid eligibles that would be 100% federal dollars for three years phasing down to 90% federal dollars by the end of the decade.  
The budget talks seem to have a single rate across all of those groups that would be higher than the current Medicaid rates, but would be a cut to states.  This may be good for regular Medicaid but with respect to MCHP and the expansion there is a lot less federal money and a lot more state money required.  The Department has been working very closely with the Governor’s office, the Maryland Delegation and the Democratic Governor’s Association to raise concern about that approach.
2. There have been two meetings held by the Maryland Health Benefits Exchange Board.  The third will be held on Monday, June 27, 2011.  There will be a grant submitted to the federal government by the end of June to fund a year of operations of Maryland’s exchange to include IT work to support the bridge between Medicaid eligibility determination and the exchange eligibility determination.  The grant proposal will be approximately $30 million to support a year of activities.  Approximately $25 million of that will be used to build the eligibility system.  The board voted on that grant proposal submission and it was unanimously endorsed.
3. The Department is coming up on the end of the state fiscal year and there are a lot of activities being conducted to that end. 

4. The Innovator grant is a $6.2 million grant the Department received to help kick start the eligibility work related to health reform, Medicaid’s new expansion and the exchange.  The Department has been working on business requirements definitions and using a joint application development process which will drive a procurement, purchasing and development cycle.  This development work is what is written into the establishment of a grant proposal that the exchange is going to be submitting in less than a week.  We currently have a three-member full-time project management team on board and will be adding a fourth member in July who is a policy expert.  The Department is on schedule with all requirements.
FY 12 Cost Containment Requirements and Process
Deputy Secretary Chuck Milligan reviewed several handouts with the Committee regarding cost containment.  The first handout addresses Medicaid/MCHP Cost Containment Initiatives for fiscal year (FY) 2012 (see attached handout).  This document is one of the periodic updates that the Department is required to submit to the Department of Budget and Management (DBM) on our status to achieve the cost containment requirements built into our budget.  This handout is the actual May 31st report.  
This is a list of everything the Department is working on that was written into the law.  The entry on page 3, number 33 indicates that the Department has to identify $20 million in savings general funds (GF) with $40 million savings in total funds (TF) for the program.  The Department has to achieve this and report to DBM on how we are doing it and if we are on track.  There is no guidance or any tools from DBM on what to do to achieve this.  That is the framework for today’s discussion.
The question that needs to be answered is what is the process for us to get to this $20 million in cuts?  The Department could decide what those cuts will be or we can set up a process that would engage the Medicaid Advisory Committee and other stakeholders to provide input.  This input would be helpful to the Department.  Mr. Milligan walked the Committee through the process that New York State used (see attached power point handout).  This process gathered proposals from various sources and then rated the proposals. That list was then whittled down to key proposals that showed State share savings by sector and by theme.
The Department could do something similar to the New York process.  The $40 million in savings does not have to be all cuts.  So if there are new revenue ideas or proposed new preventive practices, they will be considered.  The DBM has told the Department that initiatives cannot be gimmicky or one time, they must be built into the base going forward and must be achieved in FY 12.  We have to think about how we meet the FY 12 objective in a way that does not display short-term thinking and does not undermine our long-term goals. 
The Committee discussed the New York Model and their potential role in the process.  The Committee is being asked not to decide, but to advise and participate in this process and to leverage their contacts to generate greater constituent feedback so this is indeed an open process.  Committee members agreed that it is their job to be involved and to ensure a reasonable, fair and transparent process where the public can give input.  It is the Committee’s responsibility to go back to their constituents, groups and organizations and inform them that this process is necessary and must be done.  It is better for us to give our input rather than have the Department dictate what the cuts will be.  
Committee members indicated that they could assist the Department in developing the structure, process and criteria for these proposals that need to be met.  Committee members suggested holding regional public hearings, set up a website for community input, develop a list of constituencies and develop press packets and press conferences to introduce the process.
Fiscal year 2012 starts next week and the Department needs to start executing recommendations by October 1, 2011, this would provide a realistic balance between meaningful public input and having enough quarters in the fiscal year to get where we need to go.
A motion was made, second and adopted that the Medicaid Advisory Committee accept responsibility working with the Department to promote an open and transparent process for seeking public input so that recommendations can be made within the appropriate timeframe. 

The Department will report next month on the program integrity measures that the Department is going to do that are not on the DBM list. We will have a better sense of what savings they will generate and to what extent that would reduce the $20 million in cuts.

The Committee designated a subgroup to suggest a general process and timeline that would be presented to the general Committee and then incorporated into the Committee work plan for the next three months.  The following members volunteered for the subgroup: Ms. Lori Doyle, Senator Delores Kelley, Ms. Michele Douglas, Lesley Wallace, Ulder Tillman, M.D., Mr. David Ward and Floyd Hartley.  The subgroup will work with the Deputy Secretary and Committee Chair Kevin Lindamood.
Medicaid Strategic Planning Process 

Deputy Secretary Chuck Milligan gave the Committee information on three broad topics regarding strategic planning:  Health Reform, Rebalancing Long Term Services and Supports (LTSS) and HealthChoice Second Generation (see attached handout).  The Deputy Secretary concentrated on the following two topics:
Selective Contracting 
This is the beginning of a process where the Department will be developing and releasing a white paper in July that is meant to start a public conversation about selective contracting.  The Department is not taking a position, but instead, is raising issues.  

Selective Contracting means whether or not HealthChoice becomes a program where there is competitive bidding that is not price based.  It is not a financially driven exercise.  It is to discuss whether Medicaid should change the purchasing strategy towards selectively picking MCOs.  We will start that process in July with a six month public process to get feedback.  A recommendation will be developed around January 1, 2012.  If the decision is to proceed with selective contracting, we will develop an RFP between January 1 and July 1, 2012.  The RFP will address the advantages of selective contracting and some of the criteria by which the MCOs would be selected.  The Department would take a full year to conduct that procurement and award contracts.  If the decision is to proceed down this path, we will be awarding contracts and starting this new arrangement starting July 1, 2013 so we will have six months experience with this prior to the launch of the Medicaid expansion.  

One of the pros of selective contracting is whether we award contracts on the basis of a MCOs participation in the commercial world and in the Exchange in particular, so that a Medicaid beneficiary going back and forth between Medicaid and the Exchange would have a single plan that operates in both worlds.  Right now there is 0% overlap between the HealthChoice MCOs and the commercial insurance carriers.

Some other advantages to selective contracting include:

· Doing a much better job of not offering contracts to plans that don’t deliver quality.  The threat of losing a contract might be helpful in driving quality.

· We can require plans to commit to serving underserved regions of the state as opposed to picking and choosing service areas.  In order to make that work we have to push on the delivery system side as it goes hand in hand.  We could drive out some plans that are not meeting our quality objectives.
· We could encourage relationships with the Exchange.
· We could encourage broader representation in other parts of the state.
· We could encourage better relationships with local health departments (LHDs), safety net providers and the public mental health system.
· We could require more care coordination with carve outs and with schools.
· With a contractual approach we can be more nimble about changing rules.
· Administrative simplification with less plans to do oversight on an administrative level.
Disadvantages to selective contracting include:

· Risk of disruption and dislocation for people who are already in a plan they are happy with that may not be awarded a contract.  Transitioning members is difficult and unwelcome.

· May reduce plan choice. 

· There are strong plans that don’t have the reach geographically or otherwise.
This will be an open process and there will probably be some legislative discussions about it.  The Department has been talking with other states on their selective contracting process.  The white paper will be given to the Committee prior to the July meeting.

Rebalancing Long Term Services and Supports 
The Department has already done a great deal of work on long term care and we have to start by building capacity in the community.  We have to look at why there has been a barrier on the political side and how do we address those issues.  
That gets to fiscal issues.  You expand services to people who are in the community now and are not at risk of transition or placement in institutional care and might meet a nursing home level of care, but have a stable support system in the community.  There is a lot of skepticism on the budget side of state government that expanding community based services will monetize care, but not avoid the institutional cost and is a net increase in dollars.  We have to get to the nature of that concern, the policy approaches to address that concern and the strategy to change the political dynamic.  
This challenges all participants in this system.  This may mean looking at the assessment instrument driving who is in need and at risk of institutional placement and getting credible buy-in that the assessment is in fact avoiding institutional care.  We have to take seriously the challenges about the registry and whether a registry that is premised on first come, first served sets your priority.  There is skepticism that if someone’s slot came up first but they are not at imminent risk of placement, we have to determine if that person should get that slot when someone else just had a traumatic event that changes their status. We have to look at those issues and the implications to the registry.  We have to look at the nursing home rates, utilization, etc.  All of it has to be put on the table. 
If we don’t convince DBM and the legislature that we are doing this in a fiscally prudent way, we are not going to move this ball that everyone wants to move.  We are going to do this, but have to do it differently to take on and address the political concerns rather than think the policy will sell itself.    
States that have been successful have an agreement among consumers, advocates and providers.  The agreement has a framework that says, amongst other things, if you need 25 hours a week of personal care you get 25 hours, but you don’t get 30 hours.  There has to be equity, values and a willingness to do that.  We don’t want it to be advocates and providers against the Department saying we are not doing enough.  We want it to be us collectively saying here is our plan that addresses their concerns.
Key Cost Driver Work Plan

Ms. Tricia Roddy, Director, Planning Administration, reviewed budget language that was passed requiring the Department to convene a workgroup of stakeholders to:

· Examine the sustainability of special fund revenues supporting the Medicaid program

· Examine the significant drivers of costs in the Medicaid program; and

· Make recommendations to reduce expenditures and expenditure growth in the Medicaid program through program restructuring and any other means.  In developing these recommendations, the workgroup shall incorporate recommendations being developed by other existing workgroups working on Medicaid-related reforms.
The Committee would serve as the workgroup and the Committee was given an overview of the draft work plan and timelines (see attached handout).  A report is due to the Budget Committees by the end of December.
Waiver, State Plan and Regulation Changes

Ms. Susan Tucker, Office of Health Services, informed the Committee that over the next several months they will be seeing largely cost containment regulations related to the budget cuts the Department has had to make.  In addition, the Department is re-writing the state plan.  There really are no changes, just bringing it up to date (see attached handouts).  
Public Mental Health System Report

Ms. Mary Mastrandrea of Value Options informed the Committee: 
· The Administrative Service Organization (ASO) contract is a two year contract that expires on August 31, 2011.  A one year extension has been approved through August 31, 2012. 

· Telemental Health was approved by CMS effective July 1, 2011.  This will be for psychiatrists in rural geographic areas only.      
Public Comments

Public comments were made by Ms. Gayle Hafner of MDLC regarding revenue for community services.
Other Committee Business

A draft of the Maintenance of Effort (MOE) letter has been distributed to Committee members and some have already provided comments on it.  The Committee agreed because they advise the Secretary the letter must be addressed to the Secretary requesting that he contact the Governor.  
Adjournment

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