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Maryland Medicaid Advisory Committee

March 26, 2012
Call to Order and Approval of Minutes

Mr. Kevin Lindamood, Chair, called to order the meeting of the Maryland Medicaid Advisory Committee (MMAC) at 1:00 p.m.  Committee members approved the minutes from the February 27, 2012 meeting as written. Ms. Lynda Forsyth attended the meeting for Sen. Delores Kelley.
Departmental Report 
Deputy Secretary Chuck Milligan gave the Committee the following Departmental update: 
1. The Department was informed on March 23, 2012 that it has received the second award that the Center for Medicare and Medicaid Services (CMS) has given to any state for the Balancing Incentive Payment Program.  This is a new grant based program in the Affordable Care Act (ACA).  The upshot is that Maryland will get enhanced federal match for community-based long term services and supports beginning April 1, 2012 and lasts for three and one half years.  This is a 2% enhanced match on a great deal of community-based long term services and supports Maryland provides.  Because it is a grant and competitive, the federal government had a certain amount of money to allocate and they allocated based on the Department’s financials that were submitted with the application.  We’ve been allocated up to $106 million in additional federal money at the 2% enhanced match.   This is a major restructuring grant to help rebalance Maryland’s long term care system.
2. The Governor’s Exchange legislation is scheduled to be brought to the floor and voted on by both the House and Senate today.  They are mirror image bills that are likely to pass soon.  Several members of the executive branch, as well as stakeholder input from a variety of constituencies helped to draft this consensus bill.    
3. Chuck Lehman is leaving the Department to go to CMS.  On the Medicaid side, he will be heading up all of the State IT system work.  He will be developing the vision for MMIS, the vision for enrollment and eligibility systems to interface with the Exchange and Medicaid, and to set the new architectural platform models nationally for issues such as electronic health records and Medicaid’s role.
Behavioral Health Integration Stakeholder Process
Deputy Secretary Chuck Milligan gave the Committee a brief overview of the stakeholder process for behavioral health integration.  
Secretary Joshua Scharfstein appointed Deputy Secretary Chuck Milligan to lead an effort to look at different models to better integrate behavioral health services (mental health and addiction disorders sides of the Department) with the somatic and HealthChoice sides of the Department.  The public stakeholder process kicked off on March 14, 2012 in Annapolis.  The Department has a significant email listserve for this process and anyone who would like to be added to that list can send a request to bhintegration@dhmh.state.md.us .  This will be the vehicle by which the Department will be circulating agendas, meeting announcements and materials for public comment.  
At the kick off, three potential models were presented that could improve integration.  This list of three models is not an exhaustive list, so if people have other ideas, the Department is interested in hearing them.  The first two models emerged directly from a consultant report that was submitted to the Legislature in September.  

The first model integrates both mental health and addiction services into HealthChoice in what was referred to in the report as a protected carve-in of behavioral health services.  A protected carve-in is defined generally to mean that the funding that has historically been used to support behavioral health services would need to be guaranteed if those services were built into the capitation payments provided to the MCOs.  The consultant’s vision is to have all of the services in a single integrated delivery system structure.  

The second model is a service carve-out that would be performance or financial risk based.  Specialty mental health would not be financed through the HealthChoice MCOs including substance abuse.  In this model, you would carve-out of HealthChoice and PAC substance use services combining it with mental health in a risk based or performance based carve-out.

The third model that was presented was a population carve-out.  In this carve-out, every person would be in a comprehensive benefit package that would have all services for that person delivered through one entity.  In a population carve-out there might be a specialty behavioral health organization as the lead for people with various severe behavioral health issues.  For others that don’t have that diagnosis, they might be in a benefits package for a traditional population.  In this model you would be nesting somatic services into a behavioral health model with a comprehensive benefit for those with serious and persistent mental illness and other chronic behavioral health conditions and you would be nesting behavioral health services into a somatic MCO type of model for the vast majority of beneficiaries who don’t have that kind of SPM type of diagnosis.
One model that is not on the table is the status quo.  What we have now which is substance use services and somatic services in HealthChoice is the worst possible form of serving the consumer, especially people with co-occurring disorders where their mental health and substance use services are not together.  

The way we will manage this is through a Steering Committee within the agency that will serve as an internal board of directors.  It includes three  individuals from the Medicaid side (Deputy Secretary Milligan, Tricia Roddy and Susan Tucker) and three individuals from the Behavioral Health side (Deputy Secretary Renata Henry, Tom Cargiulo from the Alcohol and Drug Abuse Administration (ADAA) and Brian Hepburn from the Mental Hygiene Administration (MHA).  The final key individual on the Steering Committee is Laura Herrera, the Department’s Chief Medical Officer.
The plan is to have many work groups where stakeholder input is welcomed and vital.  Five work groups were proposed during the kick-off: 1) Defining the Health Home Model, 2) Linkage:  What is Integration? 3) How to Protect Non-Medicaid Financed Behavioral Health Services, 4) Data:  What data should we be looking at to define a model and evaluate the chosen model and; 5) Define the Roles of Local and State Control.  Criteria has been developed to look at all of this and come up with the recommended model.  The way we will manage the work groups will be by having one member of the Steering Committee be the executive sponsor of each group with an senior policy analyst supporting them.  

The Department wants comments on all of the above.  The Department will be taking comments through a mailbox bhintegration@dhmh.state.md.us  until March 31, 2012 and will reflect those comments in a transparent way with revised versions as we work through this.  At every work group meeting and large meeting where the Steering Committee is blending all of the work group efforts, comments and feedback will be taken.
A recommendation is due to Secretary Scharfstein by September 30, 2012.  Subsequent to that recommendation being submitted, it will be publically vetted as we start to brief legislators, the Governor’s Health Care Reform Coordinating Council and others.  The outcome will be an Administration bill to advance the model in the 2013 Legislative session with an implementation of the chosen model on January 1, 2014 to coincide with Health Reform, the expansion and the launch of the Exchange.  Part of the timing of this is because come 2014 there are two very crucial changes that are independent of this work that bare on this work. 

The first big change is the Primary Adult Care (PAC) program as we know it goes away.  Everyone in the PAC program will become eligible for full Medicaid benefits.  Because PAC will sunset as a stand-alone limited benefit package, maintaining a substance use limited benefit does not make sense.

The second big change is the essential health benefits are inclusive of behavioral health services, however, we will shake out which benchmark the State is going to go with.  For people from 138% federal poverty level (FPL) up, assuming the State does not do the Basic Health Program, people are going to access their regular health services in an integrated benefits package of a carrier offering the qualified health plan in the Exchange.  So how does the Medicaid discussion relate to the fact that the Exchange has to offer qualified health plans that are inclusive of behavioral and mental health services?  In broad terms we need, collectively, for providers who want to offer services for the population above 138% FPL and to figure out the implications for them to get credentialed with commercial carriers in the Exchange, submit claims and how to handle transitions for people who move from Medicaid to the Exchange and back.
The next Behavioral Health Integration meeting will be held on May 1, 2012 in the afternoon with the location to be announced.  The work groups, once finalized, will commence the second or third week of May.  

People talk about Health Reform beginning at 133% FPL but in reality it begins at 138% FPL because the first 5% of income is disregarded off of the top.   Every adult below 138% FPL is going to qualify for Medicaid and children will continue to qualify for Medicaid or MCHP up to 300%.
New Eligibility System for the Exchange
Mr. Chuck Lehman, Executive Director, Office of Systems, Operations and Pharmacy gave the Committee an overview of the Department’s Affordable Care Act Health Care Reform Project (see attached handout).
CMS Innovation Grants
The Department provided 24 letters of support co-signed by Secretary Scharfstein and Chief Medical Officer, Laura Herrera for various initiatives that they were asked to support.  The initiatives that were submitted comprised of approximately $200 million in total requests.  There were two large requests that were submitted to greatly expand the Patient Centered Medical Home Model to include Medicare funded services for Medicare beneficiaries.  There were some local initiatives regarding integrating behavioral health and somatic services and how LHDs can work collaboratively at the local level with substance use providers.  There were some submissions to acquire seed money to create accountable care organizations, and some pharmacy related initiatives.  About two thirds of the proposals had something to do with expanding workforce and growing capacity in the system.  There was a lot of variety and the Department is very interested in what gets funded and how that will help advance health innovation in Maryland.

On the public side, the Innovations Center on the federal level has indicated that they will be issuing a call for proposals to states and state governments to submit proposals for state innovation ideas.  Maryland will be pursuing this opportunity and will coordinate across multiple agencies, led by DHMH and HSCRC, MHCC, Governors Health Care Reform Coordinating Council.  There will likely be four elements coming out that have garnered broad support and will have to be refined.  
One is the Patient Centered Medical Home Model and how the State initiative would relate to private initiatives, MCOs and private carriers as well as how to bring Medicare Part B (out-patient Medicare) money into an innovation model.  
The second major reform is how to modernize the Medicare waiver and how to use the Innovation call for proposals by the federal government to advance the state’s ideas about modernizing the Medicare waiver.  
The third component is how to deal with disparities and the mal-distribution of resources within the state and the racial, cultural and socio-economic implications of that.  This will dovetail with some of the Health Enterprise Zone legislation in the session right now. 
The fourth component is how the State can better integrate data across the very silos that capture data to look at population health.  How should Medicaid diagnosis encounters relate to Medicare data that is housed at HSCRC, MHCC and others.  How does this tie with LHD data on prevalence and health outcomes.  Really trying to integrate various data sets at the State to look more broadly at health outcomes at a population, public health way.  
These are likely to be the components.  The Department is anticipating an announcement will be made somewhere around April 17th.  We anticipate there will be some version of a letter of intent to come shortly after that and based on what we are hearing from CMS, a two month turn-around from the call for proposals to the submission of a proposal and then they will be reviewed and awards will be made.

Legislative Update
Mr. Chris Coats, Health Policy Analyst, gave the Committee an update on legislative activities affecting the Department during this legislative session (see attached revised chart).

Waiver, State Plan and Regulation Changes

Ms. Susan Tucker, Office of Health Services, reported on changes to State Plans, regulations and waivers.

The Department is working with the Mental Hygiene Administration (MHA) to apply for a 1915(i) discontinuing the existing demonstration waiver.

The federal government required the Department to revalidate (re-enroll) Medicaid providers at least every five years.  In the past we did not re-enroll providers on a regular basis, but now we are required to and have started a process to re-enroll 50,000 providers, 23,000 of which are physicians.  Federal rules require that some of these providers be site visited (examples – community mental health centers and suppliers of durable medical equipment and supplies).  

There were no significant State Plan amendments changes this period. 

Public Mental Health System Report
Ms. Melissa Schober of the Mental Hygiene Administration informed the Committee that they have updated their Outcomes Measurement System (OMS) Datamart.  The OMS is a unique feature of Maryland that interviews patients and consumers in outpatient clinics in the Public Mental Health System (PMHS) between the ages of 6-64.  
The OMS is an interview based system that was developed collaboratively with consumers, stakeholders and Core Service Agencies.  It was designed to track how individuals receiving outpatient mental health treatment services in the PHMS are doing over time in 7 life domains including:  housing, employment/school, psychiatric symptoms, functioning, substance use, legal system involvement and general health, including tobacco use.
The OMS Datamart tracks trends in the PMHS as a whole, not the progress of specific individuals.  All of the data is available online at http://maryland.valueoptions.com/services/OMS_Welcome.html
Public Comments

Ms. Ann Ciekot representing the Maryland Chapter of the National Council on Alcoholism and Drug Dependence made comments on Behavioral Health Integration, privacy rules and laws.
Adjournment

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