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	Department of Health and Human Services
MaineCare Redesign Task Force Minutes
11/14/12



Attendance:  
Mary C. Mayhew, Commissioner, DHHS        									Nick Adolphsen, DHHS staff	                                                                                Mary Lou Dyer, Member of the MaineCare Advisory Committee	representing MaineCare Members 		Kevin Flanigan, DHHS/MaineCare staff
Jim Clair, Member of the public who has expertise in public health financing 					Jim Leonard, DHHS/MaineCare staff
Ryan Low, Member of the public who has expertise in economic policy						Denise E. Gilbert, DHHS staff
David Winslow, Member of MaineCare Advisory Committee representing providers of MaineCare Services	Seema Verma,	SVC, Consultant	
Ana Hicks, Member of the MaineCare Advisory Committee representing MaineCare Members			Rob Dalmer, Milliman, Consultant
Rose Strout, Member of the MaineCare Advisory Committee representing MaineCare Members			Stefanie Nadeau, Director, OMS/DHHS
Scott E. Kemmerer, Member of the public who has expertise in public health care policy
Frank Johnson, Member of the public who has expertise in public health care financing                                                                       
	Agenda
	Discussion
	Next Steps

	Introductions
	Introductions were made.  
	

	Review Draft Report
	Copies of the MaineCare Redesign Task Force – Predicted Savings Summary Sheet were distributed.  Seema and Rob developed this document and the draft report using the scoring sheets completed by members at the November 6 meeting and previous discussions.  Strategies scoring 3.5 or higher were included on the Savings Summary Sheet. The original scoring sheets were also returned to members per the request made at the November 6th meeting.  During the beginning of this discussion Rob completed a draft document showing potential savings for SFY ’13, SFY ’14 (implemented by Oct 1, 2013) and SFY ’15 ( implemented by July, 2014) and distributed to be included in today’s discussion.

Short-term Strategies:

Prior Authorization:  

· concurrent review for inpatient and outpatient psychiatric services for individuals under 21 
· Elective surgeries – members requested a list of surgeries included
· High cost imaging & radiology


OMS staff is confident that these initiatives could be implemented without legislative action by March 1st.  Some members felt that the review of antipsychotics for children, adults and seniors prescribed for 6 months or longer should be included in prior authorization.  Members also felt that an implementation timeline would be helpful and the predicted savings should be reviewed on a line-by-line basis and updated for the next meeting.
 
Rate reductions:
There was a concern expressed regarding a majority of the suggested 10% rate reductions.   

· Medical Equipment & supplies
· Home Health – cutting community based services could have negative impact on hospitals and the long range system change initiatives
· Outpatient hospital – inpatient hospital services were not included in the rate reductions.
· Dental
· Physician – this would include both primary care physicians and specialists.  Some expressed concern that primary care was included.  It was suggested that the ACA would negate some of the cuts to primary care physicians when implemented.
· Lab & X-ray
· Optometry, Optician, Ophthalmology
· Private duty nursing
· Hospice
· Targeted Case Management
· IMD/ICFMR – Nursing homes, PNMIs and home and community based waiver services were excluded from the reductions.

OMS staff also feels confident that the rate reductions could be implemented by March 1st, either by emergency (which needs either Attorney General or Legislative approval and has a 30 to 45 day implementation) or APA rules (needing a 90 day turn around).  It was mentioned that without the rate reductions the Task Force would fall short of the $5 million savings goal for SFY ’13 outlined in statute.  In order to meet the goal all short-term strategies identified would need to be implemented.


A majority of the task force members agreed the rate reductions were not systems reform and even with a suggested sunset clause would impact long range initiatives.

There was a lengthy discussion regarding the option of indicating in the final report, to the Legislature, that only a portion of the $5 million could be identified for SFY ’13 but that with the implementation of the suggested mid- and long-term strategies the MaineCare Redesign would net much larger savings in future budgets and effect system changes.

Benefit changes:

· Elimination – Chiropractic care

Hospital-Acquired Conditions (HACs):

· Expand list to include all of those listed for the State of MD
· Payment adjustments made annually based on HACs

Re-admissions:

· Increase time span for which readmissions are not reimbursed – there was a lengthy discussion regarding this short-term initiative.  Two options were discussed – if readmission was within 14 days the hospital would not be reimbursed through MaineCare (holding a second hospital harmless if lacking information from the first admitting hospital).  If adopting this method the strategy could be considered in the short-term, but concern was expressed that even if the 14 days re-admission was adopted savings would not be realized in the short-term due to claims’ delays.  The second option to adopt the Medicare practice of an annual review and assessment of fines if the hospital was above an establish threshold, would move this initiative to the mid-term or long-term strategies.  Members expressed interest in having this initiative broken out into the two examples discussed with their predicted savings for review.  





Leave Days:  (Nursing facility, IMD, ICFMR)

· Eliminate reimbursement for hospital leave & therapeutic leave days
· Eliminate – nursing facility:   10 hospital leave days and 36 therapeutic leave days
· Eliminate – IMD:  10 hospital leave days & 36 therapeutic leave days
· Eliminate – ICFMR:  25 hospital leave days & 52 therapeutic leave days

There was concern expressed that if the leave days were eliminated an individual needing a bed would not have a place to return to if hospitalized etc.

Mid-term Strategies:

Pharmacy

· Competitive bid for specialty pharmacy – some felt that this initiative should be moved to long-term strategies due to the need to execute a Request for Proposal.  Members expressed an interest in reviewing this strategy as specialty pharmacies are currently flooding the market.
· Increase generic dispensing rate by 1%, reduce use of specialty drugs 
· Expand Medication Management Initiative -  it was mentioned that Gould Health Systems (GHS) under contract with DHHS has realized additional  savings then had been identified by previous budgets and it was hoped that some of those savings could be added back to expand this service and generate savings that could be used in meeting this task force savings target.  GHS is currently reviewing projected savings and a report will be delivered to DHHS by Friday, November 16th.  Some felt this strategy could be moved into the short-term strategies.
· Monitor use of Anti-Psychotics in Children, Adults and Seniors – some felt this should be moved under short-term strategies “Prior Authorization”
· Additional strategy:  Restore smoking cessation services

Program Integrity

· Develop operational policy and procedure to handle day-to-day Medicaid discretionary functions
· Internal review of data collected
· Utilize CMS’s best practice annual summary report
· Develop policy/procedure and mechanisms for reporting to the Medicaid and CHIP Payment and Access Commission
· Additional strategy:  No Cash for controlled substances – there was a brief discussion regarding this strategy.   Jane Orbeton, Legal Analyst for the Health and Human Services Committee mentioned a bill proposed in a previous session to preclude MaineCare members from the ability to purchase controlled substances with cash.  The Attorney General’s issued the opinion that MaineCare members were allowed to purchase controlled substances with cash just as all other populations were allowed if they choose to.  Limiting MaineCare member’s ability to purchase controlled substances with cash could also negatively impact the DHHS Pain Management program.   The suggestion was made that this strategy could be used as a monitoring tool by providers in helping eliminate abuse.

This strategy would need Legislative approval and the DHHS would want to be sure calculated savings were not duplicative of the RAC savings already booked.  A deeper drill down on the “Program Integrity” was requested.

Long-term Strategies – only one of the long-term strategies were discussed as time was limited

Value-based purchasing

Capitation for top 20%

· Aggressive case and disease management
· Home & community-based care
· Continually & periodically re-evaluate clients to assure appropriate level of care
· Carve outs
· Reduce waitlist
· Risk adjustment
· Performance bonus for meeting quality incentives
· Withhold to assure that process measures achieved


Concern was expressed regarding who the 20% are what services are provided, the timeline for implementation (maybe a phase-in approach could be considered), need consideration of the lack of medical treatment and research (only 4 states and 5 programs currently), less money would mean limited access to needed services.

Some improvements suggested were that DHHS improve its performance based contracting and by a unanimous vote members felt a Care Management approach would be preferred over a capitation that would include:

· Individual Assessment
· System Technology
· Medical Care Management
· Modified Family and Home Support

After further discussion members felt we shouldn’t “shut the door” on capitation should studies and programs developed show improved services.    Members requested information be presented on the percentage of impact reduction and the Maine Medicaid spend over the last several years (PMP costs for target population).
	













A list of elective surgeries and prior strategies will be provided by OMS staff.  

























































A list of Maine and Maryland’s HACs will be provided prior to the meeting scheduled for November 19th.


The two models of re-admissions strategies discussed will be broken down and predicted savings will be updated. 



































DHHS will share savings information provided by Gould Health Systems when available.












More detailed information will be provided regarding the program integrity strategy.






















































Percentage of impact reduction and information on the Maine Medicaid spend over the last several years will be provided prior to the meeting on November 19th.

	Next Steps
	
	Seema and Rob will prepare a second draft report based on recommendations and decisions made today.  An updated Savings Summary Sheet and document showing projected savings for SFY ’13, ’14 and ’15 will be disturbed to members by Friday, November 16th for review.

Public input will be accepted during the first two hours of the December 11th meeting.  The Taskforce will then review impact of the public input and vote (if necessary) on measures to be included in the final report.

[bookmark: _GoBack]Meetings Dates:   Monday, November 19th, 1 – 4 pm; Tuesday, December 11th, 1 – 5 pm 

	Public Input
	Debra Hart – Collaborative Drug Therapy legislation will be proposed during the 126th legislative session based on a recent University of New England study.  She will provide information during the December 11th meeting for review by the Taskforce.
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