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	Department of Health and Human Services
MaineCare Redesign Task Force Minutes
11/19/12



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

	Introductions
	Introductions were made.  
	

	Review Draft Report





















Review Draft Report cont.




































Review Draft Report cont.




































Review Draft Report cont.




































Review Draft Report cont.
	Updated copies of the MaineCare Redesign Task Force – Predicted Savings Summary Matrix were distributed.  Columns added were “Policy Section” State Savings SFY 2014”, “State Savings SFY 2015”, “Implementation Date” “Rule:  Required; Type”, “SPA/Waiver Required”, “Systems Changes Needed”, “Legislative Approval Required”, “Tribal”, “Member”, “Provider”, and “Public Notice”.  It was noted that those previous strategies with low ratings such as “Rate Reductions” were removed from this updated list.

Short-term Strategies Changes:

Prior Authorization:  

· concurrent review for psychiatric services for individuals under 21 in all settings – changed from inpatient and outpatient settings
· Elective surgeries – members requested a list of surgeries included
· High cost imaging & radiology
· Inductions – This as an addition to the short-term strategies.  It was suggested that language be included in the report to clarify that this only refers to non-emergency, elective inductions prior to 39 weeks.



Benefit changes:

· Elimination – Chiropractic care – members felt this should be removed from this list similar to the rate reductions.

Hospital-Acquired Conditions (HACs):

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

Members felt that systems’ changes such as this should be identified somehow.

Re-admissions:

· Increase time span for which readmissions are not reimbursed to 14 days – which now includes calculations for the claims lag. Members felt this could be implemented quickly, or
· Adopt Medicare re-admissions policy – Members felt this is a longer term strategy and would require a detailed review to determine savings.

DHHS will review the current policy to insure that the first hospital is not held responsible for re-admission, if they had originally transferred the individual to another hospital for care and treatment and the individual returned to first hospital within 14 days.  Members felt that DHHS should have the flexibility to determine strategy

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, going home for weekends, etc.  Members also questioned the savings if individuals were forced to stay in more acute settings when an alternative bed is not available.  Another concern was that DHHS not pay for two beds.  This item will be broken out to compare reimbursement for bed holds days to outright elimination of bed hold days.
Mid-term Strategies:
Pharmacy
· Competitive bid for specialty pharmacy 
· Increase generic dispensing rate by 1%, reduce use of specialty drugs – some suggested this strategy could be moved to short-term. Still need to factor in the loss of any rebates when DHHS increases dispensing of generic medications.
· Expand Medication Management Initiative/ J Code PDL – Suggestion was made to move into the short-term strategies.  The report received by DHHS from Gould has been factored into the identified savings and concern was expressed that we achieve the first savings prior to layer on another level of savings.
·  Monitor use of Anti-Psychotics in Children, Adults and Seniors – some felt this should be moved under short-term strategies “Prior Authorization”
· Restore smoking cessation services – concerned was expressed regarding adding this back in and that this would have to be approved legislatively as it was passed in the 125th Legislative session and this was not reflected in the Matrix.

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

Concern was expressed regarding the lack of savings identified for SFY ’13.  It was felt that this would take some time to implement because practices, policies and procedures needed to be review.

Long-term Strategies 

Value-based purchasing – this would include the bottom 80%
· Increase promotion of targeted initiative
      ED
      Maternal & child health
      Care Coordinator to assist transition
      Provider incentive program
Value-based purchasing with Care Management Organization (CMO) – this would include the top 20%

· Care Management Organization – This includes behavioral  health and severe and persistent mental illness

Reduce neonates & increase normal

· Healthy babies initiative/also combines with Care Management Organization -   A suggestion was made to clarify language regarding C-sections.  This would require risk assessments and care coordination.  Concern was expressed savings were not identified for SFY ’13. OMS staff agreed to review and update the matrix if savings are identified.
ER Utilization

· Allow dental benefits for individuals using the ER for dental services – concern was expressed regarding this add back.  OMS was asked to review savings in ED against cost to add back.  There was discussion as to whether dental services should be provided to anyone using alternative high cost services and if this would be allowed or a waiver would be required from CMS.

Targeted care management for top 20%

· Aggressive case and disease management
· Home and 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

The savings moved from 4% - 5% to 2% - 3% savings projected due to the change from the “Capitation of the 20%” to the “Targeted care management for the top 20%” strategy.
Radiology Benefits Management and Care Coordination for LTSS Strategies - will be removed from matrix as separate items as they have been include in the short-term and care management strategies.

	













OMS staff will provide a list of elective surgeries for both “Elective surgeries” and “High cost imagining & radiology”. 

























OMS staff will review re-admission policy.




Matrix will be updated to show comparison of reimbursement for bed hold days and outright elimination of bed hold days.













Stefanie will work with Jim Leonard to update this matrix to reflect loss or rebates when switching to generics.

OMS staff will meet with Gould to review the Gould report in greater detail.



The matrix will be updated to indicate that Legislative approval is required to restore smoking cessation services. 

















OMS will update the matrix and provide electronic copies to the Task Force by the close of business on Wednesday, November 21 for Long-term strategies.
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Stefanie will meet with Jack Comart to discuss optional coverage and access issues.























	Review of Duties outlined in Part T of Public Law, Chapter 657, LD 1726 
	The suggestion was made that the actual language outlining the “Duties” of the Task Force be included in the final report.  Each “duty” was reviewed to insure it was adequately covered by the report.  Members reached consensus that  duties 1, 2 and 3 were covered with the addition of language regarding mandatory eligibility requirements from the ACA added  under “Findings “ – “Current Eligibility Level, Options for Eligibility Levels and Changes”.  Duty 4 was covered adequately.  Duty 5 is covered with the additional of the amounts to charts 2 (Expenses by Eligibility Category), 3 (Expenses by Provider Type) and 4 (Expenses by Cost Distribution SFY 2011) on pages 11 and 12 of the current draft report.  Duty 6 was covered.  Duty 7 will be covered once the matrix has been updated for inclusion in the report.

	OMS and Consultants will update report and matrix to distribute electronically to Task Force by the close of business Wednesday, November 21st.  Final comments and suggestions are due by November 27th.






	Next Steps
	There was a brief discussion on the process for public comment portion of the meeting on December 11th.

Public Notice:  An Executive Summary using the matrix format without rankings will be developed and provided.  Options discussed for notification of the public hearing were newspaper advertisements; notice to providers, provider groups, and General Assistance Interested Parties e-mail distribution list.  

Guidelines:

· Recommend comments be submitted in writing prior to the December 11th meeting 
· Oral presentations be limited to  3 – 5 minutes
· Encourage feedback on report and additional recommendations

Decisions/Discussion

Following public input the Task Force will decide if an additional meeting is necessary or report can be finalized electronically through e-mail copied to all Task Force members with changes outlined in the e-mail.


	

OMS and Consultants will develop Executive Summary and methods for notification will be finalized. 

Nick will develop a timeline to share with the Task Force.









Next meeting is scheduled for December 11th, 1 – 5 p.m., Room 228 State House

	Public Input
	Helen Bailey – Disabilities Rights Center – terminology of the report should be cleaned up to reflect people first.

Julia Bell – Maine Disability Rights Council – also mentioned cleaning up the language to people first.  She also encouraged members to consider the lack of resources or services. (i.e. the waitlist)
	


Julia will provide a red lined version of the report outlining language requiring updating.
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