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SHORT-TERM:
There are a number of initiatives that could be implemented fairly quickly to achieve savings within State Fiscal Year 2012.  A handful of these recommendations build upon current initiatives and thus could possibly be implemented without the need to enact further legislation or promulgate additional rules.  

· Expand Emergency Department Initiative to more than the current 700 to 800 MaineCare members.  The current ED initiative has saved money for MaineCare by providing care management to members who unnecessarily use the ED for their health care services on a regular basis.  The project has been expanded to all of the hospitals in Maine, but is still limited to just between 700 and 800 members.  The project has been extremely successful and we believe that there should be an opportunity to build on this experience.  Capacity in OMS to support this initiative could be expanded through drawing down the 90/10 match for chronic care management in the ACA.  The expansion of capacity at OMS will ensure that hospital care managers will have additional back up and support they may need if they cannot fully absorb the management of additional members by themselves. Alternatively, these favorable matching funds may provide an opportunity to contract with hospitals to support an expansion of their own care management efforts internally.  

· Expand upon the success of the current Goold Health Systems medication therapy management initiative.  According to a report by Goold Health System’s, the medication therapy management program was able to save $1.4 million in the last quarter of state fiscal year 2011.  This program took a multipronged approach in targeting and reducing unnecessary utilization of of specific drugs.  Much of the savings came from working with and educating providers about managing and monitoring the usage of specific, costly drugs.  In addition, the program worked directly with MaineCare members to ensure correct adherence of high cost drugs.  There appears to be opportunity to further reduce cost and improve care by expanding Goold’s ability to work with more members taking high cost drugs.  Since the project is slated to produce more savings than had originally been booked in the budget, it appears that there is some room to expand the contract in order to augment Goold’s ability to save more money through this effort.     

· Work with Goold Health Systems to implement a process for reducing the usage of specialty drugs when appropriate and consistent with the medically needs of the MaineCare member.   More could be done to monitor and implement appropriate protocols for the usage of specialty drugs.  This could lead to significant savings given the expense of and growth in the use of specialty drugs.  This initiative could be woven into the Medication Therapy Management contract as well.  

· Establish a process for better monitoring of atypical antipsychotics: While the State has taken some initial steps to minimize inappropriate prescribing of Atypical Antipsychotics, more can be done avoid inappropriate and prolonged prescribing, reduce adverse effects and reduce costs in this spending category.

· Implement a review of all children under age 18, who have been taking an anti-psychotic medication for aggression for 6 months or longer.  Steps should be put into place to ensure continued use beyond 6 months is justified. Prior Authorization of the medication should be linked to appropriate monitoring.  Best practices indicate children who are prescribed atypical antipsychotics for aggression should be tapered off the drug(s) after 6 months, if the patient is doing well.  These practices are emphasized in the following documents which Dept. staff helped to create:  
· A Weighty Matter: Anti-psychotic Medications for Children and Youth - should be chosen carefully and used only as long as needed (Maine Clinical Information Service – Prescriber Education). 
· Basic Guidelines/standards for treatment of youth with antipsychotic medications (created as a result of LD 645 Workgroup convened to study the safety of children in MaineCare who are prescribed antipsychotic medication).

· Before prescribing anti-psychotic medication for children under age 18, prescribers must establish a baseline to support the process for monitoring the effectiveness and side effects of the medication over time.    

· Best practice guidelines developed by DHHS staff, based on evidenced-based best practices and consensus models should be used by the Dept. in developing PDL criteria and used by all prescribers.  Prior approval for the continued use of these drugs should be conditioned on a determination that such action meets best practice requirements, including evaluating the patient’s condition against the baseline. 

· Implement similar process of establishing a baseline and six month review process for monitoring usage of anti-psychotics for seniors with dementia in nursing facilities.   Anti-psychotics are often used for seniors with dementia in nursing facilities.  It would make sense to implement a similar monitoring process for seniors in nursing facilities.  Prescribers should carefully monitor dosage, side effects and length of time on the drug.  Prior Authorization should for prolonged use should be tied to appropriate monitoring for effectiveness and side effects There is a more extensive effort being led by CMS to reduce the usage of anti-psychotics for seniors in nursing facilities to educate providers, nursing facility staff and family members about alternatives to anti-psychotics.  This monitoring should augment that initiative.   

· In the mid-term, implement a peer review process for prescribing anti-psychotics to children.  Other states and projects have had success with peer Review and 2nd opinion consult initiatives aimed at improving prescribing habits of all prescribers and providing primary care providers with information regarding effectiveness and risks associated with antipsychotics and alternative treatments.  Models include: 

· Washington State: Partnership Access Line and Second Opinion Program resulted in very significant reductions in the utilization of antipsychotics among Medicaid children and children in foster care between 2007-2010 (see attached (over 8 % reduction in all Medicaid and 34% reduction in foster care)

· Maryland Medical Assistance implemented Peer Review Program in 10/2011 for children under age 5 and then for children under age 10 in July, 2011.  

· Maine: Child Psychiatry Access Project (Maine Med – Grant funded), modeled after Massachusetts Child Psychiatry Access Project

· Reduce ED usage, avoidable use of pain medication, and other expensive medical care by providing dental services to MaineCare members when it is determined to be cost effective.  A study of Emergency Department usage by MaineCare members showed that the top diagnostic reason for an emergency department visit among both MaineCare and uninsured young adults aged 15 through 24 and adults aged 25 through 44 was dental disease. (http://muskie.usm.maine.edu/Publications/PHHP/Maine-Emergency-Department-Use.pdf).  In order to reduce ED usage, the Department could target specific individuals who repeatedly use the ED or other less appropriate and expensive care to manage chronic dental problems.  By paying for alternative dental services that resolve the issue, cost could be saved and the patient’s health improved.  Current law permits the Department to provide dental care not otherwise covered when it is “cost-effective”, that it would avoid greater cost elsewhere in the system.   This initiative could be combined with the current hospital care management initiative to help link members to dental providers who can do an assessment of the need and provide a service if determined to be cost-effective.  This care management could be paid for with the 90/10 match provided through the ACA when appropriate.  

· Eliminate expenditures for readmissions to the hospital for the same condition within a certain time period.  Starting on January 1st, Medicare will stop paying for the cost of readmissions to the hospital for 30 days when someone returns to the hospital for the same condition.  Hospitals are preparing for the change in Medicare policy and MaineCare could align with this policy. It would make sense for MaineCare to align with Medicare.  It is our understanding that private payers are also aligning their policies with this new Medicare regulation. 

· Expand the number of hospital acquired conditions barred from reimbursement beyond those currently required by CMS. CMS requires that Medicaid and Medicare bar reimbursement for a handful of never-events in the hospital.  The list of these never events is very limited and could be expanded to include other hospital acquired conditions that should not be paid for if they are acquired during a hospital stay.  Maryland has implemented a project to reduce the number of hospital acquired conditions for all payers and has had success in reducing costs across the health care system.  See attached list from Maryland’s program.  

· Support the on-going work of the Department to link veterans on MaineCare to other health care programs for which they may be eligible.   The Office of Family Independence is working closely with the Veteran’s Administration to identify the other health care benefits which veterans on MaineCare may be able to access.  We applaud these efforts and wonder if there are ways that this group could support this effort.  There were no savings booked for this initiative in SFY 2012.  What will be the savings from this initiative this state fiscal year?



Mid-term and Long-term recommendations

· Implement of a broader care management strategy for MaineCare high cost users.  It is clear that a broader initiative to help coordinate care for the high cost members is needed.  Any initiative must take a comprehensive approach in order to improve health outcomes and bring down costs for high cost members.  

· Restore tobacco cessation services to the group of services covered by MaineCare.  While this cut may have saved money in the short run because MaineCare no longer has to pay for the cost of the service, we know that in the long run this will cause expenses for MaineCare members to increase dramatically as they start to deal with the diseases that are caused by tobacco usage.  It will not take too long for these costs to start to be incurred by Medicaid.  We know that Massachusetts actually saw a positive return on investment in just one year after expanding the tobacco cessation services that they provide to their Medicaid members.  In fact a recent study by George Washington University that was cited in the materials we received from both the Maine Medical Association and the American Cancer Society found that Massachusetts received a net gain savings of $2.21 for every dollar that they invested into their tobacco cessation program.  If we are committed to controlling costs in the Medicaid program, we must restore tobacco cessation services and encourage the usage of this service among members.  

· Implement a palliative care program for MaineCare members with serious illness.  It is worth looking at how Maine could implement a palliative care program that would provide an interdisciplinary approach to improve the quality of life for members with serious illness and at the same time bring down costs by keeping them out of the hospital or needing more expensive care.  This program could build upon the patient-centered medical home and health homes but could be done in a more targeted way to reach members with serious illness.  New York has had success with the implementation of a palliative care program, achieving savings of approximately $6900 in hospital costs for each patient enrolled in the program.  (http://content.healthaffairs.org/content/30/3/454.full.pdf+html)  Starting this program prior to the implementation of the Accountable Communities Initiative will help ensure that a broader program is up and running when the AC initiative is in place.  

· Waive copayments for drugs and other services for those with chronic disease or with disabilities to improve adherence in effort to reduce complications or relapse resulting from non-adherence, ER visits and hospital admissions.  Research shows copayments make it harder for low-income patients to access medical care or fill prescriptions and while pharmacists are required to fill prescriptions regardless, patients don’t necessarily understand their rights and will go without. The state employees plan had success with waiving co-pays for people with diabetes who participated in a health counseling and education program targeted for diabetics.  The project was a huge success in helping many of the participants to get their diabetes under control.  The project allowed for one-on-one phone meetings between health counselors and the state employees rather than requiring the participants to drive to group meetings at a local health care facility.  Participation in the program grew dramatically when people were offered this option and were told that their co-pays would be waived when they participated in the program.  This initiative could start with waiving co-pays for people with specific chronic conditions such as diabetes and heart disease and potentially be linked to an education program. 
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