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B hospitals, or to fully capitated health plans. It would only apply
to clients in the fee-for-service system.

In discussion with stakeholders, the following issues were raised:

1) Clients in different parts of the state or in different delivery
systems would have differential or unequal benefit.

2) Persons with chronic illness who are in and out of the hospital
would be affected.

3) Hospitals would still provide care but cost shift to other payers.

Suggestion of an alternate idea surfaced in the stakeholder meeting
that would modify the DRG outlier formula for paying DRG
hospitals with 50 beds or more for exceptional cases in order to
realize the savings needed to operate within our budget without
implementing the complex initiative of tracking bed days. OMAP
Is currently exploring this idea.

Pharmacy: One of the reductions in the Governor’s Recommended
Budget that was not backfilled was over-the-counter drugs.
Stakeholders were presented in discussions with three guiding
principles:

e Coverage for a drug should not be eliminated if there was no
clinical alternative and the elimination of that drug would likely
result in deteriorating health, increasing the need for future
services.

e Drugs should be retained if they are less expensive and are a
clinically effective alternative to legend drugs.

e Over-the-counter drugs should be retained if there is strong
evidence that they promote health or otherwise contribute to the
prevention of future adverse health conditions.

OMAP wants to ensure that the proposal would be implemented in
a way that ensures clients receive medications for covered
conditions, and that takes particular note of drugs that might be
utilized by clients with co-morbid conditions.



Some ideas that surfaced in stakeholder meetings:

» Eliminate over-the-counter and legend vitamin products, except
prenatal vitamins, fluoride for children, vitamins B6, 12 and D,
calcium, iron, potassium and phosphate.

e Eliminate over-the-counter and legend hemorrhoid therapy
drugs and over-the-counter and legend topical steroids.

Rick Wopat asked Lynn Read to explain the statement in House Bill 3108
that gives OMAP the authority to alter the benefit package and what the
limitations are around that authority?

Lynn Read responded the limitations are broader than some would like but
also limited. OMAP can implement the administrative rules to allow them
to live within the budget for this budget period. OMAP has focused on
doing that in the four reduction areas discussed.

Last legislative session, House Bill 2511 placed constraints in terms of
changing the benefit package and even on the Emergency Board’s ability to
make changes during the interim period. House Bill 3108, this session, gave
OMAP the flexibility to implement reductions that were not funded in the
Legislatively Adopted Budget.

Elizabeth Byers thanked Lynn Read for her outstanding work on the Oregon
Health Plan. She then asked whether state employee health coverage
includes vision, dental, hospital and pharmacy services.

Lynn Read responded that state employees do have those benefits, but with
some limitations and cost sharing requirements. She also noted that her
ability to address cost sharing requirements is greater because of her income
as a state employee than it would for OHP clients.

Tina Kotek asked if the department is prepared to take action to expedite the
waiver request on premiums.

Lynn Read responded DHS has been engaged in ongoing conversations with
CMS but that OMAP can’t implement prior to receiving CMS approval.
This waiver request is not as controversial as some others, but federal
approval is not imminent.



Tina Kotek added that the Committee would appreciate anything OMAP can
do to help that along.

Tina Kotek asked if any of the other reductions for DHS, other than the $15
million, required a waiver amendment.

Lynn Read responded of the larger $185 million not funded in the
Legislatively Adopted Budget, a number of those reductions can be
implemented without a waiver amendment. Graduate medical education
reimbursement would not require a waiver amendment, nor would the $131
million related to the DRG hospital component of FCHP capitation rates.
The $12 million associated with not providing cost-of-living increases for
fee-for-service providers is another example that would not require CMS
approval.

Tina Kotek requested that the Committee see a copy of the updated list
reflecting the reductions and asked Lynn Read to give a broad breakdown of
the $15 million reduction.

Lynn Read indicated the following proposed benefit reductions are shown in
Total Funds:

e  Hospital - $2.4 million

e  Pharmacy - $2 million

e  Vision - $6.6 million

e  Dental - $4.4 million

Tina Kotek asked if the administrative cost was included when DHS
calculated the savings.

Lynn Read responded there is a consideration of additional costs from
administration of any particular item. In some cases, staff will absorb the
workload. DHS has a computer system to handle to 18-day hospital limits in
place already, as there was a limit on hospital days prior to the
implementation of the OHP. System modifications will probably be minimal
to re-establishing it.



Rick Wopat inquired about the size of the impact in terms of money for the
GME reduction and how many people would be affected with the vision,
hospital and pharmacy benefit reductions.

Lynn Read said that graduate medical education (GME), at $9.3 million
Total Funds, was identified as a reduction in the Governor’s proposed
budget, and probably 85% of those payments would have gone to OHSU.

The reductions in dental and vision benefits apply to all OHP Plus adults,
those adults over 21 years of age, and could impact 123,000 individuals.
Lynn Read did not have numbers of how many were in dental users.

The reduction in over-the-counter drugs applies to the entire Oregon Health
Plan (OHP) population, including Medicare beneficiaries. Over-the-counter
drugs are also not a part of the new Medicare drug benefit which will be
implemented in January 2006.

Lynn Read did not have specific numbers on the number of people impacted
by the hospital-day limitation reduction. Clients enrolled in managed care
would not be affected, and of the remaining 100,000 in fee-for-service, some
are receiving care from Type A & B hospitals that would not be impacted.
Lynn believes that probably 80% are receiving care from the larger hospitals
that would be impacted. The 18-day limit would apply to persons, who have
during the course of a year, used more than 18 days, and then have a hospital
admission.

Rick Wopat requested that actual numbers used in pricing be provided to the
Committee. Lynn Read said she would try to provide that. {Sue — please
remind Lynn that she should provide this if possible, or explain that it’s not
possible and let the MAC know what information on pricing these options is
available. Thanks.}

Elizabeth Byers inquired about the deadline for submitting the benefit
reductions amendment to CMS.

Lynn Read said, in order to meet the 60-day deadline imposed by the
Legislature, the waiver amendment must be submitted to CMS by October
28. DHS hopes today’s public hearing will provide input in terms of
developing the waiver amendment request.



Elizabeth Byers asked why the department focused on cuts for the fee-for-
service population.

Lynn Read responded that a number of reductions and efficiencies have
already been realized in the managed care delivery system. A reduction in
capitation rates to fully-capitated health plans, scheduled for January, reflect
some of the efficiencies that have occurred in that system and their ability to
coordinate and appropriately deliver health care. There has not been a
comparable impact in the fee-for-service system.

Elizabeth Byers asked if a person enters the hospital, and for some reason it
takes longer than 18 days for their care, who is responsible for the rest of the
payment.

Lynn Read answered that the whole stay would be covered regardless of the
days.

Dick Stenson asked if managed care was available in all communities.

Lynn Read said managed care is not available statewide, but that DHS is
working to expand managed care availability into geographic areas that
either do not have a managed care plan or don’t have the capacity to serve
everyone in that community. In communities where there is adequate
managed care, some people are not enrolled as the plan may not be
appropriate for their care for one reason or another.

The MAC then began hearing public testimony.
Testimony from Eli Jenny:

Eli Jenny voiced her concerns about how the dental and vision reductions
would impact those who have absolutely no money to pay for glasses or
dental care. She believes that it’s penny-wise and pound-foolish logic.
People, who have dental issues, will go to the emergency department, in
turn, costing the state a lot of money. Those with vision issues that have not
been corrected may be involved in auto accidents, trying to travel to the
store for food or prescription drugs. Eli stressed that she did not believe it is
logical or humane to punish the most vulnerable and take away what used to
be a given so that they have to fight to receive benefits or services.



Elimination of over-the-counter drugs and the fee-for-service issues around
hospitals would be the next priority. The Committee would prioritize
graduate medical education and CPI increases for physicians as high-priority
Issues. Discussion needs to happen soon on alternatives for cutting the two
top priorities.

Lynn Read added providers are to receive a CPI increase in October of this
year, and an increase in October 2006. The current plan is not to have an
increase for the two-year period.

Allison Knight indicated that graduate medical education is included in the
January 2006 capitation rates as well, and we would have to have a
recalculation of those rates. Contracts would need to be changed for a July
2006 implementation.

Carole Romm felt comfortable with the reductions in over-the-counter
drugs, using the criteria, with what is being cut. She suggested that the
Committee find out how much money would be saved with the alternatives
proposed by the dental community.

Lynn Read responded that the department would be talking with the dental
community about the dental reductions alternatives.

Tina Kotek asked about limitation of services versus elimination of dental
services?

Lynn Read said the dental care organizations are suggesting probably a
combination. DHS would have to evaluate whether a limitation of each
service would require CMS approval or whether it could be implemented by
administrative rule. The department will have dialogue with the dental
community. The dental proposal recommended alternatives to replace other
cuts.

Cedric Hayden recommended that adult dental not be completely eliminated.
Deborah Cateora, from OMAP, has been working with the dental care
organizations to reach the $1.7 million General Fund reduction in dental.

Elizabeth Byers expressed concern that people who are on Social Security,

due to a vision issue, would not receive care for their disability and that this
would deteriorate their quality of life.
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Allison Knight indicated even though vision exams and glasses would not be
covered, the department looked at Medicare’s coverage policy, and if there
Is @ medical condition to justify coverage, exams and glasses would be
covered.

Rick Wopat suggested challenging the optometrists and ophthalmologists to
provide care for those who have lost coverage as other health care providers
have done, e.g., free clinics, medication-assistance programs.

Tina Kotek shared concern that she was uncomfortable eliminating vision
completely for the OHP Plus population and reluctant to say we’ll figure
how the private sector will pick this up. She believes it would set a bad
precedent.

Bruce Bishop, representing the Hospital Association, said that he didn’t
believe that advocacy for the restoration of the vision benefit would go very
far because the legislature made a clear-cut decision for the reduction in
House Bill 5576. Lynn Read agreed with that assessment.

Elizabeth Byers asked if the vision exam could be a medical exam. Then the
person would have a prescription to purchase the glasses.

Rick Wopat expressed concern that eliminating over-the-counter drugs
would drive patients, seeking aspirin, to the more expensive prescription
medication.

Carole Romm was uncomfortable with three areas of the benefit reduction
proposals having to do with providers.

e CPl increase — physicians haven’t had an increase for 8 years

e 18-day hospital limitation

e  Graduate medical education

People speaking on behalf of the hospitals were angry about how the process
had taken place. Ms. Romm stressed that more work needs to be done
before these reductions are proposed to CMS.

Allison Knight indicated that there was a desire with the stakeholders and

DHS to look at other alternatives. DHS would still have to seek advice from
the Department of Justice as well as far as being able to substitute those
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actions that were specified in the budget. DHS will continue to work with
the stakeholders to craft something.

Lynn Read thought it was unlikely that that process would generate the
benefit reduction that we have to submit to CMS within the 60 days, but
there may be something else that would not require CMS approval. The
base DRG would require CMS involvement but does not fall under House
Bill 3108’s 60-day waiver submittal timeline.

Rick Wopat indicated that DHS hasn’t really explored the fairness, the
equity issue, of spreading the reductions across the broader population and
just focusing on the fee-for-service population.

Lynn Read responded the fee-for-service reductions apply to the hospital 18-
day annual limitation but not to dental vision or over-the-counter drugs.
There is a trade-off because managed care plans can actually manage the
benefit whereas the state is prohibited by law from doing that.

Rick Wopat asked if there are any other Type A DRG hospitals impacted by
the 18-day hospital limit reduction besides those in Lincoln and Jackson
counties.

Lynn Read responded there are a lot of people who are not in managed care
and have high medical needs that would be going to Oregon Health Sciences
University (OHSU) either by virtue of where they live or that they’re being
transferred in for that tertiary care. Approximately 25% of OHP clients are
fee-for-service. Many are also Medicare clients who would not be impacted
by this reduction. Baker County does not have managed care but its hospital
Is not a DRG hospital.

Rick Wopat expressed concern about the legality of the 18-day hospital
limitation because the reduction differentiates, not based on where the client
lives or what his disease is, but whether or not he is in managed care or not
in managed care.

Dick Stenson recommended that the department not go forward with the

waiver, but to bring the providers and advocates back to the table and ask
them, what’s a better idea?
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Lynn Read stated the department is required to submit the $15 million
reduction package to CMS. They feel compelled because they’re not sure
where else they will find the savings. The department could leave the 18-
day hospital limit off the list completely and go back to their partners and
say “Help us.”

Bob DiPrete asked what the consequences are of not asking for a waiver
from CMS on the 18-day hospital limitation if the department is unable to
develop an alternative way of saving those dollars identified by the
Emergency Board. What position would that put DHS in?

Lynn Read responded that it would mean the Department had a budget that
was out of balance. The department would have to come back to the
Emergency Board and report they are out of balance by whatever the amount
was in the General Fund. The budget is currently extremely tight with no
surplus. Additional management actions would have to be taken. From the
discussion at the hearing today, it is the intent that DHS will identify those
working with the hospitals to get something in place that will be an effective
management action up front.

Bob DiPrete was asked to summarize the Committee’s recommendations on
the benefit reductions proposals discussed at today’s meeting and send a
draft letter to the Committee for review and approval.

Meeting adjourned.
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MEDICAID ADVISORY COMMITTEE
July 19, 2005
Minutes

Present:  Bruce Bliatout, Michael Garland, Tina Kotek, Carole Romm, Jim Russell, Carmen Urbina
Absent: Elizabeth Byers, Donna Crawford, Rosemari Davis, Kelley Kaiser, Yves Lefranc, MD, Dick Stenson,
Rick Wopat, MD

OHPR: Bruce Goldberg, MD, Bob DiPrete, Darren Coffman, Gretchen Morley
OMAP: Lynn Read, Mary Reitan, Candy Broucek

TOPIC DISCUSSION ACTION
Introductions and Bob DiPrete opened the meeting in the absence of chair, Kelley Information item
Welcome Kaiser. Jim Russell and Carmen Urbina were introduced as new

Approval of minutes

Committee members.

Objectives of Meeting

Bob DiPrete reviewed agenda items to be discussed at this meeting.

Information item

State and Federal
Medicaid Advisory
Committee
Requirements

Copies of the Federal requirements (21,011.12, 42 CFR 431.12) and
the State Oregon Revised Statutes (Chapter 414.211-227) were given
to members to help them become more familiar with the purpose of
the Committee.

Information item

Advisory
Boards/Roles

Health Policy Commission
Gretchen Morley, Executive Director, of the Health Policy

Information item




Advisory
Boards/Roles

Commission (HPC), explained that the Commission was created as
the result of passage of a bill in the 2003 legislative session. The
HPC replaced the Health Policy Council, and consists of 10
members, appointed by the Governor, representing a broad spectrum
of perspectives on health and 4 non-voting legislative members:

. Rep. Billy Dalto

. Rep. Mitch Greenlick
. Sen. Ben Westlund

. Sen. Richard Devlin

Members serve three-year terms. The legislative mandate for the
Commission is to focus on health care costs and access to care.
Work groups were formed to concentrate on:

. Quality/transparency issues working on hospital measures.

. Delivery Systems model. The work group has been working
with local counties across the state to develop a model to
Improve access to health care. This group has also been
working with Susan Allan, the new Public Health
Administrator, on the public health effort to create goals for
the state in health care delivery.

. Costs

The Commission is working to pull group efforts together to build an
agenda of short and long-term goals between the state and local
communities prior to the next legislative session.

Information item




Advisory
Boards/Roles

Health Services Commission

Darren Coffman, Executive Director for the Health Services
Commission (HSC), presented a brief history of the Commission.
The HSC was created in 1989 resulting from the passage of Senate
Bill 27 with the charge to prioritize health services for the Oregon
Health Plan (OHP) from the most important to the least important.
The Commission consists of 11 volunteer members, including 5
physicians, a public health nurse and a doctor of Osteopathy.
Members serve 4-year terms. Eric Walsh, MD, from Oregon Health
Sciences University, chairs the HSC.

The first Prioritized List of Health Services was created in February
1994. The Oregon Health Plan Demonstration received final approval
from the Health Care Financing Administration on March 19, 1993.

47 public meetings were held around the state to solicit public values
on what services should be valued high and low on the list. For
example, the public valued preventive health services, maternity and
early intervention as high and infertility as less important.

The Prioritized List consists of 730 line items. The HSC ranks health
services and then submits the Prioritized List to an actuary for
pricing. The Prioritized List and its pricing are then presented to the
legislature for decisions on funding level.

Every two years the Prioritized List of Health Services is reviewed by
the Health Services Commission (HSC) for changes in service
rankings or pricing. Centers for Medicare and Medicaid Services

Information item




Advisory
Boards/Roles

(CMS) must approve changes to the funding level. CMS has not
accepted all legislatively approved changes to the funding level.
When a 30-line reduction was requested in 2003, CMS only
approved a 3-line reduction at Line 546.

The Commission is now focusing on the makeup of line items, using
the latest evidence-based research to update which services are more
effective or less effective than others.

Governor Kitzhaber asked the Commission to develop a second
prioritized list with a reduced benefit package for the OHP expansion
eligible population or “non-categoricals”. The Commission and the
Health Council held community public forums to define what
optional services were more important and to propose cost sharing.
The reduced benefit package, OHP Standard, was created by
overlaying the more detailed prioritized list of CT pairs with
prioritized general categories of services.

The Waiver Application Steering Committee was formed to help
design the OHP Standard program. The Committee used the benefit
priorities of the Commission with different cost sharing models to
develop the OHP Standard benefit package.

Rick Wopat, MD, at the last HSC meeting, proposed a new way to
look at OHP benefits, focusing on prevention and disease
management which may help to expand coverage. The Commission
has assigned a work group to look at this concept.

Michael Garland extended thanks to Darren Coffman for his

Information item




Advisory
Boards/Roles

dedication and commitment with the Commission.

Health Services Commission’s recommendations on the prioritized
list are submitted for approval to the Governor and legislature every
two years.

Upon approval from the Centers for Medicare and Medicaid
Services, the Department of Human Services (DHS) will implement
the benefit package.

Lynn Read indicated that the Office of Medical Assistance Programs
(OMAP) evaluates what is the equivalent of where the line on the
prioritized list is drawn in order to build their budget request package
for the Governor’s Recommended Budget.

Bob DiPrete also expressed his appreciation for the work of the
Health Services Commission (HSC). The HSC started out with no
blueprint for how to rank services in order to build the prioritized list,
and were under intense scrutiny from the federal government,
legislature, advocates, and stakeholders. The Commission also
showed that it is possible to integrate mental health and chemical
dependency services with physical health services, and with dental
services.

Information item




Other Committees

Health Resources Commission (HRC) — encourages the appropriate
use of medical technology by informing and influencing health care
decision makers through its analysis and dissemination of
information concerning the effectiveness and cost of medical
technologies and their impact on the health and health care of
Oregonians.

Safety Net Advisory Council

Oregon Health Plan Contractors

Task Force on Racial/Ethnic Disparities was disbanded two years
ago. The Medicaid Advisory Committee (MAC) will be looking at
Issues relating to health disparities across racial and ethnic
communities.

Carmen Urbina requested that an organizational chart of how the
committees/groups connect with one another be sent to members.

Tina Kotek requested a copy of the final report from the
Racial/Ethnic Task Force be sent to Committee members.

An organization
chart of how the
committees/
groups connect
with one another
be provided to
members.

A copy of the
final report from
the Racial/Ethnic
Task Force will
be provided to
Committee
members.

An Overview of
Medicaid in Oregon

Lynn Read presented an overview on the 2005 Ways and Means
Budget Presentation. Two-thirds of the budget for the Department of
Human Services (DHS) funds Medicaid programs:

Seniors and People with Disabilities (SPD) — determines eligibility
for Medicaid seniors and people with disabilities and administers the
long-term care program (nursing facilities; assisted living, foster
homes).

Information item




An Overview of
Medicaid in Oregon

Children, Adults and Families (CAF)- determines Medicaid
eligibility for children, families, expansion Oregon Health Plan
adults, Temporary Assistance for Needy Families (TANF), and also
determines eligibility and administers programs child welfare, food
stamps and targeted case management services.

Health Services (HS) -
. Public Health — Susan Allan, new administrator
Family planning expansion for clients with
incomes under 185% of federal poverty (more
than 100,000 clients)
. Mental Health and Addiction Services — behavioral health and
mental health institutions
. Office of Medical Assistance Programs — acute medicine
component of the Oregon Health Plan
Serves as focal point for Centers for Medicare and
Medicaid Services (CMS)

Lynn Read explained she is serving as Interim State Medicaid
Director while DHS is in transition, currently waiting for a new
Director to be appointed.

OMAP administers:

. OHP Medicaid

. OHP Children’s Health Insurance Program (CHIP)

. non OHP Medicaid programs that receive Medicaid dollars but
are not part of the OHP

Information item




An Overview of
Medicaid in Oregon

Prior to implementation of the OHP, the Office of Medical
Assistance Programs operated a traditional Medicaid program under
Title XIX of the Social Security Act. Federal regulations mandate
coverage for certain categories of clients and some services.
Medicaid coverage must be statewide with freedom of choice for
clients to choose providers with no discrimination for coverage and
payments to guarantee clients access to care.

Oregon applied for the OHP Demonstration Waiver and received
approval from CMS in March 1993. The OHP has been constantly
evolving since implementation in February1994. Currently, for every
dollar Oregon spends on Medicaid, about 62 cents is from federal
funds.

The Family Health Insurance Assistance Program (FHIAP) now also
receives federal match under the OHP.

Lynn Read explained the achievements since implementation of the
OHP to Committee members in their 2005 Ways and Means
Presentation handout.

Populations covered under the OHP include:

. Pregnant women with incomes below 185% federal poverty

. Children under age 19 years with incomes below 185% federal
poverty

. Foster children with incomes below 49% federal poverty

. Temporary Assistance to Needy Families (TANF) with
incomes below 49% federal poverty

Information item




An Overview of
Medicaid in Oregon

. Aged/blind/disabled — must cover to Supplemental Security
Income (SSI) levels. Oregon covers up to 300% of SSI (about
225% of federal poverty. Many in this population are dual
eligibles (Medicare/Medicaid), and their drug benefit will
change in January 2006, with implementation of the Medicare
Modernization Act - Part D.

Ballot Measure 30 removed General Funds and closed enroliment in
July 2004 at 55,000 enrollees in the OHP Standard expansion
population. Provider taxes from managed care plans and hospitals
now support about 29,000 clients. OHP Standard caseload will need
to attrition down to approximately 24,000 in order for funding to be
sustainable through the rest of the biennium.

Family Health Insurance Assistance Program (FHIAP) provides a
subsidy for about 15,000 Oregonians with incomes under 185% of
federal poverty in both group and individual coverage. The state
had to agree to a Maintenance of Effort (MOE) with CMS to spend
$8 million a year for 5 years to operate the FHIAP program. The
legislature is currently considering moving some of the MOE dollars
to the public Oregon Health Plan and will need CMS agreement in
order to move the money.

The General Assistance program will again be eliminated during this
legislative session.

DHS also provides coverage for non-OHP groups:
. Breast and cervical cancer — about 200 clients with incomes
below 250% of federal poverty

Information item




An Overview of
Medicaid in Oregon

. Medicare Part B premiums for approximately 70,000 clients
20,000 — premiums and for some, deductibles and co-
insurance
50,000 - full wrap-around coverage

. Prescription drug coverage is provided for HIV and transplant
clients who were participating in the Medically Needy program
when it ended on January 31, 2003.

Lynn Read described benefits covered in the 2004 benefit package
for both the OHP Plus and OHP Standard population. The following
benefits are limited for OHP Standard:

. Dental — limited to emergency only

. Hospital care — limited benefit

. Vision — eye disease treatment only

. Home health — no coverage

. Medical equipment and supplies — limited benefit

. Medical transportation — emergency only

The Citizen/Alien-Waived Emergency Medical program (CAWEM)
provides a limited benefit (emergent care/delivery) for clients who
qualify otherwise for medical assistance except for citizenship. The
biennial budget of $30-$40 million per year is spent mostly on
delivery. Prenatal care is not covered. The child will qualify as a
citizen when born.

Lynn Read explained the OHP managed care delivery system:

Information item
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An Overview of
Medicaid in Oregon

Fully Capitated Health Plans (FCHPs) — 13 managed care plans
provide physical health and chemical dependency services for 74% of
OHP clients.

Physician Care Organization (PCO) — Kaiser is the only PCO
providing physical medicine services, but not inpatient hospital.

Primary Care Manager (PCM) — serve areas where there is no FCHP
and provide primary care, monitor continuity of care, initiate referrals
for consultations and specialist care.

Dental Care Organizations (DCOs) — provide a dental benefit for
approximately 90% of OHP clients.

Mental Health Organizations (MHOs) provide a full range of mental
health benefits to approximately 88% of OHP enrollees.

Lynn Read indicated that OMAP is responsible for a DHS
performance measure: The reduction of health disparities as
measured by the proportion of OHP clients who receive primary
health care services annually broken out by racial/ethnic
categories. OMAP is working with community groups and managed
care plans to target racial/ethnic health disparities, particularly in the
areas of diabetes and asthma.

The significant project for this year will be enrolling 50,000
Medicaid/OHP dual eligible clients into Medicare Part D for the
January 1, 2006, prescription drug benefit.

Information item
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An Overview of
Medicaid in Oregon

The contract for the new Medicaid Management Information System
(MMIS) has been awarded to EDS.

President Bush has proposed National Medicaid Reform with a
savings of $10 billion from states over the next 5 years. A new
federal Medicaid Commission has been formed to study
recommendations. Nancy Atkins, chair of the State Medicaid
Directors, serves as a member and will be a voice for the states.

Department of Human Services’ budget has not yet passed through
the legislature. An unknown is what will happen to adult dental?
Lynn Read views the Medicaid Advisory Committee as a valuable
forum to solicit public input and present a diverse range of views.

Bruce Bliatout inquired how many of the Committee’s
recommendations have actually been incorporated. Lynn Read
responded the elimination of premiums for OHP Standard clients
with incomes below 10% of federal poverty was moved forward to
the November Emergency Board who deferred action. Senate Bill
782 is now being heard which would eliminate premiums for those
with incomes below 10% of federal poverty. If Senate Bill 782
passes, the loss of premium revenue will mean fewer OHP Standard
clients can be served (approximately 300).

Bruce Bliatout reminded members that funding for interpretation
services was not considered due to other priorities. Lynn Read
explained it was due to the high cost of services competing with other
priorities.

Information item
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Principles and Social
Values

Michael Garland suggested the Committee should again solicit
community input around what Oregonians value in health care and
the relative strength of those values. Well-designed questions will
need to be put forth on what the public values most and less in health
care. The best thinking on shaping policy to reflect public values
must be done deliberately and with intent.

Michael Garland gave a brief overview of the 2004 Health Values
Survey, a random sample survey of quantitative data. Community
meetings served as the focus group method. A qualitative research
group surveyed the groups.

Public meetings on health care have received a lot of participation,
because Oregonians have come to believe that what they say will be
reflected in the programs that serve them.

Information item

OHP Context and
Long Range Issues

Bruce Goldberg noted the need for exploring the effects of recent
changes and long-range issues around the OHP for the OHP Waiver
Demonstration renewal request that Oregon will submit in October
2006.

Planning for amending the waiver renewal will begin in the fall of
2005 on how the waiver should be changed, reflecting experience
with the OHP.

Tina Kotek asked which waiver. Lynn Read responded the waivers
granted to operate the OHP Demonstration, implemented in 1994,
commonly referred to as the Waiver.

Information item
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OHP Context and
Long Range Issues

Michael Garland recommended the use of community focus groups
to revisit defining the core services of the OHP.

Bruce Goldberg said we need ask how can we make this happen
given the realities we face around:

. Benefits

. People

. Finances

. Reality of state finances

. Reality of how far CMS will allow us to amend the waiver.

Benefits will be revisited but a long hard look will have to be taken at
what would produce the best value and the best health for
Oregonians. When the OHP was first implemented, medical benefits
were viewed as holistic (medical, dental, vision, mental health).
Given funding realities since, some benefits have been taken out.

Eligibility: What is the best investment in looking at eligibility:
chronically ill or chronically poor? The federal government bases
priority for eligibility on poverty. A full benefit is now given to a
healthy person, eligible due to poverty, yet someone with income
above 100% of federal poverty, having chronic mental health
problems, is not eligible to receive assistance.

Providers, payments and access: Currently fee-for-service providers
are being paid at pre-OHP reimbursement levels. Access to care is
being lost as providers are dropping out of the program. Is it more
advantageous to provide higher reimbursement to providers and serve

Information item
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OHP Context and
Long Range Issues

less people or make further reductions in benefits? What are the best
ways to deliver care to gain the best value for the people we serve
with available resources? Whatever decisions are made to Medicaid
and the OHP will ultimately affect the larger state health care system.

Jim Russell inquired what the Medicaid Advisory Committee’s
relationship to the waiver application process would be. Bruce
Goldberg responded that the Committee would weigh in and provide
input on ideas generated within OMAP, Office for Oregon Health
Policy and Research, and the Governor’s Office over the next year.
The Committee will be able to seek public input and provide
comment,

Michael Garland suggested the Medicaid Advisory Committee,
Health Policy Commission, and Health Services Commission
maintain a checklist of values/principles to make sure something has
not been missed.

Jim Russell asked if the Committee would be genuinely involved in
the process. Bruce Goldberg expressed hope of the Committee’s
genuine involvement to provide constructive input and comment. All
stakeholders will need to move forward in a collaborative way.

Lynn Read indicated DHS would move forward crafting policy
packages during the summer of 2006, which could include
recommendations from the Committee, to be included in DHS’
Agency Request Budget in September 2006. The Agency Request
Budget will then be modified and incorporated in the Governor’s
Recommended Budget.

Information item
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Agenda for Next
Meeting

Values and principles

Performance monitoring

Input gathering and recommendations
Assistance to OMAP in operation of OHP
Draft of MAC accomplishments

Bob DiPrete will send Committee members a draft agenda for the
next meeting on the framework of the Committee and how will the
Committee implement tasks/recommendations.

Information item

Oregon Membership
and Leadership

Bruce Goldberg announced that Committee membership has just
about been completed. A few new members still need to be
appointed. Michael Garland and Bruce Bliatout have agreed to stay
on as emeritus non-voting consultants. He said that Kelley Kaiser
and Rick Wopat will be leaving the Committee and asked members
who would be interested in volunteering as co-chair to talk to him.

Carmen Urbina stressed that it is extremely important for Committee
members to attend all meetings during the next one and one-half
years.

Information item

Next Meeting

The next Committee meeting will be held on Thursday, September 8,
2005, from 8:30 am to 11:00 am, in Hearing Room 50, State Capitol,
900 Court Street, NE. There will not be a meeting in August.

Meeting was adjourned.

The next
Committee
meeting will be
held on
September 8.
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MEDICAID ADVISORY COMMITTEE

May 9, 2005

Present: Michael Garland, Kelley Kaiser, Tina Kotek, Yves Lefranc, MD, Carole Romm, Rick Wopat, MD

Absent: Bruce Bliatout, Elizabeth Byers, Donna Crawford, Rosemari Davis

OHPR: Bruce Goldberg, MD, Bob DiPrete, Gretchen Morley, Jeanine Smith, MD

OMAP: Barney Speight, Mary Reitan

Other: Diane Lund, Oregon Health Forum

TOPIC

DISCUSSION

ACTION

Opening Remarks

Kelley Kaiser called the meeting to order. The focus of the meeting
IS to prioritize budget reductions.

Information item

Context

Bruce Goldberg pointed out to Committee members that currently
there are three separate legislative budgets:

. Governor’s Recommended Budget
. Senate Co-Chairs Budget
. House Co-Chairs Budget

Dr. Goldberg asked Committee members to prioritize the 11
investments not made in the Governor’s Recommended Budget

Information item




Context

(GRB) for 2005-07. This would provide an opportunity for the
Committee to share their recommendations for budget items to be
restored if additional funding becomes available.

OHP Budget Summary

Barney Speight explained to Committee members that at this time the
revenue forecast is unknown. He presented data on how the OHP
population, both Plus and Standard, enrollment has changed over the
last three sessions:

2001-2003 2003-2005 2005-2007
OHP Plus
310,000 340,000 357,000
OHP Standard
99,000 43,000 24,000
Priorities:

The Committee discussed the set of priorities they would recommend
for restoring the Oregon Health Plan (OHP) budget items in the
2005-07 biennial budget if additional funding becomes available.
The priorities were guided by the following considerations:

1. Reductions in payment to fee-for-service providers threaten the
delivery of health care to all rural Oregonians. In areas where
there is no managed care, fee-for-service providers are the only
health care delivery system. Access to care is limited in that
system due to the current reimbursement policy.

Information item




OHP Budget Summary

2. Access to care is of paramount importance. When the
patient/provider connection is made, then avenues are open for
the delivery of needed care. Without this connection, even the
most basic, effective care is often not provided.

3. Investments in capacity for delivering care are critical in the
longer run. When the training of providers is compromised,
the effectiveness of health care is degraded for decades.

The Committee prioritized the 11 categories of investments not made
in the Governor’s Recommended Budget for 2005-07 and
recommends the following:

First: Savings can be achieved without impairing access to care and
the Committee concurs with the Governor and Legislature that the
following two items should be part of the final budget:

. $2.0 million reduction in non-emergent transportation. Large
cities have transportation brokerages, and part of the savings
will be achieved through better use of the brokerages. Clients
will be encouraged to use public transport.

. $4.0 million savings from fee-for-service management actions:
Adding diseases to the Disease Management Program
Prepayment review of emergency room claims

Prior authorization for certain high-cost procedures, i.e.,
MRI, CT scans

Utilization review of hospital claims

Information item




OHP Budget Summary

In addition, Management of fee-for-service drugs.
Unfortunately, the Legislature will not use this budget item,
which would produce a $5 million savings from the effective
management of fee-for-service prescription drugs, as a
management action.

Second: The Committee recommends the following categories be
given highest priority for “buy back” if additional revenue becomes
available to prevent reducing access to medically necessary care for
clients.

$6.7 million in CPI increases for fee-for-service payments.
This will prevent worsening access problems for clients and
includes across-the-board increases for all providers.

$4.7 million to restore graduate medical education (GME)
payments to help support teaching programs for health
professionals. Five Oregon hospitals would receive GME
payments:

Oregon Health Sciences University

Legacy

Emanuel

Providence

Merle West

$1.1 million to lift the limit on fee-for-service inpatient

hospital days.

Information item




OHP Budget Summary

The Governor’s Recommended Budget proposes a limit of 18
days.

. $0.5 million to lift the limit on fee-for-service prescriptions
. $0.4 million to cover fee-for-service over-the-counter drugs

Third: The Committee recommends the next two items be
given medium priority for “buy-back” if additional revenue
becomes available. Reductions in vision and dental would
adversely impact the general health of clients.

. $12.2 million to restore adult dental services for OHP Plus
clients. The Governor’s Recommended Budget would continue to
cover the full dental benefit for pregnant woman and children.

. $2.1 million to restore adult vision services for OHP Plus
clients

Finally: The Committee recommends restoring the $17.3
million in the hospital capitation rate as their lowest priority.
The Committee strongly recommends against any additional
cuts in this budget item.

The Committee believes the above recommendations are a reasonable
approach to setting priorities for restoring Oregon Health Plan
services and payments if additional funding becomes available. The
Committee also fully supports the restoration of the $.10 per pack tax
on cigarettes to restore health services for vulnerable Oregonians.

Information item
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The Committee has struggled with the difficult trade-offs in other
programs in their discussions in developing recommended priorities.

Rick Wopat inquired about the reductions in the Governor’s
Recommended Budget for Seniors and People with Disabilities’
(SPD) clients:

. Elimination of General Assistance

. Elimination of coverage for the employment initiative

. Elimination of adult foster care

. Cap on enrollment under the Home and Community Based
waivers

Approximately 3,000 clients would lose coverage from the
elimination of General Assistance but most of them would qualify for
SSI or OHP Standard.

There is legislative interest in restoring a portion or all of adult foster
care.

Elimination of the employment initiative would not generate savings.

The Committee
authorized by
voice vote the
preparation of a
letter to
members of the
legislative
committees on
health care
suggesting a set
of priorities for
restoring the
Oregon Health
Plan Budget
items in the
2005-07 biennial
budget, if
funding becomes
available,

Next Meeting

The next Committee meeting will be held on Tuesday, July 19, 2005,
from 8:30 am to 11:30 am at the Card Room, Mission Mill Museum.

Meeting was adjourned.




MEDICAID ADVISORY COMMITTEE

April 20, 2005

Present: Elizabeth Byers, Donna Crawford, Rosemari Davis, Michael Garland, Kelley Kaiser, Tina Kotek,
Yves Lefranc, MD, Carole Romm, Rick Wopat, MD

Absent: Bruce Bliatout

OHPR: Bruce Goldberg, MD, Bob DiPrete, Jeanene Smith, MD, Elizabeth Baxter

OMAP: Barney Speight, Mary Reitan

Guest: Matthew Breeze, MD
TOPIC DISCUSSION ACTION
Introductions and New members and guests were introduced. Information item

Welcome
Approval of minutes

The minutes from the last Committee meeting on February 24th,

were approved as written.




DHS Budget

Barney Speight updated members on the Department of Human

Services’ (DHS) budget process. DHS is beginning Phase Il of their

budget presentation to the Joint Ways and Means Human Services

Subcommittee. Phase Il is a high level itemization of program in the

Governor’s Recommended Budget.

The Health Services Cluster, which includes the Office of Medical
Assistance Programs (OMAP), is tentatively scheduled at the Ways

and Means Subcommittee May 9-12. Public testimony will be heard

May 11 and 12.

The legislative Co-Chairs’ budgets have been released. The major
points of disagreement are in the K-12 education budget.

OMAP believes a portion of adult dental for OHP Plus may be
restored. Aggressive management of fee-for-service prescription
drugs is expected to be added back. Most of the other reductions in
the Governor’s Recommended Budget will remain, including:

. Elimination of vision benefits for the OHP Plus population
. Reductions in reimbursement for both managed care and fee-
for-service providers

It is difficult for agencies to foresee what will happen as the budget
pace is unusually slow this session. Both legislative houses have
agreed on $12.4 billion in the General Fund. The May revenue
forecast will have no effect on the legislative agreement.

Information item




DHS Budget

Michael Garland indicated the $12.4 projection came from the March
forecast.

The Governor’s Budget proposes hospital capitation rates at 90% of
cost. The Co-chairs Budget proposes to retain the 2003-05 capitation
rate at 72% of cost for hospital payments through 2005-07.

The OHP Standard program will continue to be financed through
provider taxes.

Other reductions include:

. $4 million reduction in fee-for-service payments. The agency
Is to implement management actions to achieve this reduction.

. $6 million by not implementing CPI increases for durable
medical equipment and other specialty services

. $2 million savings from not funding non-emergency medical
transportation

. $4.8 million by eliminating graduate medical education
payments through the fee-for-service system

. $2 million by limiting hospital days, limiting the number of
prescription drugs, and elimination of over-the-counter drugs

Yves Lefranc emphasized that the reductions will create a severe
Impact on access to health care. Currently, OHP fee-for-service
patients have a four-month wait to see a physician in Portland clinics.

Barney Speight responded that most of the reductions are in the fee-

Information item




DHS Budget

for-service system where access to health care already is not good.
The Department is trying to enroll more clients into the managed care
system. Enrollment in managed care was 77% as of March 1% Areas
where there are Fully Capitated Health Plans (FCHPs) do not have
access problems. But there are problems in the rural areas that do not
have FCHPs.

Reductions in Graduate Medical Education will affect the following
hospitals:

. Oregon Health Sciences University

. Providence

. Legacy Good Samaritan

. Legacy Emanuel

. Sacred Heart

. Merle West

Barney Speight explained the legislative debates are still at a high
level, and he does not know at this time whether there will be add-
backs.

Carole Romm inquired if pass-throughs are being targeted at the
federal level.

Barney Speight responded the feds are tightening down on inter-
governmental transfers (IGTs). Oregon has an IGT with OHSU but
Is not currently on the federal list.

Yves Lefranc indicated that Providence and OHSU residencies will
be impacted by eliminating Graduate Medical Education.

Information item




DHS Update

Barney Speight explained managed care enrollment currently is at
77%. As of March 1%, enrollment in OHP Standard was 28,000
enrollees. The department expects enrollment in Standard to be down
to 26,000-27,000 enrollees by July 1, which will allow DHS to stay
within the fiscal budget available. OHP Standard is not supported by
the General Fund, but instead by provider taxes, federal match and
premiums. The provider tax will sunset in 2008.

Elizabeth Byers asked if the Family Health Insurance Assistance

Program (FHIAP) receives extra money from the federal government.

Barney Speight responded that yes, FHIAP receives federal match.
The Terms and Conditions of the OHP Demonstration Project have a
‘Maintenance of Effort’ (MOE) requirement which means the state
must continue to fund the FHIAP program with State General Funds
equal to or more than were in the program prior to this
Demonstration Project. The state has not been able to find ways to
renegotiate the agreement with the federal government so that MOE
amount could be reduced.

Tina Kotek asked what is the discussion if OHP Standard goes below
25,000 enrollees.

Barney Speight said the department is exploring different options to
reopen enrollment in OHP Standard. The major concern is the long-
term future of the provider tax. Currently, the assessment for
managed care organizations (MCO), dental care organizations (DCO)
and mental health organizations (MHO) is 5.8%, and .95% is
assessed on the net revenues of DRG hospitals.

Information item
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The Bush Administration has suggested two changes in the provider
tax assessment:
1. Provider tax assessment would be lowered to 3% for
MCOs, DCOs and MHOs.
2. Provider tax assessment for MCQO’s would include all lines
of business, both public and commercial.

The implication for Oregon is this might cause loss of support for the
tax, and there would be no provider tax assessment from managed
care organizations.

Rick Wopat asserted the state must consider if the provider tax ends,
that the OHP Standard program will also end.

Barney Speight explained to members that the contract for the first
Physician Care Organization (PCO) is currently being reviewed by
Centers for Medicare and Medicare Services (CMS). Kaiser Health
Foundation has been awarded the contract and will serve enrollees in
Multnomah, Clackamas and Washington counties.

OMAP is developing a concept for the expansion of the PCO to rural
counties that do not have a Fully Capitated Health Plan in their area.
The hope is to expand managed care through Physician Care
Organization (PCO) in early 2006 in rural areas of the state, to
improve quality of care, access and cost.

Barney Speight said the PCO does not include inpatient hospital
services. PCO participation in the OHP Standard program will be
optional. DHS would need local physician interest in a county as

Information item
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well as an organizational infrastructure in order to establish a PCO.
Jackson County and some areas on the coast have minimal FCHP
participation and may be places of interest to explore for PCO
implementation.

Kelley Kaiser added many FCHPs may see this as an opportunity to
enter the market. Kelley Kaiser asked about the creation of
Administrative Service Organizations (ASOs).

Barney Speight responded the Department has three priorities for
2005-07:

1. PCO Expansion

2. Replacing MMIS

3. Medicare Modernization Act (MMA) — Part D Prescription
Drug which will impact 50,000 OHP “dual eligibles” on
January 1, 2006.

The ASO requirements in Section 10, of House Bill 3624 directed
DHS to contract with FCHPs to provide administrative services in the
following health services for OHP clients who receive services paid
on a fee-for-service basis:

1. Prescription management of all drugs except mental health
drugs. The MMA Part D will provide the prescription drug
benefit for all Medicare recipients in January 2006. 51,000
OHP dual-eligible clients will receive this Medicare drug
coverage and no longer will receive prescription drugs through
Medicaid. Half of the dual-eligible population currently receive

Information item
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drugs on a fee-for-service basis. The Department will have to
wait until Medicare Part D is implemented before they can
assess the effectiveness of an ASO for prescription drugs.

2. Administrative services management of inpatient and outpatient

services. The Department would have to begin in one or two
pilot areas to determine the cost savings. There are limited
resources in the Department to develop an ASO capability,
currently due to other high priorities (MMIS implementation,
Medicare Part D, and expansion of PCOs). The Department will
evaluate resources available once the high priorities are
implemented.

3. Utilization of non-emergency medical transportation in areas

where no brokerages are available. Currently, 25 counties have
developed transportation brokerages at the community level.
The Lane County brokerage will be operational in 2006.

4. Durable Medical equipment and supplies. DHS has centralized

the prior authorization and fee-for-service payment in OMAP
for durable medical equipment, prosthetic, orthotics, and
supplies to manage costs and insure rules are applied
consistently across the fee-for-service system. Transferring this
function to ASOs would be probably no be cost neutral.

Rosemari Davis would welcome the opportunity for her hospital in
McMinnville to be included in a pilot.

Information item




Medicaid
Management
Information Systems
(MMIS)

MMIS is a history database on eligibility as well as a claims payment
system. States are mandated by the federal government to have the
system. Oregon’s MMIS is an antiquated system, about 30 years old,
and programmed in Cobol, an outdated programming language. The
new MMIS will be operational in summer-fall of 2007, and will
allow more flexibility at the policy level and avoid administrative
costs in systems redesign. It is a $45 million system with 90% paid
by the federal government. Barney Speight said the MMIS is the
most fundamental transforming technological event to hit the health
care field, impacting all providers and all DHS staff.

Barney Speight will ask staff from the Office of Information Systems
to attend a future Committee meeting and give a presentation after
the contractor is on board.

Staff from Office
of Information
Systems will be
invited to a
future meeting to
give a
presentation on
the new MIS.




Medicaid Reform

Senator Smith’s bill was adopted by the Medicaid Reform
Committee in Congress. Currently, the National Governor’s
Association is working to engage the 50 states and the Bush
Administration on how Medicaid reform should be implemented
from a policy perspective. Debate continues within the federal/state
partnership on how to make revisions around benefits and
populations served.

Rick Wopat asked if Senator Smith’s bill would be heard before the
Conference committee. Barney Speight responded it would be heard
but the bill also establishes a committee to analyze the impact of
proposed reductions from the President’s FY 2006 budget and look at
what Medicaid should look like in the future.

Oregon SB 824 — Elimination of Premiums for OHP Standard
enrollees with incomes below 10% of federal poverty.

The emergency clause is being changed. The bill is moving through
the legislature on the Senate side. OMAP supports this bill from a
policy perspective. The loss of revenue from the elimination of
premiums for clients with incomes below 10% of federal poverty
would be financed through the attrition of 300 additional OHP
Standard clients leaving the program.

Information item

MMA - Medicare
Modernization Act —
Part D

DHS will be sending letters to the 51,000 dually eligible enrollees to
enroll in a Medicare Part D drug plan. The state is trying to provide
coordination between the senior organizations, physicians and
hospitals to provide outreach in order to assist these clients in

Information item
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MMA - Medicare
Modernization Act —
Part D

enrolling.

Donna Crawford asked if Barney Speight would talk about choosing
Part D plans. Barney Speight responded James Toews, DHS
Assistant Director, Seniors and People with Disabilities, would be the
appropriate person to explain this to the Committee and will invite
him to attend the next meeting.

Bruce Goldberg emphasized that when funding is constrained in the
budget process, eligibility, benefits, and provider reimbursement will
all face reductions. He suggested that the Committee could weigh
and prioritize those program areas they would like to see the
legislature add back if sufficient funding is available.

Michael Garland recommended recovering as many clients as
possible whose benefits would be eliminated as a result of cutting
premiums.

Kelley Kaiser suggested the Committee may be able to do the
prioritization by e-mail prior to the June meeting.

Yves Lefranc commented that prioritizing where to add back money
will be a challenging task for the Committee.

Bob DiPrete suggested the Committee have a meeting in May to
discuss choices based on program reductions in the current proposed
budgets.

Barney Speight agreed to identify legislative reductions that may not

Barney Speight
will invite James
Toews, Senior
and People with
Disabilities, to
the next meeting
to talk about
choosing
Medicare Part D
plans.

A Committee
meeting will be
scheduled in
May to discuss
program
reduction
choices to be
added back to
the budget.

11




MMA - Medicare
Modernization Act —
Part D

be added back. He expressed two concerns:

. Elimination of CPI will affect providers in rural areas.
. Elimination of GME will have a disproportionate impact on
fee-for-service providers.

Barney Speight
will identify
Investments not
made in the
Governor’s
2005-07
Recommended
Budget

Legislative
Developments

Bruce Goldberg explained that he does not know at this time if there
will be additional revenue from the May revenue forecast.

The legislature has been unclear on where they stand on the
restoration of the cigarette tax. If the bill is passed, a decision will
need to be made on where to put the additional dollars.

Mental Health parity passed in the Senate, and is now in the House.
The State currently covers parity for State employees.

Legislative bills around transparency and hospital regulation have not
been heard as yet.

The biggest health policy issue is fluoridation. The bill has passed in
the House and is currently in the Senate Environment Committee.

Legislative bills relating to obesity are receiving lots of discussion
around school health (vending machines). The focus is on children’s
obesity.

Information item
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Legislative
Developments

Elizabeth Byers inquired about the bill on Medicaid savings
accounts. Barney Speight responded the bill is general in theme and
not specific around the area of health savings accounts.

Information item

Planning for the
Future

DHS is currently having internal discussions about the OHP waiver,
which will expire in two years, and looking at ways to involve the
legislature, Health Policy Commission and Medicaid Advisory
Committee in the planning. Bruce Goldberg will present some ideas
on the planning timeline/involvement to the Committee in June.

Bruce Goldberg
will present
ideas on the
OHP waiver
planning
timeline/involve
ment at the June
meeting.

Premium Sponsorship
for OHP Standard
Clients

Elizabeth Baxter has been working with the premium sponsorship
group for 14 months to help clients receive medical coverage who are
unable to pay their premiums.

Almost $310,000 has been raised since May 2004.

e  46% of the sponsorship funds were donated by Oregon hospitals
to prevent disqualification of OHP clients with incomes below
10% of federal poverty statewide. Approximately 19,500
premiums have been sponsored since July 2004.

e 54% of the sponsorship funds have been raised by individual
counties. Approximately 7,300 premiums have been sponsored
since May 2004. More than half of the funds raised covered
clients above 10% of federal poverty.

Challenges to sponsorship efforts:

Information item
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Premium Sponsorship
for OHP Standard
Clients

e Data Challenge — DHS pulls the data. Eligibility data is time
specific (snapshots in time). There are eligibility time
constraints on the 1% of the month Medical cards.

e  Clients must be at risk of losing eligibility before they can be
sponsored. Sponsorship is anonymous so clients don’t know
when or if their premium was paid.

e Not all clients who need help with premium sponsorship are
coded as a potential disqualification, and some fall through the
cracks.

e Medicaid eligibility databases do not have the flexibility to
provide all the data community agencies would like to have.

e Local organizations want to keep money they provide for
premium sponsorship in their communities.

e No lead organization has been identified to solicit sponsorship
funds statewide.

Elizabeth Baxter suggests the following to keep the sponsorship
program sustainable:

e  The rule be changed so that OMAP would be responsible for the
premium sponsorship program.

e Data runs and reporting to sponsorship organizations occur
twice monthly.

e Establish a feedback loop for clients who are disqualified even
though the premium was sponsored.

e A communication mechanism be set up between DHS/OMAP
and community sponsorship organizations regarding data and
reporting.

Information item
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Premium Sponsorship
for OHP Standard
Clients

e Analternative would be to create a client-driven model to allow
the client to initiate the request to be sponsored (or use a proxy,
such as Outreach organizations). A client-driven model would
require:

An organizational home

Simple means of sending funds and client information to
Earhart Corporation

Agreed-upon guidelines for use of sponsorship funds
Ability to sponsor premiums for multiple months at a time
instead of a month-to-month basis

Donor agreement to support an infrastructure to assure
monthly checks go to Earhart Corporation

Elizabeth Baxter explained what they have learned from the
Sponsorship Program.

While eligibility data is the best means the State has now to identify
OHP clients needing help to pay premiums, many are missed.

Using an anonymous model for sponsorship creates confusion for
clients as they do not know if their premium was paid and often get
conflicting information.

It is unclear how best to tap into community support without having a
lead organization to take responsibility to solicit community
sponsorship donations and share information.

The team has found that the majority of clients with $6.00 premiums

Information item
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Premium Sponsorship
for OHP Standard
Clients

are paying their premiums each month without sponsorship. A
community sponsorship complement could be a viable model for
those in the lowest income levels. Sponsorship information could be
incorporated in the eligibility/recertification process.

Elizabeth Baxter emphasized that without the support of DHS,
OMAP and Earhart, the community sponsorship program would
never have succeeded. Committed people statewide, public and
private, worked together to develop the premium sponsorship
concept.

Data continues to show that if people have money, they will pay their
premiums.

Elizabeth Baxter said there is the possibility of a large non-profit
organization coordinating the premium sponsorship program
statewide. United Way and Ecumenical Ministries of Oregon have
expressed interest.

Rick Wopat inquired if the state would be willing to work with
agencies such as United Way or Ecumenical Ministries.

Carole Romm asked Committee members for recommendations to
support a private sponsorship agency to coordinate the premium
sponsorship program.

Information item
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Next Meeting

The next Committee meeting is scheduled to be held on Monday,
May 9, from 10:30 am to 11:30 am in Room 331, State Capitol, 900
Court Street, NE in Salem to discuss legislative reductions to the
Oregon Health Plan budget that may not be added back.

Meeting adjourned.
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MEDICAID ADVISORY COMMITTEE
February 24, 2005

Present: Elizabeth Byers, Michael Garland, Kelley Kaiser, Yves Lefranc, MD, Carole Romm, Rick Wopat, MD

Absent: Bruce Bliatout, Donna Crawford, Rosemari Davis

OHPR: Bruce Goldberg, MD, Bob DiPrete, Elizabeth Baxter

DHS:  Barney Speight, Jim Edge, Mary Reitan

Other: Carmen Urbani, Central City Concern and Tate Williams, Oregon Health Forum

TOPIC DISCUSSION ACTION
Introductions and Kelley Kaiser, Chair, opened the meeting. Information item
Welcome

Approval of minutes

The minutes from the last Committee meeting on January 19, 2005,
were approved as written.

Kelley Kaiser introduced two new members to the Committee:
Yves Lefranc, MD, physician with Providence S.E. Clinic in
Portland
Carole Romm, health care consultant

Bob DiPrete noted that Tina Kotek has also been appointed but was
unable to attend this meeting and will be attending the next meeting.

Bob DiPrete noted for new members that the Medicaid Advisory
Committee is charged with providing advice to the Governor,
legislative and state officials on issues pertaining to the operation of




Introductions and
Welcome
Approval of minutes

the Medicaid and Children’s Health Insurance Programs. The
Committee also considers issues of those clients moving from the
Oregon Health Plan to the Family Health Insurance Program
(FHIAP) and moving the other way.

Information item

Health Values Survey

Michael Garland presented an overview of the Health Values Survey
to Committee members. The Office of Oregon Health Policy and
Research provided funding to Oregon Health Decisions to direct the
third telephone survey soliciting public opinion on major health
issues facing Oregonians. The random sample survey was conducted
by Market Decisions Corporation in September 2004. Two previous
surveys were held in 1996 and 2000. Survey results were then
provided to the Oregon Health Policy Commission.

Access to health care for all Oregonians and health care costs were
the major public concerns. Survey responses also expressed:

. Basic health care for all is supported

. Some financial participation is expected

. Cost shifting is not acceptable

. Infants and small children should be given highest priority

. Preventive and primary care should be guaranteed even when
resources are constrained

. Oregonians should be kept enrolled in health care, and the
State should look at the cost and effectiveness of services
provided.

The public placed the highest value on cost of care in the 1996 and

Information item
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2000 surveys. However, in 2004, the highest priority was placed on

providing access to health care for all.

Primary and preventive care were valued as high priority services in
the 2004 survey. People saw preventive care as a pragmatic way to

keep costs down while improving overall health care. Other values

regarding the importance of health services:

. Health information about one’s own health is reassuring

. Services that treat individuals for problems that would lead to
other problems if left untreated

. Services that benefit a large portion of the population

. Services that save a life and show compassion for those with
acute and chronic problems

. Services that improve the economic productivity and social
well being.

Survey respondent attitudes were harsh toward people with addiction
problems. The public believes in the idea of personal responsibility
for one’s own health. Other services (besides addiction services)
receiving relatively low priority when there are limited resources:

. Dental

o Vision care
. Mental health care
. Prescription drug coverage

Strong public response centered on guaranteed access to basic and
routine care.

In looking at policy options for the Oregon Health Plan, when
resources are limited, respondents favored reducing services rather

Information item
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than reducing enrollment, and supported treating conditions that may
become life threatening if not treated.

Respondents favored using a sliding fee scale for unemployed
persons who do not have health insurance. Public programs would be
used to subsidize remaining health care costs. Using the emergency
room for primary care was unacceptable.

Respondents felt that employers should be required to pay a portion
of employed workers premiumes.

Public preferences centered on cost sharing and the sliding scale
concept.

Rick Wopat added that increased support to keep people enrolled but
to drop services when resources are limited was a key component in
the Oregon Health Plan (OHP) design from the late ‘80s on.

Information item

Oregon Health Plan

Barney Speight, Administrator, Office of Medical Assistance
Programs (OMAP) explained that at the end of 2004, approximately
377,000 Oregonians were enrolled in Medicaid and the Children’s
Health Insurance programs (CHIP). OHP Standard enrollment was at
38,000. The Standard program has been closed to new enrollment
since August 2004, and enrollment is being brought down by attrition
to meet the target of 24,000 enrollees by July 1, 2005. As of February
2005, approximately 31,000 were enrolled in OHP Standard.

The 2005-07 Governor’s Recommended Budget (GRB) is premised

Information item
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on Standard enrollment of 24,000, funded solely by managed care
and hospital provider taxes.

Total enrollment has not decreased even with the reduction in OHP
Standard enrollment. The Department of Human Services (DHS)
has seen a rise in the Temporary Aid to Needy Families (TANF) due
to the weakness in the economy and has seen increases in some
senior and foster care children’s programs.

Barney Speight indicated that about 50% of the clients don’t re-
certify for OHP Standard at the end of sixth months due to changes in
eligibility over time.

Rick Wopat inquired about the process for reopening the OHP
Standard program. Barney Speight responded that DHS is currently
looking at what approach to use for enrollment when the program is
reopened.

Rick Wopat asked if reducing the federal poverty income level for
eligibility was still an option. Barney Speight said the department
does not see a need for that now as the glidedown is on track for
OHP Standard. The department would have to give Centers for
Medicare and Medicaid Services (CMS) 60 days’ notice in order to
implement that option.

DHS appeared before the Legislative Ways and Means Committee on
Human Services during the last two weeks to present Phase 1 - an
overview of the programs. In March, the department will go back to
Ways and Means to present their proposed reductions from the
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Governor’s Recommended Budget (GRB) (Phase 1I). Phase I1I will
be a work session at the end of March.

Barney Speight updated Committee members on the Medicare
Prescription Drug, Improvement, and Modernization Act (MMA) -
Part D. About 50,000 Medicare and Medicaid dual eligible enrollees
will be moved to Medicare prescription drug plans on January 1,
2006, which will provide Medicare drug coverage.

Low income Medicare beneficiaries with incomes under 150% of
federal poverty may qualify for a low-income subsidy to help pay
premiums and copayments.

States will not receive federal match for Part D drugs provided to
dual eligibles if they are for drug classes available in the Medicare
prescription drug plans.

Medicare Advantage Plans and Prescription Drug plans will provide
the drug benefit and may use their own formularies.

A major concern is that the Social Security Administration will be
sending letters to 260,000 of Oregon’s seniors in May, with a 6-page
application form to fill out and return to Social Security to apply for
the low-income subsidy. The letter gives a toll-free number to call if
the individual has questions. DHS does not have adequate staff
available in its field offices to help these people when they cannot
reach SSA or have problems understanding the application. The
federal government has not given the states any extra money to set up
an information program to help these people.
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Dr. Tina Kitchin will present Oregon’s concerns and concerns from
other states on the Part D program at Senator Smith’s Senate
Committee on Aging on March 3.

Michael Garland inquired if there would be any savings to the states
with Part D. Barney Speight responded that there would not be any
savings for Medicaid and explained the federal “clawback” provision.

An issue of concern is whether the prescription drug plans and
Medicare Advantage Plans will have formularies that will be
consistent with the patient’s drug regimen.

Barney noted that the MMA Part D drug benefit is the most
significant Medicare policy change since that program’s inception in
the mid “60s.

Barney Speight shared some of the potential implications to states
from the President’s proposed FY 2006 budget. The budget
proposes: $60 billion reduction to states in Medicaid over the next
10 years. This would mean a $600 million reduction over 10 years
for Oregon, or $60 million reduction per year.

DHS is still in the process of analysis of the President’s proposed
budget. Barney Speight will share the analysis with the Committee.
He believes a federal focus will be on intergovernmental transfers
such as Oregon Health Sciences University and county governments
which leverage federal funds.

The major near-term concern is provider taxes. The FY 2006 budget
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proposes to lower the upper limit of provider tax to 3%. Currently,
Oregon’s managed health care plans pay 5.7% and the hospitals pay
.95% of their current revenue in provider taxes. The budget also
proposes that the entire income stream of managed health care plans
will be subject to the tax (commercial and public). All lines of
business would be taxed. This proposal would impact Oregon’s use
of provider taxes to fund Medicaid.

The budget proposes to tighten controls for states to receive matching
dollars for administration by capping these funds.

On a positive note, the FY 2006 budget proposes adding $1 billion
for CHIP outreach and $10 billion to the CHIP program. States
would have to come up with the matching funds. Barney Speight will
send Committee members the summary of the President’s proposed
FY 2006 Budget.

Senator Gordon Smith has sponsored a bill to establish a National
Medicaid Committee to determine what the role of a federal/state
partnership should look like in the future. Barney Speight will share
the policy paper with the Committee.

Oregon’s current Oregon Health Plan (OHP) waiver will expire on
October 31, 2007. At that point, we will have to renegotiate the
terms of the Demonstration Project in light of the Administration’s
new direction.

Michael Garland asked the Committee for approval of a motion to
take a stand to increase policy discussion around federal changes and

Barney Speight
will send
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President’s
proposed FY
2006 budget.
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will share the
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Oregon Health Plan

the future of Medicaid from the President’s proposed budget.

Barney Speight asked the Committee if they would support the
concept of a National Medicaid Committee as a vehicle to stimulate
policy discussion at a national and state level.

The Committee agreed to pend a decision on the motion until they
have read Senator’s Smith bill. They will vote by e-mail.

Michael Garland recommended that the Committee encourage the
Health Policy Commission to put Senator’s Smith’s bill on their next
agenda for discussion.

The Committee
agreed to pend
their decision on
the motion until
they have read
Senator Smith’s
bill.

Legislative Update

Bruce Goldberg, MD, Administrator, Office of Oregon Health Policy
and Research, said there are not a lot of significant Medicaid policy
changes introduced at the legislature this session, and we probably
won’t see significant change.

The legislature will be looking for ways to fund dental and will be
interested in the interface between Medicare and Medicaid on the
MMA Part D drug benefit.

Barney Speight indicated there are a couple of legislative bills tied to
health savings accounts. HB 2644 establishes health savings accounts
for Medicaid. The bill is very general and does not say how it should
be implemented or what population groups it effects. Health savings
accounts have different implications for different populations.
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Rick Wopat inquired why OMAP took the position of neutral on SB
824 and HB 2048. Barney Speight explained they were not included
in the Governor’s Recommended Budget.

Bruce Goldberg expressed that legislators had mixed sentiment on
HB 2048, restoration of the 10 cent tobacco tax. SB 501 - SB 505
are cost containment bills and expected to have significant discussion
at the legislature.

Information item

Premium Sponsorship

Due to time constraints, Premium Sponsorship will be added to next
meeting’s agenda.

Elizabeth Baxter, Oregon Health Policy and Research, provided a
short overview to members. Premium sponsorship was first created
in Multnomah County by two groups:

Multnomah County clinics

Central City Concern

During 2003, OMAP and the sponsors were sharing client
information in order to identify clients at risk for being disqualified
from OHP Standard. However, the process was identified as a
possible violation of federal “anti-kickback” statutes because the
premiums were being paid by Medicaid providers for their patients.
The process was changed so that no client identifiable information
was exchanged.

Premiums have been paid for all clients, with incomes between 0-
10% of federal poverty, through the sponsorship program to prevent
disqualification. Donors forward money to a third party sponsorship

Information item
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Premium Sponsorship

organization, Union Gospel Mission, who, in turn, sends payment to
William Earhart, Inc. for processing.

Some counties have established a process where premium payments
are sent to the sponsorship organization, Oregon Health Access
Project, for clients in their counties, with incomes below 10% of
federal poverty, who are at risk of being disqualified.

The premium model is anonymous, and there is concern that there is
no way to track which clients are receiving premium sponsorships.
Clients have been notified that they will be disqualified if their
premium is not paid by the 25" of the month. When they receive a
Medicaid card on the 1%, they do not realize their premium has been
paid through sponsorship.

Elizabeth Baxter
will attend the
next meeting to
present an
update on
premium
sponsorship.

Next Meeting

The next meeting will be held on Wednesday, April 20, 2005, from
9:00 am to 11:30 am, in Room 167A, State Capitol, 900 Court Street,
NE, in Salem.
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MEDICAID ADVISORY COMMITTEE
January 19, 2005

Present: Elizabeth Byers, Rosemari Davis, Michael Garland, Kelley Kaiser, Rick Wopat, MD
Absent: Bruce Bliatout, Donna Crawford

OHPR: Bruce Goldberg, MD, Bob DiPrete
OMAP: Barney Speight, Thomas Turek, MD, Mary Reitan

TOPIC DISCUSSION ACTION

Opening Remarks Kelley Kaiser, Chair, called the meeting to order. Information item

Approval of minutes
Minutes from the last Committee meeting on October 19, 2004, were
accepted as written.

OHPR Administrator’s | Bruce Goldberg, MD, Administrator, Office of Oregon Health Policy | Information item

Report and Research (OHPR) reported on:
. Oregon Population Survey: Uninsurance
. Medicaid Advisory Committee membership

. Oregon Health Policy Commission (OHPC)

Oregon Population Survey: Uninsurance

The Oregon Progress Board surveys the population every two years
for insurance status. The survey was completed in August and
September. The Office of Oregon Health Policy and Research further
analyzed the results, and found the following:




OHPR Administrator’s
Report

e Percentage of Oregonians without health insurance increased
from 14% in 2000 to 17% in 2004. 609,000 Oregonians have no
health insurance.

e Percentage of children without health insurance now at 12.3%.
(106,000)

e 18% of employed individuals indicated they had no health
insurance.

e 8.8% of insured employed individuals indicated that were
uninsured at some point during the year.

Michael Garland: Is the 18% an understatement of people who lack
health insurance, either because of the way the question was asked or
because of the survey methodology? Bruce Goldberg said he would
find out and bring back to the Committee.

Bruce Goldberg identified several major health insurance issues:

. Difficult for individuals, employers and state to afford.
. High unemployment
. Workers share substantially in cost of premium increases,

making it increasingly difficult for them to afford to take-up or
continue coverage

. Cost of health care rising faster at 10%-12% per year
compared to workers’ incomes at 2% per year

. Family income now lower than in 2002

Information item




OHPR Administrator’s
Report

Rick Wopat asked what is the effect on people’s health status and the
ability of health systems to function. He sees the increase of
uncompensated care as in effect forcing providers to turn people
away.

Bruce Goldberg responded that the real issue is the consequences to
people who do not have access to effective health care. An example,
diabetics are more likely to be hospitalized. Nationally, 18,000
deaths are attributed to people not having health insurance. The
growing numbers of uninsured are creating access problems and are
forcing safety net clinics to see more clients. There are economic
consequences to communities. People without health insurance have
high medical bills which, when they go unpaid, have become the #1
cause of personal bankruptcy. This, in turn, will have an economic
impact on businesses.

Rick Wopat asked if the OPHR can measure these consequences?
Bruce Goldberg responded that his office would research that.

Dr. Goldberg commented on regional variations from the survey. The
big issue is age. Areas with an older population will show more
insured (lower rates of uninsurance) since Medicare covers nearly all
who are 65 or older.

Kelley Kaiser asked Dr. Goldberg if his office would show a
comparison of the 8 demographic areas by county. Dr. Goldberg
indicated a comparison of the 8 demographic areas could not be
displayed by county because the numbers surveyed are simply too
small in some counties. However, Oregon Health Plan (OHP)

Information item
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Report

enrollment can be reported by county, broken out by Children’s
Health Insurance Program (CHIP), OHP Plus and OHP Standard.
Some counties have 17-18% enrollment, others 7-8%.

Oregon Health Policy Commission

Bruce Goldberg explained that it is the role of Medicaid Advisory
Committee (MAC) is to provide advice on Medicaid-related issues to
the Office of Medical Assistance Programs and to provide advice and
direction on Medicaid policy to the Health Policy Commission. For
example, the MAC provided their comments on the Health Policy
Commission’s report last fall. Partly as a result of that input, three
workgroups are being convened to study the following issues:

. Oregon Health Plan Administrative Efficiencies
. Oregon Health Plan Cost Drivers
. Long Term Care

Dr. Goldberg announced that Gretchen Morley has been hired to
replace Mike Bonetto as Director of the Health Policy Commission.
Gretchen has a strong background in health policy in her prior work
experience with the federal Office of Management and Budget and
the Robert Wood Johnson Foundation.

The Health Policy Commission has sponsored 12 legislative bills this
session. Three initiatives will be finalized:

. Transparency of information initiative
. Healthy Oregon initiative
. Delivery system redesign to promote community innovation

Information item
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Medicaid Advisory Committee Membership

Committee members serve two terms at the pleasure of the Governor.

OHPR is currently in the process of contacting and soliciting interest
of new members to replace current members who have completed
two terms on the MAC. Interest forms will be submitted to the
Governor for appointment to the Committee. Dr. Goldberg and Bob
DiPrete will work towards a smooth transition from current
membership to new membership.

Kelley Kaiser requested that a list of new Medicaid Advisory
Committee nominees be forwarded to the Committee.

Michael Garland asked that the Oregon Health Decisions survey on
health values be included on the agenda for the next Committee
meeting.

Bruce Goldberg indicated that one of the roles of the Committee
would focus on how to restructure Medicaid programs and to more
effectively meet policy objectives. He wants to solicit ideas from the
Committee on what can to be done to create an improved Medicaid
program for the improved health of the people of Oregon.

Dr. Goldberg will bring to the next Committee meeting:
. County-by county OHP enrollment breakdown
. Updates on the Health Policy Commission legislative bills

. Nominees for the Medicaid Advisory Committee
. Oregon Health Decisions survey
. Ideas to consider re future Medicaid policy changes

Information item
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DHS/OMAP Report

Barney Speight, Administrator, Office of Medical Assistance
Programs (OMAP) explained the 2005-07 Governor’s Recommended
Budget (GRB) and its impact on the Oregon Health Plan. The GRB
proposes to fund 387,000 OHP enrollees over the biennium with
approximately $740 million General Fund.

DHS requests that were not included in the in the Governor’s
Recommended Budget:

. 3,100 eligibles no longer covered in Seniors and People with
Disabilities

. discontinuation of adult dental services and exams

. discontinuation of adult vision exams

The Joint Ways and Means Committee will hear the Office of
Medical Assistance Programs’ (OMAP) budget presentation
February 14-17.

OHP Standard Glidepath: When the OHP Standard Program closed
to new enrollment, OMAP was directed to lower enrollment to
24,525 by June 30, 2005. The program is now being supported by
provider tax revenue and other revenue, and not with General Funds.
DHS staff have been monitoring the enrollment since August 1,
2004, when the membership was 53,354. As of January 1, 2005,
enrollment has dropped to 33,136 and appears to be headed for the
June 30 target level.

OHP Standard Premiums: The proposal to eliminate premiums for
clients with incomes falling below 10% of federal poverty was
presented to the Legislative Emergency Board in November 2004.
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Decision was to defer action and refer the proposal to the January
2005 Legislative Emergency Board. The report was accepted by the
Legislative Emergency Board, which then made the decision that
premiums not be eliminated. 44% of enrollees in the OHP Standard
Program have incomes that fall below 10% of federal poverty.

Barney Speight reminded the Committee that premium sponsorship is
an organized, privately subsidized program in the counties.

Currently, 2,500 to 3,000 persons have retained coverage through
premium sponsorships.

Kelley Kaiser asked Mr. Speight for suggestions on what the
Committee can do to address the premium issue.

Barney Speight responded he didn’t have any suggestions at this
time. There is a strong feeling within the Legislature that some
personal responsibility needs to accompany eligibility in programs.
Mr. Speight would like the Committee to have discussions around
alternatives.

Rick Wopat commented that a task force on Safety Net displayed a
graph that showed people with incomes below 10% of federal
poverty are impacted disproportionately by premiums. People who
fall in this income category do not have personal resources and
eventually will go to the safety net clinics for health care. People
will still receive services, but often with a cost shift to safety net
clinics and hospitals. Is it possible to change the premium structure?
Barney Speight responded that it might be possible but only with
legislative and CMS approval.

Information item
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Rick Wopat asked if it was possible for the Committee to see data on
clients who were not re-certified after 6 months and so leave the
OHP. Barney Speight responded he will bring the available
information on the topic to the Committee, including the advance
notices that are mailed to clients reminding them that it is time to
recertify for the OHP.

Medicare, Part D (drugs): Seniors will have to enroll in the new
Medicare Part D program between November 13, 2005 and
December 31, 2005 to be eligible for the prescription drug program
that starts January 2006. The start date for enrollment will probably
be moved back to October 2005. Medicare Part D replaces
prescription drug coverage for approximately 50,000 dual eligibles in
Oregon. The state is actively working with senior groups and Area
Agencies on Aging (AAAs) to enroll clients in the new program.

Kelley Kaiser applauded OMAP for taking a proactive approach to
make this work and would like periodic updates. Barney Speight
agreed to provide updates and confirmed that Seniors and People
with Disabilities (SPD) staff have actively been working with
providers to make this a smooth transition for clients.

Rick Wopat inquired what the bottom line effect will be on the state
for health care spending with Medicare Part D. Barney Speight
responded he would provide summary of future implications to the
Committee. There are no savings in the short term.

MMIS: The Medicaid Management Information Systems (MMIS) is
a computer system required by the federal government for states. It
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is both a claims payment and information system. Oregon’s MMIS is
outdated, about 30 years old, and programmed in Cobol which is not
used anymore. DHS is in the process of replacing the system, due to
be operational by the fall of 2007. The short-term issue is how to
keep a frail system running until it can be replaced. DHS staff need
to be selective about what new projects are started that put an
increased burden on this system.

Barney Speight will provide the Committee members with a copy of
the first year evaluation of the Disease Management Program
(asthma, diabetes and congestive heart failure). Oregon has
estimated a savings of $6 million. Currently 6,000-7,000 enrollees
are enrolled in the disease management program.

DHS will be moving to HIPAA Transaction Code Sets — the standard
format for transmitting claims electronically and provider payments.
Providers are encouraged to submit claims electronically. A clean
claim can be processed in 7 days if submitted electronically. The
same claim submitted on paper will take about 60 days to process.
DHS will be providing more outreach to providers in this area.

Rosemari Davis suggested that OMAP work through the professional
associations to get the word out to providers about these transaction
code sets. Hospitals already submit claims electronically. There is a
need to survey how providers are moving toward HIPAA
compliance.

Barney Speight indicated there will be a national debate on Medicaid
policy in the coming year. The role of Medicaid in a federal/state
partnership over the next decade will be a big issue in Congress.
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Elizabeth Byers inquired if studies are being conducted on the health
status of OHP enrollees. Barney Speight responded there is an
External Quality Review Organization (EQRO) that studies health
status, and he will provide data to the Committee on the health status
of all Medicaid recipients and the health status of the mandatory and
optional OHP populations.

Kelley Kaiser summarized what Barney Speight would bring back to
the Committee:

1. Data on populations that drop off OHP Standard program
by income level.

2. Process for notifying clients on re-determination for

eligibility in the OHP, and information that is provided to

those who are dropped from OHP Standard.

Update on Medicare Part D progress and impact on clients.

4. Invite staff from Seniors and People with Disabilities (SPD)

to share prospective on Medicare Part D.

Provide copy of Disease Management Program summary.

6. Report from External Quality Review Organization on
health status studies.

7. Provide Executive Summary from the 2003 CAPS Survey
for adults and children — Medicaid membership satisfaction
survey.

Michael Garland suggested the Committee also focus on creative
alternatives for those with very low incomes to demonstrate personal
responsibility, besides cash payments. He emphasized that this is an
important issue for the MAC to work on.

W
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Upcoming Legislative
Session

Bruce Goldberg commented that key legislation probably will not
focus on issues directly relating to the OHP. He doesn’t believe
there will be much significant legislative action on the OHP
programs this legislative session. However, there is legislative
interest in restoring adult dental and there will probably be
discussions around fee-for-service prescription drugs and the
Medicare Modernization Act-Medicare Part D program.

The 2005 legislative session will be more a positioning session rather
than one of taking action. Legislators will be asking questions about
what programs should look like in the future. DHS will have a better
picture as we move into the 2007 legislative session of what changes
to the OHP programs will best serve Oregon.

Information item

Other

The next Committee meeting will be held on Thursday, February 24,
2005, from 9:30 am to 12:00 noon, in Room 137C and D, Human
Services Building, 500 Summer Street, N.E., in Salem.

Meeting adjourned.
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