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DR. FREEMAN:  We are going to get started with the program now.  The next speaker is David Greenberg from the Centers for Medicare and Medicaid Services.
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DR. GREENBERG:  Good afternoon, everyone.  I am David Greenberg, Centers 

for Medicare and Medicaid Services.  When Dr. Freeman calls me doctor, you come to these meetings and everyone else is an M.D. or a Ph. D., but MBA is as far as I got.


I work in CMS in the Center for Medicaid and State Operations.  And I am involved with the Medicaid Program which has to do with Medicaid policy and in particular the new eligibility options that states have for women with breast and cervical cancer.


I am not really qualified to speak about what Medicare is doing in this area but I will make a little bit of reference to it.  What I thought I would talk about today was give a little bit of an overview of the Medicaid program.  I apologize to those of you who may already be familiar with a lot of these aspects of it but it kind of helps to establish parameters for questions that you may have about the delivery of services for women with cervical cancer.


I am going to talk a little bit about the specific eligibility option that was handed out a couple of years ago for women with breast and cervical cancer and talk a little bit about some of the activities that the agency has with regard to racial and ethnic health disparities and kind of range of activities that we have.  Then I can take some questions.  I prefer to take my questions after I finish speaking not taking too much time away from others but I am going to have to leave kind of on the early side do I would like to be available for that.


First, a little bit about the differences between the programs.  I will just go over this briefly.  Medicaid is an assistance program for certain low income populations while Medicare is an insurance program for individuals over age 65, disabled and, as Dr. Freeman mentioned, individuals with end stage renal disease.


The funding is combined federal, state ,and sometimes local monies for Medicaid.  For Medicare, funds are taken from a special Medicare trust and from the beneficiary contributions.


By the way, I have got a lot of slides here and I did them ahead of time and I would be glad – my e-mail address is in the list of participants and I would be glad to send them electronically to you afterwards.


I should also mention that if you need to call me the phone number there is – okay.  Good.  Got that.  By the way, on the list my phone number is incorrect.  It should be 410-786-2637.  So if you need to call that is how you can reach me.

Also, there is a lot of flexibility in the Medicaid program with regard to the – within certain federal parameters with regard to the eligibility requirements and the range of benefits that are available wherease that’s uniform for Medicare.  There is also the cost sharing.  Contributions from beneficiaries is very limited and is prescribed in regulation.  Very nominal amounts for Medicaid.  For Medicare, there are premiums, deductibles, copayments involved that can be more significant.


Program responsibility is divided between states and our agency for the Medicaid program, whereas it is much more centralized for Medicare and CMS.  The claims payment is made in the case of Medicaid by the states, sometimes under contract with fiscal agents.  With Medicare there are contractors called intermediaries for Part A Medicare and carriers for Part B of Medicare.


A little bit about the size of the Medicaid program.  $176 billion in total in combined state and federal costs in 1998.  It is over $220 billion now.  It covers one in ten Americans.  More than one in five children.  40 percent of births in this country.  41 million people.  Here is a little overlap with the other slides.


Payment is – there are certain federal guidelines for Medicaid for state payments under Medicaid.  For example, in certain cases the payments cannot exceed what Medicare would have paid but states actually establish the rates that will pay and the methodologies that they use to establish those rates.  Services can be provided under Medicaid programs by a fee for service.  Although states over the last eight years or so have gone increasingly to managed care.


There is a single state agency designated by each state that is responsible for maintaining the program and for being our point of contact at the federal level.  The Medicaid program will have different names in each state.  It is not called Medicaid.  A lot of times they will have a little local flavor like Medical, TennCare.


The federal share of what the state spends on Medicaid payments is called FFP or Federal Financial Participation.  And state expenditures for Medicaid are maxed at different percentage rates for each state.  That is called a Federal Medical Assistance Percentage, FMAP.  It is at least 50 percent and it will be higher for states with lower per capita incomes.  For the program that I will talk about a little bit later for breast and cervical cancer women, the rate is higher.


The costs of running the program are uniform across all states and that is at least 50 percent.


To be eligible for Medicaid you have to be in a recognized eligibility group.  There are – those groups are categorically needy or medically needy.  The categorically needy groups are either mandatory or optional.  Mandatory groups are the groups that all states must cover and there are three of them.  Optional groups are groups that states can decide to pick up and that would include this new eligibility coverage group for women with breast and cervical cancer.  There is also medically needy and I am not going to go into that but that really applies to the people that have too much income that do not meet the financial cut off for Medicaid but are allowed to qualify if they incur enough medical expenses.


You also have to be generally a resident of the state in which you are making application for Medicaid.  You have to be a citizen or an alien in a certain qualified status.  You have to agree that if you have other health insurance coverage that Medicaid will be able to pursue those benefits if they are primary to Medicaid.


There are tests for income and for resources, financial requirements.


With regard to coverage, Medicaid can only pay for services that are medical or remedial in nature.  They also have to be services that are specifically listed in the Social Security Act in Section 1905 (a).  And, also, they have to be furnished by a provider who meets certain standards, some of which are set by the federal government; others are set by the state.

By medical or remedial in nature, we mean that they involve direct patient care and that they are for the express purpose of diagnosing, treating, preventing or minimizing the adverse effects of illness, injury or other impairments to an individual’s physical or mental health.  So there are services that have a possible health benefit, but do not involve direct patient care, and do not meet the specific needs of an individual.  We cannot pay for a bicycle helmet type of thing.

Here is a list of services that states are required to cover.  A couple of acronyms in there, EPSDT is the comprehensive program of Medicaid services for low income children.  FQHCs and RHCs are federally qualified health centers and rural health centers.

There are also services that states at their option can decide to pick up and here are a few examples.  Case management services.  I guess this is the most relevant to this discussion.  It was mentioned during the morning about how women can be tracked.  Women with cervical cancer can be tracked for care and their care can be managed.  Case management which can be provided in a number of various ways under Medicaid.  There is a way that Medicaid can pay for that.  While most of these services that a state decides to cover them have to be applied to all individuals – all eligible individuals -  in the state.  There is an authority for case management where you can target women with cervical cancer-- if the state chose to and provide coordination of their medical services and even other services, nonmedical, that they need--that Medicaid does not pay for but just that whole kind of comprehensive case management.

Reimbursement.  I spoke a little bit about that.  The states pay providers directly, doctor and beneficiary.  The provider has to accept what Medicaid pays as payment in full.  They cannot go after the beneficiary for any difference.

On to a little discussion about what CMS is doing with regard to racial and ethnic health disparities.  As we know, the point has been established that racial and ethnic groups and minorities are disproportionately affected with regard to mortality and morbidity across a wide range of health conditions.  This problem is confounded,certainly as we have heard, in the Appalachia region and the Deep South by a lack of access to care.  These groups – individuals in these groups - are more likely to be uninsured and research has clearly demonstrated that a lack of health insurance, that a result of that is that there is less utilization.  People are less likely to seek care.

CMS is committed to the goal of more discussion of these problems, of developing and promulgating clinical practice guidelines and performance measures that look at these problems and address these problems more closely and of ultimately reducing these disparities.

The various projects that have been undertaken by the CMS address a broad range of minority groups, African American, Asian American, Alaska Natives, Hispanic or Latino American, Asian American, and Pacific Islanders.

And across a wide range of conditions.  Here are some of them with the indication of whether there is a Medicare or Medicaid focus in these specific projects.

I noted in a matrix of these projects that we have developed some closer examination of mammography for the racial and ethnic minorities but I am not aware of, other than the eligibility benefit program that I am going to discuss, anything that is specifically looking at cervical cancer otherwise.

But let me talk a little bit about this part because this is important.  The Breast and Cervical Cancer Prevention and Treatment Act of 2000 was effective about two years ago and it creates a new optional categorically needy group, which as I have said are people that can qualify without needing to – actually this is an unusual group because there actually is no financial test for it like most other eligibility groups within Medicaid.

It is an optional categorically needy group that states are able to pick up and it allows states to provide the full Medicaid benefit package to women who are screened through the CDC’s National Breast and Cervical Cancer Early Detection Program and who need treatment for breast or cervical cancer, which we have defined from precancerous conditions.

As I think I mentioned earlier, the federal matching rate is higher for these services to these women than it is for Medicaid beneficiaries generally and that is an added incentive for states to pick up this eligibility group.

To be able to be covered under this category, a woman have to be screened for breast and cervical cancer under this program and she must not have – besides being screened and needing treatment, she cannot have creditable coverage, which means that she cannot have certain defined other insurance benefits.  She also cannot be eligible for any other mandatory Medicaid categorically needy group.  For example, she cannot belong to the group of low income women and children, or be a pregnant women, or another category that Medicaid would have to cover.  This is an optional group that the mandatory categories take precedence.  She must be under age 65.

Creditable coverages are defined by the Health Insurance Portability and Accountability Act of 1996.

And if you have any of these types of insurance then you would not qualify for Medicaid under this optional categorically needy group.

Now, the importance of – there are different screening options that states can elect which will determine whether a woman would be considered screened for purposes of Medicaid eligibility.

Option 1 refers to women whose clinical services were provided all or in part by the Title XV funds.  All states must cover that group.

We have a pretty liberal definition which extends the definition of screening to women whose clinical service was not paid or directed by the Title XV funds but the provider who furnished the screening did receive some of those funds.

And, also, an even more liberal third option, which allows the screening to include services provided by a provider that the Title XV program deems to fall within the Title XV program even though they are not receiving any funds at all.

There is also something called presumptive eligibility.  The purpose of this benefit is to complete the continuum of care.  Prior to 2000 the National Breast and Cervical Early Detection Program, which had started ten years ago – ten years previous-had provided screening for women and case management services and they tried to find treatment for the women after breast and cervical cancer was diagnosed, but there were no funds to pay for the treatment, certainly not through CDC.  So this provided Medicaid funding to kind of complete that continuum.

In the interest of getting to women who do qualify under this, who have their services paid for quickly, and to expedite their eligibility for Medicaid, there is something called “presumptive eligibility.”  And that is a process whereby if certain organizations or entities can determine at least initially that the woman seems to meet most of the criteria without doing any kind of detailed background checks into and match to determine what insurance she has or does not.

For example, the woman can have up to a couple of months of Medicaid eligibility giving her time to get into care, and to actually make formal application for permanent eligibility for the more formal Medicaid eligibility which would continue for at least a year before a redetermination would have to be made.  This is a state option for the states.

There are 46 states now that have approved state plan amendments.  That means that they have agreed to cover this group.  There are three states that have submitted state plan amendments where they want to add coverage to this group.  We just have not made a formal announcement that they have been approved yet.  There is one state, Massachusetts, that has a managed care demonstration into which all their Medicaid population is receiving – has been placed - and they are pursuing this coverage through that structure.

There are 22 states that have elected presumptive eligibility and the various CDC options – screening options that I mentioned earlier.  This is a breakdown of which states are providing which options.

So right now we just come off a week in which we met with the CDC folks down in Atlanta and we actually convened a meeting of state Medicaid folks who are involved in this benefit and the program grantees that CDC funds in each state.  We talked about a range of issues that will help us as we try to bring regulation that we will be developing in the next few months to actually clarify the policy in this area.

And, I ’ll be glad to take any questions anyone might have about Medicaid.

