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ACA and Massachusetts

The major provisions of the ACA were modeled after Chapter 58


Although similar to our state reforms, the ACA brings additional significant benefits to Massachusetts and to its residents and businesses, including:


Federal tax credits to help lower income individuals (including legal residents) purchase health insurance 

Federal tax credits to small businesses to help them cover their employees

Many grant and demonstration opportunities to advance payment reform and care integration priorities

Assistance with prescription drug costs for seniors and disabled individuals on Medicare

The opportunity to simplify eligibility and enrollment processes for subsidized insurance populations

Additional Federal funding to support coverage of low income individuals
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Progress to Date on Non-Legislative Components

Achievements

Early Retiree Reinsurance Program – GIC and 188 other Massachusetts employers took advantage of this program

Enhanced Medicaid program integrity activities

Small Business Tax Credit

Medicare Part D “donut hole” phased in elimination and refunds

CMS/CCIIO determined DOI rate review process meets ACA standards and that the Commonwealth has an effective premium rate review process

Temporary approval of DPH Office of Patient Protection for external appeals

Elimination of copayments for preventive services

Prohibition on annual and lifetime limits
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Progress to Date on Non-Legislative Components

Grants received - over $198M in total including:

Early Innovators Grant - $35.9M

Money Follows the Person - $110M

Exchange Establishment Grant, Level 1 - $11.6M

Maternal, Infant and Early Childhood Visiting Program - $7.6M

Childhood Obesity Research - $6.2M

Premium Rate Review - $3.4M

Strengthen Public Health Immunization Infrastructure - $2.6M

Personal and Home Care Aide Training - $2.4M

Exchange Planning - $1M

Contract award to develop Dual Eligible Initiative - $1M

Aging and Disability Resource Centers - $.9M
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Why Legislation is Necessary

Despite similarities to Chapter 58, implementing the ACA in Massachusetts will require legislation, regulatory change or Executive Order; certain provisions require reconciliation between state and federal law. 

5 major areas require legislative and/or regulatory changes: 

Medicaid and Exchange eligibility 

Exchange coverage provisions 

Individual mandate provisions 

Employer responsibility provisions 

Private insurance provisions 

Certain authorities must be designated to state agencies.

Certain Chapter 58 and Chapter 305 provisions may need to be amended or repealed. 
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Guiding Principles and Key Concepts
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Guiding Principles

As we prepare for providing health insurance coverage to Massachusetts’ subsidized population under national health care reform in 2014, these guiding principles were developed by inter-agency leaders

1. Creating a consumer-centric approach to ensuring that all eligible Massachusetts residents avail themselves of available health insurance subsidies to make health care affordable to as many people as possible.

2. Creating a single, integrated process to determine eligibility for the full range of health insurance programs including Medicaid, CHIP, potentially the Basic Health Program and premium tax credits and cost-sharing subsidies. 

3. Offering appropriate health insurance coverage to eligible individuals by defining both the populations affected and the health benefits that meet their needs.

4. Working within state fiscal realities, maximizing and leveraging financial resources, such as FFP.

5. Focusing on simplicity and continuity of coverage for members by streamlining coverage types, thereby making noticing and explanation of benefits more understandable, and also minimizing disruptions in coverage. 

6. Creating an efficient administrative infrastructure that leverages technology and eliminates administrative duplication.

7. Building off the lessons learned since passage of Chapter 58.

8. Creating opportunities to achieve payment and delivery system reforms that ensure continued coverage, access, and cost containment and improve the overall health status of the populations served.
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The ACA Generates New Revenue for the Commonwealth 

Medicaid Expansion

The ACA mandates that adults 0–133% FPL who have not traditionally been eligible for Medicaid be covered under the Medicaid State Plan effective January 2014.  

Massachusetts, as a state that has already expanded coverage to this population, will receive 75-93% FMAP from CY2014 to CY 2019, and 90% FMAP from CY 2020+.

Basic Health Plan Option (BHP)

The ACA provides states the option of establishing a BHP (Sec. 1331).

This offers states the opportunity to ensure continuity of coverage for low-income populations.

BHP covers adults 134–200% FPL (AWSS 0-200% FPL).

The state purchases benefits on behalf of enrollees similar to MassHealth MCOs and CommCare.

The state would receive 95% of the premium and cost-sharing tax credits that would have been allotted if these individuals had purchased the second lowest cost silver plan through the Exchange.

After careful analysis of the financial impact and impact on members, we are recommending that Massachusetts take advantage of this option.
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The QHP makes coverage more affordable for individuals at 301%-400% FPL

Tax Credits

ACA provides advanced tax credits to eligible individuals with incomes up to 400% FPL who purchase a Qualified Health Plan (QHP) through the Exchange.

Tax credit amount varies by income, with individuals required to spend a certain percentage of their income on health insurance.

Qualified Health Plans (QHPs)

Commercial insurance products available for purchase through the Health Connector for individuals 134% – 400% FPL.

Recommend the QHP for individuals at 201%-400% of FPL to take advantage of BHP option for those up to 200% FPL.

Federal tax credits will expand subsidies to Massachusetts individuals to 301% to 400% FPL.
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ACA Key Concept: Legally Residing Immigrants

Aligns definitions of immigrant eligibility for MassHealth, BHP and QHP.

Replaces Aliens with Special Status (AWSS).

Includes 5-year bar immigrants.

Includes many (not all) Permanent Residents Under Color of Law (PRUCOLS).

Must be citizen, qualified immigrant or legally residing to access benefits through MassHealth, BHP or the Exchange.
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ACA Key Concept: Modified Adjusted Gross Income (MAGI)

Will replace gross FPL in defining eligibility for non-disabled, non-elderly populations.

Adjusts income with certain standard deductions allowed by the IRS.

Generally, it is 5% higher than unadjusted gross income.

Will be used to determine program eligibility and subsidy (cost-share) amounts.
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Key Issue: Continuity

MassHealth and CommCare have similar plan offerings with similar provider networks.

Data shows significant levels of dropped coverage when moving from MassHealth to CommCare.

New model must prioritize continuity across subsidized programs.

This slide includes a bar graph to describe the data of dropped coverage when moving from MassHealth to CommCare and from CommCare to MassHealth.

CY 2010

Transition from MassHealth to CommCare

Transition Events: 26,593

Health Plan Unavailable: 55%

Unenrolled at 90 Days: 43%

CommCare to MassHealth

Transition Events: 22,062

Health Plan Unavailable: 14%

Unenrolled at 90 Days: 4%
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Key Issue: Consumer Costs

ACA premiums are significantly higher than Commonwealth Care.
New model must mitigate out-of-pocket spending to maintain coverage gains made to date.

This slide includes a chart that compares the ACA subsidy schedule and the state subsidy schedule.  The National schedule ranges from requiring individuals to contribute 2% of income at 100% federal poverty level up to 9.5% of income from 300 – 400% federal poverty level. The state schedule ranges from requiring individuals to contribute 0% of income at 100% federal poverty level, up to 5.1% of income for those with income in the 250-300% federal poverty level income bracket.  It is important to note that while the Massachusetts subsidy schedule is more generous than the national subsidy schedule, the national schedule provides subsidies to eligible individuals with income up to 400% federal poverty level, while the state provides subsidies to eligible individuals with income up to 300% federal poverty level.
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Transition Populations

ACA changes affect these populations:

19-20 Year Olds 0-150% FPL 

Pregnant Women 186-200% FPL

Breast and Cervical Cancer,  HIV+

MassHealth Basic 

MassHealth Essential 

CommCare

(Due to the decision in Finch vs. Commonwealth Health Insurance Connector Authority, legally residing immigrants are again eligible for Commonwealth Care.)

CommChoice

Medical Security Plan

Insurance Partnership

Health Safety Net

Slide 15

Preliminary ACA Coverage Configuration Proposal 
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Subsidized Coverage Options

This slide includes a graphic that describes transition options.

Transition Option 

Medicaid (Standard and Benchmark) 0-133% FPL
BHP  134-200% FPL
QHP 200-400% FPL
Transition Option

Medicaid (Standard and Benchmark) 0-133% FPL
QHP 134-400% FPL
Slide 17

BHP vs QHP Options for up to 200% FPL

Manatt/Mercer Modeling Results:

BHP has lower estimated state cost than a QHP wrap

BHP may offer opportunity to reduce cost sharing in 2014 for consumers between 139% and 200% FPL with no state investment

Option


BHP up to 200% FPL with CommCare Cost Sharing


2010 Cost Basis, $36 million

2014 Cost Basis, $0

Option

QHP up to 200% FPL with CommCare Cost Sharing (QHP Wrap)


2010 Cost Basis, $72 million, 2014 Cost Basis, $88 million
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Subsidized Insurance Coverage 

MassHealth will administer the program for populations who are up to 133% FPL in Medicaid (both Standard and Benchmark) and those who are 134% to 200% FPL in the Basic Health Plan.

The Connector will administer the program for populations who are 201-300% FPL in Qualified Health Plans (with ACA federal tax credit and with possible additional state subsidy) and for populations who are 301% FPL to 400% FPL in Qualified Health Plans (who are federally subsidized at ACA tax credit levels).
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Transition Populations

BCCTP up to 250% FPL, MH Standard

HIV+ up to 200% FPL, Family Assistance

Childless Adult MH up to 100% FPL, MH Basic

Childless Adults LTU up to 100% FPL, MH Essential

Individual Unempl Comp up to 400% FPL, Medical Security Plan

Small Business up to 300%, Insurance Partnership

Imm 5-yr Bar up to 400%, Health Safety Net

Imm 5-yr Bar GF up to 300%, CommCare

Indivi Inelig for MH up to 300%, CommCare
Indivi Inelig for MH, no FPL threshold, CommChoice

Simplified Eligibility 
Adults 21-64, up to 138% FPL, Benchmark; from 139-200% FPL, BHP; from 200-300% FPL, QHP Wrap; from 300-400% FPL, QHP.

Imm 5-year Bar, up to 200% FPL, BHP; from 200-300% FPL, QHP Wrap; from 300-400% FPL, QHP.

19-20 year olds up to 150% FPL, MH Standard; from 150-200% BHP, from 200-300% FPL, QHP Wrap; from 300-400% FPL, QHP.

The Health Safety Net program will exist.
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Benefit Comparison Chart

Standard and Benchmark populations all have the following benefits:

Ambulance (emergency)

Behavioral Health Services

Community Health Center

Dental Services

DME and Supplies

Family Planning

Inpatient Acute Hospital

Laboratory/X-ray/ Imaging

Nurse Practitioner Services

Outpatient Hospital

Outpatient Surgery

Oxygen /Respiratory Therapy Equipment

Pharmacy

Physician

Podiatry

Prosthetics

Rehabilitation

Renal Dialysis Services

Speech and Hearing Services

Therapy: Physical, Occupational, and Speech/Language

The BHP population has all of the following benefits: 

Ambulance (emergency)

Behavioral Health Services

Community Health Center

DME and Supplies

Family Planning

Inpatient Acute Hospital

Laboratory/X-ray/ Imaging

Nurse Practitioner Services

Outpatient Hospital

Outpatient Surgery

Oxygen /Respiratory Therapy Equipment

Pharmacy

Physician

Podiatry

Prosthetics

Rehabilitation

Renal Dialysis Services

Speech and Hearing Services

Therapy: Physical, Occupational, and Speech/Language
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Benefit Comparison Chart 
The Standard population has access to the following benefits:

Vision Care

Audiologist Services

Chiropractic Care

Hearing Aids

Home Health

Nurse Midwife Services

Orthotic Services

Chronic Disease and Rehabilitation Hospital Inpatient

Hospice

Adult Day Health

Adult Foster Care

Day Habilitation

Medically Necessary Non-emergency Transport

Personal Care

Private Duty Nursing

Skilled Nursing Facility

Targeted Case Management

EPSDT

The Benchmark population has access to the following benefits: 

Vision Care

Audiologist Services

Chiropractic Care

Hearing Aids

Home Health

Nurse Midwife Services

Orthotic Services

Chronic Disease and Rehabilitation Hospital Inpatient (*Share of 100 days per year)

Hospice

Medically Necessary Non-emergency Transport

Skilled Nursing Facility

The BHP population has access to the following benefits: 

Vision Care

Audiologist Services

Chiropractic Care

Hearing Aids

Home Health

Nurse Midwife Services

Orthotic Services

Chronic Disease and Rehabilitation Hospital Inpatient (*Share of 100 days per year)

Hospice

Skilled Nursing Facility (*Share of 100 days per year)
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Summary of Federal Revenue and Populations Supported

Childless adults who are less than 133% FPL will move from MH Expansion (Basic, Essential, HIV/FA) and CommCare with 50% FMAP to the Medicaid State Plan with 75% FMAP in 2014 and 90% FMAP in 2020.

Childless adults who are between 134 - 300% FPL will move from CommCare with a 50% FMAP to either the BHP (if 134% to 200% FPL) or QHP with federal tax subsidies (if 201% to 300% FPL) using 100% Federal Funds.

Childless adults who are between 301 - 400% FPL will move from getting no subsidy (except those with MSP) to QHP with federal tax subsidies and using 100% federal funds.

Five year bar legal immigrants who are less than 300% FPL will move from Comm Care using 100% state funds to either the BHP (for those up to 200% FPL) or the QHP with federal tax subsidies (for those 201% to 300% FPL) and using 100% Federal funds

Five year bar legal immigrants who are between 301% to 400% FPL will move from the HSN with 50% FMAP to the QHP with federal tax subsidies using 100% Federal funds.
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Key Considerations in BHP Modeling

Commercial premium trends versus BHP cost trends

Enrollment (take-up variation)

Enrollee acuity

Plan design

Essential Health Benefits definition
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BHP Modeling

BHP funding is determined in part by the difference between the second lowest cost silver premium and the enrollees’ income-based contribution. 

State would receive 95% of the premium and cost-sharing tax credits that would have been allotted if individuals had purchased through the Exchange.

Financial impact of the BHP will be sensitive to the differential between BHP cost trend and commercial premium trend.

If commercial trend runs higher than BHP trend, the funding increases faster than costs; if commercial trend runs lower than BHP trend, costs increase faster than funding. 
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BHP Uncertainties

Lack of final federal guidance

Final mechanism for BHP year-end reconciliation of advance premium tax credits (APTCs) and cost-sharing reductions. 

Impact of risk adjustment on BHP funding. 

State decision on EHB covered services.
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BHP Administration 
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Advantages of MassHealth Administration of BHP

Movement between Medicaid coverage and BHP would be seamless for members except for cost-sharing and certain benefits.  

Plan enrollment and administrative requirements within or between Medicaid and the BHP would be unaffected by income changes. 

BHP has member cost sharing that would be supported by existing MassHealth premium billing infrastructure.

A reduction of transition issues and program volatility, or “churn”, for members <200% FPL, the group in which most churn occurs. 

Administration of all State-purchased and ACA subsidized insurance in one place (Medicaid Benchmark and BHP), with the rest of MassHealth.

Both Benchmark and BHP would offer the same health plans.

Aligns Legally Residing Immigrants and Citizens at all incomes 0-200% FPL.
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Positive Impact on Members

Align BHP with Medicaid program to reduce coverage gaps, transition issues and disruption.

Continuity of Coverage

Eliminates need to change health plans when people move between BHP and Benchmark.

Eliminates coverage gap between programs.

Families covered in one place.

Children of BHP-eligibles in either Medicaid or CHIP.

Continuity of Care

Eliminates need to change providers when people move between BHP and Benchmark.

Member Protections

Aligns appeals, fair hearing rules and process.
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Challenges

MassHealth administrative budget needs to be adequate to effectively support expansion of covered lives.

Reconciliation process with federal government for BHP members with income changes during the year is unclear. 

Must develop a state-level budget monitoring process to compare BHP spending with revenues received for BHP members.
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High Level Eligibility Systems Process

This is a flow chart that describes the Health Information Exchange, Integrated Eligibility System – HIX/IES.

A member applies for benefits through the web portal, no wrong door – single point of entry.  There is an initial eligibility screen for citizenship/immigration status and household income eligibility (MAGI).  The verification will happen through the Federal Data Hub (SSA, IRS, DHS, etc), and State Data (DOR, RMV, etc).  Then, the system will prompt on whether the member is aged or disabled through traditional rules.  If yes, the information will flow to MA21 Eligibility Determination.  If no, the information will flow to a Rule-based Eligibility Engine.  This will determine whether a person is eligible for MassHealth (Medicaid, CHIP and Benchmark), BHP, or QHP.  Then, all that information will flow to the Health Plan Enrollment.  There will be a Carrier Hub with plans, rates and enrollments, etc.































