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Implementing the Affordable Care Act in Massachusetts
2012 Legislative Changes
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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.

Provisions in existing state law may need to be amended or repealed. 
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Important Dates 

Massachusetts’ implementation must provide sufficient time for agencies to develop regulations and other administrative functions to implement provisions of ACA, keeping in mind that insurers, providers and others will need to prepare for ACA implementation based on state law

· Spring 2012 – 2012 ACA Legislative Package included in Chapter 96 (signed on May 11) and Chapter 118 (signed on June 19) of the Acts of 2012

· Summer/Fall 2012 - Develop Governor’s H1 FY 2014 budget

· January 2013 – File H1 FY 2014 budget reflecting ACA budget implications

· January 2013 – Introduce 2013 ACA Legislative Package

· October 2013 – Begin implementation of major ACA provisions

· January 2014 – Major provisions of ACA take effect
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ACA Legislative Packages 

There are two sets of statutory changes to implement ACA

· Spring 2012 package  – Time sensitive changes, primarily technical, were necessary to meet 2012 federal certification deadlines and allow program and operational changes to prepare for January 2014 effective date

· January 2013 package  – Additional, more substantive provisions that require additional processing on final policy decision and final federal guidance
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ACA Items included in Chapter 96 of the Acts of 2012
Authorize the Connector to be the ACA-Compliant “Exchange” 
Every state must develop an ACA-compliant Exchange or the federal government will run the Exchange in that State. The Health Connector is able to carry out many of the functions of a state-run ACA-compliant Exchange under its current state authorizing statute (largely Chapter 176Q of the Massachusetts General Laws).  However, there are certain required functions of an ACA-compliant Exchange that were not within the Health Connector’s scope of authority (e.g., authority to administer advance payments of federal premium tax credits or the ability to certify and decertify “qualified health plans”).
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ACA Items included in Chapter 118 of the Acts of 2012

Designate the Division of Insurance (DOI) to administer reinsurance 

ACA establishes a transitional reinsurance program to help stabilize insurance premiums for coverage in the individual market during the first 3 years. States have the option to establish a reinsurance program vs. U.S. HHS performing this function. DOI is the appropriate agency to assume responsibility for this program, if necessary. 
Designate the Health Connector to administer risk adjustment 
The ACA requires risk adjustment across the small/non-group market (inside and outside of the Exchange) (i.e., adjusting payments to health insurers to account for their relative acuity). States may designate the Exchange or certain other entities to operate the risk adjustment program. The Health Connector is the appropriate entity to administer risk adjustment given its experience with risk adjustment and expertise on the small/non-group commercial market. This needed to be passed in 2012, as the risk adjustment methodology proposal must be submitted to the Federal government by January 2013. 
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ACA Items included in Chapter 118 of the Acts of 2012

Allow child only, catastrophic plans, stand alone dental and vision 
Changes to state statute align state law with federal ACA vision for products available through Exchanges:

· The ACA requires Exchanges to offer “stand-alone” dental products that cover pediatric dental benefits and to offer plans that provide pediatric vision benefits.

· The ACA states that if a carrier offers insurance coverage through the Exchange, it must also offer “child-only” plans (reserved for those under 21) in the same metallic tiers.

· The ACA also permits the offer of “catastrophic health plans”, which are higher-deductible health plans that are only available through an Exchange to non-group enrollees under 30 or individuals who have otherwise been exempted from the federal individual mandate. They carry deductibles equal to the out-of-pocket maximum for HDHPs as defined by the IRS in a given plan year (e.g., in CY2012, the deductible for individual coverage would be $6,050).

Changes needed to be passed in 2012 to allow sufficient time for insurance product development and approval by the October 2013 open enrollment period.
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ACA items included in Chapter 118 of the Acts of 2012
Basic Health Plan
The ACA provides states the option to administer a Basic Health Plan (BHP) for individuals 134 - 200% FPL (and for AWSS 0 to 200% FPL). Legislative language gives the Commonwealth the authority to implement a BHP and gives MassHealth the authority to expend funds on the administration of the BHP even if FFP is not available for such administrative expenditures. This change needed to be passed in 2012 to allow sufficient time to operationalize this new program and define populations covered through MassHealth and the Health Connector. 

Authority to subsidize cost sharing for 201-300% FPL 

Authorizes the Health Connector, if funding is made available, to wrap federal premium and cost sharing subsidies for individuals in the ACA Exchange to keep coverage affordable. This includes necessary changes to the Commonwealth Care Trust Fund and the Health Connector's enabling statute. This needed to be passed in 2012 as this information is critical to the Exchange procurement process that will begin in January 2013. 
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ACA items included in Chapter 118 of the Acts of 2012

Money Follows the Person

Establishes a Money Follows the Person Rebalancing Demonstration Grant Trust Fund for federal funds received to support the movement of senior and disabled MassHealth members from institutionalized settings to the community with the necessary long term supports and services.

Dual Eligible Initiative

Authorizes the establishment of a demonstration to integrate care for dual eligible individuals program, for residents, aged 21 to 64 at the time of enrollment.

Provider preventable conditions

Authorizes alignment of DPH’s Serious Reportable Events policy with federal ACA policy regarding non-payment for MassHealth provider preventable conditions. 
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ACA items included in Chapter 118 of the Acts of 2012
Ordering and referring providers must register as Medicaid providers 
The ACA prohibits Medicaid agencies from paying for services prescribed, ordered or referred by providers who do not participate in Medicaid.  For members who have MassHealth as a secondary payer, this could impact access to MassHealth covered services not covered by their primary insurer. This legislative change makes enrollment with Medicaid as an ordering or referring provider a condition of licensure and mandates that insurance carriers require their network providers to be enrolled with Medicaid as ordering or referring providers. According to federal guidance, it does not require providers participate in the Medicaid program as direct service providers.  This distinction between enrollment and participation will require significant education of providers. This needed to be passed in 2012, as the ACA requirement is already in effect although CMS is continuing to issue guidance on this statutory requirement. 

