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Agenda

· Overview of Major Provisions

· Coverage and Insurance Protections

· Individual and Employer Responsibility

· Insurance Protections

· Payment Reform

· Wellness and Health Promotion

· Implementation Activity to Date

· Stakeholder engagement

· Timeline


· Questions and Discussion
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Overview

· Federal reform provides a clear framework for achieving universal coverage;

·  Medicaid for people < than 133% of FPL

·  Tax subsidies for people > than 133% of FPL up to 400% FPL

·  Employer sponsored-insurance for the employed

·  Medicare for the disabled and elderly



· Making coverage affordable is built on individual and employer responsibility.

·  Individual mandate and employer requirements to keep pool of covered persons as expansive as possible.  
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Coverage

· Massachusetts already provides free or subsidized insurance to people well above the new federal minimum of 133% of the poverty level, by covering  <300% FPL through MassHealth and Commonwealth Care.

· PPACA will bring changes in federal reimbursement and changes in coverage:

· People between 300 and 400% FPL will be newly eligible for subsidies through the exchange.

· Option to move people < 133% FPL currently served in Commonwealth Care into MassHealth (Effective 4/1/2010)

· People between 133% to 300% currently served in Commonwealth Care at 50% state cost will be eligible for coverage through the Exchange with fully federally funded subsidies (Effective 1/1/2014)

· Immigrants currently barred from federally-funded Comm Care will also be eligible for subsidies through the Exchange.

· Massachusetts will get a higher match on those newly eligible under federal law, i.e, childless adults up to 133% FPL, starting in 2014.

· Massachusetts will need to move to a modified adjusted gross income (MAGI) standard, from the current gross income standard in determining eligibility for new enrollees. 
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Coverage – Issues

Issues:
· Whether to supplement the federal subsidies and benefits. 

· Federal tax credit is less generous than the current state subsidies for those between 133% and 300% FPL. 

· Benefits are not yet known but may be less comprehensive than Commonwealth Care – we may want to provide 
wrap-around coverage 

· How to address the population between 133% and 400% FPL

· Subsidies vs. tax credits


· The evolution of the Connector to the Massachusetts exchange.

· The role of Commonwealth Care in 2014 and beyond.
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Insurance Protections

· In the area of private insurance protections, PPACA again took the lead from Massachusetts in requiring protections that are substantially similar to Massachusetts law, for plans or policy years effective on or after 9/23/2010:

· Coverage for young adults up to age 26 on their parent’s plan

· Mass – age 26 or two years after loss of dependent status

· Restriction on annual limits

· Mass – allowed for young adult plans and student health plans

· No Exclusions for Pre-Existing conditions

· Mass – allows 6 month waiting period for coverage of certain pre-existing conditions, unless continually covered

· New Medical Loss Ratio standards - 85% for group plans

· Mass – those standards already exceeded in practice

· Changes required for 2014 are already the law in Mass:

· Guaranteed issue and renewability

· No discrimination based on health status

· Community rating

· DPH – Office of Patient Protection
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Insurance Protections - Issues

Issues to Address:

· Seeking a waiver to gain flexibility to phase out annual caps for the young adult plans on a modified time line


· Implementing the prohibition on cost-sharing for preventive services;

· Plans have option to maintain grandfather status to avoid this requirement


· Authority to enforce the federal law, where it differs from state law
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Individual Responsibility

Comparison of Affordability Standards

An individual is exempt from the mandate if their premium contribution to Minimum Essential Coverage exceeds 8% of income.
This slide includes a chart that shows the federal affordability standard of 8% of income as a horizontal line and shows the progression of the state affordability standard which varies by income.  The state affordability schedules defines affordability as a maximum allowable dollar value contribution to health insurance for a given income bracket.  This approach results in a stepwise pattern (i.e., not a direct, linear, sliding scale) when translated to a percentage of income requirement.  Under the state standard, individuals up to 150% FPL have an affordability standard of 0% and individuals in higher income brackets are required to make a gradually increasing premium contribution.  The state standard is lower than the federal standard for individuals up to about 410%FPL, but is higher than the federal standard for individuals with income above about 410% FPL.
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Individual Responsibility: Premium Subsidies

· Defined as maximum percent of income that an individual can contribute to a benchmark premium

	 
	MA Subsidy Schedule 1 
	Federal Subsidy Schedule 2

	Household income
 (% FPL): 
	Initial premium percentage : 
	Final premium percentage: 
	Initial premium percentage : 
	Final premium percentage: 

	Up to 133%
	0% 
	0% 
	2.0%
	2.0%

	133-150%
	0% 
	0% 
	3.0%
	4.0%

	150-200%
	2.9% 
	2.2% 
	4.0%
	6.3%

	200-250%
	4.3% 
	3.4% 
	6.3%
	8.05%

	250-300%
	5.1% 
	4.3% 
	8.05%
	9.5%

	300-400%
	N/A 
	N/A 
	9.5%
	9.5%

	1Subsidy schedule for those eligible for Commonwealth Care.

2Subsidy schedule for those eligible to purchase through the Exchange.  The subsidy is tied to the second lowest cost silver plan.
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Individual Responsibility: Affordability & Premium Subsidies

Individuals


This slide includes a chart that compares the National Subsidy schedule and the state subsidy schedule.  The National schedule ranges from requiring individuals to contribute 2% of income at 100% FPL up to 9.5% of income from 300 – 400% FPL. The state schedule ranges from requiring individuals to contribute 0% of income at 100% FPL, up to 5.1% of income for those with income in the 250-300% FPL 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% FPL, while the state provides subsidies to eligible individuals with income up to 300% FPL.
The chart also compares the National affordability standard and the state affordability standard for individuals.  The national standard is 8% of income regardless of income.  The state standard ranges from 0% of income at 100% FPL to 9.6% of income for individuals in the 408.1 – 504% FPL income bracket.  For individuals with income above 504% FPL, the Massachusetts affordability standard defines insurance as affordable.
Slide 10

Individual Responsibility: Affordability & Premium Subsidies

	 
	MEC (Federal)
	MCC (Mass)

	Categorically Compliant
	· Govt plan (Medicare, Medicaid, CHIP, Tricare, VA, Peace Corps, others TBD by Secretary)

· Employer plan*

· Individual plan*

· Grandfathered plan
	· Govt plan (Medicare, CommCare, TriCare, VA, Peace Corps, AmeriCorps)

· Federal employee coverage

· YAPs

· Student health insurance

· Indian health service plans

· Coverage provided by religious organizations

	*All plans in the individual and small group markets must cover the “essential health benefits”.
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Standards for Coverage (cont)

	 
	Essential Health Benefits

(applicable to Exchange and new small/non-group plans)
	MCC (Mass)

(all individuals must have a plan with this coverage)

	Required Medical Benefits*
	· Ambulatory patient services.

· Emergency services

· Hospitalization

· Maternity and newborn care

· Mental health and substance use disorder services, including behavioral health treatment

· Prescription drugs

· Rehabilitative and habilitative services and devices

· Laboratory services.

· Preventive and wellness services and chronic disease management.

· Pediatric services, including oral and vision care.
	· Ambulatory patient services

· Emergency services

· Hospitalizations 

· Maternity and newborn care

· Mental health and substance abuse services

· Prescription drugs

· Diagnostic imaging and screening procedures (including x-rays)

· Medical and surgical care (including preventive and primary care)

· Radiation therapy and chemotherapy

	*Under PPACA, only plans offered through the Exchange and through the small/non-group market are required to include “essential health benefits.”


Slide 12

Individual Responsibility – Issues to Address

· Whether to reconcile Chapter 58 and PPACA individual mandates

· Presumably we do not want to subject anyone to two penalties.

· Do we want to continue to capture some people the federal mandate will not?

·  Do we want to align MCC with MEC? 

·  Need to resolve for tax year 2014, but may want to resolve much sooner to prepare state standards to come into line with the federal.
· The Connector board has the discretion to set both the affordability standard and MCC.
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Employer Responsibility – Side by Side 
	 
	Massachusetts

(FSC)

Effective currently
	National

(PPACA)
Effective 2014

	Applicability
	Firms with > 11 FTEs
	Firms with > 50 FTEs

	Standards for
Avoiding Assessment
	Employer premium contribution (33% of premium)

“Take-up rate” rate (25% of full-timers must be enrolled in group plan)
	No employee use of premium tax credits.

	Assessment Amount
	Fine of $295 per FTE
	Fine between $2K-$3K per full-time employee, or employee using premium tax credit. Excludes first 30 employees in some cases.


Slide 13 contains a table that depicts a side by side comparison of the Massachusetts Fair Share Contribution policies (currently in effect) contrasted with the PPACA employer assessment provision in the new federal health reform law (effective in 2014). The first row contrasts the applicability standards – in Massachusetts, the Fair Share policy applies to all employers with 11 or more full-time equivalent employees. In the new federal law, the assessment policy applies to all employers with 50 or more FTEs. The second row contrasts the standards for avoiding assessment. In Massachusetts, employers must meet a standard that relates to offering 33% contribution towards the cost of a health insurance premium for a full-time worker or having 25% participation in a group health plan. In the federal law, the assessment is avoidable if no employees use a premium tax credit. Finally, in the law row, the assessment amount is contrasted. In Massachusetts, the Fair Share assessment amount is $295 per FTE, and the federal assessment amount ranges from two thousand to three thousand dollars per full-time worker, or per full-time worker that uses a premium tax credit, depending on the situation.
Slide 14

Employer Responsibility Issues to Address

· Many new opportunities and responsibilities for employers:

· Small Business Tax Credits

· Reinsurance for early retiree health care costs

· Grants for Small Employer Wellness Programs

· Free Choice Vouchers

· Automatic ESI enrollment for employees at very large firms (200+ workers)

· Changes to Health Savings Accounts, Flexible Spending Accounts, Etc. 

· Elimination of Deduction for Medicare Part D Expenses

· Medicare Payroll Tax 

· Reasonable Break Time and Space for Nursing Mothers

· Commonwealth working to determine how to reconcile Ch. 58 employer policies with PPACA employer policies (e.g., Fair Share Contribution, HIRD, and Free Rider)

· Collaborate with employer community on PPACA policy guidance and future regulatory changes
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Payment Reform  Overview

2010

· Comparative Effectiveness – PCORI

· Medicaid Global Payment System Demonstration

2011

· HHS to develop national quality strategy

· Center for Medicare and Medicaid Innovation - CMI

2012

· Shared savings program to promote Accountable Care Organizations

· Independence at Home Demonstration Project

2013

· Pilot program for bundled payments 

These opportunities to develop new patient care models may support the Commonwealth’s larger payment reform plans. 
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Payment Reform 2010

Medicaid Global Payment System Demonstration

This demonstration will operate during fiscal years 2010 through 2012 in up to five states. (Section 2705) It  authorizes participating states to adjust payments to eligible safety net hospital systems or networks from a fee-for-service structure to ‘‘a global capitated payment model.’’ The demonstration will be coordinated with the CMS Innovation Center.
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Payment Reform 2011

HHS to develop national quality strategy


By Jan. 1, 2011, US HHS will establish a national strategy to improve the delivery of health care services, patient health outcomes and population health. Among other components, the strategy will seek to align public and private payers with regard to quality and patient safety efforts. (PPACA Sec. 3011, p.260)


The strategy will identify priorities that will: 


(1) have the greatest potential for improving health outcomes, efficiency, and patient-centeredness;


(2) have the greatest potential for rapid improvement in the quality and efficiency of patient care; 


(3) address gaps in quality, efficiency, and comparative effectiveness information and health outcomes; 


(4) improve federal payment policy to emphasize quality and efficiency; 


(5) enhance the use of data to improve quality, efficiency, transparency, and outcomes; 


(6) address the health care provided to patients with high-cost chronic conditions; and 


(7) improve research and disseminate best practices to improve patient safety and reduce medical errors, preventable readmissions, and health care-associated infections
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Payment Reform 2011


Center for Medicare and Medicaid Innovation


CMI to be established Jan. 1, 2011 to test innovative payment and delivery models that reduce cost and improve quality. Among models to be tested are those that 

· promote practice and payment reform in primary care, including patient centered medical homes; 

· feature risk-based comprehensive payments to providers; 

· promote care coordination and transition away from fee-for-service based reimbursement; 

· establish community-based health teams; 

· allow states to test and evaluate all-payer systems of payment reform; 

· improve post-acute care; 

· develop a collaboration of high-quality, low cost institutions that will disseminate best practices; and 

· establish comprehensive payments to Healthcare Innovation Zones—groups of providers including a teaching hospital that deliver comprehensive care while also incorporating innovative methods for the clinical training of future health care professionals.
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Payment Reform – 2012


Shared savings program to promote Accountable Care Organizations


To be established not later than Jan. 1, 2012, this program allows providers organized as ACOs that voluntarily meet quality thresholds to share in the cost savings they achieve for the Medicare program. (PPACA Sec. 3022, p. 277) To qualify as an ACO, organizations must agree to be accountable for the overall care of their Medicare beneficiaries, have adequate participation of primary care providers, must define processes to promote evidence-based medicine, must report on quality and costs and must coordinate care.

· Pediatric Accountable Care Organization Demonstration Project. (Section 2706) This demonstration, effective Jan. 1, 2012 through 2016, allows pediatric medical providers organized as ACOs to receive incentive payments under Medicaid similar to general care ACOs in Section 3022 above.
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Massachusetts Actions on Payment and Delivery Reform

· Pediatric Asthma Bundled Payment Pilot Project

· Per the FY11 budget, EOHHS is directed to establish a pilot project for bundled payments for hospitals that treat pediatric asthma cases. 


· Regional Comparative Effectiveness Task Force

· This regional collaboration is a follow up to a series of meetings with NE region health policy leaders per ch .305 to examine the feasibility of a NE region comparative effectiveness research entity.


· HCQCC committee on payment reform legislation

· Committee of QCC to review draft outline of payment reform legislation and obtain input from stakeholders with the goal of finalizing a draft of a bill for action next legislative session.


· Massachusetts Patient Centered Medical Home Initiative and authority to do payment reform demo
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Wellness and Health Promotion

· Individuals - PPACA provides improved access to preventive services by removing cost-sharing for recommended preventive services in private plans and Medicare, for annual wellness exams for Medicare enrollees, and for tobacco dependence programs for all pregnant women covered by Medicaid.  

· Business and workplace

· Employers to provide reasonable break time for nursing mothers

· CDC to supply  technical assistance in evaluating employer based wellness programs

· Grant program will be available for small business to establish their own workplace wellness programs.

· States and Communities

· Plan to develop national public health prevention strategy 

· Incentive grants for Medicaid enrollees to adopt healthy behaviors

· Grants to strengthen public health infrastructure

· Grants to reduce and prevent chronic diseases and reduce disparities 

· Grants to improve health care in medically underserved areas using Community Health Workers

· Public health workforce development
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Wellness and Health Promotion,  Issues to Address

· MassHealth will have option to cover some preventive services with a 1% FMAP increase, as long as no co-pays are charged. 

· Currently MassHealth charges co-pays only for drugs and for acute inpatient hospital stays.  Children and certain adults are exempt from co-pays.

· Enforcing removal of cost-sharing for preventive services

· Implementation of Wellness and Community Transformation Grants

· Enforcing Nutrition Labeling requirements in chain restaurants
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Stakeholder Involvement

· Engaging Employers

· Employer Forums

· State engaged with Associated Industries of Massachusetts (AIM), Retailers Association of Massachusetts (RAM), and National Federation of Independent Businesses (NFIB)

· Employer groups interested in partnering on communication to employers about PPACA, and helping get resources and information out to employers that may not be fully aware of the coming changes. 

·  Reconciling state and federal reform, issues such as fair share

· Associations noted that currently there is very little awareness or interest in PPACA from employers currently

·  Concern that many MA employers think PPACA is MA health reform writ large - some employers may be receiving inaccurate information from various sources

·  State agencies partnering to raise awareness about small business tax credit 
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Plans for Stakeholder Involvement
· Engaging Consumers- Insurance Reforms

· Engaging advocates on the state option to move waiver population up to 133% FPL to State Plan 

· Raising awareness with consumers about new protections under  PPACA and new options including Early Retiree Reinsurance Program

· Engaging consumers in decision making around differences between Chapter 58 and PPACA (e.g. Individual Mandate, affordability standards, penalties, benefit package)


Slide 25
Plans for Stakeholder Involvement
· Engaging Consumers- Long-Term Care/Behavioral Health Issues

· Re-engaging Community First Olmstead Plan Advisory Group 


· Money Follows the Person Rebalancing Demonstration (due Jan 2011) and related provisions for supporting funding mechanisms for home and community based services 

· Medicaid Emergency Psychiatric Care Demonstrations

· Cross agency work with stakeholders includes issues such as:

· Hospital and hospital equipment accessibility

· Workforce recruitment, retention, and training opportunities

· Health Homes and Care Transitions Demonstrations

· Collaborating with stakeholders and other agencies on grant proposals including the Personal and Home Care Aide State Training Program and Care Transitions
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Plans for Stakeholder Envolvement
· Engaging Health Care Workforce and Providers

· State working with schools of public health, nursing schools, non-profit agencies and community health centers to identify grant opportunities to increase capacity and better training for health care professionals

· Also led grant application to increase funding for long-term care workers with long term care

· Grant funding for maternal and early child visitation programs 

· Engaging Plans - Insurance Reforms

· Engaging carriers in discussions on insurance reforms in PPACA, including elimination of copays for preventive services, coverage for young adults, prohibition of annual and lifetime limits and other reforms.
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Timeline

This slide illustrates a timeline of federal health reform events. 

· March 23, 2010, PPACA signed into law

· September 23, 2010, Private insurance protections effective

· January 1, 2011, CMS Innovation Center opens to consider payment reform proposals

· January 5, 2011, State Legislative session resumes. 
· March 2011, Connector Board votes on 2011 affordability schedule 
· June 30, 2011, Deadline to finalize the 1115 waiver for FY11-14 (payment reform authority) July 31, 2011, 2011-2012 Legislative session adjourns
· January 1, 2014, Federal subsidies, insurance mandate and employer responsibility provisions become effective
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Conclusion
Questions and Discussion

