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KEY MEDICAID AND LEGISLATIVE ISSUES TO WATCH FOR
IN 2014
This week, our In Focus section highlights key issues that are likely to dominate the
Medicaid and health policy landscape in 2014 in states in which HMA has offices. The
HMA team identified issues and milestones that will feature prominently in the Medicaid, health policy, and legislative agenda in the coming year. Of note, there is very little discussion of anticipated rate reductions for the coming state fiscal year, reflecting
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improved state budgetary conditions. Many of the items identified relate to delivery
system reforms underway or in development, benefit structures and, of course, issues
associated with the Affordable Care Act.

California – Alana Ketchel


Governor Brown will present his Budget for fiscal year 2014-2015 on Friday.
The state’s financial outlook has improved this year -- the Legislative Analyst’s Office projected a multi-billion dollar surplus. While many members of
the Democratic caucus have indicated an interest in restoring some of the reductions from previous budgets, the Governor has indicated he is focused on
building reserves and paying down debt. Some of the restoration proposals
have included transitional kindergarten, modest increases in CalWORKS
grants, and restoring Medi-Cal rates. A copy of the proposal from Speaker Perez is here.



Bills to address the physician shortage (SB 491 and 492), which would increase
the independence of nurse practitioners and expand the scope of practice for
optometrists, were held up last year because of strong opposition by the California Medical Association. Undaunted, Senator Ed Hernandez, chair of the
Senate Health Committee, is expected to reintroduce these measures in 2014.
The deadline to introduce new legislation is February 21.



Providing applied behavioral analysis services to individuals with autism is
expected to be a controversial topic between the Legislature and Administration this year as Senator Steinberg and others have indicated an interest in requiring Medi-Cal to provide the same level of benefits as health plans in the
commercial market (extension of SB 946).



Covered California has experienced a far smoother roll-out than the federally
facilitated marketplace, but there continue to be some administrative challenges with data transmission to plans and extremely long wait times for callcenter assistance (over 45 minutes as of Jan 8, 2014). In spite of this, some advocates have expressed interest in requiring the state Exchange to expand special enrollment periods for circumstances beyond those outlined in the federal
guidance. The next Covered California board meeting is expected to finally
address the administration of the pediatric dental benefit and whether plans
will be required to embed the benefit within each of the products or whether
stand-alone products will be allowed.

Colorado – Joan Henneberry and Stephanie Denning


Colorado’s 2014 legislative kicked off on January 8 with debates focusing on
gun control and helping victims of last fall’s floods. According to the Colorado
Health Institute’s 2014 Legislative forecast, health care legislation in 2014 is
likely to be characterized by small changes that fall into three “buckets:”
Health Reform Clean-up
o

Insurance Offerings – Consistency inside and outside of the marketplace.

o

Simplifying Medicaid Eligibility Categories – Major reduction and
consistency with federal standard.

Outcomes of Task Forces
o

Civil Commitments – Behavioral Health Advanced Directives
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o

Sunset reviews

o

Childhood vaccines

o

Social determinants of health

The Grab Bag



o

Free-standing Emergency Rooms

o

Suicide Prevention

o

Breast and Cervical Cancer Program extension

o

Technical change for Nursing Facility rates

o

Adjusting Advance Practice Nurse training requirements

o

Obesity Prevention Caucus

One bill already drafted would close a loophole that allows stand-alone emergency departments to be licensed like hospitals but without having to serve
the indigent or Medicare and Medicaid clients. There are two licensed standalone emergency facilities in Colorado, both run by First Choice out of Texas,
but private companies have been analyzing the market for several years now
looking for new opportunities in rural communities where there are active
winter skiing industries and substantial tourism of biking and other summer
recreational sports. Senator Irene Aguilar, who chairs the Senate Health and
Human Services Committee, would require facilities labeled as “emergency
departments” to either be hospital-affiliated or become urgent care facilities.

Florida – Elaine Peters


Florida Governor’s Race – Governor Rick Scott will run for a second term and
likely be opposed by former Governor Charlie Crist (now a Democrat). The
general election will be held on November 4, 2014. The next Governor will
likely pick a new majority on the Florida Supreme Court, determine the health
insurance options for almost 1 million state residents, and try to resolve other
important issues confronting the state.



Governor’s Budget Recommendations – Governor Scott is likely to announce
his recommended FY 2014-15 budget recommendations on January 31, 2014.
He has already announced his plans for $500 million in tax cuts and wants to
trim state agency budgets by $100 million. State economists project an $846
million surplus in 2014; however, Medicaid is projected to cost nearly $400
million more next year.



Legislative Budget Issues – Some of the critical Medicaid budget issues for
next year will be:
o

Physician Fee Increase – The Medicaid primary care physician fee increase included in the ACA and funded 100 percent from federal
funds is due to expire December 31, 2014. The state's cost to continue
the physician increase is roughly $135 million for six months but
could be higher with new estimates.

o

Low Income Pool - The Agency submitted the 3-year waiver extension request to CMS to extend Florida’s Managed Medical Assistance
(MMA) waiver for the period July 1, 2014, to June 30, 2017. The Agency is seeking to increase funding for the LIP from $1 billion to $4.5 bilPage 3
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lion annually for the waiver extension period. It is unknown what
CMS will approve as far as the amount of funds or the criteria that the
state must use in determining LIP payments.
o

Diagnosis Related Groups (DRG) – DRGs were implemented effective July 1, 2013, for reimbursement of hospital inpatient services. It is
likely that changes to the methodology will be advocated by sectors of
the hospital industry.

Legislative Session – The 2014 Legislative Session convenes on March 4, 2014,
and ends May 2, 2014 (60 days). Interim committee meetings of the Florida
Legislature will be held in January (6th and 9th) and February (3rd, 10th and
17th). Some of the key issues that will dominate Florida politics are the economy, reduced taxes, education, health care, gambling and pension plans.


Medical Marijuana – February 1, 2014, is the deadline for supporters of a state
constitutional amendment legalizing medical marijuana to submit ballot petitions to election officials (683,189 signatures needed). Attorney General Pam
Bondi challenged the state constitutional amendment ballot language in the
Florida Supreme Court, saying it was overly broad and misleading. If the
court rules in Bondi’s favor, the initiative likely would be pulled from the 2014
ballot. The House Criminal Justice Subcommittee will hold a workshop on
Thursday, January 9, 2014, to consider ways to legalize a lighter strain of medical marijuana that has shown promise with helping children who suffer from
seizures.



Medicaid Expansion – Although Medicaid expansion legislation failed last
session, Democrats will push hard in the 2014 legislative session to expand
Medicaid eligibility for nearly 1 million working-poor residents. Senate Appropriations Chairman Joe Negron recently said that he does not see a Republican-led alternative being passed, and House Speaker Will Weatherford indicated that expansion is not a priority item for this session. Also, it appears that
Governor Scott is not actively supporting a Medicaid expansion.



Workforce Innovation – The House Select Committee on Workforce Innovation is charged with investigating and recommending policies to ensure the
state has enough health care workers. At the initial meeting, it was reported
that Florida has 50,600 doctors, but 5,600 are expected to retire within the next
five years. The committee will meet on Thursday, January 9, to discuss the
Advanced Registered Nurse Practitioner autonomous practice. Senator Alan
Hays is sponsoring SB 502, which would double the number of physician assistants a doctor may supervise and expand a PA’s scope of practice.



Telemedicine – Representative Travis Cummings is expected to file a bill this
week aimed at easing a physician shortage that would allow providers and insurers to negotiate compensation for telemedicine visits that rely on Internet
and video technology. The House leadership has indicated that this bill will be
the House’s telemedicine vehicle this session. Other bills have been filed (HB
167 by Representative Mia Jones and SB 70 Senator Arthenia Joyner to encourage health insurers and health providers to support the use of telemedicine to increase access to care and would prohibit insurance companies from
requiring face-to-face visits between doctors and patients as a condition for
services to be reimbursed, an issue called parity. The Senate Health Policy
Committee will hold a workshop to discuss telemedicine on Tuesday, January
14.
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Prepaid Dental Health Plans – Bills have been filed (SB 340 by Senator
Anitere Florez and HB 27 by Representative Jose Diaz) that would maintain
two Medicaid Prepaid Dental Health Plans serving children in Miami-Dade
County, although this conflicts with the Statewide Medicaid Managed Care
(SMMC) program that calls for phasing out the program by late 2014. The
Agency for Health Care Administration has said that carving out the dental
services component from SMMC would result in the loss of expanded adult
dental benefits valued at over $100 million over a 5 year contract period.



Assisted Living Facilities (ALF) – Although ALF reform legislation failed last
session, it has returned for the 2014 session. The Senate Children, Families,
and Elder Affairs Committee, chaired by Senator Sobel, unanimously passed
SB 248, a large reform bill that strengthens the enforcement of current regulations for ALFs by revising fines imposed for licensure violations, clarifying existing enforcement tools, and requiring an additional inspection for facilities
with significant violations. The Senate Health Policy Committee on January 8
is expected to consider a proposed committee substitute for SB 248. Senator
Alan Hays and Representative Cary Pigman have filed HB 263 and SB 186 to
give unlicensed individuals who have received training and have informed
consent more authority to assist residents in taking medication.

Georgia – Mark Trail


In this 2014 election year, Governor Nathan Deal has to run for reelection,
with two Republican primary challengers. Deal is expected to prevail.



All members of the State House of Representatives and State Senate also have
to run for reelection/election, which should result in a fairly brief legislative
session (perhaps completed by mid-March), in part, due to state prohibitions
on fund-raising during the session.





o

The GA Session is limited to 40 days.

o

Historically, legislative sessions may last through April or May if
there are contentious issues, with committee meetings and hearings.

Georgia’s overall revenue has continued to grow at a consistent pace since the
recession. As a result, the Governor has not asked state agencies to propose
cuts in their budgets for the first time in several years. Additionally, his instructions specifically allowed the Medicaid program to include projected
growth for protected membership and medical growth.
o A potentially contentious issue in the budget debate could be the
mandate to specifically ask for revenues to fund ACA mandates. It is
expected to result in some debate about the ACA and effect of the
state. DCH has asked for slightly over $100 million in state funds for
the SFY 2015 budget.
Georgia has two significant procurements outstanding. The first is to replace
several eligibility systems with a single, integrated system. Proposals are due
January 29th. The second is to provide medical care management services to
the ABD population. This has been described as an “interim” approach, presumably until a re-procurement for the risk-based managed care program can
occur.
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Illinois – Andrew Fairgrieve


State-Based Marketplace Authorization: The major legislative issue in Illinois
over the past year, reforming the state’s employee pension system, has been
resolved as of late 2013. The continued pressure to resolve this issue was disruptive to passing the Medicaid expansion legislation, which did finally pass
in May 2013, and the state-based Marketplace authorizing legislation, which
remains unresolved. The legislature is expected to revisit authorizing legislation to convert Get Covered Illinois, the state’s state-federal partnership Marketplace into a state-based Marketplace for 2015.



Medicaid Managed Care Expansion: Illinois enters 2014 in the middle of a
significant expansion of Medicaid managed care. Legislation from several
years prior mandates the enrollment of a minimum of 50 percent of Medicaid
beneficiaries in some form of care coordination by January 1, 2015.



o

The Integrated Care Program (ICP), which provides mandatory managed care to Medicaid-only ABD beneficiaries, has expanded to four
additional regions in the state, and will begin expanding into the city
of Chicago on February 1, 2014, covering roughly 70,000 new enrollees.

o

The state’s dual eligible capitated financial alignment demonstration,
known as the Medicare-Medicaid Alignment Initiative (MMAI), has
begun accepting voluntary enrollments to be effective March 1, 2014.
Passive enrollment is slated to begin in May or June.

o

On January 3, 2014, eleven entities submitted bids to become Accountable Care Entities (ACEs), provider-organized care coordination
entities to serve the existing children and families and new ACA
adults populations beginning on July 1, 2014. ACEs will be required to
transition to a risk-based capitation arrangement over a period of
three years. The state is anticipated to make awards to ACEs in the
first quarter of the year.

o

In addition to any awarded ACEs, the state has announced its intention to contract with existing MCOs that have been contracted to serve
the ICP, MMAI, and Voluntary Managed Care programs to serve the
children and families and new ACA adults populations beginning July 1, 2014 in 5 regions of the state.

Comprehensive 1115 Waiver Progress: On January 7, 2014, Governor Pat
Quinn’s administration posted a draft 1115 Waiver on its website. Under the
1115 Waiver, the state is seeking three major goals:
1. Consolidate the existing 1915(c) Waiver programs under a single unified 1115 Waiver, potentially reducing waiting lists and assuring
Waiver beneficiaries receive all needed services.
2. Rebuild the behavioral health system that has been reduced due to
budget reductions in previous legislative sessions.
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3. Promote the development of integrated delivery systems around patient-centered health homes.
The state is asking for comments on the draft 1115 Waiver through January 22,
2014, with a goal of posting a revised Waiver on February 7 and submitting
the finalized Waiver to federal CMS by March 10, 2014. Details on the 1115
Waiver are available here.

Indiana – Cathy Rudd
2014 is a non-budgetary year; as such, the second session of the Indiana General Assembly is considered a “short session” and is set by law to adjourn on March 14 th.
Governor Mike Pence, who will once again be working with a Republican super majority in both chambers of the legislature, has indicated his priority is to eliminate the
property tax on business equipment, which generates $1 billion annually for local governments and schools.
Health care matters are not expected to be the focus of legislative activity during the
session. Proposals to expand Medicaid may be made, but they are not expected to gain
any traction. In December 2013, the Indiana Family and Social Service Administration’s (FSSA) Office of Medicaid Policy and Planning (OMPP) filed a legislativelymandated report (available here) with the Health Finance Committee regarding managing care of the aged, blind, and disabled (ABD) Medicaid enrollees. The report contained no recommendations regarding the care or provision of services to the ABD
population, but it is possible it could be the subject of discussion or action during the
legislative session.

Massachusetts – Rob Buchanan
Primary Care Payment Reform Implementation. MassHealth will implement the
Primary Care Payment Reform Initiative this year. The initiative is a response to Chapter 224 of the Acts of 2012. Chapter 224 set the state on a course to health care cost containment. According to the state’s RFA released in early 2013, MassHealth plans to
implement a comprehensive primary care payment system that combines a shared
savings/risk arrangement with quality incentives.
Health Policy Commission review of provider mergers and acquisitions to continue.
The Health Policy Commission will continue to conduct cost and market impact reviews of provider initiated acquisitions. The Commission has already made a recommendation that the state’s Attorney General reject the approval of one such acquisition. This should feature prominently in any discussions around hospital and other
health care provider mergers and acquisitions.

Michigan – Esther Reagan
Key developments to watch include:


The rollout of the Medicaid Expansion / Healthy Michigan Plan on April 1,
2014 will bring health care coverage to as many as 320,000 citizens in 2014.
While expanding Medicaid eligibility to those with incomes up to 133 percent
of the federal poverty level (FPL), the new Healthy Michigan Plan will require
income-based cost sharing from enrollees through premiums and copayments,
which may be reduced through compliance with healthy behaviors. After 48
months of cumulative coverage, enrollees will be given an option to purchase
health insurance through the Marketplace / Exchange or remain in the Plan
with higher cost sharing requirements.
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The July 2014 implementation of the Integrated Care Organizations program,
better known as the duals demonstration.



The Executive (and Medicaid) Budget for next fiscal year beginning October
1, 2014. Gov. Rick Snyder will deliver his State of the State message on January
16 and his Executive Budget Recommendation for next year will likely be presented before the end of the month. The economy in Michigan is improving,
with a surplus on the books, and increasing revenue outlook. Hence it appears that there will be less pressure to pursue cuts to the Medicaid program.



Technically, the legislature must pass a supplemental appropriation to allow
the state to expend federal funds associated with the Medicaid expansion,
which will likely come soon given CMS approval of the Medicaid waiver.

New Jersey – Karen Brodsky


Implementation of Managed Long Term Services and Supports (MLTSS) under New Jersey’s 1115 Comprehensive Medicaid Waiver has been delayed by
the Division of Medical Assistance and Health Services until July 1, 2014. Implementation was originally planned to occur in two stages:
o

January 2014: implementation of MLTSS under managed care organization contracts for all individuals receiving home and community
based services (HCBS) from one of the four 1915c waiver programs
that have been administered by the Division of Aging Services (Global
Options) and the Division of Disability Services (AIDS Community
Care Alternative program (ACCAP), Community Resources for People with Disabilities program (CRPD), and Traumatic Brain Injury
program (TBI). While all individuals receiving HCBS now are currently enrolled in managed care organizations, their HCBS are carved out
and managed by the state.

o

July 2014: enrollment of Medicaid enrollees who are residents in a
nursing facility. These individuals remain in Medicaid fee-for-service
at this time.

The revised schedule will implement both HCBS and custodial care in nursing
facilities under managed care on July 1, 2014.


The state is seeking CMS approval to implement a Behavioral Health Home
beginning in Bergen County for adults and children to provide enhanced integration and coordination of primary, acute, behavioral health (mental health
and substance use), and long-term services and supports. This is a joint effort
of the Division of Mental Health and Addiction Services, Division of Children
and Families and the Division of Medical Assistance and Health Services.



DMAHS is finalizing New Rules for the implementation of a 3-year Medicaid
Accountable Care Organization Demonstration Project (N.J.A.C. 10:79A). The
draft rule was released in May 2013 and comments were due in July 2013.
When the final rule is published, ACOs may submit applications to the Division of Medical Assistance and Health Services, including its gain-sharing
plan to become certified as a New Jersey Medicaid ACO.



Medicaid Expansion begins in New Jersey on January 1, 2014. The state anticipates as many as 340,000 low income adults are eligible to enroll in Medicaid
and receive the alternative benefit package, which includes all standard Medicaid benefits (referred to as Plan A) under the current program plus the 10 esPage 8
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sential health benefits required under the Affordable Care Act. New Jersey
delegated eligibility determinations to the federal Marketplace. New enrollees
will be served by one of the five existing managed care contractors: Amerigroup New Jersey, Healthfirst NJ, Horizon NJ Health, UnitedHealthcare
Community Plan, and WellCare New Jersey.


New Jersey’s Division of Medical Assistance and Health Services continues to
work with the Division of Mental Health and Addiction Services and stakeholders on preparations for an RFP to engage a non-risk Administrative Services Organization (ASO) contractor to manage the behavioral health benefits
of Medicaid enrollees. The planned ASO will represent the first instance in
which New Jersey applies utilization management to mental health and addiction services. The ASO, however, will not cover the behavioral health benefits
of dual eligible enrolled in a Special Needs Plan or managed care organization
members who qualify for MLTSS. These individuals will receive behavioral
health benefits through their managed care organization.

New York – Denise Soffel
Waiver Amendments. New York first submitted a waiver amendment request to CMS
in August 2012. CMS has indicated that five of the requested areas for funding were
not fundable through the waiver: capital, housing subsidies, regional health planning,
HIT, and evaluation of the MRT process. Further, CMS indicated that its preferred
funding approach is through a Delivery System Reform Incentive Payment (DSRIP)
plan, although the state is also proposing a state plan amendment and changes in its
managed care contracts as additional funding approaches.
The state posted a draft submission of its DSRIP plan on the MRT website and is seeking comments on the draft through January 15. The plan is specifically designed to reduce avoidable hospital use by 25 percent statewide within five years. The plan is intended to downsize unneeded inpatient capacity, transform hospital delivery, and
provide funding to community-based providers to expand their capacity. The plan
specifically encourages hospitals to reach out to community partners in developing
their projects.
The proposed DSRIP plan identifies 25 programs, which are divided into three focus
areas:


Hospital Transition, Public Hospital Innovation, Primary Care Expansion and
Vital Access Providers



Long Term Care Transformation



Public Health Innovation

Safety net institutions will select from that list the project(s) they wish to implement.
Public hospitals will be eligible for about half the DSRIP funding, other safety net institutions (including long-term care, ambulatory care and behavioral health) will be eligible for the other half. Projects will be selected through an RFP process. As with
DSRIP plans in other states, payments are performance-based as project milestones are
met. All projects will be evaluated against four performance measures: avoidable hospitalizations, cost savings, number of Medicaid beneficiaries affected, and the robustness of the evidence base supporting the intervention.
The state is hoping that CMS approval will come before the end of the year. The project timetable would have projects due the end of April, with decisions about fund allocation by June 1.
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In addition to DSRIP, New York is proposing funding for health home development
grants through a state plan amendment, totaling $525 million. Finally, the state is envisioning changes to the Medicaid managed care contracts that would allow funding to
flow to primary care development and technical assistance; health workforce retraining, recruitment and retention; and home and community-based services, 1915(i) services, for the Medicaid managed care product being designed for individuals with serious mental illness—Health and Recovery Plans (HARPs). $2.1 billion would flow to
plans, which would be contractually required to contract for these services.
Office for People With Developmental Disabilities (OPWDD) People First Waiver
and DISCOs. OPWDD is in the process of developing a combined Section 1915 b/c
waiver called People First, which will move OPWDD’s service system to a care management structure in which fee-for-service delivery will eventually be replaced by
some form of a capitated/global payment model of service provider reimbursement.
OPWDD currently serves 126,000 New Yorkers with developmental disabilities. Almost half its clients are dual eligible. Consistent with the Medicaid Redesign Team
goal of care management for all Medicaid populations, New York plans to move individuals with intellectual/developmental disabilities into care management through
Developmental Disabilities Individual Supports and Care Coordination Organizations
(DISCOs). The RFP for pilot demonstrations was expected in the spring of 2013, but
negotiations between New York and CMS over Medicaid rates for services for people
with developmental disabilities caused significant delay in planning for the pilot. New
York continues discussions with CMS, and the state recently indicated that the DISCO
RFA would be out in the very near future, and that the October 2014 start date is a
firm date. DISCOs would initially capitate long term services and supports as well as
services provided through OPWDD; the eventual goal is to include acute care services
and behavioral health as well, creating a completely integrated health plan.
Expansion of Managed Care. In January 2011 Governor Cuomo’s administration established the Medicaid Redesign Team (MRT), which was tasked with finding Medicaid savings while improving quality. A key reform element of the MRT is managed
care for the entire Medicaid population. Over the next two years New York Medicaid
plans to get out of the fee-for-service business almost entirely. The nursing home benefit is being carved into the Medicaid managed care benefit effective March 2014. Originally scheduled for October 2013, the carve-in has been delayed twice as the Department of Health worked with stakeholders to develop the policy and implementation
plan. Beginning with eight downstate counties (New York City, Nassau, Suffolk and
Westchester), all eligible recipients over age 21 in need of custodial care will be required to enroll in a Medicaid managed care plan or an MLTC. Mandatory enrollment
will expand to the rest of the state in September 2014. Beneficiaries currently in a
skilled nursing facility will not be required to enroll in a plan; they will remain in the
fee-for-service system. Six months after the mandatory program begins, individuals
permanently placed in a nursing home will have the option of joining a Medicaid
managed care plan on a voluntary basis. Members will not be subject to a lock-in provision; they can change plans at any time they choose to obtain access to a nursing
home that is not part of their plan’s network.
The state is encouraging plans to develop alternate payment arrangements with nursing home providers. The state is committed to managed care plans sharing both risk
and reward with the providers in their networks. This requirement will not be imposed on managed care plans in the mainstream program for at least the first two
years, to allow providers to begin preparing for risk arrangements.
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Behavioral Health. New York plans to expand the mainstream Medicaid managed
care benefit to include all behavioral health benefits effective January 2015 in New
York City and July 2015 in the rest of the state. The state released a draft of its Request
for Qualifications to plans for the carve-in of behavioral health services into Medicaid
managed care in December. The draft also includes qualifications for administering a
Health and Recovery Plan (HARP), the special needs plan designed for individuals
with serious mental illness and/or substance use disorders. The purpose of the RFQ is
to qualify current mainstream Medicaid managed care plans to administer the full
continuum of mental health, substance use disorder, and physical services for adults
who do not meet HARP criteria, as well as for current plans that seek to become a
HARP. HARP plans would administer not only the continuum of services provided in
mainstream plans, but also an enhanced benefit package of home and community
based services ((1915(i)-like rehabilitation and recovery services) for qualifying individuals.
Release of the RFQ is expected in February, with responses due in May and plan designation by August 2014. A draft of the RFQ, along with a data book that includes demographic, cost, and utilization data related to behavioral health utilization, can be
found on the Medicaid Redesign Team website “Behavioral Health Transition to Managed Care” link, here.
Mandatory Enrollment of Duals into MLTC. New York State has begun the mandatory assignment of certain dual-eligible beneficiaries into managed long-term care
plans. The program began in New York City in September 2012 and has expanded to
an additional nine counties. These counties include over 85 percent of all Medicaid
beneficiaries in New York State. Other counties may be included during 2014, based
on demonstrated capacity.
Demonstration to Integrate Care for Dual Eligible Individuals. New York finalized
its Memorandum of Understanding for one component of its original proposal for the
duals demonstration. It dropped a second component and has not yet finalized negotiations for its third component.


Fully-Integrated Dual Advantage (FIDA) – a comprehensive managed care
option. Building on mandatory managed long term care enrollment, duals
who require more than 120 days of community-based long-term care would be
passively enrolled into a FIDA plan. As with the mandatory MLTC program,
this component of the proposal is limited to eight downstate counties (New
York City, Nassau, Suffolk and Westchester). The state expects 124,000 enrollees. New York finalized its MOU in August 2013. Twenty-three plans are undergoing Readiness Review. This phase of the demonstration will begin July
2014. Under New York’s duals demonstration, Fully Integrated Dual Advantage (FIDA) plans will be required to enter alternate payment arrangements, including sub-capitation, bundled payments, and shared savings.



Health Home Program with Managed Fee-For-Services - a managed fee-forservice component for duals who did not require long-term care services,
which would link them to Health Homes as appropriate. The state sent a letter
to CMS in March withdrawing its proposal. Two reasons were given: the capacity of the Department of Health to manage two separate demonstration
programs at the same time, and the desire to preserve flexibility with regard to
moving this population into managed care at some future time.
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FIDA OPWDD Demonstration – The state proposes a small demonstration
program for individuals currently receiving services through the Office of
People with Developmental Disabilities. This component of the demonstration, which is state-wide, will be capped at 10,000 individuals. The state anticipates contracting with no more than two to three plans. Negotiations around
the FIDA OPWDD demonstration were delayed as the state focused on implementation of the FIDA program; this component will be revisited once the
FIDA program is up and running.

Ohio – Alicia Smith
Health Care Innovation Plan: The Ohio Governor’s Office of Healthcare Transformation (OHT) has released a health care innovation plan, under the federal Center for
Medicare and Medicaid Innovation (CMMI). The state intends to apply for State Innovation Model (SIM) testing funding in 2014 to support the implementation of patientcentered medical homes (PCMHs) and multi-payer episode-based payment models in
the coming years. The state intends to implement these models in the Medicaid program and work with partners in the insurance industry to encourage participation in
Medicaid and commercial insurance markets.

Pennsylvania – Matt Roan


State Budget (SFY 14-15): The most significant challenge facing the Pennsylvania Legislature in the first half of 2014 will be in crafting the state budget.
State budget officials are projecting a shortfall of $1.2 billion, which will need
to be addressed with program cuts and/or new revenues. The largest driver of
the deficit is public pension costs, but the shortfall is also significantly driven
by increased state spending on Medicaid, and a projected 1.7 percent decrease
in the Medicaid Federal Financial Participation rate, which results in an overall decrease in Federal Funds for Medicaid of approximately $325 million.
Proposal that have been floated to address the budget challenges include pension reform, expanded gambling, and auctioning the public utility accounts of
residents who have not selected electricity suppliers since the utility was deregulated. Further program cuts are also expected, the details of which will
emerge when the Governor delivers his budget address in the beginning of
February.



Medicaid Expansion/ Reforms: While Democrats in the legislature continue to
push for straightforward Medicaid expansion, the governor is advancing his
own alternative approach to expanded coverage through his Healthy PA initiatives. Healthy PA expands coverage by providing premium assistance for eligible Pennsylvanians to purchase private insurance coverage rather than enrolling in Medicaid. Healthy PA also contains fundamental reforms to the existing Medicaid program, including establishing new benefit limits and program requirements. The administration is in the process of applying for an
1115 waiver from CMS, and, if approved, it is expected that the legislature will
take up a package of legislative reforms to enable implementation of the proposal.



Long Term Care Issues: The legislature has established a commission to study
Pennsylvania’s long term care programs and recommend a set of reforms to
strengthen services and manage costs. Governor Corbett is also in the process
of establishing his own work group to make recommendations on long term
care issues. The results of these separate efforts may lead to legislative and
program changes including Managed Long Term Care in the state’s Medicaid
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program.

Texas – Glenda Stepchinski
Medicaid Expansion: The 2013 84th Legislative session passed legislation prohibiting
implementation of the Texas Medicaid expansion without legislative approval. Next
regular legislative session scheduled January 2015. The 2013 84th Legislative Session
approved several Medicaid managed care expansions:


STAR+PLUS Expansions effective September 1, 2014



Medicaid Rural Service Areas (MRSA) expansion: Expands STAR+PLUS into
the Medicaid Rural Service Areas - MRSA Central, MRSA Northeast and
MRSA West. It is estimated that the expansion includes an additional 80,000
members.



Intellectual and Developmental Disabilities (IDD) carve-in for acute care services:



o

Transitioning individuals receiving services in community based Intermediate Care Facilities or Individuals with Intellectual Disabilities
or Related Conditions (ICF-IID)

o

Individuals receiving services in ICF-IID 1915 (c) waivers – Home and
Community-based Services (HCS), Community Living and Support
Services (CLASS), Texas Home Living (TxHmL), Deaf Blind Multiple
Disabilities (DBMD)

Nursing Facility services carve-in:
o

Provide statewide NF services through STAR+PLUS to promote care
in the least restrictive, most appropriate setting

o

Estimate includes 60,000 NF members transitioning to STAR+PLUS

STAR Kids: Beginning September 1, 2015, most children and young adults under the
age of 21 who get SSI Medicaid or home and community-based waiver services will
receive some or all of their Medicaid services through this new program -STAR Kids.
This program is a Medicaid managed care model designed specifically for children
and young adults with special needs. Children and young adults under the age of 21
who receive SSI and are enrolled in STAR or STAR+PLUS will transition to STAR Kids
upon implementation.
NorthStar Behavioral Health Contract Reprocurement:


Current State contract with Behavioral Health Organization (BHO) - ValueOptions



Current contract term runs September 1, 2013 through August 31, 2015



Expect RFP release January 2014



Responses due April 2014 with an operational start date anticipated September 2015
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Washington – Doug Porter
Medicaid Expansion


The State is still weighing how to accommodate the addition of approximately
250.000 new Medicaid clients over the next three years. There may be a limited
procurement to expand capacity.



Governor Inslee’s proposed budget identifies savings of $296 million related
to the Medicaid expansion



The Basic Health Program, which was held out as a model in the Affordable
Care Act, expires this month, and all current enrollees as well as many on the
waiting list will now be enrolled as “new eligible” under the terms of the
“bridge waiver” the state negotiated with CMS.

Behavioral Health


CMS has notified the state that the way in which the state has contracted with
counties for mental health services under its 1915(b) waiver violates federal
regulations governing Inter-Governmental Transfers (IGTs). The state has
asked for more time to come into compliance, citing the need for legislative action. The state’s draft proposal will be discussed this legislative session in
preparation for the release of an RFP in June of 2015



A new mental-health program, created by a legal settlement approved December 19th, will eventually cost nearly $40 million a year and drastically
change how Washington state administers services to children who qualify for
Medicaid. Governor Jay Inslee’s supplemental budget, issued this month, proposes $15.4 million to go to the mental health program in the first year



Pressure is building on the state (via a lawsuit filed in Pierce County) to reduce the use of emergency rooms for “boarding” mentally ill patients who are
a danger to themselves or others and who should be admitted to the state
hospital involuntarily. Governor Inslee’s proposed budget provides $15.8 million to address the problem.

Managed Care


The 2013 session of the legislature directed the Health Care Authority (HCA)
to enroll foster children into managed care effective 1 January, 2014. The release of the RFP was delayed, as new signals are emerging that would further
delay implementation while HCA confers with the Department of Social &
Health Services (DSHS) to decide whether behavioral health services should
remain carved out under its 1915(b) waiver (see above) or be included in the
capitation payments to a state-wide contractor.



2014 will also see the end of a carve-out of mental health drugs from the capitation payments to Healthy Options plans, putting those plans at risk for prescriptions issued by mental health providers in the separately capitated Regional Support Networks.



The state will have fully implemented their financial alignment duals demonstration and the person-centered Health Home models this year.
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Alaska
HMA Roundup
Alaska Aims to Implement Supplemental Medicaid “Super Utilizer” Program. On
January 1, 2014, the AP wrote that Alaska’s state health department plans to implement a pilot program, supplementing the current Care Management Program, to reduce unnecessary and inappropriate care under the Medicaid program. Participants
in the coordinated care program would be those who have visited an emergency
room more than five times in a year. The department hopes that coordinated care
will improve monitoring of prescriptions, reduce unnecessary care, and save the
state money among this group of “super utilizers.” Read more.

California
HMA Roundup—Alana Ketchel
Covered CA Challenged in Managing Influx of Enrollees. As of January 6, 2014,
Covered California reported it was still sorting through an unspecified number of
paper applications for consumers applying for insurance coverage starting January
1. Many enrollees reported delays in receiving confirmation of coverage from their
selected health plan while others have experienced long hold times when trying to
resolve issues with the Exchange or their plan. Representatives from the Exchange
said they received a flood of recent applications and are working quickly to process
applications and answer questions. Read more.
Covered CA Extends Deadline for Premium Payment. On January 4, 2014, Covered
California responded to a surge in enrollment by extending the deadline for enrollees to pay their first month’s health insurance premiums until January 15. The LA
Times reported that more than 400,000 people enrolled in coverage through the end
of December. On January 2, 2014, the Exchange also launched a webpage to make it
easier for consumers and small business to pay their premiums. The page offers contact information for the health insurance companies participating in the Exchange as
well as information on how to pay. Read more.
Low Latino Enrollment in Covered California. According to data from Covered
California, less than five percent of the Exchange’s 110,000 enrollments in October
and November were completed in Spanish. The Spanish language version of the
website became available on October 1, 2013. The focus to enroll Latinos will now
turn to the next deadline of March 31, 2014, after which uninsured individuals may
face federal tax penalties. Read more.
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Some Doctors Question Participation in Covered California. On December 31,
2013, the Modesto Bee reported that some doctors are hesitant to take on patients insured under Covered California health plans and are taking a “wait and see” approach. Former president of the Stanislaus Medical Society, Amarjit Dhaliwal, stated
physicians in his group are waiting to see if the reimbursement rate is acceptable. He
stated it could be a problem if the Covered California plans pay lower than the Medicare rates. Another pediatric group said they would participate in Covered California to help fill the gap in access to care. Read more.
California Department of Public Health Penalizes Three Developmental Centers.
On January 3, 2014, the California Department of Public Health announced it took
federal enforcement action against the Department of Developmental Services’ Porterville, Lanterman and Fairview Developmental Centers’ Intermediate Care Facilities – Individuals with Intellectual Disabilities (ICF-IID). The ICF-IIDs are provided
as a supplemental service under the General Acute Care Hospital license. CDPH
stated the facilities’ deficient practices leave them out of compliance with Conditions
of Participation for Medicaid certification and are beginning the process of decertifying the facilities’ ICF-IID beds. Read more.
Recent Parolees to be Key Beneficiaries of ACA. A December 24, 2013 article from
the California Health Report detailed how the former prison population will benefit
from the Affordable Care Act (ACA). They estimate California releases 1,000 prisoners each month who have significant health care needs because they face high rates
of illnesses such as HIV, hepatitis, mental illness and addiction. A clinic in San Francisco that treats recently released inmates found that 70 percent of its clients lack insurance and, of the insured, only 10 percent to 13 percent are Medicaid-eligible. Corrections experts hope the Medicaid expansion under the ACA will allow more of the
approximately 50,000 recently paroled adults to obtain affordable health care coverage. Read more.
Employer-Sponsored Insurance Declining in California. A December 2013 report
by the California Healthcare Foundation found that the percentage of California residents who receive coverage through their employer dropped almost 10 percent
since 1988. Other key findings were that one in four members of the working population in California is uninsured and nearly 60 percent of the state’s uninsured are
Latino. While the ACA is expected to reduce the number of uninsured, the report estimates that 3.1 million will remain without insurance in 2015. Read more.
Low Income Health Program Participants Transferred to Medi-Cal. On December
31, 2013, California’s Department of Health Care Services (DHCS) announced that it
transitioned more than 630,000 Californians in the state’s Low Income Health Program (LIHP) to Medi-Cal. The transition occurred as part of the Medicaid expansion
under the ACA. LIHP members include childless adults, parents and caretakers with
incomes below 138 percent of the federal poverty level. DHCS stated that the vast
majority of the transitioned population will be able to keep the same provider when
they switch to Medi-Cal. Read more.
Covered California to Lose $78 Million in 2015. On December 29, 2013, UT San Diego wrote about the projected $78 million deficit for Covered California in its 201516 budget. Since its creation in 2010, the Exchange has funded its expenses with
nearly $1 billion in federal grants, but that source of funding will end as of January
1, 2015 and state law bars the use of California’s general fund to underwrite Exchange operations. The Exchange does plan to charge insurance carriers a fee of
$13.95 per policy in 2014, but will adjust the fee in future years based on enrollments
through the Exchange. The state’s auditor had previously determined that the ExPage 16
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change’s long-term sustainability is “an area of risk.” Read more.
California Tops a Million Enrollment Applications Through December. According to preliminary estimates of enrollment by Covered California, the Exchange recorded 1,064,872 enrollment applications through December 28, 2013. Official enrollment data should be released in mid-January. Through December 22, 2013, the state
had actually enrolled more than 400,000 Californians in plans, with nearly 75 percent coming in the month of December. Read more.

Colorado
HMA Roundup—Joan Henneberry
Connect for Health Colorado Notes 52,000 Private Plan Enrollments Through December. In spite of a number of start-up issues, Colorado’s state-based insurance Exchange—Connect for Health Colorado (C4Health CO)—recorded 138,000 enrollments in health plans through December 2013. Almost 52,000 of that figure enrolled
in private health insurance, while the rest have were deemed Medicaid eligible. The
private plan enrollment figure significantly exceeded the Exchange’s prior projection
of 37,000 by December 31. C4Health CO and the Colorado Department of Health
Care Policy and Financing (HCPF) continue to work through bottlenecks for applicants who are not Medicaid eligible but who, nonetheless, are going through the full
Medicaid eligibility process for tax credits and qualified health plans. Read more.
Duals Demonstration Signed MOU Expected Early 2014. In mid-December, at an
advisory subcommittee meeting, the HCPF announced that it had received the first
draft of the memorandum of understanding (MOU) from CMS for Colorado’s Duals
Demonstration project. The state expects a signed MOU early in 2014, with an implementation date of July 1, 2014. Presentation materials are found in the following
link: Read more.
Accountable Care Collaborative Reaches Enrollment Milestone. Late last month,
the state Medicaid agency announced that Colorado had enrolled its 400,000th
member into the Accountable Care Collaborative (ACC) program, representing
more than half of all state Medicaid enrollees. This is the third year of the ACC program, which is designed to improve client health while lowering costs. Through the
first three quarters of FY2012-13, ACC providers received more than $823,000 in incentive payments for improving outcomes on hospital readmissions (15-20 percent
reduction), high cost imaging usage (25 percent reduction), and ER utilization
(down 1.9 percent vs. 2.8 percent higher for non ACC participants). Read more.
RFP for Adult Dental Benefits in Medicaid. The Department of Health Care Policy
and Financing plans to publish a Request for Proposals (RFP) by mid-January 2014
to solicit bids to become the state’s Medicaid Dental Program’s Administrative Service Organization. This solicitation will be open for approximately 45 days. Bidders
must be registered at the Colorado BIDS site (www.bidscolorado.com ) in order to
download application documents and information. Questions may be directed
to RFPQuestions@hcpf.state.co.us.
Senator Aguilar to Introduce Bill Limiting Hospital Billing Levels. Senator Aguilar is introducing a bill that would limit what hospitals could charge uninsured patients to Medicare reimbursement rate plus 20 percent. The legislation would require
that insured patients receive the lowest-negotiated price of services in their deductibles, which would prevent high-deductible plan beneficiaries from being charged
more for services than their own insurers’ rates. According to the Denver Business
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Journal, legislators should expect to see considerable debate on the bill, since hospitals are already concerned about planned reimbursement cuts and additional federal
performance-related penalties. Read more.

Connecticut
Behavioral Health Home Administrative Services Organization RFP Issued. Recently, the Connecticut Department of Mental Health and Addiction Services
(DMHAS) issued a request for proposals for a Behavioral Health Home Administrative Services Organization contract. The key elements of the contract would be:
(a) building an IT system to collect and share data for the health home network;
(b) overseeing provider credentialing, training and technical assistance; (c) enrolling
and monitoring beneficiaries; and (d) delivering data analysis and reporting.
DMHAS anticipates the contract start date to be May 1, 2014, and requires questions
by January 27, 2014, and proposals by February 24, 2014.

Florida
HMA Roundup – Gary Crayton and Elaine Peters
Florida AHCA Releases MMA Rollout Schedule. On January 7, 2014, the Agency
for Health Care Administration (AHCA) announced that its proposed regional implementation schedule for Managed Medical Assistance (MMA) had received CMS
approval, and implementation will begin as soon as May 1, 2014, in regions 2,3, and
4. The MMA program should be in effect across the state by August 1, 2014, resulting in nearly five of every six of Florida’s 3.5 million Medicaid recipients enrolled in
a Medicaid managed care plan. Below, is a summary of the MMA implementation
schedule:
Region
2,3,4
5,6,8
10,11
1,7,9

Go-Live
5/1/2014
6/1/2014
7/1/2014
8/1/2014

Statewide Managed Long Term Care Program Transitions Over 50,000 to Managed Care Plans. On December 23, 2013, the Florida AHCA announced a second
and final planned pause in January 2014 for the roll-out of the state’s managed
Long-term Care program, which had transitioned more than 50,000 recipients to a
managed care system since August 1, 2013. North Florida beneficiaries in Regions 1,
3 and 4, covering 27 counties, should have received welcome packets in late December 2013 and would receive reminder letters on January 20, 2014, identifying plans
available in their areas. On February 1, 2014, regions 5 and 6 (Hillsborough, Pinellas,
and surrounding counties) will go live. Read more.
Prestige Health Choice PSN Contract Challenged by Administrative Law Judge.
On January 2, 2014, Administrative Law Judge John Van Laningham issued a ruling
against AHCA for awarding a provider service network (PSN) contract to Prestige
Health Choice. The decision recommends that AHCA reverse its award decision for
Miami-Dade and Monroe Counties, since Van Laningham did not view Prestige as
meeting the definition of a PSN. The statewide managed-care law mandates that
each region have a PSN to compete with HMOs, and Prestige is the single PSN
awardee in region 11. Care Access PSN, LLC, had earlier filed a protest over Prestige’s award. Read more.
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AHCA Releases Summary of Medicaid Fraud and Abuse Efforts. On January 6,
2014, the AHCA issued a press release about the annual summary of the State Efforts to Combat Medicaid Fraud and Abuse 2012-13. Florida Attorney General Pam
Bondi noted that the Medicaid Fraud Control Unit recovered $182 million in fiscal
2012-13. Florida’s Third Party Liability Unit recovered $161 million, while the
AHCA avoided or prevented $23.3 million dollars in unnecessary Medicaid payments. The state estimates $5.80 in savings or avoidance of improper payments for
each dollar spent on fraud and abuse prevention and recoveries. With the full implementation of Statewide Medicaid Managed Care, the state will shift from fee-forservice (FFS) audits to managed care organization compliance and provider reviews.
As a result, recoveries and prevention figures will likely decrease in the coming
years. Read more.

Georgia
HMA Roundup – Mark Trail
Georgia Integrated Eligibility RFP Updated Response Date. On November 27,
2013, Georgia issued an RFP soliciting proposals to replace existing eligibility systems and provide an integrated system. The system should provide a Patient Protection Affordable Care Act (ACA) and Centers for Medicare and Medicaid Services
(CMS)-compliant Integrated Eligibility System to the Department of Community
Health (DCH), in collaboration with the Georgia Department of Human Services, the
Georgia Department of Public Health, the Georgia Department of Early Care and
Learning, the Georgia Technology Authority (GTA) and any other partner identified
by DCH. The system must support eligibility decisions and workflow processes for
Medicaid, PeachCare for Kids, Temporary Assistance for Needy Families (TANF),
Supplemental Nutrition Assistance Program (SNAP), Low Income Home Entergy
Assistance Program (LIHEAP), and potentially other programs such as child care
and Women, Infants, and Children (WIC). The vendor must have been (1) a prime
contractor for Medicaid, TANF, or SNAP for at least seven years, or a prime contractor for an eligibility system whose contract value is at least $20 million; (2) experienced with new MAGI rules in at least two states; and (3) an operator of an eligibility system for more than a million members. RFP responses have been extended to
January 29, 2014 (from the original January 15). Read more.
Medicaid Medical Coordination RFP for the ABD Population. On December 20,
2013, Georgia released an RFP pursuing a single statewide vendor to coordinate care
for the approximately 320,000 aged, blind, and disabled beneficiaries (no partial duals), whose medical spend approximated $4.5 billion in 2013. The specific goals are
to improve member health outcomes; ensure appropriate utilization of services; and
achieve long-term sustainable savings. Among the key requirements of the vendor
are person-centered medical coordination; intensive medical coordination for targeted high-risk members; providing medical homes for those in the intensive medical
coordination; and provide care coordinators for all members assisting them with obtaining needed medical services. The core services (claims assessment, care navigation, etc.) are to be available for all populations. Intensive care coordination will be
identified and targeted through tiering of the population. DCH expects to pay a
single PMPM for all covered populations, with the cost of medical homes and intensive care management accounting for no more than 10% of the membership in the
first contract cycle. The contract is slated to begin November 3, 2014 through June
30, 2017. RFP responses are due February 27, 2014. Read more.
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Group of State Legislators Wants Georgia to Consider a Plan Like Healthy Indiana Plan. Last month, a report by the Senate Select Alternative Funding for Medicaid and Other Health Care Federal Funding Committee characterized Medicaid, as
currently constructed, as unaffordable and unsustainable. The group recommended
that the state consider a plan similar to the Healthy Indiana Plan to foster lower utilization, more cost consciousness, and improved outcomes. The committee further
recommended the establishment of a voucher program to enable Medicaid beneficiaries to purchase private health insurance, particularly given that many physicians
refuse Medicaid patients. Read more.

Hawaii
Hawaii Announces QUEST Integration RFP Awards to All Five Incumbents. Hawaii’s Department of Human Services Med-QUEST Division has announced awards
in its RFP to integrate the QUEST and QUEST Expanded Access (QExA) Medicaid
managed care programs. The state has awarded contracts to the five incumbent
health plans serving QUEST and QExA currently:


AlohaCare



Hawaii Medical Service Association (HMSA)



Kaiser Foundation Health Plan



‘Ohana Health Plan (WellCare)



UnitedHealthcare Community Plan

According to the award announcement, all 5 health plans will be providing services
to QUEST Integration members Statewide except for Kaiser Foundation Health Plan,
which has chosen to focus their efforts on the islands of Oahu and Maui. The health
plans will start provision of services to QUEST Integration members on January 1,
2015. The two programs currently serve around 297,000 members. For a full summary of the QUEST Integration RFP, see our Weekly Roundup In Focus section dated August 14, 2013 (available here). Read more.

Idaho
Gov. Otter Dismisses Medicaid Expansion in Coming Year. On January 6, 2014,
the AP published a brief article quoting Governor C.L. "Butch" Otter as dismissive of
expanding Medicaid in Idaho in the coming year. Instead, Otter proposes to reform
the Medicaid system, focusing on prevention and outcomes and innovative approaches being undertaken by other states. Read more.

Kansas
Kansas Hospitals Aim for Medicaid Expansion. On January 6, 2014, the Kaiser
Health Institute News Service published a story about the 85,000 uninsured Kansans who will likely fall in the “eligibility gap”: incomes too high to qualify for Medicaid coverage, but below the 100 percent of Federal Poverty Level income to qualify
for health exchange tax subsidies. In part, to address this population that will remain uninsured, the Kansas Hospital Association is among the most prominent of
advocates hoping to convince Gov. Sam Brownback and the Republican legislature
to accept Medicaid expansion. The Hospital Association aims to offer an alternative
model that may lean on premium assistance for private plans to make an expansion
more politically palatable to the local politicians. While Brownback did not completely rule out Medicaid expansion, the legislature passed a budget resolution that
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explicitly prohibits Medicaid expansion without legislative approval. Read more.
KanCare Reform Related to HCBS for Developmentally Disabled Delayed. On
December 27, 2013, the AP published a story that confirmed the delay in implementing in-home services for the developmentally disabled pending agreement from federal officials. Originally, the state had hoped to have long-term supports and services for the developmentally disabled administered by the three Medicaid managed care plans on January 1, 2014, but the state Department for Aging and Disability Services hopes to have federal agreement to move forward with this reform by
February 1. HHS officials and advocates have questioned the state’s decade-long
practice of maintaining a list of developmentally disabled Kansans seeking additional services. HHS seeks a corrective action plan to ensure that these “underserved” individuals have their needs assessed and met, with requisite progress reports. Read more.

Louisiana
Dental Benefit Management RFP Issued. On January 8, 2014, the Louisiana Department of Health and Hospitals issued a request for proposals for a vendor to
provide dental benefits for Medicaid and CHIP eligible beneficiaries through a Prepaid Ambulatory Health Plan (PAHP). The three year contract (with an option for
two additional years) would serve a population of approximately one million full
benefit Medicaid enrollees. The primary goals of the program include improved coordination of care, better dental outcomes, improved quality of care, enhanced access to specialty dental services, outreach and dental health education, increased
personal responsibility, and net savings to the state compared to the current fee-forservice system. The deadline for written questions is January 22, 2014, while the
deadline for the written proposals is March 7, 2014. The contract award is slated for
March 21, 2014 and the contract would be effective May 1, 2014.

Maryland
Gov. O’Malley Pushes for Emergency Legislation to Expand Enrollment in Maryland Health Insurance Plan. On January 3, 2014, Gov. Martin O’Malley and Lt.
Gov. Anthony G. Brown planned to introduce emergency legislation that would expand enrollment in the Maryland Health Insurance Plan, while thousands of Maryland residents continue to have problems enrolling in health plans on the state’s
health exchange. Maryland officials announced that more than 61,000 residents had
enrolled in health plans using the exchange, but about two-thirds of them were enrolled in Medicaid with thousands of applications potentially unresolved or impacted by technology glitches. Joshua Sharfstein, chairman of the board of the Maryland
Health Benefit Exchange, opined that those seeking coverage under the Maryland
Health Insurance Plan might need a legal attestation of their unsuccessful attempts
to enroll in plans in order to receive retroactive coverage for health costs already incurred. GOP Congressman John Delaney called on Maryland officials to consider
transitioning from the state-run exchange to the federally facilitated exchange, used
by 36 states. Read more.
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Massachusetts
HMA Roundup—Rob Buchanan
Massachusetts EMR System Unveiled. On January 8, 2014, the AP noted that Massachusetts is set to unveil the Mass HIway Health Information Exchange, enabling
providers to locate and access health records across the state. Gov. Deval Patrick
was to introduce the system at Beth Israel Deaconess Medical Center in Boston this
week. Read more.

Michigan
HMA Roundup—Esther Reagan
Michigan Medicaid Expansion Update. In previous editions of the HMA Roundup,
we have provided information about the Healthy Michigan Plan, an initiative to
provide health care coverage to as many as 320,000 citizens in 2014. After much debate in the Michigan Legislature, the Plan – a Medicaid expansion initiative – was
approved and signed into law in early September 2013 with implementation targeted for April 1, 2014. The Plan will expand Medicaid coverage to 133 percent of the
federal poverty level (FPL) and require income-based cost sharing from enrollees
through premiums and copayments, which may be reduced through compliance
with healthy behaviors. After 48 months of cumulative coverage, enrollees will be
given an option to purchase health insurance through the Marketplace / Exchange
or remain in the Plan with higher cost sharing requirements.
In early November 2013, the Michigan Department of Community Health (MDCH)
submitted the first of two waiver applications to the Centers for Medicare & Medicaid Services (CMS) required to implement the Plan. The waiver application was
approved on December 30, 2013, paving the way for implementation on April 1,
2014. MDCH expects to launch a media and statewide communication plan in February or early March to raise public awareness of the Healthy Michigan Plan, educate and train staff tasked with the enrollment activity, and begin program enrollment by mid-March. Individuals currently enrolled in the state’s Adult Benefits
Waiver (ABW) program – a total of 64,849 in December but dropping by about 2,000
per month because enrollment in the program is closed – will be transitioned into
the Healthy Michigan Plan effective April 1, 2014. These individuals are largely
childless adults with monthly income well below 100 percent of the FPL.
Enrollment in the Healthy Michigan Plan will be processed in the same manner as
for the current Medicaid population, using the state’s contracted broker
“MICHIGAN ENROLLS”. There are currently 13 contracted managed care organizations (MCOs) serving the Medicaid population on a statewide basis with a combined
enrollment of 1,244,405 members in December 2013. This is about two-thirds of the
state’s current Medicaid population.
The waiver application and approval letter, as well as other pertinent information,
are available on the MDCH website here.
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Minnesota
Gov. Dayton Asks HHS Commissioner to Delay Restrictions on Home-Based Services for Seniors. Last week, Governor Mark Dayton ordered the Department of
Human Services to delay (by a year) a law that would have restricted access to inhome services for seniors. The law would have required seniors to demonstrate the
need for assistance with at least four activities of daily living (ADLs) or at least one
critical ADL (such as toileting) to maintain benefits. As many as 2,600 seniors would
have been affected, potentially saving $50 million over four years. Dayton wants the
legislature to reconsider this law and ensure that adequate community supports
could offset the loss of these home-based services. Read more.

New York
HMA Roundup—Denise Soffel
Exchange Enrollment Shows Nearly Three-Quarters of New Enrollees are in Private Plans. As of December 29, 2013, New York State of Health, the state's health Exchange, reported nearly 481,000 New Yorkers had completed applications for insurance, and more than 241,000 of them were enrolled in coverage effective January 1,
2014. Of the enrollees, about 27 percent were enrolled in Medicaid, while 73 percent
are enrolled in one of 16 private plans available on the Exchange.
Medicare Shared Savings Program ACOs Announced. Recently, CMS announced
the organizations approved for participation in the Medicare Shared Savings Program, effective January 2014. The seven new ACOs approved in New York State are
as follows:
1.

Accountable Care Coalition of Greater New York, LLC (Universal American)

2.

Adirondacks ACO, LLC (CVPH Medical Center)

3.

FamilyHealth ACO, LLC (Institute for Family Health/ Hudson Information
Technology for Community Health)

4.

New York State Elite (NYSE) ACO, Inc. (Physician Group Practice)

5.

Primary PartnerCare Associates IPA, Inc. (Primary PartnerCare Alliance
IPA, Inc.)

6.

Rochester General Health System ACO (Rochester General Health System)

7.

Saint Vincent Shared Savings Program ACO, LLC (Saint Vincent Health System -Erie, PA)

Basic Health Program Recommendations Likely in Early 2014. In his 2013-2014
budget, Governor Andrew Cuomo established a working group to consider issues
pertaining to the federal option to establish a basic health program (BHP). The
workgroup was tasked with evaluating federal guidance related to basic health programs; discussing fiscal, consumer, and health care impacts of a basic health program; and considering benefit package, premium and cost-sharing options for a
basic health program. The work group delayed finalizing recommendations to the
Governor (beyond the original November 2013 target date) until the federal release
of the final payment rule for the BHP (released on December 23, 2013). The work
group also held back recommendations until the delivery of simulation modeling results from the Urban Institute, which will provide a BHP impact analysis on New
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York state costs, enrollment, and premiums by the end of January 2014. Given system modifications that will be required, New York expects enrollment for the BHP
would begin in October 2015.

Oregon
Cover Oregon Enrolls 55,000 in Health Plans. On January 7, 2014, Cover Oregon
officials announced that more than 55,000 people had been enrolled in health insurance through the state’s health exchange, although only about 20,000 were in private
plans. In addition, some 114,500 new Medicaid enrollees signed on to the Oregon
Health Plan using the Oregon Health Authority directly. Read more.
Cover Oregon Chief Rocky King Resigns. On January 1, 2014, Cover Oregon’s Executive Director Rocky King submitted his letter of resignation, effective March 5,
2014. He had been on medical leave since Dec. 2, 2013. The state’s online exchange
site has yet to launch and private plan enrollment figures have trailed original targets. Carolyn Lawson, CIO for the Oregon Health Authority, had previously resigned in mid-December. Read more.
Oregon Study Finds Increased ER Visits by New Medicaid Beneficiaries. On January 2, 2014, the journal Science published a study that found newly enrolled Medicaid beneficiaries in Oregon were 40 percent more likely to visit hospital emergency
rooms than were other adults. The study reviewed a 2008 Medicaid expansion program in Oregon and found that increased ER use was attributable to outpatient visits, rather than actual hospital admissions. The use was most evident among patients deemed to be “primary care treatable” and “non-emergent.” Read more.

Pennsylvania
HMA Roundup – Matt Roan
Governor Corbett Drops Bid to Privatize Lottery. Governor Corbett allowed a bid
to take over administration of the lottery to expire at the end of December, effectively ending a prolonged effort to outsource the state-run program. The bid by Camelot
Global Services had been extended seven times, as the Governor faced opposition by
Democratic State Attorney General, Kathleen Kane, who refused to sign off on the
contract after finding that it violated Pennsylvania law and the state’s Constitution.
Camelot had promised increased lottery revenues, which would be used to support
programs for seniors including home and community-based services. Opponents of
lottery privatization argued that the state-run program was experiencing record
profits and that privatization was a solution in search of a problem. Read more.
Medicaid Enrollment Delayed for those who Applied through Healthcare.gov.
Pennsylvania Department of Public Welfare officials issued a statement warning
those who were determined eligible for CHIP or Medicaid by applying through the
Federal Health Insurance Marketplace, healthcare.gov, that their enrollments may
not be processed by January 1st. The enrollment delay was caused by problems with
transferring enrollee information from the federal website to the state. Applicants
who were deemed eligible for the state programs are being contacted by
healthcare.gov representatives, who are advising them to re-apply for benefits directly to the state. The Department said that approximately 25,000 applications are
impacted and that those enrollees would receive coverage retroactive to January 1
once their enrollments are successfully completed. Read more.
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Healthy PA Proposal gets Mixed Reaction at Public Hearings. The Pennsylvania
Department of Public Welfare has concluded a series of seven public hearings to
gather feedback on its proposed approach for healthcare expansion and reforms to
the state Medicaid program. Reaction from stakeholders and consumer advocates
was mixed at the hearings, with several key provider associations offering support
for the proposed plan, while Federally Qualified Health Centers and consumer
groups expressed concerns. FQHC’s will be particularly impacted, as the plan proposes that new private coverage options will not offer the same reimbursement as
the current Medicaid program. Consumers have focused on the proposed benefit
reductions and new program requirements related to premium payment and work
search that they say will result in a weaker program that will be more difficult for
low-income Pennsylvanians to navigate. DPW officials are accepting written comments on the plan through January 13 th and then will submit a final waiver application to CMS. Read more.
Congressman Pushes HHS to Prevent Shift from CHIP to Medicaid in Pennsylvania. U.S. Representative Charlie Dent has rallied members of the Pennsylvania congressional delegation to send a letter to HHS Secretary Kathleen Sebelius asking her
to grant Governor Corbett’s request to maintain children in families between 100
percent and 133 percent of poverty in the state’s CHIP program. Under the ACA,
states are to transition this population into their Medicaid program, but the Governor opposes this shift, claiming that CHIP offers better coverage, and that a transition would be disruptive. HHS officials have advised Corbett that the transition is
required by law and that the Secretary does not have the authority to waive this
statutory provision for Pennsylvania. HHS has already offered to work with the
Corbett administration on a phased transition that would minimize disruptions of
care. Read more.

South Carolina
South Carolina Attorney General Seeks Sebelius Meeting on ACA. An AP article
notes that South Carolina Attorney General Alan Wilson, along with Florida Attorney General Pam Bondi, have written a letter to the White House requesting a meeting with HHS Secretary Kathleen Sebelius to address concerns about protection of
individually sensitive data under the ACA. Read more.

Wisconsin
Federal Exchange Refers 32,000 Potential Medicaid Eligibles in Wisconsin. A December 31, 2013 article from the Journal Sentinel highlights the 32,000 Medicaid referrals made by the federally facilitated exchange to the Wisconsin Department of
Health Services for potential BadgerCare enrollment. Medicaid Director Brett Davis
said that the state is working to qualify and enroll these individuals in BadgerCare,
while also transitioning some current beneficiaries onto the federal exchanges for
highly subsidized private plans. It is assumed that many of the referrals relate to
currently eligible individuals who, for whatever reason, had not previously enrolled
in BadgerCare (a.k.a. the woodwork effect). Wisconsin currently covers nearly
750,000 beneficiaries under BadgerCare, but the new referrals may imply greater potential net enrollments than previously estimated. Read more.
UnitedHealthcare to Return to Wisconsin BadgerCarePlus Market on February 1,
2014. Following its October 2012 exit, UnitedHealthcare is poised to return to the
state’s Medicaid managed care market on February 1, 2014. In the interim, Molina
Healthcare and other managed care plans gained market share. Read more.
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National
Kaiser Health News: Not-for-profit health centers forming for-profit insurance
plans. Kaiser Health News reported this week on the efforts of some of the nation’s
1,200 not-for-profit community health centers to create for-profit health insurance
plans. According to the article, “health center officials say owning health plans helps
their patients in several ways: It gives centers a financial incentive to keep patients
healthy and out of the hospital because the plan gets a fixed fee for their care. Officials say disputes over services or benefits are also resolved more easily. Finally, the
centers have access to money which can be plowed back into care.” Read more.
Kaiser/Washington Post article explores “churn” between Medicaid and Marketplaces. In an article published Friday, January 5, 2014, Kaiser Health News and the
Washington Post explored the issue of individuals who will “churn” between Medicaid and coverage through the Marketplaces as their income changes during the
year. While previously individuals transitioned between Medicaid and being uninsured, the article cautions that transitions from Medicaid to Marketplace coverage
and back may cause significant problems with access and continuity of care, as individuals may face changes in providers, among other potential issues. Read More.
CMS awards $307 million in bonuses for children’s Medicaid enrollment. The
Centers for Medicare and Medicaid Services (CMS) announced $307 million in bonuses to 23 states that increased the enrollment of children into Medicaid. This was
the final year of the five-year bonus program authorized under the CHIP Reauthorization Act. Colorado and Maryland received the largest awards, at $58.5 million and
$43.5 million, respectively. Nine states have received bonuses in each of the five
years: Alabama, Alaska, Illinois, Kansas, Michigan, New Jersey, New Mexico, Oregon, and Washington. Read more.
CMS reports fourth straight year of low medical spending growth. In 2012, the
U.S. spend $2.8 trillion on health care, a little more than $8,900 per person, according
to a new CMS actuary report published in the January edition of Health Affairs. This
represents annual spending growth of only 3.7 percent, the fourth straight year of
relatively low spending growth on health care. However, CMS has cited as the cause
lingering impacts from the recession for lower spending growth but not changes
implemented by the Affordable Care Act. Read more. Health Affairs article (subscription required).
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HMA (Unrelated) Shareholders Approve Community Health Systems Acquisition. Shareholders of the hospital management company, Health Management Associates, Inc. (HMA), approved the previously announced acquisition by Community Health Systems. The transaction is anticipated to close before the end of January
2014. Read more.
Community Health Systems previews 2013 year-end results, offers 2014 guidance.
Community Health Systems previewed 2013 financial results, anticipating lower
revenues due to a decline in volumes for the 4th quarter of the year. However, in
guidance for 2014, Community Health Systems anticipates better financial performance related to the implementation of the Affordable Care Act. Read more.
Centene Completes Acquisition of US Medical Management. Centene announces
on January 7, 2014 that it has completed its previously announced acquisition of US
Medical Management as of January 6, 2014. US Medical Management is a provider
of in-home health services for high acuity populations. Read more.
WellCare Completes Acquisition of Windsor Health Group. WellCare Health
Plans announced on Monday, January 6, 2014, that it has completed its acquisition of
Windsor Health Group, previously reported in September 2013. WellCare’s news release indicated that Windsor Health Group beneficiaries will remain enrolled and
will experience no changes in their 2014 plan benefits or services. Read more.
Aetna Better Health of Illinois announces personal care pilot with Addus Home
Care. Aetna Better Health and Addus Home Care will conduct a pilot study on the
impact of providing smart phones to home care aides serving beneficiaries in Illinois
Medicaid’s Integrated Care Program (ICP). The ICP launched in 2011 serves Medicaid-only aged, blind, and disabled (ABD) participants in a mandatory managed
care model. The pilot aims to demonstrate the benefits of real-time reporting of
changing health conditions by home care aides to primary care providers and other
care coordinators. Read more.
NaviHealth names former HealthSpring Exec as CFO. NaviHealth has named
Karey Witty to the position of executive vice president and chief financial officer
(CFO). Prior to joining NaviHealth, Witty served in executive management roles for
various health care organizations, including serving as CFO for HealthSpring and
Centene. NaviHealth, based in Nashville, TN, offers post-acute care management
services. Read more.
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RFP CALENDAR
Date
January, 2014
January 22, 2014
February 1, 2014
February 27, 2014
March 1, 2014
April 1, 2014
April 1, 2014
April 17, 2014
May 1, 2014
May 1, 2014
May 1, 2014
June 1, 2014
June 30, 2014
July 1, 2014
July 1, 2014
July 1, 2014
July 7, 2014
August 1, 2014
September 1, 2014
September 1, 2014
September 1, 2014
November 3, 2014
January 1, 2015
January 1, 2015
September 1, 2015

State
Delaware
Texas NorthSTAR (Behavioral)
Florida LTC (Regions 5,6)
Georgia ABD
Florida LTC (Regions 1,3,4)
California Duals
Ohio Duals
Texas NorthSTAR (Behavioral)
Illinois Duals
Virginia Duals
Florida acute care (Regions 2,3,4)
Florida acute care (Regions 5,6,8)
Delaware
Florida acute care (Regions 10,11)
South Carolina Duals
Michigan Duals
Texas NorthSTAR (Behavioral)
Florida acute care (Regions 1,7,9)
New York Duals
Washington Duals
Texas Rural STAR+PLUS
Georgia ABD
Hawaii
Tennessee
Texas NorthSTAR (Behavioral)

Event
RFP Release
RFP Release
Implementation
Proposals Due
Implementation
Passive enrollment begins
Passive enrollment begins
Proposals due
Passive enrollment begins
Passive enrollment begins
Implementation
Implementation
Contract awards
Implementation
Passive enrollment begins
Implementation
Contract Awards
Implementation
Passive enrollment begins
Passive enrollment begins
Implementation
Implementation
Implementation
Implementation
Implementation

Beneficiaries
200,000
406,000
19,538
320,000
18,971
456,000
115,000
406,000
136,000
79,000
681,100
811,370
200,000
828,490
68,000
70,000
406,000
750,200
178,000
48,500
110,000
320,000
292,000
1,200,000
406,000
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DUAL ELIGIBLE FINANCIAL ALIGNMENT
DEMONSTRATION CALENDAR
Below is a summary table of the progression of states toward implementing dual eligible financial alignment demonstrations in 2013 and 2014.

State
Arizona

California

Colorado
Connecticut
Hawaii

Model

RFP
Signed
Duals eligible
RFP
Response
Contract
MOU with
for demo Released Due Date Award Date
CMS
Not pursuing Financial Alignment Model
98,235

Capitated

350,000

X

3/1/2012

4/4/2012

MFFS
MFFS

62,982
57,569
24,189

Not pursuing Financial Alignment Model
X

Opt- in
Passive
Enrollment Enrollment
Date
Date

3/27/2013

4/1/2014

Health Plans
Al a meda Al l i a nce; Ca l Opti ma ; Ca re 1s t
Pa rtner Pl a n, LLC; Communi ty Hea l th
Group Pa rtner; Hea l th Net; Hea l th Pl a n of
Sa n Ma teo; Inl a nd Empi re Hea l th Pl a n; LA
Ca re; Mol i na ; Sa nta Cl a ra Fa mi l y Hea l th
Pl a n; Wel l Poi nt/Ameri group

7/1/2014
TBD
Aetna; Centene; Health Alliance; Blue

Illinois

Capitated

136,000

6/18/2012

11/9/2012

Iowa
Idaho

MFFS
Capitated

62,714
22,548

X

TBD

August 2013

Massachusetts Capitated

90,000

X

8/20/2012

11/5/2012

2/22/2013

2/1/2014

5/1/2014 Cross Blue Shield of IL; Health Spring;
Humana; Meridian Health Plan; Molina

Michigan

8/22/2013

105,000

X

Missouri
MFFS‡
Minnesota
New Mexico
New York
Capitated
North Carolina
MFFS

6,380
93,165
40,000
178,000
222,151

Not pursuing Financial Alignment Model
Not pursuing Financial Alignment Model
8/26/2013

Ohio

Capitated

114,000

X

MFFS

104,258
68,000
28,000

Not pursuing Financial Alignment Model
X
3/27/2013 August 2013

South Carolina Capitated

68,000

X

Tennessee
Texas

136,000
214,402

Not pursuing Financial Alignment Model

Capitated

Virginia

Capitated

78,596

X

5/15/2013

TBD

5/21/2013

Vermont

Capitated
Capitated

22,000
48,500

X
X

TBD
5/15/2013

TBD
6/6/2013

11/25/2013

MFFS

66,500

X

Capitated

5,500-6,000

X

13 Capitated 1.5M Capitated
485K FFS
6 MFFS

11

Washington
Wisconsin
Totals

Capitated

10/1/2013
30 days
prior to
passive

Capitated

Oklahoma
Oregon
Rhode Island

9/10/2013

TBD
TBD

11/6/2013

Blue Cross of Idaho

1/1/2014

Commonwealth Care Alliance; Fallon
Total Care; Network Health

7/1/2014

Ameri Hea l th Mi chi ga n; Coventry; Fi del i s
SecureCa re; Meri di a n Hea l th Pl a n;
Mi dwes t Hea l th Pl a n; Mol i na Hea l thca re;
Uni tedHea l thca re; Upper Peni ns ul a
Hea l th Pl a n

10/1/2012

5/25/2012

6/28/2012

12/11/2012

7/1/2014
60 da ys pri or to
pa s s i ve

10/25/2013

9/1/2014
TBD
Aetna; CareSource; Centene; Molina;

4/1/2014 UnitedHealth
TBD
TBD

2/1/2014

7/1/2014

Absolute Total Care (Centene); Advicare;
Molina Healthcare of South Carolina;
Select Health of South Carolina
(AmeriHealth); WellCare Health Plans

TBD 2014

10/24/2012

5/1/2014
7/1/2014

Humana; Health Keepers; VA Premier
Health

1/1/2015
9/1/2014 Regence BCBS/AmeriHealth; UnitedHealth
7/1/2013;
10/1/2013

Not pursuing Financial Alignment Model
8

* Phase I enrollment of duals only includes Medicaid benefits. Medicare-Medicare integration to occur within 12 months.
‡

Capitated duals integration model for health homes population.
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HMA NEWS
HMA Welcomes: Karen Brodsky, Principal – New York, New York
Karen comes to HMA most recently from the State of New Jersey, Department of
Human Services/Division of Medical Assistance and Health Services, where she
has served as the Assistant Division Director and Chief of Managed Care Contracting for the past five years. In this role, Karen was responsible for contractual, policy, regulatory, and operational oversight of a $5 billion Medicaid managed care
contract serving 1.2 million enrollees for the State of New Jersey. Karen’s additional responsibilities in this role included overseeing the HMO applications and readiness review process; tracking, guidance, and management of health reform and
budget initiatives, legislation, waivers, State plan amendments and other events
that had an impact on managed care operations; development of statewide managed long term care services and supports program under the Comprehensive
1115 Waiver application; and regulatory oversight of two HMO acquisitions.
Prior to joining the State of New Jersey, Karen worked for almost seven years as a
Managing Member/Health Care Consultant with HealthWorks Consulting, LLC.
Some of her project work included Lead Consultant to the Association of Community Affiliated Plans on a Medicaid managed care research project, Program Director for the Small Agency Building Initiative; and Director of Best Clinical and Administrative Practices Collaborative, Children’s Futures, New Jersey. Karen has also worked for the Center for Health Care Strategies, Inc., in various leadership
roles; was an independent health care consultant; served as the Director of Managed Care Development for Eagle Managed Care, Inc.; and was the Assistant to
the Vice President of Operations at Prudential Health Care Plan of the MidAtlantic.
Karen received her Masters of Health Science, Health Policy and Management
Program, from The Johns Hopkins University School of Hygiene and Public
Health. She received her Bachelor of Science degree in Speech Pathology and Audiology (Summa cum Laude) from Towson State University.
HMA Welcomes: Don Novo, Principal - San Francisco, California
Don comes to HMA most recently from CMS, where he has served as the Medicaid Branch Manager for the past four years. In this role, Don was responsible for
the oversight of the Medicaid Programs operating in Region IX which includes
California, Arizona, Nevada and Hawaii, and the three Pacific Territories. Don’s
additional responsibilities included oversight of a federally approved Medicaid
and Children’s Health Insurance Program operations within Region IX; monitoring oversight of the 1115 Medicaid demonstration waivers for Arizona, California,
and Hawaii; approval of contractual and rate review approvals for Medicaid Managed Care programs; and evaluating, reviewing, and assuring quality in HCBS
waivers, including demonstration programs.
Prior to his most current role with CMS, Don served as a Health Insurance Specialist with CMS for three years. In this role he was responsible for policy and regulatory oversight of the Connecticut Medicaid Program including their 1915 (b) Managed Care Waiver; analyzing, monitoring, and providing technical assistance to
the States regarding Medicaid, SCHIP, MMA, and mandatory DRA provisions;
and serving as the regional subject matter expert for Third Party Liability, Estate
Recovery, liens and related issues.
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Don also worked for MassHealth for 13+ years in several different roles – Director
of Policy Implementation Evaluation Services Units; Deputy Director of Policy
Implementation for the Massachusetts Division of Medical Assistance; and various
non-management roles with the Massachusetts Division of Medical Assistance/Department of Public Welfare.
He received his BA degree in Advertising at the University of Bridgeport and has
completed MPA coursework at Bridgewater State College.
HMA to Host Expert Roundtable on Exchanges and Medicaid Expansion: What
happened, what’s on the horizon, and what it all means
HMA Expert Roundtable: 1 p.m. to 2 p.m. EST Jan. 15. Register here for this free
event.
HMA’s roundtable discussion will be moderated by Vern Smith (Managing Principal – Lansing, Michigan). Discussion will address:


What’s taking place in states operating Exchanges



Approaches states are taking as they expand – or opt not to expand –
Medicaid



The Federally Facilitated Marketplace – from state experiences to technical
nuts and bolts



How the 2014 elections might change the landscape even more



Health plan strategies for participation in Exchanges

This Roundtable’s HMA experts are:


Joan Henneberry (Managing Principal – Denver, Colorado)



Mike Nardone (Managing Principal – Harrisburg, Pennsylvania)



Wade Miller (Principal – Atlanta, Georgia)



Greg Nersessian (Principal – New York, New York)

Health Management Associates (HMA) is an independent health care research and consulting firm.
Among other services, HMA provides generalized information, analysis, and business consultation
services to investment professionals; however, HMA is not a registered broker-dealer or investment
adviser firm. HMA does not provide advice as to the value of securities or the advisability of investing in, purchasing, or selling particular securities. Research and analysis prepared by HMA on behalf of any particular client is independent of and not influenced by the interests of other clients.
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