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CCIIO ISSUES DRAFT GUIDANCE LETTER FOR 

FEDERAL MARKETPLACE INSURERS 
This week, our In Focus section comes to us from HMA Principal Janet Olszewski of our 
Lansing, Michigan, office. Janet provides a review of a draft letter for health insurance 
issuers on the Federally Facilitated Marketplace (FFM) published by the Centers for 
Medicare and Medicaid Services (CMS) Center for Consumer Information & Insurance 
Oversight (CCIIO). 

CCIIO issued a draft letter to all issuers on February 4, 2014, and is asking for 
comments on the proposed guidance by February 25, 2014. CCIIO makes the point that 
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they are not looking for comments on the substance of the underlying regulations, as 
individuals and organizations have had the ability to comment through the proposed 
rulemaking process. The most significant of these is the Proposed HHS Notice of 
Benefit and Payment Parameters for 2015, which was published in the December 2, 
2013, Federal Register and for which comments were due on December 26, 2013. 

The draft guidance highlights two major process changes from 2014: 

 The FFM will extend the Plan Preview cycle and run it concurrent with the data 
review cycle. In Plan Management states the Plan Preview and federal data 
review cycles will be a bit shorter than in a state solely using the FFM. 
Nevertheless, the cycle should be earlier and longer than last year. The goal is 
to assure that any corrections can be made prior to finalization of the 
documents. 

 The FFM will allow issuers to upload revised data templates on an as-needed 
basis after the application due date and prior to the final data submission date. 
For plan management states, that data will then become available for Plan 
Preview at specific points in time (to be announced at a later date). CMS will 
review data at predefined times during the window, and their review will be 
based on the Qualified Health Plan (QHP) data that is in the system at that 
time. 

In addition, the draft letter indicates that CMS proposes to revise the 2015 QHP 
certification process (often through separate rulemaking) in the following areas: 

Network Adequacy Review 

 For the 2015 process in Plan Management states, CMS is proposing to not 
identify states with review processes at least as stringent as those identified in 
the Code of Federal Regulations (45C.F.R.156.230(a)). CMS proposes to review 
the issuer’s submitted provider list using a reasonable access standard, 
focusing on areas that historically have raised network adequacy concerns. 
These may include: 

o Hospital systems 

o Mental health providers 

o Oncology providers 

o PCPs 

 The letter indicates that CMs will incorporate state input in this review. They 
are asking for comments on this revised approach. 

Essential Community Providers 

 CMS intends to propose, through rulemaking, an increase from 20 percent to 30 
percent participation of available Essential Community Providers (ECPs) in a 
QHP network. If the issuer cannot meet the 30 percent standard, they would be 
required to submit a satisfactory narrative justification describing how the 
current provider network provides an adequate level of access for low-income 
and medically underserved populations. In addition to this threshold, CMS 
intends to require that QHPs must offer contracts in good faith prior to the 
benefit year to: 

o All available Indian Health providers in the service area 
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o At least one ECP in each ECP category in each county of the service 
area 

 Issuers can include ECPs that are not part of the CMS issued list as long as they 
meet specific write-in criteria. The draft letter (p.24) provides proposed 
instructions for how to include write-in ECP providers. 

Prescription Drug Benefit 

 CMS is proposing to allow issuers to indicate whether a drug is part of the 
medical benefit on the template to provide greater clarity about how drugs are 
covered and paid while facilitating the CMS compliance review. Plans will still 
be required to submit their entire drug list. 

 CMS will issue a proposed rule requiring issuers to temporarily cover a non-
formulary drug, including drugs that are on the formulary but require prior 
authorization or step therapy, as if they were on the formulary for the first 30 
days of a person’s coverage beginning January 1, 2015. 

Supporting Informed Consumer Choice (Meaningful Difference between QHPs) 

 CMS indicates they are likely to use a difference of $50 or more in deductibles 
between QHPs as the floor for determining that there is meaningful difference 
between an issuer’s QHPs within a single metal level. The final 2015 Notice of 
Payment rules will dictate the final process. However, the draft CMS guidance 
indicates that they expect to use the following steps: 

o An issuer’s plans for a given state would be grouped by plan type, 
metal level, and overlapping counties/service areas. 

o CMS will review each subgroup of plans to determine whether the 
plans in that subgroup differ from each other in at least two of the 
following criteria: 

 Different network 

 Different formulary 

 $50 or greater difference in individual and family in-
network deductibles 

 $100 or greater difference in both individual and family 
out-of-pocket maximums 

 Difference in covered benefits 

 Difference in premiums 

 Difference in Health Savings Account(HSA) eligibility 

 Difference in child-only, adult-only, or adult and child 
coverage offerings 

o If CMS finds that two or more plans do not differ on at least two of 
the above criteria, they will flag them for additional follow up. 

 Should CMS determine that plan offerings at a particular metal level within a 
county are limited, they can elect to not review plans against these criteria 

Calculation of Cost Sharing Reduction Advance Payments 

 For 2015 issuers will not be required to submit an estimate of the value of cost 
sharing reductions to be provided for the essential health benefit (EHB) portion 
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of the expected allowed claims costs. Instead, the FFM proposes to calculate the 
monthly advance payment amount for a specific policy as the product of the 
total monthly premium for a specific policy and the cost sharing reduction plan 
variation multiplier. 

Primary Care Coverage 

 CMS is considering whether to require, through rulemaking, that all plans, or 
at least one plan in each metal tier, cover three primary care office visits prior to 
meeting any deductible, and they encourage issuers in FFMs to adopt this 
approach. 

The draft letter also provides guidance on other certification requirements that remain 
similar to or the same as 2014. Finally, the draft letter includes the proposed timeline for 
2015 certification. Key dates are outlined in the table below: 

Application Process Key Dates 

Activity Approximate Date 

Issuers Submit Plan Data to State TBD by DIFS 

1st SERFF Transfer Deadline August 10, 2014 

Plan Preview Available August 12, 2014 

FFM Reviews Plan Data August 11-25, 2014 

FFM Notifies State of Needed Corrections August 26, 2014 

Last Date for Issuers to Resubmit Data to SERFF September 4, 2014 

2nd SERFF Data Transfer September 5-10, 2014 

FFM Completes Review September 20, 2014 

Certification Notices and QHP Agreements Sent to Issuers October 14, 2014 

Issuers Return Signed Agreements October 17, 2014 

Open Enrollment November 15, 2014 
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Arizona 

Panel Urges Maricopa County Public Hospital Overhaul. On February 12, 2014, a 15-
member citizens committee unanimously approved a report that calls for an overhaul 
of the Maricopa Integrated Health System to be replaced by a network of community-
based clinics that offer primary care, outpatient services, and preventative care for the 
indigent. The panel found that the system’s centerpiece hospital, the Maricopa Medical 
Center, is “functionally obsolete.” In November, county voters will decide on a $935 
million bond initiative to pay for a new county hospital, new behavioral health center, 
and expanded clinics. The health district’s five-member board of directors will choose 
which recommendations to propose and financing options. Read more.  

Arkansas 
Arkansas Private Option Reauthorization Fails in the House, while Prospects 

Improve in the Senate. On February 18, 2014, in a 70-27 vote, the Arkansas House 
failed to reauthorize funding for the “private option” Medicaid expansion. 
Reauthorization requires a “super majority” of 75 votes in the chamber. Republican 
House Speaker Davy Carter indicated that the bill will be reconsidered on February 19 
and “every day of the session” until it passes. Already, some 87,000 Arkansans have 
been enrolled in the program, and supporters urged holdouts to give the program a 
chance to work. Other states have considered the Arkansas approach as a more 
palatable private-sector oriented approach to Medicaid expansion. Meanwhile, the 
prospects for reauthorization in the Senate improved when Senator Jane English—an 
opponent of the program last year—announced support in return for changes in the 
state’s workforce training program. Read more.  

California 

HMA Roundup—Alana Ketchel 

Covered California SHOP Portal Goes Offline. On February 12, 2014, the Covered 
California Small Employer Health Options Program (SHOP) enrollment portal went 
offline to address technological problems and upgrade the site. The portal will likely 
come back online in the fall, with enrollment continuing via manual paper applications. 
Unlike the individual marketplace, which opened for enrollment on October 1, 2013, 
the SHOP online enrollment function was not activated until late November 2013. Read 
more.  

 

http://www.azcentral.com/news/politics/articles/20140212maricopa-county-health-overhaul-urged.html?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11930852&_hsenc=p2ANqtz-_o8RRudlxrCrah1pvgTyL9XmCLHPxGVL19u7jGX7LCxZqFN0nS614VtX_-cZnyu0Eit-Y7xEhy9PXI5e2fmDV_B7ZnLnvMwRbpoLcafL3SAfET_2I&_hsmi=11930852&nclick_check=1
http://www.arkansasbusiness.com/article/97181/private-option-bill-fails-in-arkansas-house-70-27?page=all
http://www.bizjournals.com/sacramento/news/2014/02/13/covered-california-small-business-enroll.html?ana=RSS&s=article_search&page=all
http://www.bizjournals.com/sacramento/news/2014/02/13/covered-california-small-business-enroll.html?ana=RSS&s=article_search&page=all
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California Bill Aims to Increase Diversity on Covered CA Board. On February 11, 
2014, State Senator Norma Torres introduced S.B. 972, a bill that would expand the 
Covered California board from five to seven members. In addition, the bill would 
require the board to demonstrate expertise in IT system management, management 
information systems, customer service delivery, and the marketing of health insurance. 
The bill was prompted, in part, by the delayed rollout of a Spanish-language online 
application and the limited number of Spanish speakers in the state’s call centers. Read 
more.  

California Bill Would Allow “Undocumented” to Buy Health Insurance. On February 
14, 2014, State Senator Ricardo Lara introduced S.B. 1005, the Health For All bill, to 
create a new health Exchange for the 1.3 million undocumented and uninsured 
California residents excluded by the ACA. The legislation would direct state funds to 
subsidize health premiums without the use of any federal funds. Lara would have 
Covered California run the new Exchange. Read more.  

Colorado 

HMA Roundup—Joan Henneberry 

Colorado Health Exchange Director of Partner Engagement Placed on Leave. Last 
week, Connect for Health Colorado placed its director for partner engagement, Christa 
Ann McClure, on administrative leave after learning of her January indictment in 
Montana. Prosecutors allege McClure misappropriated federal grant money in the 
Housing Montana program, while serving as executive director. McClure pleaded not 
guilty to the charges on February 6, 2014. Read more.  

Connect for Health Colorado Focus of Legislation. The Colorado legislature is 
considering multiple bills related to the state’s Health Exchange.  

 On January 29, 2014, Representative Janak Joshi introduced H.B. 1192 to 
repeal the state’s Exchange, which would result in the federal government 
running Colorado’s marketplace. Joshi cites the $187 million in federal 
funds that helped the Exchange launch, which featured plans that had 
narrower networks or higher deductibles than those available outside the 
Exchange. A similar bill was killed last year.  

 On January 16, 2014, Janak introduced H.B. 1134, which would require 
more extensive background checks for the health care navigators who 
assist Exchange customers. However, the bill was defeated on February 6, 
2014 in committee by Democrats, as opponents said it would make an 
already safe background-check process more cumbersome.  

 On February 3, 2014, a bill with more bipartisan support, HB 1257, was 
introduced to have the Office of the State Auditor conduct a performance 
audit of Exchange operations. The Legislative Audit Committee voted 7-1 
to draft that bill. 

Representative Beth McCann, who chairs the legislative committee overseeing the 
Exchange, said that Connect for Health Colorado has picked up momentum in getting 
more businesses and individuals insured. Read more.  

County Sues State Over Insurance Rates. Garfield County Attorney Frank Hutfless 
has been authorized by county commissioners to prepare a lawsuit against the state for 
violating the ACA’s anti-discrimination protections. Colorado’s insurance 
commissioner included the county in the state’s “resort” insurance rating area, 

http://www.californiahealthline.org/capitol-desk/2014/2/latino-issues-at-exchange-prompt-a-bill-proposal-to-change-board-composition
http://www.californiahealthline.org/capitol-desk/2014/2/latino-issues-at-exchange-prompt-a-bill-proposal-to-change-board-composition
http://www.dailybreeze.com/government-and-politics/20140214/california-bill-would-make-way-for-undocumented-to-buy-health-insurance
http://ifawebnews.com/2014/02/17/colo-health-exchange-director-removed-after-charges-revealed/
http://www.bizjournals.com/denver/print-edition/2014/02/14/health-exchange-faces-challenges.html
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resulting in the highest premiums in the United States. According to Kaiser Health News, 
the cheapest silver plan in this rating area for a 40-year old male is $483 per month, 
almost double the $245 figure for Denver. Read more.  

All Payer Claims Database Aims for Price Transparency. On February 19, 2014, Kaiser 
Health News profiled Colorado’s decision to establish an all-payer claims database to 
improve the availability of healthcare cost data. With more comprehensive data from 
Medicaid, Medicare, and commercial insurers, Colorado hopes to help consumers make 
better informed choices about healthcare providers. The state hopes to underwrite the 
cost of this effort by selling custom data reports to various healthcare interests, but 
commercializing Medicare data is restricted. An attempt to change this restriction is 
part of the proposed repeal of the Sustainable Growth Rate formula being considered 
by Congress. Read more.  

Florida 

HMA Roundup – Gary Crayton and Elaine Peters 

Florida Legislature Considers KidCare for Immigrant Children. On February 17, 2014, 
the Bradenton Herald published an article highlighting a legislative proposal to extend 
the Florida KidCare program to the children of legal immigrants, without the five-year 
waiting period. Two Republican legislators, Senator Rene Garcia and Representative 
Jose Felix Diaz, would have the subsidized health coverage apply to about 26,000 
children with legal resident status, similar to 26 states and the District of Columbia, 
which have removed the waiting period. The estimated $69 million cost ($27.5 million 
in state funds) could prove to be a concern to some legislators, but the bill won 
unanimous approval of the House Health Innovation Subcommittee. Read more.  

Florida Health Choices Exchange Site Delayed. On February 14, 2014, the Florida 
Current featured a story on the status of the state’s Health Choices Exchange site. 
Following last week’s pronouncement that the launch of the state-run online Exchange 
was “imminent”, Health Choices CEO Rose Naff decided to delay the launch until the 
site was prepared for traffic that was greater than initially anticipated. Daunted by the 
public relations challenges of Healthcare.gov and various state-run Exchanges, Naff 
declared that the “first site needs to go well” and redoubled efforts to ensure the site is 
capable of delivering a good user experience. Last year, the legislature authorized 
$900,000 to establish the online Exchange. When the site does launch, it will offer a 
variety of specialty discount and prepaid health and dental plans. Read more.  

Temporary Medicaid Rate Increase Not Likely to Be Extended in Florida. On 
February 15, 2014, the Tampa Bay Times profiled the two-year temporary bump in 
Medicaid rates to primary care physicians, which faces expiration at the end of 2014. 
This ACA provision was designed to encourage more physicians to accept Medicaid 
patients, whose ranks were expected to grow as a result of the federal law. The Florida 
Medical Association projects the state would have to allocate $150 million to maintain 
higher rates in the next year. However, Governor Rick Scott’s budget does not provide 
for a state-funded extension of the enhanced Medicaid payments, and many legislators 
point to a 2011 law that requires Medicaid managed care plans to pay physicians rates 
equal to Medicare or face fines. The provision does not become effective until plans 
have been in operation for two years. Read more.  

Orlando Health Seeks New Partners. On February 15, 2014, the Orlando Sentinel 
discussed Orlando Health’s search for new partners or mergers with other health 
systems. The $1.9 billion nonprofit system, which is the second largest hospital network 
in Central Florida and the fifth largest nonprofit hospital system in the country, has 

http://www.summitdaily.com/news/10168308-113/garfield-county-state-insurance
http://www.kaiserhealthnews.org/Stories/2014/February/19/All-Payer-Claims-Database-In-Colorado.aspx?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11983927&_hsenc=p2ANqtz-_NoOdECLg6OE5HdbSNBcjEps0r809hy_J8l3bYztDTujYDX0gi73aliTTr9mlitCYozBXKAQ2yAA-EMPNImSjJLF4l3ffmDCiaC2G4P_qVs_8c0-Y&_hsmi=11983927
http://www.bradenton.com/2014/02/17/4997847/florida-lawmakers-propose-extending.html
http://www.thefloridacurrent.com/article.cfm?id=36468764
http://www.theledger.com/article/20140215/NEWS/140219372/1374?template=printart
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already received multiple offers from other Florida state systems and will likely select a 
proposal within the next three to four months. Orlando Health’s search comes shortly 
after a year of declining profits, shifting affiliations, and large-scale layoffs, and 
demonstrates the nationwide trend of hospital systems pursuing partnerships to 
increase their clinical offerings and market share in today’s rapidly changing healthcare 
landscape. Read more. 

Bill Expanding Nurse Practitioner Scope Passes House Committee. On February 18, 
2014, Health News Florida notes that the House Select Committee on Workforce 
Innovation approved a bill that would allow advanced registered nurse practitioners to 
treat patients and prescribe controlled drugs without physician supervision. The 
Florida Medical Association, one of many physician groups that opposes the bill, calls 
the bill an overreaction to the growing physician shortage in the state and cautions 
lawmakers on the risks of allowing nurses to treat patients without physician 
supervision. The American College of Obstetricians and Gynecologists argues that the 
bill would also discourage collaboration and increase competition among nurses and 
doctors. Before the bill’s inception, advanced registered nurse practitioners could only 
practice under a specific protocol and at least indirect supervision by a physician. 
Under the new bill, nurses will still follow a protocol created by a supervising 
physician, but they will have the option of practicing without physician supervision. 
The bill was passed on Tuesday afternoon. Read more.  

Senate Committee Approves Bill to Shield Investors from Nursing Home Lawsuits. 

On February 18, 2014, the Tampa Bay Times reports on the Senate Health Policy 
Committee approval of a bill that will “shield nursing home investors from lawsuits in 
exchange for giving trial lawyers easier access to documents.” Nursing home 
representatives and trial lawyers defend the bill, arguing that it contains provisions that 
revoke the license of facilities which do not pay damage rewards and that allow family 
members easier access to an alleged victim’s medical records. However, some 
advocates believe the legislation would have the effect of protecting private equity 
investors. Read more. 

Georgia 

HMA Roundup – Mark Trail 

Georgia House Bill Would Deny Governor the Authority to Expand Medicaid. Last 
week, Georgia House Bill 990 was introduced with provisions that would strip the 
decision to expand Medicaid from the Governor and require legislative approval. 
Governor Nathan Deal has been consistently opposed to Medicaid expansion, which 
appeals to the GOP base, but apparently is at odds with the general electorate, with 57 
percent favoring expansion, according to the Atlanta Journal Constitution. Democrats 
decry the bill, claiming that its passage would provide Deal with a measure of political 
cover, taking the decision out of his hands during an election year. The state’s Medical 
Association and Hospital Association have taken no position on the bill, although the 
Georgia Alliance of Community Hospitals has expressed its opposition. Read more.  

Georgia Senate Approves Privatization of Foster Care. On February 18, 2014, 
Georgia’s State Senate voted 31-18 to approve S.B. 350, legislation that authorizes faith- 
and community-based organizations to contract for certain child-welfare services, such 
as adoption, foster care, and case management. The bill now heads to the Georgia 
House for consideration. Governor Nathan Deal and Lt. Governor Casey Cagle have 
indicated their support for the measure, while Democrats argue that privatization could 

http://www.orlandosentinel.com/health/os-orlando-health-shops-for-partner-20140215,0,1082054,print.story
http://health.wusf.usf.edu/post/nurses-bill-vote-doctors-alarmed
http://www.tampabay.com/news/health/nursing-home-bill-drawing-ire-of-critics/2166203
http://chronicle.augusta.com/news/government/2014-02-17/ga-house-wants-say-medicaid-expansion
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cost the state more money. Implementing the law would require a federal waiver. Read 
more.  

Medicaid and PeachCare Enrollment Hindered by Technology Glitches. On February 
15, 2014, Georgia Health News reported on Georgia’s challenges in enrolling eligible 
residents in Medicaid and PeachCare due to technology glitches. CMS has been 
providing states with “flat files” of basic information on eligible beneficiaries, but 
Georgia’s Department of Community Health notes that the files are not compatible 
with its information systems. The state is not willing to cede its authority to determine 
Medicaid eligibility to the federal government. Read more.  

Georgia Rural Critical Access Hospital to Close. On February 14, 2014, Georgia Health 
News reported that Lower Oconee Community Hospital in southeast Georgia is closing, 
representing the fourth rural hospital in two years to shut down. The hospital’s owners 
may consider restructuring the hospital. The high unemployment, uninsured, and 
poverty rates combined for a challenging financial environment for the critical access 
hospital. Read more.  

Hawaii 

Dr. Linda Rosen Tapped for Hawaii Health Director. On February 14, 2014, Hawaii 
Governor Neil Abercrombie chose Dr. Linda Rosen to become the state’s director of the 
Department of Health, subject to Senate confirmation. Her predecessor died in a plane 
crash on December 11, 2013. A pediatrician by training, Rosen has been with the 
department since 2000, most recently as chief of the Emergency Medical Services and 
Injury Prevention System branch. Read more.  

Illinois 

HMA Roundup – Erika Wicks 

State Reaches Agreement on MAXIMUS Medicaid Eligibility Redetermination 
Project. In January 2013, the Illinois Department of Healthcare and Family Services 
(HFS) and the Illinois Department of Human Services (IDHS) launched the Medicaid 
Redetermination Project in an effort to verity the income and residency eligibility of the 
approximate 2.7 million individuals in Illinois receiving Medicaid.  The state contracted 
with MAXIMUS to carry out the work, including processing the backlog of cases that 
existed, moving information to digital formats, sending out notices to current Medicaid 
enrollees, setting up a call center, and establishing an online portal for state workers to 
manage cases. MAXIMUS was also assigned to review and make recommendations for 
continuation or cancellation of an enrollee’s eligibility, which were to be passed on to 
state caseworkers for final decision. 

The state employees’ union, AFSCME,  filed a grievance at the time the MAXIMUS 
contract was implemented, charging that it violated the AFSCME Master Agreement of 
“bargaining unit” work. In addition, the union argued that the contract did not save the 
state money because MAXIMUS call-center workers performed duplicative casework 
functions that federal Medicaid rule and law require state employees to repeat. In June 
2013, an arbitrator ruled for the union, finding the MAXIMUS contract in violation of 
the union agreement, and that Illinois was to terminate its contract with MAXIMUS by 
December 2013.  

Following the arbitrator’s rule, HFS proposed a “hybrid” model to the arbitrator, which 
would include using state caseworkers at the call centers, while still using the 

http://www.ajc.com/news/ap/legislative/ga-senate-oks-bill-to-privatize-foster-care/ndSYr/
http://www.ajc.com/news/ap/legislative/ga-senate-oks-bill-to-privatize-foster-care/ndSYr/
http://onlineathens.com/health/2014-02-15/new-medicaid-peachcare-enrollment-stalled-georgia
http://www.georgiahealthnews.com/2014/02/rural-hospital-closing/
http://www.bizjournals.com/pacific/news/2014/02/14/dr-linda-rosen-selected-to-head.html?ana=RSS&s=article_search
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MAXIMUS infrastructure and back office capacities.  This required the agreement not 
only of the arbitrator, but of MAXIMUS and AFSCME as well. Last week, HFS 
announced that a version of that proposal is now under way, with all parties agreeing 
to a new model. The State will retain MAXIMUS to provide mailroom support, sending 
out notices to and receiving responses from Medicaid enrollees. The responses 
MAXIMUS receives will then be given to state caseworkers, who will have the final say 
in determining eligibility. 

Iowa 

Iowa Governor Branstad Contemplates Multi-State Exchange. On February 12, 2014, 
Iowa Governor Terry Branstad publicly stated his intention to discuss a multi-state 
online Health Exchange with the governors of South Dakota, Nebraska and Kansas. 
Branstad noted that key Iowa insurers—including Wellmark Blue Cross and Blue 
Shield and CoOportunity Health—sell plans in some of those states. Read more.  

Iowa Senate Subcommittee Approves Bill to Establish a State Exchange. On February 
18, 2014, an Iowa Senate subcommittee approved Senate File 2112, which would 
establish a non-profit state-run Health Exchange, replacing the current federal 
partnership model in 2016. Senator Jack Hatch, chairman of the subcommittee, believes 
that a state run Exchange would keep costs down and maintain more flexibility. The 
Senate’s Commerce Committee will consider the bill, although it is not clear if the 
Republican-controlled House will be receptive to it. Read more.  

Kansas 

Bill Would Punish Medicaid MCOs for Delayed Payments. On February 17, 2014, the 
Kansas Health Institute News Service reports on a new bill being considered by the 
House Health and Human Services Committee that would allow Medicaid service 
providers to collect 12 percent interest on late payments from Medicaid managed care 
companies. Senate Bill 317 encountered no resistance from the Senate Public Health and 
Welfare Committee and even had the support of top Medicaid officials in the state, 
many of whom cite their continuing commitment to timely compensation for services 
rendered. Recent complaints from Medicaid service providers regarding lagging 
payments have led some providers to consider dropping contracts with managed care 
companies altogether, but the new bill takes steps towards reinforcing existing state 
contracts requiring timely compensation to service providers. Read more. 

Maine 

Maine Exchange Enrollments Ahead of Targets. On February 12, 2014, statistics 
released by the Health and Human Services Department show that Maine is running 44 
percent ahead of its enrollment targets through January 31, 2014, tops among the states 
using a federal facilitated Exchange. With 20,511 enrollees in private health plans, 
Maine is more than 6,000 ahead of its January 31, 2014 target. While Connecticut, Rhode 
Island and New York exceeded their January 31 targets by larger margins, those three 
states have state-run marketplaces. Eighty-nine percent of Maine’s enrollees qualify for 
federal premium subsidies. Read more.  

 

http://qctimes.com/news/local/government-and-politics/branstad-eyes-multi-state-health-exchange/article_92cafaea-4495-532b-a110-6f3dd2b5cdf9.html
http://www.desmoinesregister.com/article/20140218/NEWS09/302180116/Iowa-Senate-panel-OKs-bill-establishing-state-health-insurance-marketplace
http://www.khi.org/news/2014/feb/17/senate-committee-hears-no-opposition-prompt-pay-bi/
http://www.pressherald.com/news/Maine_nears_health_care_sign-up_goal_at_fast_pace_.html?pagenum=full
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Maryland 

Deputy Secretary for Health Care Financing to Step Down. On February 18, 2014, The 
Washington Post reported that Charles Milligan will step down from his role as deputy 
secretary for health care financing at the Maryland Department of Health and Mental 
Hygiene in April 2014. Milligan, who is responsible for the state’s Medicaid program, is 
expected to return to New Mexico, where he formerly served as the Medicaid director. 
Read more. 

Maryland Consumers Remain Uncertain About Health Application Status. On 
February 17, 2014, the Baltimore Sun high-lighted the ongoing travails of nearly 11,000 
Maryland health plan applicants who remain uncertain about the status of their health 
plan applications. State Health Secretary Dr. Joshua M. Sharfstein blames the backlog 
on technology glitches that beset the Exchange early-on, resulting in “early adopters” 
being stuck in limbo. When open enrollment concludes on March 31, 2014, state 
officials will have to consider Exchange options for next year, including switching to a 
federal facilitated Exchange, continuing to fix existing glitches, adopting another state’s 
system, or operating a multi-state Exchange. Read more.  

Massachusetts 

HMA Roundup—Rob Buchanan 

Health Connector Faces Daunting Backlog of Paper Applications. On February 13, 
2014, at a Health Connector board meeting, state officials discussed the ongoing 
challenges in addressing a backlog of nearly 50,000 paper applications that remain to be 
processed by the Exchange. Sarah Iselin was recently appointed by Governor Deval 
Patrick to fix the Exchange’s faulty website. Iselin said that Optum was sending in 300 
workers to process the applications, although each one takes an average of two hours to 
enter into the state’s database. The state secured an extension from the federal 
government to maintain subsidized Commonwealth Choice health coverage for 124,000 
people through June 30, 2014. Iselin noted that another 32,000 with unsubsidized 
coverage that expires March 31, 2014, will receive paper forms by mail to sign, pay, and 
enroll in qualified plans. Read more.  

Massachusetts Secures Federal Approval for Three Month Extension in Subsidized 

Health Coverage. On February 13, 2014, Massachusetts officials announced federal 
approval of a three month extension in the state’s subsidized Common-wealth Choice 
health plan for 124,000 beneficiaries through June 30, 2014. Although the state had 
requested a six-month ex-tension, Sarah Iselin said it was it was too soon to tell if the 
state might require more time to complete its system fixes. Read more.  

Nevada 

Foster Children Skills Training Requirement Suspended. On February 18, 2014, the 
Las Vegas Review Journal reports on the suspension of certain requirements of a 
recently enacted Nevada Medicaid regulation that limits access to basic skills training 
to foster children. In response to rising costs and the abuse of Medicaid services, the 
prior regulation required individuals to go through a review process to determine 
whether there is a medical need for basic skills training services. The review process 
resulted in the denial of services to children in specialized therapeutic foster homes, 
causing some facilities forced to lay off staff and return children to state correctional 

http://www.washingtonpost.com/local/md-medicaid-head-leaving-as-program-adds-clients/2014/02/18/130e6dee-98cd-11e3-b1de-e666d78c3937_story.html?utm_campaign=KHN%3A+First+Edition&utm_source=hs_email&utm_medium=email&utm_content=11982672&_hsenc=p2ANqtz--RTyBScrjCKAul_Sp1IJ6bRdNxyYiWd1d1pGY8auUBtXJsb7QLbwvoHqmwAWDcniVP8kSe84UxVVvXN4avCCJ34jnS4wH3kFJbutdS3dNLj8a1uUo&_hsmi=11982672
http://www.baltimoresun.com/health/bs-hs-calling-for-help-20140216,0,4653025.story#ixzz2tbwwEieL
http://www.bostonglobe.com/metro/2014/02/14/health-connector-has-backlog-paper-insurance-applications/n8IEAFGvEnlQPvd4NzsYlJ/story.html
http://www.nytimes.com/news/affordable-care-act/2014/02/13/massachusetts-is-given-extension/?_php=true&_type=blogs&_r=0
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care facilities. The suspension of these service restrictions provides an opportunity for 
state officials to carefully evaluate the impacts of regulation change. Read more. 

Nevada’s Exchange Dealing with Website and Call Center Issues. On February 13, 
2014, Jon Hager, executive director of Silver State Health Insurance Exchange (which 
operates Nevada Health Link), reported that the state’s Exchange was experiencing 
“website problems, long wait times at the call center, frustrated partners, frustrated 
consumers and low enrollment.” Hager noted that the state’s original target of 118,000 
enrollments by March 31, 2014, was unattainable, and the re-vised target of 50,000 
would still be difficult. Nevada Health Link had enrolled less than half that figure, with 
just 16,000 having paid premiums, as of the prior week. Board members acknowledged 
that results had been slow but indicated that turning the reins over to the federal 
government was unappealing. Read more.  

New Hampshire 

New Hampshire Medicaid Expansion Details. In a February 12, 2014, article, the 
Concord Monitor reviewed details of the bipartisan Medicaid expansion agreement 
forged by a bipartisan group of senators. The proposal would offer premium subsidies 
to 12,000 beneficiaries with employer-based plans, while 45,000 newly covered 
beneficiaries would get federal subsidies to purchase plans on the state’s health 
Exchange. These newly eligible New Hampshire residents would enter in-to the state’s 
Medicaid managed care program effective July 1, 2014. New Hampshire would require 
a federal waiver by March 31, 2015, or the newly eligible beneficiaries would lose 
coverage as of June 30, 2015. An approved waiver would allow these beneficiaries to 
remain on Medicaid through the end of 2015, transitioning to private Exchange plans in 
2016. The agreement would have coverage end should federal funding drop below 100 
percent, which means that the legislature would have to reauthorize the plan beyond 
2016 for coverage to continue. The plan was designed to attract Medicaid managed care 
plans to participate in the state’s Exchange. Finally, the bill aims to secure a waiver that 
would get more federal funds for Medicaid services not currently covered, such as 
substance abuse treatment or care for the incarcerated. Read more. 

New Jersey 

HMA Roundup – Karen Brodsky 

Marketplace enrollment in New Jersey. As of February 1, 2014, 148,752 New Jersey 
residents were determined to be eligible to enroll in a Marketplace plan and of those, 
54,805 have selected one. An additional 104,689 New Jersey residents were found 
eligible for Medicaid or CHIP. More women have signed up with a New Jersey 
Marketplace plan at 55 percent of all enrollees compared to 45 percent of men, 
consistent with the national experience. The largest enrollment has occurred in the 55-
64 age group at 31 percent which matches the experience nationwide. The silver plan 
has been the most popular selection by far with 67 percent of Marketplace enrollees in 
New Jersey, exceeding the national experience where 62 percent percent of enrollees 
have selected the silver plan, the second least expensive plan in premium costs. The 
silver plan is favored whether the enrollee will receive financial assistance (73 percent 
selected this plan), or will not receive financial assistance (38 percent selected this plan). 
In all, 82 percent of New Jersey Marketplace enrollees will receive financial assistance, 
which matches the national experience. Just 12,792 New Jersey residents of 421,941 
nationally have signed up for the stand alone dental plan. The cumulative number of 
individuals that have selected a Marketplace plan between October 1, 2013 and 

http://www.reviewjournal.com/news/state-medicaid-changes-suspended-foster-care-providers-struggle
http://www.lasvegassun.com/news/2014/feb/13/official-nevada-health-exchange-seeing-frustrated-/
http://www.concordmonitor.com/home/10668632-95/details-of-medicaid-expansion-plan-emerge
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February 1, 2014 nationally is 3.3 million. More information can be found in the ASPE 
Issue Brief released February 12, 2014. Read more.  

New Jersey Congressman Rush Holt announced plans to leave office at the end of 

2014. U.S. Rep. Rush Holt, a Democrat representing New Jersey's 12th District, will not 
seek re-election to a ninth term in Congress, he announced on February 18, 2014 in an 
email to supporters. An active supporter of national health reform and health care 
initiatives, Holt is finishing his eighth term in office. These include support of the 
Affordable Care Act, expanding access to mental health care with the mental health 
coverage bill, State Children’s Health Insurance Program Reauthorization, revision of 
Medicare physician fee schedules and helping seniors age in place. Read more.  

New York 

HMA Roundup—Denise Soffel  

Patient Centered Medical Homes Update. To encourage adoption of NCQA Medical 
Home Certification, New York State initiated a patient centered medical home (PCMH) 
incentive payment program in 2010. Providers received incentive payments of $2 to $6 
PMPM, depending on the level of accreditation. As NCQA introduced new standards 
in 2011, New York has phased out incentive payments for providers that were 
accredited at Levels 1 or 2 under the 2008 standards and is now requiring that 
providers have achieved at a minimum the 2008 Level 3 standard or the more rigorous 
2011 standards to receive incentive payments. As of December 2013, New York has 
recognized 4,684 PCMH providers across the state. About 43 percent of those have 
achieved 2011 NCQA standards. Within the Medicaid managed care program, just 
under 40 percent of all enrollees receive care through a PCMH. A recent evaluation of 
the PCMH program examined performance on 24 quality metrics and found that 
managed care enrollees receiving care through a PCMH scored significantly higher on 
eight quality indicators, scored at an equal level on 14 indicators, and scored below 
non-PCMH enrollees on two indicators. The study also found that inpatient admissions 
and emergency department visits were slightly higher than for those not receiving care 
through a PCMH. 

Duals Demonstration Program (FIDA) Update. In preparation for the state’s Fully 
Integrated Duals Advantage (FIDA) program, in-person site visits were conducted by 
the state and CMS in January 2014, and desk reviews continue. The state is drafting the 
three-way contract and intends to have final contracts signed by July 2014. Although 
preliminary rates were shared with plans in November, rate development is still 
ongoing. The state is engaged in discussions with the plans regarding final polices for 
the composition and function of the Interdisciplinary Team, the scope of covered 
services, and the enrollment process. 

$8 Billion Waiver Agreement Reached. On February 13, 2014, Governor Andrew 
Cuomo announced that New York has reached an agreement in principle on a federal 
waiver that will allow the state to reinvest $8 billion in federal savings generated by the 
Medicaid Redesign Team over five years to transform the state's health care system and 
preserve vital health services. The waiver amount is less than the $10 billion originally 
requested. Most of the funding will flow through a Delivery System Reform Incentive 
Payment (DSRIP) plan whose underlying goal is to reduce avoidable hospital use by 25 
percent over five years. Measures of avoidable use will include emergency department 
visits, readmissions, and admissions for potentially avoidable conditions. The 
agreement with the federal government is not yet finalized, and some details and 
timelines could be altered, but the substance outlined in the revised waiver application 

http://aspe.hhs.gov/health/reports/2014/MarketPlaceEnrollment/Feb2014/ib_2014feb_enrollment.pdf
http://www.njspotlight.com/stories/14/02/19/analysis-with-holt-retiring-new-jersey-could-elect-two-women-to-congress/
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that New York submitted to CMS on January 30, 2014, provides the likely blueprint for 
the final waiver. Through DSRIP the state will offer a menu of 25 projects including 
such things as expanding access to primary care, expanding telemedicine, expanding 
pressure ulcer prevention programs, and expansion of home visits to prevent child lead 
poisoning. Hospitals must work with community partners in designing their proposals 
and must share incentive payments with network members relative to their 
contribution to reducing hospital use. Read more.  

DSRIP Hospital Performance Measures Outlined. The Department of Health has 
established a DSRIP page on the Medicaid Redesign Team website (accessible in the 
link below), where the January 30 waiver application can be found. The site also 
provides links to various data sets that will be used to assess individual hospital 
performance on DSRIP measures. The state intends to build this web portal to provide 
real-time data on the performance metrics that will be used to determine incentive 
payments. The site currently provides links to the following performance data. 

 New York State Prevention Quality Indicators (PQI) Data — Prevention 
Quality Indicators (PQIs), rates of admission to the hospital for conditions for 
which good outpatient care can potentially prevent the need for hospitalization 
or for which early intervention can prevent complications or more severe 
disease. 

 New York State Hospital Profiles — hospital-specific quality of care data. 

 Statewide Planning and Research Cooperative System (SPARCS) — a 
comprehensive data reporting system including hospital discharge, ambulatory 
surgery patient, and emergency department admission.  

 New York State Community Health Indicator Reports (CHIRS — County 
Health Assessment Indicators (CHAI) for all communities in New York. The 
CHIRS provide data for over 300 health indicators, organized by 15 health topic 
and data tables with links to trend graphs and maps. 

 Behavioral Risk Factor Surveillance System — modifiable risk behaviors and 
other factors contributing to the leading causes of morbidity and mortality in 
the population.  

 Managed Care Reports — reports on health plan performance with respect to 
primary and preventive health care, access to health care, behavioral health and 
enrollee satisfaction.  

Read more.  

New York State of Health Enrollment Grows 11 Percent in a Week. Enrollment in 
coverage through the New York Exchange has been increasing by over 30,000 new 
enrollments per week since the beginning of the year. In a February 17, 2014, update, 
the New York State of Health reports that 745,262 residents have completed their 
applications, and 456,042 have enrolled for coverage since the launch of the state’s 
Exchange on October 1, 2013. The number of enrolled New Yorkers increased by nearly 
44,000 (or about 11 percent) in the last week alone. More than two thirds of New York 
enrollees had been uninsured at the time of application. Read more.  

 

 

 

http://www.governor.ny.gov/press/02132014-statement-mrt-waiver
http://www.health.ny.gov/health_care/medicaid/redesign/delivery_system_reform_incentive_payment_program.htm
http://www.democratandchronicle.com/story/VoteUp/2014/02/17/ny-health-exchange-says-456k-have-enrolled-since-launch/5559321/
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North Carolina 
More than 6,400 North Carolina Residents Lose BCBS Coverage for Non-Payment of 

Premiums. A February 17, 2014, a Charlotte Business Journal article highlighted that 
more than 6,400 people in North Carolina lost coverage in Blue Cross Blue Shield of 
North Carolina plans because they did not make their first premium payment. 
Although the other carrier on the Exchange, Coventry, did not release state-specific 
figures, it noted that more than 70 percent of its enrollees nationwide paid their first 
month’s premiums. Read more.  

North Dakota 

North Dakota Medicaid Expansion Enrollees Topped 3,000 in February. In a February 
12, 2014, hearing, North Dakota Department of Human Services officials told the 
interim Government Finance Committee that the total number of enrollees through the 
Medicaid expansion had reached 3,109 since October 1, 2013. This figure is well below 
the 20,500 estimated as potentially eligible. Read more.  

Ohio 

Shifting Prison Healthcare Costs to Medicaid May Save $18 Million This Year. On 
February 18, 2014, USA Today reports on Ohio’s effort to enroll prisoners into Medicaid 
when they get sick and as they are released. Shifting prisoners’ healthcare costs to the 
federal government, a move currently being considered in Illinois, Maryland, 
Minnesota and Oregon, could save Ohio almost $18 million in costs this year and up to 
$34 million per year by 2022. Expanding Medicaid to prisoners would grant them 
access to much-needed mental health and substance abuse programs, which are 
covered under the healthcare reform law. Granting ex-prisoners access to health care 
could also reduce the likelihood of them becoming repeat offenders. Approximately 95 
percent of prisoners released in Ohio each year are eligible for Medicaid. The state 
hopes to have an enrollment process established within the next two months. Read 
more. 

Ohio Medicaid Expansion Enrollments Top 23,000. According to the state’s February 
10, 2014, report on Medicaid caseloads, 23,156 newly Medicaid eligible Ohioans signed 
up for coverage under the state’s Medicaid expansion. This figure is about 6 percent of 
the estimated 366,000 residents eligible for coverage by the end of June 2015. However, 
there appear to be more than 90,000 Medicaid applications submitted through the 
federal website, HealthCare.gov, that have not yet been sent to the state for processing. 
Read more.  

Oregon 

Cover Oregon Bills Move Forward in the State House. A February 14, 2014, article 
from Portland Business Journal highlights the progress of two Exchange-related bills in 
the House of Representatives. The Oregon House Health Care committee unanimously 
approved H.B. 4154 seeking a federal waiver for health plan subsidies, even if 
Oregonians did not sign up through an Exchange. This bill appears driven by the 
problems of Cover Oregon’s website that deterred participation in the Exchange. The 
Oregon House Consumer Protection & Government Efficiency Committee approved 
H.B. 4122, which would provide for an independent quality assurance review for all 

http://www.bizjournals.com/charlotte/blog/morning-edition/2014/02/thousands-in-nc-fail-to-get-blue-cross-coverage.html?ana=RSS&s=article_search
http://bismarcktribune.com/news/local/govt-and-politics/medicaid-enrollment-steadily-rising-in-north-dakota/article_a1f7936e-942c-11e3-8136-0019bb2963f4.html?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11930852&_hsenc=p2ANqtz-_Fx6jmx5flDCcWC5z3qWZBVMf3R0d1_zJbXqBdQbbrmJkAGB4E7_wAazyLf4t2fBlY2dj3Xsrbq4gywTDE95gNxhvQ26SjCiRSkisIqiepOs6gPxM&_hsmi=11930852
http://www.usatoday.com/story/news/nation/2014/02/18/ohio-inmates-obamacare/5573869/
http://www.usatoday.com/story/news/nation/2014/02/18/ohio-inmates-obamacare/5573869/
http://www.ohio.com/news/break-news/roughly-23-000-ohioans-enroll-in-expanded-medicaid-1.466620
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public IT contracts over $5 million, also apparently driven by the high profile 
technological glitches of Cover Oregon. Read more.  

Cover Oregon Offers Beta Website Launch. On February 18, 2014, the Cover Oregon 
health Exchange beta website launched to mixed reviews, more than four months after 
the scheduled October 1, 2013, launch. The Exchange has employed a manual 
enrollment process, handling more than 102,000 enrollments, nearly two-thirds of 
which landed in the state’s Medicaid plan. The state has still not set a date for a full-
fledged launch of the Exchange’s online enrollment application, although open 
enrollment concludes on March 31, 2014. Read more.  

Pennsylvania 

HMA Roundup – Matt Roan 

Governor Corbett Submits Medicaid Waiver Application to CMS. Governor Corbett 
formally submitted his Healthy PA Medicaid reform proposal on Wednesday after a 
comprehensive public comment period on a previously released draft proposal. The 
Healthy PA plan extends coverage to Pennsylvanians up to 133% of FPL through 
premium support for private coverage while making changes to the existing Medicaid 
Program to contain costs. Changes to the plan have been made in response to public 
feedback include:  

 Monthly premiums will begin in the second year of the program (CY2016) and 
will apply to enrollees with incomes of 100% of FPL and higher. The previous 
version of the plan had premium implementation in the first year of the 
program and applying to enrollees with incomes as low as 50% of FPL.  

 Job search activities are proposed as a condition of eligibility for able bodied 
adults, registration with an online employment assistance tool JobGatewayTM 
is required in the first year of the program. Failure to register will result in 
termination of eligibility. Additionally, non-exempt enrollees will have to 
complete, on average, 12 work search activities per month. Compliance with 
work search activities will be assessed at the end of the first program year, and 
then in 6 month intervals going forward. The previous version of the plan 
assessed compliance with work search requirements after the first 6 months of 
the program.  

 Private Health Plans providing coverage to Private Option enrollees will be 
required to cover the services of FQHCs and RHCs in an in-network basis with 
reimbursement at the Medicaid determined Prospective Payment System (PPS) 
rate. The previous version of the plan allowed Private Option Insurers to 
negotiate rates with FQHC/RHCs.  

 Enrollees determined presumptively eligible (PE) by a hospital provider will 
receive coverage effective on the date of the PE application. Medicaid Fee for 
Service coverage will be provided from the date of application until the 
effective date of the Private Coverage Option Plan enrollment.  All other 
applicants will have to wait until the Private Coverage Option plan enrollment 
date for their coverage to be effective. The previous version of the plan did not 
include immediate coverage for any applicant.  

CMS will release the waiver application for its own 30 day public comment period and 
then engage the PA Department of Public Welfare in negotiations to finalize an 
approved waiver. Read more. 

http://www.bizjournals.com/portland/blog/health-care-inc/2014/02/oregon-legislature-cover-oregon-bills.html?ana=RSS&s=article_search
http://www.oregonlive.com/health/index.ssf/2014/02/cover_oregon_health_exchange_d.html
http://www.dpw.state.pa.us/healthypa/index.htm
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Department of Public Welfare to Add Staff to Handle Healthy PA Enrollments. As 
part of the Corbett Administration’s 2014-15 budget proposal, the state Department of 
Public Welfare (DPW) would add 720 employees to its workforce to handle enrollment 
of approximately 600,000 low-income Pennsylvanians into new coverage options that 
are part of the Governor’s Healthy PA initiative. Some of the additional staff will also 
be tasked with implementing systems updates to facilitate the new program. Consumer 
advocates have been concerned for a while that DPW county caseworkers are spread 
too thin, resulting in long wait times for application processing in the current program. 
Healthy PA, if approved by the federal government, is expected to result in a surge of 
applications, which would overwhelm DPW’s County Assistance Offices without the 
addition of the proposed staff. Read more.  

Texas 

HMA Roundup—Dianne Longley 

Texas Advocacy Group Highlights One Million Texans in the Coverage Gap. A 
February 17, 2014 Fort Worth Star Telegram article highlights the healthcare coverage 
gap that results from Texas refusing to expand Medicaid. Dennis Borel, executive 
director of the Coalition of Texans with Disabilities in Austin, estimates that one million 
Texans make too much income to qualify for Medicaid coverage but too little to access 
premium subsidies for health plans offered on the state’s federally facilitated Exchange. 
The Texas Organizing Project has been meeting with legislators to focus on those one 
million Texas resident who do not have accessible healthcare coverage options. Read 
more.  

Hospital Association Seeks Equitable Long-Term Medicaid Payments. On February 
14, 2014, the Texas Tribune reports on the Texas Hospital Association’s effort to more 
equitably allocate Medicaid financing. Texas Republican leaders have opted not to 
expand Medicaid for low-income adults, a decision which precludes the inflow of as 
much as $100 billion in federal funding over the next decade. Lower payments for 
uncompensated care combined with recent sequestration cuts in Medicare payments 
have resulted in more dire financial prospects for Texas hospitals. Read more.  

Utah 

GOP Evaluates State-Funded Alternative to Medicaid Expansion. On February 19, 
2014, the Salt Lake Tribune profiles a proposal by House Republican leaders to use state 
funds to provide health coverage for uninsured Utah residents, rather than approving a 
Medicaid expansion plan. The state-based alternative would deploy $30 to $35 million 
in state funds to subsidize the purchase of insurance or fund a flexible healthcare 
spending plan for some portion of the 54,000 uninsured Utahans who are currently not 
eligible for Medicaid. Read more.  

Virginia 
House Appropriations Committee Approves $47 Million in New Mental Health 
Funds. On February 13, 2014, The Richmond Times Dispatch reports on $47 million in 
new funds being allocated to Virginia’s mental health system by the House 
Appropriations Committee. The new funding, announced by Committee Chairman S. 
Chris Jones, represents $10 million more than Gov. Bob McDonnell requested last year 
for the state’s crisis response system. In addition to expanding McDonnell’s proposal to 

http://wesa.fm/post/state-hire-720-employees-expand-medicaid
http://www.star-telegram.com/2014/02/15/5572194/medicaid-gap-leaves-some-without.html
http://www.star-telegram.com/2014/02/15/5572194/medicaid-gap-leaves-some-without.html
http://www.texastribune.org/2014/02/14/without-medicaid-expansion-hospitals-seek-long-ter/?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11970895&_hsenc=p2ANqtz--rJV_J4SfHXRrEgVULViNrLHNg_xhCZa1PHrXPGRf9-Nt2IEhLIWzt6bhvPjOFnecwiH9ovIjx2XJuiwR7s0jRvmBR3Z-mDerwBi8DxqynTGCzwfA&_hsmi=11970895
http://www.sltrib.com/sltrib/politics/57564347-90/federal-state-medicaid-plan.html.csp
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add more therapeutic assessment centers to the state, the new House budget will also 
add 30 beds at three state psychiatric hospitals to serve as “last resort” options when no 
community hospital beds are available to accommodate people in crisis. Chairman 
Jones also promised $26 million to maintain low tuition rates at Virginia’s largest 
universities and increased funding for victims of domestic violence. Read more. 

Virginia Senate Budget Leaders Propose State-Run Alternative to Medicaid 
Expansion. On February 16, 2014, The Washington Post reports on the decision by 
Senate budget leaders to reject Medicaid expansion as they approved state spending to 
extend health insurance to 400,000 low-income and disabled Virginians through a 
private insurance program called “Marketplace Virginia.” The private option is a 
response to some budget leaders’ concern over uncertainties associated with traditional 
Medicaid expansion. Under Marketplace Virginia, the state would subsidize insurance 
premiums using the $2 billion the federal government has provided for Medicaid 
expansion under the Affordable Care Act. The House Appropriations Committee has 
passed a budget that does not account for an expansion of Medicaid in any form. Read 
more. 

Washington 

HMA Roundup—Doug Porter 

Federal Government Backs Away from Mental Health Privatization. In a major 
reversal, earlier this month, the federal government notified Washington officials that it 
would no longer require that the state give private companies a chance to compete to 
operate Regional Support Networks. Previously, CMS had threatened the state with the 
loss of as much as $500 million in federal funding if the state did not pursue the 
privatization option. The February 3 correspondence indicated that the funding would 
be released so long as Washington State demonstrates the same process for buying 
mental health services with federal funds as it does with state funds. Concurrent with 
this news, Senate and House budget committees have passed legislation (S.B. 6312 and 
H.B. 2639) that would integrate the delivery of mental-health and drug-dependency 
services. Read more.  

Wisconsin 

Centene Subsidiary Re-enters BadgerCare Plus Market. The Wisconsin Department of 
Health Services has notified Managed Health Services, a subsidiary of Centene, that it 
can offer health coverage through the BadgerCare Plus program in southeastern 
Wisconsin, breaking a four-year absence from the region under the program. Read 
more.  

Trilogy Signs Approved for BadgerCarePlus in Southeastern Wisconsin. Separate 
from the above announcement, the Department of Health Services signed a contract 
with Trilogy Health Insurance to provide health coverage for BadgerCare Plus and 
Medicaid SSI beneficiaries in southeastern Wisconsin. Effective March 1, 2014, Trilogy 
will begin enrolling beneficiaries. Read more.  

 

 

http://www.timesdispatch.com/news/state-regional/virginia-politics/house-budget-adds-million-for-mental-health/article_0001705a-94d8-11e3-a30e-001a4bcf6878.html?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11942838&_hsenc=p2ANqtz-8BX6q_-GQY0f0eZqtHdAaeY1eGHu92zHBWtCJhQcDDb2GxuSdXOKa0DZQVqygI_k0nuDYpt_gO8gU5uqi5bpBN3nKdoJ3vKI7dQM6DrjmQYL-B4fU&_hsmi=11942838
http://www.washingtonpost.com/local/virginia-politics/va-senate-panel-proposes-alternative-to-medicaid-expansion/2014/02/16/cc697196-94d9-11e3-83b9-1f024193bb84_story.html?utm_campaign=KHN%3A+First+Edition&utm_source=hs_email&utm_medium=email&utm_content=11969241&_hsenc=p2ANqtz-_iWm0KbIOgUSoA6NWoyzdLIXmc029EmGt5KPHTB1DuOazXDnFqwkqMgkMzKYdcsKCC3hHI9jFtDFFDTysQ-wymVFOAYbmZrDmbG000D0IEtFdSmoA&_hsmi=11969241
http://www.washingtonpost.com/local/virginia-politics/va-senate-panel-proposes-alternative-to-medicaid-expansion/2014/02/16/cc697196-94d9-11e3-83b9-1f024193bb84_story.html?utm_campaign=KHN%3A+First+Edition&utm_source=hs_email&utm_medium=email&utm_content=11969241&_hsenc=p2ANqtz-_iWm0KbIOgUSoA6NWoyzdLIXmc029EmGt5KPHTB1DuOazXDnFqwkqMgkMzKYdcsKCC3hHI9jFtDFFDTysQ-wymVFOAYbmZrDmbG000D0IEtFdSmoA&_hsmi=11969241
http://seattletimes.com/html/localnews/2022905684_fedsmentalhealthxml.html?utm_campaign=KHN%3A+Daily+Health+Policy+Report&utm_source=hs_email&utm_medium=email&utm_content=11942838&_hsenc=p2ANqtz-8TX41bmt2z6gbAZ_luFCL6w_oDjVNqW5YP7wnytJPLohd8i3cvmUIbso0MGKpPN6I9tFBo0Wuekn0qK2FeFZuCv47fo0I6hHFwsKEwIMCeNO_aUEI&_hsmi=11942838
http://www.biztimes.com/article/20140214/ENEWSLETTERS02/140219849/-1/daily_enews
http://www.biztimes.com/article/20140214/ENEWSLETTERS02/140219849/-1/daily_enews
http://www.bizjournals.com/milwaukee/news/2014/02/12/trilogy-health-enters-medicaid-fray-in.html
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Wyoming 

Medicaid Expansion Bill Introduced in the Wyoming Senate. On February 14, 2014, 
the Wyoming Senate voted to introduce a bill that would expand Medicaid in the state, 
although two other similar bills died in committee last week. Senate File 118 would 
have the state accept federal funding to add about 17,600 adults to the state’s Medicaid 
rolls and would allow the state to craft its own state-specific approach to Medicaid in 
year two. Read more.  

National 

Kaiser/NPR Report on Most, Least Expensive Health Care Markets. In a story 
published this week, Kaiser Health News and NPR compared the price of Silver tier 
qualified health plans on the federal and state insurance Exchanges, determining the 
highest and lowest cost markets in the country. Minnesota had four of the ten lowest 
priced markets, with Pennsylvania, Tennessee, Arizona, Hawaii, and Utah also in the 
top ten. Read more. / Read more.  

Medicaid Expansion Could Strain Mental Health Resources. A high prevalence of 
mental illness and substance abuse among the Medicaid expansion, coupled with 
provider aversion of Medicaid patients due to historical low reimbursement rates, is 
leading some to caution that the nation’s mental health resources could be severely 
strained as new beneficiaries enroll in Medicaid. However, Matt Salo, of the National 
Associated of Medicaid Directors, is tempering concerns, stating that many 
beneficiaries will not immediately access services, while others caution that the data 
isn’t available yet to know what services will be utilized and whether provider 
shortages may truly exist. Read more. 

Medicaid Estate Recovery Comes into Focus. On February 16, 2014, USA Today 
discussed the actions of states seeking repayment for Medicaid services from the assets 
of deceased Medicaid recipients. Since 1993, states have been authorized to seek 
reimbursement from the estates of deceased former Medicaid beneficiaries for Medicaid 
services provided to recipients 55 and older, along with state-imposed administrative 
fees. The process, called Medicaid estate recovery, has the potential to generate 
unexpected bills to families, forcing the sales of homes or other assets. With the 
expansion of Medicaid eligibility in half the states to new populations focused on 
income thresholds, rather than asset tests, the impact of Medicaid estate recovery may 
be expected to apply to broader populations in the future. Read more. 

 

 

http://www.sunherald.com/2014/02/14/5340766/senate-introduces-medicaid-expansion.html#storylink=cpy
http://www.kaiserhealthnews.org/Stories/2014/February/13/10-Least-Expensive-Health-Insurance-Markets-In-US.aspx
http://www.kaiserhealthnews.org/Stories/2014/February/03/most-expensive-insurance-markets-obamacare.aspx
http://www.miamiherald.com/2014/02/13/3930259/medicaid-expansion-is-expected.html
http://www.usatoday.com/story/news/nation/2014/02/16/medicaid-death-bill-homes-assets-at-risk/5534575/
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Highmark and Blue Cross of Northeastern PA Plan Merger. Highmark Inc. and Blue 
Cross of Northeastern PA (BCNEPA) announced Tuesday that they intend to merge 
and become a single insurer. Highmark is the largest health insurer in Pennsylvania 
with 5.2 million members in western and central Pennsylvania, West Virginia, and 
Delaware. BCNEPA covers approximately 545,000 members in 13 counties in 
northeastern and north-central Pennsylvania. The merger will have to be approved by 
the Pennsylvania Department of Insurance. Insurance Commissioner Michael 
Consedine said in a press release that the review process will be fully transparent and 
will take public feedback into account. The Department is planning a public hearing in 
Northeastern Pennsylvania to hear from consumers in that region about the potential 
concerns with the merger. Pennsylvania is unique among states in that it currently has 
4 separate Blues plans. In addition to Highmark and BCNEPA, there is Harrisburg 
based Capital Blue Cross which covers central Pennsylvania, and Philadelphia based 
Independence Blue Cross which covers southeastern Pennsylvania. Previous efforts by 
Highmark and Independence Blue Cross in Philadelphia to merge failed to get past the 
state approval process. Read more.  

Former Centene Executive Takes the Reins as New CEO of Gateway Health Plan. 
Patricia J. Darnley has assumed the role of CEO at Pittsburgh based Gateway Health 
Plan. In assuming the role of CEO, Darnley is returning to her Pittsburgh roots, having 
previously served as CFO of UPMC health plan and Blue Cross of Western PA, the 
predecessor to Highmark. Gateway currently serves approximately 250,000 Medicaid 
enrollees and 50,000 Medicare enrollees and has annual reported revenues of $1.6 
billion. Coming from Centene, a national player with plans in multiple states, Darnley 
will be focused, in part, on expanding Gateway’s offerings beyond the borders of the 
Commonwealth. As of January 1, Gateway has started down that path with the 
implementation of a Medicare Advantage plan across the border in Ohio. Gateway is 
half owned by Highmark and half owned by Mercy Health System in Philadelphia. 
Read more.  

WellCare CEO Search Expected to Continue Well Into 2014. WellCare Chairman and 
interim CEO, David Gallitano stated during a conference call with investment analysts 
that the search for a permanent CEO for WellCare is expected to take at least nine 
months. Gallitano described the process as “finicky” and stated that the company is 
looking for more than just industry experience in a permanent CEO candidate. 
Gallitano was appointed interim CEO in October 2013 when previous CEO Alec 
Cunningham was fired. Read more.  

Centene’s Kansas Subsidiary, Sunflower State Health Plan Announces New CEO. 
On February 17, 2014, the Kansas Health Institute News Service highlighted the 
appointment of Dr. Michael McKinney as Chief Executive Officer of Sunflower State 
Health Plan, a subsidiary of Centene. Sunflower has the largest enrollment of the three 
managed care companies that run the Kansas Medicaid Program (known as KanCare). 

http://www.pennlive.com/midstate/index.ssf/2014/02/highmark_blue_shield_blue_cros.html#incart_river_default
http://www.post-gazette.com/business/2014/02/16/New-Gateway-Health-leader-Darnley-brings-perspective/stories/201402160116
http://www.bizjournals.com/tampabay/blog/morning-edition/2014/02/wellcare-being-finicky-in-ceo-search.html?ana=RSS&s=article_search
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McKinney had previously run Centene’s Medicaid plans in Mississippi, Indiana, and 
Texas. McKinney replaces Jean Rumbaugh as she takes on a new role overseeing 
Centene’s “new implementations” nationally. Read more.  

http://www.khi.org/news/2014/feb/17/sunflower-state-health-plan-names-new-ceo/
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Date State Event Beneficiaries

TBD, Early 2014 Texas NorthSTAR (Behavioral) RFP Release 406,000

February 27, 2014 Georgia ABD Proposals Due 320,000

March 1, 2014 Florida LTC (Regions 1,3,4) Implementation 18,971

March 18, 2014 Maryland (Behavioral) Proposals Due 250,000

March 21, 2014 Puerto Rico Proposals Due 1,600,000

April 1, 2014 California Duals Passive enrollment begins 456,000

April 4, 2014 Delaware Proposals Due 200,000

April 8, 2014 Texas STAR Health (Foster Care) RFP Release 32,000

April 11, 2014 Puerto Rico Contract Awards 1,600,000

May 1, 2014 Virginia Duals Passive enrollment begins 79,000

May 1, 2014 Florida acute care (Regions 2,3,4) Implementation 681,100

June 1, 2014 Illinois Duals Passive enrollment begins 136,000

June 1, 2014 Florida acute care (Regions 5,6,8) Implementation 811,370

June 6, 2014 Texas STAR Health (Foster Care) Proposals Due 32,000

June 12, 2014 Delaware Contract awards 200,000

July 1, 2014 Puerto Rico Implementation 1,600,000

July 1, 2014 Florida acute care (Regions 10,11) Implementation 828,490

July 1, 2014 South Carolina Duals Passive enrollment begins 68,000

July 1, 2014 Michigan Duals Implementation 70,000

July 7, 2014 Texas NorthSTAR (Behavioral) Contract Awards 406,000

August 1, 2014 Florida acute care (Regions 1,7,9) Implementation 750,200

September 1, 2014 Texas Rural STAR+PLUS Implementation 110,000

January 1, 2015 Vermont Duals Implementation 22,000

November 3, 2014 Georgia ABD Implementation 320,000

January 1, 2015 Ohio Duals Passive enrollment begins 115,000

January 1, 2015 Washington Duals Passive enrollment begins 48,500

January 1, 2015 Maryland (Behavioral) Implementation 250,000

January 1, 2015 Delaware Implementation 200,000

January 1, 2015 Hawaii Implementation 292,000

January 1, 2015 Tennessee Implementation 1,200,000

September 1, 2015 Texas NorthSTAR (Behavioral) Implementation 406,000

September 1, 2015 Texas STAR Health (Foster Care) Implementation 32,000  

 

 

RFP CALENDAR 
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Below is a summary table of the progression of states toward implementing dual eligible financial 
alignment demonstrations in 2013 and 2014. 

State Model

Duals eligible 

for demo

RFP 

Released

RFP 

Response 

Due Date

Contract 

Award Date

Signed 

MOU with 

CMS

 Opt- in 

Enrollment  

Date

Passive 

Enrollment 

Date 

Arizona 98,235

California Capitated 350,000 X 3/1/2012 4/4/2012 3/27/2013 4/1/2014

Colorado MFFS 62,982 7/1/2014

Connecticut MFFS 57,569 TBD

Hawaii 24,189

Illinois Capitated 136,000 X 6/18/2012 11/9/2012 2/22/2013 3/1/2014 6/1/2014

Iowa MFFS 62,714 TBD

Idaho Capitated 22,548 X TBD August 2013 TBD

Massachusetts Capitated 90,000 X 8/20/2012 11/5/2012 8/22/2013 10/1/2013 1/1/2014

Michigan Capitated 105,000 X 9/10/2013 11/6/2013
30 days  

prior to pass ive
7/1/2014

Missouri MFFS‡ 6,380 10/1/2012

Minnesota 93,165

New Mexico 40,000

New York Capitated 178,000 8/26/2013 10/1/2014 1/1/2015

North Carolina MFFS 222,151 TBD

Ohio Capitated 114,000 X 5/25/2012 6/28/2012 12/11/2012 5/1/2014 1/1/2015

Oklahoma MFFS 104,258 TBD

Oregon 68,000

Rhode Island Capitated 28,000 X 3/27/2013 August 2013 TBD

South Carolina Capitated 68,000 X 10/25/2013 2/1/2014 7/1/2014

Tennessee 136,000

Texas Capitated 214,402 TBD 2014

Virginia Capitated 78,596 X 5/15/2013 TBD 5/21/2013 5/1/2014

Vermont 22,000

Capitated 48,500 X 5/15/2013 6/6/2013 11/25/2013 10/1/2014 1/1/2015

MFFS 66,500 X 10/24/2012
7/1/2013;

10/1/2013

Wisconsin Capitated 5,500-6,000 X

Totals
12 Capitated

6 MFFS

1.2M Capitated 

520K FFS
12 9

* Phase I enrollment of duals only includes Medicaid benefits. Medicare-Medicare integration to occur within 12 months.
ϟ Capitated duals integration model for health homes population.

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Not pursuing Financial Alignment Model

Washington

Not pursuing Financial Alignment Model

Humana; Health Keepers;  VA Premier 

Health 

Regence BCBS/AmeriHealth; UnitedHealth

Health Plans

Alameda Al l iance; Ca lOptima; Care 1st 

Partner Plan, LLC; Community Health 

Group Partner; Health Net; Health Plan of 

San Mateo; Inland Empire Health Plan; LA 

Care; Mol ina; Santa  Clara  Fami ly Health 

Plan; Wel lPoint/Amerigroup (CareMore)

Aetna; Centene; Health Alliance; Blue 

Cross Blue Shield of IL; Health Spring; 

Humana; Meridian Health Plan; Molina

Blue Cross of Idaho

Aetna; CareSource; Centene; Molina; 

UnitedHealth 

Commonwealth Care Alliance; Fallon 

Total Care; Network Health 

Absolute Total Care (Centene); Advicare; 

Molina Healthcare of South Carolina; 

Select Health of South Carolina 

(AmeriHealth); WellCare Health Plans

AmeriHealth Michigan; Coventry; Fidel i s  

SecureCare; Meridian Health Plan; 

Midwest Health Plan; Mol ina  Healthcare; 

UnitedHealthcare; Upper Peninsula  

Health Plan
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HMA Welcomes: Gina Lasky – Denver, Colorado 
Gina Lasky joins HMA as of Monday, February 17, 2014, as a Project Manager working 
out of our Denver, Colorado, office for HMA Community Strategies. 

Gina comes to us most recently as an Independent Consultant. Projects that she has 
worked on include Essential Elements of an Integrated Team – Center for Integrated 
Health Solutions; Assessment of Readiness for Integrated Care – Carolina’s Healthcare 
System, NC; Whole Person Care – Training for ASPIN Education Network, Indiana; 
Consultant for the Behavior Health and Wellness Program for the University of 
Colorado Denver; and Consultant for the Western Interstate Commission on Higher 
Education – Mental Health Program in Colorado. 

Prior to becoming a Consultant, Gina was the Director of Behavioral Health for Axis 
Health System. There she was responsible for the oversight and supervision of 
behavioral health programming within a community health agency including 
emergency services, acute treatment unit, detox facility, and outpatient services in a five 
county region. Gina was also responsible for the oversight and program development 
of a new integrated care clinic in Cortez, Colorado. Additional positions that Gina has 
held include Assistant Project Director and Project Manager for the Division of 
Behavioral Health, Colorado Department of Human Services and Licensed Clinical 
Psychologist for the Colorado Mental Health Institute at Fort Logan. 

Gina received her Ph.D. as well as her M.A. in Counseling Psychology from the 
University of Denver. She received her B.A. in Psychology from Franklin and Marshall 
College. In addition, Gina is currently finishing her M.A. in Public Leadership: 
Specialization in Multi-Sector Management from George Washington University.  

HMA Develops Chart Book for the New York State Health Foundation:  

“Health Care Costs and Spending in New York State" 

Prepared by HMA’s: 
Diana Rodin, M.P.H. 
Jack Meyer, Ph.D. 

A New York State Health Foundation-funded chart book released this month, “Health 
Care Costs and Spending in New York State,” pulls together a compendium of information 
on health care costs, spending, and payments based on existing state and national 
research. Prepared by Health Management Associates, the slides in this online chart 
book synthesize a wide range of data into an easy-to-use resource that covers the 
impact of rising costs, drivers of spending growth, variations in spending, and the 
relationship between quality of care and spending. It illustrates trends over time, 
highlights regional variations within the State, and contrasts New York with the nation 
and other states. Link to Report. 

 
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. 

HMA NEWS 

http://nyshealthfoundation.org/resources-and-reports/resource/health-care-costs-and-spending-in-new-york-state

