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DUAL ELIGIBLE DEMONSTRATIONS AND THE HEALTH 

INSURANCE PROVIDERS FEE (HIPF) 

This week, our In Focus section explores the mechanisms by which the cost of the 
Health Insurance Providers Fee (HIPF) may (or may not) be covered in the payment 
rates for health plans participating in the Medicare-Medicaid capitated financial 
alignment demonstrations for dual eligible beneficiaries (referred to in this document 
as the “dual eligible demonstrations”). Based on our research, as it pertains to non-
dual eligible demonstration programs for Medicaid beneficiaries, we believe that states 
intend to pass through the full cost of the HIPF (including the non-deducibility of the 
tax) to the Medicaid managed care organizations which bear financial responsibility 
for this liability under the Affordable Care Act (ACA). As it pertains to the capitated 
financial alignment demonstrations, however, the mechanism by which the health 
plans are compensated for the cost of the HIPF is complicated and is likely to result in 
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the full cost not being covered, depending on the current delivery system for dual eli-
gibles in the state. 

Background: Health Insurance Providers Fee 

Under the ACA, certain health insurance companies will be subject to an annual excise 
tax beginning in 2014. For each managed care organization (MCO), the HIPF will be 
computed by multiplying the company’s market share of fully-insured premiums col-
lected by tax-subjected MCOs nationwide by a flat tax amount, beginning with $8 bil-
lion in 2014: 

2014 excise tax liability = (MCO 2013 premium/total premium collected by 
tax-subjected MCOs nationwide) X ($8 billion) 

Importantly, the tax is non-deductible for income tax purposes. 

The total tax to be collected increases over a five-year period from $8 billion in 2014 to 
$14.3 billion in 2018 after which the amount of the tax will be indexed to the overall 
rate of premium growth. The table below illustrates the amount of the tax to be col-
lected over the five-year period beginning next year.  

Year Excise tax ($B)

2014 $8.0

2015 $11.3

2016 $11.3

2017 $13.9

2018 $14.3

2019 and beyond

Indexed to the rate of 

premium growth  

Under the ACA, certain health insurance entities are excluded from paying the tax. 
These include: 

 An employer that self-insures the health risks of its own employees (i.e., a self-
insured arrangement). 

 A governmental entity. 

 A non-employer-sponsored voluntary employees’ beneficiary association 
(“VEBA”), such as a VEBA sponsored by a union. 

 An entity that (1) qualifies as a non-profit organization, (2) meets the private 
inurement and limitation on lobbying provisions described in Code section 
501(c)(3), and (3) receives more than 80% of its gross revenue from govern-
ment programs that target low-income, elderly, or disabled populations (in-
cluding Medicare, Medicaid, and the State Children’s Health Insurance Plan 
[SCHIP], and dual-eligible plans).  

 Not-for-profit insurers that do not qualify for a full exemption can exclude up 
to 50% of their net premium for purposes of calculating their tax liability. 

According to an April 2013 report published by the actuarial firm Milliman, Inc., the 
premium increase necessary to offset the cost of the HIPF, including the non-
deductibility component will be approximately 1.7% to 2.4% in 2014, growing to 2.0% 
to 2.9% in later years. The table below illustrates Milliman’s analysis of the average 
premium load required to offset the HIPF with and without the effect of its non-
deductibility.  
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ACA Health Insurer Fee

Best Estimate and Range of Premium Increases by Year With and Without Corporate Taxes

Year

Wtihout Corporate Taxes With  Corporate Taxes

2014 1.2% 1.7% 0% - 2.4%

2015 1.5% 2.1% 0% - 3.0%

2016 1.4% 1.9% 0% - 2.7%

2017 1.5% 2.1% 0% - 3.0%

2018 1.4% 2.0% 0% - 2.8%

2019 1.4% 2.0% 0% - 2.8%

2020 1.4% 2.0% 0% - 2.8%

2021 1.4% 2.0% 0% - 2.9%

2022 1.5% 2.0% 0% - 2.9%

2023 1.5% 2.0% 0% - 2.9%

Best Estimate of Premium Increases Range with Corporate 

Taxes

 

Source: “ACA Health Insurer Fee: Estimated Impact on the U.S. Health Insurance Industry” Prepared by Mathieu 
Doucet, FSA, MSAA and Julia Yahnke, ASA, MSAA, Milliman, Inc. April 15, 2013 

Financial Alignment Demonstration Payment Mechanism 

On August 9, 2013, the Centers for Medicare and Medicaid Services (CMS) issued rate-
setting guidance for the Medicare-Medicaid capitated financial alignment model 
(available here). The guidance contemplates the establishment of baseline spending 
projections for both Medicare and Medicaid services from which a discount is applied 
to establish the prospective capitation payment to participating Medicare-Medicaid 
plans (MMPs). The process for establishing baseline spending is described below: 

Medicaid: 

 Baseline spending levels will be established in a collaborative effort between 
the state, CMS, and each of their contracted actuaries. The state and its actuar-
ies will provide data to support historical spending levels and utilization and 
cost trends for Medicaid services to CMS and its actuaries. CMS and its actuar-
ies will validate the data and trend assumptions in Medicaid absent the 
demonstration. 

 The Medicaid baseline will take into account historic costs and will include 
consideration of Medicaid managed care plan level payment (if the state cur-
rently serves dual eligible enrollees through capitated managed care) as well 
as fee-for-service (FFS) costs.  

Medicare: 

CMS will develop an estimate of baseline costs for Medicare A and B services for each 
demonstration county. Given that the beneficiaries enrolled in demonstration plans 
will have come from both Medicare Advantage (MA) and FFS, demonstration baseline 
spending will be calculated based upon a weighted average of these populations’ 
spending assumptions, proportional to the expected combination of enrolled dual eli-
gible beneficiaries. 

 For beneficiaries coming from Medicare FFS, the baseline costs will be calcu-
lated using the published Medicare standardized FFS county rates. 

 For beneficiaries coming from MA, the baseline will reflect the estimated 
amounts that would have been factored into payments made to MA plans in 
which the beneficiaries would have been enrolled in the absence of the 
demonstration, including Part C rebates. 

http://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination-Office/Downloads/JointRateSettingProcess.pdf


 
 

Page 4 
 

November 13, 2013 

 Each county baseline will be a weighted average of these FFS and MA county 
costs based on the expected proportion of enrollment from FFS and MA. 

 The Medicare Part D projected baseline for the Part D Direct Subsidy will be 
set at the Part D national average monthly bid amount for the payment year, 
which occurs in early August of each year. 

CMS and the states will then apply aggregate savings percentages to the calculated 
rates, which will be applied uniformly to both the Medicare and Medicaid components 
of the rate. The percentage my differ from state to state based on the level of “savings 
potential” expected by virtue of the care coordination benefits of the demonstration 
proposal. Additionally, CMS will withhold a portion of the capitation payments that 
participating health plans can earn back if they meet quality thresholds that are estab-
lished in the Memorandum of Understanding that the state and CMS sign. Other as-
pects of the rate setting process, including risk adjustment and minimum MLRs, may 
vary by state and are described in each state’s MOU.  

Consideration of the Health Insurance Providers Fee 

In the rate guidance referenced above, CMS responds to an FAQ regarding the Health 
Insurance Providers Fee by noting that revenue generated through the capitated finan-
cial alignment model is subject to the fee and that “the demonstration, in and of itself, 
provides no exemption from this fee.” Moreover, the guidance states that “baseline 
spending is an estimate of what would have been spent in the payment year had the 
demonstration not existed.” In other words, the spending level upon which savings 
will be measured and derived reflects the delivery system structure and payment 
mechanism for dual eligibles that would exist in the absence of the demonstration. The 
greater the prevalence of managed care programs for dual eligible in the state absent 
the demonstration, the more likely the HIPF will be offset in the rates. States where 
dual eligibles will fall back into fee for service (FFS) payment models will offer less 
opportunity for rate offset. In the discussion below, we provide scenario analysis on 
the margin impact the HIPF may have on MMPs in states with different delivery sys-
tem structures.  

It is important to note that (excluding Massachusetts) the capitated dual eligible 
demonstrations will not begin until 2014, and for most states not until July 2014 or lat-
er. Consequently, the MMPs will have zero liability attributable to the dual eligible 
demonstrations in 2014 (since the tax will be based on 2013 premium) and a partial 
year impact in 2015. The first year in which the excise tax liability will be calculated 
based on a full year of dual eligible demonstration revenue will be 2016. At that time, 
the aggregate tax amount will be $11.3 billion and, according to Milliman’s analysis, 
will represent 1.9% of premium. 

Medicaid: 

If in 2015 (the year upon which the 2016 HIPF is based), a dual eligible that is passively 
enrolled into a MMP can opt-out into a FFS payment system, the excise tax will not be 
built into the baseline in that state. This is because the baseline spending level would 
reflect FFS spending amounts that do not incorporate the HIPF. If the opt-out option is 
into mandatory Medicaid managed care, then the HIPF will be included in the calcula-
tion of the baseline spending level. If there is a mix of mandatory managed care for 
certain populations or services and not others, the baseline spending level would re-
flect that proportional distribution. 

There are nine states that are poised to begin the capitated dual eligible demonstration 
model in 2014 (or 2013 in the case of Massachusetts), including seven that have MOUs 
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in place and two that have indicated they are in discussions with CMS on an agree-
ment. Of these, four states—California, Illinois, New York and Ohio—will have no FFS 
opt-out for dual eligibles, meaning the HIPF will be incorporated into the baseline 
spending level. One state, Massachusetts, selected only not-for-profit MMPs that are 
exempt from the tax. In two states, Michigan and Washington, dual eligibles may opt-
out of the demonstration into FFS for their long term care benefits. Since a significant 
portion of Medicaid spending on dual eligibles relates to long term care services, the 
HIPF would be substantially excluded from the baseline in these states. In two other 
states, South Carolina and Virginia, dual eligibles opting out of the demonstration 
would go into FFS for all of their acute and long term care benefits. As a result, no por-
tion of the HIPF related to Medicaid spending would be incorporated into baseline 
spending level in these states.  

State Status

Eligible for 

Demo

Managed Care for Dual 

Eligibles? Includes LTC? 

HIPF in Medicaid 

baseline?

California MOU 350,000 Yes Yes Yes

Illinois MOU 136,000 Yes Yes Yes

Massachusetts* MOU 90,000 No No N/A

Michigan MOU in process 70,000 Yes No Partial

New York MOU 178,000 Yes Yes Yes

Ohio MOU 114,000 Yes No Yes

South Carolina MOU 68,000 No No No

Virginia MOU 78,596 No No No

Washington MOU in process 48,500 Yes No Partial

*All MCOs participating in FAD exempt from HIPF  

The table below lists the MMPs that have been selected to participate in the states 
where the HIPF will not be fully incorporated into the baseline spending level. As the 
table indicates, 11 of the 14 plans are for-profit entities that1 are subject to the tax. 

Exempt from 

HIPF? MI SC VA WA

Aetna/Coventry No X

AmeriHealth Caritas
SC - No;  WA, MI - 

Unsure X X X

Centene No X

Fidelis of Michigan No X

Humana No X

Meridian Health Plan No X

Midwest Health Plan No X

Molina No X X

UnitedHealth No X X

WellCare No X

WellPoint/Amerigroup No X

Advicare Yes X

Upper Peninsula H.P. Yes X

VA Premier Yes X  

Medicare A/B: 

Medicare A/B payment rates are based on a weighted average of the standardized FFS 
county rate and the Medicare Advantage (MA) payment rates including Part C re-
bates. The weighting would be proportional to the expected combination of enrolled 
dual eligible beneficiaries in the demonstration. Since Medicare Advantage payment 
rates will be based on bid amounts that include the HIPF while the standardized FFS 
county rates will not, the extent to which the HIPF will be covered in the dual eligible 
demonstration capitation payment will depend on the market share of Medicare Ad-
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vantage in that county compared to FFS Medicare. Nationally, we estimate that 15% to 
20% of dual eligibles are enrolled in Medicare Advantage MMPs, though that figure 
varies widely by state and by county. Nevertheless, even at the high end of the range, 
80% of the dual eligible demonstration capitation payment would not consider the 
HIPF. 

Medicare D: 

The Part D payment rate is based on the national average monthly bid amount 
(NAMBA) for the payment year. This is based on Part D plan bids and therefore 
would contemplate payment of the HIPF.  

Examples 

Next we look at how the treatment of the HIPF in the establishment of the baseline 
spending level may impact MMP financials. In the first example, we look at states 
where beneficiaries opting out of the dual eligible demonstration would be mandatori-
ly enrolled in managed care for their Medicaid-covered services (such as California, Il-
linois, Ohio, and New York) and where the average MA penetration in the relevant 
counties is 20%. We assume hypothetical baseline PMPM capitation levels of $1,550 for 
Medicaid-covered services, $1,330 for Medicare covered services, and $80 for the Part 
D NAMBA. Since the fee would be payable in 2016 for 2015 revenue, we then use Mil-
liman’s best estimate projection for the 2016 fee of 1.9% of premium. In this case, we 
assume 100% of the Medicaid and Part D portions of the fee are covered and 20% of 
the Medicare A/B component of the fee is covered. If we assume that a MMO with 
10,000 dual eligible demonstration members is able to achieve a 2% after-tax margin, 
then subtract the cost of the HIPF (which is non-deductible from taxable income), we 
arrive at an adjusted after-tax profit of $4.6 million (down from $7.0 million without 
the fee) for a net margin of 1.3%. In other words, in what we would describe as a “best 
case scenario,” the HIPF would reduce MMP margins on an after-tax basis by 70 basis 
points (bps).  

Net Profit Impact of HIPF in States with Mandatory Medicaid Managed Care for 
Dual Eligibles 

Medicaid Medicare A/B Medicare D Total

Baseline spending PMPM $1,550 $1,330 $80 $2,960

HIPF % of Premium 1.9% 1.9% 1.9% 1.9%

HIPF Liability $29 $25 $2 $56

% HIPF Gross-up 100% 20% 100%

HIPF added to baseline $29 $5 $2 $36

New Baseline $1,579 $1,335 $82 $2,996

Year 2 savings discount 2% 2% 2% 2%

Year 2 PMPM $1,548 $1,308 $80 $2,936

Members 10,000

Annual premium $352,332,422

Estimated net margin 2.0%

Estimated net profit $7,046,648

Uncompensated portion of HIPF $2,425,920

Estimated net profit less 

uncompensated portion of HIPF $4,620,728

Adjusted operating margin 1.3%  

In states where the HIPF will not be incorporated into the Medicaid baseline, such as 
South Carolina and Virginia, the impact on margins is more severe. The example be-
low uses identical assumptions as the earlier example but assumes no consideration of 
the fee in the Medicaid baseline and only 10% Medicare Advantage penetration. In this 
example net profit declines to $708,279 or a 0.2% margin.  
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Net Profit Impact of HIPF in States with Mandatory Medicaid Managed Care for 
Dual Eligibles 

Medicaid Medicare A/B Medicare D Total

Baseline spending PMPM $1,550 $1,330 $80 $2,960

HIPF % of Premium 1.9% 1.9% 1.9% 1.9%

HIPF Liability $29 $25 $2 $56

% HIPF Gross-up 0% 10% 100%

HIPF added to baseline $0 $3 $2 $4

New Baseline $1,550 $1,333 $82 $2,964

Year 2 savings discount 2% 2% 2% 2%

Year 2 PMPM $1,519 $1,306 $80 $2,905

Members 10,000

Annual premium $348,571,927

Estimated net margin 2.0%

Estimated net profit $6,971,439

Uncompensated portion of HIPF $6,263,160

Estimated net profit less 

uncompensated portion of HIPF $708,279

Adjusted operating margin 0.2%  

Implications 

There are a number of implications we want to highlight from the discussion above.  

1) This is not an issue in 2014. As we mentioned above, the 2014 HIPF is based 
on 2013 premium, which does not include any revenue from the dual eligible 
demonstrations, except in Massachusetts, where all of the participating MMPs 
are excluded from paying it. Even in 2015, the amount of the HIPF that is at-
tributable to the dual eligible demonstrations will be smaller in most states be-
cause of the programs’ partial year roll-outs in 2014. 

2) The payment mechanism is determined by CMS. Accordingly, states do not 
have the ability to incorporate the HIPF into the baseline spending level with-
out a change to their existing delivery system model for dual eligibles (de-
scribed below). 

3) Starting in 2015, the HIPF will not be 100% offset in the dual eligible 
demonstration rates in any state. Such a scenario would require 100% Medi-
care Advantage penetration and no portion of the Medicaid benefit for dual el-
igibles paid FFS. These conditions do not exist in any state. 

4) MMPs selected to participate in states with a FFS opt-out option for Medi-
caid services will need to assume higher savings targets. In order to achieve 
an acceptable return, MMPs that are subject to the fee will have to achieve sav-
ings levels on medical care that more than offset their administrative costs 
(let’s assume 6% of premium), the savings discount (2%-4%) and the HIPF 
(2%). In other words, by year three of the demonstration, when the savings 
percentages increase to 4%, the MMPs would have to achieve savings of 12% 
in order to earn a 2% after-tax profit. If they cannot earn back any of their 
quality withhold, they would need to achieve incremental savings of an addi-
tional 3% to be profitable. 

5) States may elect to pursue mandatory managed long term care. It is unclear 
to what extent states will be concerned enough by this issue to alter existing 
delivery system structures. To the extent that they are open to MMP’s likely 
concerns, one solution would be to eliminate the FFS opt-out option by im-
plementing mandatory managed long term care (MLTC) for dual eligibles. 
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Doing so would allow the HIPF to be incorporated into the baseline spending 
level. We note that California, Illinois, Ohio, and New York are all implement-
ing mandatory MLTC in tandem with the development of their dual eligible 
demonstration. 

6) For states choosing a dual eligible integration strategy outside of the 
demonstration, the HIPF is not an issue. A number of states are choosing to 
pursue financial integration models via capitated managed care plans but out-
side of the formal demonstration program. In most instances, this alternative 
solution involves moving all Medicaid-covered benefits for dual eligibles into 
mandatory managed care and then encouraging the MMPs that it selects to 
participate in those programs to offer dual eligible special needs plans (D-
SNPs) to its members. While MMPs would not benefit from passive enroll-
ment under this model, as that is only available under the financial alignment 
demonstration, the plans rates will be based on their Medicare Advantage bids 
(which we presume will include assumptions for the tax) and the state-
determined Medicaid rates, which we believe will incorporate the cost of the 
HIPF. 
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Arizona 
HMA Roundup 

Group Criticizes Arizona Prison Healthcare. On November 6, 2013, the American 
Friends Service Committee-Arizona criticized the Department of Corrections for al-
leged failures to provide medication and medical devices to inmates, insufficient 
staffing levels, and inadequate mental health services. The group estimated 50 
deaths in the prison system through August, although the Department of Correc-
tions noted the number of prison deaths has been dropping since 2008. In March 
2013, Corizon replaced Wexford in the provision of prisoner healthcare services and 
said it has improved the skill level of health care staff. Read more. 

Arizona Insurers Challenged by the Health Exchange. On November 10, 2013, the 
Arizona Daily Star published an article highlighting the difficulties faced by insurers 
in the Arizona Health Exchange. In the first four weeks of operations, the Arizona 
Marketplace enrollment figures show stubbornly low enrollment. Meritus, one of 
the eight carriers offering plans on the exchange, indicated that just 16 individuals 
and families bought insurance plans in October. U.S. Representative Ron Barber has 
co-sponsored a bill that would delay penalties for not having eligible health insur-
ance. Of course, consumers still have the option of shopping directly with the health 
insurers, although that is clearly more burdensome. The article notes that, in contrast 
to the Exchange’s snafus, Medicaid enrollment has grown with the support of vari-
ous community health centers and a relatively trouble-free online experience at 
www.healthearizonaplus.gov. Read more. 

California 
HMA Roundup 

California Insurance Commissioner Requires Extension of Coverage by Anthem 
Blue Cross. Following a similar move last week with Blue Shield, on November 12, 
2013, California Insurance Commissioner Dave Jones mandated that Anthem Blue 
Cross health plans that fail to meet the ACA’s essential benefits requirements delay 
the cancellation of plans affecting some 104,000 policy holders. In that Anthem failed 
to meet an October 1, 2013 deadline to give policyholders a 90-day notice of cancella-
tion, the state is requiring Anthem to extend existing coverage under the plans 
through the end of February 2014 to allow insured individuals to select a new quali-
fied health plan. Read more. 

More than 1 Million Health Policy Cancellation Notices Sent to Californians. Ac-
cording to Insurance Commissioner Dave Jones, more than 1 million Californians 

http://www.azcentral.com/news/articles/20131106prison-health-care-criticized.html
https://www.healthearizonaplus.gov/Default/Default.aspx
http://azstarnet.com/business/national-and-international/arizona-insurers-having-trouble-with-health-law-exchange/article_97611e89-a63b-54b1-9734-62f9f90571c1.html
http://www.californiahealthline.org/articles/2013/11/12/calif-requires-anthem-blue-cross-to-delay-cancellation-of-plans


 
 

Page 10 
 

November 13, 2013 

have received cancellation notices for their health plans as Health Exchange open 
enrollment began on October 1, 2013. The state’s Health Exchange, Covered Califor-
nia, estimates that 600,000 people who pay for their own health insurance should 
expect to pay more in 2014. Read more. 

Rural Expansion of Medi-Cal Managed Care Presents Access Problems. In a No-
vember 7, 2013, article, California Healthline discusses the challenges faced in rural 
communities with the expansion of Medi-Cal managed care. Rural areas have fewer 
healthcare providers, disproportionately lower incomes, and the refusal of some 
providers to participate in the Medi-Cal managed care model. Some healthcare ad-
vocates point to inadequate provider networks in Lassen, Placer, and Imperial coun-
ties. Jane Ogle, deputy director at DHCS, notes that both rural expansion into Medi-
Cal managed care and the transition of Healthy Families children has to be complet-
ed before January 2014. Read more. 

Covered California to Shut Down System for Two Days. According to the Sacra-
mento Business Journal, Covered California will shut down its online enrollment sys-
tem for two days starting around 8 PM on November 16 while it adds the small em-
ployer marketplace to the site. In addition, the Exchange plans to shut down the 
online enrollment system for up to four days starting on January 1, 2014, in conjunc-
tion with the expansion of the Medi-Cal program. No formal announcements are 
expected, for the time being. Read more. 

Colorado 
HMA Roundup—Emma Carpenter  

Division of Insurance Offers Guidance for Consumers with Canceled Health Pol-
icies. As of November 1, 23 carriers have canceled their products in Colorado. In the 
individual market, the policies terminated by the 18 carriers represent 106,083 cov-
ered lives, and in the small group market, the policies terminated by 10 carriers rep-
resent 143,116 covered lives. A total of almost 250,000 Coloradoans will be impacted. 
(Several carriers sell in both markets, which accounts for the total of 23 plans). To 
address the cancelations, the Division of Insurance has issued guidance to consum-
ers in several forms, including a news release that details what consumers need to 
know about new options. The DOI has also said that they will hold four town hall 
meetings around the state to address consumer concerns; the details of these meet-
ings have not yet been released. Read more. 

Colorado Health Exchange Board Meeting Addresses Need to Streamline Applica-
tion. The Colorado Health Exchange Board met November 11 to discuss operational 
issues, specifically their frustration with Medicaid eligibility application. The Ex-
change Board continues to be disappointed with the Medicaid system and is push-
ing for a faster, more streamlined approach. George Lyford, attorney for the Colora-
do Center on Law and Policy, notes that most states issue simultaneous Medicaid 
and Marketplace eligibility determination, in contrast to Colorado’s sequential ap-
proach to Medicaid denial prior to federal subsidy calculations. There is concern that 
if Medicaid takes 45 days to approve or deny every application, many potential Ex-
change enrollees will miss the December 15 deadline to enroll in coverage. The De-
partment of Health Care Policy and Financing say there is a fix underway, but any 
application changes must be approved by CMS. Meanwhile, Colorado Medicaid has 
signed up 34,000 newly eligible enrollees, nearly 10 times the 3,408 enrollees for pri-
vate insurance on the Exchange. Read more. 

http://www.sacbee.com/2013/11/12/5906353/another-california-health-insurer.html#storylink=cpy
http://www.californiahealthline.org/insight/2013/as-healthy-families-shift-goes-so-goes-rural-expansion-of-medical-managed-care
http://www.bizjournals.com/sacramento/news/2013/11/08/health-insurance-exchange-online-enrollm.html?iana=ind_health
https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fcdn.colorado.gov%2fcs%2fSatellite%3fblobcol%3durldata%26blobheadername1%3dContent-Disposition%26blobheadername2%3dContent-Type%26blobheadervalue1%3dinline%253B%2bfilen
http://www.denverpost.com/breakingnews/ci_24477701/colorado-medicaid-and-state-exchange-rushing-streamline-enrollments
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Delaware 
HMA Roundup 

Delaware Health Exchange Enrolls Four People in Five Weeks. The Associated 
Press reported last week that after five weeks of operations, Delaware’s Health Ex-
change had enrolled four Delaware residents, completed 31 enrollment applications, 
and logged 218 accounts created through November 5, 2013. State officials cited 
problems with the federal website and delays in background checks for navigators. 
Read more. 

District of Columbia 
HMA Roundup 

Facing Financial Challenges, MedStar to Cut Jobs. On November 11, 2013, MedStar 
Washington Hospital Center, the region’s largest private hospital, began a first 
round of job cuts in light of financial challenges. Last week, certain management po-
sitions were eliminated, and non-management positions are scheduled to be cut this 
week. The Washington Post cited an internal memo sent by the hospital’s president, 
John Sullivan, which pointed to the hospital’s being 120 positions over budget this 
year and to a separate letter from Sullivan noting that the hospital’s revenues are 
running $8.5 million below budget. Cuts in reimbursement, reduced admissions, 
and the bankruptcy of DC Chartered have added financial stress to hospitals 
throughout the region. Read more. 

Florida 
HMA Roundup – Gary Crayton and Elaine Peters 

Bay Medical to Lay Off 58 Employees. On November 11, 2013, Bay Medical Center 
Sacred Heart Health System laid off 58 full-time employees, or 3 percent of staff, in 
response to reduced Medicare and Medicaid reimbursements and a high level of un-
compensated care. The combination of reimbursement cuts and the impact of se-
questration reduced payments to the hospital by $4 million. The hospital went pri-
vate last year when Bay County commissioners voted to approve a 40-year lease to 
joint venture partners LHP Hospital Group and Sacred Heart. Read more. 

Obama Advisor Criticizes Louisiana and Florida Governors for Not Expanding 

Medicaid. Last week, prior to visits by President Barack Obama, White House Dep-
uty Senior Advisor David Simas criticized Florida Governor Rick Scott and Louisi-
ana Governor Bobby Jindal for not pushing Medicaid expansion. Simas said that 
848,000 Floridians and 265,000 Louisiana residents would gain healthcare coverage 
with Medicaid expansion. Read more. 

Representative Pafford Vows that Medicaid Expansion will Be a 2014 Electoral Is-
sue. In a conference call organized by the White House last week, Representative 
Mark Pafford vowed that Medicaid expansion would be a potent 2014 electoral is-
sue. Pafford pushed Governor Rick Scott to more aggressively push GOP legislators 
to expand Medicaid coverage in the upcoming legislative session. While Scott had 
officially endorsed Medicaid expansion earlier in 2013, his support appears to be 
tepid given the troubles of the Health Exchanges and concerns about navigators 
gaining access to personal information. Read more. 

http://www.washingtonpost.com/national/delaware-health-insurance-exchange-off-to-slow-start-with-only-4-enrollments-reported/2013/11/06/06690f4a-4760-11e3-95a9-3f15b5618ba8_story.html
http://www.washingtonpost.com/national/health-science/medstar-washington-hospital-center-to-cut-more-than-200-jobs-due-to-financial-woes/2013/11/11/913dfbd4-4afe-11e3-9890-a1e0997fb0c0_story.html
http://www.newsherald.com/news/health/bay-medical-to-lay-off-58-employees-1.233296
https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fmiamiherald.typepad.com%2fnakedpolitics%2f2013%2f11%2fwhite-house-taps-fl-dems-to-keep-medicaid-expansion-tune-playing.html
http://www.thefloridacurrent.com/article.cfm?id=35221832&utm_source=flcurrent&utm_medium=quick_view_link&utm_campaign=quick_view
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More than 20 Percent of Florida Nursing Homes on AHCA Watch List. Last week, 
WCTV reported that 139 of the state’s 682 licensed nursing homes are on a watch list 
at the Agency for Health Care Administration. This watch list includes facilities that 
have records of resident neglect, health and safety violations, inadequate staffing, 
and poor financials. Advocates, caregivers, and legislators appeared at the state 
Capitol on November 6, 2013, to promote legislation that would improve transpar-
ency and accountability for facilities on the watch list. The Florida Health Care As-
sociation—the trade association for the nursing home industry—responded that 
more than 60%of the state’s SNFs had an overall four-star or five-star rating and the 
state boasted among the highest staffing ratios in the country. Read more. 

Florida Medicare Advantage Plan Star Ratings Improve. A study by Avalere 
Health notes an improvement in Florida’s Medicare Advantage plans’ star ratings, 
with more than half earning at least a four-star rating for 2014. Four Cigna plans 
earned a five-star rating for 2014, a marked improvement from the prior year, when 
no plans in Florida earned that designation. Read more. 

$8.3 Million in Grants to Florida Health Centers. On November 7, 2013, the U.S. 
Department of Health and Human Services’ Health Resources and Services Admin-
istration (HRSA) announced $150 million in “New Access Point” grants to 236 
community health centers nationwide, including $8.3 million to sixteen centers in 
Florida. These health centers are designed to provide greater access to primary care 
at a time when many observers worry about a surge in newly insured Americans 
and inadequate provider availability. Read more. 

Florida Extends HP’s MMIS Contract by Two Years Through June 2018. On No-
vember 11, 2013, HP Enterprise Services announced that Florida’s Agency for Health 
Care Administration (AHCA) signed a two-year extension to the company’s MMIS 
contract. The add-on agreement, which extends HP’s contract through June 2018, is 
worth about $109 million. The extension comes during a critical time of Medicaid 
managed care expansion statewide, following the implementation of a hospital di-
agnosis related group (DRG) reimbursement system in 2013. Read more. 

Georgia 
HMA Roundup—Mark Trail 

Timeline for ABD RFP released.  DCH published a timeline for the release of the 
Administrative Services Only (ASO) RFP for ABD beneficiaries.  The RFP is sched-
uled to be released on Friday, November 15 with responses due February 10, 2014.  
Contract execution is slated for May 7, 2014 with implementation beginning on Oc-
tober 1, 2014.  As a reminder, DCH intends to contract with one state-wide vendor to 
provide care coordination services for over 400,000 ABD members.  We note that 
there is a DCH Board meeting scheduled for Thursday, November 14 in which the 
RFP plans may be addressed. 

Provider Rate Increases Being Paid Out in Georgia. Effective November 1, 2013, 
Georgia healthcare providers that attested to their eligibility for the mandated ACA 
Provider Rate Increase have begun receiving their increased payments. The Georgia 
Department of Community Health (DCH) initiated the processing of increased 
payments retroactive from January 1, 2013, for those who attested prior to August 
31, 2013. Those who attested subsequent to that date will receive increased pay-
ments retroactive from the first of the month in which they attested. Provider rate 
increases are applicable from January 1, 2013, through December 31, 2014. 

http://www.wctv.tv/news/floridanews/headlines/Legislators-Seniors-Demand-More-Accountability-with-Floridas-Nursing-home-Industry-230898111.html
https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fhealth.wusf.usf.edu%2fpost%2ffl-medicare-plan-ratings
https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fhealth.wusf.usf.edu%2fpost%2ffl-health-centers-awarded-83m
http://www.marketwatch.com/story/florida-awards-hp-109-million-medicaid-contract-extension-2013-11-11?reflink=MW_news_stmp
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Medicaid Changes Estimated to Cost Georgia About $101 Million in Additional 

Spending in 2014. According to Medicaid Director Jerry Dubberly, Georgia Medi-
caid will spend about $101 million more next year because of additional premium 
taxes, shifts of children from Peachcare to Medicaid, increased primary care rates, 
longer periods between eligibility reviews, and the “woodwork” or “welcome mat” 
effect of increased enrollment in Medicaid among those already eligible. Dubberly 
spoke to a state Senate committee evaluating Medicaid funding alternatives on No-
vember 6, 2013. With an additional 65,000 enrollees in the Medicaid program by FY 
2015, the state will have to identify new funding sources or alternative delivery 
methods to offset the additional costs. Read more. 

Senate Leader Maintains Opposition to Medicaid Expansion. On November 6, 
2013, a select Senate committee reviewed Medicaid expansion approaches taken by 
other states, including Arkansas and Iowa. Committee Chairman Joshua McKoon 
told WABE that those policies do not fit Georgia’s population, even with additional 
federal funding, given the finite resources available to the state. McKoon estimated 
that Medicaid expansion would cost state taxpayers about $450 million per year over 
the next decade, although the Georgia Budget and Policy Institute pegs the state por-
tion at about $210 million annually. Read more. 

Illinois 
HMA Roundup 

Illinois Senate Votes to Restore Medicaid Dental Benefits. Last week, the Illinois 
Senate voted to restore Medicaid adult dental care benefits. Senator Donne Trotter—
a sponsor of the legislation—said that the Illinois Department of Health and Family 
Services has ample budget to cover the incremental $17 million in costs to reinstate 
the program. “They are not new dollars that we are coming up with since July 1.” 
The measure requires House approval and Governor Pat Quinn’s signature to be in-
stituted. Read more. 

Iowa 
HMA Roundup 

CoOportunity Health Indicates Modest Improvement in Enrollment of Iowans on 

the Exchange. On November 12, 2013, the Press-Citizen wrote that CoOportunity 
Health, one of two Iowa carriers offering health plans on the Exchange, said that 125 
Iowans purchased its policies on the federally facilitated Exchange. COO Cliff Gold 
indicated that the plan was getting daily applications in the double digits from the 
Exchange, with “as many in the first 11 days of November as we had total in Octo-
ber.” In addition, Gold confirmed that the federal system was sending clean con-
sumer data, in contrast to the situation in other states. Although consumers can fill 
out paper applications, Gold clarified that the information would still need to be en-
tered online by Exchange officials. Read more. 

 

 

 

 

http://www.gpb.org/news/2013/11/07/medicaid-changes-to-cost-georgia-101-million
http://wabe.org/post/state-leaders-continue-oppose-medicaid-expansion-georgia
http://illinoisissuesblog.blogspot.com/2013/11/senate-votes-to-restore-medicaid-dental.html
http://www.press-citizen.com/article/20131113/NEWS01/311130021/Iowa-carrier-says-Obamacare-website-purchases-are-growing?odyssey=tab%7Ctopnews%7Ctext%7CFrontpage&nclick_check=1
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Kentucky 
HMA Roundup  

Kentucky Updates Enrollment Information. On November 8, 2013, the Office of the 
Governor released enrollment data for the state’s Kynect Health Exchange. As of last 
Friday, 40,572 Kentucky residents enrolled in new insurance, although 33,761 were 
enrolled in Medicaid and 7,011 were in qualified health plans. Some 16,425 were 
found to be eligible for subsidies to purchase a qualified health plan, but most have 
not yet chosen one. Approximately 41%of total enrollees were under the age of 35, 
and 59%of enrollees were women. Read more. 

Louisiana 
HMA Roundup  

CNSI Permitted to Move Forward with Wrongful Termination Lawsuit. On No-
vember 7, 2013, State District Judge Tim Kelley rejected a request by the state attor-
ney general to delay witness interviews and evidence-gathering until January for the 
CNSI suit against the state. Kelley disagreed with the argument that the wrongful 
termination lawsuit would harm the criminal case. CNSI is suing for damages fol-
lowing the March 21, 2013, cancellation of its MMIS contract with the state. Read 
more. 

Maine 
HMA Roundup  

Maine Dentists Protest Fines for Minor Clerical Errors. On November 6, 2013, the 
Maine Public Broadcasting Network published an article outlining a kerfuffle 
among Maine dentists treating Medicaid patients. The state’s program integrity ef-
forts have generated significant fines to some dentists for minor clerical errors. The 
Maine Department of Health and Human Services Commissioner Mary Mayhew is 
reviewing complaints by the Maine dental groups but reiterates the legal require-
ments to prevent fraud in the Medicaid system. Some legislators are concerned that 
the issue could motivate dentists to stop accepting Medicaid patients, which would 
undermine the intended benefits offered under the program. Read more. 

Massachusetts 
HMA Roundup—Rob Buchanan  

Cambridge Health Alliance Names New CFO. On November 7, 2013, Cambridge 
Health Alliance named Jill Batty as its new CFO, effective January 6, 2014. Batty had 
previously served as CFO of Cheshire Medical Center/Dartmouth-Hitchcock Keene, 
a regional safety net provider that delivers primary and specialty health services in 
New Hampshire. Batty has been a CPA since 1989 and is a fellow in the Healthcare 
Financial Management Association. Read more. 

 

 

http://migration.kentucky.gov/newsroom/governor/20131108kynectrenrollment.htm
http://www.washingtonpost.com/national/judge-refuses-to-delay-fired-medicaid-contractors-lawsuit-against-the-jindal-administration/2013/11/07/66733244-47ec-11e3-95a9-3f15b5618ba8_story.html
http://www.washingtonpost.com/national/judge-refuses-to-delay-fired-medicaid-contractors-lawsuit-against-the-jindal-administration/2013/11/07/66733244-47ec-11e3-95a9-3f15b5618ba8_story.html
http://www.mpbn.net/Home/tabid/36/ctl/ViewItem/mid/5347/ItemId/30837/Default.aspx
http://www.bizjournals.com/boston/blog/health-care/2013/11/cha-hires-dartmouth-hitchcock-exec-as.html
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Michigan 
HMA Roundup—Esther Reagan 

Healthy Michigan Plan Waiver Submitted. On November 8, 2013, Michigan sub-
mitted its Healthy Michigan Plan Section 1115 waiver request to CMS. The Healthy 
Michigan plan aims to make comprehensive healthcare benefits available to Michi-
gan citizens between the ages of 19 and 64 who are not eligible for Medicare, not 
pregnant, and have incomes less than 133% of the federal poverty level. The pro-
gram intends to improve quality, lower costs, advance health IT, establish incentives 
for healthy behaviors, institute more cost-sharing, and encourage the use of high-
value services. Michigan hopes to obtain approval of this waiver amendment in time 
to implement the program by April 1, 2014. Read more. 

New Hampshire 
HMA Roundup 

New Hampshire Senate GOP Presents Medicaid Expansion Alternatives. On No-
vember 6, 2013, a New Hampshire special legislative session opened to consider 
Medicaid expansion. The Senate quickly accepted the rules for the special session. 
The Republican majority in the Senate have opposed Medicaid expansion and Sen-
ate President Chuck Morse and Senate Majority Leader Jeb Bradley offered up an al-
ternative focused on a special trust for federal funds to provide premium assistance 
to 24,000 low-income workers and Medicaid managed care coverage to 34,000 other 
residents for a year. A sunset provision would end the program on Dec. 31, 2016, un-
less reauthorized. A vote is planned for November 21. Read more.  

New Mexico 
HMA Roundup 
Low Enrollment Under Expanded Medicaid. The Santa Fe New Mexican published 
an article on November 11, 2013 that highlights a surprisingly low enrollment rate 
for the expanded Medicaid program. The New Mexico Human Services Department 
notes that 25,309 New Mexico residents had applied for Medicaid since October 1, 
2013, just one-eighth of the projected 219,000 who are newly eligible for coverage 
under the Centennial Care program. 70,000 current beneficiaries will be automatical-
ly enrolled on January 1, 2014. The state has been hosting educational and outreach 
events, but the department believes almost half of potential eligibles are unaware of 
the expanded Medicaid provisions. Read more. 

New York 
HMA Roundup—Denise Soffel  

NuHealth CEO Resigns. On November 8, 2013, Arthur Gianelli resigned from his 
position as CEO of NuHealth, which runs Nassau University Medical Center and 
other public health facilities. Gianelli had been appointed to the position in March 
2006 by Nassau County Executive Thomas Suozzi, who was defeated for re-election 
in 2009 by Ed Mangano and earlier this month in another bid for the office. 
NuHealth consists of the NUMC, A. Holly Patterson Extended Care Facility, and 

http://www.michigan.gov/documents/mdch/Healthy_Michigan_Waiver_Amendment_for_Web_439514_7.pdf
http://www.concordmonitor.com/news/9222451-95/nh-senate-republicans-present-medicaid-expansion-plan-that-relies-on-private-insurance
http://www.santafenewmexican.com/news/local_news/state-sees-low-enrollment-for-expanded-medicaid/article_5dca606c-a7e1-51b0-8852-98483bc77ad9.html
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five clinics. The resignation comes on the heels of Gov. Andrew Cuomo’s approval 
of a closer collaboration between NuHealth and North Shore-Long Island Jewish 
Health System, including full clinical integration and joint negotiations with com-
mercial insurers. Read more. 

Nearly 50,000 New Yorkers Enrolled in Health Plans Since October 1. On Novem-
ber 12, 2013, the New York State Health Department announced that 48,162 New 
Yorkers had enrolled in health plans on the state’s exchange since its opening on Oc-
tober 1, 2013. That figure is approximately equal to the number of people enrolled 
from all 36 states relying on a federally-facilitated exchange, according to a recent 
Wall Street Journal report. Almost 200,000 have completed an application and 
deemed eligible for a plan, but have not yet chosen one. About half of the new enrol-
lees (23,653) have signed up for Medicaid. Read more. 

Excellus Blue Cross Blue Shield to Continue Servicing Medicaid Managed Care 

and Family Health Plus Beneficiaries. On November 7, 2013, Excellus reached 
agreement with the University of Rochester Medical Center, Rochester General 
Health System and Unity Health System. As a result, in a reversal of an announce-
ment last month, Excellus Blue Cross Blue Shield will continue to serve Medicaid 
managed care and Family Health Plus beneficiaries in Monroe, Ontario, Wayne, Liv-
ingston, Seneca, Yates, and Orleans counties, representing 100,000 beneficiaries. Ex-
cellus will drop Medicaid managed care and Family Health Plus in many other 
counties in upstate New York. Read more. 

North Carolina 
HMA Roundup 
Medicaid Overhaul Due in Spring 2014. According to Dennis Barry, head of the 
Medicaid Reform Advisory Group, in the spring of 2014, North Carolina lawmakers 
will likely have a Medicaid reform proposal that bears little resemblance to the ini-
tial ideas offered by the Department of Health and Human Services earlier this year 
(dubbed "A Partnership for a Healthy North Carolina”). While the original proposal 
aimed at private entities managing the care of the Medicaid population, the recent 
departure of Medicaid Director Carol Steckel allows for a fresh look at reform, 
which will likely be more regional in nature. Read more. 

Ohio 
HMA Roundup 

Ohio Medicaid Online Family Enrollment to Start Ahead of Schedule. On No-
vember 13, 2013, the Governor's Office of Health Transformation announced that 
online enrollment for Medicaid benefits should begin on December 9, a month 
ahead of schedule. Ohio Benefits is the self-service web site that helps Ohioans un-
derstand their healthcare coverage options and apply online for Medicaid benefits. 
In October, CMS approved a waiver that will expand Medicaid eligibility to indi-
viduals with less than 138 percent of poverty income, which was followed by ap-
proval by the state’s Controlling Board that appropriated federal-only funds to pay 
for the expanded population. Read more. 

 

 

https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fwww.newsday.com%2fnews%2fhealth%2fnuhealth-chief-arthur-gianelli-resigns-1.6416931
http://www.capitalnewyork.com/article/politics/2013/11/8535892/functioning-exchange-new-york-advances-obamacare-sign-ups
http://13wham.com/news/features/top-stories/stories/amid-healthcare-confusion-excellus-reverses-decision-7307.shtml
http://www.bizjournals.com/triangle/news/2013/11/06/nc-medicaid-reform-plan-likely-to.html
http://www.healthtransformation.ohio.gov/LinkClick.aspx?fileticket=z9Hf8xCbqxw%3d&tabid=194
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Pennsylvania 
HMA Roundup –Matt Roan 

Pennsylvania Fights Loss of Tobacco Settlement Funds. State Attorney General 
Kathleen Kane is headed to Federal Court to fight reductions in the amount of fed-
eral tobacco settlement funds awarded to the State. A decision by an arbitration 
panel is set to reduce the amount of funding awarded to the Commonwealth by 
$170M next year. The Panel issued its decision as a result of finding that PA did not 
“diligently enforce” certain laws related to collection of taxes and fees from tobacco 
companies that weren’t part of the 1998 Master Settlement. Kane is arguing that the 
panel is penalizing Pennsylvania while not applying the same standards to other 
states. For example, Ohio has a collection rate comparable to Pennsylvania’s and yet 
the panel found that Pennsylvania’s was inadequate while making no such finding 
in their review of Ohio. Also, Pennsylvania was cited for not taxing “roll your own” 
tobacco products while no such finding was issued against Oregon which, like PA, 
does not tax those products. Tobacco settlement funds are a key funding source for 
many public health programs in the state including state payments to hospitals to 
cover the costs of uncompensated care. Read more. 

Fiscal Year to Date Revenue Collections Above Target. The Pennsylvania Depart-
ment of Revenue reported last week that General Fund revenue collections fiscal 
year to date were $8.2 Billion, $41.8 Million, or 0.5% above target. Sales, personal in-
come, corporate, and realty transfer taxes exceeded projections, while inheritance 
taxes, and other revenue sources including cigarette and alcohol taxes and gaming 
revenue lagged behind estimates. Performance against revenue collections targets 
will be a key factor in the formation of the State Budget for FY 2014-2015 which is al-
ready being developed and will be announced by the Governor in February. 

DPW Secretary Concerned by $325 Million in Potential Medicaid Funding Cuts. 

On November 12, 2013, DPW Secretary Bev Mackereth wrote CMS to express con-
cerns about a projected $325 million reduction in federal Medicaid matching funds 
next year, which could trigger cuts in benefits and reductions in payments to 
healthcare providers. Read more. 

South Carolina 
HMA Roundup 

Medicaid Costs to Rise $467 Million Next Year. According to the South Carolina 
Department of Health and Human Services, Medicaid spending will rise $467 mil-
lion in the next year, with the state’s portion up by $150 million. DHHS Director To-
ny Keck attributes the growth to the woodwork effect, with 200,000 more people ex-
pected to enroll next year. Keck characterized the estimate as a “rough draft”, which 
will be reviewed by Gov. Nikki Haley for her executive budget, slated for a Decem-
ber 2013 or January 2014 release. Read more. 

 

 

 

 

https://webmail.hlthmgt.com/owa/redir.aspx?C=e-RdCC4a_kGtTVwbtPFYrXNSg4rUs9BI4iULTf0Yp7jwK_-xSl1IftxfaZ-QbWqtNBUnGtqm_o0.&URL=http%3a%2f%2fwww.post-gazette.com%2fnews%2fstate%2f2013%2f11%2f08%2fState-to-fight-reduction-of-federal-tobacco-funds%2fstories%2f201311080160
http://www.philly.com/philly/news/politics/20131113_Pa__sees_Medicaid_funding_cut.html#G83FYv6LZdXlZT5V.99
http://www.wjbf.com/story/23911588/medicaid-to-cost-467-million-more-in-sc-next-year
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Tennessee 
HMA Roundup 

Governor Still Considering Medicaid Expansion. According to the Times Free 
Press, Governor Bill Haslam is still considering Medicaid expansion for the state, but 
admits that it will be difficult to convince Republican legislators and the Obama 
Administration to accept his approach to expand Medicaid. HHS Secretary Kathleen 
Sebelius said that the Federal Department of Health and Human Services had yet to 
receive a specific proposal for expanding TennCare, but would “love to work with 
Tennessee.” Haslam’s general plan would be to use Medicaid expansion funds for 
premium assistance on the exchanges, but Medicaid rules are restrictive about vari-
ous benefits and co-payments. Read more. 

Washington 
HMA Roundup—Doug Porter 

Washington Health Benefit Exchange Updates Healthplanfinder System Errors. 
On November 12, 2013, Richard Onizuka, CEO for the Washington Health Benefit 
Exchange, offered a statement about the system errors that had miscalculated subsi-
dies for 8,000 Washington Healthplanfinder applicants in October. Applicants were 
told they qualified for a higher tax credit than they were eligible to receive, which 
averaged about $100 per month. While the error did not affect Medicaid enrollees or 
applicants who did not qualify for subsidies, the Exchange committed to provide all 
tax credit recipients with correspondence that includes eligibility determinations, 
corrected tax credit amounts, and instructions on affirming or modifying their plan 
selections. Onizuka apologized for all affected parties and reaffirmed his commit-
ment to accuracy, customer service, and responsiveness. Read more. 

National 
HMA Roundup 

HHS Marketplace enrollment report shows just over 106,000 enrolled. The De-

partment of Health and Human Services (HHS) Office of the Assistant Secretary for 

Planning and Evaluation (ASPE) made federally facilitated and state-based Market-

place enrollment figures publicly available on the afternoon of November 13, 2013. 

The ASPE report indicates just over 106,000 individuals have enrolled in a qualified 

health plan (QHP) as of November 2, 2013. While these enrollments are much lower 

than anticipated, more than 1 million individuals have been determined eligible to 

enroll in a QHP. A little over 79,000 of the 106,000 have enrolled through the state-

based Marketplaces, while just under 27,000 enrolled through the Federal portal. 

Additionally, more than 396,000 applicants to the Marketplaces have been deter-

mined eligible for Medicaid or CHIP. ASPE notes that first month enrollment expe-

rience in the Marketplaces exceeds comparable first month enrollment in the Massa-

chusetts Health Connector under Massachusetts’ 2006 health care reform launch. 

The ASPE report, including state-by-state enrollment figures, is available here. 

 

http://www.timesfreepress.com/news/2013/nov/07/haslam-still-eyes-medicaid-expansion/?politics
http://www.wahbexchange.org/news-resources/healthplanfinder-status-updates/
http://aspe.hhs.gov/health/reports/2013/MarketPlaceEnrollment/rpt_enrollment.pdf
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Insurers push for direct enrollment option.  The New York Times reports that ma-

jor health insurers are pushing the federal government to create a shortcut that 

would allow them to enroll people entitled to subsidies directly rather than through 

the federal system. So far, the administration has resisted the idea, partly because of 

concerns about giving insurance companies access to personal data. The insurers be-

lieve a bypass giving them direct access to the federal platform that determines a 

consumer’s eligibility for a subsidy would alleviate the traffic on the website, 

healthcare.gov, and provide more breathing room to fix complicated technical prob-

lems that threaten to persist beyond a crucial, self-imposed Dec. 1 deadline. Read 

more. 

American Academy of Actuaries warns individual mandate delay could have neg-

ative impacts. In a November 5, 2013 letter to Congress, the American Academy of 

Actuaries’ Health Practice Council warned that delaying the individual mandate or 

extended the enrollment period past March of 2014 could have “potentially adverse 

consequences.” The letter states that delay would incentivize lower-cost individuals 

to put off purchasing coverage. Furthermore, as premium rates assumed the en-

forcement of the individual mandate, the Affordable Care Act risk-corridor mecha-

nism could trigger Federal reimbursement payments to insurers in the event of 

greater medical losses. Read more.  

Industry Research 
HMA Roundup 

Managed Medicaid 2013: New Growth, New Challenges. A new report from CRG 
provides statistical data on Medicaid plan financial performance, membership, and 
utilization data among both for-profit and not-for-profit entities. It also takes a close 
look at the pipeline for managed Medicaid conversions, the fate of the dual demon-
stration, and the outlook for expansion under the Affordable Care Act.  For more in-
formation, please visit: http://www.corporateresearchgroup.com 

 

http://www.nytimes.com/2013/11/12/business/insurers-press-for-way-around-healthcaregov.html?pagewanted=2&tntemail0=y&_r=0&emc=edit_tnt_20131111
http://www.nytimes.com/2013/11/12/business/insurers-press-for-way-around-healthcaregov.html?pagewanted=2&tntemail0=y&_r=0&emc=edit_tnt_20131111
http://actuary.org/files/Letter_to_Congress_re_mandate_delay_110513_final.pdf
http://www.corporateresearchgroup.com/research.cfm?ConfCode=ZW13281
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Blue Cross Blue Shield of NM to Acquire Lovelace Health Plan. On November 11, 
2013, Blue Cross Blue Shield of New Mexico announced the acquisition of Lovelace 
Health Plan, which has 108,000 commercial and Medicare Advantage members. 
Lovelace CEO Ron Stern noted that the plan was too small to survie on its own, fol-
lowing a failed bid to offer managed care to Medicaid beneficiaries under the Cen-
tennial Care program. Lovelace sold its Medicaid business—with 84,000 members—
to Molina Healthcare of New Mexico in August. BCBSNM CEO Kurt Shipley said 
that the transaction will increase the plan’s membership by about 25 percent imme-
diately, with an additional 50,000 members projected to come through the Centenni-
al Care program. Read more. 

Health Management Associates Announces Support for Community Health Sys-

tems Deal. On November 13, 2013, Health Management Associates, Inc.—the multi-
state hospital operator—announced that its Board of Directors has unanimously af-
firmed its support for the proposed merger agreement with Community Health Sys-
tems, Inc. HMA will be acquired by CHS for approximately $7.6 billion, including 
the assumption of outstanding indebtedness. CHS will HMA shares for $10.50 per 
share in cash, 0.06942 of a share of CHS common stock and an earn-out worth up 
to $1.00 per share, depending on projected results. Read more.  

Addus Homecare Reports 3Q13 Results and Announces Two Acquisition Agree-
ments. On November 7, 2013, Addus HomeCare Corporation announced 3Q13 fi-
nancial results. Revenues of $67.3 million grew 10 percent over the prior year period, 
driven by a 12.1 percent increase in average census and a slight decline in average 
billable hours per client. Net income per share for continuing operations was $0.25, 
up 25.7 percent to the comparable year ago period. The company announced the 
purchase of Medi Home Private Care from Medical Services of America establishing 
a footprint in Tennessee and Ohio, while bolstering existing operations in South 
Carolina. In addition, Addus purchased the assets of Coordinated Home Health 
Care in New Mexico. The two acquisitions together generate about $20 million to 
$22 million in annual revenues and should close in the fourth quarter of 2013. Read 
more. 

WellPoint Names Julie Goon SVP of Public Affairs. On November 7, 2013, Well-
Point named Julie Goon as the company’s SVP of public affairs. Ms. Goon will lead 
the company’s government relations activities, policy development, regulatory af-
fairs, and relationships with trade associations. Ms. Goon recently served as Senior 
Health Policy Director for the U.S. House of Representatives Energy and Commerce 
Committee, where she developed and managed Committee strategy surrounding 
the Affordable Care Act, and Medicaid and Medicare reform. Read more. 

http://www.abqjournal.com/299027/biz/blue-cross-blue-shield-of-nm-buying-lovelace-health-plan.html
http://ir.hma.com/phoenix.zhtml?c=87651&p=irol-newsArticle&ID=1875791&highlight
http://www.prnewswire.com/news-releases/addus-homecare-reports-third-quarter-2013-results-and-two-definitive-acquisition-agreements-231043061.html
http://www.prnewswire.com/news-releases/addus-homecare-reports-third-quarter-2013-results-and-two-definitive-acquisition-agreements-231043061.html
http://ir.wellpoint.com/phoenix.zhtml?c=130104&p=irol-newsArticle&ID=1873936&highlight
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Date State Event Beneficiaries

November 21, 2013 Tennessee Proposals Due 1,200,000

December 1, 2013 New Hampshire Implementation 130,000

December 1, 2013 Florida LTC (Region 11) Implementation 17,257

December 30, 2013 Delaware RFP Release 200,000

"Early 2014" North Carolina RFP Release TBD

January 1, 2014 Massachusetts CarePlus (ACA) Implementation 305,000

January 1, 2014 Massachusetts Duals Implementation 115,000

January 1, 2014 New Mexico Implementation 510,000

January 1, 2014 Wisconsin MLTC (Select Regions) Implementation 10,000

January 1, 2014 Virginia Duals Implementation 79,000

January 6, 2014 Hawaii Contract Awards 292,000

February 1, 2014 Illinois Duals Implementation 136,000

February 1, 2014 Florida LTC (Regions 5,6) Implementation 19,538

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

April 1, 2014 California Duals Implementation 456,000

April 1, 2014 Ohio Duals Implementation 115,000

April 1, 2014 Idaho Duals Implementation 17,700

May 1, 2014 Washington Duals Implementation 48,500

June 30, 2014 Delaware Contract awards 200,000

July 1, 2014 South Carolina Duals Implementation 68,000

July 1, 2014 New York Duals Implementation 178,000

July 1, 2014 Michigan Duals Implementation 70,000

September 1, 2014 Vermont Duals Implementation 22,000

September 1, 2014 Texas Rural STAR+PLUS Operational Start Date 110,000

October 1, 2014 Florida acute care Implementation (All Regions) 2,800,000

January 1, 2015 Hawaii Implementation 292,000

January 1, 2015 Tennessee Implementation 1,200,000  
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Below is a summary table of the progression of states toward implementing dual eligible financial align-
ment 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 456,000 X 3/1/2012 4/4/2012 3/27/2013 4/1/2014

Colorado MFFS 62,982 4/1/2013

Connecticut MFFS 57,569 TBD

Hawaii 24,189

Illinois Capitated 136,000 X 6/18/2012 11/9/2012 2/22/2013 2/1/2014 5/1/2014

Iowa MFFS 62,714 TBD

Idaho Capitated 22,548 June 2013 TBD August 2013 TBD

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

Michigan Capitated 70,000 X 9/10/2013 11/6/2013

30 days 

prior to 

passive

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 7/1/2014 9/1/2014

North Carolina MFFS 222,151 TBD

Ohio Capitated 114,000 X 5/25/2012 6/28/2012 12/11/2012
60 days  prior to 

pass ive
4/1/2014

Oklahoma MFFS 104,258 TBD

Oregon 68,000

Rhode Island Capitated 28,000 X 3/27/2013 August 2013 11/1/2013*

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

Tennessee 136,000

Texas Capitated 214,402 TBD 2014

Virginia Capitated 78,596 X 5/15/2013 6/27/2013 5/21/2013 10/1/2014

Vermont Capitated 22,000 10/1/2013 TBD TBD 9/1/2014

Capitated 48,500 X 5/15/2013 6/6/2013 5/1/2014

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

10/1/2013

Wisconsin Capitated 5,500-6,000 X

Totals
13 Capitated

6 MFFS

1.5M Capitated 

485K FFS
9 8

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

** Wisconsin is completing a comment period on a draft MOU with CMS. Finalized MOU will determine implementation date.
‡ 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

Health Keepers; Humana; VA Premier

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 

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 

Neighborhood Health Plan of RI

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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 “Health Insurance Exchanges” 
American Institute of CPAs Healthcare Industry Conference 

Barbara Markham Smith, Presenter 

November 15, 2013 

New Orleans, Louisiana 

“Where Payor Meets Provider: Managing in a World of Managed Care” 
HCap Conference sponsored by: Lincoln Healthcare Group 

Greg Nersessian, Panelist 

December 5, 2013 

Washington, DC 

 

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 invest-
ing in, purchasing, or selling particular securities. Research and analysis prepared by HMA on be-
half of any particular client is independent of and not influenced by the interests of other clients. 
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