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NBCH’s Government Affairs Committee (GAC) Health Reform Survey Responses 

September 2010


Over the past two weeks, we have accumulated responses to our survey on key Patient Protection and Affordable Care Act (PPACA) employer issues. These namely are “big ticket” items impacting employers, and self-insured plans.  We asked for feedback to find out what coalitions and their employers are doing and thinking about these issues.  10 coalitions responded and since the questions were posed in a manner allowing unique and descriptive responses, we thought it best to provide the response/content directly to you, verbatim.  The responses are in alphabetical order by coalition.   The NBCH Government Affairs Committee (GAC) hopes this feedback is helpful.  Comments can be sent to GAC staff, Kelli Pedas, kmoler@nbch.org.  



The Alliance (Madison, WI)

The Alliance just held a session for our members (self-funded employers) and their agents/consultants featuring an attorney specializing in employee benefits law.  Purpose was to walk through key elements of the ACA with a focus on implications for 2011.  We followed each section of content with a round-table discussion/Q and A with our members to solicit their perspectives.  

1) Status as a Grandfathered Health Plan (Deadline: August 16)

We sent a letter and created a template for our members to use to comment themselves.  (Both are attached).  Many of our members participated in this effort.  We don’t believe that switching from fully insured to self-funding should cause a loss in grandfathered status.  We also don’t believe that changing networks should cause a loss in GF’d status.  

2) Patient’s Bill of Rights (Deadline: August 27) 

Haven’t discussed this

3) Coverage of Preventive Services (Deadline: September 17)

For most of our members, this is a non-issue.  Many already cover these services without co-pays.

4) Internal Claims and Appeals and External Review Processes (Deadline: September 21) 

We haven’t done anything with this yet, but it is of concern to our members.  There is confusion about what the process must consist.  They are also concerned about the cost of this administratively and some apprehension about how appeal decisions will be made and who will be making them.  As self-funded employers, this is new to them. 

5) Pre-Existing Condition Insurance Plan (PCIP) (Deadline: September 28)

This doesn’t seem to be a big issue.  Most members don’t exclude pre-existing conditions.

6) Planning and Establishment of State-Level Exchanges (Deadline: October 4) 

I am serving on a special legislative study committee for WI to look at legislative action that WI should or must take to implement ACA.  Design of the exchange is a key topic and WI plans to establish one (much of the groundwork is already underway through the expansion of the Medicaid program over the last 3 years).  Key issues are: how “small employer” will be defined (2 – 50 or 2 – 100) and whether small employers would be required to purchase through the exchange.  WI plans to have one exchange that includes Medicaid, individuals and small employers, so it will represent a sizeable portion of the population if this is mandatory.  

7) Adult Dependent Coverage to Age 26

There are differences between the feds and state of WI in terms of the age used (WI uses 27) and the tax treatment.   We will be advocating at the state level to align with the federal definitions.  This creates unnecessary complexity for employers with employees located in other states.  

 8) Early Retiree Reimbursement Program
Very few of our members bothered to apply.  I don’t think many offer this coverage and those that do felt it would be largely a waste of time.  When employers turned to their carriers/TPAs for help with the application, some were given outrageous quotes to do this work (United Health Care priced completing this application at $9,000 per plan!)

9) Employer Mandate/Auto Enrollment

Haven’t heard much about this yet.

 Another topic:

One issue that is emerging for our members (self-funded employers) is whether and to what extent their TPA is positioned to help them comply with new regulations.  I think there is tremendous variation in TPA capacity.  I also think that TPA’s will see these new regs as a revenue opportunity.  I already know of several who are putting together their menu and pricing of health care reform related services and add ons.  

Employers Health Purchasing Corporation of Ohio/Employers Health Coalition of Ohio, Inc.

1) Status as a Grandfathered Health Plan (Deadline: August 16)

Grandfather Health Plan status is an issue that all of our members are wrestling with.  I sense from our members a fair amount of surprise and disappointment with the interim final regulations – surprise that the parameters for maintaining grandfathered status are as stringent as they are, and disappointment that each new set of guidance seems to raise more questions and force more tough choices.  Most, if not all of our members are undergoing an internal analysis to determine the impact of maintaining vs. losing grandfathered status.  For the most part, it appears that the overwhelming majority of our members have or will conclude that they will at some point relinquish grandfathered status in favor of being able to manage their plan more aggressively than the regulations allow.  And many of them plan to relinquish it this year.

2) Patient's Bill of Rights (Deadline: August 27)

Relative to other aspects of Health Care Reform, the Patient’s Bill of Rights has less of a direct impact on employers – particularly self-funded employers.  Therefore, this is not an issue that many employers are concerned with.  However, some of our more informed members realize that the limits placed on health plans relative to medical loss ratio and premium increases will eventually be borne by many employers in some fashion.  But to this point I am not aware of employers considering medical loss ratio as a factor for determining their health plan.

3) Coverage of Preventive Services (Deadline: September 17)

In general, our member organizations philosophically agree that preventative services should be covered.  At the same time, the vast majority of our members disagree with mandates.  A sizeable proportion of our membership have plans with generous coverage for preventative services.  For these members, the mandated coverage of preventative services is more of a philosophical issue than it is a financial one.  For those of our members who currently offer less robust coverage of preventative services, regardless of their philosophical beliefs, the mandated coverage of preventative services is a very big factor being considered in the decision on whether to maintain grandfathered status.

4) Internal Claims and Appeals and External Review Processes (Deadline: September 21)

Because of the recent release of this guidance, most of our members are just beginning to digest this provision of health care reform.  I think many are unsure of whether this will apply to them directly, are whether it will be transparent to them and be handled by their health plan or TPA.  

5) Pre-Existing Condition Insurance Plan (PCIP) (Deadline: September 28)

This is not an issue I have discussed with our members.

6) Planning and Establishment of State-Level Exchanges (Deadline: October 4)

Currently, most of our member organizations plan to continue to provide health care benefits even after the state based exchanges are established.  Because of this and the scant information available on the planning and establishment of state based exchanges, this particular issue is not top of mind for the majority of our members.

7) Adult Dependent Coverage to Age 26

In my discussions with our members, this area of health care reform has generated the most vocal negative responses.  Aside from the philosophical issues that everyone that I have spoken with has expressed, many are concerned with the adverse selection and administrative difficulties that this provision creates.  This provision also gave many of our members pause when contemplating whether to perform a dependent audit this year.  At this point, however, most of our members have a pretty good handle on how they intend to deal with this provision.

8) Early Retiree Reimbursement Program

Of our member organizations that offer early retiree health plans, most, if not all, applied for this reinsurance program.  Most have termed the application process as “interesting”, and most would agree that the process was more complicated and difficult than they thought it should be.  I think all who applied felt compelled to do so, yet I think it is safe to say that they all also believe that the funding for this program will run out much sooner than the program duration.

9) Employer Mandate/Auto Enrollment

The employer mandate has a varying impact on our members.  But I think in general, our members continue to struggle with the additional administrative requirements that accompany these provisions.  



Florida Health Care Coalition
1) Status as a Grandfathered Health Plan (Deadline: August 16) BECAUSE THE GRANDFATHER GOES AWAY IN A COUPLE OF YEARS ANYHOW, NO ONE IS SEES IT AS WORTH PROTECTING

2) Patient’s Bill of Rights (Deadline: August 27) NOT MUCH MORE THAN OUR STATE CURRENTLY REQUIRES

3) Coverage of Preventive Services (Deadline: September 17) MOST EMPLOYERS ALREADY EXCEED THIS BY COVERING WHAT IS REQUIRED HERE BUT ALSO PROVIDING ANNUAL PHYSICALS

4) Internal Claims and Appeals and External Review Processes (Deadline: September 21) NO MAJOR CONCERNS HAVE BEEN REPORTED YET 

5) Pre-Existing Condition Insurance Plan (PCIP) (Deadline: September 28) NO MAJOR CONCERNS HAVE BEEN REPORTED YET

6) Planning and Establishment of State-Level Exchanges (Deadline: October 4) I WAS APPOINTED TO THE FLORIDA HEALTH CHOICES BOARD BY GOVERNOR CRIST A YEAR AGO. WE HAVE MADE VERY LITTLE PROGRESS AND THE MILLION DOLLAR FROM THE FEDERAL GOVERNMENT FOR THIS IS WOEFULLY INADEQUATE. WE BELIEVE THE FEDERAL GOVERNMENT WILL HAVE TO BUILD THESE EXCEPT IN UTAH

7) Adult Dependent Coverage to Age 26 OUR LEGISLATURE MANDATED THIS 2 YEARS AGO ; THIS ADDS A LITTLE BUT IS NOT GETTING A LOT OF ATTENTION BECAUSE IT HAS BEEN DEALT WITH IN LARGE PART ALREADY

8) Early Retiree Reimbursement Program  SEVERAL MEMBERS MOSTLY FROM OUR PUBLIC SECTOR EMPLOYERS ARE SEEKING THIS. EVEN THOUGH IT IS SHORT TERM, THEY ARE MANDATED TO PROVIDE RETIREE COVERAGE SO IT WILL HELP. PRIVATE SECTOR EMPLOYERS HAVE DROPPED RETIREE COVERAGE AND AS A "RIGHT TO WORK STATE" OUR UNIONS ARE NOW VERY POWERFUL

9) Employer Mandate/Auto Enrollment MAJOR ISSUE HERE IS THE MANDATE TO COVER EMPLOYEES WHO WORK 30 HOURS. OUR ATTRACTION INDUSTRY AND GROCERY/RETAIL STORES DEPEND ON PART TIME EMPLOYEES. LIKELY SCENARIO HAS AN EMPLOYEE WORKING 30 HOURS ONE WEEK AND BEING ENROLLED; NOT WORKING OR WORKING LESS THAT 30 HOURS THE NEXT WEEK AND HAVING TO BE PUT ON COBRA; WORKING 30 HOURS AND GOING BACK ON INSURANCE.....YOU GET THE PICTURE. SOMEONE FROM XEROX IS SUPPOSE TO BE LEADING AN EFFORT TO WORK WITH THE RULES STAFF TO TRY TO GET A MONTHLY AVERAGE. THE DESIRE IS FOR A QUARTERLY AVERAGE BUT NO ONE SEEMS TO THINK WE WILL BE SUCCESSFUL IN GETTING MORE THAN A MONTHLY AVERAGE.  I HOPE THIS HELPS A LITTLE.  NONE OF OUR EMPLOYERS ARE GIVING ANY CONSIDERATION TO THE OFFER TO PURCHASE LONG TERM CARE INSURANCE AS THEY BELIEVE IT MIGHT BECOME A MANDATE IF IT LOOKS POPULAR!  "THE CREEPING AMOEBA" OF GOVERNMENT!



Health Services Coalition (Las Vegas, NV) 

1. Status as a Grandfathered Health Plan:

Implementation period after loss of Grandfather status - Once a plan that is grandfathered creates a plan change that results in a loss of grandfathered status, it is essential that Plans have a reasonable timeframe to implement the requirements triggered by the loss of grandfathering.  Non-grandfathered plan change implementation requires new provider contracts, new claims coding, and new vendor contracts.   Plans should have three months to implement the new requirements (like first dollar prevention benefits and revised external appeals processes).  

Network design – Changes to provider networks and network structure should be excluded from any grandfathering consideration.  This flexibility is an essential component in ensuring adequate networks, physician incentives, participant incentives, and the development of value based health plan design.  

2. Patient’s Bill of Rights: 

Annual Limits -   

· This is an issue of great concern to small plans.  The cost impact of a cap on annual limits and elimination of lifetime limits can threaten the solvency and stability of many self funded plans.  These plans should be eligible for the waiver process if the cost incurred for implementing the regulations concerning annual limits exceeds 10% a year.   

· The regulations should clarify that the allowed “restricted annual limits” does not refer to any specific essential benefit limit (such as a limit on ambulance transport dollars per year) but instead is a global combined annual limit.   

· The annual limits restrictions should be exempted for specialty drugs, as they cannot be regulated or limited through any other plan design or plan management means.

· The restrictions on annual limits should apply only to in-network benefits unless the benefit is only available out-of-network.   The costs associated with accessing out of network benefits have few other methods of management. 

Emergency Room Payment -

· Limits should be set on how much a patient can be balance billed by a provider for costs exceeding the payment made by the plan. 

90 day enrollment requirement:

· Requiring all eligible employees to be actively covered within 90 days of employment will completely destabilize some self funded Taft Hartley funds and drive up the cost of health coverage.    Many plans currently require a wait of at least 4 months before benefits begin, and significant administrative and IT costs will be incurred by changing all eligibility systems to a 90 day waiting period.  

3. Coverage of Preventive Services:  

· The requirements for prevention coverage are extensive. These should apply to in network providers only (unless the care is not available in network), as the costs associated with accessing out of network benefits have few other methods of management. 

· One set of CPT codes should be developed for all plan use , as several of the specific prevention coverage requirements are difficult to categorize for payment.

4. Internal Claims and Appeals and External Review Processes - no specific comments

5. Pre-Existing Condition Insurance Plan (PCIP) – no specific comments

6. Planning and Establishment of State Level Exchanges

· Health Coalitions should be allowed to serve as the host of a state level exchange 

· It is critical that the rules developed in each state protect and include self funded and not-for-profit plans to ensure that the exchanges are competitive and help contain the cost of health care.  

· The rules governing exchanges must ensure that employer-based health insurance does not absorb a disproportionate share of adverse/high risk patients.
7. Adult Dependent Coverage to age 26- 

The Las Vegas Health Services Coalition would appreciate clarification about the coverage of dependent adult children during pregnancy.  The regulations state that children of covered adult dependents are not required to be covered, but it is unclear if that would include prenatal care and delivery. 

8. Early Retiree Reimbursement Program – no specific comments

9. Employer Mandate / Auto Enrollment – no specific comments



Louisiana Health Care Alliance
Our members are focusing on implementation and compliance. Their issues are the lack of good information and the clarity of some regulations.  We are a consultant driven state so our members rely heavily on their agent/brokers to help them through reform. 



Maine Health Management Coalition/Foundation

It may be that we are atypical, but we are not doing much with any of these issues. Maine is in the midst of developing an exchange but our large employer members don't seem to be considering it at this time - it is being considered for smaller employers. We are far more focused on the system redesign and payment reform provisions of the Act here.



Mid-America Coalition on Health Care
For the most part, our employers are using their lobbyists to comment or moving to comply with PPACA. Basically, MACHC’s approach to PPACA is to get HHS in to KC to answer employer questions.

 

Asst Secy of HHS Ned Holland (a founder of our collaborative model) will headline our Annual Meeting, with a reactor panel of (invited) current and past MACHC board members who also serve as chair BCBS Assn, chair Am Hospital Assn, pres Natl Assn of State Ins Commissioners, and former chair NACCHO.



New York Business Group on Health | HealthPass
1) Status as a Grandfathered Health Plan (Deadline: August 16)

The Departments’ interpretation of “grandfathering” and the “if you like your plan, you can keep it” rhetoric are seemingly inconsistent.  The agencies’ own impact analysis predicts that about half of employers will lose grandfathering status by 2013.  Additionally, requiring plans to maintain records as long as grandfathered health plan status is held is unduly excessive and imposes an additional administrative burden.  The document retention time period should be limited to somewhere between 4 and 6 years.  There also should be a greater recognition of the employer’s responsibility to contain health care costs.  For instance, the regulations prohibit the elimination of one plan that results in employees being moved to another lower-cost plan if there is not a bona fide employment reason for doing so.  However, if a given health plan’s premium amount is too high such that it is rendered uncompetitive, the employer should be able to do so if needed.  In this situation, other coverage options may provide greater value for lower cost and the higher premiums may result in reduced wages and cause health costs to unnecessarily increase.  Lastly, the rules stipulate that grandfathered status will be lost if an employer changes insurance carriers.  However, the insurer of a fully-insured company may exit the market or will discontinue certain offerings, forcing the employer to involuntarily seek a new carrier.  Exceptions should be made in these types of situations.

3) Coverage of Preventive Services (Deadline: September 17)

Concerns over value-based insurance design and how future rules will impact this concept are important.  Throughout the reform debate, the Administration praised the merits of VBID and it would be unfortunate if this promising concept was subdued by this new requirement.  NYBGH will be submitting comments on these rules.

6) Planning and Establishment of State-Level Exchanges (Deadline: October 4)

NYBGH/HealthPass will be submitting comments on these rules.  Our main concerns are ensuring that exchanges are responsive to local health and insurance markets, that the federal regulations provide states with enough flexibility to make a realistic attempt at establishing/designating sub-exchanges that can be responsive to local market conditions, that the insurance market rules are the same inside and outside the exchange, that employers’ interests are well-served by the exchange, that quality and cost are prominent features in assisting consumers in their decisions, etc.

7) Adult Dependent Coverage to Age 26

Definition of a child remains unclear, e.g. the rules don’t clarify if voluntarily covered individuals such as nieces or nephews will have to now be covered (since they weren’t considered children using the definition of a child that the IRS uses.  The new rules also don’t address whether or not legally placed foster children will have to be extended coverage.  There needs to be further clarification and clarity regarding whether or not this provision applies to retiree-only plans.

9) Employer Mandate/Auto Enrollment

NYBGH will be submitting comments on these rules and will have further thoughts on this issue once interim rules are released.


St. Louis Area Business Health Coalition

3) Coverage for preventive services – Our members have several concerns around this issue. While the majority already provide low-cost coverage for these services, they are concerned that “mandating” the coverage will make it difficult to keep prices low, particularly for procedures like colonoscopy. Without  regulations around what will constitute value-based benefit design, it’s not clear whether employers could implement reference pricing or another strategy to keep costs down and value high. (We’re considering submitting formal comments here as well.)

9) Employer Mandate/Auto Enrollment – This is another area where our employers are really concerned the regulations are going to come out too late for them to make good decisions and implement the necessary process and technology changes. 



Savannah Business Group on Health

In trying to keep up with all the changes I just learned that HHS is also requiring that all the Bright Futures guidelines developed by the American Academy of Pediatrics must also be covered as part of the preventive care services requirement.  This covers children from new born to age 21 (notice dental screenings appear on this list and states treatment however the Bright Futures list only says to refer to a dental home).  A summary as listed on the website follows:

The new regulation ensures that a comprehensive set of preventive services is available in new health plans for children with no cost-sharing.  These services include:

·         Well-baby and well-child visits:  This includes a doctor’s visit every few months when your baby is young, and a visit every year until your child is age 21.  These visits will cover a comprehensive array of preventive health services: 

o        Physical exam and measurements

o        Vision and hearing screening

o        Oral health risk assessments

o        Developmental assessments to identify any development problems

o        Screenings for hemoglobin level, lead, tuberculin, and other tests

o        Counseling and guidance from your doctor about your child’s health development

·         Screenings and counseling to prevent, detect, and treat common childhood problems like: 

o        obesity to help children maintain a healthy weight

o        depression among adolescent children

o        dental cavities and anemia

·         Immunizations like an annual flu vaccine and many other childhood vaccinations and boosters, from the measles to polio.

 http://www.healthcare.gov/law/provisions/preventive/index.html
 http://brightfutures.aap.org/pdfs/AAP%20Bright%20Futures%20Periodicity%20Sched%20101107.pdf
 

Savannah Business Group on Health’s (SBG) response to NBCH’s request for feedback.

1) Status as a Grandfathered Health Plan 

SBG has taken the position that self-funded plans need to have full control of their plans; that trying to sort out what is and is not allowed; and the benefits of being self-funded do not out way what you give up; therefore SBG is advising our members to not even try to be grandfathered.

2) Patient’s Bill of Rights 

SBG would like to know more about the review of independent self-funded plans.  The intent of the rules seem to only apply to self-funded plans that contract with carriers.  

The medical loss ratio (MLR) reports have been released but we need to see the actuarial value formula and reports.

SBG is waiting on the rules from the Children’s Health Insurance Reauthorization Act and how they will coordinate with PPACA.  

SBG is extremely concerned about what appears to be an any willing provider clause in the new law (Paragraph 175 State Prohibitions on Discrimination Against Health Care Providers).  This is a problem.  Does this paragraph mean that self-funded ERISA plans have to comply with state law or does this paragraph create a federal any willing provider clause?  SBG needs clarification!

3) Coverage of Preventive Services 

SBG has distributed the list of services (along with the CDC immunization list). The list was setup like a check sheet so the members could compare their plan language with the list.  In most cases the plans are more generous than the Task Force recommendations; for those services currently covered.  SBG has a concern that the coding does not exist or does not match for some of the Task Force recommendations.  

We are concerned that there appears to be a move to include dental into the basic essential services.  We wait for the Committee’s list but dental services are showing up in reports and preventative services.  This would be a big change for the majority of plans as they are currently managed as a separate insurance coverage.

4) Internal Claims and Appeals and External Review Processes 

We have no problems here.  Most of this is already being done. 

5) Pre-Existing Condition Insurance Plan (PCIP) 

SBG’s home state of Georgia has opted not to participate.  This brings up the issue of how the federal government operates these required PPACA programs in a State that will not cooperate.  

6) Planning and Establishment of State-Level Exchanges

SBG’s home state of Georgia has opted not to participate.  Again the question is how does an agency develop an exchange without the State? How does an agency contact the federal government that it intends to offer an exchange?

SBG has done some reverse panning and it is our estimate that the federal government needs to have agencies begin applying for grants and exchange authority next year.  If Exchanges have to be operational on 1 January 2014, then Exchanges have to enroll participants, develop a network, and negotiate all the parts of the program by mid-2013.

7) Adult Dependent Coverage to Age 26
SBG has no problems with this section.  We are amending TPA administration agreements to include screening for eligibility for this group of covered lives.

8) Early Retiree Reimbursement Program
SBG’s home state of Georgia has opted out of this program.  SBG’s member s are having to apply directly to the federal government.

9) Employer Mandate/Auto Enrollment

SBG has a member who does something like this now; employees must be on the employers health plan unless they can show proof of coverage from another plan. We see no immediate issues other than the additional steps of checking for ‘other health insurance’.  

 10) Other issues

 SBG knows that there has been a lot of discussion and focus of the issues above; however PPACA is much more complex and has a depth of impact on the self-funded employer than just the issues dealing with plan language and coverage.  

 Examples of other important PPACA issues are primary care medical homes (including care coordination) and accountable care organizations.  Then there is the requirement for care transitions.Our communities have to change their medical operations; such as federally qualified clinics must change a what is the place for public health and health departments.  There is discussion that there will be federally mandated performance measures and payments.  Mental health services are providers under PPACA so is there a seamless transition with Mental Health Parity?  Mental health services are huge issue in communities.  Will PPACA address this?   Then there is EHR and HIE development.  How do we tap into the funds?  When will the Medicare fee schedule be addressed?  Is Medicare the new standard of payment or will employers and carriers continue to pick up the slack for the government?  And the same questions apply to Medicaid.  How much control is the federal government going to place on Medicaid?  Does Medicaid also have to comply with PPACA?

 Although PPACA is law the Democrats and Republicans are both trying to amend the law.  NBCH needs to keep very close track of the activities of both parties.     I am sure I missed something.  SBG is still learning about the law.  

