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Overview

Majority of implementation details are still unknown - reguiations have yet
to be released. '

impact of federal reform may be different in Minnesota as many of the
reforms already exist. However, without additional detail it is difficult at
this point to determine the level of change that may be required.

Status of reform impiementation under federal law:
- Regulations and guidance issued to date
— Provisions currently under discussion
~ Upcoming provisions .

Many of the regulations fo date have been “interim final,” meaning
regulations are adopted and binding without prior public comment -
federal agencies may invite post-adoption comments and incorporate in

final readopted regulation.
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insurance Market: Regulations Issued

» Insurance Changes Effective for Plan Years on or After September 23, 2010:
{Provisions apply fo fully-insured and self-insured plans)

- No lifetime benefit imits and “restricted” annual benefit limits on the “dollar vaiue of
essential benefits”

- Dependent coverage to age 26

- Coverage of preventive services and immunizations as recommended by the U.S.
Preventive Services Taskforce, CDC, and HRSA without cost-sharing

- No pre-existing condition exclusions for kids under age 19

- No rescissions, except in cases of fraud or intentional misrepresentation

« Minnesota Bulletin Issued June 17, 2010:

— Allows health plans to adopt interim endorsements to come into compliance with
September 23, 2010 insurance changes

~ Adoption of endorsements is voluntary and will result in expedited review
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insurance Market: Implemented

» Grandfathered Plans:

— Individuals and employers may keep the pian they currently have, but all heaith plans
must comply with the provisions related to lifetime limits, rescissions, and dependent
coverage. All employer plans must also comply with the provisions relfated to pre-ex for
kids and “restricted” annual limits.

— Grandfathered plans may make routine plan changes (e.g. inflation modifiers, adding
new benefits, or voluntarily adopting new consumer protections).

~ Plans will lose grandfathered status if they make significant changes that reduce
benefits or increase costs to consumers.

~ @Grandfathered plans must disclose to consumers that the plan is not subject to various
rules and consumer protections under PPACA,

¢ Early Retiree Reinsurance Program (ERRP):
~ Program reimburses sponsors of participating employment-based pians for 80% of
claims between $15,000 and $80,000 for early retirees.

- $5 billion was appropriated for use till January 1, 2014 or untit funds exhausted. HHS
started accepting applications on June 29, 2010.
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Insurance Market: implemented

Web Porial:

httpodhwww healthears gov was launched on July 1, 2010

Provides information to consumers to identify coverage options including individual
and group plans, Medicare, Medicaid, CHIP, and high risk pools.

By October 2010, information on medical loss ratics (MLR), eligibility, availability,
premium rates, and cost-sharing will also be available by plan.

The site is also structured to provide consumers with recommendations for
preventive care and comparison information on provider quality.

May be precursor to federal exchange portal.
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insurance Market: Under Discussion

' Medical l.oss Ratio:

in January 2011, 80% MLR for individual! and small group, 85% MLR for large group
NAIC continues 1o work on definitions and methodologies for MLR calculation

Chinical to include “activities that improve health care quality.” Much of NAIC
discussion focused on definition of “quality.”

Premium Rate Review:

in January, annual process to start for premium rate review by states

Relationship to state rate review unclear; how are “unreasonable” rates defined and
what are the potential sanctions,

NAIC still working on recomumendations.
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Insurance Market: Upcoming

* Insurance Changes Effective January 1, 2014:

— Small group definition set at 1 to 100 employees. No federal definition yet of what
counts as an employee. State may act on or before January 2016 io set the definition to .
size 1 to 50 employees.

— Premium variation based on health status prohibited for individuat and smali group.

— Rating variation for individual and small group limited to tobacco use (1.5:1), age (3:1},
geography, and family composition. State to define geographic rating areas.

— Woellness discounts allowed under HIPAA for group plans increased from 20% to 30%
(HHS may increase to 50%). 10-state demonstration to apply weliness discounts to
individual market.

~ Guarantee issue (and renewal} required for individual and small group plans during an
open enroliment period.

— Pre-existing condition exclusions prohibited for fully-insured and self-funded plans.

— Annual limits prohibited for all fudly-insured and self-insured plans.

Coverage Requirements & Assistance: Upcoming

» Individual Coverage Requirement:

— Starting 2014, unless exempted, all must have coverage under a “Grandfathered” plan,
public program, iarge employer plan, or at least a “Bronze” or “Young Invincible” pian.

— Enforced via tax fines administered by IRS.

» Benefit Requirements:

-~ By 2014, HHS is to establish a minimum benefit set ("Bronze” plan} for individuals and
small employers. States may require additional benefits, but must cover the costs of
these additional benefits for individuals elfigible for Exchange subsidies.

- |ndividuals and small employers have the choice of keeping their current plan .
(“Grandfathering”) or choosing from four pian types (Bronze, Siiver, Gold, Platinum). A
“Young Invincibie” plan will also be available.

¢ Individual Coverage Assistance:
~ Medicaid expansion to all non-elderly under 133% FPL in 2014, with no asset test.

—  Premium and cost-sharing subsidies for those not eligible for “affordable” employer
coverage between 133% and 400% FPL buying in “Exchange” starting in 2014. States
may use 95% of subsidy funds that would have been spent for individuals between
133% and 200% FPL without access to employer coverage to establish a “Basic Health
Plan.”
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Coverage Requirements & Assistance: Upcoming

« Empioyer Requirements:
— Starting in 2014, employers with 50+ “full-time” emploveses pay a paenalty for employees

getting Exchange subsidies (first 30 employees exempt).

—~ Fuli-time employees defined as 30 or more hours per week. Both full-time and part-time

employees are included in the calculation of determining if an emplover is a “large
employer”; however, pari-time employses are not included in the penalty calculation.

* Emplover Assistance:
— Regulations have been issued for subsidies available in 2010 for employers not offering

coverage with 25 or iess “full-time” employees with $50,000 average wage. Subsidy
limited to 35% of premiums. In 2014, subsidies available for up to 2 years for up o 50%
of premiums.

e State Waiver:

in 2017, states may apply for 5 year waiver of federal requirements related to coverage
requirements, benefit requirements, subsidies, and Exchanges.

State waiver must provide coverage that is at least as comprehensive and affordable,
cover a comparabie number of uninsured, and not increasa federal funding.
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Payment Reform & Care Coordination: Upcoming

CMS Innovation Center: To be created in 2011 to test and expand Medicare and

Medicaid payment models that reward value instead of volume, including state all-
payer models and other proposals.

Medicaid and Medicare efforts, pilots and demonstrations, for example:

Value-Based Purchasing for a variety of Medicare providers with percent of payment
fied to quality {Development starting in 2011)

Medicare payment incentives/penalties to reduce hospital readmissions (2012} .
Medicaid Bundled Paymeant Demonstration (8 states) (2012)

Medicare Bundled Payment Pilot (2013)

Medicare ACO Shared Savings Program (no later than 2012}

Pediatric ACO Demonstration (2012)
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Quality Strategy: Upcoming

¢ National Strategy: HHS to develop a national strategy 1o improve health care
guality.

A federal interagency workgroup is established in 2010 to coordinate and streamiine
guality aclivities and align public and private secior initiatives.

HHS 1o identify gaps in quality measurement and may award contracts for the
development of quality measures. Stakeholder group 1o advise.

HHS 1o collact, aggregate, and publicly report data on quality and resource use.

Processes to be developed with stakeholders (including states) for the selection of
quality measures to be used in federal programs.

HHS 1o develop and report on 10 quality measures for acute and chronic care and 10
measures on primary and preventive care for physicians and hospitals by 2012.
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Medicaid Reform

« Early Medicaid Expansion:

Chiidless adults; under 65; up to 133% of FPG; 50% federal match
State early option available until 2014, when mandatory
New Medicaid category required

Legistatively authorized until January 15, 2011

« Extended “Maintenance of Effort”:

States may not change eligibility standards, methodologies or procedures until 2014
fot any Medicaid program

MOE for children in place until 2019
Sole exemption; parents above 133% after 2010 if staie is projecting a deficit

No increase in local portion of non-federal share
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Medicaid Reform

« {oss of Bx Rebates

¢ Increased Federal Financing:
— 23 point increase (up to 88%) in CHIP funding from 2013 to 2019
— 100% federal match for primary care rate increases for 2013, 2014

- 90% federal match for health care home services {coordination fees) for 2 years
beginning in 2011

« Home and Community-Based Services:

— Creates incentives for providing home and community-based services, developing the
Community First Choice Option

—  Directs CMS to remove barriers and promote the delivery of home and community-
based sarvices
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Health Reform Implementation Update
July 2010

GUIDING PRINCIPLES: Minnesota’s 2008 health reform package seeks o create meanimgful, transformative
health reform based on the Institute for Healthcare Improvement’s Triple Aim. The goals of the Triple Aim are
. to simultaneously:

e Improve the health of the population;

« Improve the patient/consumer experience; and

e Improve the affordability of health care.

PoOPULATION HEALTH

While all of the reforms strive to improve the health of all Minnesotans, an integral part of the health reform law
1s the public health component, the Statewide Health Improvement Program (SHIP). The goal of SHIP is to help
Minnesotans live longer, healthier lives by reducing the burden of chronic disease. SHIP will use effective,
evidence-based strategies to create changes in policies, environments and systems to support healthy behaviors
that reduce tobacco use and obesity, the leading preventable causes of illness and death,

* 41 grants have been awarded to community health boards throughout the state (several submitted joint
applications) and tribal governments. These grants cover all of Minnesota’s 87 counties and nine of 11
tribal governments.

e  Grantees are required to create community action pians, assemble community leadership teams,
establish partnerships, and implement and evaluate interventions in order to make progress toward a set
of process and performance measures.

MARKET TRANSPARENCY & ENHANCED INFORMATION :

These reforms aim to improve the transparency of health care ¢uality, cost and value in Minnesota, and to
provide better information so that consumers, providers, purchasers and policymakers can make more informed
decisions about health care. The goal of this transparency is to promote quality improvement, better
management of chronic disease and more efficient resource use.

e Statewide Quality Reporting and Measurement System. MDH has contracted with a consortium led
by MN Community Measurement (MNCM) to identify and develop recommended measures to be
publicly reported by Minnesota physician clinics and hospitals. MNCM will also assist MDH in vetting
proposed changes to a broader standardized set of quality measures for which health plans may require
providers to submit data. The measure identification and development process is ongoing and includes
opportunities for public input, both prior to and as part of an annual formal rulemaking process. The
first quality rule was adopted in December 2009, and clinics and hospitals have begun submitting data
on measures established in that rule. The Commissioner is required to annually review standardized
quality measures, including the subset to be publicly reported. MNCM has submitted recommendations
to MDH for changes to the 2010 administrative rule. The amended rule will be released on August 9,

- followed by a 30-day public comment period.

e Provider Peer Grouping. The peer grouping system will compare providers based on value (including
both risk-adjusted quality and cost). The system will initially rely on existing quality measures and
eventually incorporate other measures currently being developed, as well as de-identified health care
claims data for information on price and resource utilization. A contract has been awarded to
Mathematica Policy Research to implement the provider peer grouping system, for total care and up to
six identified specific health conditions. Mathematica will also collaborate with Minnesota Community
Measurement on quality reporting issues and the University of Minnesota to evaluate the project. Work
on the project will build on the approach outlined by the Provider Peer Grouping Advisory Group last
summer. Monthly conference calls to update stakeholders on the project are ongoing.
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CARE REDESIGN & PAYMENT REFORM
The law incorporates models that will change the way we deliver and pay for health care, with the goal of
improving quality, reducing costs and promoting more consumer engagement in health care choices.

Health Care Homes. A health care home is a redesign of primary care, allowing providers, patients and
families 10 work in partnership to improve health and quality of life. Health care homes aim to improve
the patient experience by centering care around the patient and family, improving access to care, and
coordinating care between providers and community resources. Health care homes also represent one
type of payment reform because providers will be reimbursed for care coordination and recertified based
on outcomes. Certification standards for health care homes were created through a stakeholder process.
MDH and DHS have developed the payment methodology and a tool providers can use to categorize
patients for payment. MDH held a series of regional workshops on certification throughout Minnesota
in May and June, which about 500 people attended. _

Baskets of Care. Baskets of care wiil bundle services together in order to encourage providers, payers
and consumers to think differently about episodes of care by packaging related services together in a
way that supports high-quality, lower-cost care. Baskets pull together health care services that are
currently paid for separately, but are usually combined to deliver a full diagnostic or treatment
procedure for a patient. The initial eight baskets include diabetes, prediabetes, preventive care for
children, preventive care for adults, asthma care for children, obstetric care, low back pain and total
knee replacement. The permanent rule relating to baskets of care became effective in March.

SUPPORTING ACTIVITIES

Consumer Engagement. The law requires that MDH develop strategies to engage consumers around
the 1ssues of cost and quality in health care. MDH has been embedding discussions and awareness about
these issues throughout the health reform efforts. MDH is exploring what incentives are needed to get
consumers to act themselves or advocate for health system changes. A report to the Legislature is
available on our website.

E-health. MDH and the e-Health Advisory Commitiee are working to ensure that all health care
providers have interoperable health records by 2015. This effort is supported by an estimated $600-800
million in Medicare and Medicaid incentive payments for meaningful use of electronic health records.
MDH and DHS arc actively working through state and Federal efforts to help providers meet health
information exchange and quality reporting requirements for the incentive payments.

Administrative simplification. Health care payers and providers are now required to conduct eligibility
verifications, claims and remittance advice transactions electronically using a standard format and
content. Implementing these standards is expected to save the health care delivery system $60 million
annually. MDH and the Minnesota AUC are currently working on developing standard fransactions
guides for new Federal requirements and to achieve further administrative simplification,

Essential benefit set. A work group met this fall to make recommendations on the design of a health
benefit set that provides coverage for a broad range of services and technologies, is based on scientific

- evidence that the services and technologies are clinically effective and cost-effective, and provides

lower enrollee cost sharing for services and technologies that have been determined to be cost-effective.
Challenges associated with designing the essential benefit set include tradeoffs beiween
comprehensiveness of benefits and affordability, and designing mechanisms to encourage greater use of
effective health care services and less use of ineffective or low-value services. The work group’s report
to the Legislature is available on our website.

Projecting health care costs and measuring savings. MDH has published annual estimates for public
and private health care spending, as well as 10-year projections for what health care spending would
have been without Minnesota’s health reforms. MDH is required by law to determine the difference
between actual and projected spending and the percentage of estimated savings that are attributable to
state-administered health care programs. This comparison did not vield savings for 2008, largely
because many of the health reforms had not taken place. The report is available on our webstte.

For more information: www.health.state.mn.us/healthreform



Hsgh Risk Pools- Upda’ie

[ S P bl g 10 W"‘;. I H T .
Legisiative Commission on Health Care Acces

o3
B e’ LE O S SRR

\.} £

Pre-Existing Condition Insurance Plan (PCIP)

e Started Taking Applications July 1, 2010.

» Run by HHS (along with U.S. Office of
Personnel Management and the U.S.
Department of Agriculture’s National Finance
Center).

* Primary administrator at HHS ran Maryland High
Risk Pool.




PCIP (Cont.)

e Government Employees Health
~ Association (GEHA) a national non-profit
insurance association will be the plan
administrator.

* Premium Rates and Benefit Design Still
Being Set (Expected to come out July 15,
2010).

e Single Plan Design- No Deductible
Choices.

PCIP (Cont.)

» According to OCHO, applicants who are
approved for enroliment by July 15" should get
coverage starting August 15t but this is looking
more like September 1, 2010.

« Generally, a completed application received on
or before the 15th of the month will go into
effect on the first day of the next month.

* A completed application received after the 15th
of the month will go into effect on the first day of
the following month. :

Source: Mgy DenTRaeas i v g e oo N e




PCIP (Cont.)

HHS has received around 350 applications
as of July 6" (primarily Texas and Florida). -

Averaging 400 calls a day.

Portal has ability to get applications for 30
states.

HHS will have state specific data sometime
in August.
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Coordinating MCHA, PCIP and DHS

Commerce, DHS and MCHA have reported data to HHS.

Agency websites have been or will be updated 1o provide current
information on PCIP, MCHA and public programs.

MCHA websiie 1o provide link to PCIP & DHS sites.

wwy HesithCare aov provides link to information on PCIP site, MCHA
& Minnesota Health Care Programs.

Medical Assistance and MinnesotaCare closing notices already contain
information about the MCHA program, including a phone

number. Efforts are underway to update.

MCHA has a Resource list that includes info on coverage options in the
private market and Minnesota Health Care Programs. Efforts are
underway o update.

Commerce and DHS have ongoing mestings/calls to discuss .
coordination.

Meseting with MCHA, DHS and MCHA's TPA to discuss messaging.
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PCIP Comparison to MCHA

MUHA

PCIR

Elgibility Reguirernents:

= All enrollees must be residents of Minnesota,
Appficants that can apply:

+ HIPAA sligibie;

« Health Gare Tax Credit {HGTC} efigible;

+ > 85 and not efigible for Medicare;

+ Rlejection from an agent ar msurance carier; or
» Prasumptive condition

Special Populations:

= Ayan White HIV/AIDS individuals through MN DHS
« Medicare Eligitle: > B5 or < 85 with disabifity

Eligibte Individuals Must:

« Be a citizen or hational of or lawhully present in the US;

» Not have been covered under creditable coverage (as defined in Section
2701 (c) {1) of the Public Health Service Act) for the previous 6 months before
appiying for coverage;

+ Have a pre-existing condifion, as determingd in & manner consistent with
guidance issued by the Secretary {cumently this can be satisfied by a denial
{etter from a carrier).

Bensfita/Covarage:

Pre-existine Condition Limitation:

& months (Some statutory waivers

Reductible Plans:

$500; $1,000; §2,000; $5,000; $10,000: and HOHP
Outpatient/Other Benefits: Member share is 20% after
the deductible is met

Individuat Qut of Pocket tirmits:

Benefits/Coverage Must Have:

+ A actuarial value of at feast 85 parcent of toial aliowed costs;

+ An out-of-packet limit no greater than the applicable amount for high-
deductible health plans linked to health savings accounts or 5,950 per
individua! (IRS: 222 (¢} (2}

= No pre-existing condifion exclusions.

$30060 to $10,000
Litetime Maximum Benefit:
$5 mitlion
Pramiums: - Premiums range between 101% anc 125% of the | Premiums Must
weighted average for a comparable individual « Ble established at 100% of the standard non-group rate
palicy sold in ’s commercial market « Not have age rating greater than 4 1o 1
. Rates are difiersniiated by 5 vear age bands » Expected range is $100 1o $800 a month
Funding: MCHA s currently funded through member premiums | Total Federal Funds: §5 Billion

that wers set at 123% of market rates in 2010 and by
assessments on all insurers that seli heaith and accident
inswrance.

MN premiums {2009): $122,028,917.

M incurred claimes [2008): $241,370,823.

{Avafiable: 7710 - 1/1/14}
Statas Allocation based on popuiation simitar 1o SCHIP Funding Formuda. Can
be realtocated by HHS.

MN Asgessments (2008 §125.308 804,
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LEGISLATIVE COMMISSION ON HEATH CARE ACCESS
Wednesday, July 14, 2010- 12:30 pm
State Capitol—Room 15

THE MINNESOTA COMPREHENSIVE HEALTH ASSOCIATION'S
CONTINUING ROLE ~POST FEDERAL RISK POOL

MCHA will continue to serve Minnesota residents who do not qualify for new federal
risk pool ( the Pre-existing Condition Health Plan} through December 31, 2013,

Currently, MCHA has 27,137 members

Wheo Eligible ? -- Minnesota residents who have pre-existing health conditions, do not
have to be without health insurance for six months prior to application, and do not have
to be American citizens,

Premiums will still be above market rates for a comparable individual policy sold in MN,

Six benefit plans will continue to be offered: $500, $1,000, $3,0000 (federally qualified
High Deductible Health Plan), $5000, and $10,000 deductible plans; and a Basic
Medicare Supplement plan,

MCHA will continue to be funded by two sources: 1. Premium revenue that is above
market rates—within range of 101% and 125% of average rate for individual policy sold
in MN., and 2. Assessments on all companies that sell health insurance in MN. (self-
insured companies and organizations cannot be assessed due to federal ERISA law),

No eligible applicants will be turned away due to lack of program funding,

MCHA will continue to offer disease management, case management, and muitiple
health and wellness programs to help members improve their health,

MCHA will continue to join with the other 34 state high risk pools in seeking grant
dollars from Congress to help offset plan losses and help the pool provide premium
subsidy programs for low income members,

MCHA will eontinue to urge the Minnesota Legislature to help make funding for MCHA
more equitable by considering to broaden the funding base by, for example-- increasing
Provider Tax (which applies to self-insured firms) or increasing cigarette, alcohol tax)
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SENATOR LiND4 BERGLIN, 61
Senator Paul EE. Koering, 12
Senator Tony Lourey, 08
Senator John Marty, 54
Senator Julie Rosen, 24

REPRESENTATIVE ToM HUNTLEY, 07A
Representative Jim Abeler, 48B

85" LEGISLATIVE SESSION

THE LEGISLATIVE
COMMISSION ON
HEALTH CARE

Representative Steve Gottwalt, 15A
Representative Erin Murphy, 64A ' A ~N LR
Representative Paul Thissen, 63A = CCESS

COMMISSION WORKING GROUPS

1.
2.

Working groups will update the full Commission on their progress regularly.

Working groups will each submit recommendations on their respective topics for consideration by the
full Commission.

The Commission Co-Chairs will appoint working group co-chairs and members through an application
process.

Each working group will include a combination of legislators and private or non-profit sector advocates
with expertise or interest in that area.

The Commission Co-Chairs will outline the scope for each working group and assign a deadline for final
recommendations to be submitted to the Commission.

Working groups include:
o Health Insurance Exchange
o Payment Reform
o Small Group Insurance Market

o Work Force Shortage



HEALTH INSURANCE EXCHANGE

Scope: To investigate possible funding and options available to states for studying and operating exchanges.

o Determine how many exchanges are appropriate for Minnesota.
a. Should we have one for small businesses and one for individuals?
b. Should we have one for everyone?
o Decide who should operate the exchange
a. State agency?
b, Private/public non profit?
o Report on ways which ongoing operating costs could be paid
o Determine the scope of products
a. Should we include all products or a limited scope?
b. Should different products be available for different exchanges?
o Determine whether it is best to create our own exchange or participate with a multi state group
o Decide if plan subsidization is needed
a. Should we do a coverage wrap around?
b. Should we subsidize further than the Federal Government does?
o Assess the best time to start an exchange
a. Should we start it before the mandated time of 20147
b. Afe subsidies available to start earlier?

o Determine if other studies have information on exchanges that would be helpful

7/13/2010 2



PAYMENT REFORM

Scope: To explore payment reform options for Minnesota.

o Investigate watvers or pilot programs for payment reform
o Determine what Minnesota can do beyond federal payment reform

o Explore whether the rule allowing for only one Medicaid pilot project per area will apply to this and if
walvers are possible

o Decide whether the advanced primary care pilot or other pilots are best for Minnesota

7/13/2010 3



WORK FORCE SHORTAGE

Scope: To thoroughly review issues and solutions for health care work force shortage in Minnesota.

o Identify current and anticipated health care workforce shortages, by both provider type and geography

o Evaluate the effectiveness of incentives currently available to develop, attract, and retain a highly skilled
health care workforce

o Study alternative incentives to develop, attract, and retain a highly skilled health care workforce and
recommend whether to replace, enhance, or supplement current incentives with new ideas, including

payment reform

7/13/2010



SMALL GROUP INSURANCE MARKET

Members:

e Two representatives from the Minnesota Council of Health Plans;

Two representatives from the Minnesota Association of Health Underwriters;

One representative from the Insurance Federation of Minnesota;

One representative from the Minnesota Chamber of Commerce;

One representative from the National Federation of Independent Businesses - Minnesota;

Two representatives from employers whose businesses employ 50 employees or fewer;

Two representatives from employers whose businesses employ between 51 and 75 full-time employees;

Two representatives from employers whose businesses employ between 76 and 100 full-time

employees;

Oupe representative from employees of businesses that employ 50 employees or fewer;

One representative from employees of businesses that employ between 51 and 100 full-time employees;

Two senators, including one member from the majority party and one member from the minority party,

appointed by the Subcommittee on Committees of the Committee on Rules and Administration of the

senate;

¢ T'wo members of the house of representatives, including one member appointed by the speaker of the
house and one member appointed by the minority leader

¢ The commissioner of commerce or the commissioner’s designee.

® & @
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Scope: To study and report on the options available to increase rate predictability and stability for groups of
100 or fewer employees. '
o Analyze implementation options in expanding the small group definition to 100 employees

o Research underwriting concerns and rating requirements and the implications of change in small group
market size on the entire health insurance market, and limitations on renewal, enroliment methodologies,
and processes

o Study costs for employers, employees, brokers, and health plans

o Determine how to assist employers in understanding the implications of employers migrating from fully
insured to self-insured and associated risks

o Create a uniform application form

o Research education and compliance issues related to the offering of Section 125 plans under Minnesota
Statutes, section 62U.07 :

o Assure compliance with federal law, including expeditious implementation of federal health care reform
requirements.

7/13/2010 5






Health Care Spending & Projections

TRARTMENT oF HEALY

Legislative Requirements’

Estimate actual health care spending for MN residents for the
calendar year two years prior and obtain actuarial certification
of the estimates

Calculate annual projected health care spending for MN
residents; establish a health care spending baseline that
assumes the 2008 MN reforms were not implemented

Determine the difference between estimated actual and
projected health care spending

if estimated actual spending is less than projected spending,
calculate the portion of the difference aftributable to state-
administered programs.

WIE AT ETER

 Minnesota Statutes, Section B2U.10



Billions of Dolars

Ten Year Trend in Minnesota Health Care Spending
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Minnesota and U.S. Total Health Care Expenditure Growth

2007 2008
MN us RN us
Public Spending 8.0% 6.6% 8.2% 6.8%
Private Spending 6.5% 51% 4.0% 2.3%
Total Spending T1% 5.8% 57% 4.4%

Source: MDH, Health Economics Program




Minnesota and U.S. Per Capita Health Care Spending and
Share of the Economy

2004 2005 2006 2007 2008
Per Capita Spending:
Minnesota 35,408 $5,706 $8,029 $6,403 $6,720
u.s. $5,916 %6,262 36,616 $6,929 $7.166

Health Care Spending as & Share of the Economy:
Minnesota 12.3% 12.5% 12.9% 13.2% 13.4%

u.s. 14.6% 14.7% 14.7% 14.8% 15.1%

Source: MDH, Health Economics Program : ’ s
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Shares of Health Care Spending by Payer in 2008,
Minnesota and U.S.

Minnesota us.

Other Pubiic

Other Pubtic
Spending’ , 6.8%

Spending', 8.7%

Medicat
Assigtancs, 18.4%

Private Health
k, insurance, 35.9%

Medical

Private Health Assistance, 16.6%

j thsurance, 42.5%

Medicare, 16.7%

: Cut of Pocket
suata? 8
Other Privaie®, Out of Packet, Gther Private®, 12,7%

o
2.7% 12.9% 3.5%

Source: MDH, Heaith Economics Program

1 Includes, among others, MinnasolaCare, General Assistance Medical Care, government workers’ compensation,
Vetarans Affairs, antd Minnesota Comprehensive Health Associafion

2 Other major private payers include private workers’ compensation and auto medicat insurance
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Projections of Health Care Spending

Do not include the impact of the health care reforms
enacted in 2008

Projections are calculated for total health care spending
and spending excluding Medicare and long-term care

Methods are similar to those used by CMS to develop
national health care spending projections

Projections are derived from:

— Econometric models of private heaith care spending

— Public health care spending projections based on DHS forecasts and
the CMS Actuary

Projections are different from those published earlier:

— Revisions to macroeconomic variables and methodology to refiect the
anticipated effects of the economic recession and recovery

— Changes to CMS price indices and methods
— Updated MN-specific health spending estimates
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Health Care Spending in Minnesota,
1998-2018
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—a— Total Health Care Spending - Health Care Spending exciuiing Medicare and Long-Term Care

v t T 3 v ¥ + ¥ T t g 3 T T +
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Actusl Spending

Projected Spending

Actual Less Projecied

% Difference

Toial Spending

$35,148.3

$35,085.5

$63.8

0.2%

Tolal Spending fess Madicare and
Long Term Care

$24,662.8

$24,494.3

$168.5

G.7%
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Inventory of Funding Opportunities
May 24, 2010

Summ ary if'he bealth care reft_)rm law incluci_es a number of funding opportunities of
interest to states. This analysis provides a listing of those programs along with
key funding mformation. For some programs, the law includes both
authorization and appropriations, thereby guaranteeing funding at the
specified levels for the vears cited in the law. The majority of programs,
however, only receive an authorization in the law and will require funding
through the appropriations process. As such, it 1s unclear if or when (and at
what levels) these programs will be funded.

Backgrmmd In general, discretionary programs follow a two-step process to receive
funding. A program is created or continued through enactment of authorizing
legislation. This legislation also authorizes the maximum amount to be
appropriated by either specifying an amount by fiscal year or aliowing for
“such sums as may be necessary.” The program then may or may not be
funded through inclusion in the annual appropriations bill. Almost all
discretionary programs included in health care reform fall under the
Labor/Health and Human Services (HHS)/Education appropriations bill.

Congress may bypass the two-step process by including funding for the
program in the authorizing faw. Such spending is referred to as direct or
mandatory spending. Some direct spending is funded by permanent
appropriations in the authorizing law. Other direct spending (appropriated
entitlements such as Medicaid), is funded in appropriations acts, but the
amount appropriated is controlled by the authorizing legislation.

Funéing ' Table 1 provides a list of the funding opportunities contained in the health

.y care reform law that may be of interest to states, inciuding those going directly
Oppﬁrtunlties to state or Jocal governments, or to entities within a state, such as institutes of
higher education and health care facilities. The table displays. when specified
in the law, the following information on each grant:

» Eligible Entities -~ A listing of entities eligible to directly apply for
funds.

s  Start Date — In some instances, the law mandates a start date for the
program. For example, the Department of Health and Human Services
{HHS) must establish the High-Risk Pool within 90 days after the
law’s enactment. In other instances, the law specifies the fiscal years
for which funding is appropriated or authorized. Many of the
programs begin in fiscal year (FY) 2010. However, it is uniikely that
those programs requiring an appropriation will be funded in FY 2010,
given that the end of the fiscal year is less than five months away and
supplemental appropriations would be necessary.

Federal Funds Information for Siates. 444 N. Capito! S, NW, Suite 642, Washington, DO 20001
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Direct Appropriation — Indicates if the program’s appropriation is
included in the law.

Type of Grant — When specified in the law, the table indicates the type
of grant (competitive, formula, demonstration, cooperative
agreement). The table does not include selection criteria, which were
specified for some of the programs.

Matching/Maintenance of Effort (MOE) requirements -~ Indicates
when a program requires the grantee to contribute a non-federal share
or maintain spending at a certain level. Some of the programs include
language to ensure that the funds supplement, not supplant, state
funds.

Discretionary Funding Per the Congressional Budget Office (CBO) —
The law does not explicitly specify whether funding is mandatory or
discretionary. CBO released a report that estimates the potential
effects of health care reform on discretionary spending. Those
programs included in the CBO report are highlighted on the table. In
contrast, those programs that received a direct appropriation are
considered mandatory programs,

Funding Information — This provides additional details about the
funding levels authorized and/or appropriated for the program.

Next Steps

More information on the programs is availabie in the health care reform law
(P.L. 111-148 and P.L. 111-152). However, the program details (such as the
timing, programmatic/financial requirements, and the specific funding
distribution method) will not be known until the secretary of HHS issues

program-specific guidance.

For additional information,
contact:

Trinity Tomsic

Phone: 202-624-8577
Fax: 202-624-7745
ntmwww s org
E-mail: tomsigiaiffis.org

Copyright © 2010 FFIS Federal Funds Information for States. All rights reserved.
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Centers {existing
program)

and territories

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO Information
Title | - Quality, Affordable Heaith Care:
Health Insurance State Yes X 530 million in first
Consumer government (Year 1) year; future years -
Information or exchanges authorizes such sums
operating in as necessary
states
Premium Review Staie FY 2010 Yes Formula 5250 million for FYs
Grants government 2010-2014; No state
should receive less
than $1 miliion or
more than $5 million
annually
High Risk Pools State No later Yes MOE tevel - $5 biliion total {for
government than 90 maintain claims and
or non-profit | days after spending at administrative costs)
private entity | enactment prior-year
level
Welness Program State No later Demo. Cost neutral
Demonstration government than
{up to 10) 7/1/14
Health Insurance State No later Yes Secretary Secretary of HHS
Exchange - government than discretion determines amount;
Planning and 3/23/11 no grants awarded
Establishment after January 1, 2015
Grants
Grants for State and local
Implementation of government
Appropriate
Enrollment HIT
Title li - Role of Public Programs:
Community First State Fy 2011 Matching Six percentage point
Choice Option government based on increase in Medicaid
FMAP FMAP
Money Follows the State FY 2011 Yes Demo. $450 million annually
Person government for FYs 2011-2016
Rebalancing
Demonstration
{existing program)
Aging and State FY 2010 Yes | Cooperative At least 5% $10 milion annually
Disabiiity Resource government agreement | of total cost for FYs 2010-2014

FEFIS Special dnafvsis 1002
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching

Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions | S Per CBO Information
Medicaid Health State 1/1/11 Matching States will receive
Home for Enroliees government based on 90% FMAP for
with Chronic FMAP services for first eight
Conditions quarters
Medicaid Health State 1/1/11 Matching $25 million total
Home for Enrollees government hased on
with Chronic FMAP
Conditions:
Planning Grants
Medicaid State 1/31/12 Demo. Program through
Integrated Care government December 31, 2016;
Hospitalization {up to 8} budget-neutrality
Demonstration requirement
Program
Medicaid Global State FY 2010 Demo. X Authorization for such
Payment System governrment sums as necessary for
Demonstration {upto 5) F¥s 2010-2012
Program
Pediatric State 1/1/10 Demo X Authorization for such
Accountable Care government SuUmMSs as necessary
Organization from January 1, 2016 -
Demonstration December 31, 2016;
Program budget saving

requirement

Medicaid Siate FY 2011 Yes Demo. 575 million for FY
Emergency government 2011
Psychiatric
Demonstration
Project ]
Maternal, infant, State FY 2010 Yes Funds must $100 million for
and Early government, supplement FY 2010, 5250 million
Chitdhcod Home territories not supplant for FY 2013, S350
Visitation Grant {non-profit if. state funds million for FY 2012,
Program state doesn’t $400 million for

apply or FY 2013, 5400 million

receive funds for FY 2014
Services 1o Public or non- FY 2010 X Authorizes 53 million
Individuats with a profit entity in FY 2010 and such
Postparium {including sums as necessary for
Condition state and local FYs 2011 and 2012
government)

Personal State FY 2010 Yes Formula Maintain 575 million annually
Responsibility government FY 2009 for FYs 2010 - 2014
Education Grant {local spending
Program organization if level

state doesn't
apply)

FFIS Special Analysis 10-02
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

. Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions $ Per CBO information
Abstinence State FY 2010 Yes Formula S50 million annually
Education govermment for FYs 2010-2014
{restoration of
funding for existing
program)
Titie 1 — improving the Quality and Efficiency of Health Care:
Hospital Value- Hospitals FY 2013 Incentive payments
Based Purchasing made to hospitals for
Program performance are paid
for by a reduction in
hospital payments
Hospital Value inpatient No later Demo, Three-year
Purchasing critical access than demonstration,
Demonstration hospitals and 3/23/12 subject to budget
hospitals not neytrality
eligible for
purchasing -
program
Grants or Entity that FY 2010 X Authorizes 575 miflion
Contracts for meets annually for FYs 2010-
Quality Measure specified 2014
Developrent criteria
Grants or Entity that FY 2010 Matching X Authorizes such sums
Contracts for meets reguirement as necessary for FYs
Collection of Data specified 2010-2034
for Quality and criteria
Resource Use
Measures
Rural Community Expand Demo. X
Hospital participating
Demonstration states
Program (one-year
extension}
Medicare Rural Staie Authorizes such sums
Hospital Flexibility government as necessary for FYs
Program 2013-2012 to be
{extension} appropriated from the
Federal Hospital
Insurance Fund
Medicare State health FY 2009 Yes Specifies additicnal
Prescription Drug insurance funding amounts to
Program - programs, be appropriated by
Additional Funding area agencies entity for FYs 2009-
for Qutreach and on aging, and 2010 {$7.5 miflion in
Assistance for Low- | aging and FY 2009 and 515
Income Programs disability million in FY 2010 for
{existing program) resource health insurance and

FFEIS Special d4nalvsis 10-62

Page 5




Table 1 - inventory of Funding Opportunities in Health Care Reform Law

. Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding -
Program Name Entities Date : Approp. Grant | Provisions S Per CBO information
centers agencies on aging;
S5 million in FY 2009
and $10 million in FY
2010 for resource
centers}
Quality Health care Matching
improvement provider/org.
Technical and other
Assistance and specific
tmplementation entities
Grants
Community Heatth | State or state-
Teams designated
entity
Regionalized State Competitive Matching X
Systems for government {25% of
Emergency Care and total funds)
Responses state/local
partnerships
Trauma Care Quatified FY 2009 MOE X Authorizes 5100
Centers (3 grants) public trauma requirement ' million for FY 2009;
centers - secretary such sums as
discretion necessary for FYs
2010-2015
Trauma Service State FY 2010 Formuia Funds must X Authorizes $100
Availability government bhased on | supplement million annually for
approp. level | not supplant FYs2010-2015
state funds :
Demonstration Specified Demo. Matching
Program to institutes of
integrate Quality Higher
Improvement and Education
Safety Training into {IHEs)
Clinical Education
Title IV - Prevention of Chronic Diseases and Improving Public Health:
%
Prevention and FY 2010 Yes $500 miltion for FY
Public Health Fund 2010, 5750 million for
(1o increase FY 2011, 51 billion for
funding for certain FY 2012, $1.25 hillion
programs for FY 2013, 51.5
authorized by billion for FY 2014,
Public Health and S2 billion for FY
Services Act} 2015 and thereafter
Education and Priority X Authorizes such sums
Outreach funding for as necessary
Campaign states and
Regarding other entities

Preventive Benefits

FFLS Special Analvsis 10-02
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date  Approp. Grant | Provisions % Per CBO Information
Grants for School-based FY.2010 Yes S50 mittion annually
Establishment of health center for FYs 2010-2013
School-Based or sponsoring
Health Centers facility
Grants for Scheol-based FY 2010 Matching X Authorizes such sums
Operation of health center {20% of as necessary for FYs
School-Based Or 5pONSOFing grant); 2010-2014
Health Centers facility funds must
supplement
Research-Based Community- X Authorizes such sums
Dental Disease based provider as necessary
Management of dental
services
(including
state or local
health
depariments)
Oral Health State FY 2030 | Cooperative X Authorizes such sums
Infrastructure government agreement as necessary for FYs
and territories 2010-2614
Pregnancy Risk State X Authorizes such sums
Assessment government as necessary
wMonitoring System
{mandated state
report)
Naticnal Oral State FY 2010 X Authorizes such sums
Health Surveillance government as necessary for FYs
System (o and territories 2010-2014
increase
participation of
states}
improving Access State 1/1/13 Matching One percentage point
to Preventive government based on increase in FMAP
Services for Eligible FMAP
Adults in Medicaid
Incentives for State No later Yes 5100 million for five-
Prevention of government than year period, beginning
Chronic Diseases in 1/1/11 January 1, 2011
Medicaid
Community State and local FY 2010 X Authorizes such sums
Transformation government, as necessary for FYs
Grants and 2010-2014
community-
based
organizations
FFIS Special dnalvsis 10-02 Page 7




Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO Information
Healthy Aging, State and local FY 2010 X Authorizes such sums
Living Well Pilot health as necessary for FYs
Project departments 2010-2014
Demonstration State FY 2010 Demo. X Authorizes such sums
Program to government as necessary for FYs
Improve 2010-2014
Immunization
Coverage
Demonsiration Community. Cooperative X Authorizes such sums
Project Concerning | health centers agreement as necessary
Individualized {up to 10)
Wellness Plan
Epidemiology- State and local FY 2010 X Authorizes $190
Laboratory health million annually from
Capacity Grants depariments, FYs 2010-2013
and academic
centers
Program for Heaith X Authorizes such sums
Education and professions as necessary for FYs
Training in Pain schools, 2010-2012
Care hospices, and
other
private/pubtic
entities
CHIP Obesity Local FY 2610 Yes Demo, 525 million for FYs
Demonstration government, 2010-2014
Program (existing health
programy} department or
educational
agency;
commurity-
based
grganization;
other specified
entities
Title V ~ Heaith Care Workforce:
State Workforce State FY 2010 Competitive Matching X Planning grants:
Developmeni workforce {(planning - Authorizes 58 million
Grants investment 15% of for FY 2010 and such
boeards grant, SuUms as necessary
implement - thereafter; implement
25% of grants: authorizes
grant) $150 mittion for FY

2010 and such sums
as necessary
thereafter

FEIS Speciad Analvsis 102 -
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MIOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO information
State and Regional State, state FY 2010 X Authorizes 54.5
Centers for Health workforce million annually from
Workforce Analysis invesiment FYs 2010-2014;
boards, and authorizes such sums
other specified as necessary for FYs
entities 2010-2014 for
jongitudinal analysis
Grants to Nurse- Nurse- Fy 2010 X Authorizes S50 million
Managed Health managed for FY 2010 and such
Clinics health clinics SUMS as necessary
from FYs 2011-2014
Primary Care Hospitals, FY 2010 X Authorizes 5125
Training and schoals of million for FY 2010
Enhancement medicine, and such sums as
public or necessary for FYs
private non- 20112014
profit entities
Training IHEs Fy 2011 X Authorizes $10 million
Opportunities for for F¥s 2011-2013
Direct Care
Workers
Training in Hospitals, FY 2010 X Authorizes $30 million
General, Pediatric, schools of for FY 2010 and such
and Public Health dentistry, sums as necessary for
Dentistry public or FYs 2011-2015
private non-
profit entities
Alternative Dental IHEs, state or X Authorizes such sums
Health Care county public as necessary
Providers health clinics,
Demonstration and other
Project specified
_ entities
Geriatric Geriatric FY 2011 Funds must X Authorizes $10.8
Workforce education supplement million for FYs 2011-
Deveiopment centers not supplant 2014
federal,
state, and
local funds
Mental and tHES FY 2010 X Authorizes $35 miflion

Behavioral Health
Education Training
Grants

for FYs 2010-2013

FFIS Specicé Analvsis 10-02
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO information
Nurse Retention Schools of FY 2010 X Authorizes such sums
Grants nursing and as necessary for FYs
health care 2010-2012
facilities
Granis to Promote Public or non- FY 2010 X Authorizes such sums
the Community profit private as necessary for FYs
Health Workforce endities 2610-2014
(including
states and
public health
departments)
Demonstration Federally FY 2011 Authorizes such sums
Grants for Family qualified as necessary for FYs
Nurse Practitioner health centers 2011-2G14
Training Program and nurse-
managed
heatth clinics
Area Health Schools of FY 2010 Matching X Authorizes $125
Education Centers medicine and requirement roillion annually for
schools of | FY52010-2034
nursing :
Primary Care State FY 2011 Competitive X " Authorizes 5120
Extension Program government million annually for
- State Hubs F¥s 2011-2012 and
such sums as
necessary for FYs
2013-2014
Demonstration State Fy 2010 Yes Demao. S80 million annually
Project to Provide government, for FYs 2010-2012,
Low-Income territories, $85 million for FYs
Individuals with tHEs, local 2013-2014
Opportunities to workforce
Address Health investment
Professions board, and
Workforce Needs others . :
Demonstration State No later Yes Demo, S5 rillion annually for
Project to Develop government than F¥s 2010-2012
Training and {up to 6} 9/23/11
Certification
Programs for
Personal or Home
Care Aides
Teaching Health Teaching Fy 2010 X Authaorizes §25 million

Centers
Development
Grants

health centers

in FY 2010, 550
million annually in FYs
2011-2012, and such
SLMS 35 Necessary
thereafter

FFIS Special dnalvsis 10-02
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

tong-Term Care
Facilities

care facilities

Matching
Eligibie Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO Information
Payments to Teaching FY 2011 Yes Formula X $230 million for FYs
Teaching Health health centers 2011-2015
Centers that Offer
Graduate Medical
Education
Programs
Graduate Nurse Hospitals FY 2012 Yes Reimburses 550 million annually
Education {upto5) specified for FYs 2012-2015
Demonstration costs
_ Federally Qualified FY 2010 X Authorizes specific
Health Centers funding for FYs 2010-
(existing program) 2015, increases
' authorization from
52.9 billion in FY 2010
to 58.3 billion in FY
2015, with specified
adjustments
thereafter
Awards for Co- Qualified FY 2010 X Authorizes $50 million
Locating Primary community for FY 2010 and such
and Specialty Care mental health sums as necessary for
in Community- programs FYs 2011-2014
Based Mental
Health Settings
Title VI — Transparency and Program Integrity:
Nationwide State FY 2010 Yes Matching Not to exceed 5160
Program for government requirement - million for FYs 2010-
National and State 2012
Background Checks
on Direct Patient
Access Employees
of Long-Term Care
-Faciiities
Establishment and IHEs FY 2011 X Authorizes 54 miflion
Support of Elder for FY 2011, 56 million
Abuse, Neglect and for £Y 2012, and 8
Exploitation million annually for
Forensic Centers ) FYs 2013-2014
Enhancement of Leng-term Fy 2011 X Authorizes $20 million

for FY 2011, $17.5
million for FY 2012,
and 515 milkion
annually for FYs 2013-
2014

FEIS Special dnalvsis FO-02
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

]
I

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO Information
Grants to Enhance State FY 2011 Formuia Funds must X Authorizes 5100
the provision of gavernment supplement million annually for
Adult Protective and territories not supplant FYs 20311-2014
Services federal,
state, and
local
resources
Adult Protective State and tocal Fy 2011 X Authorizes $25 million
Services - State government annually for FYs 2011-
Demonstration 2014
Projects
Grants to Support Eligible Fy 2011 X Authorizes $5 million
the Long-Term entities with in FY 2011, 57.5
Care Ombudsman relevant million in FY 2012, and
Program experience $10 million annually
for FYs 2013-2014;
training program -
authorizes 510 million
annually for FYs 2011~
2014
Grants to State State agencies FY 2011 X Authorizes $5 million
Survey Agencies that perform annually for FYs 2011-
surveys of 2014
nursing
facilities
Title X ~ Strengthening Quality, Affordable Health Care for All Americans:
State Balancing State FY 2012 Maint. of Increase in FMAP (2 or
Incentives Program government eligihility 5 percentage points);
(Medicaid Home- reg. total cannot exceed
and Community- $3 billion for the
Based Services) 10/1/1% - 9/30/15
period
CHIP Outreach and State Yes Extends program
Enroliment government through FY 2015 and
(existing program} appropriates an
additionat 540 millicn
Pregnancy State FY 2010 Yes | Competitive §25 million annually
Assessment Fund government for FYs 2016-2018
Pragram for Early State and local FY 2010 Yes $23 mitlion for FYs

Detection of
Certain Medical
Conditions Related
to Environmental
Health Hazards

government,
conmmunity
health centers,
hospitals, and
others

2010-2014; 520
million for each five
year period thereafter

FEIS Special Analvsis 10-02
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Tabie 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBD Information
Community-Based Network FY 2011 X Authorizes such sums
Collaborative Care should include as necessary for FYs
Netwaork Program hospitals and 2011-2015
federally
qualified
health centers
National Centers of IHEs Fy 2011 Competitive X Authorizes 5100
Excellence for million annually for
Depression FYs 2011-2014, 5150
million annually for
- FYs 2016-2020
National Diabetes State and local FY 2010 X Authorizes such sums
Prevention health as necessary for FYs
Program departments 2016-2014
and other
specified
entities
Rural Physician Specified FY 2010 MOE, funds X _Authorizes 54 million
Training Grants schools must annually for FYs 2010-
supplement 2013
Preventive State and local FY 2011 X Authorizes 543 million
Medicine and health for FY 2011 and such
Public Health departments, sums as necessary for
Training Program and other FYs 2012-2015
specified
entities
infrastructure to Health care FY 2010 Yes S$100 million in FY
Expand Access to facilities 2010
Care
Community Health FY 2011 Yes S1 hillion in FY 2011,
Center Fund {to $1.2 billion in FY 2012,
increase funding $1.5 hillion in FY 2013,
for existing $2.2 billion in FY 2014,
commuity heaith and $3.6 billion in FY
center program) 2015; an additional
51.5 bitlion for FYs
2011-2015 for
censtruction
Demonstration State-based, 8/23/10 Demo. X Authorizes such sums

Project to Provide
Access 1o
Affordable Care

non-profit,
public-private
partnership

as necessary

FELR Special Analvsis 1002
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Table 1 - Inventory of Funding Opportunities in Health Care Reform Law

Matching
Eligible Start Direct Type of and MOE | Discretionary | Funding
Program Name Entities Date | Approp. Grant | Provisions S Per CBO information
State : State FY 2011 Demo. X Authorizes 550 million
Demonstration government for FYs 2011-2015
Programs to
Evaluate

Alternatives to
Current Medical
Tort Litigation

FEIS Special dnatvsis 10-02 Sage 14
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Medicare Muiti-Payer Advanced Primary Care Practice (MAPCP) Demonstration:
Minnesota’s Application

Minnesota’s Health Care Home model of medical home development and implementation 1s seen
as a national model for the redesign of the delivery system focusing first on primary care. The
Minnesota HCH program relies on vigorous certification, complexity adjusted payments, and
Triple Aim results. Significant program development and implementation steps are oceurring
including certification of practices, state plan amendment approval for the payment methodology
for Medicaid fee for service recipients. Approximately 500 primary care providers are in the
process of certification with more expected. Payments are available beginning Juty 2010 for
services for FFS and managed care Medicaid and MmnnesotaCare.

The MAPCP Demonstration is an opportunity for fee-for-service Medicare beneficiaries to join
state-led multi-payer medical home efforts already underway. The demonstration was created by
executive order in the fall of 2009. The solicitation was issued in June, and applications are due
August 17", The demonstration period is 3 years.

- The Minnesota Department of Health (MDH) and the Minnesota Department of Human
Services (DHS) are jointly applying on behalf of our state. The agencies have convened
a stakeholder advisory group of Medicare and health care home content experts t0
provide guidance on key strategic issues for the application.

- Minnesota appears 10 be strongly positioned to compete for the demonstration due to the
design.of its Health Care Home initiative, which includes a statewide provider
certification process, a collaboratively-developed multi-payer payment methodology, and
system of outcomes measurement with a fiscal expectation of budget neutrality. The
addition of care coordination payments for the majority of Medicare enrollees would be a
crucial step toward the “critical mass” of payment reform needed for broad-scale
transformation of the delivery system. Medicare participation would also make it
significantly easier for health care homes to develop in the rural parts of Minnesota.

- Despite the strength of Minnesota’s position compared with other states, stakeholders
have a few areas of concern related to the solicitation:

o The Center for Medicare and Medicaid Services (CMS) has stated that only one
demonstration may be running in a geographic area. MDH and DHS intend to
propose statewide implementation, and are providing unequivocal feedback to
CMS about the need for health reform goals to take precedence over impractical
research designs. CMS has offered some assurances that MAPCP will not
conflict with the Medicare Shared Savings (ACO) program or initiatives led by
the newly-created Center for Medicare and Medicaid Innovation.

o The solicitation states that CMS does not expect per-member per-month (PMPM)
payments to practices to exceed $10. The rationale for this amount 1s not
associated with the actual work required. Minnesota’s health care home payment
methodology pays higher amounts (based on valuation of the expected work
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required) for more complex patients who require more care coordination time and
cffort.

CMS wants Medicare to join efforts that have significant participation of both
public and private payers. CMS expects at least 50% of the state’s market share
in the program. Because the participation of large self-insured employers
governed by ERISA in the health care home mitiative is voluntary, it is
challenging to firmly demonstrate to CMS the level of interest from these
employers at this stage of the mnitiative.

Minnesota statute calls for payments for privately insured Minnesotans to be
made in a “manner consistent with” that developed by the DHS. As the program
has developed clarity about the extent of payment consistency for privately
insured citizens is Jacking. These relationships are negotiated independently. The
CMS MPAPC requirement of consistency of payment is explicit thought the
extent 18 unclear.



anesota Department of Human Services

Minnesota’s State Health Access Program (SHAP)

In 2009, the Minnesota Department of Human Services (DHS) received a State Health Access
Program (SHAP) grant from the federal government to help uninsured Minnesotans get health care
through local access to care programs.

DHS distributes SHAP funding through grants to community agencies, for programs providing
affordable health care coverage, with an emphasis on preventive and primary care, to people
ineligible for public programs and unable to afford private insurance.

Federal Funding Purpose and Amounts

The State Health Access Program awards grants to states, to help them expand access to affordable
healthcare coverage for people who are uninsured. The grant is administered by the Health Resources
and Services Administration {HRSA) in the U.S. Department of Health and Human Services. The
SHAP grant period is September 1, 2009 through August 31, 2014.

The total approved budget for Minnesota in year one is $5.6 miliion ($4.6 million federal and
$928,355 non-federal). The total possible amount for all five years is $35.3 million. In order to
access funds for the remaining four years, Minnesota must meet milestones set forth in the grant
proposal, accomplish legislative changes and spend federal funds as budgeted. DHS will need to re-
apply for funding each vear.

Minnesota’s SHAP Activity Objectives
Minnesota's State Health Access Program has three objectives:

Objective 1: Increase access to affordable health care coverage through the expansion of local
access to care programs and to achieve partial statewide coverage for the uninsured; including many
who are self-employed or working in small businesses, at-risk adults or populations of color.

Objective 2: Create a statewide regulatory administrative and fiscal framework to identify and
disseminate best practices for expanding coverage. This framework will provide sustainability by
granting funds to create replication models throughout the state,

Ohbjective 3:'Develop and streamline enroliment and administrative infrastructure for pubiic
health care programs. Tools will be created to accelerate eligibility determimation including online
application and electronic verification. These tools will be used by community pariners to ensure that
uninsured Minnesotans are enrolled into the correct program that efficiently uses limited state and
community dollars.
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Minnesota’s Expected Outcomes

1.

2.

Expanded affordable coverage options to partially fill public-private coverage gap

Reduced disparities in access to health care coverage through simplified enrollment and targeted
outreach and training

Increased enrollment of eligible individuals into Minnesota Health Care Programs (MHCP)

Administrative efficiencies for MHCP and multi-share programs through the use of common
technology tools

External Partners

1.

(Grant Partners

a. Portico Healthnet, serves low-income uninsured individuals and families in Dakota,
Hennepin, Ramsey and Washington counties

b. HealthShare of Duluth, is expanding its employer-based multi-share program to include
people in St. Louis, Carlton, Cook, Lake, Itasca, Koochiching and Aitkin counties

¢. Values Health (PrimeWest Health) is developing and implementing an employer-based
multi-share program to serve Beltrami, Big Stone, Clearwater, Douglas, Grant, Hubbard,
McLeod, Meeker, Pipestone. Pope, Renville, Stevens and Traverse counties

d. SHADAC, the State Health Access Data Assistance Center at the University of
Minnesota School of Public Health will conduct program evaluation

In the first two years of the SHAP grant, DHS will contract with Portico HealthNet, HealthShare
and Values Health to operate local access to care programs serving the twenty-four county area
noted above. In the third year of the grant, new partners will be invited to propose new local
access to care programs in other areas of the state for SHAP funding. Ultimately, the SHAP
grant will promote statewide coverage for persons currently uninsured through multiple local
access to care programs, which serve populations that are geographically and demographically
diverse.

Local access to care programs are not considered health insurance, but do offer access to
affordable health care to people not eligible for Minnesota Health Care Programs and unable to
purchase private insurance products. The three existing models have their own eligibility
guidelines and benefit sets, which are specific to the communities that they serve.
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2. Advisory Committee

The committee makes suggestions on direction and goals, advise on needed partners to complete
work and connect the work of the grant to new communities around Minnesota

The committee includes a broad group of stakeholders including, but not limited to - Department
of Health, Department of Commerce, Counties, Minnesota Hospital Association, and Minnesota
Safety Net Coalition

Progress to Date

I.

In year one, $2,957,626 (64 percent) of the grant funds were distributed to partner agencies with
$1.684,150 (36 percent) remaining with DHS. After the first year, DHS will use 11 percent of the
total grant award with 89 percent going to partner agencies in years two through five.

Total enrQHment as of June 1, 2010 (Portico HealthNet and HealthShare): 629 persons
Total employers (HealthShare only): 36 employers
Services are expanding in the new year, starting September 1, 2010:

a. HealthShare will serve an additional three counties in Northern Minnesota (Itasca,
Aitkin and Koochiching)

b. Services will begin at Values Health (PrimeWest), probably rolling out first in
Alexandria and Bemidji. Values Health is finalizing agreements with Douglas County
Hospital in Alexandria, with 26 physician clinics, and with pharmacies and behavioral
health programs. Eventually, Values Health will serve in each of the 13 counties served
by PrimeWest.

¢. In 2011, overall LACP project enroliment is expected to increase by 2,400 enrollees,
thereby increasing total enroliment to 3.200 persons afier the second year of the grant

Contract negotiations are underway for the development of an online application for health
care, cash, food suppeort, and child care assistance to improve the efficiency of heaith care
and financial assistance eligibility operations. Online application development should be
underway by the end of the summer.

During the first year, DHS initated a project focused on development of an enterprise
electronic verification system that will utilize existing state databases to improve the
efficiency of health care and financial assistance eligibility operations for clients as well as
county and state workers.
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For More Iinformation
Cara Bailey, SHAP Project Director

Phone: 651-431-4935
E-mail: cara.l bailey @state.mn.us
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Health Insurance Exchanges

M LH N ES DR

BEPARTIENT o HEATTH

Dr.;nu'nnrn' or
LOMMERIR

Overview
What is an Exchange?
Goals of an Exchange
Components of an Exchange
Questions and decision points 1o date

implementation details for 2014 still unknown
~ NAIC has yet to have first meeting on recommendations for Exchange rules

— HHS has not released any guidance or information on release of
planning/implementation funds

— Additional questions and decision points will likely arise after discussions with
NAIC and HHS

— Many questions and decision points are dependent on other questions and
decision points
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What is an Exchange?

What is an Exchange?: An organized competitive marketplace (one stop
shop) 1o facilitate the comparison, choice, and purchase of health insurance
coverage for individual consumers.

Employers

Empioyees

“Navigators” <Health Plans
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Goals of an Exchange

« Primary Goal: To foster a more competitive marketplace with greater incentives
for health plans to compete on cost and quality. To address some of the barriers
o competition in the market:

- Imperfect information: Prices/cost and quality irformation not 2asily available.
Exchange creates simplicity of “one stop shop” and transparency of comparison
information on price/cost, guality, network/providers, benefits, efc.

— Lack of Consumer Engagement: Consumers niot responsible for insurance choice or
cost. In Exchange, individuals and employees responsibie for choice from among
multiple health plans and products, and price differential from individual subsidy or
employer defined contribution.

— Lack of Mobility and Portability: Many consumers not free to change or maintain plan
{employer choice). Exchangs aliows consumers io change or maintain plans and keep
tax benefits of employer-hased coverage.

— Lack of Many Buyers and Sellers: Most insurance markets have few sellers,
Exchange reduces some of the barriers to entry for new health plans. Exchange offers
large pool of accessible enrollees without requiring the upfront costs and time
associataed with marketing, sales, and enrollment functions,
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Exchange Components & Questions

Functions:
— Operate toli-free telephone hotling and website for customer service

~ Establish “Navigator” program to fund eligible entities to provide information, assist with

enrolimant, and address questions and grievances for health plans in Exchange
— Certify health plans for participation in Exchange

— Provide comparative information for health plans in Exchange, including ratings for
price, quality, and enrollee satisfaction '

— Determine sligibility and facilitate enroltment for Medicaid, subsidies, and private plans

- @Grant certifications for individuals exempt from the individual coverage requirement and

transfer to IRS/HHS information on those eligible for subsidies, exempt from coverage
requirement, and no longer enrolled in coverage

— Use an electronic interchange 1o share information with state and federal agencies
Questions:
— Are there additional functions the Exchange should perform?

- Should some of these functions be performed by state agencies or other organizations?
— Reqguirements for “Navigator” program (eligible entities, responsibilities, compensation)?

(HHS yet to establish standards for Navigators)
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Exchange Components & Questions

Eligibility: The following groups are eligible to participate:

~  Individuals without access to “affordable” employer-based coverage

— Individuals may not participate if they are eligible for a state “Basic Mealth Plan”

- Small groups (may be defined as 50 or 100 employees)

- Large groups may be allowed to participate in 2017

— Exchange must also determine eligibility for Medicaid and tax subsidies
Questions:

—~  Should the definition of smali group be 50 or 100 employess?

— Should large groups be eligibie? If yes, should there be an upper limit on group size

eligibility?
— Should there be participation requiremants for employers in the Exchange (share of

employees participating, employer contribution, limits in range of products employses
can select)?

— Should Minnesota establish a “Basic Health Plan"? What should happen to
MinnesotaCare?




Exchange Components & Questions

« Health Plan Participation/Certification: HHS to establish minimum criteria for
plan participation in an Exchange to include requirements for:

— Marketing
— Network adequacy

— Accreditation on local clinical quality measures, patient experience, consumer access,
utilization management, quality assurance, provider credentialing, complaints and
appeals, and patient information systems

— Implementation of a quality improvement strategy
-~ Utilization of a standard format for comparing health plan options
— Utilization of a uniform enroliment form/process
— Health plan offering of at least 1 “silver” and 1 “gold” plan
¢ Questions:
—~ Are there additional requirements that should be required of health plans to participate?

- Should all plans be required to paricipate, should plan participation be voluntary, or
should plans be required to compete/bid to participate?

— Should the number of products offered be limited or unlimited?

~ Should benefit structure variability within actuarial value levels be limited or uniimited?
o -
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Exchange Components & Questions

e arket Rules:

— Benefit and rating rules apply to all individual and smalt group plans inside and outside
an Exchange, but some reguiatory/certification rules apply only to Exchange plans {i.e.
marketing, network adeguacy)

— A 10-state demonstration project starts in 2014 that allows wellness discounts currently
permitted for group plans to be applied to the individual market for premiums and cost-
sharing inside and outside an Exchange

— Health plans that offer the same plans inside and outside an Exchange must charge the
same premiums inside and outside an Exchange

e (uestions:

— Should the same regulatory/certification rules {for network adequacy and marketing for
exampie) apply to plans soid inside and outside an Exchange?

—  Should Minnesota seek 1o participate in the 10-state demonstration project to allow
wellness discounts for premiums and cost-sharing for the individuai market?

— Should health plans be required to offer the same product plans inside and outside the
Exchange? If yes, what should the definition of the same be?
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Exchange Components & Questions

« Risk Sharing:

— Reinsurance program from 2014-2016 io reallocate funding o individual market plans
inside and outside Exchange with high risk individuals. Funded by fully and self insured
plans. State to choose reinsurer {may be high risk poof). NAIC to establish model
regulations.

— HHS in consultation with states to establish criteria and methods for risk adjusiment for
individual and small group plans inside and outside Exchange.

— individual market plans inside and outside Exchange are in sams risk pool. Small group
plans inside and outside Exchange are in same risk pool.

— States may merge their individual and small group markets.
¢« Questions:
— Who should be the reingsurance entity? How is national pool of funds used in states?

— How much flexibility will the state have in establishing a risk adjustment mechanism?
What should be considered {o incent health plans to want to manage care for higher risk
populations?

—~ What are the specifics of risk pooling? What are the issues to consider regarding risk
selection/segmentation between health plan products?

— Should the individual and small group markets be merged?
:
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Exchange Components & Questions

= Governance, Structure, and Financing:

~ May be operated by a government agency, non-profit entity established by the state, or
the federal government on behalf of a state

— May be structured as a separate or combined Exchange for individuals and smatl
groups, multipie subsidiary Exchanges each serving a distinct geographic area, or a
regional Exchange including muttiple states

- Within 1 year of enactment, HHS to award funding to states for Exchange start-up, but
federal funding can not be used for ongoing operations

— A state may require additional benefits for the essential benefit set, but the state must
cover the costs of these additional benefits for individuals getting Exchange subsidies

« Questions:
— How should the Exchange be operaied?
— How should the Exchange be structured?
— HMow should on-going Exchange operations be funded?

— Should additional benafits be required for the essential benefit set? if yes, how should
the cost of additional benefits for those receiving Exchange subsidies be funded?
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/22/20H); rev. 6/28/10

TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecfing State Programs and State Law

2010 Empiemeﬂmﬁoé

Key Provision

Legisiative Role/Decision

Federal Due
DatefGuidance

Temporary High-Risk Pool Program

Monitor federal guidance and
State application and
participation

July 1, 2010

Early Retiree Retnsurance Program

Monitor federal guidance and
State application and
participation

Jaly 1, 2010

Web Portal for Consumer Health

Monitor federal implementation

July 1, 26106 for

Information phase I, October
2010 for phase I1
Grant Opportunities: ' Monitor federal guidance FY 10
2 Maternal, Infant and Early '
Childhood Home Visiting Review criteria and recommend | Home visiting grant
Program (amnounced) priorities and rate review grant

®  Health Insurance Rate
Review {announcec)

& Health Insurance Consumer
Assistance

Monitor State applications and
participation

announced-—initial
applications dus
during July 2010

Insurance Market Changes:

E  Dependent Coverage up o
age 26

®  Prohibitions on coverage
Jimits and exclusions
Limits on policy rescissions

5 Coverage Required for
Preventive Services

% Health plans Required to

Report Medical Loss Ratio

= “Grandfathered” plans may
be exclvded from certain
reguirements

Review existing law for
conformity with federal law

Enact statutory changes as
necessary

Plan years beginning
September 23, 2010

Medicaid Provisions:

State option to implement
expansion to nor-categorical
adults with incomes up to 133%
of FPL at State’s regular FMAP
rate (po enhanced FMAP until
2014)

Miaintenance of effort
requirement regarding eligibility
changes unless State meets
bardship exemption—
certification on or after 12/31/10
Changes to prescription drug
rebates

ionitor federal guidance

Determine State policy on
options for coverage

Enact statutory changes needed
to implement policies

Amthorize State funding if
necessary

¥ Begimuing FY 10
uniess specified
otherwise below

®  Opifon permitted
beginning April
2016

*  State may apply
for waiver from
MOE on or after
127311140
{available from
Jan i, 2011 to
Jam. 1, 2014)

aine Joirt Select Commitiee on Health Care Reform Opportunities and Impiementation
Colleen McCarthy Reid, OPLA
-
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6/2272014; rev. 6/28/10

TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and Staie Law

20110 Implementiation

Fedaral Due
Key Provision Legisiative Role/Decision Date/Guidance
&  Coverage of tobacco cessation
services for pregnant women
(October 2010)
Small business tax credit Monitor impact 2010 tax year

Maine Joint Select Committee on Health Care Reform Opportunities and Impiementation

Coligen McCarthy Reid, OPLA
ha Y




6/22/2010; rev. 6/28/10

TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affeciing State Programs and State Law

2011 implementation

Key Provision

Legisiative RolefDecision

Fedeoral Due
DatefGuidance

Medicaid provisions:

" Prohibit payments to States

for Medicaid services for
health care acquired
conditions

€  Options for commuuity-based

fonp-term care services,

Monitor federal guidance
Determine State policy on

permitied options/demonstration
projects

Monitor State application and

B July 1,201

®  Funding
- available Oetober
2011 for CBLTC

medical homes for e option; January
individuals with chronic | Parteipation 2011 for medicat
conditions, wellness and homes and
prevention of chronic disease | S0act Statutory changes needed wellness and
to toplement policies prevention
Authorize State funding if
necessary
Grants available for medical liability | Review criteria and recommend | Available FY 2011
demonstration projects/tort reform priorities
Monitor State applications and
participation
Grants available for planning Mounitor federal guidance Available by March
establishment of state-based 2011

exchanges

Determine State role in
aperation of exchange

Deferming governance and
structure for exchange

Insurance market reforms:
% FHealth plans must issue

rebates if medical loss rafio
requirements not met (80%

for mdividual and small

group; 85% for large group)

Review cxisting law for
conformity with federal law

Enact statutory changes as
BeCessary

Plan years beginning
January 1, 2011

National vohuntary long-term care

Monftor impact on public

insurance program created {CLASS) | programs and existing long-term

care insurance laws

Effective January 1,
2611

Maine Joint Select Commitiee on Health Care Reform Opportunitiss and Implementation

Collesn McCarthy Reid, OPLA
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6/22/2010; rev. 6/28/10

TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and State Law

2¢r12-2013 iImpiementation
Federal Due
Key Provision Legisiative Role/Decision Date/Guidance
2012
Medicaid provisions: Monitor federal guidance Funding available
¥ Demonstration projects for beginning January 1,
bundled payments {imited fo 5 Determine State policy on 2012 excent
states) .| permitted options/demonsiraiion | eMErgency care
®  Pediatric accountable care projects demo praject fanding
organizations made availsble in
£ § : Monitor State application and October 2011
mergency care treatment for articination
adults with mental illness P P
Enact statifory changes if
necessary
Authorize State fupding 1f
necessary
2013 .
Exchange —State must notify federal | Monitor federal guidance Notification by State
government by January 1, 2013 of before December 31,
decision to operate exchange Deiermine State role in operation | 2012; State
of exchange law/authorization

Determing governance and
structure for exchange

Monitor State application for
planning prants and participation

Enact statutory authorization for
exchange

Auwthorize State funding if
necessary

must be in place

Medicaid provigions:

® % increase in FMAP for
coverage of preventive
services and mmunizations
without cost-sharing

®  Increases payments for
primary care services for 2013
and 2014 with 100% federal
funds

Monitor federal guidance

Determine State policy on
permitted options/demonstration
projects

Monitor State application and
participation

Fnact stanitory changes if
necessary

Authorize State funding if
DeCessary

Beginning January I,
2013

Maine Joint Select Committes on Health Care Reform Opportunities and Implamentation
Cotlean McCarthy Reid, OPLA
#
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TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and State Law

2012-201 3 implementation

Federal Due
Key Provision Legislative Role/Decision BDate/Guidance
Insurance market reforms: . | Monitor federal guidance
% Creation of nonprofit 8 COOP effective
INSUrance compamies in Review existing law and epact January 1, 2013
States (COOP) permitted | Statutory changes if necegsary
¥ Administrative
simplification measures for B Rulesiobe
INSurEnce COMpPanies adopied by July
implemented {eligibility 1, 2011; effective
and claims handling) date for plans
beginning
January 1, 2013

Maine Joint Select Committes on Health Care Reform Opportunities and Implemeantation
Colleen McCarthy Reid, OPLA
-
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TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and State Law

2014 implementation °

Key Provision

Legislative Role/Decision

Federai Due
Batef/Guidance

Individual mandate to obiain bealth
Insurance

Monitor federal guidance

Review existing law and
enact statutory changes if
necessary

Effective January 1,
2014

Employer mandate to offer coverage to
employees

Monitor federal guidance

Review existing law and
enact statutory changes if
necessary

Effective January 1,
2014

Exchange established for individuals
and small employers with 100 or fewer
employvees; :

Subsidies made available for eligible
individuals and families with incomes
hetween 133% FPL and 400% FPL

Maintsin oversight over
exchange operation

Make statutory changes to
address Dirigo assessment as
necessary

Effective January 1,
2014

State option to establish Basic Health
Plan for aninsured individuals with
incomes between 133% FPL and 200%
FPL otherwise eligible for premum
subsidy through exchange

Monitor federal guidance

Determine State policy on
options for coverage

Review existing law and
enact statutory changes if
DECESSATY

Effective Januvary 1,
2014

Insurance Market Reforms:
€  Guaranteed issue and renewal
B Rating changes
E Lifetime hmits and preexisting
" condition exclusions probibited
®  {imits on out-of-pocket costs,
deductibles and waiting periods
National essential benefits
package
¥ Option to merge individual and
small group market
¥ Temporary reinSurance program
for high-risk individuals in
individual market

Review existing law for
conformity with federal law

Enact statutory changes as
Necessary

Plan years beginning
January 1, 2014

State grant opportumity to permit
financial rewards for cost of coverage
for participating i wellness programs in
individual market; standards to be
developed

Review criteria and
recommend priorifies

Monitor State applications
and participation,

By fuly 1,2014(10
states)

Maina Joint Setect Committee on Health Care Reform Opportunities and Implementation
Colieen McCarthy Reid, OPLA
~
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TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and State Law

2014 Implementation
Federal Due
Key Provision Legisiative Roele/Decision | Date/Guidance
Medicaid Provisions: Monitor federal guidance Effective Jamuary 1,
®  Expands Medicaid to all non~ 2014

Medicare eligible adults under
age 65 with incomes up to 133%
FPL; enhanced FMAP for new
eligibles

Coordination of eligibility and
enroliment for Medicaid, CHIP
and exchange

Reduces DSH allotments

Determine State policy

Enact statutory changes as
BECesSAry

Authorize State funding if
necessary

Maine Joint Select Committes on Health Care Reform Opportunities and Impiementation
Catleen MeCarthy Reld, OPLA
e
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TIMELINE FOR IMPLEMENTATION OF HEALTH CARE REFORM:
Key Provisions Affecting State Programs and State Law

2015 -2018 implementation

: Federal Due

Key Provision Legislative Role/Decision Date/Guidance
2015

Annual Medicaid enroliment Monitor State response Beginning January 1,
reporting 2015
Changes in CHIP funding; CHIP- Monifor federal guidance Beginning FY 2016
eligible children may get tax credits :
1o obtain coverage through exchange | Determine State policy

Enact statutory changes as
necessary

Exchange must be self-supported;
assegsments and user fees permitted

Maintain oversight of exchange

Enact statutory changes if
NECessary

Beginning January 1,
2015

2016

States may form health care choice
compacts to allow insurance plans
from out-of-state insurers

Monitor federal guidance

Determine State policy

Rules adopted no
later than July 1,
2013

Enact statutory authorization Effective Japuary 1,
and make statutory changes as 2016
necessary
2017
Reduction in enhanced FMAR for Monitor federal gaidance Beginning FY 2017
Medicaid begins '
Determine State policy
Enact statutory changes as
| necessary
State exchange can aliow WMonitor federal guidance Beginning January 1,
participation from large employers 2017
{more than 100 employees) Determine Stafe pohey
Enact statutory authorization
and make statotory changes as
necessary
States may apply for waiver to Monitor federal guidance Rules adopted within
operate alterpative program for 180 days of
coverage Determine State policy enactment (9/23/10)

Enact statutory authorization
and make statuiory changes a5
necessary

Effective January 1,
2017 '

Maine loint Select Commitiee on Heaith Care Refarm Qoportunities and Implementation
- Colizen McCarthy Reid, OPLA
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