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EXECUTIVE SUMMARY

A snapshot of the U.S. primary
care system

Primary care represents an estimated 6 percent
to 8 percent of national health care spending —
approximately $200 to $250 billion annually.!

Primary care visits account for 55 percent of

the 1 billion physician office visits each year in the
United States.? The Affordable Care Act could
generate an additional 25 million primary care
visits annually through:?

e |ncreases in insurance coverage;

¢ Requirements for coverage of certain essential
health benefits; and

e Elimination of copayments for preventive services.

Assessing value and capacity

Primary care is central to effectively treating patients.
A higher supply of primary care physicians is related

to lower rates of mortality and more effective delivery
of preventive care.* High rates of avoidable visits to
emergency departments and avoidable hospitalizations
are a sign that many patients could be treated more
appropriately and cost effectively in a primary care
setting. An estimated 70 percent of emergency
department visits by commercially insured patients

in the United States are for non-emergencies.’

An analysis by the UnitedHealth Center for Health
Reform & Modernization and Optum Labs
underscores that primary care physicians
contribute to high-quality, cost-effective care. In
local health care markets with a greater supply of
primary care physicians, there are lower rates of
avoidable hospital admissions and emergency
department visits, as well as less use of costly high-
technology diagnostic imaging when traditional imaging
is often just as effective.

Approximately 50 million Americans live in areas

with an under-supply of primary care physicians.®
Most of these areas are rural. Notably, the percentages
of nurse practitioners (15 percent) and physician
assistants (17 percent) who practice in rural areas are
greater than the percentage of physicians (10 percent)
who practice in rural areas.’”

An analysis by the UnitedHealth Center for Health
Reform & Modernization and Optum Labs shows
that socioeconomic factors help explain geographic
variation in primary care physician supply.

e Primary care physicians are concentrated in
areas with higher median household incomes.
In the 10 percent of local health care markets with
the lowest concentration of primary care physicians,
the median household income was $46,000. In the
10 percent with the highest concentration, it was
$66,000.

e Primary care physicians are concentrated
where residents — and potential patients
— are more likely to have insurance coverage.
In the 10 percent of local markets with the lowest
concentration of primary care physicians per capita,
the uninsured rate for the non-elderly was
17 percent; in those with the highest, it was
11 percent.

e There is a higher concentration of non-
physician primary care providers — nurse
practitioners (NPs) and physician assistants
(PAs) — in areas with lower median household
incomes and higher rates of uninsured
residents. In the 10 percent of local markets with
the lowest concentration of primary care physicians,
the concentration of NPs and PAs was highest,
and there were approximately equal numbers of
physician and non-physician providers.



The supply of primary care physicians is concentrated
away from rural areas, away from lower-income
communities, and away from the uninsured. Therefore,
increasing physician supply may not be enough to
effectively address unmet demand for primary care
services in all areas of the country, in part because lower
reimbursement rates and salaries in primary care practice
may help steer some medical graduates with substantial
student debt toward higher-paying specialties. Increased
roles for NPs and PAs would add to the system’s overall
primary care capacity, and could help target capacity to
areas where there are fewer primary care physicians.

Building blocks for bolstering capacity

Building blocks for enhancing capacity and improving
primary care service delivery include:

¢ Leveraging a diverse workforce. Advancing
effective roles for NPs and PAs depends on greater
use of evidence-based guidelines, rigorous quality
measurement frameworks, and quality improvement
initiatives for non-physician providers. A significant
barrier to achieving more dramatic and rapid
progress is payment policy. Medicare and Medicaid
generally reimburse less for services delivered by
NPs and PAs than for the same services when
performed by physicians.

¢ Assembling multi-disciplinary care teams.
A primary care physician with a panel of 2,000
patients would need to spend an estimated
17.4 hours per day to provide recommended
preventive, chronic, and acute care — and
many primary care physicians have larger panels.®
Assembling multi-disciplinary care teams can
leverage additional capacity to help practices
see more patients.

¢ Utilizing health information technology (HIT).
HIT, including electronic health records (EHRs) and
interoperable data exchange, allows primary care
practices to organize and disseminate information
across the delivery system in real time — improving
care coordination, increasing quality, and lowering
costs.? Broader implementation of HIT can increase
systemwide capacity to meet increased demand,
improving access to primary care.”®

Advanced service delivery and
payment models

Private and public payers continue to work with
providers to implement patient-centered medical homes
(PCMHs) and accountable care organizations (ACOs).
These approaches show great promise; however, their
success has not been uniform. Medical home and
accountable care models can advance the Triple Aim
goals of improving quality and the patient experience
of care, improving population health, and reducing the
cost of care — provided they are well designed and
implemented. One key to success is a financial model
that moves past fee-for-service reimbursement by
rewarding value over volume.

e Evidence from UnitedHealthcare’s medical home
programs in four states shows average third-year net
savings of 6.2 percent of medical costs, resulting in a
return on investment of 6 to 1.

e WESTMED's commercial ACO improved care on nine
of 10 health quality metrics, while achieving an
8 percent reduction in emergency department
utilization, a 5 percent decrease in hospital inpatient
costs, and a 1.3 percent reduction in costs per
member in one year.

e Monarch HealthCare was the top performing of
32 Medicare Pioneer ACOs on three measures
of quality and the second ranked Pioneer ACO in
achieved cost savings. It reduced Medicare spending
by 5.4 percent in 2012 from the 2011 baseline for
attributed beneficiaries, compared to a
1.1 percent increase for a reference cohort.

These successful models all embraced payment reforms
that move beyond fee-for-service reimbursement. Under
fee-for-service, physicians are paid for the volume and
complexity of care delivered. This approach incents the
delivery of a greater quantity and higher intensity of
services; it does not encourage better quality care."” As
much as half of wasteful health care spending results
from failures of care delivery and care coordination, as
well as overtreatment — all of which could be improved
by moving away from the fee-for-service reimbursement
model.”?



Models that delink payment from units of primary
care, and instead prioritize value, include:

e Performance-based bonuses as modifications
to traditional fee-for-service payments;

e Risk-adjusted monthly payments for primary
care services;

e Gain-sharing through shared savings, without
risk; and

e Risk-adjusted capitation payments to group
practices and integrated delivery systems.

Approaches to expand access and
target capacity

In addition to changing service delivery and payment
models within primary care practices, there are a range
of proven and scalable approaches to expand and better
target primary care capacity:

e Leveraging the retail health infrastructure.
Clinics in large retail outlets hold the potential for
large-scale innovation in primary care. Between
2007 and 2012, the volume of retail clinic visits grew
more than six-fold, from 1.5 million to 10 million
annually.” Close to half of retail clinic visits take
place when physician offices are closed.™ Evidence
indicates that the quality and cost of services
provided by retail clinics offer significant value,
expanding access to primary and preventive care and
reducing unnecessary utilization of costly services,
such as hospital admissions.

¢ Reaching patients where they live. Delivering
primary care and preventive services to individuals
in their homes is an effective approach to improving
access and care delivery. A key advantage of
conducting clinical visits in the home is the review of
environmental and social conditions, which provides
valuable information and context to inform an
individual's treatment plan. Optum'’s HouseCalls,
a care management program that provides
annual in-home clinical visits, employs more than
1,200 licensed physicians and nurse practitioners. In
2013, HouseCalls conducted approximately 670,000
visits in 37 states.

e Utilizing group visits. Group visits represent an
evolving approach for improving access to primary
care. Under this model, patients have both private
examinations and group education sessions. One
advantage of group models is that they are an
efficient use of provider time compared to individual
care.” Shared medical visits can decrease emergency
department and specialty visits, reduce hospital
admissions, increase patient satisfaction, and
improve patient outcomes.'®

e Engaging complex patients. Making the most
effective use of primary care services and better
leveraging capacity to reduce overall spending
requires a greater focus on complex and costly
patients. In a single year, 5 percent of the population
accounts for 50 percent of health care costs; and
more than one in three (38 percent) of these
“super-utilizers” remains in the most costly 5 percent
of people the following year."” Targeting complex
patients requires analytic models that map patient
clinical characteristics to utilization levels and
payment models that support resource-intensive
targeting and care management efforts.

Conclusion

There is no single set of clinical, organizational, and
financial models that successfully expands primary

care capacity and improves service delivery. The
approaches examined in this report offer multiple
complementary pathways that can be tailored to
local market conditions and policy environments.
When implemented successfully, their common
threads include focusing on the patient; the
quality of service delivery, rather than who is
delivering care and in what setting; and paying for
value. These approaches challenge longstanding
assumptions about the scale, pace, and intensity of
change that are both possible and necessary.

Championing, deploying, and implementing these
approaches — effectively and at scale — ultimately
will require sustained efforts from policymakers,
regulators, health plans, providers, and consumers.



A SNAPSHOT OF THE U.S.

PRIMARY CARE SYSTEM

Defining primary care

Primary care is the foundation of the U.S. health care
system. It encompasses individuals’ first contact with
providers for any and all health symptoms or concerns,
as well as a broad range of
ongoing care. Primary care
includes the treatment of
common conditions, illnesses,
and accidents, including colds
and the flu, sore throats, burns
and rashes, ear and intestinal
infections, and sprains and
strains. Preventive services,
including health screenings,
comprehensive physical exams,
and vaccinations, are part of
the broad universe of primary
care — as is the ongoing
treatment and management
of individuals with chronic
disease and behavioral health
conditions. Individuals need
primary care services across
their life spans, through various
states of wellness and disease.

Primary care providers, the frontline of care, serve
patients with a wide range of health needs. In some
cases they provide routine preventive or follow-up care;
at other times they serve as a gateway for patients
needing specialist services or hospital care. The efficacy
of primary care impacts health expenditures systemwide,
as effective preventive care and care coordination can
minimize downstream utilization of more expensive
services delivered by specialists or in hospitals.

In recent years, the functions and responsibilities of many
primary care providers and practices have expanded to
address the growing burden of disease prevalence,
chronic conditions, mental illness, and substance use

disorders. When primary care works well, it initiates and
prioritizes care coordination and management; ensures
that interventions continue across delivery settings;
improves quality, outcomes, and patient experiences; and
contains costs by helping patients use services efficiently.

Traditional physician office visits remain the most
common way patients receive primary care; however,
over time, these visits are increasingly taking place at
larger physician group practices, rather than at a small
group practice or solo practitioner’s office. Individuals
also receive primary care services in a range of settings
outside of the physician office, including:

e Approximately 1,250 Federally Qualified Health
Centers (FQHCs) that provide services at 8,000
individual clinic sites.'®

e Approximately 3,800 rural health clinics (RHCs);
among these, approximately half are freestanding
practices and half operate within larger hospitals
or health care systems.””



e More than 2,000 school-based health clinics (SBHCs),
and an estimated 1,000 free clinics that primarily
serve the uninsured.?®

e Retail clinics, which are expected to number more
than 3,200 by 2015, compared to approximately
1,300 in 2012.%

e Approximately 9,000 urgent care centers,
providing services that do not rise to the level of
emergency trauma.?

e Hospital emergency departments, which remain the
default primary care provider for many uninsured
individuals and Medicaid beneficiaries.

Primary care represents an estimated 6 percent

to 8 percent of national health care spending —
approximately $200 to $250 billion annually.?® Primary
care visits account for 55 percent of the 1 billion
physician office visits each year in the United States.?*
Primary care office visits decreased slightly, by

0.7 percent, between 2012 and 2013; by contrast,
specialist office visits increased by 4.9 percent

(see Exhibit 1).2

The use of primary care providers to manage patients
varies among conditions, depending on a range of
factors, including co-occurrence of other health
conditions; patient characteristics, including type

Exhibit 1;

Primary care
physician visits

5% -
4% -
3% -
2% -
1%

0% -
-0.7%

1% -

of insurance coverage; and local market conditions,
including the supply of primary care physicians and
specialists. For example, diabetes, a chronic condition
requiring close patient management and provider
coordination, involves use of both primary care providers
and specialists. Overall, primary care physicians manage
approximately half of diabetes-related outpatient visits;
the share is higher for some conditions (85 percent

of outpatient visits for chronic obstructive pulmonary
disease) and lower for others (37 percent of visits for
atrial fibrillation).2®

Shifting demand

Several forces are leading to higher demand for primary
care, including growth of the elderly population. The
number of Medicare beneficiaries is projected to increase
by one-third in the next decade, from 54 million in 2014
to 72 million by 2024.27 Medicare beneficiaries have
access to certain preventive services without cost-sharing,
including an annual wellness visit and personalized
prevention plans.

The Affordable Care Act (ACA) ultimately is expected to
provide insurance coverage to approximately 30 million
additional individuals through state health insurance
marketplaces and Medicaid.?® Requirements for coverage
of certain essential health benefits — including maternity

Change in office visits by provider type, 2012 to 2013

Specialist visits

Source: IMS Institute for Health Informatics, “Medicine Use and Shifting Costs of Healthcare:

A Review of the Use of Medicines in the U.S. in 2013,” April 2014.



and newborn care, preventive services, and chronic
disease management — and the elimination of
copayments for preventive services will contribute to
increased use of primary care services. These factors
could translate to an additional 25 million primary care
visits annually.?°

Changes from the ACA could result in
an additional 25 million primary care
visits annually.

The nature of demand for primary care is also

changing, reflecting a more complex and higher-need
population. Today, nearly 80 percent of Medicare
beneficiaries have at least one chronic condition and
two-thirds of beneficiaries have two or more chronic
conditions.?® Rates of chronic disease are increasing,

not only for seniors, but also among adults under

age 65 and children.?" Individuals with chronic conditions
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Consumers are looking for more
convenient ways to access care,
including extended office hours and
electronic communications.

have a greater need for ongoing treatment, monitoring,
and care coordination. Rising demand for mental

health services also drives greater reliance on primary
care providers, who provide approximately half of all
mental health treatments, mostly screening and
treatment for depression.

Consumers are increasingly looking for more convenient
ways to access care, including in the evenings or on
weekends when physician offices are often closed.

At the same time, there is increased consumer interest in
communicating with providers and accessing their health
information electronically. Consumers are open to new
avenues for basic clinical encounters that differ from the
traditional office visit model.



ASSESSING VALUE AND CAPACITY

The value of primary care

Primary care is central to effectively treating patients.
A higher supply of primary care physicians is related

to better population health, including lower rates of
mortality and more effective delivery of preventive
care.® An increase of one primary care physician per
10,000 people is associated with fewer hospital inpatient
admissions (5.5 percent), outpatient visits (5 percent),
emergency department visits (11 percent), and total
surgeries (7 percent).* There is an association between
higher numbers of primary care physicians and more
favorable Medicare patient outcomes — specifically
lower death rates and fewer hospital visits.>

Geographic variation in health care utilization, costs,
and outcomes is a strong indicator of differences in
access and quality. High rates of avoidable visits to
emergency departments and avoidable hospitalizations
are a sign that many patients could be treated more
appropriately and cost effectively in a primary care
setting. An estimated 70 percent of emergency

department visits by commercially insured patients
in the United States are for non-emergencies.3®

Among the commercially insured,
70 percent of emergency department
visits are for non-emergencies.

An analysis by the UnitedHealth Center for Health
Reform & Modernization and Optum Labs underscores
that primary care physicians contribute to high-quality,
cost-effective care. In areas with a greater supply of
primary care physicians, there was lower utilization of
costly and avoidable hospital services. Among Health
Referral Regions (HRR), geographic units with similar
hospital referral patterns, those with a greater number of
primary care physicians per 100,000 people had lower
rates of avoidable hospital admissions and emergency
department visits (correlation coefficients are -0.36
and -0.40, respectively; see Exhibits 2 and 3, and see
Appendix for methodology).

Exhibit 2; Avoidable hospital admissions and primary care physician supply
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Source: UnitedHealth Center for Health Reform & Modernization and Optum Labs analysis, 2014.

Note: See Appendix for methodology.



Exhibit 3; Avoidable hospital emergency department visits and primary care physician supply
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Source: UnitedHealth Center for Health Reform & Modernization and Optum Labs analysis, 2014.
Note: See Appendix for methodology.

In HRRs where there was a greater primary care physician ~ Where there are more primary care physicians per capita,
supply, there was less use of high-technology diagnostic there are lower rates of avoidable hospital admissions

imaging (correlation coefficient = -0.45; see Exhibit 4). and emergency department visits, and there is less use of
It appears that communities with a strong primary care high-technology diagnostic imaging. Deficits in primary
infrastructure rely more on traditional and less costly care contribute to conditions going undiagnosed, health
imaging techniques, which often provide enough care needs going unmet, and costly utilization of

precision for a physician to achieve an accurate diagnosis.  preventable or unnecessary services.

Exhibit 4; Use of high-technology diagnostic imaging and primary care physician supply
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Note: See Appendix for methodology.



Provider supply

Understanding primary care capacity and how it

is deployed is essential. Many definitions of capacity
start with estimates of the supply of primary care
physicians. These estimates vary widely, depending on
the defined scope of primary care, whether the count
is limited to actively practicing physicians or includes
all licensed physicians, and whether those in part-time
practice are adjusted downward to shares of full-time
equivalents (FTEs).

The Association of American Medical Colleges (AAMC)
estimates there were 275,000 active primary care
physicians in the United States in 2011 — specializing
in internal medicine, family medicine, general practice,
and pediatrics — including those working 20 hours
per week or more.?” A definition of primary care that
includes geriatricians, obstetricians, and gynecologists
would result in a higher estimate; an adjustment
converting all active physicians to FTEs would result

in a lower estimate. The Health Resources and Services
Administration (HRSA), using a definition of primary
care that includes geriatricians, excludes primary care
hospitalists, and converts physicians working part-time
to FTE equivalents, estimates there were 205,000
primary care physicians in the United States in 2010.38

Approximately a third of practicing physicians in the
United States are primary care physicians — although
the share varies depending on the parameters of the
estimate. The ratio of primary care physicians to
specialists will likely decline in the near term as the

nation’s graduate medical programs produced 4,500
primary care physicians and 24,000 specialists in 2014
(see Exhibit 5).%°

Primary care physicians annually earn approximately half
the compensation of orthopedists, cardiologists, and
radiologists.*? In the Medicare program, physician
fee-for-service reimbursement is based on the complexity
and intensity of the service provided, reducing incentives
for physicians to offer primary care services under the
program.* Lower reimbursement rates and salaries in
primary care practice may help steer some medical
graduates with substantial student debt toward higher-
paying specialties.

Several organizations have expressed concerns about the
primary care system’s ability to meet the growing
demand, with capacity typically estimated through
projections of the future supply of primary care
physicians. HRSA has estimated a primary care physician
shortage of 20,000 FTEs in 2020; AAMC has estimated a
shortage of 45,000 primary care physicians in 2020.%?

Estimates of future supply shortages rely on projections
of how new graduates might add to the current
workforce in future years, and how retirements based
on the age of current providers might decrease it.
Estimates also account for greater demand in the future,
attributable to the ACA's coverage expansion, the
growing number of seniors, and the increase in

disease prevalence, including obesity. But complex and
interrelated factors make such projections challenging.

Exhibit 5; New medical graduates by field of residency, 2014

Specialties
24,000
84%

Source: National Resident Matching Program, “Results and Data, 2014 Main Residency Match,” April 2014.



In some ways, these projections may understate the
challenge. Planned initiatives to promote primary care in
medical schools are not necessarily implemented in a
timely fashion.* Estimates of retirement rates generally
rely on models based on past behavior. They do not
account for potential early retirements among physicians
in solo or small practices or for new cohorts of
graduating physicians who may decide to work fewer
hours for significant components of their careers,
including when they have young children.

Projecting the adequacy of the future
primary care physician workforce depends
on a range of assumptions about supply,
including rates of retirements and new
medical graduates, as well as demand,
including rates of insurance coverage and
disease prevalence.

However, projections of primary care physician shortages
also understate overall primary care capacity, by
discounting the future supply of all primary care
providers including non-physicians. Nurse practitioners
and physician assistants are substantial components

of the existing and future primary care workforce. The
work they perform varies across states and is largely
determined by state scope-of-practice laws.

* Nurse practitioners (NPs) are advanced practice
registered nurses (APRNSs) credentialed with at least
a master’s degree and certified by professional
or specialty nursing organizations. In 2013, there
were 192,000 NPs in the United States, and almost
85 percent practiced primary care.** The number of
NP graduates each year has doubled from 6,000 in
2003 to more than 12,000 in 2011; going forward,
that figure is projected to increase by 9 percent
annually, with the Doctor of Nursing Practice (DNP)
becoming the prevailing degree for NPs.*> Most
graduating NPs go on to practice primary care.
Approximately half of all states allow NPs to
diagnose and treat patients without physician

1

oversight. Eighteen states allow them to
independently prescribe medications.*®

Some states allow for less direct physician
supervision in nursing homes and community or
public health clinics.?

¢ Physician assistants (PAs) occupy roles designed
as an extension of physicians’ capacity, rather than
intended for independent practice. Approximately
90,000 individuals have been certified nationally
as PAs.“® In 2010, there were 6,000 graduating
PA students and 6,600 first-year PA students.*
The share of PAs practicing in primary care was
31 percent in 2010, down from 51 percent in 1996.%°
The reasons for this decline include higher pay in
specialty fields and increased use of PAs by hospitals
in recent years.” PAs are allowed to practice and
prescribe medication under the supervision of a
physician. In some settings, PAs maintain their own
panel of patients.

The health care system of the future may have
approximately the same number of primary care
physicians as are practicing now. An alternative to
framing primary care capacity in terms of physician
ratios or access to specific providers is to focus on
consumers’ ability to access high-quality primary care
services, in a timely fashion, at low costs.

Distribution of resources

While the nation’s overall primary care capacity can be
debated, there is clearly a mismatch between the supply
of primary care physicians and those in need of primary
care services. Approximately 50 million Americans live in
areas with an under-supply of primary care physicians,
defined as an area with a ratio of one primary care
physician per 3,500 people or more.>> Most of these
areas are rural, where the ratio of practicing primary care
physicians to residents is less than half that in the rest

of the nation.>* Overall, 59 million individuals live in

rural areas, representing about 19 percent of the
population.>* Notably, the percentage of NPs (15 percent)
and PAs (17 percent) who practice in rural areas is greater
than the percentage of primary care physicians

(10 percent) practicing in rural areas (see Exhibit 6).>>



Exhibit 6; Shares of providers practicing in rural areas, where 59 million individuals live
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Source: UnitedHealth Center for Health Reform & Modernization analysis, 2013.

Note: Analysis assumes all states ultimately adopt the Affordable Care Act's Medicaid expansion. See Appendix for methodology.
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An analysis of the counties expected to face the greatest Primary care physicians also are concentrated where

challenges in ensuring primary care capacity in the residents — and potential patients — are more likely to
coming years indicates that some areas of the country have insurance coverage. In the 10 percent of HRRs with
face greater challenges than others, including parts of the fewest primary care physicians, the uninsured rate
the West and the South (see Exhibit 7). for the non-elderly was 17 percent; in those with the

highest concentration, it was 11 percent (see Exhibit 9).
An analysis by the UnitedHealth Center for Health g P ( )

Reform & Modernization and Optum Labs shows that There is a higher concentration of non-physician
socioeconomic factors help explain geographic variation primary care providers where the supply of primary
in primary care physician supply. Primary care physicians care physicians is lower. Thus, NPs and PAs are

are more concentrated in higher-income areas. In the concentrated in areas with lower median household
10 percent of HRRs with the lowest concentration of incomes and higher rates of uninsured residents.

primary care physicians (42 per 100,000 people), the
median household income was $46,000. In the

10 percent with the highest concentration (96 per
100,000 people), it was $66,000 (see Exhibit 8).

Exhibit 8; Median household income and Exhibit 9; Uninsured rate for nonelderly and
primary care physician supply primary care physician supply
[l Primary care physicians [ Median household [l Primary care physicians [l Uninsured under 65
per 100,000 income per 100,000
- 100 18% - - 100
$67,000 - ’
17% -
L 90 - 90
$62,000 - 5 16% - o
o o
- 80 < 9 - 80 <
- g g 15% - S
g $57.000 - = 2 -
2 -70 & £ 14% - 708
S g £ ]
2 $52,000 - @ 13% -
£ $ L 60 % g ° - 60 %
& S 12% - =
$47,000 - | L 50
>0 1% -
$42,000 +———+——+—————————————+ 40 10% 77— 40
123 456 7 8 910 123 45678910
Decile Decile
Source: UnitedHealth Center for Health Reform & Modernization Source: UnitedHealth Center for Health Reform & Modernization
and Optum Labs analysis, 2014. and Optum Labs analysis, 2014.
Note: See Appendix for methodology. Note: See Appendix for methodology.
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In the 10 percent of HRRs with the lowest concentration
of primary care physicians, the concentration of NPs and
PAs was highest (43 per 100,000 people), and there
were approximately equal numbers of physician and
non-physician providers (see Exhibit 10). By contrast, in
the 10 percent of HRRs with the most primary care
physicians per capita, the concentration of NPs and PAs
was lowest (17 per 100,000 people) and there were
nearly six physicians for every NP or PA.

Exhibit 10; Supply of primary care
physicians and non-physician
primary care providers

[l Primary care physicians
per 100,000

[l Non-physician primary
care providers per 100,000

100 -
920 -
80 -
70 -
60 -
50 -
40 -
30 -

Providers per 100,000

20 -
10 -

0

1 2 3 4 5 6 7 8 9 10
Decile

Source: UnitedHealth Center for Health Reform & Modernization
and Optum Labs analysis, 2014.

Note: See Appendix for methodology.

14

Because the supply of primary care physicians is
concentrated away from rural areas, in higher-income
communities, and away from the uninsured, simply
increasing physician supply may not be enough to
effectively address unmet demand for primary care
services in all areas of the country. The same patterns
hold for specialist physicians, indicating that capacity and
access are challenges not only for primary care delivery.

These findings corroborate conclusions by Dartmouth
University researchers that training more physicians may,
in fact, increase regional inequities, since four out of five
new physicians will likely practice in high-supply regions
rather than underserved areas.*® Increased roles for NPs
and PAs would add to the system'’s overall primary care
capacity, and could help target capacity to areas where
there are fewer primary care physicians.



BUILDING BLOCKS FOR BOLSTERING CAPACITY

Leveraging a diverse workforce

Current initiatives aimed at training more primary care
physicians alone might not meet growing primary

care demands, especially in low-income and rural areas.
One solution to increasing primary care capacity and
improving access to services may include leveraging other
clinicians, including NPs and PAs, as integrated parts of
the health care delivery system.

Some primary care physician practices have undertaken
an approach that enables NPs and PAs to “practice at
the top of their licenses.” This approach allows physician
practices to grow their panel size and see more patients,
with patients benefitting from shorter wait times. These
integrated multi-level practices have distributed care
delivery responsibilities to match the varied complexities
of patient needs with the skill sets of physicians, NPs,
and PAs.

Studies have shown that specific
primary care services provided by nurse
practitioners were comparable to those
provided by physicians.

There is evidence supporting greater roles for NPs in
delivering primary care services. A broad range of
research studies, including three randomized controlled
trials, have found that specific primary care services
provided by NPs were comparable to those provided by
physicians.>” In some instances, NPs have had better
results on measures of patient follow-up, consultation
time, and the provision of screening, assessment, and
counseling.>® Finally, there is evidence that NPs in states
with tighter restrictions on scopes of practice provide

a comparable standard of care as in states where they
have more clinical responsibilities and autonomy.>®
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States have been active recently in reforming scope-of-
practice laws, with almost all states having considered
doing so since 2011.5° Non-physician clinicians are
voluntarily increasing their credentialing, including
through the use of clinical doctoral programs and
extended years of education.®' In addition, HRSA has
launched an initiative to increase the number of PAs
practicing in primary care settings by recruiting and
training recently discharged military medical personnel
who lack civilian PA certification.®?

Use of non-physicians can increase the

capacity of primary care practices, allowing
physicians to care for nearly twice as many
patients and focus on more complex tasks.

Allowing non-physicians to take on increased
responsibility could result in a capacity windfall for
primary care practices, including a near-doubling of
patient panel size per physician and a pathway for
physicians to focus on more complex tasks.®* Changes in
the use of non-physician providers are already underway
at the practice level in all states. This is a reflection of
NPs" and PAs’ existing credentials and their capacity to
help address demand for primary care services.

Advancing effective roles for NPs and PAs depends on
greater use of evidence-based guidelines, rigorous quality
measurement frameworks, and quality improvement
initiatives for non-physician providers. A significant
barrier to achieving more dramatic and rapid progress

is payment policy. Medicare and Medicaid generally
reimburse less for services delivered by NPs and PAs than
for the same services when performed by physicians.®*



Assembling multi-disciplinary care teams

As both panel size and rates of chronic conditions
increase, it may become difficult for primary care
physicians to spend large quantities of time with all of
their patients, or even see each patient at every visit.®®
A primary care physician with a panel of 2,000 patients
would need to spend an estimated 17.4 hours per

day providing recommended preventive, chronic, and
acute care — and many primary care physicians have
larger panels.®®

Assembling multi-disciplinary care teams can leverage
additional capacity to help practices deliver services to
their patients. Practices can rethink how non-physicians
work most effectively with physicians and with each
other in well-integrated and high-functioning teams. In a
transformed primary care practice, the physician’s scarce
time can be deployed in a more deliberate and targeted
fashion. Moving toward team-based care and sharing
clinical responsibilities with non-physicians is one of
several practice changes linked to improving primary
care physicians’ satisfaction with their work.®’

Multi-disciplinary care teams allow physicians
to use their time and skills more deliberately,
while practices provide high-quality primary
care to more patients. Physicians practicing
in multi-disciplinary teams have greater
satisfaction with their work.

Integrating behavioral health and pharmacy services into
primary care practices is a further step in developing the
team-based approach.®® When a redesigned care setting
includes co-location or integration of behavioral health
providers, practices can more uniformly screen for and
treat mental health conditions and substance use
disorders. Pharmacists, who have expertise in medication
management and in counseling patients on adherence,
side effects, and other issues, can play an increased role
when embedded within a primary care practice.®
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A critical function of team-based care is care
coordination. The typical primary care physician in a
single year coordinates with an average of 229 other
physicians in 117 different practices for their Medicare
patients.”® Various members of the care team need to
be able to share information about patients and
coordinate their component of the treatment plan with
colleagues. High-performing practices have achieved
both practice efficiencies and improved patient care
through greater staff capacity, including deploying
medical assistants to issue pre-visit questionnaires,
manage patients’ health records, prepare post-exam
summaries, and reinforce care plans with patients.”" In
addition, health coaches can work with patients to focus
on behavioral change.

The typical primary care physician must
coordinate with 229 other physicians in
117 different practices for their Medicare
patients each year. Sharing information
among team members helps primary care
practices coordinate care.

Standardizing care processes and protocols can drive
significant improvements in care delivery and can

help practices shift toward non-visit-based population
health management.”? With work delegated to medical
assistants and health coaches, NPs can perform more
direct patient care, including more chronic disease
management.’? Such approaches can be self-sustaining,
allowing for a greater number of patient visits and, thus,
increased practice revenue to cover the costs of
additional team members.”

Almost half of primary care physicians worked in
practices of one or two physicians in 2010.7> Many
primary care physicians are leaving solo and small-group
practices in favor of larger primary care or multi-group
practices, including hospital-owned practices. Group
practices — whether single-specialty or multi-specialty
— offer some advantages for improving practice
efficiency and building team-based care. These include
pooled capital; shared overhead costs, particularly related
to information systems; and increased care coordination
capacity.



Utilizing health information technology

Health information technology (HIT), including electronic
health records (EHRs) and interoperable data exchange,
allows primary care practices to organize and disseminate
information across the delivery system in real time —
improving care coordination, increasing quality, and
lowering costs.”® Broader implementation of HIT, along
with greater use of teams that include non-physicians,
can expand systemwide capacity to meet increased
demand while improving access to primary care.”’

Adoption of EHRs alone is insufficient to achieve
dramatic improvements in primary care delivery, but

it is an essential building block for broad and ambitious
efforts to leverage HIT. Adoption rates for EHRs among
primary care physicians are approximately 70 percent,
double the rate of five years ago, with younger physicians
and those who practice in a group setting even more
likely to have adopted an EHR.”® But rates of adoption
are higher than rates of satisfaction and impactful use.
Approximately two-thirds of primary care physicians
practicing internal medicine (65 percent) and family
medicine (63 percent) reported that investing in EHRs
had led to revenue losses for their practices.”®

The federal government has invested substantially in
providing financial incentives to physician practices to
adopt EHRs and to leverage their capabilities through

a staged functionality approach known as meaningful
use. But barriers to impactful use remain significant.
Data is fragmented and cannot be shared easily across
incompatible health information systems; therefore,
today’s EHRs are not sufficiently interoperable. Additional
barriers to adoption and impactful use include ongoing
system administration and maintenance costs; technical
issues related to training, support, customization,

and reliability; a decrease in productivity stemming
from initial adoption; and concerns regarding privacy
and security.®

Physicians ultimately approve of EHRs in concept.
However, investments in the deployment and impactful
use of HIT require significant time commitments and
upfront costs that will pose difficulty for some primary
care practices. This gap — between the level of change
needed and the capacity for change management — is a
fundamental challenge for primary care, and for the
health care delivery system more broadly.
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Today’s electronic health records are not sufficiently interoperable,
preventing datasharing among health care systems.
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ADVANCED SERVICE DELIVERY

AND PAYMENT MODELS

Medical homes

Private and public payers continue to work with providers
to implement patient-centered medical homes (PCMHs),
sometimes simply called medical homes.®" Operated
primarily by physician group practices, typically staffed by
multi-disciplinary care teams, and enabled by HIT,
medical homes bring to bear several core building blocks
for bolstering primary care capacity. Financial support,
from public or private payers, is designed to address
primary care needs by enabling more coordination of
care and better patient management. Some states are
using health homes, a Medicaid option under the ACA,
to build on the medical home model, for example by
integrating behavioral health providers to treat severe
mental illness and substance use disorders, and by
coordinating support services accessible through other
means-tested programs.

Medical home models have shown promise for years,
and some have achieved successful results. Group Health
Cooperative in Washington state has operated medical
homes in 25 clinics through an approach employing
multi-disciplinary primary care teams, care management
for patients with chronic conditions, electronic health
records, and patient outreach and education.®? Group
Health also used capitated payments to encourage care
coordination activities and to make providers accountable
for the health care utilization and health outcomes of
their patients.® Over a two-year period, Group Health
generated a $1.50 return on each dollar invested in the
PCMH and achieved a $10 per member per month
(PMPM) reduction in total costs, in part due to a

16 percent reduction in hospital admissions and a

29 percent reduction in emergency department visits
(see Exhibit 11).84

Success, however, has not been uniform. A recent
evaluation of one of the nation’s largest multi-payer
medical home pilots, the Pennsylvania Chronic Care
Initiative, found no statistically significant differences in
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total or ambulatory care-sensitive hospital admissions or
emergency department visits, or in overall health care
costs, between pilot and comparison practices.®> Of the
study’s 11 quality measures related to diabetes, asthma,
and preventive care, patients in the medical home pilot
fared statistically better on one measure.® A second
independent study, focused on a largely overlapping
sample of medical home practices, also found no
significant reductions in costs for the overall population,
but identified reductions in downstream utilization and
total spending for the highest-risk patients.®”

Evidence indicates the size as well as the HIT and analytic
capabilities of physician practices are factors in achieving
results through medical homes. In general, smaller
practices appear to have greater difficulty than larger
ones in improving patients’ health outcomes and



lowering costs.®8 Larger practices, and those with more
management capacity and greater use of EHRs, have
shown more success.® Often medical homes lack the
timely feedback and data necessary to effectively
manage patients’ downstream utilization of care.

Another key factor appears to be how medical homes
are reimbursed. Some programs that link bonus
payments to achieving recognition as an accredited
PCMH, as well as other measures of structure or
processes, do not provide incentives to contain overall
patient costs, such as through gain-sharing or partial
capitation payment models.?® Without such clear
incentives, it is more challenging to define success
around health outcomes, appropriate utilization, and
overall costs.

UnitedHealthcare’s medical home model integrates a
range of capabilities. These include support for practice
transformation, an engaged physician leadership, the
integration of care management in practice workflow
through a dedicated care manager, the exchange of data
and analytics between the medical home and the payer
that is real-time and bi-directional, upfront investments
in HIT, and patient engagement in the care process over
the long term. Even when all of these criteria are met,
success also depends on a financial model that rewards
value (see Box 1).

Exhibit 11; Group Health Cooperative PCMH change in cost and utilization, 2007 to 2009

Emergency
department
visits

Costs
Hospital per member
admissions per month

Source: Robert Reid, Katie Coleman, Eric A. Johnson, Paul A. Fishman, Clarissa Hsu, Michael P. Soman, Claire E. Trescott, Michael Erikson,
and Eric B. Larson, “The group health medical home at year two: cost savings, higher patient satisfaction, and less burnout for providers,”

Health Affairs, 2010, 29(5): 835-843.
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Box 1; Results from UnitedHealthcare’s patient-centered medical home programs

UnitedHealthcare currently operates 13 medical home programs in 10 states for the commercially insured
population (see Exhibit 12). These programs include more than 2,000 participating physicians and 300,000
members. An actuarial evaluation of four programs in Arizona, Colorado, Ohio, and Rhode Island, based on
three full years of operation between 2009 and 2012 for 40,000 members, found average gross savings

of 7.4 percent of medical costs in the third year compared to a control group. Every dollar invested in

care coordination activities produced $6 in savings in the third year (a return on investment of approximately

6 to 1). The costs of the interventions were 1.2 percent of medical costs and they offset 16 percent of the gross
savings. Including the cost of the intervention, the programs saved approximately 6.2 percent of
medical costs on average.

Achieving returns takes time as there are substantial upfront costs when setting up the medical home program,
including making infrastructure investments. Demonstrated infrastructure and capacity are prerequisites for
practices to participate, rather than program goals. These models also focus on process measures of quality,
measures of health outcomes, and reductions in downstream utilization and costs, depending on the maturity
of the model. Internal actuarial analyses showed reductions in inappropriate emergency department utilization
and lower readmission rates.

Additional analysis examined the results for a cohort of individuals who were in the medical home practice on
day one of the study period and remained in the medical home for the full period of analysis. The purpose of
this analysis was to test whether longer member engagement leads to greater reductions in cost and
utilization. In the four states noted above, there were larger annual reductions in cost growth for this cohort
than for the full population. The return on investment was 7 to 1, suggesting higher returns from approaches
that focus resources on a population over time to drive improvements in their health.

Independent third-party evaluations completed for four medical home programs in three states (Rhode Island,
Colorado, and Ohio) showed improvement on quality measures for preventive and chronic care, access, care
coordination, use of health information technology, and patient satisfaction. In particular, chronic care quality
measures improved, reflecting practice investments in that area. Success was notable for diabetes
management. However, not all measures met program targets, particularly those related to some cancer
screenings, suggesting opportunities for improvement.

Exhibit 12; States with UnitedHealthcare medical home programs

Source: UnitedHealthcare.




Accountable care organizations

Another emerging service delivery model is the
accountable care organization (ACO), in which the
primary care group practice is often a critical component
of an integrated system of care delivery. Federal
government initiatives to advance ACOs include the
Medicare Shared Savings Program, which allows
participating providers to share financial gains from
reduced utilization and costs, and the Medicare Pioneer
ACO Program, in which a small number of leading
integrated delivery systems have opportunities for a
larger financial upside through shared savings but also
face downside risk. In addition, health plans are
partnering with providers, including primary care
practices, to implement ACO models in commercial
markets and in state Medicaid programs.
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Evidence about the efficacy of the ACO model has been
mixed to date. In the first year of Medicare’s Pioneer
ACO program, only eight of 32 organizations had
significantly lower growth in total Medicare spending per
beneficiary than their local market comparison groups.®!
By the second year, several ACOs had left the program.

UnitedHealth Group participates in ACOs as a payer and
as an analytic partner to help providers assess patients’
needs and redesign care delivery. See Box 2 and Box 3
for two of those experiences. As in the medical home
model, success depends on an integrated approach to
creating measureable value that includes a central role
for payment reform.



Box 2; Results from WESTMED's accountable care organization

WESTMED Practice Partners (WESTMED) is a multi-specialty W WE STMED
group practice in New York, with 250 physicians and 1,000

MEDICAL GROUP

employees. WESTMED operates a physician-led ACO for fully /\/\
insured commercial members of UnitedHealthcare plans.
Launched in 2012, WESTMED's ACO emphasizes primary
care through a medical home program, uses state-of-the-art
systems and EHRs, and has weekend and evening hours. Its
physicians rely on Optum’s analytic tools to access health
information about their patients, to view evidence-based
guidelines to support decisions at the point of care, to
identify best practices for disease management, and to
measure their own performance areas over time. These
analytic tools also provide WESTMED physicians, for
the first time, a view of what services their members
receive outside of the practice to enhance their
management capacity across the care continuum.
Payment is linked to cost and quality through bonus
arrangements; performance metrics included those that
measure quality, health outcomes, patient satisfaction, and
reduction of medical costs through appropriate service use.

In its first year of operation, for 13,000 covered lives, the ACO improved on nine of 10 health quality
metrics, increased patient satisfaction, and reduced health care costs. There were significant
improvements in patients taking their prescription medications properly; people with diabetes had more
routine screenings and kept better control of blood sugar levels. Between 2011 and 2012, there was an

8 percent reduction in emergency department utilization, a 5 percent decrease in hospital inpatient
cost, and a 1.3 percent reduction in risk-adjusted costs per member (see Exhibit 13).

Exhibit 13; WESTMED ACO change in utilization and costs, 2011 to 2012

Emergency Risk-adjusted
department Hospital costs per
visits inpatient costs member
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9%

Source: UnitedHealthcare and Optum.
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Box 3; Results from Monarch HealthCare’s accountable care organization

Monarch HealthCare is a multi-specialty independent physician group
practice of about 2,500 physicians, including more than 700 primary care
physicians, in Southern California. CMS recognized Monarch for

its strong track record of offering coordinated, patient-centered care,

and for having the experience and capacity to bear financial risk based i\nonarCh HealthCare’

MEeEpicaL Grour, INC.

on its performance, awarding it Pioneer ACO status.

Monarch’s ACO identifies the individuals that benefit from the practice’s disease management
programs; these include patients with diabetes, congestive heart failure, chronic obstructive
pulmonary disease, or kidney failure. Using Optum'’s analytic tools to conduct a risk analysis, Monarch
identifies high-risk patients within those chronic condition cohorts. Monarch then determines the appropriate
care management models. All models rely on multi-disciplinary care teams with a care navigator, responsible
for triaging care needs and scheduling appointments, serving as the primary contact for patients.

Patient engagement occurs during physician office visits, through extensive physician training and scripting;
during or immediately after a hospital admission or other acute event, using notifications of admissions through
hospital partnerships; and immediately following a new diagnosis, through education and counseling. Web-
based point-of-care tools allow physicians to review key events and encounters in a patient’s medical history,
perform health risk assessments, review lab results and prescriptions, and identify required screenings and gaps
in care. Monarch also is working to provide physicians and patients with more information on comparative
pricing.

In the first year of the Medicare Pioneer ACO demonstration, Monarch was the top performing of 32 ACOs
on three measures of quality: physician communication with the patient, overall patient satisfaction
with their physician, and prevention of admissions for ambulatory care sensitive conditions.
Monarch'’s Pioneer ACO ranked second out of 32 on containing costs. It reduced Medicare spending by

5.4 percent in 2012 from the 2011 baseline for attributed ACO beneficiaries, compared to a 1.1 percent
increase for a reference cohort (see Exhibit 14). The cost savings were achieved principally through reductions
in hospital admissions, skilled nursing facility utilization, and unit costs.

Exhibit 14; Monarch ACO change in total Medicare spending, 2011 to 2012
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Source: Optum.
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Paying for value

Under fee-for-service, the dominant payment model for
primary care in the United States, physicians are
reimbursed for the volume of care delivered, with a
payment value attached to each unit of service.®? This
approach incents the delivery of a greater quantity and
higher intensity of services; it does not promote high-
quality care based on best practices and coordination
among providers.®® Studies have shown that physicians
who are reimbursed under fee-for-service react to those
incentives by recommending more services than
physicians who are reimbursed through alternative
methods.”* As much as half of wasteful health care
spending results from failures of care delivery and care
coordination, as well as overtreatment — all of which
could be improved by moving away from the fee-for-
service reimbursement model.*

Reforms that delink payments from units of care, and
instead prioritize value, are fundamental to increasing
primary care capacity and improving the effectiveness
and efficiency of service delivery. Examples include:

e Performance-based bonuses as modifications to
traditional fee-for-service payments. These payments
can be linked to quality measures and utilization
benchmarks.

e Risk-adjusted monthly payments for primary care
services. This model could be developed with
payments geographically adjusted to address
variation in underlying practice patterns.®
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e Gain-sharing through shared savings. This model
orients providers to the total cost of care, without
exposing them to downside risk.

e Risk-adjusted aggregate capitation payments to
group practices and integrated delivery systems. This
model promotes accountability for clinical outcomes
and cost management at the practice level, without
assigning too much financial risk to individual
providers — an approach that generally has less
appeal to primary care physicians.

These value-based approaches rely to a large extent

on group practices and integrated delivery systems,
because scale is an important criterion for spreading

the fixed costs of building a care management and HIT
infrastructure, as well as for spreading risk. While there
is increasing participation in value-based payment models
among primary care physicians, many practices continue
to rely on a volume-based model for a substantial share
of their revenue.”” Some smaller practices may need
financial support and technical assistance to acquire

and implement the HIT infrastructure and practice
protocols necessary to transition successfully away from
a fee-for-service model.



APPROACHES TO EXPAND ACCESS

AND TARGET CAPACITY

Leveraging the retail health infrastructure

Clinics in large retail outlets — such as CVS, Walgreens,
Target, and Walmart — hold potential for large-scale
innovation in primary care by providing consumers with
convenient access to high-quality care that is affordable.
The retail clinic model typically includes central roles

for non-physician providers, allowing for an expansion
in primary care capacity.

The range of services offered at retail health clinics varies.
Some focus on preventive and primary care; others
provide a broader continuum of care. Optum Clinic offers
a diverse range of services, allowing consumers to
address more of their needs in a convenient setting. This
model uses multi-disciplinary care teams to deliver
wellness exams; treatment of illnesses, sprains, and
factures; wound closures; and same-day, on-site labs and
X-rays.

Between 2007 and 2012, the volume of retail clinic
visits grew more than six-fold, from 1.5 million to

10 million annually.®® Close to half of retail clinic visits
take place when physician offices are closed.®® Retail
clinics are particularly popular among 18- to 44-year-
olds, who account for 43 percent of clinic patients.’°

Nearly all retail clinics accept reimbursement from private
insurance; a slightly lower share accepts Medicare; and
approximately 60 percent accept Medicaid.™" Overall,
private or public insurance covers two-thirds of retail
clinic visits.'%? Retail clinics also offer value to uninsured
patients, as costs per visit tend to be more affordable
than in physician offices.%3

Evidence indicates that the quality and cost of services
provided by retail clinics offer significant value. One study
found retail clinics’ performance on 12 quality measures
was comparable to that of physician offices and urgent

care centers and higher than that of hospital emergency
departments.’® Retail clinic treatment costs for several
common illnesses are substantially lower than those for
similar episodes at physician offices, urgent care centers,
and emergency departments.'%

Since many retail clinics are based on a one-time or
episodic model of care, there are questions about
whether they will complement and support other models
of primary care delivery and promote continuity of
patient-provider relationships. In addition, research
suggests that retail clinics may not be increasing access
for many under-served communities, because they are
more likely located in metropolitan versus rural areas.'°®

However, retail clinics often accept more forms of
insurance than office-based physicians — typically at
lower cost. A RAND study found that retail clinics
typically serve younger adult patients who do not have
a regular health care provider."” In such cases, there

is no continuity of care to be disrupted. Moreover, a
component of many retail clinics’ business models is to
serve the uninsured.

The number of retail clinic
visits has increased
dramatically in
recent years.

10.0M

visits in 2012

1.5M

visits in 2007



Retail clinics can be and are increasingly integrated into
primary care delivery. They commonly use EHRs and
share them with the patient’s primary care or other
provider, though they face the same challenges to
impactful use of HIT as other providers.'®® Many retail
clinics are investing in new infrastructure to ensure
interoperability for EHRs.

Retail clinics are investing in new
infrastructure to ensure interoperability
for EHRs and greater clinical integration
into primary care delivery.

Several plans and large employers have formed
partnerships with retail clinics, focused on lowering
consumers’ out-of-pocket costs. By including these clinics
in their networks and encouraging members to use them
— and by ensuring the clinic transmits information to a
patient’s regular primary care provider — payers can
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advance retail clinics” integration into the health care
delivery system, both clinically and financially.

Reaching patients where they live

Delivering primary care and preventive services to
individuals in their homes is an effective approach to
improving access and care delivery. A key advantage

of conducting clinical visits in the home is that the
review of environmental and social conditions provides
valuable information and context to inform an
individual's treatment plan. For example, assessment
and remediation of trip hazards for the purpose of
preventing falls among the elderly is an important benefit
of an in-home visit, as is a first-person observation of
medication supplies for patients with multiple chronic
conditions. These services are difficult to replicate in an
office setting. In addition, observing changes in the
home environment over time adds an important line of
sight into the life and overall well-being of the patient,
particularly those with functional limitations (see Box 4).



Box 4; Optum’s HouseCalls program

HouseCalls is a care management program that provides annual

in-home clinical visits to health plan members, including those with

chronic conditions. These visits help to identify and close gaps in O u Se
clinical care, and are an important part of the care continuum.

HouseCalls employs more than 1,200 licensed physicians and nurse /\‘ C ‘ ‘ .
practitioners who conduct home visits. In 2013, HouseCalls conducted

approximately 670,000 visits in 37 states — an increase from six states a S

in 2011.

The 45 to 60 minutes of scheduled one-on-one time with a clinician is longer than a typical office
visit and provides clinically robust encounters that are in many ways indistinguishable from other
professional medical services. During the HouseCalls visit, the clinician performs: a review of the patient’s
health history; a thorough medication review; a physical exam including screenings for key health metrics and
symptoms, including nutrition, depression, pain, cognitive impairment, and functional status; where possible,
collection of lab specimens and administration of a flu vaccine; identification of gaps in care; and an
opportunity for the patient and any caregivers to discuss their health and ask questions about their current
conditions and treatment.

HouseCalls visits support ongoing care and promote care coordination for beneficiaries. After a visit, a Plan
of Care is provided to both the member and his or her primary care provider. A key component of the
treatment plan includes educating and counseling members on managing chronic conditions, identifying signs
and symptoms of disease exacerbation, and mitigating risk factors. The member is provided with an “Ask Your
Doctor” letter, which includes diagnoses made during the visit and the HouseCalls clinician’s recommendations
for follow-up care. Information provided to the member’s primary care provider includes a diagnosis list; an
assessment of each diagnosis; recommendations for each diagnosis; a current medication list, including any
noted adherence issues; vital signs; screening results; recommendations for screenings and vaccines; and
narrative notes.

Results from the HouseCalls program

The HouseCalls program leads directly to needed follow-up encounters and closes gaps in care.
Among UnitedHealthcare Medicare Advantage members receiving a HouseCalls visit in 2013:

e Nearly two-thirds (64 percent) received a follow-up service under Medicare within 30 days.

e There was a 5.1 percent increase in colorectal screening and a 6.9 percent increase in breast
cancer screening.

Source: UnitedHealthcare and Optum.
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Utilizing group visits

An evolving approach for improving access to primary
care and increasing the efficient use of primary care
resources is shared medical appointments, sometimes
termed group visits. Under this model, patients attend
medical appointments with groups of patients with
similar needs, sometimes on a frequent basis. During
those visits, patients have both private examinations
and group education sessions.

One advantage of group visit models is that they are

an efficient use of provider time compared to individual
care.'® NPs can support direct clinical needs, and
additional members of a multi-disciplinary care team can
support the educational components of the program.
Patient groups commonly number five to 20 for a period
of one to two hours, depending on their condition.

One example is UnitedHealth Group’s Expect With

Me program for prenatal care, in which a physician or
midwife and a trained assistant deliver comprehensive
prenatal care to groups of eight to 12 women of the
same gestational age. During each two-hour visit,
women participate in self-care, checking their weight and
blood pressure, and receive an individual examination
by the midwife or physician, before joining the group
for education and skills building. The program offers
greater practice efficiency by combining each woman'’s
traditional 15-minute appointment with a two-hour
group session. Studies have also demonstrated

that women who participate in group prenatal care
have better birth outcomes than women in individual
prenatal care."°

Shared medical visits can decrease emergency
department and specialty visits, reduce hospital
admissions, increase patient satisfaction, and improve
patient outcomes."" Multiple randomized controlled trials
have demonstrated that shared visits have achieved
success on a range of measures, including reducing
hospital admissions and emergency department visits
among chronically ill older patients; improving problem-
solving ability, quality of life, and clinical outcomes
among patients with diabetes; and reducing the risk of
preterm birth and improving sexual risk behavior among
pregnant women.""?
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The group visit model succeeds in part due to higher
levels of patient engagement and activation. The group
dynamic helps individuals learn successful lifestyle
management strategies, obtain greater self-management
skills and confidence, and develop self-motivational and
peer support.” Research shows that an individual’s
health-related behaviors are influenced by the behaviors
of those around them and that social support within
group care is tied to greater patient satisfaction."*

Use of group visits is not widespread, in part because
approaches to provider reimbursement vary and are still
evolving.”® In 2010, 13 percent of family physicians
provided at least some care through group visits, up from
6 percent in 2005 (see Exhibit 15)."® This trend may
accelerate as care delivery and payment models evolve
and achieve greater acceptance among physicians and
patients.

Exhibit 15; Share of family physicians utilizing
group visits, 2005 and 2010
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Source: Victoria Stagg Elliott, “Group Appointments Can
Serve Both Patients and Practices,” American Medical News,
September 19, 2011.

Engaging complex patients

Making the most effective use of primary care services
and better leveraging capacity to reduce overall spending
requires a greater focus on complex and costly patients.
In a study of more than 3 million commercial patients
over more than three years, 40 percent of those with

a single claim had more than one chronic condition

(see Exhibit 16)."" In general, 5 percent of the population
accounts for 50 percent of health care costs each year,
with more than one in three (38 percent) of these
“super-utilizers” remaining in the most costly 5 percent
of people the following year (see Exhibit 17).1"8



“Super-utilizers” typically have chronic conditions and
rely frequently on hospital emergency departments and
inpatient services to address needs that often can be
managed through earlier and less costly interventions.
These individuals, more often men than women, are
more likely to have serious and persistent mental illness,
substance use disorders, or both; and they often face
poverty, unemployment, and fragmented home and
community environments."?

When providers and health plans use data effectively,
they can identify high-risk patients that will benefit from
primary care interventions, and they can target specific
approaches to address those patients’ needs. Targeting
“super-utilizers” requires analytic models that map
patients’ clinical characteristics to utilization levels, in
order to better capture the difference between expected
and actual utilization.'?®

Payment models that appropriately reimburse for

such an intensive level of primary care services are still
evolving.””! These models should reflect the importance
of underlying data and analytics and should incorporate
payments for bundles of services tailored to defined
patient subgroups.'?? Advancing payment reform is
fundamental for scaling interventions that are tailored
to “super-utilizers.”

Exhibit 16; Super-utilizers as share
of population and share
of health care costs
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Source: Robert Greene, Edwin Dasso, Sam Ho, Jerry Frank, Graeme
Scandrett, Ash Genaidy, “Patterns and Expenditures of Multi-
Morbidity in an Insured Working Population in the United States:
Insights for a Sustainable Health Care System and Building Healthier
Lives,” Population Health Management, 2013, 16(6):381-9.

Exhibit 17; Super-utilizers as share of population in a single year and the following year

5% of people are
super-utilizers

y

Single year

super-utilizers
62%

.

.

Source: Steven Cohen, Namrata Uberoi, “Differentials in the Concentration in the Level of Health Expenditures across Population Subgroups
in the U.S., 2010," Statistical Brief #42, Agency for Healthcare Research and Quality, Rockville, MD, August 2013. Steven Cohen, William Yu.
“The Concentration and Persistence in the Level of Health Expenditures over Time: Estimates for the U.S. Population, 2008 — 2009, ”
Statistical Brief #354, Agency for Healthcare Research and Quality, Rockville, MD, January 2012.
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APPENDIX: DATA SOURCES AND METHODS

Primary care challenge by county

The UnitedHealth Center for Health Reform &
Modernization developed state-level estimates of the
number of individuals who will be newly eligible for
and who will newly enroll in Medicaid under the ACA's
coverage expansion, assuming that all states ultimately
would implement this expansion; estimates of those
who will enroll in the new state health insurance
marketplaces; and estimates of the number of people
who otherwise would have been uninsured. Estimates of
the county-level distribution of newly insured people in
each state use county-level distributions of the non-
elderly population and the uninsured from the

U.S. Census.

The U.S. Census Small Area Health Insurance Estimates
are the source of the county-level uninsured figures.
County-level estimates of the newly insured were
combined with data on the supply of health professionals
and facilities from the Health Resource and Services
Administration’s Area Health Resource File. The micro-
simulation used to estimate coverage under the ACA
produced state-level estimates. Distributions of those
results across counties contain additional uncertainty
because they are based on current county-level estimates
of the uninsured. Because these estimates include many
undocumented persons, county-level distributions of the
newly insured in some areas may be weighted too
heavily.
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Primary care quality and supply of providers
by Hospital Referral Region

Commercial claims data for the period 2011-2012 were
aggregated to the Hospital Referral Region (HRR) level.
This data includes 19.5 million members, including both
self-insured and fully insured. Utilization rates are based
on member enrollment in a given month to adjust for
variations in enrollment over the data period. Condition
prevalence measures are based on enrollment during the
analytic period.

The 306 HRRs included in the analysis were split into
10 equivalently sized groups based on the number

of primary care providers per 100,000 people.

The 31 HRRs with the lowest primary care physician
concentration were included in the bottom decile,
while the HRRs with the highest primary care physician
rates were in the top decile. The relationships between
physician supply and measures of interest were studied
by taking the means of those measures in each decile
of physician supply.

The analysis examined the variation between primary
care physician supply and other characteristics at the

HRR level, relying on correlation coefficients to determine
the strength of the relationship between two variables.

[t compared variation in primary care physician supply
per 100,000 to avoidable hospital admissions per

1,000, avoidable emergency department visits per

1,000, and high-technology diagnostic imaging
procedures per 1,000.



Measures of quality were obtained using the Evidence
Based Medicine (EBM-Connect) software application,

a leading tool for assessing gaps in care. Measurements
of avoidable admissions and avoidable emergency
department visits were developed internally, based on
the algorithms of avoidable utilization used by AHRQ and
the Massachusetts Department of Health.'?* Avoidable
admissions and avoidable emergency department visits
were based on the primary discharge diagnosis.

Examples of diagnoses included in the avoidable
admissions measure are admissions for asthma,
congestive heart failure (CHF), dehydration, and ear,
nose and throat (ENT) infection. Examples of avoidable
emergency department visits include ear infection,
pharyngitis, back pain, and asthma. High-technology
diagnostic imaging is an area of possible over-utilization
among the commercially insured population. The high-
technology diagnostic imaging rate per 1,000 members
is gathered through procedure codes, including imaging
use in both outpatient and inpatient settings.

Estimates of the number of non-physician primary
care providers — NPs and PAs — per 100,000 residents
are from the U.S. Office of the National Coordinator
for Health Information Technology, for the year 2011.
Estimates of primary care physicians per 100,000
residents are from the American Medical Association
Physician Master File, for 2010. Estimates of median
household income are from the American Community
Survey, for the years 2005 through 2009. Estimates
of the rates of uninsured are from the U.S. Census
Bureau’s Small Area Health Insurance Estimates
program, for 2009.
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Providers practicing in rural areas

The source for Exhibit 6 on page 12, “Shares of providers
practicing in rural areas, where 59 million individuals
live,” is as follows: Thomas Bodenheimer, Hoangmai H.
Pham, “Primary Care; Current Problems and Proposed
Solutions,” Health Affairs, 2010, 29(5):799-805. Susan
M. Skillman, Louise Kaplan, Meredith A. Fordyce, Peter D.
McMenamin, Mark P. Doescher, “Understanding
Advanced Practice Registered Nurse Distribution in Urban
and Rural Areas of the United States Using National
Provider Identifier Data,” Final Report, Rural Health
Research Center, University of Washington, 137, 2012.
American Academy of Physician Assistants, “Quick
Facts.” Accessed February 25, 2014.

UnitedHealthcare’s medical home
evaluation

UnitedHealthcare’s actuarial evaluation methodology
relied on a statistical approach that compares the annual
change in performance for the medical home population
versus a comparison population, called a difference-in-
differences approach. To establish the comparison
population, matching data were used — through a
process called propensity score matching — from

12 months leading up to the medical home launch in the
same market.

Patients were matched using claims data for a broad
range of measures including age, sex, utilization,
spending, and presence of certain chronic conditions.
The evaluation looked at all commercial members
attributed to a given practice, not just those participating
in a medical home program, and it included those who
left or joined the medical home during the life of the
program. Over the study period, there was a 10 percent
to 20 percent increase in the attributed population per
year in the study programs.
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INTRODUCTION

The Affordable Care Act (ACA) has presented new challenges for states to implement health
insurance marketplaces, expand and modify Medicaid and eligibility, develop new models for
health system and payment reform, and fund effective outreach and enrollment strategies. At
the same time there is increased and critical attention to the effective implementation of the
ACA and in the evaluation of different state-based approaches to implementation.

Despite a rocky start for both the federally-facilitated marketplace (FFM) and several state-
based marketplaces (SBMs), enrollment statistics point to positive results for the first ACA open
enrollment period (October 1, 2013-April 19, 2014, which includes special enrollment period
activity). Nationwide, over 8 million people selected health insurance plans through the new
exchanges — surpassing the Congressional Budget Office’s April 2014 estimation that 6 million
people would enroll. Consumer interest was also high, as measured by 98 million website
visits and 33 million calls to call centers during the first open enrollment period.2

Still, many questions remain about the performance of exchanges during the first open
enrollment period and their viability in the future, answers to which have almost immediate
relevance as states and the federal government approach the second open enrollment period
for coverage beginning in 2015. For example:

¢ What are the demographic characteristics of enrollees and what do they suggest about
access to coverage and financial stability of the exchange? How can this information
inform outreach efforts for future enrollment periods?

e How many people who enroll in insurance via exchanges or expanded Medicaid
programs were previously uninsured? How many switched plans from current coverage
to the new offerings in the exchange?

e Have enrollment and outreach efforts been targeted and successful?

e How well have the exchanges done in monitoring and achieving high levels of consumer
assistance and satisfaction?

e How did state variation in implementation impact exchange performance and carrier
decisions?

A better understanding of the diverse sources of administrative data available from the state
and federal health insurance marketplaces will be required to help respond to these and other
qguestions. To that end, this paper will examine enrollment-related data issues faced by states
during the first ACA open enrollment period, including variation on data elements collected
through marketplace applications as well as state approaches to public reporting on enrollment
data. Finally, this paper will look ahead to potential research questions and uses for data
already collected and new data collection needs.

1
State Health Access Data Assistance Center (SHADAC) ¢ www.SHADAC.org



BACKGROUND
Marketplace Oversight and Structure

The ACA allowed states to create their own state-based marketplaces (SBM), defer to a
federally-facilitated marketplace (FFM), or choose a state-federal partnership marketplace
whereby the state could leverage the federally-run marketplace but retain certain functions
related to plan management and/or consumer assistance and outreach. During the first open
enrollment period, 14 states and the District of Columbia (DC) operated SBMs, 29 states had
FFMs, and 7 states elected state-federal partnerships.3 Two states that were conditionally
approved to operate SBMs, Idaho and New Mexico, were considered by the Centers for
Medicare and Medicaid Services (CMS) as “supported SBMs” for the first open enrollment,
utilizing the FFM system to process applications and enrollments.* For the remainder of this
paper, partnership states and the two “supported SBMs” are included in the FFM category.
Therefore, 36 states are included in the FFM, and 15 states (including DC) are counted as SBMs.

Figure 1. Marketplace Decisions, First Open Enrollment Period

- State-based Marketplace
- Partnership Marketplace
I:I Federally-facilitated Marketplace

Among other things, state decisions about marketplace oversight have important implications
for data collection, enroliment operations, and reporting activities. For example, states that
established their own marketplaces operate their own web portals and call centers, and have
some flexibility in designing their enrollment applications, application processes, and
information technology platforms, all of which have a significant impact on the availability of
enrollment data. While SBMs were required to report certain data to CMS (part of the
Department of Health and Human Services (HHS)) on a weekly basis during the first open
enrollment period, SBMs also make important independent decisions about how their
marketplace enrollment data are used and communicated to state officials, stakeholders, the
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media, and the public. As will be summarized in this paper, SBMs differed in how much
enrollment data they made public, how their data were summarized and visualized, and how
their data were released.

In contrast, in states using the FFM, HHS assumes primary responsibility for most (or all)
marketplace operations related to the enrollment process itself. Consumers in these states
enroll in Qualified Health Plans (QHPs) using a federal application, application process, and
website (healthcare.gov). Data on these states for the first open enrollment period were
collected through the FFM and synthesized, summarized, and disseminated (along with the
information reported to CMS by SBMs) by HHS’ Office of the Assistant Secretary for Planning
and Evaluation (ASPE) through monthly issue briefs during the open enrollment period. These
ASPE issue briefs are described further on page 8 of this paper.

APPLICATION FORMS AND POTENTIAL DATA ELEMENTS

The application process is a primary means for generating enrollment data. As such, this paper
examines the application forms in terms of federal requirements and guidance, FFM forms, and
SBM formes.

Legal and Policy Requirements for Application Forms

The ACA required the HHS Secretary to create a “single, streamlined” application form
incorporating all questions required both for the health insurance application and for financial
assistance. The purpose of this integrated application was to develop a “no wrong door”
approach to accessing coverage by providing a single form that individuals and families could
use to apply for any of the insurance programs and financial supports offered through the
marketplace (premium tax credits, cost-sharing reduction payments and Medicaid). In addition,
the design of the form was intended to minimize the burden on applicants and to help ensure
applications would be correctly processed. The Act also allowed states to create their own
forms as long as they followed a specific set of standards also required of the federal form.”

In March 2012, the Federal Register published an HHS Final Rule regarding implementation of
the single streamlined application. The rule confirmed that the federal form would be used
only to determine eligibility for coverage and subsidies (not for other human services programs
such as the Supplemental Nutrition Assistance Program). The rule also confirmed that states
could develop alternative forms subject to HHS approval; states were prohibited from requiring
applicants to answer questions beyond those necessary for insurance and subsidy
determinations, stating specifically that “this provision limits the application to information that
is pertinent to the eligibility and enrollment process.”®

CMS developed three model application forms and released them in April 2013:’
1) Application for Health Coverage and Help Paying Costs
2) Application for Health Coverage and Help Paying Costs (Short Form) for certain applicants
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3) Application for Health Coverage for those not applying for financial assistance

In June 2013, CMS released guidance for states developing their own modified applications. In
this guidance, CMS advised that SBM-specific forms must follow several guiding principles,
including reaffirmation of the rule that questions not essential for eligibility determinations (for
coverage or assistance) could not be required, though they could be included on applications
and listed as optional. The guidance suggested several examples of simple changes states could
make to the form without CMS approval (e.g. using state names for Medicaid or removing
unnecessary questions from the federal model), as well as examples of more substantive
changes that would require CMS approval.8

The analysis below outlines variations in the elements collected through the paper applications
used by federal and state marketplaces (specifically, paper versions of the Application for
Health Coverage and Help Paying Costs forms).* Though there are a total of 16 different
Application for Health Coverage and Help Paying Costs forms (FFM and SBMs), all the forms are
based on the federal model and most are very similar. That said, the differences among the
forms provide some SBMs with additional data elements compared to the federal form; specific
differences are highlighted below.

Federal Application and Data Elements

Thirty-six states (those in white and orange in Figure 1 on page 2), as part of the FFM, utilized
the federal health insurance application form during the first open enroliment period.

The federal application, as required by law, is structured both as an application for health
insurance coverage and a tool to determine whether the applicant is eligible for financial
assistance. The application includes a series of questions in several categories about each
person in the household who needs health insurance:

e Contact information

e Demographic data

e Disability status

e |Immigration status

e Employment and income information

e Current health insurance coverage from any source'

e Detailed information on any employer-sponsored insurance coverage the family is

eligible for, and

" This analysis examined the FFM application form and those from all SBMs except Connecticut and New York.
SHADAC's attempts to obtain the Connecticut and New York forms were unsuccessful. It is important to note that
the other paper application types and the online versions may differ slightly from the information contained here.
" Note: the “current health insurance coverage” question does not appear on the version of the Application for
Health Coverage for those not requesting financial assistance to pay for coverage.
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e An appendix with additional questions for any American Indian or Alaska Native
household member

Please see visit SHADAC's State Health Reform Data Analytics Website for a copy of the
complete federal application form from the first open enrollment period.

SBM Applications and Data Elements

Fifteen states (including the District of Columbia) operated SBMs during the first open
enrollment period (states in green in Figure 1 on page 2). Some states adopted the federal
application in its entirety, changing only state names, contact information, logos, etc., while
others adjusted it in various ways. Tables 1 and 2 summarize how states adapted the federal
form, either by modifying questions (Table 1) or by adding completely new questions (Table 2).
These added SBM data elements are grouped into thematic areas in these tables, but the
wording is generalized; not all states use the exact same wording. State abbreviations are given
in the tables so that those interested in the exact question wording can consult the relevant
SBM applications.

It should also be noted that there is variation among states about who answers the questions
below. The person completing the form for a household is not always applying for coverage for
himself or herself, but rather may be applying only on behalf of other members of the
household. Some questions are asked only of those applying for coverage, while other
guestions are also asked of the primary contact (regardless of whether that person is applying
for coverage), and some questions are asked for anyone in the household. Some SBM
applications, particularly when someone answers “yes” on disability-related questions, require
applicants to complete additional worksheets containing follow-up questions not listed here.

Table 1 presents a summary of added data elements collected on SBM applications, through
altered or expanded versions of questions contained in the federal application. The most
common modification was to collect specific information on disabilities and applicants’ needs
for assistance with related services, with 10 states modifying this section of the federal
application form.

The other common modification was on prior (current at the time of application) enrollment in
health insurance coverage; seven states varied or added detail to the federal question on this
topic. Some asked whether applicants were eligible for (not just enrolled in) coverage from an
employer, while other states looked for anticipated changes to coverage. A few states asked
about recent loss of coverage.
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Table 1. Enhanced SBM Enrollment Forms: Altered or Expanded Versions of Federal Questions

Disability

Federal question: Do you have a physical, mental, or emotional health condition that causes limitations
in activities (like bathing, dressing, daily chores, etc.) or live in a medical facility or nursing home?

e Some states make specific mention of disability, blindness, and injury, iliness, or disability
lasting at least 12 months (CA, CO, HI, KY, MA, MN, NV, OR, RI).

e Several states ask whether someone needs help with activities of daily living, with reasonable
accommodation, or with long-term care, home health, or other related services (CA, CO, MA,
MN, NV, OR, RI, WA).

Prior Eligibility and Enrollment

Federal questions: .
Your family’s health coverage

Answer these questions for anyone who needs health coverage.
1. 1s anyone enrolled in health coverage now from the following?

[] vEs. 1f yes, check the type of coverage and write the person{sf name{s) next to the coverage they have, [ NO.

[ medicaid [ Employer insurance
O ere Name of health insurance:
[ medicare Palicy number
I this COBRA coverage? [Ives [IMe
|_| TRICARE {Don't check iF)‘OII have Direct Care ar Line af Dy} Is this a retires health plan? Cves [no
[0 other

[ v health care program Name of health insurance:

Falicy number

O Peace Cor Ps

I= this a limited-benefit plan (like a school accident policy)?

Oves o

2. 1s anyone listed on this application offered health coverage from a job?
Check yes even if the coverage is from someone else’ job, such as a parent or spouse.
[ vEs. 1f yes. yourll need to complete and include Appendix A 15 this a state employee benefit plan? [Jves [Jno

Mo, If ne, continue to Step 5.

e Some states adjust question 1 above to ask if members of the household are eligible for or
offered any coverage, whether or not they are enrolled now (CO, OR) .

e Some SBMs request detail about anticipated upcoming changes to employer-sponsored
insurance, including plans to drop, plans to enroll, eligibility changes, plan changes (CA, CO, Rl).

e CAlooks for unenrolled eligibles for public programs by asking about special populations such
as those > age 65, the disabled, those with special health care needs, or children <1 whose
mothers were on Medi-Cal at time of delivery.

e Three states ask about recently being uninsured, or recently turning down, dropping or losing
coverage for themselves or their children (CO, NV, WA).

e (O also asks whether anyone in the household has an individual shared responsibility
exemption.

e MA requests additional information on applicant’s current employer: Does this employer have
50 or fewer full-time employees? Is this job a sheltered workshop?

e States have also added additional coverage type options on their applications (some are the
same as federal options, but with state-specific names or different wording). Additional choices
states have included beyond those on the federal application are:

0 KCHIP (Kentucky’s CHIP Program)
O TRICARE/CHAMPUS
0 Veteran's Health Care Program
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0 Veteran’s Coverage

0 Employer/Union/College/University Sponsored Coverage
= COBRA
=  Retiree Health Program/Plan

Child Health Plan Plus (CHP+)

Dr. Dynasaur (Vermont’s CHIP program)

Federal Employee Program

MCHP

AmeriCorps

Medical Assistance

MinnesotaCare

Nevada Check Up

Private Health Insurance

O O0OO0OO0OO0OO0OO0OO0OOo

Table 2 summarizes the additional topic areas not included in the federal application but added
by states. The most frequently added questions were about tobacco use (six states) and
applicant interest in voter registration (four states). Some states include questions related to
specific eligibility categories for state Medicaid programs (e.g. Massachusetts covers some
individuals with breast cancer, cervical cancer, or HIV, and includes these as optional
guestions). Other states use optional questions to check for interest in other state-specific
social/human services programs or to inquire about how consumers learned about the SBM.

Table 2. Enhanced SBM Enrollment Forms: Questions not Included in Federal Application

Tobacco Use

e Regular tobacco use, generally defined as four or more times per week on average over the
past 4-6 months (CO, KY, MN, NV, OR, WA).

e MN also asks for the date of the last time tobacco was used regularly.

Specific Populations

Disease-specific o Applicant has breast cancer, cervical cancer, or HIV (MA).
Homelessness e Applicant is homeless or without a fixed address (MA, WA).
Victims of torture e Applicant is receiving services from the Center for Victims of Torture (MN).

e Non-citizen applicant has been treated recently for an emergency medical
condition; needs dialysis; cancer treatment; anti-rejection medication due to
organ transplant; needs nursing home, assisted living, or in-home care (WA).

Non-citizens with
critical health needs

e Any child in the household was adopted by a single parent; has a parent who
has died; has a parent who is unknown (MA).

Affordability and Access

Children

e Applicant considers employer coverage affordable based on a particular

Employer coverage definition of affordability (CO).

Doctor e Applicant has a general doctor who treats a variety of illnesses (CO).

Injury care e Applicant is getting medical care for an accident or injury (MN).

Barriers to care e Anyone who is enrolled in health insurance is unable to get health services
7
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due to safety concerns, distance from providers, other (OR).

Program Linkages

Other social service | o Applicant would like to be referred to programs for food assistance, help
programs paying for a medical emergency, or other support (CA, KY, MN).

¢ Include contact information, a request for a voter registration application to

Voter registration be mailed, or an actual voter registration form included in the exchange

application packet (KY, MN, NV, WA).
Other Questions

Interest in health e How applicants heard about their programs (CA, NV).
insurance/the e KY requests permission for the exchange to send text message alerts to
exchange applicant’s phone.

e CA asks if the applicant has “had any recent changes in your life that made
you want to apply for health insurance?”

Plan choice for e Some applications allow the applicant to choose a specific [Medicaid
public programs MCO/Medicaid CCO/pediatric dental/Covered California] plan (CA, NV, OR).

PUBLIC REPORTING

There are multiple types of official reporting on ACA-related enrollment activity. The federal
government and each SBM state presumably have internal reporting processes used for
management and internal decision-making. All SBM states also conduct federally-required
reporting - sending data to CMS on a regular basis - for use in the ASPE briefs and for other
federal purposes. Finally, states and the FFM undertake public reporting on operations and
enrollment outcomes. The focus of this section is the content and approach used for this public
reporting during the first ACA open enrollment period.

Federal Reporting

From November 2013 to May 2014, ASPE released monthly Issue Briefs on health insurance
marketplace enrollment figures. These reports included both FFM data and data submitted to
CMS from all SBMs. The final ASPE report for the first enrollment period can be downloaded
from SHADAC's Insurance Marketplace Enrollment Reports Website. The briefs regularly
included outcome and process summary measures for all states, including:

Number of completed applications through marketplaces

Total number of individuals included in completed applications

Number of individuals determined eligible to enroll in marketplace plan

Total number of individuals who have selected a marketplace plan (includes paid
premium and not yet paid)

Unique visitors on SBM and FFM websites

Calls to SBM and FFM call centers
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These statistics were provided for each state, as sub-totals for SBMs and the FFM, and the
grand total for the country. As the enrollment period progressed, additional indicators were
added, including detail on demographic characteristics and metal level choices of enrollees, as
well as trends over time during the period. ASPE also incorporated information from other
sources into these briefs, such as reports from insurance carriers on non-marketplace
enrollment in ACA-compliant plans, the estimates on health insurance coverage from Gallup
and RAND surveys, and other relevant data for the period. The May 2014 report was ASPE’s
final brief for the first open enrollment period, and the reports are currently no longer being
released.

As these ASPE reports were released each month, SHADAC created infographic summaries of
data extracted from the reports. The complete collection of these infographics from the first
open enrollment period is available on SHADAC's State Health Reform Data Analytics Website.

SBM Reporting Efforts to Date

There is a wide variety of state-initiated public reporting on SBM processes and outcomes.
States vary in the content of their reports, the frequency and breadth of reporting, and the
formats they use to publicize data. Even a “common” measure publicly reported by all 15
SBMs, the number of individuals enrolled in Qualified Health Plans (QHPs), was defined
differently by different states, with some counting “plans selected,” others counting “first
month’s premium paid” (i.e. effectuated enrollment) and others counting “applications
completed, pending payment.”

Another source of variation is the optional questions that some states include on their
applications. As described in the “Legal and Policy Requirements for Application Forms” section
of this paper (page 3), states can include enrollment form questions that are not essential for
determination of eligibility (for coverage or financial assistance), but they cannot be required-
response items on the application forms. One question that is optional for a particular
population segment is that of prior insurance coverage (a topic of considerable interest to
policymakers and the public). Because this question is not asked of all applicants, it has not (to
date) been widely analyzed for public consumption. In fact, only two states have reported on
the proportion of marketplace enrollees who were previously uninsured (Kentucky® and New
York, see state spotlight on page 11). This caveat applies throughout: much of the reporting
cited below comes from optional questions on the application forms, so the responses are not
necessarily representative of the entire applicant population or the general population of the
state. Despite this limitation, many states chose to report on the data they did have available
from respondents who answered the optional questions. This reporting is of interest because it
supplements the basic statistics on enrollment, but should be interpreted with an
understanding of the limitations inherent in the data.
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What Are SBMs Reporting?

Total QHP Enrollment

The number of individuals enrolled in QHPs is the critical indicator of interest to SBM outcome
reporting; all 15 SBMs reported on this measure. However, as described above, there is
variation in how states define “enrollment” and in how much detail is reported. Table 3
summarizes the numbers of SBMs using various indicators related to total QHP enrollment.

Table 3. Public Reporting of SBM Enrollment

Metric/Data Specification Number of SBMs Reporting

(Out of 15 SBMs)
Number of individuals enrolled in QHPs 15

Stage of enrollment process specified:

e Plan selected 3

e Premium paid

e Unclear from reporting 7

Number of individuals enrolled in Medicaid,
CHIP, or other public programs 12

Characteristics of Individuals Enrolled and Plans Selected

Most SBMs provided enrollment data disaggregated by at least basic individual or plan
characteristics. The most common characteristics publicly reported were age of individual
enrollees (11 states) and metal level of QHP (10 states). Figure 2 shows the seven most
frequently reported individual or plan characteristics from public SBM reports. Table 4
summarizes less commonly used data breakouts that may be of interest to more states as they
consider their public reporting plans for future enrollment cycles.

Figure 2. Common Enrollment Breakdowns

Age

Subsidy level
Metal level
Carrier
Gender

County or geographic region

T T I

0 2 4 6 8 10 12 14
Number of SBMs Reporting (Out of 15 SBMs)
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Table 4. Less Common Enrollment Metrics of Interest

Metric/Data Specification SBMs Reporting

Number of individuals enrolled in

QHPs by...
e Race/ethnicity CA, NV, NY, WA
e Enrollment pathway CA, CO, NY, WA
e Poverty level NV, NY, WA
e lLanguage or language CA, NY

preference

e Previously uninsured NY

Questions on race and ethnicity are optional on all state (and federal) exchange applications.
For this reason, reporting on enrollment by enrollees’ race or ethnicity will inevitably be
incomplete, but can still be a useful gauge to see who the exchanges are serving and to help
assess potential impact on disparities in coverage by race or ethnicity. Potentially, this
information could also help to better target outreach efforts for enrollment. California,
Nevada, New York, and Washington were the only states reporting publicly on enroliment by
race or ethnicity during or at the end of the first open enroliment period. All four of these
states reported on the number or percent of enrollees in QHPs by race and ethnicity, and some
reports contained further analysis such as cross-tabulations of race by subsidy status. These
states reported different categories for race, all based on the federal standards but some with
expanded options (Nevada in one report including 14 categories) and in some reports collapsing
the groups into fewer categories. Three of these states specifically noted in their reports that
there was a high rate of non-response to this question on their applications (of those states
that reported non-response, the highest non-response rate was 25%, both in New York and
California).

Spotlight: Previously Uninsured in New York

All SBMs and the FFM ask about current insurance coverage on their marketplace applications,
but the question is not asked of all applicants. In most (possibly all) cases only those applying
HEALTH CARE for financial fa55|st_ance are_z _
presented with this question; this
means that calculations of new

High number of uninsured amonNg  enrollees who were previously

NY, KV Oba macare s Igﬂ <1 [35 uninsured do not _necessa_rlly
represent the entire applicant pool.

Dan Mangan | Jodi Gralnick T .

Tuesday, 25 Mar 2014 | 121 PM ET Due to this limitation of the data,

% CNBC ASPE has expressed concern about

its interpretation and use, and there
has been only limited information formally reported from the FFM and SBMs on the total
proportion of enrollees who were previously uninsured.? However, if interpreted with caution
and with an understanding of the limitations of the data, the calculation can still be informative.
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Of the public reports we found, only New York has provided this statistic in its enrollment
reports. In its final open enrollment period report in June 2014, New York reported that 93% of
Medicaid enrollees were uninsured at time of application, along with 63% of QHP enrollees
(79% of the subsidized QHP enrollees). The report also noted that enrollees who were
uninsured at the time of application tended to enroll later in the open enrollment period.
While this may not be representative for all new enrollees, this type of information can still add
to the public’s (and decision-makers’) understanding about an exchange’s achievements and
about how to plan and anticipate for future enrollment periods.

Stages of the Enrollment Process

As for all other aspects of SBM-initiated public reporting, states varied in whether and how
much data they released on application process measures during the enrollment period. The
most frequently reported measure in this category was number of applications created (seven
states), while only two states gave the additional information on number of individuals included
in these completed applications. Table 5 summarizes SBM reporting in this area.

Table 5. Common Metrics Describing Stages of Enrollment Process

Commonly Reported Metrics Number of SBMs Reporting
(Out of 15 SBMs)
Number of accounts created 6
Number of applications completed 7
Number of individuals applying for 5
coverage in completed applications
Number of individuals determined 4
eligible for enrollment
Number of individuals with 5
confirmed plan selections
Number of individuals with payment 5
received

Consumer Support and Operating Metrics

All SBMs provided at least basic statistics on their website or call center operations. Some
states went in depth (see spotlights on Colorado and Minnesota, page 17), while others focused
only on the most critical status indicators (website visits, calls received). The most commonly
reported process metrics in this category were call volume (12 states) and unique visitors to the
SBM website (9 states). Less common but occasionally reported were calls handled in
languages other than English or Spanish, and website availability (percent of time). Table 6
summarizes these measures.
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Table 6. Most Commonly Reported Customer Support and Operating Metrics

Commonly Number of SBMs
Reported Reporting Less Common, But
Metrics (Out of 15 SBMs) Related Metrics

Call center:
Call volume 12 Handled/deferred calls
Average wait time 8 Other language calls
Average call time 5 Abandonment rate
Website:
Unique visitors 9 Website availability
Web visits 7 Average response time
Page views 4

How Are SBMs Reporting?

States not only varied the content of their public reporting, but also their communication
methods and channels. States routinely released enrollment figures via standard text reports,
website entries, graphical dashboards, press releases, board meeting minutes, and social
media. Some states kept the emphasis on the most critical statistics by releasing only a limited
number of indicators (such as enrollment in qualified health plans and Medicaid), while other
states selected formats to allow full detail on process measures and detailed breakdowns of
enrollee data as well. Some states targeted the public directly by reporting via social media,
while some used the press or their websites to disseminate reports and data. SHADAC collects
and posts publicly-available enrollment reports from all SBMs; the full collection can be found
here: http://www.shadac.org/publications/insurance-marketplace-enrollment-reports.

Although all states have unique styles and formats for public reporting, a few states are
highlighted below due to particular aspects of their public reports that may be of interest to
other states as they consider future plans.
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Spotlight: Social Media in California

In addition to periodic reports and press releases to keep the public updated on enrollment
figures, several states use Twitter, Facebook, Instagram, and YouTube to promote enroliment
and answer ACA-related questions. A few states also periodically release enrollment figures

Figure 3. Screenshot of Covered Callfornla s Twitter feed

WEETS PHOTOS/VIDEDS FOLLOWING YWERS ORITES

4,366 242 744 37 7K 104

More v

The July/August edition of tne CoveredCA Community Qutreach
Newsletter is out. Read the latest here: bit [y

InixPbw

@ Covered California @ |
If you just had a bab\;, you and your family
may be eligible for special enrollment.
bit.ly/1njjOGn

COVERED
CALITORNIA

ﬂ Covered California @CoveredCa - Jul10
redcaSHOP may give you and your #5mallBiz employees more
alth coverage options than you think. Curious? bit ly/TnigerD

@ Covered California |
Swap sugary foods for whole #grains and

through social media. But California
is unique in its extensive reach, with
Covered California (the state
marketplace) tweeting enrollment
updates to nearly 38,000 followers
(over 33,000 more than any other
state exchange, as of August 2014).
Covered California’s 4000+ tweets
are not primarily focused on
reporting, but rather on enrollment
promotion and information,
insurance facts and terminology,
promotion of healthcare utilization
among newly-covered enrollees,
and healthy lifestyle tips. The
Twitter feed is visually appealing,
and includes not only information
but also photographs, videos,
celebrity endorsements of health
insurance coverage, quotes from
satisfied enrollees, and other items
of interest. By including enrollment
reporting in this format, Covered
California takes advantage of an
opportunity to reach the public with
its data directly, in an accessible
and interesting way. Click here to

follow Covered California on Twitter: https://twitter.com/CoveredCA .
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Spotlight: Comprehensive Reporting in
Washington Figure 4. Sample page of Washington's final report

QHP ENROLLMENT BY AGE

Washington’s reporting on its health exchange
included a unique final enrollment report at ‘.
the end of the open enrollment period. The 53
report includes breakdowns of enroliment by i
an extensive set of characteristics including '
demographics, metal level, county, carrier,
federal poverty level, tax credit percentage,
and other variables. The data are presented [ 38%
visually, through distinctive and interesting [
graphics that allow a reader to take in large B o

24903

amounts of information in an “at-a-glance” 5

format, so although the report is 24 pages long >

and contains a large amount of data, it is easy i
B%

to scan the whole report quickly for items of
interest, and then to look deeper at the data R —

* not eligible to enroll in health insurancs coverage
ops . thiough Washington Haalthplanfinder, Some
on any specific topic. e e
Washingten Healthplanfinder if they are not eligible
for Medicars.

See Washington’s final report here:
http://wahbexchange.org/files/4513/9821/1124/WAHBE End of Open Enrollment Data Rep
ort FINAL.pdf

Spotlight: Dashboards in Massachusetts and Kentucky

Figure 5. Sample 1-page snapshot from Kentucky Dashboards can be a very effective way to
communicate data and trends,
A Healthier Kentucky

Healthier Kentucky
et ciatici~o  highlighting the most important
Health Insurance Coverage for Every Kentuckian kynect S td I | S t CS g g g p
Kertucky s rors tha 640,000 unured ctens, which s about 15 percertofthe tate's A 1Gonon Thursday /102014 indicators and making key figures easy to
population. Appreximately 308,000 will qualify for Medicaid. The remaining 332,000 can
choose among state-approved insurance plans, and can compare monthly premims and 85 8 . .
Chher cont he co-ors. Thake b nen reaoremant throuah the Alforda Core Act, o =%  find. Several state exchanges used this
one can be denied coverage for any reason, even pre-existing conditions. ; -
Proidad they mest o8 the ity requiements (Kentucky resint, US. citzen oralen kind of approach for enrollment
status, not cumrently in prison and can provide proof of income): P

pecple conducted prelimnary screenings to

+ An individual making less than $15,856 will qualify for Medicaid under the expansion. Getermine qualiications for subsidies, re po I’tl ng’ p I a C| ng th e key summa ry
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reviewed and supplemental staffing), and in later weeks turning to enrollment figures while
also including process measures such as call volume and website traffic. The Massachusetts
dashboard used a combination of graphics and short pieces of text to convey the key messages
in a simple format.

Throughout the first open enrollment period, Kentucky also used a regularly-updated 1-page
format highlighting the most important measures on its state health exchange, called kynect.
Regular updates to individual, SHOP, and Medicaid enrollment figures, along with a few key
statistics on website and call center activity, were provided in a clear and simple format.
Kentucky was unique among states in that kynect reports were released by the Office of the
Governor rather than the state health exchange itself.

See sample 1-pagers from MA and KY here:
e Massachusetts

e Kentucky

Spotlight: In-Depth Reporting on Topics of Interest in Colorado and Minnesota

Throughout the first open enrollment period, Colorado used an extensive “Customer Support
Network” to communicate with the public, promote the state’s exchange (called Connect for
Health Colorado), and assist in enrollment. This network included Customer Service Center
Representatives, specially trained brokers/agents, Certified Health Coverage Guides, Certified
Application Counselors, and community organizations. The public outreach strategy included
Street Outreach Teams, Walk-in Sites, and a branded RV travelled around the state. A highlight
of the Connect for Health Colorado final report for the open enrollment period was its thorough
coverage of the work conducted by these groups. The report included numbers of consumers
reached with promotional activities, number of miles travelled by staff, number of hours spent
talking with the public, and numbers of
enrollments assisted by various groups. This
depth of reporting on outreach work was a
helpful way to document the level of “
promotional effort required to meet enrollment

goals, and including this in the final report also .

demonstrated the state’s appreciation for the

staff and volunteers involved in the work.
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state, weekly manual ID verification processing (# of cases and average # days to complete),
data requests received and fulfilled (number and megabytes), estimated hours of staff time
processing data requests, weekly appeals, independent validation and verification reviews, call
center types of calls received (top 10 specific questions from public and from brokers), and
error rates in MNsure marketplace. This in-depth topical reporting provided a broader view not
just of enrollments, but of the efforts and processes behind the operation.

Read reports from Colorado and Minnesota here:
e Colorado
e Minnesota

DISCUSSION AND LOOKING AHEAD

A review of the type of enrollment data generated by FFMs and SBMs shows great variation in
what is being collected and how it is being used and reported. Despite differences in how
states are leveraging enrollment data, all states are faced with the reality of a rapidly
approaching second open enrollment period. While states continue to analyze data from the
first open enrollment period, officials estimate an even larger surge of enrollment in year two.*
The final section of this report discusses some of the challenges and opportunities states face
regarding the collection and use of marketplace enroliment data for the second open
enrollment period.

Challenges

Discontinuation of Federal Marketplace Data Reports. As noted, the ASPE issue briefs were
arguably the most important source for comparative information about marketplace
enrollment across states and the sole source of enrollment data for FFM states. ASPE
discontinued these reports in May 2014 and, although open enrollment ended, marketplaces
have continued to enroll individuals under special enroliment circumstances.® In the absence
of the ASPE issue briefs, cross-state comparisons of key enrollment metrics have been difficult.
In addition, there has been no official source of information on the enrollment status of FFM
states. For FFMs wishing to transition to a SBM, this has been particularly challenging, because
they lack the data and analytics needed to make projections and initiate planning. Itis
important to note, however, that ASPE may resume disseminating these issue briefs again
during the next open enroliment period.

Lack of Common Definitions. Another area of challenge for states has been the lack of
common definitions used by SBMs in their public reporting. As discussed above, even a concept

* Individuals qualify for special enrollment periods (a time during which they can sign up for health insurance
coverage) following certain life events that involve a change in family status (for example, marriage or birth of a
child) or loss of other health coverage.
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seemingly as simple as “enrollment in QHPs” has been linked to several different definitions.
This has led to frustration among SBM staff who are called upon to answer questions about
how their state enrollment numbers compare to other states. SHADAC has been in discussion
with SBM staff about the possibility of generating standard definitions, and most states
concede that modified marketplace data systems towards this goal are not a priority. As an
alternative, SHADAC is working with the National Academy of State Health Policy (NASHP) State
Health Exchange Leadership Network to compile a glossary of all the different meanings various
enrollment terms might have (anticipated publication in August 2014). The glossary is intended
to be a reference for states in both their comparisons and reporting.

Enroliment Definitions. As discussed above, states varied in their definition of “enrollment,”
and most states and the federal government considered a completed enroliment to be at the
stage of plan selection or pre-effectuated enrollments. A consequence of using this definition is
that it is artificially high, because some people will fail to pay their first month’s premium. This
means that actual enrollment will be less than published reports. This poses both a political
and public relations challenge for states that will need to rectify this discrepancy at some point.

Dynamic Nature of Enrollment. Despite great enrollment gains in the first open enroliment
period, it is important to recognize that insurance coverage is dynamic and many people
experience changes in their coverage over time. As time passes, some enrollees are likely to
drop marketplace-obtained coverage due to affordability issues or other reasons (e.g., they
obtain a job with health benefits). These types of changes are common for people with non-
group insurance coverage. For instance, one recent study found that over one-third of people
with non-group coverage in May 2008 no longer had non-group coverage four months later.™
To date, marketplaces have reported the total number of individuals to enroll in coverage since
the start of open enrollment (“ever enrolled”), rather than reporting net enrollment. As with
the choice of enrollment definition described above, this time frame presents the most
optimistic picture of marketplace enrollment. At some point, states will need to start reporting
net enrollment and may face technical/administrative challenges obtaining this information and
accounting for this drop in enroliment.

Incomplete Data from Application Process. States are balancing their data needs with the legal
requirements and limitations related to data collection. Despite state flexibility to design a
single streamlined application, the rule that questions not essential for eligibility
determinations must be optional poses a challenge for some states in their ability to link
enrollees to other social service programs and to collect and analyze additional data such as
previous source of coverage. In addition, high non-response rates for optional questions can
make it difficult for accurate analysis of a state’s outreach and enrollment status. For example,
two states noted a 25% non-response rate on questions about race and ethnicity. While it is
impossible to know whether there is systematic non-response among certain population
groups, this is possible, making it difficult for states to assess the effectiveness of their
promotional and enrollment activities across all population groups.
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Use of data collected. We have not yet truly harnessed the power of the data that have been
collected through ACA enrollment processes. Data would ideally be used internally by state and
federal managers and also made available for analysis to researchers, but there are challenges in
both external and internal use. Due to the highly sensitive nature of ACA-related data, some
states may be reticent to release their datasets for detailed analysis, especially while open
enrollment periods are underway. Internally, states do use the operations data (call center
volume, language assistance needs, geographic enrollment, etc) to adjust promotion and
support efforts, but many states wish they had more capacity to focus on more extensive
analysis, and are hard-pressed to prioritize this, particularly during busy open enrollment
periods.

Opportunities

Lessons from the 2014 Open Enrollment Period. As described in this paper, there was a huge
variety in state messaging around open enrollment. An opportunity exists for states to
compare the type of measures, modes and venues used to distribute messages about
marketplace enrollment and identify best practices. Potential best practices might include:

e Select the measures on which to report in advance to assure data systems can generate
them easily for politically-charged topics, choose benchmarks/goals carefully.

e Consider aligning key definitions with other states or the federal government (e.g.
enrollment).

e Consider the implications of definitions used (e.g. reporting “ever enrolled” vs point-in-
time enrollment).

e Report on the same set of measures consistently, and on a set schedule.

e Utilize multiple venues to distribute the message (website, twitter, meetings, etc).

e Use graphic depictions to highlight key messages.

Linking Enroliment Data to External Data Sources. States have a great opportunity to link
enrollment data with external data to conduct additional analyses and guide operations. Most
notably, enrollment data can be linked with federal or state survey data to identify enroliment
“penetration rates” and areas that need continued outreach. This can be done by geography or
by enrollee characteristics. For example, a state could use the U.S. Census Bureau’s American
Community Survey to determine the number of potentially marketplace eligible in each zip
code and compare that to marketplace enrollment in those zip codes. This would provide a
picture of how well a state did at targeting enrollment in areas where there were high numbers
of potentially-eligible and where states need to focus efforts in the next open enrollment
period. This same exercise could be done by income group, age, etc. Enrollment data could
also be linked to claims data to study changes in health care utilization and expenditures among
various population and enrollment groups.

Leveraging Enroliment Data and Electronic Systems to Administer Surveys. Historically, some
state Medicaid agencies have utilized enrollment files to survey enrollees about their
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experience, utilization and satisfaction with the program. State marketplaces can utilize a
similar approach to survey their enrollees and potential enrollees (e.g. conducting an optional
web-based survey as people go through the online enrollment process). As states consider
surveys that target marketplace enrollees, they should keep in mind that the HHS is in the
process of developing and implementing two surveys: a marketplace survey and an enrollee
satisfaction survey. The marketplace survey will be developed, implemented and analyzed by
HHS. The enrollee satisfaction survey will be developed by HHS, based on the Consumer
Assessment of Healthcare Providers and Systems surveys, but implemented by QHPs through
an approved list of vendors. Draft versions of the survey instruments can be found here:

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/QualityInitiativesGenlnfo/Health-Insurance-Marketplace-Quality-Initiatives.html

Investment in Enrollment Data Systems: The ACA has brought new focus and attention to
enrollment data systems. In spite of some early enroliment system problems, it is likely that
this infusion of funding and technology will help states in the long term. By shifting from legacy
systems and investing in new infrastructure, states have the opportunity to build both data and
analytic capacity. Some new areas of opportunity might include: setting up a system that can
track individuals across the coverage continuum to monitor churn; tracking denial and
disenroliment reasons to understand why individuals drop or lose coverage; or linking health
care data with data from other social service programs.

CONCLUSION

Experiences from the first ACA open enrollment period will surely inform state and federal
efforts to prepare for future enrollment periods. A few states have already indicated plans to
change from a full SBM operation to a supported SBM (Nevada, Oregon) or potentially to
transition from the FFM or a supported SBM to a full SBM (Arkansas, Idaho, Illinois, Missouri,
New Mexico). Other states will continue using the same marketplace model used in the first
open enrollment, but perhaps with adjustments in data collection and reporting based on first
round lessons learned, the need for specific types or breakdowns of data, or a desire to
enhance public reporting to reach additional audiences. It is hoped that this paper will provide
insight to states and others interested in learning from the first open enroliment and reporting
process in order to ensure that future efforts continue to be successful.
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The Immigrant Access to Health and Human Services project maps and describes the legal and policy
contexts that govern and affect immigrant access to health and human services. Through a synthesis of
existing information, supplemented by in-depth visits to purposively selected sites, the study aims to
identify and describe federal, state, and local program eligibility provisions related to immigrants; major
barriers (such as language and family structure) to immigrants’ access to health and human services for
which they are legally eligible; and innovative or promising practices that can help states manage their
programs.

Introduction

This brief examines how the implementation of the Patient Protection and Affordable Care Act of 2010
(ACA\) in California might affect immigrants’ access to health care in the state.! We first describe the
implementation of the ACA in California generally, and then turn to implications for immigrants
(particularly low-income immigrants) in the state. We highlight promising state-specific policies that
may increase the share of immigrants with some form of health insurance coverage. We also describe
ongoing challenges in connecting immigrants to insurance for which they are eligible. We conclude by
highlighting areas where California’s experience could provide useful approaches for other states to
consider as they implement the ACA and work to improve health insurance coverage of all residents in
their state.

Background

Across the United States, approximately 15 percent of the population had no form of health insurance
as of 2012 (DeNavas-Walt, Proctor, and Smith 2012). Immigrants make up a disproportionate share of



the uninsured population: they were 20 percent of the uninsured population in 2012, but only 7 percent
of the US population overall (DeNavas-Walt, Proctor, and Smith 2012).2 As states across the country
begin implementing the ACA, they face many policy choices within the provisions of the law. The
choices states make may affect whether and how immigrants are able to find new sources for health
insurance coverage. In this brief, we examine one state—California—as a case study to help better
understand how state decisions may affect immigrants’ access to health insurance under the ACA.

Nationwide, immigrants are less likely than citizens to have health insurance. For example, among
nonelderly immigrants, about 51 percent of adults had no health insurance in 2009, compared with 17
percent of US-born citizen adults (Kenney and Huntress 2012). This gap in insurance coverage is driven
by lower rates of both employer-sponsored insurance coverage and public coverage for immigrants.
Lower rates of public health insurance coverage stem, in part, from Medicaid and Children’s Health
Insurance Program (CHIP) eligibility criteria that generally exclude recent legal permanent residents
(LPRs) for their first five years in the country and exclude unauthorized immigrants for as long as they
are unauthorized. However, there is some state flexibility regarding providing public health insurance
to lawfully present immigrants, particularly pregnant women and children, within their first five years of
legal residence. And states are free to use state funding to provide public insurance to immigrants
regardless of legal status, though few do so and such insurance is generally provided only to children.
The share of the uninsured population who are immigrants is expected to rise as ACA implementation
progresses. While many US citizens and a substantial share of LPRs gain new access to Medicaid under
the ACA, most new LPRs and unauthorized immigrants do not.

California has more immigrants than any other state, so its policies affect the lives of many
immigrants. About one-quarter of the foreign-born population in the United States, or 10 million
foreign-born people, live in California. While 13 percent of the US population is foreign born, in
California this share is 27 percent (Migration Policy Institute 2013). It is also estimated that more
unauthorized immigrants live in California than any other state: about 2.6 million, or just under a
quarter of the estimated 11.2 million national total (Passel and Cohn 2011). Half of all children (49.6
percent) in California have at least one foreign-born parent (Migration Policy Institute 2013).

This brief is based on a site visit to California in February 2013 and publicly available information.
The site visit included discussions with state and local government agencies, nonprofit service
providers, advocacy organizations, professional organizations for health care workers, public-private
service providers, and a private company contracting with the state. No immigrant families were
contacted during the site visit. This brief provides information about California’s policies and practices
before the ACA, plans for ACA implementation, and knowledge about the likely impact of state and
local policies on immigrants seeking health insurance.

Below, we briefly outline changes in federal policy under the ACA and the policies California is
implementing within this context. We then highlight the impacts of these policies on immigrants in
California. Finally, we highlight California’s promising practices, as well as ongoing challenges in
connecting the state’s immigrant population with health insurance options.
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California’s Policies under the Affordable Care Act

A previous brief in this series, “The Affordable Care Act: Coverage Implications and Issues for
Immigrant Families,” outlines the implications of federal ACA provisions for immigrant families (Kenney
and Huntress 2012). This section briefly reviews federal policy changes under the ACA and then
identifies the decisions that California has made within the federal framework.

Medicaid. The ACA gives states the option of expanding federally funded Medicaid to individuals
with household incomes at or below 133 percent of the federal poverty level (FPL), with the federal
government picking up most of the cost of this expansion.® California’s legislature voted in June 2013 to
undertake this expansion. Prior to the ACA, many states, including California, did not offer Medicaid to
nondisabled, childless adults, and income eligibility guidelines for adults generally fell far below 133
percent of FPL. Many counties in California began preparing for the anticipated expansion by creating
Low Income Health Plans (LIHPs). The California LIHPs, which launched in July 2011, were federally
funded demonstration projects that extended public insurance to adults who were not previously
eligible. Those covered under the LIHPs included citizens and qualiﬁed4 immigrants with incomes
meeting county eligibility criteria, most often below 133 percent of FPL, whether parents or childless
adults. The LIHPs provided coverage through the end of 2013, when those covered were enrolled in
Medi-Cal (the state’s Medicaid program) or the state health insurance marketplace,5 called Covered
California (California Department of Health Care Services 2011). Some counties, such as Los Angeles,
opened their LIHPs to nonqualified immigrants using local funding only. Los Angeles County will
continue its LIHP, Healthy Way L.A., in 2014 and beyond using local funds, to continue providing
insurance to those with low incomes who are not eligible for Medi-Cal or Covered California, such as
nonqualified immigrants (Insure the Uninsured Project 2013).

Health insurance marketplaces. The ACA creates state health insurance marketplaces where
lawfully present immigrants who do not have sufficient employer-provided health insurance can
purchase private insurance. Those with family incomes up to 400 percent of FPL are eligible for tax
credits that limit the premium paid for health insurance to a percentage of income—ranging from 2
percent for those with incomes at or below 133 of FPL to 9.5 percent for those at 400 percent of FPL.
Those with incomes below 250 percent of FPL are also eligible for cost-sharing subsidies to help pay
deductibles and copayments. Lawfully present6 immigrants may participate in state insurance
marketplaces and receive tax credits and subsidies for which they are income-eligible even during their
first five years of legal status. California was the first state in the country to set up a state health
insurance marketplace. The marketplace, Covered California, opened for enrollment in October 2013,
and insurance coverage started in January 2014.

Funding for primary care. The ACA also offers some changes in federal funding for health insurance
and health care providers that could affect safety net care for individuals who remain uninsured under
the ACA, such as unauthorized immigrants. The ACA mandates increased funding for community health
centers and other federally qualified health centers (FQHCs) and FQHC look-alikes, which are a key
source of care for the uninsured. The ACA also temporarily increases federal payment rates for primary
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care provided through Medicaid for 2013 and 2014, increasing revenues to local providers.
Additionally, the ACA provides funding streams intended to increase the supply of primary care
providers (Hill 2012). The inflow of new funding streams and an increase in the share of patients with
insurance could free up additional funding to provide primary care for remaining uninsured individuals,
such as unauthorized immigrants. At the same time, as the proportion of patients with insurance rises,
the ACA will gradually lower funding for disproportionate share hospital payments to hospitals that
serve large numbers of low-income, uninsured patients.

Outreach. The ACA requires states to set up systems of Navigators—individuals trained to provide
outreach and assist state residents with enrollment in state health insurance marketplaces “in a manner
that is culturally and linguistically appropriate to the needs of the population being served.”” These
service providers could increase coverage among eligible immigrant populations who may otherwise
face information or language barriers in applying. The Department of Health and Human Services will
provide $150 million in funding for community health centers across the country to provide patients
with assistance enrolling in new health insurance options, and $67 million in grants to fund Navigators
(Hill, Courtot, and Wilkinson 2013).2

Changes in public insurance for children. Leading up to implementation of the ACA, California
changed how it administers the provision of health insurance for children in low-income families
covered under the Children’s Health Insurance Program. CHIP covers insurance for children in working
poor families with incomes above the eligibility limit for Medi-Cal. Until 2013, Californiaran a
separately administered CHIP program called Healthy Families that covered children with family
incomes up to 250 percent of FPL. In 2013, most children who had insurance under Healthy Families
were transitioned onto insurance plans paid with CHIP funds but administered by Medi-Cal.

Bridge Plan for lower-income families. California’s health benefits exchange board approved a
proposal, in 2013, for a Bridge Plan to help low-income families maintain continuous health insurance
coverage as their incomes fluctuate over time.” The ACA gave states the option of creating a special
insurance plan—termed the “Basic Health Plan”—for families with incomes on the border of Medi-Cal
eligibility. Low-income families often have incomes that vary over time, placing them within the income-
eligibility range for Medicaid in some periods and above the range in other years. This churningin and
out of Medicaid eligibility can lead to gaps in health insurance coverage and access to health care. By
one estimate, half of adults with family incomes below 200 percent of FPL churn in or out of Medicaid
eligibility in any given year nationwide (Sommers and Rosenbaum 2011).

Rather than create a separate health insurance program for those at the border of Medi-Cal
eligibility, California proposed to maintain continuity of coverage and care for low-income families by
allowing those at risk of churning to maintain coverage under the same managed care system that they
access through Medi-Cal. Under the Bridge Plan, families would be able to maintain coverage if their
incomes rose above 133 percent of FPL, as long as their incomes remained below 200 percent of FPL.

Parents of children with Medi-Cal would also be able to obtain coverage so that even parents
ineligible for Medi-Cal could access care through the same providers as their children (the Medi-Cal
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income eligibility cutoff for adults will be set at 133 percent of FPL, versus 250 percent of FPL for
children). The state has also debated opening Bridge Plan eligibility to individuals with incomes below
200 percent of FPL who are not transitioning off Medi-Cal, but it has not pursued this option. Under the
current proposal, Bridge Plan insurance would be purchased through the marketplace. Covered
California would negotiate contracts with the managed care plans operating under Medi-Cal, in order to
create plans with lower monthly premium costs than other plans purchased through the marketplace
(Insure the Uninsured Project 2013).

Implications of California’s ACA Policies for Immigrants
and Their Families

California’s policies under the ACA should substantially increase the availability of insurance for lower-
income residents, including immigrants. In this section, we highlight the consequences of California’s
new health care policies for particular subgroups of the immigrant population.

Adult LPRs with at least five years in the country. California’s new policies under the ACA expand
coverage for many lawfully present immigrants in the state who have been LPRs for at least five years.
Those with incomes below 133 percent of FPL are now eligible for Medi-Cal, even if they do not have
dependent children. The Urban Institute estimates that 262,000 qualified immigrants in California
could obtain Medi-Cal coverage under the ACA, making up 14 percent of the newly eligible population
(Kenney et al. 2012). Low-income LPRs with incomes above 133 percent of FPL also benefit from the
availability of subsidized insurance through the marketplace.

Adult LPRs with fewer than five years in the country. Recent LPRs in their first five years of
residence benefit as well. Prior to the ACA’s implementation, recently arrived LPR parents with family
incomes below 100 percent of FPL could obtain Medi-Cal funded by the state. Under the ACA, new LPR
adults who do not have children and have household income below 100 percent of FPL are able to
obtain state-funded Medi-Cal, while new LPRs who are low income but not technically poor (family
incomes between 100 and 400 percent of FPL) can purchase subsidized insurance through the state
marketplace. For new LPRs with incomes between 100 and 133 percent of FPL, California uses a
“premium assistance option” to help them purchase insurance through Covered California (Insure the
Uninsured Project 2013).

Unauthorized immigrant adults. Unauthorized immigrant adults have no new insurance options
under the ACA, but changes in funding streams might affect the availability of primary and emergency
care for such immigrants, as explained above. As before the ACA’s implementation, unauthorized
immigrants in California, as in the rest of the country, are ineligible for Medicaid or Medi-Cal and are
not allowed to purchase insurance through health insurance marketplaces, even if they use their own
money to do 0.2 This category of federally excluded individuals includes young adults who have
benefited from Deferred Action for Childhood Arrivals (DACA), which provides a temporary reprieve
from deportation and work authorization to unauthorized youth who arrived as children and who meet
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certain eligibility criteria.™* However, DACA recipients are eligible for state-funded, full-scope Medi-Cal
under California law with the same income requirements as other California children and adults (Brindis
et al. 2014).

California has various programs that provide health insurance, prescription medicine, and health
care to select groups of high-need individuals, regardless of immigration status.™ Some counties in
California fund access to a broad system of care, regardless of immigration status. Among the most
comprehensive is San Francisco County’s Healthy San Francisco program, which provides low-income
uninsured individuals who are ineligible for other insurance with access to primary and specialized care,
hospital care, and prescriptions using state and local funds. This program is continuing as the ACA goes
into full effect. Also, California is requiring that anyone selling insurance through the marketplace offer
the same products at similar (unsubsidized) costs outside the marketplace, potentially opening new
insurance coverage options even to those who cannot participate in the marketplace.

Children of immigrants. Children of immigrants have often had constrained access to health
insurance—even though they themselves may be eligible—because of their parents’ ineligibility for
insurance, fears about accessing government benefits, and misunderstandings about different eligibility
rules (Perreira et al. 2012). Most children of immigrants nationwide and in California are themselves US
citizens or LPRs, so they are eligible for Medi-Cal if they live in low-income families (Passel and Cohn
2011). The ACA requires that states maintain current levels of Medicaid coverage for LPR children
through September 2019, meaning that for at least that period, California children in their first five
years of LPR status will remain eligible for Medi-Cal if their parents have incomes below 250 percent of
FPL. The expansion of Medi-Cal and subsidized private insurance to many LPR parents could also
increase the likelihood that parents know about and enroll their children in available insurance plans.

Under the ACA, unauthorized immigrants have new options for obtaining health insurance for their
US-citizen children. Unauthorized immigrant parents can purchase insurance for their US-citizen
children through state health care marketplaces, even though they are not allowed to purchase
insurance for themselves. Income-eligible families can also access subsidies for children’s insurance.

For the roughly 20 percent of children of unauthorized immigrants who are themselves
unauthorized, the ACA does not open new options beyond those that already exist in some
communities in California, though these children, like their parents, might be affected by changing
funding streams for primary care and hospital services. Many children in California have greater access
to health insurance coverage than their parents or than children in many other parts of the country
because of county-level initiatives. The Children’s Health Initiatives in some counties and communities
provide health insurance coverage to all income-eligible children between birth and age five who are
not otherwise eligible for Medi-Cal, including unauthorized immigrant children. Funding for these
programs, which provide coverage similar to what was offered under Healthy Families, is provided by
county First Five programs, which are funded through a state tobacco tax. Some programs have been
able to temporarily fund health insurance for older children through a mix of public and private
foundation funding, but insurance is generally not available for older unauthorized immigrant children
in most counties. Another program, the Child Health and Disability Prevention Program Gateway,
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provides all children in low-income families limited access to preventive checkups on a frequency
schedule according to age, and up to two months of care following each checkup if necessary. The
program aims to provide a pathway to Medi-Cal enrollment for eligible children, but children who are
not eligible for Medi-Cal can use the gateway program for limited periodic health care access.

California’s Successes in Connecting Immigrants to
Health Insurance

California has taken many steps to increase immigrants’ ability to access health insurance before and
during ACA implementation. California has devoted considerable state and local financing to providing
insurance to low-income immigrants who are ineligible for public insurance, particularly new LPRs,
pregnant women and young children of all immigration statuses, and immigrants with particularly
severe health challenges. Even prior to 2014, the state had already connected some residents—
including longer-term LPRs, who are newly eligible for public insurance under the ACA—to temporary
public insurance options through county-run LIHPs. Below we describe some of the state’s other efforts
that could help connect immigrants to health insurance.

Addressing Medi-Cal churning and mixed eligibility within immigrant families. California’s proposed
Bridge Plan to address churning in and out of Medicaid could benefit many immigrant families in
California, who are disproportionately likely to be low income. Providing lower-income lawfully present
immigrant parents with the same low-cost health insurance as their children, with lower premiums than
they would face through Covered California, would lower the cost burden of insurance for these
families. Ensuring that parents and children have access to the same providers under the same plan
could greatly improve families’ ability to locate health care providers and access services by reducing
transportation and other logistical challenges that are often particularly severe for immigrant families.

Outreach. In recent decades, California has conducted outreach and application assistance aimed at
increasing the enrollment of immigrant and limited English proficient populations in its public health
insurance system. California’s enrollment program for the recently eliminated Healthy Families (CHIP)
program enlisted various nonprofit agencies, including some focused on serving immigrant populations,
to serve as enrollment entities (EEs). Within EEs, individuals could become certified application
assistants (CAAs) by completing a five-hour web-based training course and passing an online exam.
CAAs were enlisted primarily to help eligible children enroll in Healthy Families, but they also enrolled
eligible children in Medi-Cal. EEs have been able to use community connections and staff language skills
to enroll immigrant community members in health insurance. This experience likely prepared
organizations to conduct similar outreach in immigrant communities for Covered California.*® Covered
California’s enrollment assistance Navigators, required under the ACA, are funded by both per-
application payments and grants. Navigators will help ensure that hard-to-reach geographic areas and
subsets of the population are served (Covered California 2013).
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Language access. California has translated outreach materials and information about available
health insurance programs into a wide variety of languages for many years. California law requires that
Medi-Cal agencies provide language assistance in any language needed by 3,000 enrollees or 5 percent
of the enrollee population, whichever is lower. Such languages are considered “threshold languages.”
California is actively working with Covered California and the provider of the eligibility system for the
state marketplace to facilitate eligibility screening in all threshold languages and to provide broad
language access in online, telephone, and written communication. The private company managing
California’s Medi-Cal managed care enrollment process monitors language demand for call centers and
hires for language skills as needed.

Finally, California has extensive experience developing application materials and processes that
address immigrants’ sensitivities and challenges. Streamlined Medi-Cal and Covered California
application forms clearly state that applicants need only provide Social Security numbers for people
who are applying for insurance; the forms also explain that parents can apply for their children even
when parents are ineligible for coverage. The forms further state that applying for public insurance for
their children does not hurt immigrants’ chances of becoming permanent residents or citizens.

Challenges for Immigrant Inclusion

Despite these strengths, there are a number of reasons immigrants in California might remain without
insurance after the ACA is fully implemented.

Costs for lower-income families. The cost of insurance could remain out of reach for lawfully present
immigrants who are not eligible for Medi-Cal. Such immigrants are now eligible to purchase insurance
through Covered California, with their share of the cost of the insurance premium capped on a sliding
scale from 2 percent of family income for those with incomes at or below 133 percent of FPL to 9.5
percent for those with incomes at 400 percent of FPL. But some advocates and service providers are
concerned that paying nearly 10 percent of family income for health insurance may be burdensome for
lower-income families, who may choose to allocate income to other necessities instead.

Outreach and enrollment assistance challenges. Service providers we spoke with in California were
concerned about an apparent lack of state coordination of enrollment outreach plans. They feared that
without coordination, outreach efforts would not reach all geographic areas or all immigrant and
language groups. They worried that lower-incidence immigrant groups, those speaking less common
languages, and those in rural areas of the state might not have access to outreach and application
assistance. Additionally, per-application payments for enrollment assistance are limited to applications
for Covered California, while many of the uninsured lawfully present immigrants in California are
eligible for Medi-Cal. The lack of reimbursement for Medi-Cal application assistance could limit
outreach to immigrant populations.

Enrollment assistance for immigrant families may require more time and effort than enrollment for
other families because some immigrants see public insurance as stigmatized, some are misinformed
about eligibility requirements, and some falsely believe that accessing Medi-Cal could hurt their
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chances of later obtaining LPR status or citizenship. The need for better information is often
compounded by the fact that some immigrant families face complicated mixes of insurance eligibility
within the same family due to different immigration statuses, ages, and durations of residence. In
particular, unauthorized immigrant parents whose children are eligible for Medi-Cal or Covered
California may assume their children are ineligible, or they may be reluctant to fill out the paperwork
required to apply for child-only insurance for their children.

Conducting outreach and providing assistance to all of California’s diverse language groups is an
ongoing challenge. Outreach efforts involve many forms of media, including brochures, print ads, radio
and television ads, and information sessions, and applications may be completed online, by mail, by
phone, or in person. Translating all forms of messaging, application materials, and assistance into all
threshold languages may not be feasible. In addition, some immigrant populations have limited literacy
in their native languages, making even translated materials potentially inaccessible.

Accommodating immigrants in the integrated eligibility verification system, called the California
Healthcare Eligibility, Enrollment, and Retention System (CalHEERS), may present challenges. Under
the ACA, applicants seeking health insurance, whether through Medi-Cal or the state marketplace,
apply through one streamlined system that can automatically verify eligibility through queries to
immigration databases and the Social Security Administration. The system is designed to be easily
accessible online, though applicants may also apply by phone, by mail, or in person. Immigrants,
however, may not have the documents required by the system for verifying immigration status, income,
or residency. For example, some lawfully present immigrants who are eligible for Medi-Cal based on
their immigration status do not have Social Security numbers,™ but many systems are not set up to
facilitate enrollment in these situations, and many agency workers may not be trained to handle more
complicated applications. Likewise, plans for how CalHEERS will verify the income of unauthorized
parents applying for benefits for their children are still being completed. Parents who are unauthorized
immigrants may not have a Social Security number or a taxpayer ID number, or they may not have
reported income or used their own name to pay federal taxes (although many unauthorized immigrant
workers do pay such taxes). Immigrants may not wish to provide information about the incomes of all
members of the family or household for fear of exposing unauthorized immigrants in their household to
the government. Applicants can opt out of automated immigration and income verification processes
and opt for manual verification instead, but it remains unclear whether this option will be widely
understood.

Provider shortages. Interviews revealed worries that there are not enough doctors accepting Medi-
Cal patients. California has one of the lowest payment rates for Medicaid providers, and it is
implementing a further 10 percent reduction in Medi-Cal payment rates. Respondents reported that
many doctors are reluctant to accept Medi-Cal because of these low rates and stigma associated with
Medi-Cal. Shortages of Medi-Cal doctors could become more severe as increasing numbers of
Californians obtain Medi-Cal coverage and seek health care; these shortages may be particularly severe
for immigrant communities in poor neighborhoods or rural areas where doctors may be reluctant to
work and live. The temporary increase in primary care reimbursements in Medicaid under the ACAin

CALIFORNIA’S IMPLEMENTATION OF THE AFFORDABLE CARE ACT 9



2013-14 could provide some relief for providers, though California did not implement the higher
payments until November 2013, retroactive to the beginning of the year.

Lessons from California

California’s policy decisions related to the ACA have been made within a specific context: the state has
a particularly large immigrant population, long-term experience with a sizable population of
unauthorized immigrants, a large population spread across a broad geographic area, and a large budget.
Although state-to-state conditions vary, California’s efforts to include immigrants within its plans for
the ACA highlight important considerations for other states weighing impacts on immigrants alongside
other costs and benefits of new health policy decisions.

California has learned to address the special complexities involved in enrolling immigrants in public
health insurance programs, including accommodating foreign language needs, limited literacy, and
documentation challenges. Key to this work has been reliance on community groups who can conduct
outreach and help immigrants with the application process and materials, as well as strong efforts
within government agencies to hire staff with foreign-language skills and translate materials into
relevant languages. Californiais also working to provide outreach to places and populations that are
difficult to reach by offering grant-based funding for application and enrollment assistance.

Covered California designed enroliment and eligibility verification systems that seem like they will
function well for immigrant families containing complicated mixes of eligibility, who may lack complete
documentation for all family members. The state also allows multiple modes of application to
accommodate populations without regular access to the Internet or a stable phone number, as well as
those who have difficulty filling out paper forms because of language and literacy barriers. Applications
that allow ineligible parents to apply for insurance for their children could particularly improve the
ability of immigrants in the state to obtain new insurance under the ACA.

California’s proposed Bridge Plan would help ensure continuity of coverage for families churningin
and out of Medicaid because of income fluctuations. Rather than create a separate Basic Health Plan for
those at the border of Medi-Cal eligibility, the Bridge Plan would allow families to maintain coverage
under the same managed care plan as they fluctuate in and out of Medi-Cal eligibility. This plan would
also allow more parents and children to access care through the same managed care system. If
implemented, this approach could enable better insurance coverage for all low-income families in
California, including immigrant families.

California has made creative use of available federal, state, and local funds to meet state policy
goals in providing health insurance to some subgroups of the immigrant population. For example,
drawing on federal CHIP funding, a state tobacco tax, other state and county funds, and private funding,
California has found ways to finance health insurance coverage and access to health care for very young
unauthorized immigrant children, pregnant women, individuals seeking family planning services, and
men and women with certain types of cancer. Some counties, such as San Francisco, have even been
able to provide access to basic health care for all low-income residents.
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California, like other states, will continue to face challenges in ensuring that those with Medicaid
and those who remain uninsured will have access to primary care and follow-up care for health
conditions. Ensuring an adequate supply of primary care providers will likely be an ongoing challenge
for California and other states. Since immigrants are likely to form a disproportionate share of the
residually uninsured after the ACA is fully implemented, they may be particularly affected by a
restricted supply of primary care providers under the public safety net systems. Further, the language
skills and cultural competencies of these providers will affect the quality of care accessed by immigrants
in California and across the country.

Appendix. Definitions

Foreign-born: Someone born outside the United States and its territories, except those born abroad to
US-citizen parents. The foreign-born include those who have obtained US citizenship through
naturalization and people in different immigration statuses. People born in the United States, Puerto
Rico, and other territories, or born abroad to US-citizen parents, are native-born.

Immigrant: A foreign-born person who is not a citizen of the United States as defined by the
Immigration and Nationality Act, Section 101 and the following (similar to the statutory term “alien”).
This definition of immigrant is narrower than some common definitions that treat any foreign-born
person as an immigrant, including those who have become naturalized citizens. Since a central focus of
this study is on immigrant eligibility, and citizenship is a key factor in determining eligibility for benefit
programs, this brief adheres to the legal definition of immigrant.

Lawful permanent residents (LPRs): People lawfully admitted to live permanently in the United
States by either qualifying for immigrant visas abroad or adjusting to permanent resident status in the
United States. Many but not all LPRs are sponsored (i.e., brought to the United States) by close family
members or employers.

Naturalized citizens: LPRs who have become US citizens through naturalization. Typically, LPRs
must be in the United States for five or more years to qualify for naturalization. Immigrants who marry
citizens can qualify in three years, and some smaller categories can qualify sooner. LPRs generally must
take a citizenship test—in English—and pass background checks before qualifying to naturalize.

Refugees and asylees: People granted legal status because of persecution or a well-founded fear of
persecution in their home countries. Refugee status is granted before entry to the United States.
Asylees usually arrive in the United States without authorization (or overstay a valid visa), claim asylum,
and are granted asylee status once their asylum applications are approved. Refugees and asylees are
eligible to apply for permanent residency after one year.

Undocumented or unauthorized immigrants: Immigrants who are not LPRs, refugees, or asylees and
have not otherwise been granted permission under specific authorized temporary statuses for lawful
residence and work.
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Lawfully present immigrants: Lawfully present immigrants include LPRs, refugees, and asylees, as
well as other foreign-born persons who are permitted to remain in the United States either temporarily
or indefinitely but are not LPRs. Some lawfully present immigrants have entered for a temporary period
for work, as students, or because of political disruption or natural disasters in their home countries.
Some may seek to adjust their status and may have a status that allows them to remain in the country
but does not grant the same rights as LPR status. The term “lawfully present” is used for applying for
Title Il Social Security benefits and is defined in the Department of Homeland Security regulations at 8
CFR 103.12(a). The same definition is also used by the US Department of Agriculture for determining
eligibility for food stamp benefits. In 2010, the Centers for Medicare and Medicaid issued guidance to
states that further defined “lawfully present” for determining eligibility for Medicaid and CHIP benefits
under the Children’s Health Insurance Program Reauthorization Act of 2009.

Qualified immigrants: The following foreign-born people are considered eligible for federal benefits:

= LPRs

= refugees

= asylees

= people paroledinto the United States for at least one year

= people granted withholding of deportation or removal

= people granted conditional entry (before April 1, 1980)

= battered spouses and children (with a pending or approved spousal visa or a self-petition for
relief under the Violence Against Women Act)

= Cuban and Haitian entrants (nationals of Cuba and Haiti who were paroled into the United
States, applied for asylum, or are in exclusion or deportation proceedings without a final order)

= victims of severe human trafficking (since 2000, victims of trafficking and their derivative
beneficiaries [e.g., children], are eligible for federal benefits to the same extent as refugees and
asylees)

Nonqualified immigrants: Immigrants who do not fall into qualified immigrant groups, including
immigrants formerly considered permanently residing under color of law, immigrants with temporary
protected status, asylum applicants, other lawfully present immigrants (such as students and tourists),
and unauthorized immigrants.

Five-year ban: Under TANF, SNAP, Medicaid, and CHIP, post-enactment qualified immigrants, with
important exemptions, are generally banned from receiving federal means-tested benefits during their
first five years in the United States.

12 CALIFORNIA’S IMPLEMENTATION OF THE AFFORDABLE CARE ACT



Notes

1.

10.

11.

12.

13.

14.

This brief was written in late 2013 and early 2014 and may not reflect the most recent shifts in federal and
California health policy.

Under this project, “immigrants” refers to foreign-born persons who have not naturalized, who are not US
citizens. See the appendix for a definition of terms used in this brief.

The eligibility threshold is generally stated as 133 percent of FPL, but it is effectively 138 percent since 5
percent of income is disregarded when determining eligibility. The federal government will cover 100 percent
of the cost of Medicaid for the newly eligible population for 2014-17, 95 percent in 2017, 94 percent in 2018,
93 percent in 2019, and 90 percent in 2020 and thereafter.

See the definition of “qualified immigrants” in the appendix.

State health insurance marketplaces are often called “exchanges.” Marketplaces (exchanges) offer a set of
government-regulated health insurance policies, generally offered by private companies.

See the definition of “lawfully present” in the appendix. This category is slightly broader than the category of
“qualified immigrants”—the category of immigrants who may be eligible for Medicaid if they meet income
criteria.

Patient Protection and Affordable Care Act §1311(i), 42 USC § 18001 et seq. (2010).

“Health Centers to Help Uninsured Americans Gain Affordable Health Coverage,” US Department of Health
and Human Services press release, July 10,2013,
http://www.hhs.gov/news/press/2013pres/07/20130710a.html.

Insurance is not yet available through the Bridge Plan in 2014, and details of the proposed plan are still in the
works.

Unauthorized immigrants and other noncitizens who are ineligible for Medi-Cal, but have incomes that would
otherwise make them eligible, remain eligible for emergency Medi-Cal. Emergency Medi-Cal covers the cost of
emergency medical care during life-threatening situations.

Pre-Existing Condition Insurance Plan Program, 77 Fed. Reg. 52,614 (Aug. 30, 2012). DACA recipients are also
barred from accessing federally funded Medicaid and CHIP under the state option to cover “lawfully residing”
children and pregnant women: http://www.medicaid.gov/Federal-Policy-Guidance/downloads/ SHO-12-
002.pdf. Those granted deferred action through other channels retain the same eligibility for Medi-Cal that
they had before the ACA (NILC 2012).

This includes prenatal care, delivery, and limited postpartum care for pregnant women; the Every Woman
Counts program to provide free breast and cervical cancer screenings to women; the Breast and Cervical
Cancer Treatment Program to provide cancer treatment to women; the IMPACT program to provide screening
and treatment for prostate cancer; the AIDS Drug Assistance Program to provide access to medication for
people living with HIV/AIDS; the Major Risk Medical Insurance Program for individuals unable to obtain
insurance because of a preexisting condition; California Children’s Services for children in low-income families
with major illnesses; Family Planning, Access, Care, and Treatment to provide access to family planning
services for low-income men and women; the Access for Infants and Mothers program for prenatal and infant
care for middle-income women ineligible for no-cost Medi-Cal; and the Genetically Handicapped Person
Program for adults with certain genetic diseases. These programs are expected to continue.

For more on how other states are using their experience conducting outreach about CHIP to design outreach
on available insurance under the ACA, see Hill, Courtot, and Wilkinson (2013).

For example, those in the process of applying for visas based on being a victim of crime or experiencing
domestic violence.
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All qualified health plans under the Affordable Care Act must cover a package of essential health benefits (EHBs) equal in scope to
a typical employer plan. The law laid out 10 general categories of services that EHBs must cover, but did not itemize those services.
As an interim policy for 2014 and 2015, the Department of Health and Human Services allowed each state to identify an existing
plan as a benchmark for these EHBs. The result of this policy is that EHBs vary from state to state, often because of a legacy of
different state-mandated benefits (such as treatments for autism, infertility, or temporomandibular joint disorders). This Data Brief
analyzes state variation in coverage and limits for these non-uniform benefits.

Before the Affordable Care Act (ACA), no national
standard defined a core set of benefits that
should be provided by health insurance plans.
States had widely varying mandates on specific
services, providers, or populations that had

to be covered, and on whether the mandates
applied to plans sold on the individual, small-
group, or large-group market. Self-insured plans
were generally exempt from state mandates
because they are governed by federal ERISA
rules. State mandates were often the result

of protracted political battles by advocacy
groups and have been criticized for adding to
premiums and reducing the affordability of
coverage. However, the marginal costs of most
state-mandated services are less than 1%, and
their collective impact on premiums is generally
less than 5% (see, for example, this Maryland
analysis). Nevertheless, state mandates rarely
reflect systematic decisions about the value and
effectiveness of a particular service.

The ACA was supposed to change that. It
required that new plans sold on the individual
market or to small groups include a package

of “essential health benefits (EHBs)” that
covered 10 broad categories: (1) ambulatory
patient services; (2) emergency services; (3)
hospitalization; (4) maternity and newborn care;
(5) mental health and substance use disorder

services including behavioral health treatment;
(6) prescription drugs; (7) rehabilitative and
habilitative services and devices; (8) laboratory
services; (9) preventive and wellness services
and chronic disease management; and (10)

pediatric services, including oral and vision care.

It directed the Secretary of the Department of
Health & Human Services (DHHS) to specify the
exact nature of the essential benefits package.

For both political and practical reasons, DHHS
chose to allow states to define their own EHBs
in 2014 and 2015 by picking an existing
benefits package offered by one of a number
of “benchmark plans” in the state. States could
choose among the following benchmarks:

» one of the three largest plans, by enroliment,
in the state’s small-group market;

» one of the state’s three largest state
employee plans;

» one of the three largest Federal Employees
Health Benefit Program options;

P the state’s largest non-Medicaid HMO.

If the state did not choose, the default plan
would be the largest small-group plan in the

state. The benchmark plan’s benefit package
is taken as a whole, although plans could
substitute an “actuarially equivalent” service
within a given category. Most benchmark
plans did not have coverage for three required
categories: habilitative services, and pediatric
oral and vision care. DHHS provided separate
guidance on how states could augment their
benchmark plans to cover these services.

States had an incentive to pick (or default to) a
small-group plan, because that allowed states to
incorporate the vast majority of their mandated
services into their EHBs, at least for 2014 and
2015. This was important because the ACA
requires states to defray the costs of state-
mandated benefits that exceed EHBs in qualified
health plans (QHPs).

Thus, EHBs in states in 2014 and 2015 are a
product of 1) the state mandates in place in
2011 [prior to the ACA] and 2) the choice of a
benchmark plan. While all EHBs include the
10 broad categories, they also include various
state-mandated benefits, creating benefit
packages that vary by state. This Data Brief
reviews the choices each state made for a
benchmark plan, and highlights some of the
benefits that are not uniformly covered or are
covered differently across states.


http://www.ncsl.org/research/health/erisa-health-resources-for-states.aspx
www.nihcr.org/State_Benefit_Mandates.html
http://mhcc.dhmh.maryland.gov/healthinsurance/Documents/healthinsurance/mandated_2012_20120106.pdf
http://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/ehb-2-20-2013.html
http://www.cms.gov/CCIIO/Resources/Files/Downloads/essential_health_benefits_bulletin.pdf

STATE CHOICES OF BENCHMARK PLANS

The following map displays each state’s benchmark plan
choices. Twenty-five states defaulted to the largest small-group
plan in the state; 20 states and DC chose one of the small-group
plans; two states chose a state employee plan; and three chose
the largest HMO. None chose a federal employee plan.

It is not surprising that 45 of 50 states have a small-group
benchmark. Choosing a federal plan could have exposed the
state to extra costs if a state-mandated benefit were not in the
plan; alternately, the federal plan could have included benefits
not generally available in the state’s individual or small-group
market. By choosing a benchmark plan that included state-
mandated benefits, a state could avoid financial exposure, or
the political ramifications of repealing existing state mandates.

Many of the states that chose a benchmark relied on actuarial
analyses to assess the impact of each option on coverage of state-
mandated benefits. The three states choosing their largest HMO
as a benchmark did so after analyses showed that the option
would cover all state-mandated benefits. Analyses in ND and Ml

H

concluded that the HMO was the least expensive alternative; in
contrast, CT chose the HMO as a compromise between the “too
generous” state employee plan and the “too restrictive” small-
group plan in terms of several non-uniform benefits.

WHAT WE DID

The majority of data used in this brief was collected from the
CMS Revised Benchmark Benefits Worksheet published May
22,2014. This data set contained a collection of state-specific
worksheets detailing essential health benefits, state required
benefits, quantitative limits on benefits and other general
coverage information for all 50 states and the District of
Columbia. These worksheets were compiled to create summary
data sets in order to compare the quantity of benefits covered
between states and the rates of coverage by benefits. Summary
statistics were calculated based on these compiled sets to allow
for comparisons. We focused on 11 of the non-uniform services
across EHBs, many of which were the subject of different state
mandates. One frequent target of state mandates—Autism
Spectrum Disorder (ASD)—was not systematically included in
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the CMS worksheets. To supplement, we gathered data on EHB
coverage from Autism Speaks, an advocacy group monitoring the
issue. We were unable to systematically identify the quantitative
limits set on autism coverage, although many states had these
limits prior to the ACA. We compiled data on five other services
with highly variable quantitative limits, including three that

were uniformly covered in all EHBs: hospice, home health,

and outpatient rehabilitation.

WHAT WE FOUND

The interim policy that defined EHBs by benchmark plans
resulted in benefit packages that varied considerably across
states. On one hand, chiropractic care was most frequently
included (45 states). On the other hand, acupuncture was rarely
included (5 states). CA was an exception, because it included
acupuncture in its EHBs but not chiropractic care. Just 20 states
included routine foot care.

In terms of condition-specific services, 19 states included
infertility treatments, 26 states covered autism spectrum
disorder, and 31 states covered treatments for TMJ. Even within
one condition, the range of services covered varied. For obesity,
23 states included bariatric surgery, but only 12 of them cover
nutrition counseling and just three of them cover weight loss
programs. Two states (DC and MI) cover the full range of nutrition
counseling, weight loss programs, and bariatric surgery.

Autism Speaks identified 25 states and the District of Columbia
that include applied behavior analysis in their benchmark plan.
This is fewer than the 32 states that had state mandates prior
to the EHB determination.

STATES THAT CONSIDER

BENEFIT BENEFIT AN EHB (%)
Chiropractic Care 45 (88%)
Treatment for TMJ Disorders 31 (61%)
Hearing Aids 26 (51%)
Autism Spectrum Disorder

Services (including Applied

Behavior Analysis) 26 (51%)
Nutrition Counseling 25 (49%)
Bariatric Surgery 23 (45%)
Routine Foot Care 20 (39%)
Infertility Treatments 19 (37%)
Private-Duty Nursing 19 (37%)
Acupuncture 5 (10%)
Weight Loss Programs 5 (10%)

Each state’s EHB coverage is detailed below. States cluster into
more “expansive” states that cover at least 8 of these services
(IL, NM, NV) and less “expansive” ones, covering just one or two
(AL, ID, NE, SC, PA, UT).

s 2 = k3 S a " w
AK 4 v v
AL 4 4
AR v v v v v v v
AZ v v v v v v v
CA v v v v
co v v v v
CcT v v v v v
DC v v v
DE v v v
FL v v v
GA v v v
HI v v v v
IA v v v v v v
ID 4 4
IL v v v v v v v v v



http://www.autismspeaks.org/sites/default/files/docs/gr/ehb.10.18.pdf
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QUANTITATIVE LIMITS OF COVERAGE

The ACA prohibits annual or lifetime dollar limits on EHBs.
However, states that had mandates with dollar limits could
impose non-monetary limits on services that were actuarially
equivalent to the dollar limit.

States varied considerably on whether they imposed
quantitative limits of services, and on the range of episodic,
yearly, or lifetime limits if they did so. For example, all states
cover home health as an EHB, but 31 limit coverage to an
average of 83.6 days/visits per year, ranging from 30 days/
visits in OK and UT to 180 days/visits in MT. Similarly, all states
cover outpatient rehabilitation, but 11 states impose limits
ranging from 20 visits per year in MS and WY to 60 visits per
year in AZ and NV. All states cover hospice services, but 10
states limit coverage in a variety of units, from 14 days per
lifetime in WA, 30 days per year in MN, 210 visits per year in
NY, 6 months per episode in SC, and 6 months per lifetime
in MS. Of the 48 states that cover skilled nursing facilities as
an EHB, 37 impose a limit that averages 74 days per year or
benefit period, with a range from 25 days in TX to 200 days
in NY.

Of the states including chiropractic care, about half impose
limits that average 18.6 visits per year, with a range of 10 visits
in WA and 40 visits in ME. Interestingly, two states report dollar
limits on chiropractic care ($600 per year in AL, $1,000 per
year in IL), although those limits cannot be applied to EHBs
under the ACA.

STATES W/QUANTITATIVE LIMIT

H

POLICY IMPLICATIONS

By design, EHBs vary from state to state in the first two years of the
ACA. DHHS chose this strategy to take advantage of existing benefit
plans and pricing in the states and to avoid a potentially long and
difficult negotiation to define one national benefits package. DHHS
has said that it will re-evaluate this strategy for 2016.

This brief describes some of these differences, often a legacy
of the many state insurance mandates fought for, and won, in
state capitals. This is a far less viable strategy for expanding
coverage now, since no mandates passed beyond 2011 are
considered EHBs.

In 20141, the Institute of Medicine (IOM) recommended a process
for establishing a single national benefit package. It focused
on selecting services based on medical effectiveness and
affordability, rather than simply including state mandates.
These recommendations have yet to be implemented.

The range and scope of services included in EHBs directly affect
the affordability of coverage in the individual and small-group
market. On the one hand, some might argue that the market
has determined this trade-off in each state, and that the benefit
package in the benchmark plan fairly represents EHBs as
reflected in a typical employer plan. On the other hand, others
might argue for a more comprehensive approach that uses
consistent criteria and methods to determine uniform EHBs

in all states. For now, some benefits will remain essential in
some states, and not essential in others.

AVERAGE LIMIT OF DAYS/VISITS PER

BENEFIT (STATES THAT COVER BENEFIT)  ON BENEFIT YEAR OR BENEFIT PERIOD (RANGE)
Skilled Nursing Facility (48) 37 74.1 (25-200)
Home Health (51) 31 83.6 (30-180)
Chiropractic (45) 27 18.6 (10-40)
Outpatient Rehab (51) 11 35.9 (20-60)
Hospice (51) 10 N/A
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With support from the Robert Wood Johnson Foundation (RWJF), the Urban

Institute is undertaking a comprehensive monitoring and tracking project to examine

the implementation and effects of the Patient Protection and Affordable Care Act of
2010 (ACA). The project began in May 2011 and will take place over several years. The
Urban Institute will document changes to the implementation of national health reform

to help states, researchers and policymakers learn from the process as it unfolds. This report

is one of a series of papers focusing on particular implementation issues in case study

states. Reports that have been prepared as part of this ongoing project can be found at

www.rwjf.org and www.healthpolicycenter.org. The quantitative component of the

project is producing analyses of the effects of the ACA on coverage, health expenditures,

affordability, access and premiums in the states and nationally. For more information about

the Robert Wood Johnson Foundation’s work on coverage, visit www.rwjf.org/coverage.

INTRODUCTION

One objective of the health insurance Marketplaces created
through the Affordable Care Act (ACA) is to encourage
competition among insurers with the goal of lower premiums
for consumers and lower subsidy costs for the federal
government. This has already been achieved in many
geographic areas.' One strategy insurers have used to offer
lower premiums and capture market share has been the
creation of “narrow networks” of providers and facilities. The
option to offer limited network plans can be used to negotiate
lower provider payment rates. For example, insurers can
choose to exclude high-cost hospitals to keep premiums low.
Or insurers can direct higher volumes of patients to hospitals
that are willing to negotiate lower provider payment rates and
meet other standards for care management.

In this first year of ACA implementation, many insurers
negotiated new hospital network arrangements for
Marketplace products. In some cases, providers or facilities
that have historically been “in-network” for a given insurer
may not be included in that insurer’s new Marketplace
plans. In other cases, insurers with historical relationships
with providers might have leverage to negotiate lower rates,
which can lead to lower premiums for consumers without

the need to use narrow networks. In strategic partnerships,
hospital systems may be willing to negotiate lower than
historic rates if their competitors are excluded from an
insurer’s new network.

Though narrow network products might be sufficient for
some consumers, they could be too narrow for others. For
example, a network that excludes an academic medical
center (AMC) could be problematic for some consumers
who require access to specific expertise or innovative types
of care that are not considered medically necessary by

the insurer. However, insurers will often pay for medically
necessary care even if that care is not available in the plan’s
network; this means that individuals might have access to
non-network hospitals in certain circumstances, although
there is disagreement about what is “medically necessary.”

The ACA includes network adequacy requirements, but
there remains considerable variation in the breadth of
acceptable hospital networks and the options available

in each. In this brief, we investigate which hospitals are
included in Marketplace plans in major cities in six states.
We also examine how hospital networks vary across plans
within a single insurer and across all insurers.

ACA Implementation—Monitoring and Tracking 2


www.rwjf.org
www.healthpolicycenter.org
www.rwjf.org/coverage

We conclude that almost all insurers offer plans that
include in their networks access to many highly ranked
hospitals. Moreover, all hospitals in the cities we examined
were in at least one Marketplace plan’s networks. Finally,
the size of networks was not necessarily tied to premiums.
Though narrowing networks generally led to more-

METHODS

In this brief, we examine six cities: Denver, Colorado;
Portland, Oregon; New York City (Manhattan), New York;
Providence, Rhode Island; Baltimore, Maryland; and
Richmond, Virginia. In each area, we count the number

of hospitals included in each plan offered by each insurer
for each of their silver-tier Marketplace plans. We look at
the silver-tier products because cost-sharing subsidies

are tied to plans in this tier (though premium subsidies

can also be applied to plans at other tiers). Hospitals are
limited to general- or acute-care hospitals that were within
city (or borough) limits (e.g., Portland, but not Vancouver;
Manhattan, but not Brooklyn). We make an exception to
include Aurora (just outside Denver) in Colorado, because
two major hospitals, including the University of Colorado
Hospital, are located there. Additionally, specialty hospitals,
rehabilitation hospitals, psychiatric hospitals and Veterans
Health Administration hospitals are excluded from the
analysis. Women’s and children’s hospitals are included only
if they were a stand-alone hospital (i.e., children’s hospitals
that are associated with a general hospital were not counted
individually). We include one specialty hospital: Memorial
Sloan Kettering Cancer Center in Manhattan. Although it is
not a typical acute-care hospital, Memorial Sloan Kettering
Cancer Center provides state-of-the-art cancer care, and
we wanted to study its inclusion in hospital networks among
products offered in Manhattan.

To establish which hospitals were included within the
network of a given insurer, we use the provider and facility
search functions available on each insurer’s website. These
provider search functions’ ease of use varies widely. In
some cases, it is not possible to view the specific provider
networks associated with a certain plan; instead, the
consumer can only view the insurer’s entire network of
providers for all plans. If insurers use different networks for
their Marketplace products and do not indicate this on their
website, these differences could be missed. At the time of
writing, only one study state, Colorado, has hospital search
functionality embedded on its state-based Marketplace. For
Colorado, we first use the Marketplace’s embedded hospital
search function. We confirm the findings by using insurer’s

competitive and lower premiums (and certainly lower
than if the same insurer had a broader network), some
plans with broad networks had low premiums and some
with narrow networks had high premiums. Insurer market
share and negotiating power can influence premiums
independently of network size.

websites, and where there were discrepancies, we report
the information found on the insurer’s website instead of the
Colorado Marketplace. Colorado’s Marketplace provider
and hospital search functionality is somewhat limited at the
time of our study, as described in previous research.?

We use outside data to classify hospitals by “top hospital”
status, defined as whether or not they were ranked by

U.S. News and World Report as a top hospital in 2013.
The U.S. News and World Report rankings are based on
data from the Centers for Medicare and Medicaid Services’s
MedPAR database, the Agency for Healthcare Research
and Quiality, the American Hospital Association, other
professional organizations and physician surveys. Hospitals
are scored in four domains: reputation, patient survival,
patient safety and care-related factors (e.g., nurse staffing
and the variety of patient services). The methodology is
described in further detail in a report published by RTI.2

We also classify hospitals by whether they are AMCs.
AMCs are hospitals that are affiliated with an accredited
medical school and frequently conduct clinical research
and cutting-edge procedures, especially for rare
conditions. Though there is not clear evidence showing
that AMCs consistently provide better quality of care, this
is generally the case, especially for conditions that require
state-of-the-art care. For example, every AMC in our
sample is also considered a top hospital by U.S. News
and World Report. AMCs also tend to be more expensive
than non-AMCs for many reasons, including that they
serve as training centers for medical professionals and
that they are sometimes primary sources of care for the
indigent and uninsured. There is no universal definition
for AMCs, and no exhaustive list, so for the purposes of
this study we define AMCs as member teaching hospitals
of the Association of American Medical Colleges.* The
Association of American Medical Colleges comprises
approximately 400 teaching hospitals and health systems
throughout the country. There is at least one AMC in each
of our study areas. Top hospital and AMC totals in each
urban area can be found in tables 2a through 2f.
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We also include a patient experience measure: we note
which hospitals scored better than their state’s average
on a measure of the percentage of patients who said
they would “definitely recommend the hospital.” The data
for this measure comes from the Hospital Consumer
Assessment of Healthcare Providers and Systems survey,
which is administered to a random sample of patients
between 48 hours and six weeks after discharge.® The
data was collected between October 1, 2012, and
September 30, 2014.5

We also note plan type (health maintenance organization
[HMQ], preferred provider organization [PPO], exclusive
provider organization [EPO], or point of service plan [POS])
as an indication of relative network size. Generally, HMOs
and EPOs offer more-limited networks; PPOs and POSs
tend to afford greater choice with both in-network and
out-of-network options. HMOs and EPOs generally do not
reimburse for care received from an out-of-network provider
except for emergency care and other specific conditions.
PPO and POS plans provide some reimbursement for care

LIMITATIONS

Our research is based on the available provider search
functions for each insurer; we did not confirm the accuracy
of those directories. Most provider search functions included
a recommendation that the consumer call their desired
provider to ensure that she, he, or the facility was included
in the network before purchasing the product. Confirming
the accuracy of the hospital networks described here would
require confirming with each insurer in each study area; this
was outside the scope of this project. Instead, we report

on the information that is available to consumers using the
hospital search functions for the insurers in the study areas.

It is difficult to establish which hospitals are top hospitals
based on any objective criteria. There is no universal
standard for designating which hospitals provide the
highest-quality care or what the most appropriate quality

received from out-of-network providers, though this care
comes at a higher out-of-pocket cost to the consumer. Some
states’ Marketplace websites prominently display plan type
for each product; in other cases, this information is less clear.?

In our analysis, we focus on hospitals instead of physicians
or another type of facility (e.g., clinics) because there is not
a universally accepted way to rank physicians; therefore,
we would not have had an effective way to designate
which physicians were the best, and it would have been
misleading to extrapolate about what it meant for any
certain physicians to be included or excluded from a
network. Similarly, it would be difficult to determine which
clinics were the best. This is not intended to indicate that
physicians are an unimportant element of networks; in fact,
physicians may be more critical to network adequacy than
hospitals, and certainly a necessary part of discussions on
network adequacy. Past research highlighted the challenges
consumers face in determining physician network breadth
and quality.?

measures are. There are many databases and surveys
available that attempt to rank hospitals based on several
data sources. U.S. News and World Report is one of these
sources; we use it because we believe it serves as an
acceptable summary measure. The U.S. News and World
Report hospital rankings are intended for “the most difficult
patients.”® We supplement these rankings with a patient
experience measure obtained from the Centers for Medicare
and Medicaid Services’s Medicare Compare tool. We
acknowledge that the ranking methodologies of hospitals
are imperfect, but there is no perfect alternative.

Lastly, our analysis includes only urban areas. Networking
arrangements might be different in suburban or rural areas.
Generally, it is difficult to develop narrow networks in rural areas
because they already offer few providers to choose from.
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RESULTS

Health insurance plans offer many hospital network across all their products, rather than using differently sized
configurations. In most areas, consumers can choose between  networks for differently priced products. Table 1 shows the
relatively narrow and relatively broad hospital networks. With number of hospitals included in each plan’s network and the
one exception, every insurer in our analysis offers a hospital subset of those hospitals that are top hospitals (as defined by
network that included at least one top hospital (discussed U.S. News and World Report) or an AMC. If insurers offer the
below). Further, every hospital in our study is included in at same network for all plans, these are listed together in a single
least one plan’s network. Our review of provider directories row. If insurers offer several plans with different networks, these

indicated that the majority of insurers use one hospital network  are listed in individual rows.

Table 1. Hospital Networks for Health Insurance Marketplace Plans

. Number of Number of Number‘of Number of hf)spit.als
cange forall | hospials | cophospials | SR | T CRC SR
Plan Type insufers’ silver G S G S centers in [s,core (outpof total

plans 27 (out of total (out of total network (out hospitals with high
year-old) of total AMCs patient experience

in area) scores in area)®

hospitals in top hospitals

area) in area)

Kaiser HMO $201 to $214 3 (of 9) 2 (of 8) 1 (of 4) 2 (of 4)
Humana HMO $205 to $208 2 (of 9) 2 (of 8) 1 (of 4) 0 (of 4)
Colorado HealthOP EPO $224 1 (of 9) 1 (of 8) 0 (of 4) 0 (of 4)
Colorado HealthOP PPO $258 6 (of 9) 6 (of 8) 4 (of 4) 3 (of 4)
=]
-=§ Denver Health HMO $225 1 (of 9) 1 (of 8) 1 (of 4) 0 (of 4)
<.°1 Denver Health HMO $262 3 (of 9) 3 (of 8) 3 (of 4) 1 (of 4)
o}
>
g Rocky Mountain
2 Health Plan HMO $254 to $320 6 (of 9) 5 (of 8) 2 (of 4) 3 (of 4)
Cigna PPO $261 to $293 9 (of 9) 8 (of 8) 4 (of 4) 4 (of 4)
Anthem BCBS HMO $262 to $291 4 (of 9) 4 (of 8) 1 (of 4) 2 (of 4)
Access Health . .
Colorado PPO $372 to $377 [provider search unavailable]
CareFirst HMO/POS  $187 to $194 8 (of 13) 7 (of 12) 4 (of 6) 6 (of 9)
ha-]
£ )
E Blue Cross Blue Shield - pp $197 8 (of 13) 7 (of 12) 4(of6) 6 (0f 9)
k multistate plan
2 Evergreen HMO/POS  $207 to $259 11 (of 13) 11 (of 12) 5 (of 6) 9 (of 9)
g
K= Kaiser HMO $221 to $233 2 (of 13) 2 (of 12) 0 (of B) 1 (of 9)
==}
United EPO $270 to $282 12 (of 13) 11 (of 12) 5 (of 6) 8 (of 9)

ACA Implementation—Monitoring and Tracking 5



Table 1. Hospital Networks for Health Insurance Marketplace Plans continued

. Number of Number of Number‘of Number of hf)spit.als
Premium hosbi : academic in network with high
ospitals top hospitals . . .
range for all in network in network medical patient experience
Plan Type | insurers’ silver RO RO centers in score (out of total
(out of total (out of total ) ) .
plans (27 hospitals i : network (out hospitals with high
ospitals in top hospitals - o
year-old) ) ; ) of total AMCs patient experience
area, 1n area, in area) scores in area)®
MetroPlus HMO $359 to $374 5 (of 11) 3 (of 8) 2 (of 7) 1 (of 4)
. Health Republic EPO $365 to $387 9 (of 11) 7 (of 8) 6 (of 7) 3 (of 4)
S
3 Oscar EPO $385 to $419 11 (of 11) 8 (of 8) 7 (of 7) 4 (of 4)
r4
= EmblemHealth HMO $385 4 (of 11) 4 (of 8) 4 (of 7) 2 (of 4)
3
.é Fidelis Care HMO $390 10 (of 11) 7 (of 8) 6 (of 7) 4 (of 4)
<
2 Empire Blue Cross HMO $416 to $439 5 (of 11) 5 (of 8) 5 (of 7) 3 (of 4)
=4
i
i Healthfirst HMO $440 8 (of 11) 5 (of 8) 4 (of 7) 2 (of 4)
]
“ Affinity HMO $440 to $442 6 (of 11) 5 (of 8) 5 (of 7) 4 (of 4)
United EPO $642 9 (of 11) 6 (of 8) 5 (of 7) 3 (of 4)
Moda PPO $159 2 (of 6) 2 (of 5) 0 (of 1) 2 (of 6)
Moda PPO $165 4 (of 6) 3 (of 5) 1 (of 1) 4 (of 6)
Moda PPO $175 to $204 6 (of 6) 5 (of 5) 1 (of 1) 6 (of 6)
HealthNet POS $176 to $181 3 (of 6) 2 (of 5) 0 (of 1) 3 (of 6)
§D Providence EPO $192 to $232 2 (of 6) 2 (of 5) 0 (of 1) 2 (of 6)
)
i
-Ou“ PacificSource PPO $203 to $216 5 (of 6) 5 (of 5) 1 (of 1) 5 (of 6)
—5 LifeWise PPO $203 to $220 3 (of 6) 3 (of 5) 1 (of 1) 3 (of B)
12
~
Kaiser HMO $210 2 (of 6) 2 (of 5) 1 (of 1) 2 (of 6)
Health Republic EPO $210 to $221 2 (of B) 2 (of 5) 0 (of 1) 2 (of 6)
8:)6_%3” s Health PPO  $22310$230  6(of6) 5 (ot 5) 1(of 1) 6(0f6)
Bridgespan PPO $228 2 (of B) 1 (of 6) 1 (of 6) 2 (of 6)
)
9%
SRcl Blue Cross Blue Shield
<
3 _§ of Rhode Island PPO $225 to $250 5 (of 5) 3 (of 3) 3 (of 3) 3 (of 3)
ok
Coventry POS $188 6 (of 6) 2 (of 2) 1 (of 1) 6 (of 6)
<
== Anthem HMO $208 to $221 3 (of 6) 0 (of 2) 0 (of 1) 3 (of 6)
g B0
'.5' >= Aetna PPO $260 to $284 6 (of 6) 2 (of 2) 1 (of 1) 6 (of 6)
Optima HMO $285 6 (of 6) 2 (of 2) 1 (of 1) 6 (of 6)

* Hospitals receive a “high patient experience score” if they score higher than their state’s average on the percentage of patients who say they would “definitely” recommend the hospital.
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Specific results are described here by city.

Denver, Colorado

There are nine hospitals in Denver; eight are designated

as top hospitals and four are AMCs. Each hospital is
included in at least one plan, and some are included in
nearly all plans. For example, Porter Adventist Hospital is
included in all plans except those offered by Denver Health
and Anthem. Cigna offers the most generous hospital
network in Denver: it includes all nine hospitals; it also has
relatively high premiums. Colorado HealthOP and Denver
Health each offer two separate hospital networks for their
two plans: one wider network and one narrower network.
For example, Colorado HealthOP’s low-cost narrow EPO
network includes only a single hospital in Denver. Its pricier
PPO product includes the majority of hospitals in Denver:
six in total, including six top hospitals and four AMCs. Rocky
Mountain Health Plan is based in Grand Junction and is a
dominant insurer in that part of the state. When they began
offering products in the Denver area, Rocky Mountain Health
Plan had to create new contracting arrangements because
they did not have historical relationships with providers in
that area. Their Marketplace offerings in Denver have a
relatively wide hospital network, which likely contributes to
high premiums.

On the other hand, Kaiser has a relatively small hospital
network in this area and offers the lowest-cost plan in
Denver. As an integrated health plan, Kaiser can use several
strategies to keep premiums low, though they are not the
lowest-cost plan in all our study areas (see Maryland).
Humana also has a narrow hospital network and low
premiums. Even with narrower networks, however, the plans
offered by these carriers each include multiple hospitals,
among which are an AMC, top hospitals, and hospitals with
high patient experience ratings.

Baltimore, Maryland

Maryland is unique in that it utilizes an all-payer rate-setting
system for hospital services. Under this system, all insurers
pay the same rates for services provided by a given hospital.
These rates can and do vary between hospitals, however.

In Maryland, insurers don’t have the ability to negotiate for
lower payment rates based on increased volume. They can,
however, contract with lower-cost hospitals; insurers that
contract with lower-cost hospitals can offer lower premiums.

Baltimore boasts a large number of high-quality hospitals.
There are 13 hospitals in total; 12 are top hospitals and 6
are AMCs. Of the five insurers that offer plans in Baltimore,
all but Kaiser include a majority of these hospitals. CareFirst
and the Blue Cross Blue Shield multistate plan are the
lowest-cost products in Baltimore; each includes 8 of the

13 hospitals in their networks. CareFirst and the Blue Cross
Blue Shield multistate plans have the lowest premiums

in the city, despite their broad networks; this is perhaps
because of their negotiation leverage with other providers.
Other insurers offer even broader hospital networks in
Baltimore. Of the 13 hospitals in Baltimore, Evergreen (a
co-op) includes 11 and United includes 12. Evergreen and
United have the highest premiums in the city. Conversely,
Kaiser covers only two hospitals, neither of which is an
AMC. Based on its limited network, one might expect that
Kaiser would be one of the cheapest plans in the area, but
its premiums are well above CareFirst’s. This may reflect
problems developing their physician network.

Johns Hopkins Hospital, the highest-ranked hospital in
Baltimore according to U.S. News and World Report,

is included in three of the five insurer’s networks. Kaiser

and United both exclude it and it is the only hospital in
Baltimore that United excludes. The Johns Hopkins system
has another teaching hospital in East Baltimore called the
Johns Hopkins Bayview Medical Center. This is also a highly
ranked teaching hospital and it is included in

all networks except Kaiser’s.

New York (Manhattan), New York

In Manhattan, there are 11 hospitals, 8 of which are top
hospitals and 7 of which are AMCs. Of the 11 hospitals in
Manhattan, only 4 received higher than average scores on
the patient experience measure (data was unavailable for
two of the hospitals).

The nine insurers offering products in Manhattan include
anywhere from 4 of the 11 hospitals (EmblemHealth) to all
11 (Oscar). In general, networks are broad. Some hospitals
are included in networks more frequently than others. For
example, Beth Israel Medical Center—a highly ranked
teaching hospital affiliated with the Mount Sinai School of
Medicine—is included in every insurer’s network. Similarly,
St. Luke’s-Roosevelt Hospital Center, another highly ranked
teaching hospital affiliated with Mount Sinai School of
Medicine, is in-network for all insurers except MetroPlus.
Conversely, the Memorial Sloan Kettering Cancer Center

is only included in Health Republic (a co-op) and Oscar’s
networks. Other hospitals are included in a majority of
insurer’s networks. Consequently, a consumer can purchase
virtually any plan offered in Manhattan and be assured that
she or he will have access to a top hospital.

There is not a clear link between hospital networks and
premiums. Manhattan is unique in that there are several
insurers (e.g., MetroPlus and Fidelis Care) that previously
offered Medicaid-only insurance products. Because of this,
these insurers already had well-established relationships
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with providers in Manhattan and presumably were able to
negotiate or maintain rates lower than typical private-sector
levels. Not all former Medicaid plans, however, have low
premiums (e.g., Health First and Affinity). United stands out as
a carrier with a broad network and high premiums, but Oscar
has an even broader hospital network and lower premiums.

Portland, Oregon

There are six hospitals in Portland; only one is an AMC, but
five are top hospitals. The AMC is associated with the Oregon
Health and Sciences University and includes a children’s
hospital. All six hospitals in Portland received higher than
the state’s average on the patient experience measure. Of
the nine insurers that offer products in Portland, one (Moda)
uses different networks for its various plans. Moda offers five
silver plans in Portland with premiums ranging from $159 to
$204 for a 27-year-old. The lowest-cost plan has a relatively
narrow network that includes only two hospitals (both in the
Providence system) and excludes the AMC. The network
for Moda’s midrange silver-tier plan includes four hospitals,
one of which is the AMC. Moda’s highest-cost silver-tier
plan considers all six Portland hospitals to be in-network.
The other insurers in Portland include between two and

four hospitals, with the exceptions of PacificSource, which
includes five hospitals, and Oregon’s Health Co-op, which
covers all six hospitals in the city.

HealthNet is a good example of an insurer that utilizes

a relatively narrow network (it includes three hospitals in
Portland and excludes the AMC) and is thus able to offer
low premiums. Similarly, Providence is an integrated health
system; thus, it is able to rely on its own hospitals in the
hospital network and offer lower premiums. The two co-ops
in Oregon—Health Republic and Oregon’s Health Co-op—
offer some of the most expensive products in the study
area. This could be because they are unable to negotiate
favorable rates with providers given their lack of historical
relationships. However, the two co-ops take different
approaches to building hospital networks: Health Republic
offers a very limited network in Portland, but Oregon’s
Health Co-op includes all six hospitals in the city.

Overall, each hospital in Portland is included in the network
of at least one insurer, and the AMC is included in at least
one plan offered by six of the nine insurers in the city. Many
insurance products offered in Portland also include health
facilities across the border in Washington, though we do not
include those facilities in our analysis.

Providence, Rhode Island

Blue Cross Blue Shield Rhode Island is the only insurer
offering individual coverage in Providence. Neighborhood
Health Plan offers coverage to those with incomes under

250 percent of the federal poverty level. We only included
Blue Cross Blue Shield Rhode Island in this analysis.

Blue Cross Blue Shield Rhode Island’s network includes

all five hospitals in Providence, three of which are top
hospitals and AMCs associated with Brown University’s
Warren Alpert Medical School. An individual purchasing
Blue Cross Blue Shield Rhode Island through the state’s
Marketplace should have access to all acute-care hospitals
in Providence. Because Blue Cross Blue Shield Rhode
Island is the dominant insurer in Providence (and throughout
Rhode Island), it does not face the same pressures to keep
premiums low as carriers in other states. Consequently, it
offers a broad hospital network at a relatively high cost.

Richmond, Virginia

There are six general, acute-care hospitals in Richmond,
two of which are top ranked and one of which is an AMC.
Of the six hospitals in Richmond, three are Hospital
Corporation of America (HCA, a major national chain)
affiliates, two are in the Bon Secours system and one is the
AMC associated with the Virginia Commonwealth University
School of Medicine. All six hospitals in Richmond received
relatively high scores on the patient experience measure.
Of the four insurers that offer plans in Richmond, all but
Anthem include all six hospitals in their networks. Anthem
includes only the three HCA hospitals, none of which are
top hospitals or AMCs. These three hospitals however,

all scored well on the patient experience measure. The
Anthem-HCA relationship, together with its leverage over
nonhospital providers, keeps its premiums relatively low.

Cross-Study Area Observations

The majority of insurers in our study areas offer the same
hospital network, whether it is relatively narrow or relatively
broad, for all its products. The number of hospitals included
in these networks varies widely among insurers. One reason
for this is insurers can lower costs by contracting with only a
select number of hospitals and directing volume toward those
facilities. It is not necessarily beneficial for insurers to contract
with different hospitals for different health insurance products.

Some insurers offer only a limited network (for example,
Colorado HealthOP and Denver Health each offer a narrow
network plan that includes only one hospital); other insurers
offer an extensive network (for example, Cigna in Denver
and Oscar in Manhattan each include all hospitals in their
respective areas). Most offer a network of hospitals, though
not all hospitals in the area. In some cases, even though a
carrier includes a relatively small number of hospitals, the
included hospitals are AMCs or top hospitals. For example,
in Colorado, Kaiser’s network includes only three of Denver’s
nine hospitals, but two of these are top hospitals and
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one is an AMC. In other words, even though the network
is relatively narrow, it is likely that a consumer could still
access high-quality care.

Looking across carriers, almost every hospital is included
in at least one plan’s network. AMCs are included in nearly
all products offered in Manhattan, Baltimore, Richmond
and Providence, but they are included in only about half of
the products offered in Denver and Portland. With only a
single AMC in Portland, one might expect that all insurers
would include it in their hospital networks, but that was not
the case. Conversely, in an area rich with AMCs such as
Manhattan, every insurer includes at least two.

There is some correlation between the price of a product
and the size of its network, but this relationship is not
perfect. For example, Oscar in New York and CareFirst

in Baltimore have very broad hospital networks but
relatively low premiums. United in New York and Baltimore
have broad networks and high premiums. Moda Health

in Portland has a narrow network plan and the lowest
premium, but MetroPlus in Manhattan has a fairly broad
network, but offers the cheapest product. This is likely
because of MetroPlus’s existing relationships with providers
having strengthened its ability to negotiate favorable rates.

In addition to price, plan type is somewhat correlated with
network size. HMO and EPO products generally have
more-restrictive networks, but this correlation is not strong.
However, as noted earlier, consumers who purchase PPO
and POS products have the option to receive care out-of-
network, albeit at a higher cost to them.

Interestingly, some of the co-ops in our sample areas have
some of the widest hospital networks: Colorado HealthOP’s

CONCLUSION

Our analysis shows that hospital networks vary widely
among health insurance plans offered in Marketplaces in our
study areas. Almost all insurers offer access to highly ranked
hospitals in their networks. And all hospitals in an area are
included in at least one insurer’s network. Finally, though
narrow networks usually lead to lower premiums, this is

not always true. Some plans with broad networks have

low premiums and some with narrow networks have high
premiums. Thus, other factors affecting insurer negotiating
power are important.

Of some concern is the finding that it is difficult for the
average consumer to accurately compare the size and
quality of hospital networks across insurance plans.

PPO product, Evergreen, and Oregon’s Health Co-op are
among the widest hospital networks in Denver, Baltimore and
Portland, respectively. However, this was not true in all cases.
Health Republic, a co-op in Oregon, offers one of the highest-
priced products in Portland but has the smallest hospital
network in the city. Its hospital network includes only two
hospitals, neither of which is the AMC in the city. One reason
co-o0ps tend to have high prices and relatively broad networks
is because they have a harder time negotiating favorable
rates. This is because they are new participants in a market
and thus lack pre-ACA market share.

We find that generally, it would be cumbersome for a
consumer to discern the relative size of hospital networks
among Marketplace products. If a consumer knows the
name of a specific facility, it is possible to use an insurer’s
website to establish whether the facility is included in

the network. But, as described earlier, each insurer’s
website is different, and there is no straightforward way
to compare plans’ networks directly. For all our study
areas, with the exception of Denver, the consumer needs
to leave the Marketplace and navigate a new website to
learn about the plan’s network. Leaving the Marketplace
can be complicated for someone who is not computer-
savvy, and doing so creates many distractions that could
prevent an individual from ultimately selecting a plan.
Unfortunately, these conditions mean that many consumers
are likely unaware of exactly what they are purchasing on
the Marketplace and whether his or her desired facility (or
provider) is included in the network. Another paper in this
series deals with this issue in greater depth, focusing on
physician search functionality.? As we find in the current
analysis, plans vary widely in the size of their hospital
networks and some are very narrow. Thus, that consumers
may not be aware of what they are buying is worrisome.

Consumers who know what hospital they want included

in their network may be able to select an appropriate plan,
but it would be difficult to otherwise compare plans by the
breadth of hospital networks. Although outside the scope
of this research, physician network adequacy is another
important aspect of this discussion. Future improvements to
state-based and federally facilitated Marketplace websites
should better enable consumers to view the size and quality
of each plan’s network. In the meantime, this research
indicates that in six major cities, most consumers can find

a plan on the Marketplace that includes his or her desired
hospital, and that even relatively narrow networks are likely
to include at least one high-quality hospital.
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Table 2a. General Acute-Care Hospital Networks for Marketplace Plans
in Denver and Aurora, Colorado

*ﬁ :+
g | = $ 5
-] I
< 15}
‘_‘§ + —§-4 gs £ * ‘E é
S g =5 | 2 g = = 5% | ©
é”‘c S =1 — - E E % =
g Z TE| 28| & bl 5 g §8 S
g8 ERT - E IE-T B B T O
ERQ g3 58 i s E < £ s
ERN ZE| 25| g% | = £ g | 53 3
g5 ZE | 88| 223 g 5 £ 83 2
Insurer ~ & [GRe) Qs 25fes} P 4 = &= &~
Kaiser HMO  $201 to $214 v 7 4
Humana HMO  $205 to $208 v v
Colorado HealthOP EPO $224 v
Colorado HealthOP PPO $258 v v v v v
Denver Health HMO $225 v
Denver Health HMO $262 v v
Rocky Mountain Health Plan HMO $254 to $320 v v v v v v
Cigna PPO  $261 to $293 v v v v v v v v
Anthem HMO  $262 to $291 v e v
Access Health PPO $372 to $377 [provider search was unavailable at the time of our studly]
Key
* Top hospital
+ Academic Medical Center
A Hospital ranked equal to or higher than the state average for a patient experience measure: “percent of patients who reported they would definitely rec d the hospital.”

In Colorado the state average is 76 percent.
a  Patient experience data not available for most recent reporting period.

ACA Implementation—Monitoring and Tracking

University of Colorado

Hospital*+/

10



Table 2b. General Acute-Care Hospital Networks for Marketplace Plans
in Baltimore, Maryland

)
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e = - 9 8 =% | &8 o ., S 0 * X == e x et Q
o g =) Q fac] o' x o O o x = Q Qg =) = Q <+ 2"’ » 20
E S |52l = [Z3| 2= 8% esl88|sEl=2|2c] ¢ |33
23 S | 88| 8 |LE|BS|2E|l2E8|S8E(Se| | TE| B | B2
85 s | 33| 5 (£5| 23| 52| 23| 26|38 88| 22| < |28
Insurer RN B || B |RE| S| S| =EE| 28| =22 |20 |s3a8| & | 5=
CareFirst HMO/POS  $187 to $194 v v v v v v v v
BCBS MSP PPO $197 v v v v v v v v
Evergreen HMO/POS  $207 to $259 v v v v v v v 4 v v v
Kaiser HMO $221 to $233 v 4
United EPO $270to0 $282 v v v v v v v v 7 7 7 v
Key

* Top hospital

+ Academic Medical Center

A Hospital ranked equal to or higher than the state average for a patient experience measure: “‘percent of patients who reported they would definitely rec d the hospital.”
In Maryland the state average is 67 percent.

Table 2¢c. General Acute-Care Hospital Networks for Marketplace Plans
in New York (Manhattan), New York

by X go - %
E § <+ .E = 3 [ =
Q g * -] R ‘B e -
5 S|z S| 2 |&,|% |2 g | 3<| BEl 5.
b E B = o &t S It = = g e a0 3 %
& B 151 &= 8 | N = = £ ve |82 - ]
2 S 2 T S 8 g : 3 g e |58 S &
£ 2 = g = BE | 8 g 2 &3 |EX 8 28
£ S AENEIAERE L RERR R L
i s | 23| £ | % | g |ge| g8 & |cE|EEE A
MetroPlus HMO  $359 to $374 v v v v v
Health Republic EPO $367 to $387 v v v v v v v v v
Oscar EPO  $385 to $420 v v 4 v v v v v v v v
EmblemHealth HMO $385 v v v v
Fidelis Care HMO $390 v v v v v v v v v v
Empire Blue Cross  HMO  $418 to $439 v v v v v v
Healthfirst HMO $440 v v v v v v v v
Affinity HMO $440 to $442 v v v v v v
United EPO $642 v v v v v v v v v
Key

* Top hospital

+ Academic Medical Center

A Hospital ranked equal to or higher than the state average for a patient experience measure: “‘percent of patients who reported they would definitely rec d the hospi;
In New York, the state average is 65 percent.

* Patient experience data not available for most recent reporting period.
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Table 2d. General Acute-Care Hospital Networks for Marketplace Plans
in Portland, Oregon

Legacy Providence | Providence
Premi Adventist Emanuel Legacy Good | Oregon Health Portland St. Vi .
Insurer fremmm range Medical Hospital Samaritan and Science o e
or 27 year-old . S Medical Medical
Center? and Health Hospital*A | University*+A C oA -
N enter Center*/A
System
PPO $159 4 v
Moda PPO $165 v v v 7
PPO  $175to $204 v v v 7 v v
HealthNet POS  $176to $181 v 7 v
Providence EPO  $191 to $232 v v
PacificSource PPO $203 to $216 v 2 7 4 4
LifeWise PPO  $203to $220 v v v
Kaiser Permanente HMO  $210to $222 7 4
Health Republic EPO  $210to $221 v v
Oregon’s Health Co-op PPO $223 to $230 v v \ v 4 7
Bridgespan PPO $227.87 v v

Key

* Top hospital

+ Academic Medical Center

A Hospital ranked equal to or higher than the state average for a patient experience measure: “percent of patients who reported they would definitely rec d the hospital.”
In Oregon, the state average is 72 percent.

Table 2e. General Acute-Care Hospital Networks for Marketplace Plans
in Providence, Rhode Island

Roger s
Women Williams St. Joseph'’s

& Infants Medical Health

Hospital*+/ Center Services RI

Premium range Miriam Rhode Island

Ansuree HE for 27-year-old Hospital*+/ Hospital*+/

Blue Cross Blue Shield

v v v y L,
Rhode Island PPO $225 to $246

Key

* Top hospital

+ Academic Medical Center

A Hospital ranked equal to or higher than the state average for a patient experience measure ‘percent of patients who reported they would definitely r d the hospi
In Rhode Island, the state average is 72 percent.

ACA Implementation—Monitoring and Tracking 12



Table 2f. General Acute-Care Hospital Networks for Marketplace Plans
in Richmond, Virginia

e}
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Insurer ~ 0P 0O /M T [--J @) (SR L0 TIZO
CoventryOne POS $188 v v 4 v v v
Anthem HMO $208 to $215 v v v
Aetna PPO $260 to $284 v v v v v v
Optima HMO $285 v v 4 v v v
Key

* Top hospital

+ Academic Medical Center

A Hospital ranked equal to or higher than the state average for a patient experience measure: “percent of patients who reported they would definitely rec d the b
In Virginia, the state average is 69 percent.

* VCU Medical Center includes Children’s Hospital of Richmond.
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What Will Be the Impact of the Employer
Mandate on the U.S. Workforce?

Sherry Glied and Claudia Solis-Roman

Abstract The Affordable Care Act’s employer mandate requires large firms to pay penalties
unless they offer affordable health insurance coverage to full-time employees, raising concerns
that employers might lay off workers or reduce hours. In this brief, we estimate the number
of workers potentially at risk of losing their jobs or having hours reduced. Most workers near
the thresholds—those in firms with around 50 full-time-equivalent employees or those working
near 30 hours per week—are already insured or have been offered coverage. There are 100,000
full-time workers at the firm-size threshold and 296,000 at the hourly threshold who are unin-
sured. Fewer than 10 percent, less than 0.03 percent of the U.S. labor force, might see reduc-
tions in employment or hours in the short run. Over time, employment patterns might change,
leading to fewer firm sizes and work schedules near the thresholds, potentially affecting up to
0.5 percent of the workforce.

OVERVIEW
Under the Affordable Care Act (ACA), employers must offer health insurance to their
employees or pay penalties.' Under this so-called employer mandate, firms with 50
or more full-time or full-time-equivalent employees may have to pay penalties if they
do not offer health benefits and have workers with low enough incomes to qualify for
federally subsidized coverage who are not otherwise insured. The law defines full-time
employees as those who work 30 or more hours per week, while full-time-equivalent
(FTE) is defined as the sum of part-time employee hours in a week divided by 30.>°
The Obama administration suspended the mandate requirement in 2013 and
incorporated a further delay for firms with 50 to 99 FTE employees in 2014 to give
employers more time to comply with new requirements. Employers with 50 to 99 FTE
employees have until 2016 to comply, and firms with 100 or more workers that pro-
vide insurance to 70 percent or more of their workforce will not face penalties in 2015.
To avoid being subject to this mandate—and thus avoid paying for either coverage
or penalties—employers could choose to lay off workers or reduce worker hours. If
employers go this route, more workers are likely to seek subsidized coverage in the market-
places, increasing the federal cost of the health reform law. Avoiding the insurance mandate
in such a way also may lead to distortions in the market and decreased productivity.
Prior research shows the changes mandated by the Affordable Care Act

are most likely to affect workers near the regulatory thresholds at which penalties
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are levied.*” These workers are in firms with around 50 FTE employees or working close to 30 hours per week. Many
employers of workers near these thresholds already meet the mandate standard because their employees hold employer-
sponsored insurance, they have offered their workers insurance and been declined, or their workers have insurance cover-
age from another source.

Most firms subject to the employer mandate already comply with the requirement; among those that do not,
most are likely to find compliance less expensive than mandate avoidance. Altering staff size is costly. Hiring and training
costs are often substantial even for entry-level employees. Hiring two 20-hour/week employees often costs more in super-
vision, scheduling, and hiring costs than hiring a single 40-hour/week employee. Regulations also make it costly to sub-
stitute two part-time employees for one full-time employee. For instance, in some states, an employer will pay double the
unemployment tax if she hires two workers and pays each $7,000 per year rather than paying a single employee $14,000.°
Similarly, because overtime pay is higher than regular pay, it can be more costly to increase hours for existing workers
rather than hiring an additional employee.

While there has been a lot of debate over the expected effects of the employer mandate, there is little evidence of
the magnitude of its potential effect on workers’ hours and employment. This issue brief estimates the number of workers
most at risk of either layoff or a reduction in hours because of the employer mandate. It also examines current research to
assess the long-term consequences of the mandate based on estimates of effects of similar government regulations imple-
mented elsewhere.

We use data from the Small Business Administration and the Medical Expenditure Panel Survey to estimate the
number of workers who may be at risk of losing hours or positions. We calculate employment levels near the Affordable

Care Act thresholds for firm size and weekly hours worked.” See Appendix A for a detailed methodology.

Employees in Firms with Just Over 50 Workers

Exhibit 1 shows the distribution of full-year, full-time employment by firm size. About 24 percent of workers are
employed in firms with fewer than 50 FTE employees. Relatively few are employed in firms that have 50 to 59 FTE
employees—the range most likely to be affected by the mandate. About 1.66 percent of all U.S. employees work full time
in firms near this employment threshold (Table 1, Column 2). If we looked at firms with 45 to 54 workers—or other
nearby thresholds—it would not affect our estimates substantially.

Of the 1.66 percent of workers in firms near the 50-worker threshold, more than 71 percent already hold cover-
age through their own employers (Table 1, Column 3). An even larger share—more than 88 percent—either hold or have
been offered employer-based coverage; just 11.56 percent of these workers have no offer of employer coverage from their
own employer. Most of those who received an offer but declined it have insurance from an alternative source—usually as a
dependent. The 11.56 percent who are employed in a firm near the threshold but are not already offered health insurance
coverage by their employer constitutes 0.17 percent of all U.S. workers—a total of about 193,000 people. Of these, less
than two-thirds are uninsured and might seek coverage in the marketplaces. In total, an estimated 100,000 workers, or
about 0.09 percent of the labor force, work in firms that would be penalized under the mandate if their employers did not

change their current offering behavior.

Employees Working Just Over 30 Hours per Week

In Exhibit 2, we show the number of hours worked by full-year employed workers of large firms. About 5.22 percent of
such workers work fewer than 30 hours per week. Relatively few workers (2.59% of all workers) have 30-to-34-hour work
week schedules. If we looked at workers working 40 to 44 hours per week—a higher threshold currently under consider-

ation—it would greatly increase the number of workers in the threshold range (from 2.9 million to 28.6 million; see

Table 3).8
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Exhibit 1. Employment by Firm Size (percentages of U.S. workforce)
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In total, about 2.59 percent of the U.S. workforce is employed 30 to 34 hours per week in a firm with 50 or more
FTE employees (Table 2). Slightly more than half of these workers already receive employer-sponsored insurance through
their own employers (Table 2, Column 3). More than 70 percent have employer-sponsored coverage or have received
an offer from their employers. In total, about 835,000 U.S. workers—about 0.75 percent of all U.S. workers—cur-
rently work hours near the mandate threshold and are not offered health insurance coverage by their employers. Among
those without an offer of coverage, most have insurance through another source; fewer than 40 percent are uninsured—a
total of about 296,000 workers. Many firms are unaware that their employees may have coverage from another source

and make employment decisions based only on their own information about which workers hold employer-sponsored

Exhibit 2. Employment by Weekly Work Hours (percentages of U.S. workforce)

30,000,000
25,000,000
41.13%
20,000,000
B Workers at large firms
(%]
o
< 15,000,000 . .
o B Uninsured workers at large firms
= not offered coverage by own
employer
10,000,000
5,000,000
5.22% 2.599

0] 5 10 15 20 25 30 35 40 45 50 55 60
Weekly work hours



4 THE COMMONWEALTH FUND

coverage. However, because firms can only be penalized if their full-time workers seek subsidized coverage in the
exchanges, and most workers who already hold coverage as dependents are unlikely to seek such subsidized coverage, the
number of employers who might wish to avoid the mandate by lowering hours would be much lower if employers were
aware of which of their employees is currently uninsured.

The number of uninsured workers without an offer of coverage near the firm size and weekly hours thresholds
(100,000 and 296,000, respectively) together comprise just over one-third of one percent (.09 and .26 percent, respec-
tively) of the U.S. workforce. As we show below, the number of people likely to be affected by the mandate is much lower
than this figure, as most employers would find the cost of adjusting firm size—by switching from full-time to part-time

workers or reducing hours—greater than the cost of offering coverage.

Several recent studies examine the effects on the labor market of other similar provisions. After the implementation of an
employer mandate in Massachusetts, both employer-sponsored coverage and employment increased. Employment pat-
terns in both high- and low-wage industries in Massachusetts from 2001 to 2010 were similar to those in other states over
the same period.”'* Since 1975, Hawaii has had a mandate requiring all employers, regardless of firm size, to provide
health insurance to workers employed 20 hours per week or more. This provision had little effect on wages or employ-
ment, but it was associated with a statistically significant increase of about 1.4 percentage points in the share of workers
working fewer than 20 hours."" Only workers with a very low probability (26%) of holding employer-sponsored insurance
before the mandate were more likely to have low hours. No effect was observed among workers with higher initial rates
of employer coverage.'? The Hawaii results suggest that the ACA mandate would have very little effect, if any, because it
affects only the workforce of larger firms, where the probability that workers already hold coverage is more than double
the Hawaii figure (58%).

Another study focused on the effect of labor regulations in France, where regulatory requirements, such as
requirements to negotiate with in-house workers’ councils, sharply increase labor costs for firms with 50 or more employ-
ees. Researchers found that the share of firms with 49 to 57 workers (3.5% of all firms) in France is about 10 percent
smaller than would have been expected in the absence of these laws, meaning that firms have either shrunk (laid off or
failed to hire workers) or grown to avoid the regulatory threshold. The regulations in France require firms with over 50
workers to establish several committees, to report detailed information to the government monthly, and to face higher
penalties for workplace infractions. Unlike the health insurance that firms will provide to their employees under the
ACA, the French requirements provide few benefits to individual workers. Analyses suggests that French workers have
been unwilling to accept lower wages in return for these regulations; in contrast, analyses from Massachusetts suggest
that workers are willing to accept lower wages in exchange for newly mandated health insurance.'®'*"> This suggests that
employer responses under the ACA regulations would likely be substantially more limited than in France.

In the next few years, ACA-related changes in employment patterns would likely affect only uninsured workers
without offers near the thresholds for firm size and hours worked. Estimates from the existing literature—including those
based on Massachusetts’s experiences—suggest the mandate will have little impact on behavior short term. Even estimates
based on longer-run responses to much more onerous regulations in Hawaii and France suggest modest effects. In combi-
nation, the Massachusetts results and the findings from Hawaii and France adjusted for the differences between the ACA
and these regulations suggest that from 0 percent to 10 percent of threshold-affected workers may experience reductions
in employment or hours in the short run. This would mean 0 to 10,000 workers might be displaced because of firm-size
reductions and 0 to 29,000 workers might see a reduction in hours.

In the longer run, firms will enter and exit the market, grow and shrink, and change their health insurance offer-

ing decisions. As new firms enter and hire workers, they will make decisions about offering health insurance and about
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how many workers to employ. The evidence from Hawaii and France is particularly relevant, as these studies reflect long-
term effects of mandates. The results suggest that in the long run, the effect of mandates might extend to all workers
who would have been in the threshold range, whether or not they are currently offered coverage. If that were to occur,
we would expect to see about 167,000 fewer workers employed at firms with 50 to 59 workers and about 290,000 fewer
workers employed 30 to 34 hours per week. These changes would affect about one-half of 1 percent of the U.S. labor
force. To put this in context, there were approximately 3.8 million job openings overall—including 391,000 openings in

the accommodation and food services sector alone—on the last day of May 2013.'¢

Our results show that relatively few American workers are employed near the Affordable Care Act thresholds—that is,
firm sizes of 50 FTE employees or working 30 weekly hours. Among those who are employed near the thresholds, the
overwhelming majority (88 percent of those near the firm-size threshold and 71 percent of those near the hourly thresh-
old) are employed by firms that already meet the mandate requirement by offering coverage to their employees. Among
those workers who do not have an offer, many hold insurance coverage from an alternate source, and thus would not
count toward an employer penalty. Less than one-half of 1 percent of workers (.09 percent of workers near the firm-size
threshold and .26 percent of workers near the hourly threshold) work at firms that do not offer them coverage and are
uninsured.

Experience from other settings suggests that even in the longer run, regulatory requirements have relatively mod-
est effects on the distribution of firm sizes and hours worked across the labor market. Even if employers responded in
the long run as they did in Hawaii or France, where regulatory costs were considerably higher, any effects would be very
small—affecting less than one-half of 1 percent of all workers. Of course, in the United States, a relatively small effect
translates into a sizable group of people.

Currently, Congress is being lobbied to raise the weekly hour threshold to 40 hours per week, so it is also use-
ful to compare the labor market effects associated with the 30-hour threshold to what might occur if the threshold were
raised.'” Relative to other possible thresholds, the threshold of people working near 30 hours per week (in firms of around
50 full-time workers) would generate small labor market effects. Far more workers would be affected, in both the short
run and the long run if the threshold were moved to 40 hours.'®

Despite the likely small empirical effect of the employer mandate, it has caused a great deal of consternation
among employers. One reason for this may be that employers do not routinely collect information on the alternative cov-
erage available to their employees. Among the employees affected by the thresholds and included in our analyses, there
are many more who have employer coverage than those who do not. In addition, there are others who have employer
coverage from another source, usually as a dependent on a family member’s plan. Employers are increasingly requiring
higher employee contributions for family coverage to discourage workers from selecting family coverage when they have
other options available. Despite these incentives, there are many reasons families choose to obtain coverage from a single
employer rather than dividing family members among two or more plans. Families may choose to obtain coverage from
the spouse with more stable employment or they may prefer coverage from a single managed care plan so they can get care
from the same practice. Public policy should not discourage such family coverage decisions.

As the Obama administration develops strategies for implementing the employer mandate, it should take into
consideration evidence available to employers about coverage alternatives used by their employees. Employers should not
be penalized if they believe an employee holds coverage from an alternative source and therefore do not offer coverage.

As reporting requirements for employer coverage are developed, the IRS also should consider ways to make information

about whether employees have alternative sources of coverage more evident to employers.
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Appendix A. Methodology

The majority of existing data sources do not provide sufficient detail on firm size, employer offers, and sources of insur-
ance coverage to directly estimate the number of threshold-affected employees. As Garicano and colleagues show, regula-
tions affecting firms at a 50-worker threshold are likely to affect the distribution of firms in a narrow range around 50.
Large population data sources on health insurance coverage, however, classify firms into categories of, at best, 25 to 49 or
50 to 99 workers. Workers also may have difficulty precisely estimating the number of employees in their firm. Even data
that do count workers do not account for full-time-equivalence standards employed as the metric for firm applicability in
the employer mandate.

We therefore use a series of estimates based on multiple data sources. We build our analysis on data from the
Medical Expenditure Panel Survey (MEPS), which provides detailed information on availability of employer-sponsored
insurance plans, health insurance coverage, weekly work hours, as well as detailed firm size, but has relatively small
samples. Employment estimates are calculated using small-firm size category employment data from the Small Business
Administration (SBA), provided by the U.S. Census Bureau, Statistics of U.S. Businesses 2010. SBA data that provided
employment levels at intervals as small as 45 to 49 and 50 to 74 was merged with MEPS firm size data at unit level,
and smoothed using a negative binomial regression model over firm sizes 2 to 200. Public administration workers, self-
employed individuals, agricultural workers, and most government businesses are excluded from MEPS employment levels
for consistency with the definition of working population used by Statistics of U.S. Businesses. Using these data, we fit
curves to smooth the distribution of employment, full-time-equivalents (FTEs), coverage, and offer rates by firm size and
weekly hours. We calibrate our fitted data against the data on firm size from SBA and MEPS.

As the maximum suggested look-back period for the employer mandate is one year, employees averaging 30 hours
over a full year are included in threshold estimates, and average hours of staff working seasonally or below an average of
30 hours per week are included in the calculation of FTE employees for firm size, as it pertains to categorizing applicable
firms. Offer information not ascertained from full-time, full-year workers is predicted using a logit regression model

including firm size, weekly hours, wage, marital status, industry category, and insurance coverage status.

Firm Size and Full-Time-Equivalence

To assess firm size as defined by the Affordable Care Act, FTE employees are calculated by prorating part-time work hours
over number of employees at firms and dividing hours completed by part-time employees in a week by 30. (Guidance
provides a means of counting part-time employees that includes a by-month measure of hours divided by 130, a calcula-
tion that generates slightly different results.) To generate the FTE scale, we produce a measure of the share of workers at
each unit of firm size working below 30 hours per week by fitting a cubic logit regression. Average hours worked by part-
time staff are generated by limiting the sample to employees averaging below 30 weekly hours and using a cubic logistic

regression of hours by firm size.
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Number of Employees Near the Firm-Size Threshold for Large Firms

Detailed information from MEPS about insurance coverage, employer offer of insurance, and worker status is used to
calculate rates of characteristics of interest across firm size for employees near the threshold of the definition of large firm.
Rates are predicted using cubic logit regression for holding employer-sponsored insurance (ESI) through own employer;
having no employer offer; and having no employer offer of coverage and no other coverage (uninsured), then predicted by

FTE firm size and summed across the threshold range.

Number of Employees Near the Hours Threshold for Full-Time Employment

Employment along the threshold of weekly hours is drawn from 2008-2011 MEPS data. Rates of coverage and coverage
type are evaluated along weekly hours using a probit regression model. In this case, the sample is restricted to workers at
large firms working 1 to 60 hours per week. Rates along the target range are calibrated against the number of workers at

each unit of weekly hours worked to generate employment levels among workers working 30 to 34 hours per week.

Threshold-Affected Workers as a Share of the U.S. Workforce
The percent of the total workforce illustrated in Table 1 and Table 2 are taken from the SBA static national small firm size
categories data, provided by the Census Bureau’s Statistics of U.S. Businesses 2010 estimates. Exhibits describe employ-

ment by hours and firm size and show year-round employees.
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Table 1. Full-Time Workers in Firms with 50 to 59 Full-Time-Equivalent Employees

Percent of Percent of workers
Employment U.S. workforce near threshold

Total workforce 111,970,095 100.00% -

Full-time workers in firms with 50-59 FTE employees 1,670,000 1.66% 100.00%
Holding own ESI 1,199,000 1.07% 71.80%
Without own ESI 471,000 0.42% 28.20%

Not offered coverage by own employer 193,000 0.17% 11.56%
Uninsured and not offered coverage 100,000 0.09% 5.99%

by own employer

Table 2. Workers at Firms with at Least 50 Full-Time-Equivalent Employees Working 30 to 34 Hours per Week

Percent of Percent of workers at
Employment U.S. workforce 30-34-hour threshold

Total workforce 111,970,000 100.00% -

Large-firm workers working 30-34 hours per week 2,901,000 2.59% 100.00%
Holding own ESI 1,460,000 1.30% 50.33%
Without own ESI 1,441,000 1.29% 49.67%

Not offered coverage by own employer 835,000 0.75% 28.78%
Uninsured and not offered coverage 296,000 0.26% 10.20%

by own employer

Table 3. Workers at Firms with at Least 50 Full-Time-Equivalent Employees Working 40 to 44 Hours per Week

Percent of Percent of workers at
Employment U.S. workforce ~ 40-44-hour threshold

Total workforce 111,970,000 100.00% -
Large-firm workers working 40-44 hours per week 28,626,000 25.57% 100%
Holding own ESI 21,712,000 19.39% 76%
Without own ESI 6,914,000 6.17% 24%
Not offered coverage by own employer 2,567,000 2.29% 9%
Uninsured and not offered coverage 1,148,000 1% 0%

by own employer

Notes: Throughout the exhibits, ESI denotes employer-sponsored insurance holders with coverage through their own employer. In the MEPS data set, in cases where
respondents estimate hours worked per week at 35 hours or more, hours are set to 40. Like the Small Business Administration, we exclude workers with inapplicable, unknown,
or not ascertained hours or firm size. Statistics of U.S. Businesses (SUSB) data exclude self-employed persons and most government business establishments. “All U.S.
business establishments with paid employees. The Statistics of U.S. Businesses (SUSB) covers all NAICS industries except crop and animal production; rail transportation;
National Postal Service; pension, health, welfare, and vacation funds; trusts, estates, and agency accounts; private households; and public administration. The SUSB also
excludes most government employees””
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With support from the Robert Wood Johnson Foundation (RWJF), the Urban Institute

is undertaking a comprehensive monitoring and tracking project to examine the

implementation and effects of the Patient Protection and Affordable Care Act of 2010

(ACA). The project began in May 2011 and will take place over several years. The Urban

Institute will document changes to the implementation of national health reform to help

states, researchers and policymakers learn from the process as it unfolds. This report is one

of a series of papers focusing on particular implementation issues in case study states. Reports

that have been prepared as part of this ongoing project can be found at www.rwjf.org

and www.healthpolicycenter.org. The quantitative component of the project is producing

analyses of the effects of the ACA on coverage, health expenditures, affordability, access

and premiums in the states and nationally. For more information about the Robert Wood

Johnson Foundation’s work on coverage, visit www.rwjf.org/coverage.

INTRODUCTION

This report analyzes two pairs of states that achieved

very different enrolliment rates in the federally facilitated
Marketplace (FFM) during the 2014 open enroliment
period. We compare North Carolina with South Carolina
and Wisconsin with Ohio. The report analyzes the factors
that appear to have contributed to the different enroliment
outcomes in the paired states and summarizes some of the
lessons learned across all four states. These findings may
help policymakers and stakeholders develop strategies to
increase enrollment throughout the country in 2015.

Several reports focus on best practices and lessons learned
from 2014 enroliment.! This study addresses enroliment
experiences in states with similar characteristics that used
the FFM in 2014 and that are not planning to develop

their own state-based Marketplaces (SBMs). We focus
solely on FFM states to control for important variables.

In all four states, consumers experienced the same
technical challenges with healthcare.gov and Navigators
and community health centers received proportionately
similar levels of federal funding for consumer outreach and
assistance. All four states were also home to significant
anti-Affordable Care Act (ACA) political activity. Ohio was the
only one of the four states to retain control over health plan
management in the FFM in 2014.

Neither North Carolina nor South Carolina expanded
Medicaid in 2014. Ohio and Wisconsin, on the other hand,
made significant changes to Medicaid eligibility. Ohio
expanded Medicaid effective January 1, 2014. Wisconsin
changed its Medicaid eligibility rules, opening coverage to
childless adults below 100 percent of the federal poverty
level (FPL) but eliminating coverage for tens of thousands of
people at or above 100 percent of FPL who thus became
eligible for Marketplace subsidies.

Demographic factors do not appear to explain the
different enrollment outcomes in the four states, nor
does the amount of federal funding. We find, however,
that development of a strong collaborative infrastructure
between and among diverse groups engaging in outreach
and enrollment assistance was an important factor in
both North Carolina and Wisconsin, the states with

the higher enroliment rates of the pairs. Additionally,
private contributions (charitable foundations and in-kind
contributions from nonprofit organizations) and local
government support appear to have enabled groups to
devote the resources needed to coordinate their efforts
and to help overcome anti-ACA political environments.
Finally, we conclude that Medicaid changes in Wisconsin
and Ohio probably had a significant effect on the different
Marketplace enrollment outcomes in those two states.
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DIFFERENT ENROLLMENT RATES FOR THE

FOUR STUDY STATES

We focus on these two pairs of states because each pair
differed significantly in 2014 enrollment rates, each pair is
in the same general region of the country, and each pair
has demographic similarities. Table 1 summarizes the
enrollment rate in each state as a percentage of projected
2014 enrollment. It also shows the average Marketplace
enrollment rates for all SBM states, for all FFM states, and
for all states in 2014.

North Carolina and Wisconsin both had relatively high
enroliment rates, compared not only with other FFM

states but also with SBM states and the national average.

According to the Urban Institute’s analysis, North
Carolina’s enrollment was 145.3 percent of projected 2014
enrollment; this was second only to Florida among the 34
FFM states and sixth overall in the country.?2 Wisconsin was
the fourth most successful FFM state and was among the
top 10 in the country overall, reaching 130.3 percent of
projected enrollment.

In contrast, both South Carolina and Ohio had
enrolliment rates below the average FFM enroliment
rate of 112.5 percent of projections (101.3 percent
and 75.3 percent, respectively).

Table 1. Preliminary Enrollment (as of April 2014) in Federally Facilitated
Marketplace Health Plans as a Percentage of Projected 2014 Enrollment

in Marketplace Plans

()
Projected 2014

(2
Total Marketplace
target population

Marketplace

Projected 2016
Marketplace

(5=4/1)
Current
enrollment as
a percentage of

(6=4/2)
Current
enrollment as
a percentage of

4
Latest
Marketplace

€)]

enrollment for 2016 enrollment enrollment data projected 2014 the total target
enrollment population

North Carolina 246,000 1,304,000 615,000 357,584 145.3% 27.4%
South Carolina 117,000 657,000 283,000 118,324 101.3% 18.0%
Wisconsin 107,000 444,000 269,000 139,815 130.3% 31.5%
Ohio 205,000 796,000 498,000 154,668 75.3% 19.4%
Total for
federally 4,745,000 24,142,000 11,773,000 5,338,000 112.5% 22.1%
facilitated
Marketplace
Total for
state-based 2,213,000 8,640,000 5,769,000 2,682,000 121.2% 31.0%
Marketplaces
National 6,958,000 32,781,000 17,542,000 8,020,000 115.3% 24.5%

Source: Blumberg L], ] Holahan, GM Kenney, M Buettgens, N Anderson, H Recht, and S Zuckerman, “Measuring Marketplace Enrollment Relative to Enrollment Projections: Update,”
The Urban Institute, 2014. http://www.urban.org/UploadedPDF/4131 12-Measuring-Marketplace-Envollment-Relative-to-Enyollment-Projections-Update.pdf.

Notes: The Urban Institute first published this data in May 2014 for all 50 states and the District of Columbia based on prelimi, Il totals released by the United States Department
of Health and Human Services, Office of the Assistant Secretary for Planning and Evaluation (ASPE). ASPE’ preliminary enml[ment totals include people who had started their applications by
March 31, 2014, and completed them by April 19, 2014, and individuals who qualified for other types of special enrollment periods and were reported to have enrolled by April 19, 2014. ASPE’s
numbers do not consider people who signed up for a plan but did not pay their premium or people who have signed up since April 19, 2014, because they qualified for a special enrollment period.
See Office of the Assistant Secretary for Planning and Evaluation. “Health Insurance Marketplace: Summary Envollment Report for the Initial Annual Open Envoll Period.” Washington:

US Department of Health and Human Services, 2014, http://aspe.hbs.gov/health/reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf (accessed October 2014). Our
May enrollment analysis compared HHS’ reported enrollment totals to projected 2014 Marketplace enrollment based on the Urban Institute’s Health Insurance Policy Simulation Model, using the
Congressional Budget Office’s initial projection of 7 million total enrollees nationwide for 2014. Urban also used the Health Insurance Policy Simulation Model to project the target population for
2016. Because total reported enrollment exceeded 8 million people, on average states using both state-based Marketplaces and the federally facilitated Marketplace exceeded their 2014 enrollment

projections, although some individual states exceeded state-specific projections and others fell below.
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METHODOLOGY

Several possible variables may have affected enrollment
rates in the paired states. We analyzed demographic data,
rates of uninsured, the insurance market, the political
landscape, marketing, outreach and education efforts and
enrollment assistance systems (including federal funding for
outreach and enrollment assistance). To collect this data,
we interviewed many sources in each of the study states,
including Navigators, certified application counselors,
consumer advocates, producers (brokers and agents),
health insurance plans and health care providers.

Demographic Data

In table 2 (North Carolina and South Carolina) and table

3 (Wisconsin and Ohio), we compare population and
socioeconomic data in each pair of study states. The
nonelderly uninsured rates in North Carolina and South
Carolina were very similar (19.2 percent and 19.6 percent
respectively). North Carolina had a higher median income
than South Carolina ($45,906 and $44,163, respectively).
Wisconsin had a lower uninsured rate for the nonelderly
(10.9 percent) than Ohio (13.5 percent). Wisconsin also
had a higher median income than Ohio: $51,467 compared
with $48,081, respectively. It is possible that the somewhat
higher rates of uninsured could have made enrollment more

challenging in Ohio than in Wisconsin, but the uninsured
rate does not explain the different enroliment rates in North
Carolina and South Carolina. In both pairs of states, the
more successful Marketplace enroliment took place in the
state with a higher median income.

We also compared the racial and ethnic makeup of the
comparison states. North Carolina and South Carolina
had comparable White populations as a percentage of
their overall populations (62.1 percent and 61.9 percent,
respectively), as did Wisconsin (81.1 percent) and Ohio
(79.4 percent). But the paired comparison states differed
in the composition of their minority populations. North
Carolina and South Carolina had relatively large Black
populations, but South Carolina had a significantly larger
percentage of Blacks than North Carolina (28.5 percent
versus 22.0 percent). North Carolina had a larger Hispanic
population compared to South Carolina (9.8 percent
versus 5.8 percent). Ohio had nearly twice the percentage
of Blacks as Wisconsin (12.5 percent versus 6.3 percent),
but Wisconsin had a larger percentage of Hispanics

(7.0 percent) than Ohio (3.6 percent). It is possible

that these racial and ethnic differences played a role

in enrollment experiences in these states.

Table 2. Demographic and Socioeconomic Data for North Carolina

and South Carolina

Population and demographics North Carolina South Carolina

Total population (2013)
Nonelderly uninsurance rate (2012)
Median household income
Total nonelderly population
Distribution of nonelderly population by race/ethnicity (2012)
White (non-Hispanic )
Black
Hispanic
Asian

Percent rural (2010)

9,848,060 4,774,839
19.2% 19.6%
$45,906 $44,163
8,254,072 3,948,252
62.1% 61.9%
22.0% 28.5%
9.8% 5.8%
2.6% 1.4%
33.9% 33.7%

Sources: The United States Census Burean, American Community Survey 2013, year 1 estimates, hitp://factfinder2.census.gov/faces/nav/jsf/pages/searchresults.xhtml (accessed October 2014);
US. Census Burean, “2010 Census Urban and Rural Classification and Urban Area Criteria,” hitp://www2.census.gov/geo/na/PctUrbanRural_State.xls (accessed October 2014); Urban
Institute tabulations based on the 2012 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2012).
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Table 3. Demographic and Socioeconomic Data for Wisconsin and Ohio

Total population (2013)
Nonelderly uninsurance rate
Median household income
Total nonelderly population
Distribution of nonelderly population by race/ethnicity (2013)
White (non-Hispanic)
Black
Hispanic
Asian

Percent rural (2010)

Sources: The United States Census Bureau, American C

5,742,713 11,570,808
10.9% 13.5%
$51,467 $48,081
4,866,500 9,619,300
81.1% 79.4%
6.3% 12.5%
7.0% 3.6%
2.8% 1.9%
29.9% 22.1%

ity Survey, bttp://factfinder2.census.gov/faces/nav/jsf)pages/searchresults.xhtml (accessed October 2014); U.S. Census Burean,

2010 Census Urban and Rural Classification and Urban Area Criteria,” hitp://www2.census.gov/geo/ua/PetUrbanRural_State.xls (accessed October 2014); Urban Institute tabulations based on
the 2012 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2012).

We also consider whether states with higher percentages of
rural populations had lower Marketplace enrollment rates in
2014. In all four study states—including the more successful
states of North Carolina and Wisconsin—stakeholders
reported challenges enrolling consumers in rural communities.
But these state pairings suggest that having a larger rural
population did not lead to lower Marketplace enrollment

in 2014. According to Census Bureau data,® both North
Carolina and South Carolina were just under 34 percent
rural but had very different enrollment rates.* Ohio had
significantly lower enrollment rates than Wisconsin

(22.1 percent compared with 29.9 percent, respectively),
despite Wisconsin being more rural than Ohio.5

Commercial Insurance Markets and
Premium Rates

Tables 4 and 5 compare the private insurance markets

in the FFM and in each pair of comparison states in 2012.
There was one dominant carrier in both North Carolina and
South Carolina, but South Carolina was somewhat more
competitive than North Carolina during the open enroliment
period, with three carriers offering plans on the FFM
compared with two in North Carolina. In North Carolina,
Blue Cross Blue Shield of North Carolina (BCBSNC) was
the only carrier to offer plans statewide. Both Wisconsin
and Ohio had a dozen carriers offering plans on the FFM.

We also considered whether the study states had different
policies regarding availability of nongrandfathered individual
health plans. In November 2013, President Obama

announced that individual health plans that did not comply
with ACA requirements could continue to be offered through
2014. (The Obama administration later extended this option
through 2016.) States could decide whether to allow health
insurance issuers to offer this option to their policyholders;
all four of the study states authorized continuation of these
policies in 2014.

Finally, we compared the second lowest cost silver
premium rates in the largest metropolitan area of each
state as an indicator of relative premium affordability. We
looked at the second lowest cost silver premium because
by law, that is the level to which advanced premium

tax credits are attached. Though subsidized enrollees
(composing the majority of Marketplace enroliment) pay
a fixed percentage of their income (with the remainder
paid by the federal government), unsubsidized enrollees
must pay out of pocket the full premium of the chosen
plan. In this way, subsidized enrollees are shielded from
the premium differences across geographic areas as
long as they choose a plan with a premium that is at or
below the level of the second lowest cost silver plan.
As shown in table 6, the premium rates were higher in
both North Carolina and Wisconsin, the states with the
higher enrollment rates of each pair. Though we did not
compare all plan premiums throughout all rating regions
in these states, this information suggests that during
the first year of open enrollment, premiums were not a
significant factor in explaining the different enroliment
rates across the study states.
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Table 4. Private Insurance Market Comparison of North Carolina and South
Carolina before Implementation and on the Federally Facilitated Marketplace

North Carolina South Carolina

Market share

Market share of largest carrier in individual 85% BCBSNG 579% BCBSSC
(nongroup) market (2012)
Market share of largest carrier in small-group

market (2012) 62% BCBSNC 70% BCBSSC

Federally facilitated Marketplace

Number of statewide carriers on federally 1 2
facilitated Marketplace (BCBSNC, broad and narrow network plans) (BCBSSC, Consumers’ Choice)
Total number of carriers on federally 2 .
facilitated Marketplace (BCBSNC, Coventry of the Carolinas) (BUEREC Corpuineis Chelss;

Coventry of the Carolinas)

Sources: “Market Share and Enrollment of Largest Three Insurers- Individual Market,” Kaiser Family Foundation, bitp://kff.org/other/state-indicator/market-share-and-enrollment-of-largest-
three-insurers-individual-market/ (accessed October 2014); “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, hitps://www.healthcare.gov/find-preminm-
estimates/ (accessed October 2014).

Notes: BCBSNC = Blue Cross Blue Shield of North Carolina. BCBSSC = Blue Cross Blue Shield of South Carolina.

Table 5. Private Insurance Market Comparison of Wisconsin and Ohio before

Implementation and on the Federally Facilitated Marketplace

‘Wisconsin

Market share

Market share of largest carrier in individual

. ) " ) o ) o
(nongroup) market (2012) Wisconsin Physicians Services (25%) Wellpoint (36%)

Market share of largest carrier in small-group
market (2012)

United Healthcare (29%) Wellpoint (39%)

Federally facilitated Marketplace

Number of statewide carriers on federally 0 1
facilitated Marketplace (Anthem Blue Cross Blue Shield)
= 12

(Anthem Blue Cross Blue Shield, Arise,
Common Ground, Dean, Group Health
Cooperative of South Central Wisconsin,
Gunderson, Health Tradition, Medica,
MercyCare, Molina of Wisconsin, Physicians
Plus, Security of Wisconsin, Unity)

(Ambetter from Buckeye, Anthem Blue
Cross Blue Shield, AultCare, CareSource,
HealthAmericaOne, HealthSpan, Humana

of Ohio, Kaiser of Ohio, MedMutual, Molina,
Paramount, Summacare)

Total number of carriers on federally
facilitated Marketplace

Sources: “Market Share and Enrollment of Largest Three Insurers- Individual Market,” Kaiser Family Foundation, hitp://kff.org/other/state-indicator/market-share-and-enrollment-of-largest-
three-insurers-individual-market/ (accessed October 2014); “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, https://www.healthcare.gov/find-preminm-
estimates/ (accessed October 2014).
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Table 6. Comparison of Second Lowest Cost Silver Marketplace Plans for 2014,

Largest Urban Area

Rating area 2014 second lowest cost silver
8 premium for 27-year-old)

North Carolina Rating area 4: Charlotte

South Carolina Rating area 40: Columbia
Ohio Rating area 9: Columbus

Wisconsin Rating area 1: Milwaukee

2014 second lowest cost silver
premium for 50-year-old

$251.35 $428.35
$220.32 $375.47
$207.40 $353.45
$258.39 $440.36

Source: “Get Health Care Premium Estimates and Preview Marketplace Plans,” Healthcare.gov, bttps://www.healthcare.gov/find-preminm-estimates/ (accessed October 2014).

Federal Funding for Outreach and
Enrollment Assistance

SBMs and state—federal partnership Marketplaces were
eligible to receive significant funding—including funding

for marketing, outreach and education, and in-person
enrollment assistance—from the US Department of Health
and Human Services (HHS) to establish their marketplaces.®
None of the study states received Exchange Establishment
Grants for the 2014 open enrollment period. Although

North Carolina received initial funding, sources reported that
the funds were returned in early 2013 before they could

be spent to support outreach and enroliment. Instead,
organizations within each state received Navigator grant
awards directly from the Centers for Medicare and Medicaid
Services (CMS). CMS distributed the Navigator grants using
a standardized formula, taking into account the number of
uninsured within each state, with a minimum allotment of
$600,000. HHS also hired national firms to conduct public
relations and advertising campaigns in select FFM states.
HHS targeted 13 states, including North Carolina and Ohio,
but we could not determine how much was spent in those
states or where the advertising ran.”

In addition, HHS’ Health Resources and Services
Administration (HRSA) made significant grant awards

to community health centers in all 50 states to conduct
consumer outreach and enrollment assistance. Grants
awarded by HRSA in each FFM state were approximately
twice the amount of Navigator grants awarded in those
states. Thus, in all four study states, significantly more
federal resources were available for community health
centers to provide outreach and enroliment assistance than
there were for Navigators. HRSA also awarded funding
directly to state primary care associations throughout the
country for additional outreach and enrollment activities.

CMS also provided funding to two national contractors,
Cognosante and SRA International, to provide additional
assistance in several states (including Wisconsin and
North Carolina). According to a recent analysis of ACA
implementation in Wisconsin, state-based organizations
were unfamiliar with these organizations and unaware that
they would be working in the state.®

States also were able to apply for funding from CMS for
consumer assistance programs to help educate and assist
consumers about new health insurance protections under the
ACA. Three of the study states received consumer assistance
program funding, but only North Carolina received a significant
award. The North Carolina Department of Insurance, led by
an independently-elected insurance commissioner, received
$2,373,593 in consumer assistance program funding. It used
the funding to establish Health Insurance Smart NC, which
educates consumers on health insurance and helps them with
complaints against insurance carriers.

Table 7 shows the total amount of direct federal funding

for outreach and enrolliment assistance in the four states.
Wisconsin received the lowest amount of federal outreach
and enrollment funding, which is consistent with it having
relatively low uninsured rates. In table 7 we also compare
direct federal funding for outreach and enroliment
assistance as a percentage of Urban’s 2014 projections of
nonelderly uninsured and nonelderly uninsured eligible for
financial assistance through both Medicaid and Marketplace
subsidies in each state. These projections take into account
Medicaid eligibility for 2014. North Carolina, which had the
highest Marketplace enroliment in 2014, had the lowest
funding per number of uninsured and per number of
uninsured eligible for subsidies. As we will explain, however,
there was significant private funding and support for
outreach and enrolliment assistance in North Carolina.
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Table 7. Federal Funding for Outreach, Education, Marketing, Consumer
Assistance Programs and Enrollment Assistance Leading up to and Including
Open Enrollment for 2014

Total Navigator funding $3,025,296 $1,953,615 $1,001,942 $2,998,930

Health Resources and Services Administration funding to health centers

(includes supplemental fiscal year 2014 grants through July 2014) $6,358,944 $3,664,091 $2,696,927 $5,943,337

Health Resources and Services Administration grants to state primary

care associations $162,597 $163,806 $105,053 $161,082

Total federal funding for outreach and enroliment assistance for first

$9,546,837 $5,781,512 $3,803,922 $9,103,349
open enroliment

Consumer Assistance Program funding (as of fiscal year 2012) $2,373,593 $18,500 $62,653 $0

Total direct federal funding for consumer outreach, education and

) $11,920,430 $5,800,012 $3,866,575 $9,103,349
enrollment assistance

Uninsured (nonelderly) without ACA 1,570,485 783,289 523,108 1,352,548
Umn_sured (nonek_jerly) eh_g!ble for any financial assistance under current 704,549 371,207 387,856 1,095.719
Medicaid expansion Decision?

Dqllars of fedgrgl outreach and enrollment assistance funding per $6.08 $7.38 $7.07 $6.73
uninsured individual

Dollars of federal outreach and enroliment assistance funding available $13.55 $15.57 $9.81 $8.31

per individual eligible for financial assistance

Sources: Urban Institute projections based on the 2014 Health Insurance Policy Simulation Model using data from the American Community Survey (HIPSM-ACS 2014); Center for

Consumer Information and I e Qversight, “Naviy Grant Recipients,” Centers for Medicare and Medicaid Services, https://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-
Insurance-Marketplaces/Downloads/navigator-list-10-18-2013.pdf (accessed October 2014); “Outreach and Enrollment Assistance Awards to Health Centers,” Health Resources and Services
Administration, http://www.hrsa.gov/about/news/201 3tables/outreachandenrollment/ (accessed October 2014); “Primary Care Association Outreach and Enrollment Awards,” Health Resources
and Services Administration, bttp://www.hrsa.gov/about/news/201 3tables/outreachandenrollment/pcas.himl (accessed October 2014); “Consumer Assistance Program Grants under the
Affordable Care Act, as of FY 2012, Kaiser Family Foundation, http: (accessed October 2014).

kiforg/bealth-reform/state-indicator/consumer-assistance-program-grants

* For Wisconsin this takes into account Medicaid eligibility changes in 2014.

SUMMARY OF CASE STUDY FINDINGS:
NORTH CAROLINA AND SOUTH CAROLINA

We conclude that several important differences between Coordinated Outreach Efforts

North Carolina and South Carolina affected enrollment Perhaps the most significant difference between North
experiences with the FFM. North Carolina has a rich history Carolina and South Carolina was the organization and
of partnerships, coordination, and collaboration among robustness of outreach efforts both before and after the
diverse stakeholders around health care issues. This passage of the ACA. Informants reported that North

Carolina had a long-standing infrastructure of health and
consumer advocates within the state and that partnerships,
coordination, and collaboration among diverse stakeholders
were common. Many of the informants with whom we
spoke had worked together on health care consumer-
related issues before the passage of the ACA; accordingly,
Marketplace. The presence of foundation supportin North  there were pre-existing relationships and significant trust

infrastructure, which was much less developed in South
Carolina, helped to support outreach and enrollment efforts,
create a state-wide message about the ACA, and develop
systems—including a statewide scheduling system and

toll free phone number—to facilitate enrollment on the

Carolina, which appeared to be less substantial in South that helped to create a collaborative environment for ACA
Carolina, also allowed assisters and advocates to mobilize outreach and enrollment efforts. As one informant explained,
efforts around outreach and enroliment.® “there was a history of action orientation.”
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In contrast to the collaborative atmosphere in North
Carolina, there were notable conflicts in South Carolina.
To the shock of many community-based organizations, the
largest Navigator grant went to an out-of-state, for-profit
agency, rather than to a consortium of highly recognized and
collaborative community-based organizations. Informants
reported that the out-of-state entity had no relationships
within South Carolina, except with some hospitals where
they conducted debt collection, which raised trust issues
within local communities. Some informants also reported
tension between some Navigator grantees and some
members of the community-based consortium, leading to
unproductive partnerships. These relationships appeared
to improve over time, but recovery was difficult and
collaboration and coordination dropped among South
Carolina outreach and assistance organizations.

The partnership entities in North Carolina were galvanized
into action after the state elected not to establish its own
Marketplace. North Carolina initially planned to develop its
own Marketplace. Many organizations, coordinated by the
North Carolina Institute of Medicine, worked together on
the development of the SBM. But in early 2013, after a new
Republican governor took office and there were Republican

majorities in both houses of the legislature, the governor signed

into law a bill that prohibited any state agency from assisting in
the establishment of a state-based or state—federal partnership
Marketplace. Subsequently, the state returned all the federal
funds it had received to establish its own Marketplace, and in
response, private groups stepped in to fill the void. A cohort of
12 community-based organizations applied for and received
what sources report was the fourth-largest federal Navigator
grant in the country. The Navigator consortium worked to
coordinate outreach and enrollment assistance. A much larger
group of organizations, known as the Big Tent, also worked

to coordinate education, outreach and enrollment activities.
The Big Tent included members of the Navigator consortium,
representatives of health plans and brokers, North Carolina’s
Primary Care Association, community health centers and other
providers, and Enroll America.

Centralized Scheduling System and Statewide
Toll-Free ACA Assistance Number

Nearly all the sources we spoke with in North Carolina
emphasized the importance of the centralized assister
scheduling system, operated by Legal Aid of North Carolina
and initially funded by the North Carolina Primary Care
Association with money the association had received from
HRSA. Funded Navigators and HRSA grantees were able
to use the centralized system to schedule appointments
with consumers seeking enroliment assistance and paid

a fee per full-time equivalent for use of the system. The

system was password protected and not consumer-
facing, so consumers could not sign up online themselves.
The scheduling system tracked data on appointments,
sometimes enabling organizations to deploy additional
Navigator support in areas with high demand. There were
limitations on the scheduling system—some reported that
it did not work as well in some rural communities and for
all assister entities—but Enroll America has taken the idea
of a centralized scheduling system to create a nationwide
scheduling system for 2015 open enrollment.

Legal Aid of North Carolina also developed a statewide
hotline for consumer outreach and enroliment assistance.
Staff on the hotline did not provide enroliment assistance,
but were able to provide basic information about the FFM,
refer people to local assisters, and set up appointments for
consumers in their local communities. The establishment
of a central toll-free number helped brand the Marketplace
and create a unified message about where to go to obtain
enrollment information.

Most of the sources we spoke to also emphasized the
important role Enroll America played in North Carolina, both
by developing and disseminating messaging strategies

and by promoting the online scheduling system. Though
Navigators and other certified assisters were limited in their
ability to keep personal information about consumers, Enroll
America only conducted outreach and education; thus,

it was able to retain contact information from consumers
interested in learning more about the Marketplace. Enroll
America volunteers and staff had access to the scheduling
system to schedule appointments for consumers and make
calls to consumers to remind them of their appointments
and of what documents to bring. Informants indicated that
engaging consumers required multiple contacts and that
the centralized scheduling system, combined with Enroll
America’s ability to collect consumer contact information
and follow up with them, drove people toward the
Marketplace enrollment assisters.

In contrast, there was no centralized coordination or
branding in South Carolina, partly because the community-
based consortium did not receive Navigator funding and
also because they lacked the resources to sustain the
coalition during open enroliment.

External Support

In addition to Enroll America’s efforts, state-based
philanthropies supported North Carolina’s outreach and
enrollment efforts. This nongovernmental funding helped
create and sustain the infrastructure for cooperation and
collaboration and fund direct consumer outreach and
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assistance. Private nongovernmental support for outreach
and enrollment assistance existed in South Carolina, but it
appeared to be more limited and localized.

Insurance Market

Although not cited by many informants, it appeared to

us that BCBSNC’s dominance in the individual market
may have contributed to higher enroliment by simplifying
messaging and coordination in North Carolina and creating
an incentive for BCBSNC to market heavily throughout the
state. Outside the metropolitan areas, all FFM enrollment
would come to BCBSNC rather than be dispersed among
multiple carriers. Several sources reported that BCBSNC
engaged in significant marketing and branding of its
products through such avenues as mobile units and
walk-in retail outlets.

As shown in table 4, BCBSNC had 85 percent of the
individual market in North Carolina as of 2012. Moreover,
there were only two issuers on the FFM in North Carolina in
2014 and only BCBSNC offered individual plans throughout
the state. BCBSNC also participated regularly in the major
coordinating group in the Big Tent. With only one issuer
offering plans statewide, assisters, brokers, community
advocates and the health plan often worked together.

Although Blue Cross Blue Shield of South Carolina also
dominated the pre-ACA market in South Carolina, there
were three carriers offering plans in South Carolina including
a new cooperative, which informants reported was very
competitive in certain parts of the state.

Anti-ACA Sentiment

Anti-ACA sentiment was substantial in both North Carolina
and South Carolina, although informants indicated it was
more consistent and intense in South Carolina. One study
reports that there was considerable anti-ACA political
advertising in North Carolina and some in South Carolina,™
but the anti-ACA advertising did not seem to affect North
Carolina enroliment.

South Carolina’s intention to limit participation in the ACA
was evident as early as August 2011, when Governor
Nikki Haley signed a budget that stated that, if federal

law permitted, South Carolina would opt out of such key
ACA provisions as the individual mandate and Medicaid
expansion.'" The state house of representatives later passed
a nullification law (the Freedom of Health Care Protection
Act, H. 3101) that sought to void the ACA and penalize
anyone assisting with enrollment and outreach activities. ™
Though the bill did not pass the state senate, it created
considerable confusion among the public as to the legality

of the health reform law, and also led to misperceptions
about South Carolina’s participation in the ACA, and how
much Navigators and assisters were allowed to help
consumers enroll into health coverage. Sources reported
that some consumers thought it was illegal to sign up

for “Obamacare” during open enroliment and that South
Carolina had opted out of the law.

Additionally, the director of the South Carolina Department
of Insurance was vocal in his concerns about fraud and
misrepresentation by Navigators, further contributing to
consumer wariness. Stakeholders reported that these anti-
ACA messages created a need to reeducate consumers
about enrolling through the federal Marketplace and led

to significant barriers to effective outreach and enrolliment
in South Carolina. As reported by one informant, “state
lawmakers just confused the heck out of people.”

Navigator and Producer Collaboration

Though there appeared to be some tension between
producers and Navigators in both states, there appeared
to be more collaboration between these groups in North
Carolina. The producer community in North Carolina
participated in the Big Tent and enroliment events,
including those they hosted themselves, and did not push
for legislation requiring licensing of Navigators in North
Carolina. In South Carolina, on the other hand, there were
“no formal collaborations” between brokers and Navigators,
and one informant we spoke with said that producers had
been “frozen out” of the outreach and enrollment planning
process. Producers in both states felt that, compared

to Navigators, they had significantly more expertise

about health insurance products. Some informants also
reported that they believed CMS barred Navigators from
collaborating with producers.

Overcoming Challenges in South Carolina

Although this study focuses on why one state had higher
enrolliment rates than another, South Carolina did very well
in some ways despite the intense anti-ACA environment and
lack of coordinated statewide efforts. It slightly exceeded
projected enrolliment rates for 2014, the market was more
competitive in South Carolina than in North Carolina, and
a new ACA health insurance cooperative was able to enter
the market in its first year. By the end of open enroliment,
many in the outreach and enrollment community had
overcome initial obstacles and developed stronger working
relationships. Additionally, several city and county officials
and state legislators were openly supportive of the ACA,
and their offices publicized and promoted outreach and
enrollment opportunities for local residents.
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Key Findings: North Carolina and South Carolina Open Enrollment in 2014

e Demographic factors, pre-ACA uninsured rates and Marketplace
premium rates did not appear to play a significant role in the different
enrollment outcomes.

¢ Partnerships, coordination and collaboration between diverse
stakeholders, including Enroll America, a large Navigator consortium
and a diverse group called the Big Tent, helped enrollment efforts in
NC, as did a culture of collaboration that preceded the ACA.

¢ Private funding for planning, outreach and enroliment assistance,
including the involvement of Enroll America, appeared to play a
significant role in North Carolina and helped create and sustain the
infrastructure for cooperation and collaboration.

¢ Coordinated efforts on messaging, a single statewide toll-free line
and a statewide scheduling system helped enroll consumers in
North Carolina.

¢ Anti-ACA sentiment was significant in both states but was more
consistent and intense in South Carolina, creating greater enrollment
challenges there.

¢ QOutreach and enrollment efforts were more fragmented in South
Carolina where a community-based nonprofit consortium applied

for but did not receive Navigator funding and the largest grant went to
an out-of-state for-profit agency.

*The dominance of BCBSNC and the fact that it was the sole carrier to
offer plans statewide may have made it easier for assisters, brokers,
community advocates and the insurer to collaborate in North Carolina
than in South Carolina where three carriers competed on the FFM.

As the only statewide carrier on the FFM, BCBSNC’s marketing
was more likely to drive enrollment toward its plans rather than to
multiple carriers.

*The producer community in North Carolina did not press for legislation
regulating Navigators and actively participated in statewide planning
and enrollment coordination. Consumer advocates and assister
groups worked with producers on enrollment events and strategies in
North Carolina. In South Carolina, there was little (if any) collaboration
between brokers and community-based organizations and assisters.

*The coverage gap was a challenge for assisters in both North Carolina
and South Carolina, and assisters in both states described challenges
in enrolling members of minority communities, particularly Latinos and
other non-English-speaking consumers.

SUMMARY OF CASE STUDY FINDINGS:

WISCONSIN AND OHIO

In Ohio and Wisconsin, we found that the story behind
Marketplace enrollment was really a story about Medicaid,
albeit for different reasons. Changes to the Medicaid
programs in both states had a significant effect on
consumer outreach and enrollment assistance.

Additionally, before the ACA’'s enactment, Wisconsin had

a more cohesive network of consumer advocates and
providers working to connect consumers to coverage.
These partnerships evolved following the ACA’'s enactment
and the state helped create regional networks to assist with
enrollment. Ohio also had a coalition of advocates, assisters
and providers, though their efforts appeared to be less
focused and outcome-oriented than those in Wisconsin.

Political Context

Wisconsin and Ohio have similar political environments.
Both states had Democratic governors when the ACA
became law but elected Republican governors in November
2010. Both houses of the Wisconsin legislature and the
Ohio General Assembly have Republican majorities, but the
state senate in Wisconsin had a Democratic majority before
the 2012 election. One study reports that nearly $800,000
was spent on anti-ACA political advertising in several cities
in Ohio but relatively little was spent on anti-ACA political
advertising in Wisconsin. ™

The Effect of Medicaid on Marketplace
Enrollment in Wisconsin and Ohio

As of 2010, Wisconsin had one of the most generous
Medicaid plans in the country.' Wisconsin covered parents
and caretaker relatives earning up to 200 percent of FPL.

In 2009, it launched a new program to cover childless adults
earning up to 200 percent of FPL. That program quickly
exceeded enrollment projections and was capped within

a few months of its launch.

In 2010, Republican Scott Walker was elected governor
of Wisconsin, replacing Democrat Jim Doyle. A polarizing
leader in his first two years, he faced and won a recall
election in 2012. Governor Walker was a strong opponent
of the ACA." Yet, after he won the recall election, one of
his major initiatives was to reform entitlement programs by
relying heavily on the availability of private health insurance
through the ACA-created Marketplace.

Through his “Entitlement Reform Plan,”'® which was
included in the state’s 2013 to 2015 biennial budget, Walker
restructured the BadgerCare program. While he rejected
Medicaid expansion under the ACA, he eliminated the

cap on enroliment of childless adults under 100 percent

of FPL in BadgerCare, thereby opening enrollment to an
estimated 82,000 low-income individuals as of April 2014."7
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He also significantly cut eligibility for tens of thousands of
Wisconsin residents, eliminating BadgerCare coverage for
childless adults, parents and caretaker relatives who were
at or above 100 percent of FPL. The theory was that these
individuals would receive financial assistance to purchase
private coverage on the FFM. The Wisconsin Department of
Health Services (DHS) reported that as a result of Medicaid
eligibility changes, nearly 63,000 people in Wisconsin lost
their BadgerCare coverage in 2014.'8

The Governor’s reform plan and his decision not to expand
Medicaid was met with significant opposition,'® but
Walker’s plan was premised on increasing the number of
insured in Wisconsin by 225,000 and moving people “from
government dependence to independence.”® Thus, the
Walker administration was invested in increasing overall
coverage rates, including through the federal Marketplace.

Sources reported that, following the troubled rollout of
healthcare.gov, the Walker administration sent mixed
signals in fall 2013 about delaying the BadgerCare
changes, which were initially scheduled to take effect

on January 1, 2014. Eventually the governor and the
legislature delayed the changes until April 1, 2014, but by
then many enrollees had already been told they would lose
coverage at the end of 2013. Sources consistently reported
that the confusion over the timing and content of the
BadgerCare changes, combined with the huge IT problems
on the FFM, had ripple effects throughout the enroliment
community and among consumers. Nonetheless, diverse
sources throughout Wisconsin told us that staff at DHS
made significant efforts to educate people about the FFM
and connect them with enrolliment assistance.

DHS took several steps to help those losing BadgerCare
transition to the private insurance market: sending several
letters to those enrollees beginning in fall 2013 through
spring 2014, calling them to inform them of the upcoming
changes and their available options, and making available

to health care providers a list of their Medicaid patients who
would be losing coverage and would need assistance finding
alternative coverage. DHS also organized and supported
regional enrollment networks throughout the state and
worked with a small group of stakeholders with enrollment
experience and familiarity with the BadgerCare population to
help develop enrollment strategies. Despite the governor’s
opposition to the ACA, the state made significant efforts to
help those losing BadgerCare coverage transition into the
private insurance market.?" In the end, only about 19,000 of
the consumers who lost BadgerCare reportedly signed up
for a Marketplace plan,?? but they were an identifiable set of
consumers who needed insurance and were likely eligible for

financial assistance on the FFM; as such, they were targeted
for outreach and enrollment assistance.?

Ohio, on the other hand, expanded its Medicaid program,
making 366,000 Ohioans newly eligible for Medicaid
coverage.? Accordingly, much of the focus during open
enrolliment was on this newly eligible population. In late
2013, Ohio launched Benefits.Ohio.gov, an online portal
that replaced a 30-year-old enrollment system. The new
portal was implemented to handle the increase of applicants
expected to apply for Medicaid coverage because of
expansion. As of March 2014, more than 180,000 people
had accessed the site and 115,000 Ohioans had enrolled

in Medicaid through the portal, including the 54,000 who
became eligible with the new income guidelines.?® The portal
also administers applications for other public benefits.

Expanding Medicaid, however, occurred with considerable
controversy. The Ohio General Assembly included a
provision in the 2013 omnibus budget bill that would have
barred the state Medicaid program from implementing

the ACA Medicaid expansion, but Ohio Governor John

R. Kasich line-item vetoed that provision and sought and
received CMS approval to implement the expansion.?”
Defying the Ohio General Assembly, Governor Kasich
pushed through the expansion of Medicaid using a little-
known legislatively controlled entity called the Controlling
Board. This entity, which normally oversees small
adjustments to the state budget, facilitated Medicaid
expansion by accepting approximately $2 billion in federal
funds to cover the costs of expanding the Medicaid
program in fiscal year 2014 to 2015 and was accused of
acting illegally by state legislators. The Ohio Supreme Court
upheld the Controlling Board’s actions in December 2013.28

Sources in Ohio reported that enroliment efforts in Ohio
focused particularly on Medicaid and that the majority of
consumers seeking assistance were eligible for Medicaid.
Based on those reports, we looked at Marketplace
enrollment rates in other states that were on the FFM in 2014
and also expanded Medicaid. As shown in table 8, with the
exception of Michigan, all states that expanded Medicaid and
used the FFM in 2014 (Arkansas, Arizona, Delaware, lllinois,
lowa, New Jersey, New Mexico, North Dakota, Ohio and
West Virginia) had enrollment rates well below the national
average. This includes four states that were planning to build
their own Marketplaces and received funding for in-person
consumer assistance (Arkansas, Delaware, lllinois and New
Mexico).?® When compared to all of these states, Ohio did
well, particularly considering that it relied solely on federal
Navigator and HRSA grants for enrollment assistance.
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Table 8. Current Enrollment as a Percent of Projected 2014 Enrollment
of States Using the FFM for the Nongroup Market in 2014 by Medicaid

Expansion Decision

Projected 2014
Marketplace enrollment

Projected 2016
Marketplace enrollment

Latest Marketplace
enrollment data

Current enrollment
as a percentage of projected
2014 enrollment

Source: Blumberg L], Holahan ], Kenney GM, BueltgemM Anderson N, Recht H and kaerman S. MmsurmgMar/eetplate Enrollment Relative to Enrollment Projections: Update.

Washington: Urban Institute, 2014, http:

* State Received additional federal funding to establish an In-Person Assister Program

Not expanding Medicaid
Expanding Medicaid
Federally facilitated Marketplace average

e.pdf (accessed October 2014).
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Unified Messaging and Statewide Coordination

The overarching theme heard in Ohio about outreach and
enrollment on the FFM was that there was no statewide
unifying message, and many sources reported that the lack
of a statewide media and branding campaign was a major
weakness. Although the largest Navigator grantee in Ohio
engaged in media outreach, its efforts targeted certain
geographic areas.

Another challenge identified by several sources in Ohio was
that efforts across entities were fragmented. The Ohio Network
for Health Coverage and Enrollment, a major convening
body within the state, was described as a “loose network” of
approximately 250 organizations that consisted primarily of
Navigators, community health centers, consumer advocacy
and community based organizations, and a few health plans
and brokers. The Ohio Network for Health Coverage and
Enrollment facilitated the exchange of information and best
practices among the key players but did not have a strategic
plan or enrollment objectives. Individual groups, including a
large Navigator grantee with partners throughout the state,
seemed to work effectively and believed they had significant
success with their clients, but a collective outreach and
enrollment strategy seemed absent. Though Enroll America
had staff in Ohio, there was no strong statewide Marketplace
enrollment system with which to coordinate.

There were similar challenges initially in Wisconsin, where

a large statewide consortium called E4Health did not

receive Navigator funding. Two factors, however, supported
more-coordinated efforts in Wisconsin. First, the State
Department of Health Services convened key stakeholders
and helped organize regional enrollment networks (RENSs),
modeled on a successful network in Milwaukee. Second, the
Wisconsin Primary Health Care Association provided funding
and worked with Covering Kids and Families to maintain

the E4Health website as a central, statewide source of
information on the ACA and enrollment assistance.

Regional Networks

Regional assistance coalitions, which served as “idea
forums” for Ohio Navigators and assisters, operated in
pockets of the state, but it appeared that these coalitions
were independent both from the statewide convening
organization and from each other. Accordingly, their
outreach and enrollment efforts were primarily focused in
their immediate geographic areas. In contrast, the RENs
in Wisconsin were developed and supported by DHS and
were operational statewide, even if they did not coordinate
their activities statewide.

The REN system was based on the Milwaukee Enrollment
Network (MKEN), which sources consistently referred to

as a successful local model. The state provided matching
funds for AmeriCorps volunteers to help staff the RENs.
MKEN grew out of a “pre-existing enroliment network”

of providers, consumers and community groups that
previously had worked together to increase access

to health care in Milwaukee. Thus, they had strong
established partnerships, trusting relationships and an
organizational infrastructure that allowed them to develop
and implement a strategic plan and goals for MKEN.
Additionally, though they did not receive Navigator or
other governmental funding to operate MKEN, they did
receive some foundation funding and members received
support from the county government. Other RENs did
not have these same resources or experiences to draw
on in for 2014, which made the MKEN model difficult to
replicate in other regions. Sources also told us that in
regions where local leaders strongly opposed the ACA,
there was less support for the RENs, which may have
contributed to the mixed experiences with RENs around
the state.

In both states, many carriers offered individual plans
before 2014 and on the FFM. Informants in Wisconsin
described their insurance market as competitive and highly
regionalized, and the FFM included several plans that were
affiliated with regional hospital and provider systems. Thus,
local coordination through the RENs in Wisconsin may
have helped focus on the regional differences in available
qualified health plans.

Anti-ACA Messaging

Given the controversial process under which Medicaid
expansion in Ohio occurred, stakeholders reported
substantial anti-ACA sentiment throughout the state,
particularly outside the major urban hubs. The director of the
Ohio Department of Insurance was an outspoken opponent
of the ACA,® and informants noted that there was “a lot of
noise to cut through” to educate consumers about the law.

Sources in Wisconsin also described the need to work
through the anti-ACA backdrop (people had “political
fatigue”). But the DHS leading the organization of the RENs
and connecting people who were losing BadgerCare to the
private market provided a significant counterweight to the
anti-ACA messages.

Navigator Licensing Laws

Both Wisconsin and Ohio informants reported that state
Navigator regulations had a chilling effect on outreach
and enrolliment efforts. Though these regulations may
have had an effect on Navigators, the effect was
comparable in both states and did not explain the
different enrollment outcomes.®’
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Key Findings: Wisconsin and Ohio Open Enrollment in 2014

¢ Demographic factors, pre-ACA uninsured rates, and Marketplace
premium rates did not appear to play a significant role in the different
enrollment outcomes.

*Medicaid expansion in Ohio dominated open enrolliment, leading
to much less focus on Marketplace outreach and enrollment. Our
analysis shows that 9 of the 10 other states that used the FFM
and expanded Medicaid, like Ohio, also had below average rates
of Marketplace enrollment in 2014.

*QOver 60,000 people in Wisconsin lost Medicaid (BadgerCare)
coverage in 2014, and another 20,000 lost coverage through
the state’s high-risk pool. These were identifiable populations that
needed alternative coverage, were used to having insurance, and
were therefore more likely to enroll. Approximately 19,000 former
BadgerCare enrollees signed up for qualified health plans on
the FFM, and an undetermined number of former high-risk pool
members enrolled.

*\Wisconsin officials made significant efforts to notify people that they
were losing BadgerCare coverage and tried to link them to enrollment
assistance. Because the governor’s entitiement reform plan projected

a large increase in coverage, officials were motivated to help people
obtain coverage on the FFM.

*Despite significant opposition to Wisconsin Governor Scott Walker’s
decision not to expand Medicaid, consumer advocates and
organizations engaged in outreach and assistance set aside those
differences to develop pragmatic collaborative strategies to enroll
consumers in the FFM.

¢ Anti-ACA sentiment was significant in both states but appeared more
consistent and intense in Ohio.

eSources in both states wanted more statewide coordination to
develop a unified message, a centralized brand, and a single place
to get information about the ACA and enroliment assistance. The
regional enrollment networks in Wisconsin appeared to be more
successful than the more ad-hoc regional groups in Ohio, where
outreach and enrollment assistance efforts were more fragmented.

¢In both states, groups that had worked together in the past, and
had resources to support coordinating activities, appeared to be
most successful.

CROSS-CUTTING OBSERVATIONS

In each state we studied, unique factors appeared to
affect Marketplace enrollment experiences. The first

open enroliment period was dominated by the troubled
launch of healthcare.gov and a highly polarized and
partisan backdrop of ACA debate, which affected

states and communities differently. In all four study
states, sources reported that the highest demand for
coverage was from people with the lowest incomes. In
part, this could be because federally funded assisters—
particularly the community health centers and some of
the community-based Navigator organizations—work
with those populations and are trusted resources in their
communities. But it also may reflect the composition

of the uninsured and the greatest pent-up demand for
coverage. In North Carolina and South Carolina, this meant
that Navigators and certified application counselors spent
substantial time with consumers in the coverage gap
(those with low incomes who were not eligible for Medicaid
or financial assistance on the Marketplace). In Wisconsin
and Ohio, on the other hand, Medicaid changes played a
significant role throughout open enroliment.

Our focus was on comparing each pair of FFM states, but
themes emerged that transcended all of those states. Much
of what we heard supports findings that have been reported

by Kaiser Family Foundation, Enroll America and others®
and is consistent with survey results from Urban Institute’s
Health Reform Monitoring Survey (HRMS). We have
therefore included a summary of takeaways that we heard
from multiple sources in all four states.

Outreach, Education and Consumer Understanding

¢ A centralized place to call for outreach and assistance
information other than healthcare.gov is important in FFM
states (a single toll-free number, branded assistance for
the Marketplace and a one-stop place for information).

¢ More mass media can help educate consumers about
the Marketplace and basics of insurance, and can
include earned media, billboards, signs on buses and TV
and radio advertisements.

e Start outreach and messaging early—waiting until
the eve of open enrolliment is too late to help educate
consumers about the availability of private insurance
coverage and subsidies.

e Television phone-a-thons (sponsored by local television
media) are perceived as an effective strategy to connect
consumers with enrollment assistance. Telethon staff
answered general questions about health insurance and
the ACA and referred consumers to in-person assisters
for enroliment help at a later date.
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Enrollment Assistance

It often takes multiple contacts and meetings before a
consumer enrolls.

In-person meetings are the most effective way to help
people enroll.3

Trusted and known community leaders and members
are the most effective at spreading the word and getting
people to meet with an assister, especially with hard-to-
reach populations.

Reaching and enrolling members of racial minorities is
more challenging, particularly in Hispanic and Latino
communities and other communities where consumers
have limited English proficiency.®*

Churches and libraries were frequently identified as
successful venues for outreach and assistance.

It takes a long time to enroll people and help them pick
an appropriate plan, particularly if they are not familiar
with private health insurance.

City and county officials can provide important support
for outreach and enrollment, particularly in states where
state officials are hostile to the ACA.

Outreach and Enrollment Systems

Coordinating plans and strategies between and among
diverse organizations is particularly effective and
requires resources and a coordinating entity to support
the infrastructure.

In FFM states, funding by private philanthropies and

local government entities can significantly increase

dissemination of coordinated messaging, identify the areas
of need and organize and facilitate enrollment assistance.

Enrollment Barriers

Lack of consumer understanding of the Marketplace,
financial subsidies and basic health insurance terms
and concepts remain a major barrier to enroliment,
particularly in minority communities and hard-to-reach
populations.3®

Affordability was consistently cited as a significant
barrier to Marketplace enrollment among lower-income
consumers.%®

Identity verification issues on healthcare.gov increased
barriers for immigrants.

More resources using trusted community members,
particularly in Hispanic or Latino communities and in
other communities with limited English proficiency, are
needed to bring people to the Marketplace and provide
help to enroll.3"

Consumers often select plans based solely on premium
price, which may not be the most appropriate plan for
them. A system that rewards quick enrollment may not
adequately educate consumers.

Significant tensions between brokers and Navigators or
assisters were exacerbated by state Navigator licensing
laws and by the perception that CMS rules barred
collaboration between the two groups. Some assisters
reportedly wanted to refer complex cases to brokers but
believed that they were not allowed to do so.%®
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Abstract By the end of the first open enrollment period for coverage offered
through the Affordable Care Act’s marketplaces, increasing numbers of people said
they found it easy to find a plan they could afford, according to The Commonwealth
Fund’s Affordable Care Act Tracking Survey, April-June 2014. Adults with low or
moderate incomes were more likely to say it was easy to find an affordable plan
than were adults with higher incomes. Adults with low or moderate incomes who
purchased a plan through the marketplaces this year have similar premium costs and
deductibles as adults in the same income ranges with employer-provided coverage.
A majority of adults with marketplace coverage gave high ratings to their insurance
and were confident in their ability to afford the care they need when sick.

OVERVIEW
More than 8 million people have enrolled in health plans offered through
the Affordable Care Act’s marketplaces this year. Most people—about 8 mil-
lion—signed up during the open enrollment period that began in October
2013 and ended in April 2014. Approximately 500,000 more joined dur-
ing special enrollment periods triggered by job loss or other transitional
life events.' In addition, more than 7 million people have signed up for
Medicaid, which has ongoing enrollment.?

According to survey findings published by The Commonwealth
Fund in July, this new enrollment is helping to reduce the number of people
who are uninsured and is improving access to health care among people
who are using their new coverage.” This issue brief focuses on findings from

the survey regarding people’s experiences enrolling in new coverage and
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on whether they find their new coverage to be affordable. The Affordable Care Act Tracking Survey
was conducted from April 9 to June 2, 2014. Where possible, results are compared to two surveys
conducted by SSRS for The Commonwealth Fund during the first three months of open enrollment.
(See About the Survey for more information.)

Findings from the survey include:

*  Consumers experienced an improved ability to compare plans offered through the market-

places on the basis of benefits and costs over the open enrollment period.

*  Many people had difficulty comparing plans by the doctors or hospitals included in

networks.

*  More people who shopped for coverage found it easy to find a plan they could afford by
June; although half still reported difficulty doing so. Adults with the lowest incomes were

more likely to say it was easy to find an affordable plan than adults with higher incomes.

*  More than three of five adults who tried to find out if they were eligible for financial assis-

tance found it easy to do so.

* A majority of adults who visited the marketplace continued to rate their experience trying to

get health insurance as fair or poor.

*  Adults who had low or moderate incomes (i.e., those with incomes below 250 percent of
the federal poverty level, or $28,725 for an individual and $58,875 for a family of four)
and marketplace coverage paid monthly premiums comparable to those paid by adults with

employer coverage.

*  DPeople with low or moderate incomes with marketplace coverage reported finding it easy
to afford their premiums at similar rates to those in the same income range with employer
coverage. Those with higher incomes in marketplace plans were significantly less likely than
those in the same income range with employer coverage to say it was easy to afford their

premiums.

*  Adults with low or moderate incomes and marketplace coverage had deductibles compa-
rable to those faced by adults with employer coverage in the same income range. Those with

higher incomes had higher deductibles than adults with employer coverage.

SURVEY FINDINGS IN DETAIL

Adults who visited the marketplaces found it easier to compare plans and costs by
the end of the open enrollment period.

People’s ability to compare health plan benefits, out-of-pocket costs, and premiums improved over
the course of the open enrollment period (Exhibit 1). By April through June 2014, over half of people
who went to the marketplace (57%) said it was very or somewhat easy to compare the premium costs
of different plans, an increase from 37 percent in October. About half (47%) of adults who shopped
for coverage said it was easy to compare benefits of different plans. A similar percentage (48%) said it
was easy to compare the potential out-of-pocket costs from deductibles and copayments of different
insurance plans. In October, only about one-third of marketplace visitors reported that it was easy to

perform these tasks.*
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Exhibit 1. More Adults Who Visited the Marketplaces Found It Easy to Compare Benefits
and Costs of Plans; Few Found It Easy to Compare Plans by Providers Available

How easy or difficult was it to compare the ... of different insurance plans?

W Very difficult or impossible Somewhat difficult Somewhat easy W Very easy

Premium costs

Oct. 2013 52 25 2 A
Dec. 2013 42 18 30 51
April-June 2014 38 19 31 57

Benefits covered

o0t 5o EEEEEIE o [ 50
Dec. 2013 51 19 2 M+
April-June 2014 47 25 28 47

Potential out-of-pocket costs*

Oct 2013 5 ol |4 IEEN >+

Dec. 2013 54 26 2 M s
April-June 2014 47 23 28 48

Doctors, clinics, hospitals available

April-June 2014 » 5 2 KM >

Percent adults ages 19-64 who went to marketplace

Note: The sampling techniques for the October and December 2013 surveys were different from those in April-June 2014. Bars may not sum
to 100 percent because of “don’t know” responses or refusal to respond; segments may not sum to subtotals because of rounding.

* Potential out-of-pocket costs from deductibles and copayments.

Source: The Commonwealth Fund Affordable Care Act Tracking Surveys, Oct. 2013, Dec. 2013, and April-june 2014.

However, people had a more difficult time comparing plans in terms of providers included in
the network. Thirty-seven percent of people who visited the marketplace said it was somewhat or very

easy to compare the doctors, clinics, and hospitals available under different plans.

Compared with the beginning of open enrollment, more people who shopped for
coverage found it easy to find a plan they could afford by the end of the period.

By June, 43 percent of adults who had visited the marketplace said they found it very or somewhat
easy to find a plan they could afford (Exhibit 2, Appendix Table 1). While this was an improvement
when compared with adults who had visited earlier in the enrollment period, more than half of adults
reported difficulty finding an affordable plan.

There were significant differences by income. About half (49%) of adults with incomes
under 138 percent of the federal poverty level ($15,856 for an individual and $32,499 for a family of
four) who visited the marketplaces said it was very or somewhat easy to find a plan they could afford
compared with about one-third (36%) of adults with incomes of 400 percent of poverty or higher
($45,960 for an individual and $94,200 for a family of four) (Exhibit 3).

This difference is likely explained by the cost protections and improved affordability for
adults with lower incomes, who may be eligible for Medicaid or receive premium and cost-sharing

subsidies for health plans sold through the marketplaces. A majority of people who visited the
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Exhibit 2. More Adults Found It Easy to Find Plans They Needed and Could Afford by
End of Open Enrollment

W Very difficult or impossible Somewhat difficult Somewhat easy W Very easy

How easy or difficult was it to find a plan you could afford?

ss I 5 | 20 [ >
Aprcune 2014 54 oo n 43

How easy or difficult was it to find a plan with the type of coverage you need?

oct 2013 s T e e I

Percent adults ages 19-64 who went to marketplace

Note: The sampling techniques for the October and December 2013 surveys were different from those in April-June 2014. Bars may not sum
to 100 percent because of “don’t know” responses or refusal to respond; segments may not sum to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Surveys, Oct. 2013, Dec. 2013, and April-June 2014.

Exhibit 3. More Adults with Lower Incomes Found It Easy to Find an Affordable Plan
Than Did Adults with Higher Incomes

How easy or difficult was it to find a plan you could afford?

B Very difficult or impossible Somewhat difficult Somewhateasy M Very easy

Tota 54 O .
Below 138% FPL s o I
138-249% FPL 52 2 20 0
250399%FPL o INECENN 20" | 22 39
400% FPLormore ¢ i o K 36

Percent adults ages 19-64 who went to marketplace

Notes: FPL refers to federal poverty level. Bars may not sum to 100 percent because of “don’t know"” responses or refusal to respond;
segments may not sum to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

marketplaces tried to find out if they were eligible for financial assistance or Medicaid, with a major-
ity reporting that it was easy to do so (Exhibit 4).

When looking at states that expanded eligibility for Medicaid, two-thirds of marketplace
visitors who were eligible for the program (i.e., those with incomes below 138 percent of poverty) said
it was easy to find a plan they could afford (data not shown). In states that had not expanded their
Medicaid programs by the time of the survey, however, only 35 percent of adults in this same income

range found it easy to find a plan they could afford (data not shown).’
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Exhibit 4. More than Three of Five Adults Who Tried to Find Out About Their Eligibility for
Financial Assistance or Medicaid Said It Was Easy to Do So

Did you try to find out if you are either eligible How easy or difficult was it to

for financial assistance to help pay for your plan, find out if you are eligible for

or if you are eligible for Medicaid? financial assistance or for
Medicaid?

 Very

Very easy

33% difficult

= 0, “
18%

, Don't know
Don't know
or refused
or refused 1%
2%
Adults ages 19-64 who went to marketplace Adults ages 19-64 who went to marketplace

and tried to find out about eligibility for
financial assistance or Medicaid

Note: Segments may not sum to 100 percent because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

A majority of adults who visited the marketplace rated their experience trying to
get health insurance as fair or poor.

When asked to rate their overall experience trying to get health insurance through the marketplace,
fewer than two of five marketplace visitors (38%) said their experience was excellent or good (Exhibit
5). There were significant differences by political affiliation and age. Just under half of those who
identify as Democrats (47%) rated their experience as good or excellent, compared with only a quar-
ter (24%) of Republicans. Young adults were more likely than older adults to rate their experience as
excellent or good (46% vs. 33%) (Appendix Table 2).

Premium payments and deductibles in marketplace plans are comparable to
employer plans for people with low or moderate incomes.

Premiums and out-of-pocket costs figured most prominently in people’s decisions about which plan
to choose. Roughly equal shares of those who selected a private plan through the marketplace said
premium amount and deductible and copayments sizes were the most important factors in their deci-
sion (Exhibit 6). A smaller share of adults (20%) said having their preferred doctor, health clinic, or

hospital included in the plan’s network was most important.

Premiums

Among adults with insurance plans that only covered themselves (i.c., single policies), those
with marketplace coverage reported premium costs similar to those with employer coverage. About 60
percent of adults with either marketplace or employer coverage paid nothing for their policies or less
than $125 per month (Exhibit 7). A larger share of people with employer plans paid nothing for their

policies compared to people with marketplace plans.
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Exhibit 5. A Majority of Adults Who Visited the Marketplace Rated Their Experience as
Fair or Poor

Overall, how would you describe your experience in trying to get health insurance through the

marketplace in your state?
B Poor Fair Good M Excellent

Democrat 52 30 32 47
Independent 63 26 27 9 [Ed

State marketplace

.
Federal marketplace 65 27 23 1 34

Percent adults ages 19-64 who went to marketplace
Notes: Bars may not sum to 100 percent because of “don’t know” responses or refusal to respond; segments may not sum

to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

Exhibit 6. Premiums and Cost Exposure Were the Most Important Factors in
Plan Selection

What was the most important factor in your decision about which plan to select?

Amount of deductible
and other copayments

34%
Amount of premium

38% :
Preferred provider*

included in network
20%

Dont knoW Other
or refused 4%
4% ‘

\ni
Did not formally select a plan
1%
Adults ages 19-64 who selected a private plan through the marketplace
* Actual question wording: preferred doctor, health clinic, or hospital included in plan’s network.

Note: Segments may not sum to 100 percent because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.



ARE AMERICANS FINDING AFFORDABLE COVERAGE IN THE MARKETPLACES? 7

Exhibit 7. Adults with Marketplace Coverage with Incomes Under 250 Percent of Poverty
Paid Monthly Premiums Comparable to Those with Employer Coverage

B Pays nothing $1to less than $125 $125 or more Don't know or refused

All adults

Employer coverage

26 35 23 15

Marketplace coverage

44 30 10

Adults with incomes below 250% FPL (<$28,725 for individual)

Employer coverage

Marketplace coverage

Percent adults ages 19-64 with single policies

Note: FPL refers to federal poverty level. 250% of the poverty level is $28,725 for an individual or $58,875 for a family of four.
Bars may not sum to 100% because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

These similarities reflect the fact that most people who purchased marketplace plans were eli-
gible for a subsidy. In the survey, 64 percent of people with marketplace coverage had incomes under
250 percent of poverty, and were thus eligible for the most generous premium subsidies and cost-
sharing protections under the law (data not shown). Consequently, about 70 percent of adults with
marketplace coverage and incomes under 250 percent of poverty paid less than $125 a month toward
their premiums, including 20 percent who paid nothing.

The experience for people with higher incomes is different. Because of sample size limita-
tions, we could only look at adults with incomes above 250 percent of poverty with marketplace
coverage by grouping adults with single policies and adults with family policies. Adults with higher
incomes had much less premium protection in marketplace plans than those who were covered by an
employer (data not shown). Most people in employer plans receive premium contributions from their
employers regardless of income, whereas those with higher incomes in marketplace plans must pay
the full premium.

These differences were reflected in people’s assessments of the affordability of their health
plans. Sixty-five percent of adults with low or moderate incomes with marketplace plans who pay a
premium said it was very or somewhat easy to afford their premiums (Exhibit 8). About the same
share of people with employer-based health benefits in that income range who pay a premium said it
was very or somewhat easy to afford them. But only 54 percent of adults with incomes of 250 percent
or higher with marketplace coverage said it was very or somewhat easy to pay their premiums com-

pared with 79 percent of those with employer coverage.
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Exhibit 8. Three of Five Adults with Marketplace Coverage Found It Easy to Pay
Their Premiums

How easy or difficult is it for you to afford the premium costs for your health insurance?

W Very difficult orimpossible Somewhat difficult Somewhat easy M Very easy

All adults
Employer coverage 25 E 19 38 75
Marketplace coverage 37E 30 40 IO 61

Adults with incomes below 250% FPL (<$28,725 for individual)

Employer coverage 38 25 37 62
Marketplace coverage 33 E 27 43 65

Adults with incomes of 250% FPL or more

Employer coverage 20 16 38 79

Marketplace coverage 44 n 35 36 n 54

Percent adults ages 19-64 who pay all or some of premium

Note: FPL refers to federal poverty level. 250% of the poverty level is $28,725 for an individual or $58,875 for a family of four. Bars may
not sum to 100% because of “don’t know” responses or refusal to respond; segments may not sum to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

Deductibles

Adults with low or moderate incomes and marketplace plans had per-person deductibles
comparable to the deductibles that adults in the same income range with employer-provided insur-
ance have (Exhibit 9). About two of five people with incomes under 250 percent of poverty with
either marketplace coverage or employer plans had either no deductible or a deductible of less than
$500 per person.

However, among adults with higher incomes, those with marketplace plans were more likely
to have high per-person deductibles than those with employer coverage. Among those with incomes
at 250 percent of the poverty level or more, 59 percent of adults with marketplace coverage had a

deductible of $1,000 or more per person compared with 30 percent of those with employer coverage.

A majority of adults with marketplace coverage gave high ratings to their insurance
and were confident in their ability to afford the care they need when sick.

Overall, a majority of people with marketplace coverage said their insurance was good, very good, or
excellent (Exhibit 10). However, adults with employer coverage gave their health plans the highest
ratings.

Ratings varied by income. Among adults with incomes below 250 percent of poverty, there
was no significant difference in the views of those with employer-provided insurance and those with
marketplace coverage. However, there were significant differences among higher-income adults, with
more than nine of 10 adults with employer coverage rating their insurance highly compared with 64

percent of adults with marketplace coverage.
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Exhibit 9. Adults with Low and Moderate Incomes Who Had Marketplace Coverage
Had Deductibles Comparable to Those in Employer Plans

B No deductible $1to less than $500 M $500 to less than $1,000 M $1,000 ormore = Don't know or refused
Adults with incomes below 250% FPL (<$28,725 for individual)
Employer coverage

22 27

Marketplace coverage

7 25 18 20 20

I

Adults with incomes of 250% FPL or more

Employer coverage

20 23 14 30 12

Marketplace coverage

Percent adults ages 19-64

Note: FPL refers to federal poverty level. 250% of the poverty level is $28,725 for an individual or $58,875 for a family of four.
Bars may not sum to 100% because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

Exhibit 10. More Than Two-Thirds of Adults with Marketplace Coverage Rated Their
Health Insurance as Excellent, Very Good, or Good

Now thinking about (your current health insurance coverage/all the health insurance you
have combined) how would you rate it?

B Fair Poor Good Very good B Excellent

All adults
Employer 12 B0 yy) 34 86
Marketplace 22 15 27 27 68

Adults with incomes below 250% FPL (<$28,725 for individual)

Employer 21 18 24 35 76
Marketplace 20 15 yy) 29 70

Adults with incomes of 250% FPL or more
Employer 8 1'% 7 34 91
Marketplace 27 16 36 24 64

Percent adults ages 19-64

Note: FPL refers to federal poverty level. 250% of the poverty level is $28,725 for an individual or $58,875 for a family of four. Bars may
not sum to 100% because of "don't know" responses or refusal to respond; segments may not sum to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.
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Seventy percent of people with marketplace plans and 60 percent of those with Medicaid said
they were very or somewhat confident they could afford care when they were sick, compared with
81 percent of those with employer plans (Exhibit 11).° Similarly, large majorities of adults with mar-
ketplace coverage and employer insurance were confident in their ability to get access to high-quality
care. Uninsured adults, in contrast, were substantially less confident they could afford or get high-

quality care when sick.

Exhibit 11. A Majority of Adults with Marketplace Coverage Were Confident They Could
Afford Care They Needed or Get High-Quality Care

m Not at all confident m Not very confident = Somewhat confident B Very confident

How confident are you that if you become seriously ill you will be able to afford the care you need?

Employer 18 |G 36 81
Marketplace 30 12 34 70
Medicaid 38 IS 31 60
Uninsured 73 20 3 10 BE

How confident are you that if you become seriously ill you will be able to get high-quality care
when you need it?

Employer 15 NS 38 46 KX
Marketplace 27 IEl8 38 n
Medicaid 31 16 39 65
Uninsured 63 27 24 36

Percent adults ages 19-64
Note: Bars may not sum to 100% because of “don't know” responses or refusal to respond; segments may not sum

to subtotals because of rounding.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.

CONCLUSION
By the end of the first open enrollment period, the Affordable Care Act helped reduce the number of
uninsured working-age adults by 9.5 million, and it is improving access to health care both for people who
were previously uninsured and for those with prior coverage.” The process of gaining new insurance was
difficult for many people who visited the marketplaces during the open enrollment period, suggesting
that federal and state officials will need to work hard to improve the marketplace enrollment experi-
ence in 2015. However, despite these difficulties, most adults surveyed gave marketplace plans high
ratings and are confident in their ability to afford and gain access to high-quality care if they fall ill.
Subsidized coverage options for people with low or moderate incomes were effective in making
individual market coverage comparable with employer-based health benefits in terms of affordability
and protection from out-of-pocket costs. Adults in this income range have been most at risk of lacking
insurance altogether or having such high out-of-pocket costs that they were effectively underinsured.®
The findings also show that employer-based coverage, on average, offers greater protection
from premium and out-of-pocket costs for people with higher incomes. This is because most employ-
ers share those costs with their employees, regardless of their income. While the insurance market
reforms have made it far easier for people without employer coverage to gain access to comprehensive
benefits without being charged more based on their health status, employer-based insurance contin-

ues to be a better deal for people with higher incomes.
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Health Insurance Marketplace: Summary Enrollment Report for the Initial Annual Open
Enrollment Period, October 1, 2013—-March 31, 2014 (Including Additional Special Enrollment
Period Activity Reported Through 4-19-2014), ASPE Issue Brief (Washington, D.C.: U.S.
Department of Health and Human Services, May 1, 2014), http://aspe.hhs.gov/healtch/
reports/2014/MarketPlaceEnrollment/Apr2014/ib_2014Apr_enrollment.pdf; and C.
Ornstein, “Even After Open Enrollment, Activity Remains Unexpectedly High on Federal
Health Insurance Exchange,” ProPublica, July 23, 2014, http://www.propublica.org/article/
after-open-enrollment-activity-high-federal-health-insurance-exchange.

C. Mann, “More Than 7.2 Million Additional Americans Covered Under Medicaid and CHIP”
U.S. Department of Health and Human Services Blog, Aug. 8, 2014, http://www.hhs.gov/health-
care/facts/blog/2014/08/medicaid-chip-enrollment-june.html.

S. R. Collins, P W. Rasmussen, and M. M. Doty, Gaining Ground: Americans’ Health Insurance
Coverage and Access to Care After the Affordable Care Acts First Open Enrollment Period (New York:
The Commonwealth Fund, July 2014).

All reported differences are statistically significant at the p < 0.05 level or better, unless otherwise
noted.

In the 25 states that, as of April 2014, had not opted to expand their Medicaid programs or yet
begun to enroll beneficiaries, adults with incomes between 100 percent and 138 percent of poverty
are eligible for subsidized private plans offered through the marketplaces. But those with incomes
below poverty are ineligible for premium tax credits, because Congress, not anticipating the

2012 Supreme Court decision that turned the law’s Medicaid expansion into an option for states,
assumed they would be eligible for Medicaid. The poorest families in these states thus would bear
the entire cost of a private plan through the marketplace should they try to enroll. The states that
expanded their Medicaid program by April 2014 include: AR, AZ, CA, CO, CT, DE, HI, 1A, IL,
KY, MA, MD, MI, MN, ND, NJ, NM, NV, NY, OH, OR, RI, VT, WA, WYV, and the District of
Columbia. New Hampshire expanded eligibility for Medicaid with coverage effective in August.
Pennsylvania’s section 1115 waiver for customized Medicaid expansion was approved in August
2014 and coverage will be effective in January 2015. Indiana has submitted a Section 1115 waiver
to the federal government but has not yet been approved. See map at http://www.commonwealth-
fund.org/interactives-and-data/maps-and-data/medicaid-expansion-map.

The difference between marketplace plans and Medicaid is not statistically significant.
Collins, Rasmussen, and Doty, Gaining Ground, 2014.

C. Schoen, S. L. Hayes, S. R. Collins, J. A. Lippa, and D. C. Radley, Americas Underinsured: A
State-by-State Look at Health Insurance Affordability Prior to the New Coverage Expansions (New
York: The Commonwealth Fund, March 2014).
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Appendix Table 1. Marketplace Visitors Finding a Plan with the Coverage They Need
and That They Can Afford, by Demographics

(base: adults ages 19 to 64 who went to the marketplace)

How easy or difficult was it to find . . .

A plan with the type of coverage

you need? A plan you could afford?
Total Somewhat Somewhat or Somewhat Somewhat or
marketplace or very very difficult or very very difficult
visitors easy or impossible easy or impossible
Percent distribution 100% 46% 50% 43% 54%
Unweighted n 1103 501 565 460 613
Age
19-34 33 55 Zy| 46 52
35-49 30 42 56 40 57
50-64 35 41 52 43 53
Gender
Male 46 46 51 43 54
Female 54 46 49 42 54
Race/Ethnicity
White 64 42 53 38 59
African American 14 58 40 49 51
Latino 14 54 45 58 37
Income
<250% FPL 63 50 47 46 50
250% FPL or more 37 39 55 37 60
Political affiliation
Republican 16 34 62 37 61
Democrat 35 57 37 55 1
Independent 28 42 55 34 63
State Medicaid expansion decision
Expanded Medicaid 50 50 45 52 44
Did not expand Medicaid 50 43 54 34 63

Note: FPL refers to federal poverty level. 250% of FPL is $28,725 for an individual or $58,875 for a family of four.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.
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Appendix Table 2. Rating of Marketplace Experience, by Demographics

(base: adults ages 19 to 64 who went to the marketplace)

Overall, how would you describe your experience in trying to get
health insurance through the marketplace in your state?

Total
marketplace
visitors Excellent

Percent distribution 100% 1% 27% 27% 35%
Unweighted n 1,103 136 271 284 406
Age

19-34 33 12 34 26 27

35-49 30 " 22 28 39

50-64 35 9 24 29 38

Insurance status when
visited marketplace

Uninsured 56 1 25 26 38

Insured 44 1 28 30 30
Gender

Male 46 12 25 29 34

Female 54 10 28 26 35
Race/Ethnicity

White 64 10 27 26 37

African American 14 10 26 35 28

Latino 14 13 31 25 30
Income

<250% FPL 63 12 27 28 32

250% FPL or more 37 8 26 27 39
Political affiliation

Republican 16 7 17 23 53

Democrat 35 15 32 30 22

Independent 28 9 27 26 38
Marketplace type

State-run marketplace 35 10 33 27 28

Federally run marketpalce 65 11 23 27 38

Note: FPL refers to federal poverty level. 250% of FPL is $28,725 for an individual or $58,875 for a family of four.
Source: The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014.
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ABOUT THE SURVEY

The Commonwealth Fund Affordable Care Act Tracking Survey, April-June 2014, was conducted by
SSRS from April 9 to June 2. The survey consisted of 17-minute telephone interviews in English or
Spanish, and was conducted among a random, nationally representative sample of 4,425 adults,
ages 19 to 64, living in the United States. Overall, 2,098 interviews were conducted on landline
telephones and 2,327 interviews on cellular phones, including 1,481 with respondents who live in
households with no landline telephone access.

This survey is the fourth in a series of Commonwealth Fund surveys to track the implementation
and effects of the Affordable Care Act. The first was conducted by SSRS from July 15 to September
8, 2013, by telephone among a random, nationally representative U.S. sample of 6,132 adults ages
19 to 64. The survey had an overall margin of sampling error of +/- 1.8 percent at the 95 percent
confidence level.

The second and third surveys in the series were conducted by SSRS in October and December of
2013. Both were included as a series of questions on SSRS’s nationally representative omnibus
telephone survey. For these surveys, only those adults ages 19 to 64 who reported that they were
uninsured or had purchased health insurance through the individual market were surveyed. The
October survey was in the field October 9-27, 2013, and had a sample of 682 adults. The survey

had an overall margin of sampling error of +/- 4.3 percent at the 95 percent confidence level. The
December survey was in the field December 11-29, 2013, and had a sample of 622 adults. That
survey had an overall margin of sampling error of +/- 4.6 percent at the 95 percent confidence level.

The sample for the April-June 2014 survey was designed to increase the likelihood of surveying
respondents who were most likely eligible for new coverage options under the Affordable Care

Act. In addition to the random sample of 19-to-64-year-olds, respondents in the July-September
2013 survey who said they were uninsured or had individual coverage were asked if they could be
recontacted for the April-June 2014 survey. SSRS also recontacted households reached through their
omnibus survey of adults who were uninsured or had individual coverage prior to open enrollment.
The data are weighted to correct for the stratified sample design, the use of prescreened and
recontacted respondents from earlier surveys, the overlapping landline and cellular phone sample
frames, and disproportionate nonresponse that might bias results. The data are weighted to the U.S.
19-to-64 adult population by age, gender, race/ethnicity, education, household size, geographic
division, and population density using the U.S. Census Bureau's 2011 American Community

Survey, and weighted by household telephone use using the U.S. Centers for Disease Control and
Preventions 2012 National Health Interview Survey.

The resulting weighted sample is representative of the approximately 186.1 million U.S. adults ages
19 to 64. Data for income, and subsequently for federal poverty level, were imputed for cases with
missing data, utilizing a standard regression imputation procedure.

The survey has an overall margin of sampling error of +/- 2.1 percentage points at the 95 percent
confidence level. The landline portion of the main sample survey achieved a 19 percent response
rate and the cellular phone main sample component achieved a 15 percent response rate. The
overall response rate, including prescreened and recontacted sample, was 14 percent.

For more information on the July-September 2013 survey, please refer to: http://www.
commonwealthfund.org/publications/issue-briefs/2013/sep/insurance-marketplaces-and-
medicaid-expansion.

For more information on the October 2013 survey, please refer to: http://www.commonwealthfund.
org/Publications/Data-Briefs/2013/Nov/Americans-Experiences-Marketplaces.aspx.

For more information on the December 2013 survey, please refer to: http://www.
commonwealthfund.org/publications/data-briefs/2014/jan/experiences-in-the-health-insurance-
marketplaces.
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Introduction

In some states, policymakers and stakeholders are considering adoption of the Basic Health Program (BHP)
option permitted under the Patient Protection and Affordable Care Act (ACA). Federal regulations allow BHP
implementation beginning in 2015. Through BHP, consumers with incomes at or below 200 percent of the
federal poverty level (FPL) who would otherwise qualify for subsidized qualified health plans (QHPs) offered in
health insurance marketplaces instead are offered state-contracting standard health plans that provide
coverage no less generous and affordable than what have been provided in the marketplace. To operate BHPs,
states receive federal funding equal to 95 percent of the premium tax credits (PTCs) and cost-sharing
reductions (CSRs) that BHP enrollees would have received if they had been covered through QHPs. The rules
governing BHP as well as its potential advantages and disadvantages are discussed elsewhere.’

This paper has a narrow, technical goal: to inform state-level analysts about the characteristics of BHP-eligible
people in their state and how to use that information to estimate the approximate federal BHP payment
amount per average BHP-eligible resident. The paper first describes how federal BHP payments are
determined, under the final federal payment methodology for 2015. The next section explains how state
officials can use information about the characteristics of BHP-eligible consumers to estimate average federal
payment amounts, illustrating that explanation with an example from one state. The final section places such
federal payment estimates in context, showing what they can and cannot contribute to a state’s analysis of
BHP’s overall fiscal effects.

To assist policymakers and others with calculating average federal payments for BHP-eligible consumers, we
provide detailed estimates of the characteristics of BHP-eligible people in each state in the Appendix and as a
link to a downloadable Excel file. These estimates were developed using the Urban Institute’s Health Insurance
Policy Simulation Model (HIPSM).

These estimates differ from many past state-level estimates of BHP-eligible consumers, in two ways. First, they
avoid underestimating average federal BHP payments, because the estimates in the appendix take into account
unaccepted offers of employer-sponsored insurance (ESI) that preclude BHP eligibility. The estimates here are
based on data from the American Community Survey (ACS), and unaccepted ESI offers are imputed through
statistical matches with non-ACS sources of data. Many past efforts to analyze the characteristics of BHP-
eligible consumers did not go beyond Census data. They simply assumed that uninsured consumers and those
with nongroup coverage are not offered ESI. In fact, a significant minority have access to ESI, with offers that
grow increasingly common as incomes rise. Failing to exclude those consumers from counts of BHP-eligible
consumers overestimates average income levels among those who qualify for BHP. Since QHP subsidies and
federal BHP payments decline as incomes rise, this underestimates average federal BHP payments.

Second, the numbers in appendix table A4 were developed with the aid of small-area estimation techniques
that allowed an estimate of multiple characteristics for BHP-eligible consumers. For example, they show the
number of such consumers in a state who are age 35-44, in 2-person households, with incomes between 150
and 175 percent FPL, with 1 BHP-eligible member in each household. Estimates with such multi-characteristic
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population sets greatly improve policymakers’ ability to project federal payment amounts, because federal
payments are based on the number of BHP enrollees with such multiple characteristics.

State-level observers interested in federal payments for BHP enrollees could add take-up assumptions or
simulations to the eligibility estimates in appendix table A4 to project the number and characteristics of
consumers who will sign up for BHP. Such an enrollment projection could be translated into a total federal
funding estimate through the method described below, which develops federal payment amounts for BHP
enrollees with each set of characteristics shown in appendix table A4. However, the main goal of this paper is
more modest—namely, helping state analysts develop reasonable estimates of average federal payments per
BHP-eligible consumer, without determining, among eligible consumers, those who will likely enroll.

How Federal BHP Payment Amounts are Determined

As noted earlier, the federal government pays 95 percent of what BHP enrollees would have received in
marketplace subsidies, had the state not implemented BHP. To calculate that amount, the federal government
puts each BHP enrollee into a federal payment cell, which is defined based on geography, income, and other
personal characteristics. A specified federal payment applies to each enrollee in the cell. The payment is based
on a reference premium and it includes a PTC component as well as a CSR component. Each of these factors—
the cell definition, the reference premium, the PTC component, and the CSR component—is discussed in turn,
below.

Note that this section describes the federal BHP payment methodology for 2015. CMS proposed the same
methodology for 2016.2 That methodology has not been finalized for 2016, however, and it may change for 2017
and beyond.

Each BHP enrollee falls within a “federal payment cell” that is defined by the following characteristics of its
members:

County of residence;

Age range (0-20, 21-34, 35-44, 45-54, 45-54, Or 55-64);

Income range (0-50, 51-100, 101-138, 139-150, 151-175, or 176-200 percent FPL);

Household size; and

Coverage status (single BHP coverage, two-adult BHP coverage, etc.).

To determine both the PTC and CSR component of the federal payment for a BHP enrollee, the starting point is
the reference premium. The reference premium is the average premium that would have been charged by the
second-lowest-cost silver plan in 2015 to non-smokers in the BHP beneficiary’s county and age range if the
state had not established a BHP program. Averages within the age range are calculated based on an assumed
even age distribution.
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In most counties, the same QHPs are offered to all residents. If a single county is split between QHPs so that
different silver plans have the second-lowest premium in different portions of the county, the portion with the
most residents determines the reference premium that is used to calculate BHP payments for all county
residents. Premiums for non-tobacco-users apply, since such premiums determine PTC amounts.

Generally, reference premiums for 2015 will be based on 2015 premiums, once they become known. However, a
state seeking predictable federal payments before 2015 premiums were known had the option of instead using
2014 marketplace premiums, updated using a Premium Trend Factor (PTF). Such a state was required to
inform CMS by May 15, 2014, that it chose this option. The PTF seeks to capture the likely increase in
marketplace premiums from 2014 to 2015, based on nationally applicable trends. For 2015, CMS set the PTF as
increasing premiums by 8.15%. This reflected two factors: the average increase in private insurance costs from
2014 to 2015 forecast by the CMS Office of the Actuary; and CMS’ estimates of the average impact on
marketplace premiums of changes in the operation of the ACA’s transitional reinsurance program.’

Once the reference premium is established, calculating the average PTC for BHP enrollees within the federal
payment cell begins by determining the percentage of household income devoted to premium payment for
enrollees in the “reference” or “benchmark” plan (that is, the second-lowest-cost silver QHP). In 2015, those
percentages will be 2.01% for those with incomes below 133% FPL, 3.02% at 133% FPL, 4.02% at 150% FPL,
and 6.34% at 200% FPL, with percentages set on linear, sliding scales between the last three FPL “anchor
points.” These percentages allow a calculation of the average (mean) payment amount, among households of a
given size, for consumers within a particular federal payment cell enrolled in the benchmark plan, assuming an
even distribution of households by FPL level. Subtracting that payment amount from the average reference
premium for the payment cell yields an estimated average PTC.

That PTC must then be adjusted to reflect the average impact of income tax reconciliation, had BHP consumers
claimed advance payment of tax credits (APTC) in the marketplace. To determine this Income Reconciliation
Factor (IRF), CMS assumes that BHP eligibility will be continuous, based on household circumstances at the
time of initial application, without adjustments to reflect mid-year income fluctuations. Modeling from the
Department of the Treasury suggests that, across the entire caseload of BHP-eligible consumers, APTC
amounts would be offset by a repayment to IRS that, on average, reduces such amounts by 5.08%. The PTC
amount for each BHP payment cell is thus multiplied by an IRF of 94.92% for 2015. Finally, the resulting total
is multiplied by 95% to determine the PTC component of the federal BHP payment.

The value of the CSR component in the marketplace equals the total health care claims for essential health
benefits (EHBs) paid by the increase in actuarial value resulting from the CSR. The first step in calculating this
component is thus estimating the amount of total health care claims provided by the reference-premium plan.

Only some of the premium pays claims costs. To exclude administrative and other non-claims costs, the Factor
for Removing Administrative Costs (FRAC) is set at 80%. Put differently, the federal payment methodology
assumes that, on average, 80% of the reference premium is used to pay EHB claims. This is based on the
approach taken by CMS in defining CSR advance payments for QHPs in 2015.
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QHP enrollees will pay some EHB costs. With a silver-level plan, Actuarial Value (AV) is 70%, so consumers
pay, on average, 30% of such claims costs. Accordingly, the total amount of EHB claims is the amount paid by
the plan, divided by 70%. Put differently, it is the plan’s EHB claims amount (that is, the reference premium
times 0.8) multiplied by 1.43, which is referred to as the AV factor.

Unlike PTCs, which reflect the premium charged to non-smokers in states that permit higher QHP premiums
for tobacco users, CSRs include claim costs that result from tobacco use. Accordingly, the reference premium
calculated as described above must be increased to reflect the average effect of tobacco use on BHP claims.
Such a Tobacco Rating Adjustment Factor (TRAF) takes into account tobacco utilization levels by BHP
enrollees, shown by state-specific data from the Centers for Disease Control and Prevention (CDC), which
includes information about tobacco use rates by age.* To estimate the average claims costs for tobacco use that
are not included within the reference premiums charged to non-users, the TRAF also considers the weighted
average difference, among benchmark plans, in premiums charged to tobacco users and non-users. For
example, if in a particular state, benchmark plans charge 15 percent more, on average, for tobacco users than
for non-users, and 10 percent of adults age 25-34 use tobacco, then the TRAF for BHP adults age 25-34 would
increase EHB claims by .15 x .10 or .015.

If QHP enrollees with incomes at or below 200% FPL receive CSRs, they will pay less out-of-pocket for health
care services. As a result, they will use more care, and their claims will increase. The Induced Utilization Factor
(IUF) takes this effect into account. Based on CMS analysis, consumers who move from silver-level AV of 70%
to either 87 or 94% AV—the two minimum AV levels BHP consumers would receive in the marketplace—
increase average utilization by 12%. Accordingly, for BHP consumers, regardless of income, the IUF is 12% for
2015.

Taken together, these factors multiplied by the applicable reference premium determine the average claims
costs that would have been incurred by BHP consumers, had they received CSRs in the marketplace. The value
of the CSR in the marketplace would be the increased share of those claims paid by the federal government
because of the CSR. For a consumer above 150% FPL, that share is 17% (that is, the difference between 87% AV
provided by CSRs and the underlying 70% AV furnished by silver-level coverage). For a consumer below 150%
FPL, it is 24% (the difference between 94% AV and 70% AV).

This penultimate factor—the Change in Actuarial Value—shows that income plays a much simpler role in
determining the CSR component of federal BHP payments, compared to the PTC component. All that matters,
for purposes of the CSR component, is whether the consumer’s income is above or below 150% FPL. Neither
household size nor precise FPL level matters, once that basic threshold question is resolved.

The number that results from the above calculations shows the value of the CSR that BHP enrollees would have
received in the marketplace. To determine the CSR component of the federal BHP payment, that number must
be multiplied by 95%.
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Estimating Federal BHP Funding Levels

As explained earlier, the methodology for calculating actual federal BHP payments relies on determining a
reference premium for each county in the state and applying it to each county’s BHP enrollees. The approach
we suggest to projecting federal BHP payments simplifies this process by calculating a statewide reference
premium and applying it to estimates of the statewide BHP-eligible population.

As the first step in our proposed process, one averages the premium for the second-lowest-cost silver plans
among the state’s counties, weighted in proportion to the number of silver-plan enrollees or subsidized QHP
enrollees in each county. The averages reflect non-smoker premium quotes for single adult enrollees of a
particular age, such as 21-year-olds. The state’s rating rules allow a derivation of premiums for other ages and
for coverage of more than one person per household.®

In step two, one uses the statewide benchmark premium to build statewide federal payment cells. Each cell
shows what the federal government would pay for BHP enrollees of the applicable age range, FPL range,
household size, and number of BHP-eligible consumers per household, assuming the statewide reference
premium.

In step three, one calculates the average federal payment per BHP-eligible consumer, using the estimates in
appendix Table A4 showing the number of BHP-eligible consumers who are within each statewide federal
payment cell. To obtain the average, one: (1) multiplies the federal payment amount in each cell by the number
of eligible consumers in that cell and (2) divides the total by the number of BHP-eligible consumers in the
state. The results also allow a determination of average federal payments per BHP-eligible consumers within
various sub-populations, such as those with incomes or ages in various ranges.

Here, we show how the above method is used to find that federal payments for BHP-eligible residents in
Washington State will average approximately $4,366 for 2015.°

STEP ONE: DETERMINE THE WEIGHTED AVERAGE BENCHMARK PREMIUM

For the Washington illustration, we begin by calculating the weighted average “benchmark” premium—that is,
the second-lowest-cost silver plan offered in Washington’s marketplace—for 21-year-old non-smokers. Table 1
shows 2014 premiums and total enrollment for the benchmark plan in each Washington county.
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Table 1. Benchmark monthly premiums and Total QHP enrollment

in Washington, by county: 2014

Monthly
Benc_hmark Total QHP Enrollment
County Premium for .
as of April 2014

21-year old

non-smoker
Adams $221.14 451
Asotin $221.34 421
Benton $220.50 3,039
Chelan $221.14 2,319
Clallam $226.87 2,072
Clark $244.61 8,564
Columbia $221.14 92
Cowlitz $226.87 1,551
Douglas $221.14 871
Ferry $203.63 169
Franklin $220.50 1,333
Garfield $221.34 63
Grant $221.14 1,443
Grays Harbor $226.67 1,440
Island $226.87 2,127
Jefferson $226.87 1,332
King $219.62 52,640
Kitsap $226.87 4,940
Kittitas $221.14 923
Klickitat $226.87 756
Lewis $226.87 1,538
Lincoln $203.63 225
Mason $226.87 1,121
Okanogan $221.34 1,087
Pacific $226.87 693
Pend Oreille $203.63 255
Pierce $226.87 12,748
San Juan $226.87 1,248
Skagit $226.67 2,949
Skamania $226.87 224
Snohomish $226.67 15,518
Spokane $203.45 10,027
Stevens $203.63 856
Thurston $226.67 5,057
Wahkiakum $226.87 113
Walla Walla $220.50 1,132
Whatcom $226.87 6,744
Whitman $221.14 541
Yakima $220.50 4,068

Source: Dirksen 20147 and Washington Health Benefits Exchange, April 2014.8

We average the county-specific premiums in proportion to each county’s QHP enrollment. As a result, we find a
weighted average benchmark premium for 21-year-old non-smokers of $222.86 a month in 2014.° According to
the Washington State Office of the Insurance Commissioner, weighted average QHP rates are expected to rise
approximately 8.25% from 2014 to 2015.'° To estimate federal BHP payments for 2015, we therefore use a
weighted-average benchmark premium of $241.25 for 21-year-old non-smokers, which is 8.25% above the 2014
level.
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STEP TwO: CONSTRUCT FEDERAL PAYMENT CELLS

After calculating the weighted average benchmark premium, or “reference premium,” for 21-year-old non-
smokers in 2015, we construct federal payment cells by developing two components for each relevant
combination of age range, FPL, household size, and number of BHP-eligible consumers per household: the PTC
component and the CSR component of the federal BHP payment.

Premium Tax Credit Component

Premiums by age

In moving from the reference premium for 21-year-old non-smokers to the PTC component of federal BHP
payments, the first step requires estimating the reference premiums that would be charged to BHP-eligible
consumers of other ages. Like most states, Washington varies premiums by age using the so-called “HHS
Default Standard Age Curve.”' We apply the ratios of that curve to the $241.25 premium for 21-year-old non-
smokers to derive the reference premiums for adults of other ages, as shown in Table 2.

Table 2. Weighted Average Monthly Reference Premiums for Washington Non-Smokers,

by Age: 2015

Age Prem!um Weighted Age Prem!um Weighted Age Premi_um Weighted

Ratio Premium Ratio Premium Ratio Premium
0-20 0.635 $153.19 35 1.222 $294.81 50 1.786 $430.87
21 1.000 $241.25 36 1.230 $296.74 51 1.865 $449.93
22 1.000 $241.25 37 1.238 $298.67 52 1.952 $470.92
23 1.000 $241.25 38 1.246 $300.60 53 2.040 $492.15
24 1.000 $241.25 39 1.262 $304.46 54 2.135 $515.07
25 1.004 $242.22 40 1.278 $308.32 55 2.230 $537.99
26 1.024 $247.04 41 1.302 $314.11 56 2.333 $562.84
27 1.048 $252.83 42 1.325 $319.66 57 2.437 $587.93
28 1.087 $262.24 43 1.357 $327.38 58 2.548 $614.71
29 1.119 $269.96 44 1.397 $337.03 59 2.603 $627.97
30 1.135 $273.82 45 1.444 $348.37 60 2.714 $654.75
31 1.159 $279.61 46 1.500 $361.88 61 2.810 $677.91
32 1.183 $285.40 47 1.563 $377.07 62 2.873 $693.11
33 1.198 $289.02 48 1.635 $394.44 63 2.952 $712.17
34 1.214 $292.88 49 1.706 $411.57 64+ 3.000 $723.75

Source: CCIIO 2014. Note: The Premium Ratio is taken from the HHS Default Standard Age Curve.

As noted above, the federal payment methodology assumes an even distribution by age within each age range
used to define federal payment cells. We apply that averaging methodology in using Table 2 to calculate
reference premiums for each age range, with results shown in Table 3.

Table 3. Reference Premiums for Washington

Non-Smokers, by Age Range: 2015

Age range Premium
19-20 $153.19
21-34 $261.43
31-44 $310.18
45-54 $425.23
55-64 $639.31
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Consumer payments for benchmark coverage

Estimating the PTC requires subtracting from the reference premiums shown in Table 3 the amounts that
BHP-eligible consumers would pay for marketplace benchmark coverage, which vary based on FPL and
household size. Table 4 shows those income-based amounts for households up to 5 people in size.

Table 4. Monthly Payments Required for Benchmark Coverage, by FPL and Household Size: 2015

Required Household Size Required Household Size
FPL % of FPL % of
income 1 2 3 4 5 income | 2 3 4 5

132 2.01% | $25.80 $34.78 $43.76 $52.73 $61.71 | 167 4.81% $78.10 | $105.27 | $132.44 | $159.61 | $186.78
133 3.02% | $39.06 $52.65 $66.24 $79.83 $93.42 | 168 4.86% $79.32 | $106.92 | $134.52 | $162.12 | $189.71
134 3.08% | $40.12 $54.08 $68.04 $82.00 $95.96 | 169 4.90% $80.56 | $108.59 | $136.61 | $164.64 | $192.67
135 3.14% | $41.19 $55.52 $69.86 $84.19 $98.52 | 170 4.95% $81.80 | $110.26 | $138.72 | $167.18 | $195.64
136 3.20% | $42.28 $56.98 $71.69 $86.40 | $101.11 | 171 4.99% $83.06 | $111.95 | $140.85 | $169.74 | $198.64
137 3.26% | $43.37 $58.46 $73.55 $88.64 | $103.73 | 172 5.04% $84.32 | $113.65 | $142.99 | $172.32 | $201.65
138 3.31% | $44.48 $59.95 $75.42 $90.90 | $106.37 | 173 5.09% $85.59 | $115.36 | $145.14 | $174.92 | $204.69
139 3.37% | $45.59 $61.46 $77.32 $93.18 | $109.04 | 174 5.13% $86.87 | $117.09 | $147.31 | $177.53 | $207.75
140 3.43% | $46.72 $62.98 $79.23 $95.49 | $111.74 | 175 5.18% $88.16 | $118.83 | $149.50 | $180.17 | $210.84
141 3.49% | $47.86 $64.52 $81.17 $97.82 | $114.47 | 176 5.23% $89.46 | $120.58 | $151.70 | $182.82 | $213.94
142 3.55% | $49.02 $66.07 $83.12 | $100.17 | S117.23 | 177 5.27% $90.76 | $122.34 | $153.91 | $185.49 | $217.07
143 3.61% | $50.18 $67.64 $85.09 | $102.55 | $120.01 | 178 5.32% $92.08 | $124.11 | $156.15 | $188.18 | $220.21
144 3.67% | $51.35 $69.22 $87.09 | $104.95 | $122.82 | 179 5.37% $93.40 | $125.90 | $158.39 | $190.89 | $223.38
145 3.73% | $52.54 $70.82 $89.10 | $107.38 | $125.65 | 180 5.41% $94.74 | $127.70 | $160.66 | $193.61 | $226.57
146 3.78% | $53.74 $72.43 $91.13 | $109.82 | $128.52 | 181 5.46% $96.08 | $129.51 | $162.93 | $196.36 | $229.79
147 3.84% | $54.95 $74.06 $93.18 | $112.29 | $131.41 | 182 5.50% $97.43 | $131.33 | $165.23 | $199.12 | $233.02
148 3.90% | $56.17 $75.71 $95.25 | $114.79 | $134.33 | 183 5.55% $98.79 | $133.16 | $167.53 | $201.90 | $236.27
149 3.96% | $57.40 $77.37 $97.34 | $117.31 | $137.27 | 184 5.60% | $100.16 | $135.01 | $169.86 | $204.70 | $239.55
150 4.02% | $58.64 $79.04 $99.44 | $119.85 | $140.25 | 185 5.64% | $101.54 | $136.87 | $172.20 | $207.52 | $242.85
151 4.07% | $59.71 $80.49 | $101.26 | $122.04 | $142.81 | 186 5.69% | $102.93 | $138.74 | $174.55 | $210.36 | $246.17
152 4.11% | $60.80 $81.95 | $103.10 | $124.25 | $145.40 | 187 5.74% | $104.33 | $140.62 | $176.92 | $213.22 | $249.51
153 4.16% | $61.89 $83.42 | $104.95 | $126.48 | $148.01 | 188 5.78% | $105.73 | $142.52 | $179.30 | $216.09 | $252.87
154 4.21% | $62.99 $84.90 | $106.81 | $128.72 | $150.64 | 189 5.83% | $107.15 | $144.43 | $181.70 | $218.98 | $256.26
155 4.25% | $64.09 $86.39 | $108.69 | $130.99 | $153.29 | 190 5.88% | $108.57 | $146.35 | $184.12 | $221.89 | $259.67
156 4.30% | $65.21 $87.90 | $110.58 | $133.27 | $155.96 | 191 5.92% | $110.01 | $148.28 | $186.55 | $224.82 | $263.09
157 4.34% | $66.34 $89.42 | $112.50 | $135.57 | $158.65 | 192 5.97% | $111.45 | $150.22 | $189.00 | $227.77 | $266.54
158 4.39% | $67.47 $90.95 | $114.42 | $137.89 | $161.37 | 193 6.02% | $112.90 | $152.18 | $191.46 | $230.74 | $270.01
159 4.44% | $68.62 $92.49 | $116.36 | $140.23 | $164.11 | 194 6.06% | $114.36 | $154.15 | $193.93 | $233.72 | $273.51
160 4.48% | $69.77 $94.04 | $118.32 | $142.59 | $166.86 | 195 6.11% | $115.83 | $156.13 | $196.43 | $236.72 | $277.02
161 4.53% | $70.93 $95.61 | $120.29 | $144.97 | $169.64 | 196 6.15% | $117.31 | $158.12 | $198.93 | $239.74 | $280.56
162 4.58% | $72.11 $97.19 | $122.28 | $147.36 | $172.45 | 197 6.20% | $118.80 | $160.13 | $201.46 | $242.78 | $284.11
163 4.62% | $73.29 $98.78 | $124.28 | $149.77 | $175.27 | 198 6.25% | $120.29 | $162.14 | $203.99 | $245.84 | $287.69
164 4.67% | $74.48 | $100.39 | $126.30 | $152.21 | $178.12 | 199 6.29% | $121.80 | $164.17 | $206.55 | $248.92 | $291.29
165 4.72% | $75.67 | $102.00 | $128.33 | $154.66 | $180.98 | 200 6.34% | $123.31 | $166.21 | $209.11 | $252.02 | $294.92
166 4.76% | $76.88 | $103.63 | $130.38 | $157.12 | $183.87

Note: Calculations are based on FPL levels for 2014 for all states except Alaska and Hawaii, which will be in effect at the
start of 2015 open enrollment.

As explained above, consumer payments, within each FPL range for each household size, are calculated based
on averages, assuming that each FPL percentage is equally represented in the range. Table 5 shows those
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averages.'> Note that the same amounts would be paid for benchmark coverage in all states but Hawaii and
Alaska, so Tables 4 and 5 can be used by analysts in any of the other 48 states and the District of Columbia.'*

Table 5. Average monthly payments required for benchmark coverage, by FPL range and household size: 2015

Household size
FPL range ] > 3 2 5
0-138% FPL $14.16 $19.08 $24.00 $28.93 $33.85
139-150% FPL $52.01 $70.11 $88.20 $106.30 $124.40
151-175% FPL $73.52 $99.10 $124.68 $150.25 $175.83
176-200% FPL $105.97 $142.84 $179.70 $216.57 $253.44

Note: Calculations are based on FPL levels for 2014 for all states except Alaska and Hawaii, which will be in effect at the
start of 2015 open enrollment. Calculations for BHP consumers under 138% FPL assume even distribution by FPL
percentage. If actual distribution between those within federally specified ranges (0-50, 51-100, and 101-138% FPL) is
significantly different from the assumed distribution, average payments required for consumers under 138% FPL could
differ from those shown.

PTC estimates, without considering tax reconciliation effects

The above analyses allow a calculation of PTC amounts, without considering tax reconciliation effects. The
simplest case involves a household with one BHP-eligible member. Such a household’s PTC is determined by
subtracting the required payment for benchmark coverage, given the applicable FPL level and household size,
as shown in Table 5, from the reference premium for the applicable age range, as shown in Table 3. Table 6
displays the results, by FPL level and household size.

Table 6. PTC amounts for households with one BHP-eligible member: 2015

Household Payment for Age range and reference premium
size FPL benchmark 19-20 21-34 35-44 45-54 55-64
plan $153.19 $261.43 $310.18 $425.23 | $639.31
0-138% FPL $14.16 $139.03 $247.27 $296.02 $411.07 $625.16
) 139-150% FPL $52.01 $101.18 $209.42 $258.16 $373.21 $587.30
151-175% FPL $73.52 $79.67 $187.91 $236.66 $351.71 $565.79
176-200% FPL $105.97 $47.22 $155.46 $204.21 $319.26 $533.34
0-138% FPL $19.08 $134.11 $242.35 $291.10 $406.15 $620.23
5 139-150% FPL $70.11 $83.08 $191.32 $240.07 $355.12 $569.20
151-175% FPL $99.10 $54.09 $162.33 $211.08 $326.13 $540.21
176-200% FPL $142.84 $10.35 $118.59 $167.34 $282.39 $496.48
0-138% FPL $24.00 $129.19 $237.43 $286.17 $401.22 $615.31
3 139-150% FPL $88.20 $64.99 $173.23 $221.97 $337.02 $551.11
151-175% FPL $124.68 $28.51 $136.75 $185.50 $300.55 $514.64
176-200% FPL $179.70 $0.00 $81.73 $130.48 $245.52 $459.61
0-138% FPL $28.93 $124.26 $232.50 $281.25 $396.30 $610.38
A 139-150% FPL $106.30 $46.89 $155.13 $203.88 $318.93 $533.01
151-175% FPL $150.25 $2.94 $111.18 $159.92 $274.97 $489.06
176-200% FPL $216.57 $0.00 $44.86 $93.61 $208.66 $422.74
0-138% FPL $33.85 $119.34 $227.58 $276.32 $391.37 $605.46
s 139-150% FPL $124.40 $28.79 $137.03 $185.78 $300.83 $514.92
151-175% FPL $175.83 $0.00 $85.60 $134.35 $249.40 $463.48
176-200% FPL $253.44 $0.00 $7.99 $56.74 $171.79 $385.88

Note: Calculations show estimated PTC amounts before considering reconciliation effects.

For households with more than one BHP-eligible member, the calculation is more complex.
This issue requires careful attention; it is often mishandled in estimating federal BHP
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payments. In Washington and almost all other states, family premiums are calculated by adding up the
premiums charged to each enrollee within the family.'® The family’s required payment for benchmark coverage,
however, is unaffected by the number of family members who receive such coverage. For purposes of
estimating federal BHP payments per BHP-eligible consumer, the payment amount required from the entire
family is divided among the BHP-eligible members of the family.

To illustrate, in a 4-person household between 139-150% FPL, the required household payment for benchmark
coverage is $106.30. If that household has one BHP-eligible member in the 45-54 age range, the reference
premium is $425.23. The PTC amount is the difference between the two numbers, or $318.93 (Table 6). If that
household has two BHP-eligible members in the 45-54 age range, each is charged the $425.23 reference
premium, but they “split” the household’s required payment of $106.30. Each therefore receives a PTC of
$372.08, calculated by subtracting $53.15 from $425.23.'° Tables 7 and 8 show PTC amounts for individual
consumers within households that have two and three BHP-eligible members. The calculations divide
household income-based payments by 2 and 3, respectively, to determine individual (rather than household)
PTC amounts.

Table 7. PTC amounts

ible consumer in households with 2 BHP-eligible members: 2015
Payment for Age range and reference premium

Hofi;:md FPL benchmark 19-20 21-34 35-44 45-54 55-64
plan $153.19 | $261.43 | $310.18 | $425.23 | $639.31
0-138% FPL $9.54 $143.65 | $251.89 | $300.64 $415.69 $629.77
, 139-150% FPL $35.05 $118.14 | $226.38 | $275.12 $390.17 $604.26
151-175% FPL $49.55 $103.64 | $211.88 | $260.63 $375.68 $589.76
176-200% FPL $71.42 $81.77 | $190.01 | $238.76 $353.81 $567.90
0-138% FPL $12.00 $141.19 | $249.43 | $298.18 $413.22 $627.31
5 139-150% FPL $44.10 $109.09 | $217.33 | $266.08 $381.12 $595.21
151-175% FPL $62.34 $90.85 | $199.09 | $247.84 $362.89 $576.97
176-200% FPL $89.85 $63.34 | $171.58 | $220.33 $335.38 $549.46
0-138% FPL $14.46 $138.73 | $246.97 | $295.71 $410.76 $624.85
. 139-150% FPL $53.15 $100.04 | $208.28 | $257.03 $372.08 $586.16
151-175% FPL $75.13 $78.06 | $186.30 | $235.05 $350.10 $564.19
176-200% FPL $108.28 $44.91 | $153.15| $201.89 $316.94 $531.03
0-138% FPL $16.93 $136.26 | $244.50 | $293.25 $408.30 $622.39
: 139-150% FPL $62.20 $90.99 | $199.23 | $247.98 $363.03 $577.12
151-175% FPL $87.92 $65.27 | $173.51| $222.26 $337.31 $551.40
176-200% FPL $126.72 $26.47 | $134.71| $183.46 $298.51 $512.60

Note: Display shows estimated PTC amounts before considering tax reconciliation effects.
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Table 8. PTC amounts per eligible consumer in households with 3 BHP-eligible members: 2015

Age range and reference premium
H°‘$2°'d FPL bei""cmr&ea“rtkfﬂran o T o ] o | o 55-64

P $153.19 | $261.43 | $310.18 | $425.23 | $639.31

0-138% FPL $8.00 $14519 | $253.43 | $302.18 | $417.23 | $631.31

5 139-150% FPL $29.40 $123.79 | $232.03 | $280.78 | $395.83 | $609.91
151-175% FPL $41.56 $111.63 | $219.87 | $26862 | $383.67 | $597.75
176-200% FPL $59.90 $93.29 | $20153 | $250.28 | $36533 | $579.41

0-138% FPL $9.64 $143.55 | $251.79 | $30053 | $41558 | $629.67

. 139-150% FPL $35.43 $117.76 | $226.00 | $274.74 | $389.79 | $603.88
151-175% FPL $50.08 $103.11 | $211.35 | $260.09 | $375.14 | $589.23
176-200% FPL $72.19 $81.00 | $189.24 | $237.99 | $353.04 | $567.12

0-138% FPL $11.28 $141.91 | $250.15 | $298.89 | $413.94 | $628.03

; 139-150% FPL $41.47 $111.72 | $219.96 | $268.71 | $383.76 | $597.85
151-175% FPL $58.61 $94.58 | $202.82 | $25157 | $366.62 | $580.70
176-200% FPL $84.48 $68.71 | $176.95 | $225.70 | $340.75 | $554.83

Note: Display shows estimated PTC amounts before considering tax reconciliation effects.

Calculating the PTC component of federal BHP payments

To calculate the PTC component of federal BHP payments, the above PTC amounts are multiplied by .9492,
reflecting the impact of tax reconciliation, according to the federal payment methodology for 2015; and .95,
which converts the marketplace PTC into the federal BHP payment. The amounts in Tables 6 through 8 are
multiplied by .90174, the product of these two factors. The results are shown in Table 9.
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| Table 9. PTC component of federal BHP payments: estimated Washington state averages, 2015

1-person household

2-person household

3-person household

4-person household

5-person household

139-
150%
FPL

151-
175%
FPL

176-
200%
FPL

139-
150%
FPL

151-
175%
FPL

176-
200%
FPL

0-
138%
FPL

139-
150%
FPL

151-
175%
FPL

176-
200%
FPL

139-
150%
FPL

151-
175%
FPL

176-
200%
FPL

139-
150%
FPL

151-
175%
FPL

176-
200%
FPL

1 BHP-
eligible
person
in unit

Age
19-
20

$125.37

$91.24

$71.84

$42.58

$120.93

$74.92

$48.78

$9.34

$116.49

$58.60

$25.71

$112.05

$42.28

$2.65

$107.61

$25.97

Age
21-
34

$222.98

$188.84

$169.45

$140.19

$218.54

$172.52

$146.38

$106.94

$214.10

$156.20

$123.32

$73.70

$209.65

$139.89

$100.25

$40.45

$205.21

$123.57

$77.19

$7.21

Age
44

$266.94

$232.80

$213.40

$184.14

$262.49

$216.48

$190.34

$150.90

$258.05

$200.16

$167.27

$117.66

$253.61

$183.85

$144.21

$84.41

$249.17

$167.53

$121.15

$51.17

Age

54

$370.68

$336.54

$317.15

$287.89

$366.24

$320.22

$294.08

$254.64

$361.80

$303.91

$271.02

$221.40

$357.36

$287.59

$247.95

$188.16

$352.92

$271.27

$224.89

$154.91

Age

64

$563.73

$529.59

$510.20

$480.94

$559.29

$513.27

$487.13

$447.69

$554.85

$496.96

$464.07

$414.45

$550.41

$480.64

$441.00

$381.21

$545.97

$464.32

$417.94

$347.96

2 BHP-
eligible
people
in unit

Age
19-
20

$129.53

$106.53

$93.46

$73.74

$127.31

$98.37

$81.92

$57.12

$125.09

$90.21

$70.39

$40.49

$122.87

$82.05

$58.86

$23.87

Age
21-
34

$227.14

$204.13

$191.06

$171.34

$224.92

$195.97

$179.53

$154.72

$222.70

$187.81

$168.00

$138.10

$220.48

$179.66

$156.46

$121.48

Age

44

$271.10

$248.09

$235.02

$215.30

$268.88

$239.93

$223.49

$198.68

$266.66

$231.77

$211.95

$182.06

$264.44

$223.61

$200.42

$165.43

Age

54

$374.84

$351.83

$338.76

$319.04

$372.62

$343.68

$327.23

$302.42

$370.40

$335.52

$315.70

$285.80

$368.18

$327.36

$304.17

$269.18

Age
55-
64

$567.89

$544.88

$531.81

$512.09

$565.67

$536.73

$520.28

$495.47

$563.45

$528.57

$508.75

$478.85

$561.23

$520.41

$497.22

$462.23

3 BHP-
eligible
people
in unit

Age
19-
20

$130.92

$111.63

$100.66

$84.12

$129.44

$106.19

$92.97

$73.04

$127.96

$100.75

$85.29

$61.96

Age
21-
34

$228.53

$209.23

$198.27

$181.73

$227.05

$203.79

$190.58

$170.65

$225.57

$198.35

$182.89

$159.56

Age

44

$272.48

$253.19

$242.22

$225.69

$271.00

$247.75

$234.54

$214.60

$269.52

$242.31

$226.85

$203.52

Age
45-
54

$376.23

$356.93

$345.97

$329.43

$374.75

$351.49

$338.28

$318.35

$373.27

$346.05

$330.59

$307.27

Age
55-
64

$569.28

$549.98

$539.02

$522.48

$567.80

$544.54

$531.33

$511.40

$566.32

$539.10

$523.64

$500.32
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Cost-Sharing Reduction Component

CSR component before adjusting for tobacco use

Estimating the CSR’s value for an individual consumer begins by calculating the amount of the consumer’s

expected EHB claims. As noted earlier, the total amount of EHB claims, without including those related to

tobacco use, is determined by making the following adjustments to the reference premium for non-smokers:

e Multiplying the reference premium by 0.8, to eliminate administrative costs;

¢ Dividing it by 0.7, to add consumers’ share of EHB claims; and

e Multiplying it by 1.12, to account for induced utilization resulting from lower out-of-pocket cost-sharing.

Combining these three factors means that the reference premium is multiplied by 1.28 to estimate the amount

of EHB claims (other than those resulting from tobacco use). The value of the CSR, for consumers at or below
150% FPL, is the increase in AV resulting from the CSR, which equals 24% of EHB claims costs; for those

between 151 and 200% of FPL, that increase equals 17%. The resulting value of the CSR in the marketplace is

then multiplied by 95%, to calculate the CSR component of the federal BHP payment. Table 10 shows these

calculations.

0. Calculating the CSR component of the federal BHP payment, without the tobacco adjustment: 2015

Age Reference . CSR value in marketplace CSR component of BHP
range premium EHB claims payment
0-150% FPL 151-200% FPL | 0-150% FPL | 151-200% FPL

19-20 $153.19 $196.08 $47.06 $33.33 S44.71 $31.67
21-34 $261.43 $334.63 $80.31 $56.89 $76.30 $54.04
31-44 $310.18 $397.03 $95.29 $67.50 $90.52 $64.12
45-54 $425.23 $544.29 $130.63 $92.53 $124.10 $87.90
55-64 $639.31 $818.32 $196.40 $139.11 $186.58 $132.16

The tobacco adjustment

The tobacco adjustment is calculated based on two factors: the extent to which EHB claims for tobacco use are

not included in the premium charged to non-smokers, which is estimated based on the weighted-average ratio

of benchmark premiums for tobacco users to benchmark premiums charged to non-tobacco users; and the

estimated prevalence of tobacco use among BHP enrollees.

For tobacco users age 21 and older, all but one of Washington’s benchmark QHPs increase premiums by 7.5%

above the rates charged to non-users.'” The other QHP increases such premiums by 20%.'® The latter plan is
the benchmark QHP in counties with 41% of the state’s QHP enrollees.’ Weighting these tobacco-based
premium increases by QHP enrollment, we find that, for the weighted-average tobacco user age 21-64 in
Washington State, premiums rise by 12.6% because of tobacco use. Under the federal payment methodology,

this is the measure of EHB tobacco-related claims that are not included in the reference premium charged to

non-users.

According to data from the Centers for Disease Control and Prevention (CDC), 17.5% of all Washington adults

smoked and 3.6 percent used smokeless tobacco in 2012, totaling 20.1 percent tobacco users. These

percentages varied greatly by age, as shown in Table 11.
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Table 11. Percentage of Washington residents who use tobacco, by age: 2012

fa : Percent of residents who use tobacco
Cigarettes Smokeless Tobacco Total
18-24 15.8% 4.1% 19.9%
25-44 22.9% 5.7% 20.0%
45-64 17.6% 2.4% 8.7%
65+ 7.5% 1.2% 28.6%

Source: Office on Smoking and Health, National Center for Chronic Disease Prevention and Health Promotion, 2013.%°

By multiplying the 12.6% weighted average increase in health care costs resulting from tobacco use by the
estimated rate of tobacco use among Washington residents within various age ranges, as shown in table 11,, we
calculate the percentages by which CSR payments should increase to reflect tobacco-related EHB claims that
are not included in premiums charged to non-smokers. The percentage increases that apply within the age
ranges used by the CDC are set out in Table 12.

Table 12. Increases in CSR payments required to cover tobacco-

related EHB claims, within CDC-reported age ranges

Age range Percent increase in CSR payments
18-24 2.5%
25-44 3.6%
45-64 2.5%

Table 13 shows how those increases would translate into the age ranges used for BHP payment.?'

Table 13. Increases in CSR payments required to cover tobacco-related
EHB claims, within age ranges used for federal BHP payments

Age range Percent increase in CSR payments
19-20 2.5%
21-34 3.3%
31-44 3.6%
45-54 2.5%
55-64 2.5%

Source: CMS 2014.%

While that calculation shows the generally applicable methodology, in Washington state no tobacco adjustment
applies to BHP enrollees under age 21, because QHPs do not raise premiums for tobacco users under age 21.

Calculating the CSR component of federal BHP payments with tobacco adjustment

As the final step in calculating the CSR component, we increase the CSR component of federal BHP payment
amounts, shown in Table 10, by the percentages shown in Table 13 (except for adults under age 21, whose CSRs
are not adjusted based on tobacco use). The result is shown in Table 14.
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Table 14. CSR component of federal BHP payments including

tobacco adjustment: estimated Washington state averages, 2015

S e CSR component of federal BHP payment
0-150% FPL 151-200% FPL
19-20 $44.71 $31.67
21-34 $78.81 $55.82
35-44 $93.78 $66.43
45-54 $127.20 $90.10
55-64 $191.24 $135.46

Federal payment cells

Table 15 combines the PTC components shown in Table 9 with the CSR components shown in Table 14. The
combination represents the approximate average federal payment for all BHP-eligible Washington residents
who share the displayed combination of household size, FPL, age, and number of BHP-eligible consumers per
household. Unlike the dollar amounts shown above, those in the following table are stated in annual terms.
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Table 15. Federal BHP annual payment amounts per consumer: estimated

ashington state averages, 2015

1-person household 2-person household 3-person household 4-person household 5-person household
0- 139- 151- 176- 0- 139- 151- 176- 0- 139- 151- 176- 0- 139- 151- 176- 0- 139- 151- 176-
138% | 150% | 175% | 200% | 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200%
FPL | FPL | FPL | FPL |FPL |FPL |FPL |FPL |FPL |FPL |FPL | FPL |FPL |FPL |FPL |FPL |FPL |FPL | FPL | FPL
Age $2,041 | $1,631 | $1,242 | $891 | $1,988 | $1,435 | $965 | $492 | $1,934 | $1,240 | $689 $0 | $1,881 | $1,044 | $412 $o | $1,828 | $848 $0 $0
19-20
Age $3,621 | $3,212 | $2,703 | $2,352 | $3,568 | $3,016 | $2,426 | $1,953 | $3,515 | $2,820 | $2,150 | $1,554 | $3,462 | $2,624 | $1,873 | $1,155 | $3,408 | $2,429 | $1,596 | $756
21-34
1 BHP-
cligible | Ag® $4,329 | $3,919 | $3,358 | $3,007 | $4,275 | $3,723 | $3,081 | $2,608 | $4,222 | $3,527 | $2,804 | $2,209 | $4,169 | $3,332 | $2,528 | $1,810 | $4,115 | $3,136 | $2,251 | $1,411
person 35-44
inunit =2 $5,975 | $5,565 | $4,887 | $4,536 | $5,921 | $5,369 | $4,610 | $4,137 | $5,868 | $5,173 | $4,333 | $3,738 | $5,815 | $4,977 | $4,057 | $3,339 | $5,761 | $4,782 | $3,780 | $2,940
45-54
Age $9,060 | $8,650 | $7,748 | $7,397 | $9,006 | $8,454 | $7,471 | $6,998 | $8,953 | $8,258 | $7,194 | $6,599 | $8,900 | $8,063 | $6,918 | $6,200 | $8,846 | $7,867 | $6,641 | $5,801
55-64
Age - - - -] $2,001 | $1,815 | $1,501 | $1,265 | $2,064 | $1,717 | $1,363 | $1,065 | $2,038 | $1,619 | $1,225 | $866 | $2,011 | $1,521 | $1,086 | $666
19-20
Age - - - -] $3,671 | $3,395 | $2,963 | $2,726 | $3,645 | $3,297 | $2,824 | $2,526 | $3,618 | $3,199 | $2,686 | $2,327 | $3,591 | $3,102 | $2,547 | $2,128
21-34
2 BHP-
cligible | Age - - - - | $4,379 | $4,102 | $3,617 | $3,381 | $4,352 | $4,005 | $3,479 | $3,181 | $4,325 | $3,907 | $3,341 | $2,982 | $4,299 | $3,809 | $3,202 | $2,782
people | 3544
inunit Mage R - - - | $6,025 | $5,748 | $5,146 | $4,910 | $5,998 | $5,651 | $5,008 | $4,710 | $5,971 | $5,553 | $4,870 | $4,511 | $5,945 | $5,455 | $4,731 | $4,311
45-54
Age - - - - | $9,110 | $8,834 | $8,007 | $7,771 | $9,083 | $8,736 | $7,869 | $7,571 | $9,056 | $8,638 | $7,731 | $7,372 | $9,030 | $8,540 | $7,592 | $7,172
55-64
Age - - - - - - - - | $2,108 | $1,876 | $1,588 | $1,389 | $2,000 | $1,811 | $1,496 | $1,257 | $2,072 | $1,745 | $1,403 | $1,124
19-20
Age - - - - - - - - | 43,688 | $3,456 | $3,049 | $2,851 | $3,670 | $3,391 | $2,957 | $2,718 | $3,652 | $3,326 | $2,865 | $2,585
21-34
3 BHP-
cligible | Age - - - - - - - -] $4,395 | $4,164 | $3,704 | $3,505 | $4,377 | $4,098 | $3,612 | $3,372 | $4,360 | $4,033 | $3,519 | $3,239
people | 3544
nunit Fage - - - - - - - -] $6,0a1 | $5,810 | $5,233 | $5,034 | $6,023 | 5,744 | $5,141 | $4,901 | $6,006 | $5,679 | $5,048 | $4,768
45-54
Age - - - - - - - - | $9,126 | $8,895 | $8,004 | $7,895 | $9,108 | $8,829 | $8,002 | $7,762 | $9,091 | $8,764 | $7,909 | $7,629
55-64
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STEP THREE: CALCULATE THE AVERAGE FEDERAL PAYMENT FOR BHP-ELIGIBLE RESIDENTS

Multiplying the number of BHP-eligible consumers in each category, shown in appendix table A4 for
Washington State, by the federal payment per capita for each applicable statewide federal payment cell, as
shown in Table 15, yields the federal payment totals shown in Table 16. For all BHP-eligible consumers
statewide, these payments sum to $190.0 million. When we divide that total by the estimated 43,520 BHP-
eligible state residents shown in the Appendix tables for Washington State, we find that federal payments for
BHP-eligible state residents average approximately $4,366 for 2015.

Obviously, not all BHP-eligible consumers will enroll. But to the extent that eligible consumers of all types—
income, age, household size, etc.—are equally likely to sign up, the average federal payment per enrollee will
approximate the amount for all eligible consumers.

These estimates also allow a calculation of average federal payments for various subsets of BHP-eligible
consumers, such as all consumers within particular age and FPL ranges. One can simply divide total federal
payments for each subset by the number of included consumers. For example, Table 17 shows that:

e 2015 BHP payments in Washington State rise with age. They average $1,483 for BHP-eligible consumers
age 19-20; 2,889 for those age 21-34; $3,421 for those age 35-44; $4,993 for those age 45-54; and $7,841
for those age 55-64. This pattern results from higher marketplace premiums (hence higher QHP subsidies,
all else equal) for older adults.

e Within each individual age band, federal BHP payments are highest for the poorest consumers. For
example, among adults age 19-20, federal payments average $2,015 for BHP-eligibles consumers at 0-138%
FPL; $1,589 at 139-150% FPL; $1,216 at 151-175% FPL; and $860 at 176-200% FPL. This reflects higher
marketplace subsidies (hence higher federal payments) for lower-income consumers.

e However, when one combines BHP-eligible consumers of all ages, the lowest average federal payments are
for those with incomes below 138% FPL, because consumers in this group are poor immigrants
disproportionately likely to be young adults. Above 138% FPL, federal payments are highest for those with
the lowest income, even if one includes eligible consumers of all ages. Payments average $5,042 at 139-
150% FPL, declining to $4,435 at 151-175% FPL and $4,132 at 176 to 200% FPL.

These sub-set averages can help state-level policymakers and stakeholders compare federal payments to health
care costs that vary based on age (and income, if benefits and out-of-pocket cost-sharing differ based on BHP
enrollees’ income). Such averages can also help policymakers craft BHP rules that promote financial feasibility
by encouraging the enrollment of eligible consumers with the most favorable fiscal relationship between
federal funding amounts and average health care costs.
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Table 16. Total Federal BHP annual amounts for eligible consumers, by category: 2015 (thousands)

1-person household 2-person household 3-person household 4-person household 5-person household
0-138% 139- 151- 176- 0- 139- 151- 176- 0- 39- 151- 176- 0- 139- | 151- | 176- 0- 139- | 151- 176-
FPL 150% | 175% 200% 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200% | 138% | 150% | 175% | 200%
FPL | FPL FPL FPL | FPL | FPL |FPL | FPL |FPL |FPL |FPL |FPL |FPL |FPL |FPL |FPL |FPL |FPL | FPL
Age $1,648 |  $330 $501 $283 | $280 | $100 | $100 $35 | s165 $59 $42 $0 $94 $16 $7 $0 $95 $3 $0 $0
19-20
Age $11,546 | $4,970 | $8,917 | $7,794 | $2,258 | $652 | $1,052 | $618 | $1,099 | $340 | $552 | $268 | $569 | $115 | $130 $60 | sa19 $37 $50 $9
21-34
1 BHP-
cligible | Age $1,924 | $1,211 | $2,186 | $2,013 | $517 | $333 | $580 | $330 | $368 | s$212 | 424 | s$247 | s217 | s122 | $136 $71 | s205 $37 $54 $21
person 35-44
nunit age $1,801 | $2,414 | $4,354 | $4119 | $500 | $782 | $1,283 | $797 | $227 | $258 | $483 | 346 | $150 | $90 | s125 | 87| s110 | s$28 | $39 | $32
45-54
Age $2,649 | $7,113 | $13,602 | $11,884 | $954 | $4,057 | $7,285 | $6,450 | $278 | $541 | $952 | seos | $133 | s$121 | 194 | $133 | <200 $72 | s$113 $45
55-64
Age $86 | $102 | %147 $72 $32 $68 | $115 $70 $21 $28 $36 $27 $21 $11 $16 $5
19-20 - - - -
Age sa64 | $542 | 857 | s605 | 297 | $472 | 967 | se49 | $240 | $536 | s$867 | se49 | S164 | $431 | s672 | $441
21-34 - - - -
2 BHP-
cligible | Age $114 | $229 | 423 | $313 | 177 | s225 | 535 | s421 | s208 | saa9 | s$772 | se71 | s184 | $422 | $800 | $540
people 35-44 ) ) ) )
in unit Age $302 $987 | $1,756 | $1,467 $216 $537 | $1,046 $838 $157 $464 $726 $661 $131 $246 $505 $350
45-54 - - - .
Age $707 | $3,781 | $7,759 | $6,972 | $135 | $706 | $1,491 | $1,358 | $115 | $261 | $488 | $385 | $131 | $109 | $145 | $156
55-64 - - - -
Age $11 $27 $75 $58 $8 $37 $56 $38 $29 $40 $75 $41
19-20 - - - - - - - -
Age $50 $61 | $172 | $136 $27 | $104 | s164 | $122 $61 $73 | s114 $78
21-34 - - - - - - - -
3 BHP-
cligible | Age $6 $24 $53 $41 $5 $31 $70 $65 $42 $67 | $136 | $103
people 35-44 . . . . . . . .
nunit e $114 | $98 | $282 | $228 | $58 | $162 | %255 | 5240 | 989 | $127 | $263 | $179
45-54 - - - - - - - -
Age $29 | $200 | $459 | $447 | $26 | $165 | $281 | $216 $61 | $86 | $137 | $114
55-64 - - - - - - - -
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Table 17. Average federal payments per BHP-eligible consumer, for various combinations of age and FPL:

statewide estimates, 2015

Age Income Range
0-138% FPL 139-150% FPL 151-175% FPL 176-200% FPL Total (0-200% FPL)
19-20 $2,015 $1,589 $1,216 $860 $1,483
21-34 $3,598 $3,177 $2,658 $2,307 $2,889
35-44 $4,292 $3,844 $3,260 $2,898 $3,421
45-54 $5,956 $5,549 $4,869 $4,522 $4,993
55-64 $9,037 $8,629 $7,728 $7,374 $7,841
Total (Age 19-64) $4,032 $5,042 $4,435 $4,132 $4,366

Conclusion: placing federal payment estimates in context

The above process should provide a reasonable approximation of average federal payments per BHP-eligible
consumer; however, actual federal payments could be different. For example, if the lowest-income BHP-eligible
residents tend to live in a particularly low-cost or a particularly high-cost area of the state, then actual average
federal payments may be lower or higher than the amount derived using the approach suggested here. That
said, this method provides a good starting point for estimating the amount that a state would receive from the
federal government, if all BHP-eligible consumers were equally likely to enroll. This should allow a comparison
of federal payments to the cost of providing BHP coverage to the average eligible consumer.

The appendix tables should facilitate estimating BHP coverage costs by providing information about the
characteristics of BHP-eligible consumers. However, BHP costs will depend on state decisions about covered
benefits, out-of-pocket cost-sharing, premiums, and provider reimbursement. To estimate state costs,
policymakers could begin with either average Medicaid costs for non-pregnant, non-disabled adults at
relatively high income levels or average silver-level benchmark QHP costs for adults below 200 percent FPL. In
either case, those initial cost figures would need to be adjusted to reflect differences between the coverage on
which they are based (Medicaid or subsidized QHP coverage) and BHP.

It will also be important to estimate which consumers are likely to enroll. Only those who sign up will generate
costs and yield federal payments. As suggested earlier, states may be able to influence the balance of BHP costs
and revenues. For example, if the state designs BHP coverage so that the lowest-income BHP consumers are
more likely to enroll because of minimal premiums and out-of-pocket costs, that may increase the average
amount of federal BHP payments without a corresponding increase in average state BHP costs.

A BHP fiscal analysis also needs to consider potential state savings from BHP.?* More fundamentally, federal
BHP funding can vary based on year-to-year changes in QHP benchmark premiums. Over time, marketplace
premiums should eventually stabilize. Moreover, CMS’s publication of federal payment rates for a given year in
February of the prior year gives states advance notice of changes, allowing time to plan. Predictability is further
enhanced if a state decides to base a year’s BHP payments, not on that year’s QHP benchmark premiums, but
on the previous year’s premiums, updated based on CMS national projections. Notwithstanding these factors
that can enhance a state’s ability to predict future federal payments and thus to plan ahead, during BHP’s early
years states could consider attempting to retain a small surplus in BHP trust funds to guard against unforeseen
drops in future QHP benchmark premiums or unexpected changes to federal BHP payment methodologies.
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Appendix: The Characteristics of BHP Eligibles by State

by Matthew Buettgens and Jay Dev, Urban Institute Health Policy Center

The federal BHP payment formula depends on applicable benchmark premiums and on four characteristics of
BHP enrollees: age (within ranges specified by the BHP federal payment methodology), income (within FPL
ranges specified by the BHP federal payment methodology), number of persons in the tax unit (the household
unit, as defined for purposes of determining eligibility both for BHP and QHP subsidies), and number of BHP-
eligible persons in the tax unit who receive coverage through BHP. In order to compute payments, the joint
distribution of these four characteristics—in other words, the number of enrollees at each benchmark premium
level who possess every possible combination of the above four characteristics—must be known. For each state,
we estimated the number of the joint distribution of these characteristics among people who would be eligible
for BHP in 2016.*

We did not model how many of those eligible for BHP would actually enroll in the program. This depends to a
large extent on the BHP premiums and beneficiary cost sharing, and states have a lot of flexibility in setting
these elements of BHP policy.

To produce these estimates, we began with the Urban Institute’s Health Insurance Policy Simulation Model-
American Community Survey (HIPSM-ACS). To obtain a large, representative sample population for each
state, we pooled together the observations on the 2009, 2010, and 2011 American Community Surveys (ACS).
Among national surveys conducted by the U. S. Census Bureau, the American Community Survey (ACS) has the
largest state-specific samples and so is likely to provide the most reliable estimates. However, a limitation of
both this data set and the other data set frequently used (the Current Population Survey-Annual Social and
Economic Supplement) is that they do not include information about offers of employer-sponsored insurance
(ESI), which almost always preclude subsidy eligibility.?* States that fail to take such offers into account will
overestimate the prevalence of relatively high-income BHP-eligible consumers, since ESI offers grow
increasingly common as income rises.*® As a result, such states will underestimate federal BHP funding per
BHP enrollee, since QHP subsidies, hence BHP funding levels, decline as income rises. The estimates presented
here do not share this problem, since HIPSM incorporates, via statistical matches with other data sources,
information about unaccepted ESI offers.

Immigration Status. We impute documentation status for non-citizens in each year of survey data
separately based on a year-specific model used in the CPS. Documentation status is imputed to immigrants in
two stages, using individual and family characteristics, based on an imputation methodology that was
originally developed by Passel, the most-used source of estimates of immigrants not lawfully present.27
Undocumented immigrants and lawfully present non-citizens, including immigrant adults who have been U.S.
residents for less than five years, are generally ineligible for Medicaid.

Tax units and filing. To model tax units and filing behavior, we use 2011 tax rules (including thresholds for
tax filing requirements), Earned Income Tax Credit (EITC) eligibility guidelines, and poverty guidelines as
defined by the U.S. Department of Health and Human Services. Baseline coverage and post-ACA eligibility are
based on estimates from HIPSM-ACS.
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Tax units and filing status are determined based on the IRS guidelines set forth by the 2011 1040 Instructions
and the 2011 EITC eligibility guidelines. The primary tax filing unit for each family is defined as the head of the
family, the spouse, and any qualifying children or qualifying relatives (as defined by the IRS). In multi-
generational households, nuclear subfamilies are tested for their filing status. If they are not found to file as a
unit themselves, they are tested to qualify as dependents of the head of the household.

Tax filing status is determined based on characteristics of the head of the tax unit and pooled income within the
tax unit. Married couples are assumed to be filing jointly to qualify for tax credits. As support within the
household is not captured by the ACS, any unmarried tax unit head with dependents is considered filing as a
head of household. Any other unmarried person without dependents is tested as single. To determine
requirement to file, individual Adjusted Gross Income (AGI) is pooled for each person within the tax unit and
compared to the 2011 minimum mandatory filing threshold.

Due to limitations of the income that is captured by the ACS, some taxable income categories could not be
included in total income. Capital gains are not reported as investment income in the ACS, so it was not
counted. Paid alimony was also excluded; however, internal analysis based on CPS alimony data suggests this
exclusion would not affect our results. The ACS does not collect data on unemployment compensation, but
because this was likely an important form of income for people at the margin of the Medicaid and subsidy
eligibility thresholds, it was imputed based on reported unemployment compensation from the 2008 CPS.

None of the adjustments needed to calculate AGI are reported by the ACS, so we therefore take total income as
a proxy for AGI. Total income is calculated as the sum of wages, business income, farm income, rents, most
forms of positive investment income, retirement income, unemployment compensation, and the taxable
portion of social security income.

EITC eligibility is calculated in a slightly different way. AGI is pooled only among the head of the tax unit, the
spouse (if filing as a married couple), and qualifying children. Qualifying dependents are not tested to file for
EITC individually because they are either childless dependents (ineligible for EITC) or are found not to file in
subfamily analysis. However, because they are claimed on the tax unit head’s return, they take on the EITC
eligibility status of their tax unit.

Once it was determined which tax units were required to file and which were eligible for EITC, units were
assigned filing decisions. A 2005 Treasury Report estimated that about 7.4 million taxpayers who were
required to file did not in Tax Year 2003.28 That year, approximately 131 million individual tax returns were
filed,2 meaning the filing rate among those required to file was about 95%. A study by the IRS of Tax Year
2005 filings estimated the following EITC participation rates, by number of qualifying children: 55.6% among
those without qualifying children, 73.6% among those with one qualifying child, and 85.9% among those with
two or more qualifying children.3° Based on these rates, tax units were randomly assigned their decision to file
or not file.

Eligibility for Medicaid/CHIP, QHP subsidies, and BHP. Medicaid and subsidy eligibility are
determined using MAGI, which adds nontaxable social security income to AGI. Unit-level MAGI is pooled
among the unit head, the spouse (if married), and any qualifying children with an individual AGI above the
single tax filing threshold. The income of other qualifying children and qualifying relatives is not included. This
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is then used to calculate a ratio of MAGI to the applicable federal poverty level (FPL) of the unit. Special
prorating of units that include undocumented parent(s) or childless spouses is used to scale the total AGI
(including that of the undocumented family members) by a ratio of the FPLs including and excluding the
undocumented family members.

Medicaid eligibility for some groups, particularly the blind and disabled, does not change under the ACA. We
model their eligibility using pre-ACA rules. To determine Medicaid and CHIP eligibility for other groups, tax
unit-level MAGI-as-a-percentage-of-FPL is assigned to the tax unit head, the spouse (if married), and
qualifying children with individual AGI above the single tax filing threshold. Excluded qualifying children and
qualifying relatives are automatically eligible for Medicaid under CMS regulations. Under the ACA, the children
of non-filing qualifying dependents also automatically qualify for Medicaid. The remaining parents, childless
adults, and children are then tested for Medicaid eligibility based on the corresponding eligibility threshold in
their state of residence. Children who are found ineligible for Medicaid are tested for CHIP eligibility.

QHP subsidy eligibility is determined slightly differently. To be eligible for subsidies, one must have a MAGI-
as-a-percentage-of-FPL between 100 and 400%. Eligibility for any public coverage precludes eligibility for
subsidies, so subsidy-eligible consumers cannot be eligible for Medicaid or CHIP under the ACA, as determined
above, nor can they currently be eligible for Medicare. Finally, no unit member can have an offer of single
coverage that costs less than 9.5% of family MAGI. For this determination, we use the HIPSM-ACS imputation
of employer offers and the affordability of those offers.

Those eligible for BHP are by definition those eligible for QHP subsidies who have incomes below 200% FPL.

Single Distributions of Each Characteristic. The resulting data allowed us to produce reliable estimates
of the single distributions of BHP eligibles by state of age group, FPL income group, number of people in the
tax unit, and number of BHP eligibles within the tax unit. These are Tables A1, A2, and A3.

Joint Distributions for Each State. As noted earlier, estimating federal BHP payments requires the joint
distribution of all four characteristics by state. That is, one must know how many BHP-eligible residents of a
state share a particular combination of age, FPL level, household size, and number of BHP-eligible household
members. This would mean separating the BHP-eligible population for each state into 240 different groups.*'
To get reliable estimates for so many small groups of people would require a sample size for each state far
larger than what our data provide. We overcame this difficulty using a standard small area estimation
technique that relies on our data having a large enough sample size to estimate this four-trait joint distribution
among BHP-eligibles nationally. For each state, we reweighted the national joint distribution to match the
individual state’s single distribution of age group, FPL income group, household size, and the number of BHP-
eligible individuals per household.*? Thus, we used estimates in which we had confidence—state-level single
distributions of characteristics and the national joint distribution—to estimate the state-level joint distribution,
which could not itself be tabulated directly from the data. The single distributions for each state are shown in
tables A1-A3 and the final joint distribution estimates are shown in table A4. One additional single distribution,
involving household size, is not included here, but is available upon request from the authors.
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The following tables present the data on the characteristics of the BHP-eligible population by state. Tables Al-
A3 provide summary-level statistics on age, income range, and the number of BHP-eligible people in the
household unit for all 50 states and the District of Columbia. Table A4 provides detailed estimates of the joint
distribution of BHP eligible consumers by the four characteristics listed above. These detailed estimated are
not provided for several states (Alaska, Delaware, the District of Columbia, North Dakota, South Dakota, and
Wyoming) due to small sample sizes in those states. Detailed estimates are also not provided for New York
because more comprehensive Urban Institute estimates have already been incorporated into state budget
projections. Because of sample size considerations, we did not distinguish between FPL income ranges below
138% FPL. The number of BHP-eligible persons in the household unit represents the maximum number of
people in the household who can enroll in BHP. Because very few BHP-eligible people are in households with
more than five members or in households with more than three BHP-eligible members, our largest listed
categories included households with five or more members and with three or more BHP-eligible members. In
Table A4, we present data for households with one to four members. You can access the complete data in a
downloadable Excel file at https://kaiserfamilyfoundation.files.wordpress.com/2014/11/8665-appendix-table-
a4l.xlIsx.
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Table Al: BHP Eligibles by Age

State

Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware

DC

Florida
Georgia
Hawaii

Idaho

Illinois
Indiana

lowa

Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada

New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas

Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin

Wyoming

19-20
N

4,042
730
4,614
2,606
46,615
4,900
3,444
736
1,253
23,137
10,465
891
1,593
11,913
7,554
2,875
3,100
2,982
4,522
945
4,455
5,941
8,396
3,984
2,189
5,343
1,248
1,232
2,224
1,193
7,215
2,239
23,288
8,706
575
8,202
3,498
3,959
11,531
1,460
5,488
1,142
5,369
31,271
3,547
788
7,742
6,677
899
5,119
564

%
5%
4%
4%
5%
6%
5%
8%
6%
15%
5%
5%
3%
4%
6%
6%
6%
6%
4%
5%
4%
5%
8%
4%
6%
4%
4%
4%
4%
4%
5%
4%
5%
6%
5%
4%
4%
5%
5%
5%
7%
6%
8%
4%
5%
6%
6%
6%
5%
3%
6%
5%

* Data suppressed due to low sample size
** See the detailed estimates of BHP costs and savings in state budget projections, based on Urban Institute modeling
Source: Health Insurance Policy Simulation Model- American Community Survey, 2014

21-34
N
30,794

8,080
41,738
19,441

335,180
37,949
17,814

4,909

3,065

176,938
80,941

8,720
15,628
81,309
50,822
18,301
19,360
29,472
36,219

7,718
32,278
32,600
62,469
25,776
18,976
45,599
11,455
12,311
23,549

8,822
61,796
17,579

148,887
65,002

6,090
70,131
29,213
34,061
77,880

8,172
34,154

5,731
42,740

231,706
26,562

4,149
48,259
53,526
11,874
31,933

3,593

%
35%

47%
36%
35%
40%
39%
41%
39%
38%
35%
38%
34%
41%
38%
38%
41%
39%
36%
39%
30%
37%
43%
33%
37%
35%
38%
39%
40%
38%
37%
38%
37%
41%
35%
45%
35%
38%
39%
34%
40%
35%
39%
35%
41%
47%
33%
37%
41%
34%
36%
35%

35-44
N
16,405

2,040
20,834
10,394

154,246
16,602

5,359
2,178
727
98,005
41,128
4,539
6,612
36,543
22,726
7,201
8,417
13,878
16,402
3,491
16,674
11,939
29,357
6,623
10,368
22,000
4,924
5,552
11,811
3,779
33,973
8,649
67,099
36,562
1,910
35,944
14,672
15,765
40,083
3,298
16,509
2,655
21,458
112,162
9,865
2,245
24,876
22,020
5,037
15,401
1,390

%

19%
12%
18%
19%
19%
17%
12%
17%

9%
20%
20%
18%
18%
17%
17%
16%
17%
17%
18%
14%
19%
16%
16%
10%
19%
18%
17%
18%
19%
16%
21%
18%
18%
19%
14%
18%
19%
18%
17%
16%
17%
18%
18%
20%
18%
18%
19%
17%
14%
17%
13%
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45-54
N
13,343

2,765
19,598
9,470
149,334
17,882
6,128
1,800
843
93,656
36,648
5,365
5,537
38,332
21,858
7,370
9,056
13,433
14,606
5,078
16,270
11,577
34,450
10,723
9,038
19,555
5,102
6,157
11,254
5,237
28,459
7,955
58,707
32,422
1,858
34,827
14,111
14,239
42,014
3,407
18,123
1,980
22,255
94,753
8,000
2,025
21,629
23,129
6,873
14,814
1,672

%
15%
16%
17%
17%
18%
18%
14%
14%
10%
19%
17%
21%
15%
18%
16%
17%
18%
16%
16%
20%
19%
15%
18%
15%
17%
16%
18%
20%
18%
22%
18%
17%
16%
17%
14%
17%
18%
16%
18%
17%
18%
14%
18%
17%
14%
16%
16%
18%
20%
17%
16%

55-64
N
22,587

3,744
29,125
13,810

147,330
20,136
10,775

2,901

2,216

107,119
41,607

6,085

8,331
44,418
29,945

8,516
10,271
22,069
20,969

8,189
17,541
13,413
52,527
22,360
13,971
26,792

6,347

5,243
13,012

4,715
30,972
10,740
66,749
44,836

2,967
51,463
16,101
19,600
57,625

3,842
23,826

3,081
29,572

100,362

8,142

3,402
28,898
26,174
10,174
22,402

3,098

: An lllustrative Example

%
26%
22%
25%
25%
18%
21%
25%
23%
27%
21%
20%
24%
22%
21%
23%
19%
20%
27%
23%
32%
20%
18%
28%
32%
26%
22%
22%
17%
21%
20%
19%
23%
18%
24%
22%
26%
21%
22%
25%
19%
24%
21%
24%
18%
15%
27%
22%
20%
29%
25%
30%

Total
N
87,172

17,358
115,909
55,720
832,704
97,469
43,520
12,523
8,103
498,855
210,789
25,600
37,701
212,515
132,905
44,263
50,203
81,834
92,717
25,421
87,218
75,470
187,199
69,466
54,541
119,289
29,075
30,495
61,850
23,747
162,416
47,161
364,729
187,528
13,400
200,567
77,596
87,625
229,132
20,179
98,101
14,588
121,394
570,254
56,116
12,608
131,403
131,526
34,855
89,667
10,318

24



Table A2: BHP Eligibles by FPL

state Less than 138% 139-150% 151-175% 176-200% Total
N % N % N % N % N

Alabama 3,886 4% 17,145 20% 35,428 41% 30,712 35% 87,172
Alaska 951 5% 3,415 20% 6,239 36% 6,753 39% 17,358
Arizona 11,338 10% 18,931 16% 44,551 38% 41,089 35% 115,909
Arkansas 2,673 5% 11,373 20% 22,791 41%| 18,882 34% 55,720
California 155,345 19% 124,611 15% 284,068 34% 268,680 32% 832,704
Colorado 8,803 9% 15,644 16% 37,503 38% 35,519 36% 97,469
Connecticut 8,211 19% 7,123 16% 14,854 34% 13,332 31% 43,520
Delaware 1,629 13% 1,839 15% 4,854 39% 4,202 34% 12,523
DC 1,253 15% 1,421 18% 2,063 25% 3,367 42% 8,103
Florida 82,116 16% 82,665 17% 175,162 35% 158,912 32% 498,855
Georgia 16,138 8% 35,579 17% 86,529 41%| 72,543 34% 210,789
Hawaii 4,986 19% 4,192 16% 7,463 29% 8,960 35% 25,600
Idaho 1,685 4% 7,525 20% 13,914 37% 14,577 39% 37,701
Illinois 29,203 14% 36,676 17% 76,074 36% 70,562 33% 212,515
Indiana 9,717 7% 25,097 19% 50,598 38% 47,493 36% 132,905
lowa 3,617 8% 7,287 16% 17,387 39% 15,972 36% 44,263
Kansas 4,218 8% 9,672 19% 20,045 40% 16,268 32% 50,203
Kentucky 6,125 7% 16,126 20% 32,247 39% 27,336 33% 81,834
Louisiana 4,675 5% 17,251 19% 37,264 40% 33,527 36% 92,717
Maine 370 1% 4,343 17% 10,734 42% 9,973 39% 25,421
Maryland 14,184 16% 12,562 14% 31,274 36% 29,198 33% 87,218
Massachusetts 18,102 24% 9,650 13% 24,250 32% 23,468 31% 75,470
Michigan 14,603 8% 33,357 18% 70,313 38% 68,926 37% 187,199
Minnesota 5,670 8% 12,507 18% 26,112 38% 25,178 36% 69,466
Mississippi 1,913 4% 10,908 20% 22,591 41%| 19,129 35% 54,541
Missouri 8,456 7% 21,535 18% 45,324 38% 43,974 37% 119,289
Montana 720 2% 6,881 24% 11,339 39% 10,136 35% 29,075
Nebraska 2,702 9% 6,468 21% 10,360 34% 10,965 36% 30,495
Nevada 6,073 10% 9,055 15% 22,093 36% 24,628 40% 61,850
New Hampshire 1,629 7% 4,732 20% 7,943 33% 9,442 40% 23,747
New Jersey 32,395 20% 24,767 15% 55,651 34% 49,604 31% 162,416
New Mexico 3,620 8% 7,701 16% 17,630 37% 18,210 39% 47,161
New York 75,596 21% 58,100 16% 116,956 32% 114,077 31% 364,729
North Carolina 12,982 7% 34,247 18% 73,833 39% 66,465 35% 187,528
North Dakota 1,494 11% 1,869 14% 5,714 43% 4,324 32% 13,400
Ohio 12,274 6% 35,710 18% 79,895 40% 72,689 36% 200,567
Oklahoma 6,278 8% 12,899 17% 30,496 39% 27,923 36% 77,596
Oregon 6,508 7% 15,479 18% 32,799 37% 32,838 37% 87,625
Pennsylvania 17,804 8% 38,816 17% 88,365 39% 84,147 37% 229,132
Rhode Island 3,422 17% 3,034 15% 5,568 28% 8,155 40% 20,179
South Carolina 5,341 5% 18,444 19% 39,269 40% 35,046 36% 98,101
South Dakota 863 6% 2,376 16% 5,638 39% 5,712 39% 14,588
Tennessee 6,656 5% 25,992 21% 47,657 39% 41,089 34% 121,394
Texas 88,134 15% 99,013 17% 204,857 36% 178,251 31% 570,254
Utah 5,094 9% 9,483 17% 20,525 37% 21,014 37% 56,116
Vermont 502 4% 2,967 24% 5,045 40% 4,095 32% 12,608
Virginia 14,292 11% 20,550 16% 54,154 41% 42,407 32% 131,403
Washington 16,301 12% 20,672 16% 47,409 36% 47,144 36% 131,526
West Virginia 1,269 4% 6,799 20% 13,511 39% 13,275 38% 34,855
Wisconsin 4,959 6% 15,601 17% 37,217 42% 31,891 36% 89,667
Wyoming 481 5% 2,236 22% 4,598 45% 3,003 29% 10,318

* Data suppressed due to low sample size
** See the detailed estimates of BHP costs and savings in state budget projections, based on Urban Institute modeling
Source: Health Insurance Policy Simulation Model- American Community Survey, 2014
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Table A3: BHP Eligibles in Tax Unit

State ! 2 3+ Total
N % N % N % N

Alabama 56,305 65% 27,988 32% 2,879 3% 87,172
Alaska 12,989 75% 4,202 24% 167 1% 17,358
Arizona 84,166 73% 28,859 25% 2,884 2% 115,909
Arkansas 35,385 64% 19,295 35% 1,040 2% 55,720
California 597,140 72% 198,287 24% 37,277 4% 832,704
Colorado 69,054 71% 26,906 28% 1,510 2% 97,469
Connecticut 36,893 85% 6,412 15% 214 0% 43,520
Delaware 9,451 75% 2,962 24% 110 1% 12,523
DC 7,360 91% 540 7% 203 3% 8,103
Florida 351,639 70% 124,291 25% 22,926 5% 498,855
Georgia 137,912 65% 62,847 30% 10,029 5% 210,789
Hawaii 20,086 78% 5,326 21% 188 1% 25,600
Idaho 22,092 59% 14,396 38% 1,213 3% 37,701
lllinois 155,046 73% 49,309 23% 8,160 4% 212,515
Indiana 86,382 65% 39,511 30% 7,012 5% 132,905
lowa 31,612 71% 11,881 27% 771 2% 44,263
Kansas 33,461 67% 14,693 29% 2,049 4% 50,203
Kentucky 54,418 66% 26,073 32% 1,343 2% 81,834
Louisiana 62,935 68% 25,958 28% 3,824 4% 92,717
Maine 18,621 73% 6,408 25% 392 2% 25,421
Maryland 66,138 76% 19,184 22% 1,896 2% 87,218
Massachusetts 59,589 79% 13,715 18% 2,167 3% 75,470
Michigan 126,164 67% 55,244 30% 5,791 3% 187,199
Minnesota 54,391 78% 14,158 20% 916 1% 69,466
Mississippi 34,208 63% 18,456 34% 1,877 3% 54,541
Missouri 79,625 67% 35,647 30% 4,016 3% 119,289
Montana 17,601 61% 10,618 37% 857 3% 29,075
Nebraska 21,469 70% 8,531 28% 495 2% 30,495
Nevada 45,617 74% 14,956 24% 1,278 2% 61,850
New Hampshire 16,585 70% 6,208 26% 953 4% 23,747
New Jersey 116,794 72% 40,062 25% 5,560 3% 162,416
New Mexico 34,971 74% 10,710 23% 1,481 3% 47,161
New York 274,446 75% 79,740 22% 10,543 3% 364,729
North Carolina 129,275 69% 52,921 28% 5,332 3% 187,528
North Dakota 9,175 68% 4,022 30% 203 2% 13,400
Ohio 138,347 69% 57,442 29% 4,778 2% 200,567
Oklahoma 49,350 64% 24,731 32% 3,516 5% 77,596
Oregon 60,222 69% 24,456 28% 2,947 3% 87,625
Pennsylvania 151,848 66% 68,121 30% 9,163 4% 229,132
Rhode Island 14,947 74% 4,463 22% 769 4% 20,179
South Carolina 63,197 64% 29,718 30% 5,186 5% 98,101
South Dakota 9,103 62% 4,739 32% 747 5% 14,588
Tennessee 80,367 66% 36,806 30% 4,221 3% 121,394
Texas 381,480 67% 161,110 28% 27,664 5% 570,254
Utah 29,945 53% 22,363 40% 3,808 7% 56,116
Vermont 8,463 67% 4,067 32% 78 1% 12,608
Virginia 91,036 69% 34,880 27% 5,487 4% 131,403
Washington 90,448 69% 38,034 29% 3,045 2% 131,526
West Virginia 24,725 71% 9,950 29% 180 1% 34,855
Wisconsin 67,623 75% 20,248 23% 1,796 2% 89,667
Wyoming 6,004 58% 4,314 42% = 0% 10,318

* Data suppressed due to low sample size
** See the detailed estimates of BHP costs and savings in state budget projections, based on Urban Institute modeling
Source: Health Insurance Policy Simulation Model- American Community Survey, 2014
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Table A4. Estimated number of BHP-eligible people by state, household size, FPL, number of BHP-eligible people in
household unit, and age

Alabama: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

0-138% FPL

1-person household
139-150% FPL ~ 151-175% FPL

176-200% FPL

0-138% FPL

2-person household
139-150% FPL ~ 151-175% FPL

176-200% FPL

0-138% FPL

3-person household
139-150% FPL  151-175% FPL

176-200% FPL

0-138% FPL

4-person household
139-150% FPL ~ 151-175% FPL

176-200% FPL

Age 19-20 264 317 626 475 46 107 159 106 27 75 94 74 16 23 27 24
1BHP-eligible Age 21-34 1,454 3,445 7,248 7,030 287 482 955 668 141 269 565 364 78 98 153 111
person in unit Age 35-44 342 1,176 2,433 2,427 93 340 712 460 67 230 572 408 40 140 204 144
Age 45-54 158 1,058 2,140 2,104 41 355 670 446 19 121 269 214 13 44 74 61
Age 55-64 134 1,846 3,886 3,425 48 1,077 2,158 1,966 15 147 293 225 * 34 62 46
Age 19-20 - - - - 16 98 172 96 * 73 153 113 * 30 54 55
2 BHP-eligible Age 21-34 - - - - 57 359 649 479 37 326 781 563 31 389 744 616
people in unit Age 35-44 - - - - 16 184 385 292 27 186 502 419 33 406 796 752
Age 45-54 - - - - 24 414 813 691 17 232 503 419 13 213 375 356
Age 55-64 - - - - 35 969 2,159 1,926 * 184 426 389 * 70 142 116
Age 19-20 - - - - - - - - * 27 87 76 * 40 75 60
3+ BHP-eligible Age 21-34 - - - - - - - - * 41 128 103 * 71 124 100
people in unit Age 35-44 - - - - - - - - * 16 40 30 * 20 53 51
Age 45-54 - - - - - - - - * 39 119 98 * 64 111 106
Age 55-64 - - - - - - - - * 50 126 118 * 41 77 58
Arizona: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age
1-person household 2-person household 3-person household 4-person household
0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 617 271 607 487 106 91 152 108 63 63 90 75 36 20 26 24
1BHP-eligible Age 21-34 4,280 3,751 8,961 9,215 848 524 1,179 877 420 291 698 478 225 106 188 145
person in unit Age 35-44 971 1,237 2,913 3,082 268 358 849 584 192 242 683 517 116 147 244 182
Age 45-54 544 1,354 3,116 3,253 144 454 976 690 65 155 392 332 45 57 109 94
Age 55-64 407 2,053 4,926 4,613 146 1,196 2,734 2,646 45 163 372 302 21 37 79 61
Age 19-20 - - - - 42 89 181 106 17 68 162 124 11 27 58 61
2 BHP-eligible Age 21-34 - - - - 171 391 804 629 112 354 966 739 92 420 916 808
people in unit Age 35-44 - - - - 46 196 469 380 79 198 608 541 98 432 966 969
Age 45-54 - - - - 75 509 1,135 1,030 57 283 699 620 44 260 520 526
Age 55-64 - - - - 108 1,084 2,752 2,610 22 205 543 530 18 79 184 158
Age 19-20 - - - - - - - - * 26 97 89 * 40 85 73
3+ BHP-eligible Age 21-34 - - - - - - - - 20 46 162 140 10 78 159 136
people in unit Age 35-44 - - - - - - - - * 17 48 38 * 21 62 64
Age 45-54 - - - - - - - - 27 45 155 136 14 73 145 147
Age 55-64 - - - - - - - - * 55 156 156 * 44 95 77
Arkansas: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age
1-person household 2-person household 3-person household 4-person household
0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 182 209 401 291 32 71 102 65 19 49 60 45 11 15 17 15
1BHP-eligible Age 21-34 989 2,246 4,588 4,257 195 314 605 404 96 175 357 220 53 64 9% 67
person in unit Age 35-44 233 769 1,546 1,474 63 223 452 279 46 151 364 247 27 92 130 87
Age 45-54 123 793 1,555 1,462 32 266 488 310 15 91 196 149 10 33 54 42
Age 55-64 89 1,169 2,388 2,011 32 682 1,326 1,154 10 93 180 132 * 21 38 27
Age 19-20 - - - - 11 65 111 59 * 49 9 69 * 20 35 34
2 BHP-eligible Age 21-34 - - - - 39 236 413 291 26 214 496 341 21 254 472 373
people in unit Age 35-44 - - - - 11 122 247 180 19 123 322 257 23 269 511 461
Age 45-54 - - - - 17 299 570 463 13 168 353 281 * 154 263 240
Age 55-64 - - - - 24 621 1,341 1,142 * 119 267 234 * 46 90 70
Age 19-20 - - - - - - - - * 18 57 47 * 27 49 38
3+ BHP-eligible Age 21-34 - - - - - - - - * 27 82 64 * 47 81 63
people in unit Age 35-44 - - - - - - - - * 10 26 19 * 13 34 31
Age 45-54 - - - - - - - - * 27 82 64 * 45 76 69
Age 55-64 - - - - - - - - * 33 79 71 * 27 49 35
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California: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL ~ 139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 10,392 2,384 5,183 4,289 1,791 805 1,309 952 1,081 554 771 666 628 173 223 215
1BHP-eligible Age 21-34 58,893 26,594 61,790 65,277 11,677 3,716 8,114 6,226 5,792 2,065 4,810 3,391 3,058 752 1,294 1,029
person i unit Age 35-44 12,863 8,454 19,375 21,081 3,572 2,450 5,628 3,986 2,561 1,650 4,530 3,529 1,549 1,004 1,618 1,244
Age 45-54 7,811 10,043 22,460 24,118 2,079 3,371 7,038 5,123 954 1,151 2,819 2,465 645 420 782 693
Age 55-64 3,924 10,034 23,381 22,517 1,394 5,829 12,950 12,894 424 796 1,759 1,477 198 182 372 300
Age 19-20 - - - - 656 732 1,426 868 263 545 1,272 1,015 163 229 462 504
2 BHP-eligible Age 21-34 - - - - 2,351 2,761 5,483 4,417 1,553 2,490 6,593 5,190 1,277 2,966 6,277 5,708
people in unit Age 35-44 - - - - 630 1,347 3,118 2,617 1,069 1,364 4,072 3,727 1,320 2,972 6,474 6,676
Age 45-54 - - - - 1,046 3,564 7,721 7,194 809 2,038 4,869 4,402 603 1,872 3,637 3,794
Age 55-64 - - - - 1,101 5,520 13,527 13,149 251 1,099 2,817 2,826 200 432 967 849
Age 19-20 - - - - - - - - 96 193 738 681 72 307 630 561
3+ BHP-eligible Age 21-34 - - - - - - - - 275 308 1,051 930 145 539 1,065 940
. . Age 35-44 - - - - - - - - 29 112 314 271 24 151 437 463
people in unit

Age 45-54 - - - - - - - - 392 317 1,108 988 190 539 1,021 1,083
Age 55-64 - - - - - - - - 51 322 875 896 49 262 551 439

Colorado: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 596 300 687 569 103 101 174 127 61 70 103 89 36 22 30 29

1BHP-eligible Age 21-34 3,417 3,401 8,304 8,785 676 475 1,094 837 334 265 647 457 179 96 175 139

person in unit Age 35-44 667 959 2,306 2,511 183 278 671 475 131 187 540 421 79 114 193 148

Age 45-54 432 1,224 2,878 3,093 114 411 903 658 52 140 362 316 36 51 100 89

Age 55-64 241 1,364 3,346 3,224 86 793 1,855 1,848 27 108 252 212 12 25 53 43

Age 19-20 - - - - 37 92 189 115 15 68 167 134 * 29 60 66

2BHP-eligible Age 21-34 - - - - 135 351 735 593 88 317 881 694 72 377 837 761

people in unit Age 35-44 - - - - 33 157 382 320 56 159 499 457 68 342 785 809
Age 45-54 - - - - 59 440 1,004 935 45 250 628 569 33 228 465 485

Age 55-64 - - - - 67 742 1,918 1,868 15 146 394 394 12 57 134 118

Age 19-20 - - - - - - - - * 24 98 90 * 38 82 73

3+ BHP-eligible Age 21-34 - - - - - - - - 15 39 141 125 * 68 141 125
people in unit Age 35-44 - - - - - - - - * 14 40 34 * 18 55 58
Age 45-54 - - - - - - - - 22 40 145 130 11 67 134 141

Age 55-64 - - - - - - - - * 42 121 125 * 34 76 61

Connecticut: Esti

mated number of BHP-eligible people by household size, FPL, number

of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 807 202 404 318 141 70 103 72 86 48 61 50 50 15 18 16
1BHP-eligible Age 21-34 3,183 1,547 3,299 3,314 633 216 434 317 313 120 257 172 164 a4 69 52
person in unit Age 35-44 444 309 651 669 121 89 188 126 87 60 151 112 52 37 54 39
Age 45-54 317 434 891 908 85 146 278 193 39 50 112 93 26 18 31 26
Age 55-64 292 822 1,756 1,607 106 480 975 922 31 65 132 105 15 15 28 21
Age 19-20 - - - - 41 56 98 57 16 40 84 66 10 17 29 31
2 BHP-eligible Age 21-34 - - - - 126 160 289 222 82 143 343 257 66 167 323 279
people in unit Age 35-44 - - - - 26 56 117 93 41 56 154 132 43 115 231 225
Age 45-54 - - - - 50 172 341 299 36 95 209 178 26 84 149 146
Age 55-64 - - - - 78 428 969 897 15 81 189 179 13 30 63 52
Age 19-20 - - - - - - - - * 14 47 42 * 20 38 30
3+ BHP-eligible Age 21-34 - - - - - - - - 14 18 57 48 * 31 56 45
. . Age 35-44 - - - - - - - - * * 14 12 * * 19 19

people in unit
Age 45-54 - - - - - - - - 19 17 54 45 * 28 50 49
Age 55-64 - - - - - - - - * 23 57 57 * 19 35 28
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Florida: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 4,763 1,266 2,560 2,026 818 425 643 447 493 293 378 313 285 91 110 101
1BHP-eligible Age 21-34 29,220 15,358 33,132 33,544 5,788 2,144 4,346 3,191 2,870 1,192 2,575 1,737 1,524 435 693 527
person i unit Age 35-44 7,705 5,927 12,603 13,135 2,150 1,716 3,670 2,484 1,541 1,160 2,951 2,198 934 705 1,055 777
Age 45-54 4,572 6,881 14,263 14,667 1,216 2,309 4,473 3,112 558 788 1,792 1,499 379 288 496 421
Age 55-64 2,658 8,010 17,306 15,956 949 4,663 9,594 9,142 287 636 1,304 1,044 136 145 276 212
Age 19-20 - - - - 328 413 756 437 133 314 681 512 81 129 248 257
2 BHP-eligible Age 21-34 - - - - 1,195 1,631 3,019 2,315 787 1,477 3,628 2,728 649 1,747 3,436 2,986
people in unit Age 35-44 - - - - 360 927 1,996 1,601 627 936 2,579 2,269 777 2,059 4,139 4,095
Age 45-54 - - - - 588 2,470 4,954 4,438 468 1,391 3,083 2,690 353 1,287 2,314 2,307
Age 55-64 - - - - 722 4,324 9,849 9,183 159 835 1,987 1,918 127 329 683 575
Age 19-20 - - - - - - - - 51 116 409 364 39 186 356 305
3+ BHP-eligible Age 21-34 - - - - - - - - 145 198 621 529 77 339 621 528
. .. Age35-44 - - - - - - - - 15 76 197 158 13 96 263 265

people in unit
Age 45-54 - - - - - - - - 215 209 659 568 104 347 609 614
Age 55-64 - - - - - - - - 30 228 577 566 27 182 357 279

Georgia: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 1,082 683 1,584 1,164 188 231 402 259 111 160 237 182 64 50 68 59

1BHP-eligible Age 21-34 6,160 7,680 19,010 17,857 1,218 1,074 2,505 1,699 602 598 1,483 926 325 218 400 282

person in unit Age 35-44 1,397 2,532 6,170 5,963 383 733 1,802 1,130 275 495 1,451 1,001 166 302 518 353

Age 45-54 734 2,596 6,187 5,889 193 871 1,941 1,251 88 298 778 601 60 109 216 170

Age 55-64 414 2,934 7,288 6,217 147 1,706 4,041 3,563 47 233 549 408 21 53 116 83

Age 19-20 - - - - 66 210 433 235 27 156 387 275 17 65 139 136

2BHP-eligible Age 21-34 - - - - 242 794 1,686 1,206 160 719 2,035 1,418 132 861 1,945 1,561

people in unit Age 35-44 - - - - 65 396 978 724 113 402 1,281 1,036 139 880 2,042 1,864
Age 45-54 - - - - 103 945 2,190 1,803 77 541 1,381 1,108 58 499 1,036 957

Age 55-64 - - - - 115 1,600 4,188 3,604 25 317 867 766 20 124 294 231

Age 19-20 - - - - - - - - * 55 222 183 * 87 191 150

3+ BHP-eligible Age 21-34 - - - - - - - - 27 87 319 249 14 153 319 251
people in unit Age 35-44 - - - - - - - - * 33 98 74 * 44 136 127
Age 45-54 - - - - - - - - 38 87 322 255 19 147 298 278

Age 55-64 - - - - - - - - * 93 270 245 * 76 169 120

Hawaii: Estimate

d number of BHP-eligible people by household size, FPL,

number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 211 43 74 76 36 14 18 17 21 * 11 12 12 * * *
1BHP-eligible Age 21-34 1,756 719 1,306 1,733 348 100 171 165 173 56 101 90 91 20 27 27
erson in unit Age 35-44 445 266 476 653 124 77 138 123 89 52 111 109 54 32 40 39
P Age 45-54 339 400 696 945 91 134 218 201 42 46 87 97 28 17 24 27
Age 55-64 196 462 837 1,020 70 269 464 585 21 37 63 67 10 * 13 14
Age 19-20 - - - - 17 16 25 18 * 12 22 22 * * * 11
L Age 21-34 - - - - 73 77 120 121 47 70 143 142 39 82 134 155
2 BHP-eligible
people in unit Age 35-44 - - - - 21 43 78 83 37 43 100 116 46 95 159 209
Age 45-54 - - - - 39 140 235 280 33 78 144 167 25 72 107 141
Age 55-64 - - - - 52 247 473 585 11 47 93 120 * 19 32 36
Age 19-20 - - - - - - - - * * 14 17 * * 13 15
3+ BHP-eligible Age 21-34 10 26 30 17 26 29
C =" Age35-44 - - - - - - - - * * * * * * * 13
people in unit
Age 45-54 - - - - - - - - 14 11 28 32 * 18 26 35
Age 55-64 - - - - - - - - * 12 25 33 * * 16 16
Estimating Federal Payments and Eligibility for Basic Health Programs: An lllustrative Example 29




Idaho: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 100 127 226 206 17 43 57 46 10 30 34 32 * * * 10
1BHP-eligible Age 21-34 698 1,797 3,391 3,960 138 252 447 378 68 141 265 206 37 51 71 63
erson in unit Age 35-44 129 478 887 1,067 35 138 259 203 25 94 208 179 15 57 74 63
P Age 45-54 62 446 810 960 16 150 253 204 * 51 101 98 * 19 28 28
Age 55-64 46 686 1,292 1,376 17 400 717 790 * 55 97 91 * 12 21 18
Age 19-20 - - - - * 40 62 43 * 30 56 49 * 12 20 24
. Age 21-34 - - - - 26 182 293 263 17 165 353 309 14 199 338 340

2 BHP-eligible
people in unit Age 35-44 - - - - * 76 143 131 10 77 188 189 13 168 296 337
Age 45-54 - - - - * 172 303 311 * 98 189 190 * 89 140 162
Age 55-64 - - - - 13 365 726 783 * 71 147 162 * 27 49 43
Age 19-20 - - - - - - - - * 11 32 33 * 16 28 27
3+ BHP-eligible Age 21-34 19 53 52 33 52 50
. .. Age35-44 - - - - - - - - * * 15 13 * * 20 23

people in unit
Age 45-54 - - - - - - - - * 17 46 46 * 28 43 50
Age 55-64 - - - - - - - - * 20 46 52 * 17 28 26

lllinois: Estimated number of BHP-eligible people by hou

sehold size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 2,103 740 1,468 1,191 364 251 372 266 219 173 219 186 127 54 64 60

1BHP-eligible Age 21-34 10,982 7,585 16,059 16,644 2,176 1,060 2,111 1,586 1,077 591 1,250 864 572 215 337 262

person in unit Age 35-44 2,270 2,276 4,750 5,065 626 659 1,381 958 450 445 1,111 848 271 271 39 299

Age 45-54 1,461 2,881 5,862 6,172 388 967 1,837 1,311 178 330 736 630 121 121 204 177

Age 55-64 853 3,374 7,151 6,752 304 1,964 3,965 3,870 93 268 538 443 43 61 114 90

Age 19-20 - - - - 128 225 398 237 51 167 352 277 32 70 127 136

2BHP-eligible Age 21-34 - - - - 439 791 1,433 1,131 288 714 1,715 1,323 236 846 1,626 1,449

people in unit Age 35-44 - - - - 114 373 783 643 191 377 1,020 915 234 811 1,606 1,623
Age 45-54 - - - - 199 1,043 2,055 1,875 152 590 1,283 1,138 113 538 950 970

Age 55-64 - - - - 234 1,826 4,079 3,893 51 357 831 817 41 139 283 244

Age 19-20 - - - - - - - - 18 59 205 186 14 93 172 149

3+ BHP-eligible Age 21-34 - - - - - - - - 51 91 282 245 27 157 282 244
people in unit Age 35-44 - - - - - - - - * 32 82 69 * 43 113 117
Age 45-54 - - - - - - - - 74 93 295 258 36 157 272 281

Age 55-64 - - - - - - - - 10 102 252 254 * 83 157 125

Indiana: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 765 566 1,094 899 134 193 279 202 79 134 164 141 46 42 48 46
1BHP-eligible Age 21-34 3,723 5,398 11,116 11,671 736 755 1,464 1,112 363 421 866 606 196 154 234 184
person in unit Age 35-44 737 1,543 3,128 3,380 201 447 912 640 145 302 734 567 86 184 261 200
Age 45-54 416 1,709 3,382 3,606 109 574 1,059 766 50 196 425 368 34 72 118 104
Age 55-64 284 2,374 4,890 4,676 102 1,383 2,713 2,683 32 189 368 307 15 43 78 62
Age 19-20 - - - - 43 167 284 173 17 122 251 202 11 52 89 98
2 BHP-eligible Age 21-34 - - - - 146 559 983 788 96 505 1,178 922 79 601 1,121 1,010
people in unit Age 35-44 - - - - 37 252 514 426 61 255 673 610 74 548 1,054 1,079
Age 45-54 - - - - 61 643 1,234 1,136 45 364 771 691 33 331 569 588
Age 55-64 - - - - 77 1,271 2,762 2,671 16 247 559 554 13 95 187 165
Age 19-20 - - - - - - - - * 43 142 131 * 66 119 103
3+ BHP-eligible Age 21-34 - - - - - - - - 16 62 189 166 * 108 187 163
. . Age 35-44 - - - - - - - - * 22 55 47 * 30 76 79

people in unit
Age 45-54 - - - - - - - - 22 61 187 165 11 102 172 180
Age 55-64 - - - - - - - - * 71 172 176 * 58 107 86
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lowa: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 314 192 438 354 55 66 112 80 33 45 66 56 19 14 19 18
1 BHP-eligible Age 21-34 1,427 1,703 4,150 4,273 282 238 547 408 139 133 324 222 75 48 87 68
person inguni + Age 35-44 247 424 1,017 1,077 67 123 296 204 48 83 238 181 29 50 85 64
Age 45-54 150 507 1,190 1,244 40 170 373 264 18 58 149 127 12 21 41 36
Age 55-64 86 585 1,431 1,341 31 340 794 769 * 47 108 88 * 11 23 18
Age 19-20 - - - - 17 54 109 65 * 39 96 76 * 17 34 37
. Age 21-34 - - - - 55 174 362 285 36 157 434 333 30 187 414 366

2 BHP-eligible
people in unit Age 35-44 - - - - 13 71 170 139 21 72 225 199 25 152 350 350
Age 45-54 - - - - 22 186 425 382 16 107 268 234 12 97 197 200
Age 55-64 - - - - 24 319 823 778 * 64 171 166 * 25 58 49
Age 19-20 - - - - - - - - * 13 53 48 * 20 44 37
3+ BHP-eligible Age 21-34 18 66 57 32 67 57
. .. Age35-44 - - - - - - - - * * 19 16 * * 26 27

people in unit
Age 45-54 - - - - - - - - * 18 67 58 * 31 62 64
Age 55-64 - - - - - - - - * 19 55 56 * 16 35 27

Kansas: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 351 234 465 332 61 80 119 74 37 55 70 52 21 17 20 17
1BHP-eligible Age 21-34 1,603 2,085 4,418 4,024 317 292 582 383 156 163 344 208 84 59 93 63
erson in unit Age 35-44 308 580 1,210 1,132 84 168 353 214 61 113 284 190 36 69 101 67
P Age 45-54 198 736 1,499 1,384 52 247 471 294 24 85 189 141 16 31 52 40
Age 55-64 112 832 1,763 1,458 40 484 978 835 13 66 133 96 * 15 28 19
Age 19-20 - - - - 20 68 120 63 * 50 105 73 * 21 37 36
. Age 21-34 - - - - 63 216 392 271 41 195 469 317 34 232 446 347

2 BHP-eligible
people in unit Age 35-44 - - - - 16 96 202 145 26 98 265 207 32 208 414 365
Age 45-54 - - - - 28 267 528 420 21 152 332 256 15 138 244 219
Age 55-64 - - - - 31 453 1,012 844 * 90 209 179 * 35 71 53
Age 19-20 - - - - - - - - * 17 60 47 * 27 49 37
3+BHP-eligible /8¢ 2134 2 75 57 @ 76 57
. .. Age35-44 - - - - - - - - * * 22 16 * 12 30 28

people in unit
Age 45-54 - - - - - - - - 10 25 79 60 * 42 73 66
Age 55-64 - - - - - - - - * 26 65 58 * 22 41 28

Kentucky:

Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 313 213 408 301 54 71 102 67 32 49 60 46 18 15 17 15
1BHP-eligible Age 21-34 2,367 3,239 6,589 6,234 469 453 868 592 232 253 513 323 125 92 139 98
person in unit Age 35-44 499 989 1,980 1,924 137 286 578 364 98 194 464 322 59 118 166 114
Age 45-54 283 1,103 2,156 2,067 75 370 676 438 34 126 271 211 23 46 75 59
Age 55-64 234 1,856 3,778 3,248 84 1,083 2,098 1,863 26 148 285 213 12 34 60 43
Age 19-20 - - - - 22 72 124 67 * 55 111 78 * 22 39 38
2 BHP-eligible Age 21-34 - - - - 94 336 589 423 61 306 706 496 50 363 670 541
people in unit Age 35-44 - - - - 24 160 323 240 41 161 419 342 50 349 662 609
Age 45-54 - - - - 39 422 798 665 30 233 488 398 23 213 361 335
Age 55-64 - - - - 61 972 2,095 1,825 12 182 408 366 10 70 138 108
Age 19-20 - - - - - - - - * 21 67 56 * 33 59 46
3+ BHP-eligible Age 21-34 - - - - - - - - 11 40 118 94 * 67 115 90
. . Age 35-44 - - - - - - - - * 14 34 24 * 17 43 40

people in unit
Age 45-54 - - - - - - - - 14 38 109 88 * 61 102 94
Age 55-64 - - - - - - - - * 48 116 107 * 39 71 53
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Louisiana: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 322 339 700 551 56 115 178 123 33 80 105 86 19 25 30 28
18HP-eligible Age 21-34 1,846 3,852 8,480 8,534 365 539 1,119 812 180 301 662 444 98 110 179 135
person in unit Age 35-44 367 1,103 2,388 2,473 99 319 697 469 72 216 561 415 43 131 200 147
Age 45-54 188 1,108 2,347 2,395 49 372 735 509 22 127 295 244 15 46 82 69
Age 55-64 135 1,613 3,556 3,255 48 940 1,974 1,868 16 128 268 214 * 29 57 43
Age 19-20 - - - - 19 103 188 109 * 76 167 128 * 32 59 62
. Age 21-34 - - - - 71 395 745 573 47 358 895 671 38 428 855 737

2 BHP-eligible
people in unit Age 35-44 - - - - 17 177 387 306 30 179 508 439 36 388 799 782
Age 45-54 - - - - 28 421 867 764 20 239 541 466 15 218 401 397
Age 55-64 - - - - 36 861 2,004 1,855 * 167 405 384 * 64 135 114
Age 19-20 - - - - - - - - * 27 95 85 * 42 81 67
3+ BHP-eligible Age 21-34 43 140 117 75 138 115
. .. Age35-44 - - - - - - - - * 15 40 32 * 20 55 55

people in unit
Age 45-54 - - - - - - - - 10 40 131 112 * 67 122 121
Age 55-64 - - - - - - - - * 48 125 122 * 39 77 60

Maine: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and

age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 23 65 153 124 * 22 39 28 * 15 23 19 * * * *
1 BHP-eligible Age 21-34 135 763 1,912 1,979 26 106 252 188 13 59 149 103 * 22 40 31
erson ingunit Age 35-44 27 210 518 551 * 61 151 104 * 41 122 93 * 25 43 33
P Age 45-54 22 360 869 913 * 121 273 194 * 41 110 93 * 15 30 26
Age 55-64 17 570 1,439 1,355 * 333 799 778 * 45 109 89 * 10 23 18
Age 19-20 - - - - * 21 46 27 * 16 40 31 * * 14 15
- - - - - * * *
2BHP-eligible Age 21-34 81 176 138 73 208 160 85 194 172
K . Age35-44 - - - - * 37 92 75 * 37 118 106 * 77 182 184
people in unit
Age 45-54 - - - - * 132 311 284 * 72 188 168 * 65 136 138
Age 55-64 - - - - * 298 797 762 * 55 153 150 * 21 51 44
Age 19-20 - - - - - - - - * * 25 23 * * 21 18
3+ BHP-eligible Age 21-34 11 39 34 18 37 32
. .. Age35-44 - - - - - - - - * * 10 * * * 13 13
people in unit
Age 45-54 - - - - - - - - * 11 40 35 * 18 37 38
Age 55-64 - - - - - - - - * 14 41 42 * 11 25 21

Maryland: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 905 220 520 425 156 74 131 94 94 51 77 66 55 16 22 21

1BHP-eligible Age 21-34 5,160 2,466 6,239 6,503 1,022 344 819 620 507 191 485 337 269 70 131 102
person in unit Age 35-44 1,258 877 2,189 2,350 350 254 637 444 251 171 513 394 152 104 183 139
Age 45-54 763 1,039 2,535 2,685 203 349 795 570 93 119 319 274 63 43 88 77

Age 55-64 416 1,132 2,879 2,735 148 658 1,595 1,567 45 90 217 179 21 20 46 36

Age 19-20 - - - - 59 69 148 88 24 52 132 103 15 22 48 52

2 BHP-eligible Age 21-34 - - - - 209 259 563 446 138 234 677 525 113 277 642 575
people in unit Age 35-44 - - - - 60 138 350 290 103 140 454 411 128 306 726 739
Age 45-54 - - - - 100 371 876 807 78 210 548 491 59 194 410 422

Age 55-64 - - - - 115 616 1,650 1,584 26 120 337 334 20 47 116 100

Age 19-20 - - - - - - - - * 19 78 71 * 30 67 59

3+ BHP-eligible Age 21-34 - - - - - - - - 25 30 113 99 13 53 114 99
. . Age 35-44 - - - - - - - - * 12 35 29 * 15 48 50

people in unit

Age 45-54 - - - - - - - - 37 32 121 107 18 54 111 116

Age 55-64 - - - - - - - - * 34 101 102 * 27 63 50
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Massachusetts: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and ag

e

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 1,627 262 627 533 282 89 160 119 172 61 95 83 100 19 27 27
1BHP-eligible Age 21-34 6,992 2,188 5,608 6,072 1,387 306 736 581 688 170 437 316 361 62 117 96
person in unit Age 35-44 1,234 558 1,414 1,574 340 162 409 297 244 109 329 263 147 66 117 93
Age 45-54 762 673 1,666 1,833 203 226 521 389 93 77 209 187 62 28 58 53
Age 55-64 463 821 2,116 2,091 166 477 1,173 1,198 49 65 159 137 23 15 34 28
Age 19-20 - - - - 88 73 156 98 34 53 136 114 22 23 48 55
2 BHP-eligible Age 21-34 - - - - 277 225 491 407 182 202 587 475 149 239 558 521
people in unit Age 35-44 - - - - 66 93 236 203 107 94 311 291 130 199 483 510
Age 45-54 - - - - 113 249 597 567 83 142 376 346 61 128 276 294
Age 55-64 - - - - 129 445 1,208 1,205 28 88 249 255 23 34 84 76
Age 19-20 - - - - - - - - 11 18 75 72 * 27 62 55
3+ BHP-eligible Age 21-34 - - - - - - - - 31 24 92 83 16 42 93 82
. . Age 35-44 - - - - - - - - * * 26 23 * 12 37 40
people in unit

Age 45-54 - - - - - - - - 43 24 94 85 21 41 86 93
Age 55-64 - - - - - - - - * 26 79 84 * 22 50 41

Michigan: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 955 559 1,126 960 166 189 285 214 98 131 168 150 57 41 49 48

1BHP-cligible Age 21-34 5,328 6,152 13,200 14,412 1,053 858 1,736 1,371 520 478 1,026 748 280 174 277 227

person in unit Age 35-44 1,117 1,865 3,942 4,428 306 539 1,149 838 220 364 922 742 132 221 329 262

Age 45-54 783 2,588 5,341 5,928 207 869 1,675 1,259 94 297 672 605 65 108 186 170

Age 55-64 593 3,984 8,569 8,532 213 2,325 4,757 4,898 66 317 647 559 31 72 137 114

Age 19-20 - - - - 61 178 322 200 24 133 286 234 15 55 101 114

2BHP-eligible Age 21-34 - - - - 216 650 1,201 995 139 588 1,429 1,161 114 689 1,343 1,260

people in unit Age 35-44 - - - - 56 313 666 576 94 314 860 815 114 670 1,344 1,434

Age 45-54 - - - - 105 964 1,927 1,859 81 532 1,176 1,108 61 483 862 925

Age 55-64 - - - - 156 2,094 4,767 4,815 31 392 929 966 26 152 314 285

Age 19-20 - - - - - - - - * 50 172 166 * 77 145 132

3+ BHP-eligible Age 21-34 - - - - - - - - 26 81 254 235 14 137 249 226

people in unit Age 35-44 - - - - - - - - * 28 72 62 * 35 94 102

Age 45-54 - - - - - - - - 38 83 260 241 19 136 240 259

Age 55-64 - - - - - - - - * 103 260 280 * 83 160 138
Minnesota: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 482 283 566 477 84 97 145 107 50 67 85 75 29 21 25 24

1BHP-eligible Age 21-34 2,255 2,595 5,524 5,936 447 362 728 566 220 202 431 309 118 74 116 94
person in unit Age 35-44 250 403 847 930 66 116 245 176 48 78 196 156 28 47 70 55
Age 45-54 245 799 1,639 1,788 65 268 513 380 30 92 206 182 20 33 57 51

Age 55-64 257 1,733 3,701 3,626 93 1,013 2,057 2,083 28 138 279 238 13 32 59 48

Age 19-20 - - - - 26 82 146 89 * 59 125 103 * 25 43 48

2 BHP-eligible Age 21-34 - - - - 89 267 486 399 56 240 571 459 45 278 534 494
people in unit Age 35-44 - - - - 16 80 166 141 24 79 217 200 28 158 319 332
Age 45-54 - - - - 37 317 629 592 27 171 376 345 20 149 263 276

Age 55-64 - - - - 66 887 2,014 2,004 12 163 381 388 11 61 126 112

Age 19-20 - - - - - - - - * 22 73 69 * 32 58 50

3+ BHP-eligible Age 21-34 - - - - - - - - * 32 100 91 * 53 96 83
. . Age 35-44 - - - - - - - - * * 22 18 * 11 28 30

people in unit

Age 45-54 - - - - - - - - 14 30 93 84 * 49 86 90

Age 55-64 - - - - - - - - * 42 107 116 * 35 66 57
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Mississippi: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 114 172 340 251 20 58 86 56 11 40 51 39 * 13 15 13
1BHP-eligible Age 21-34 718 2,169 4,570 4,329 142 303 603 411 70 169 356 224 39 62 96 68
erson in unit Age 35-44 172 755 1,566 1,525 47 219 458 289 34 148 369 256 20 90 132 90
P Age 45-54 86 736 1,490 1,429 22 247 467 303 10 84 187 146 * 31 52 41
Age 55-64 66 1,151 2,428 2,088 23 671 1,348 1,198 * 92 183 137 * 21 39 28
Age 19-20 - - - - * 56 98 53 * 42 88 62 * 17 31 31
. Age 21-34 - - - - 28 226 411 295 18 206 494 347 15 246 471 380

2 BHP-eligible
cople in unit Age 35-44 - - - - * 118 248 184 14 120 323 263 17 262 514 474
peop Age 45-54 - - - - 12 280 551 458 * 157 341 278 * 145 255 237
Age 55-64 - - - - 17 608 1,357 1,181 * 116 269 240 * 45 90 72
Age 19-20 - - - - - - - - * 15 52 43 * 24 45 35
3+BHP-eligible 8¢ 2134 2% 81 64 a5 80 63
. . Age 35-44 - - - - - - - - * * 25 18 * 12 33 31

people in unit
Age 45-54 - - - - - - - - * 25 78 63 * 42 72 67
Age 55-64 - - - - - - - - * 31 79 72 * 25 48 35

Missouri: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 523 371 747 632 91 125 189 141 53 87 111 98 31 27 32 32

1BHP-eligible Age 21-34 3,286 4,638 9,944 10,768 650 649 1,310 1,026 321 362 775 560 173 132 209 170

person in unit Age 35-44 706 1,445 3,048 3,400 193 418 889 644 139 282 716 571 83 172 255 201

Age 45-54 367 1,465 3,021 3,323 96 492 946 706 44 168 379 339 30 61 105 96

Age 55-64 251 2,031 4,360 4,302 89 1,183 2,419 2,468 28 162 329 282 13 37 70 57

Age 19-20 - - - - 33 117 209 131 13 87 187 153 * 36 67 75

2BHP-eligible Age 21-34 - - - - 129 478 879 727 85 434 1,058 854 69 519 1,009 938

people in unit Age 35-44 - - - - 33 229 487 416 57 231 637 596 71 505 1,011 1,068
Age 45-54 - - - - 53 550 1,099 1,048 39 311 686 638 29 285 511 546

Age 55-64 - - - - 68 1,086 2,461 2,457 14 211 497 509 12 81 167 152

Age 19-20 - - - - - - - - * 31 108 104 * 49 94 84

3+ BHP-eligible Age 21-34 - - - - - - - - 14 53 168 152 * 92 166 150
people in unit Age 35-44 - - - - - - - - * 19 50 42 * 25 67 73
Age 45-54 - - - - - - - - 19 51 160 147 * 85 149 160

Age 55-64 - - - - - - - - * 59 151 158 * 48 93 78

Montana: Estimated number of BHP-eligible people by h

ousehold size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 44 119 188 147 * 40 48 33 * 28 28 23 * * * *
1 BHP-eligible Age 21-34 291 1,568 2,644 2,643 58 220 349 251 28 123 206 137 16 45 56 42
erson inguni t Age 35-44 54 416 690 709 14 121 202 135 10 82 162 119 * 50 58 42
P Age 45-54 32 494 798 809 * 166 250 172 * 57 100 82 * 21 28 23
Age 55-64 20 607 1,021 927 * 354 566 532 * 48 77 61 * 11 16 12
Age 19-20 - - - - * 38 53 30 * 28 47 35 * 12 17 17
L Age 21-34 - - - - 11 160 231 177 * 146 278 206 * 175 265 227
2 BHP-eligible
. . Age35-44 - - - - * 69 114 90 * 69 150 129 * 150 235 228
people in unit
Age 45-54 - - - - * 181 284 249 * 103 178 152 * 94 131 129
Age 55-64 - - - - * 328 581 534 * 65 119 112 * 25 40 33
Age 19-20 - - - - - - - - * * 27 24 * 16 23 19
3+ BHP-eligible Age 21-34 18 43 36 31 43 36
. . Age 35-44 - - - - - - - - * * 12 * * * 16 16
people in unit
Age 45-54 - - - - - - - - * 17 42 35 * 28 39 38
Age 55-64 - - - - - - - - * 19 37 36 * 15 23 17
Estimating Federal Payments and Eligibility for Basic Health Programs: An lllustrative Example 34




Nebraska: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 141 95 147 135 24 32 37 30 14 22 22 21 * * * *
1 BHP-eligible Age 21-34 1,077 1,458 2,392 2,819 213 204 315 269 106 114 186 147 56 42 50 45
person ingunit Age 35-44 217 425 687 835 60 123 200 158 43 83 161 140 26 51 57 49
Age 45-54 146 566 889 1,067 39 190 279 227 18 65 112 109 12 24 31 31
Age 55-64 61 465 760 817 21 270 420 468 * 37 57 54 * * 12 11
Age 19-20 - - - - * 31 43 29 * 24 39 34 * * 14 17
. Age 21-34 - - - - 42 149 210 189 28 136 252 222 23 163 241 245
2 BHP-eligible
people in unit Age 35-44 - - - - 1 69 112 105 18 70 146 149 22 153 233 268
Age 45-54 - - - - 18 194 295 308 14 112 187 189 11 103 139 163
Age 55-64 - - - - 17 261 446 485 * 53 95 106 * 21 33 32
Age 19-20 - - - - - - - - * * 23 24 * 14 20 21
3+ BHP-eligible Age 21-34 17 39 39 29 40 40
. .. Age35-44 - - - - - - - - * * 11 10 * * 15 18
people in unit
Age 45-54 - - - - - - - - * 17 41 41 * 29 38 45
Age 55-64 - - - - - - - - * 16 30 34 * 13 19 17

Nevada: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 289 117 271 261 50 39 68 58 29 27 40 40 17 * 1 13
18HP-eligible Age 21-34 2,353 1,912 4,737 5,868 466 267 623 560 231 148 369 306 124 54 99 93
erson in unit Age 35-44 536 633 1,544 1,976 148 183 449 374 106 123 362 331 64 75 129 117
P Age 45-54 307 707 1,689 2,131 81 237 529 453 37 81 212 218 25 30 59 61
Age 55-64 176 812 2,022 2,290 62 472 1,121 1,314 20 65 152 150 * 15 32 31
Age 19-20 - - - - 21 39 83 59 * 30 75 69 * 12 27 35
L Age 21-34 - - - - 93 197 421 399 61 179 507 470 50 214 483 516

2 BHP-eligible
people in unit Age 35-44 - - - - 25 99 245 241 43 100 319 344 54 220 511 621
Age 45-54 - - - - 40 254 588 648 31 144 367 394 24 133 276 339
Age 55-64 - - - - 43 440 1,154 1,324 11 86 235 278 * 34 80 83
Age 19-20 - - - - - - - - * 11 46 50 * 18 40 43
3+ BHP-eligible Age 21-34 1 23 81 85 39 81 85
. .. Age35-44 - - - - - - - - * * 24 23 * 10 31 39

people in unit
Age 45-54 - - - - - - - - 15 22 80 85 * 37 74 92
Age 55-64 - - - - - - - - * 24 70 84 * 19 43 42

New Hampshire:

Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household

unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 114 92 149 154 20 31 38 35 12 22 22 24 * * * *
1BHP-eligible Age 21-34 619 985 1,697 2,244 122 138 223 214 60 77 132 117 32 28 36 36
erson in unit Age 35-44 116 266 451 615 32 77 131 116 23 52 105 103 14 32 37 36
P Age 45-54 98 449 740 1,000 26 151 232 213 12 52 93 102 * 19 26 29
Age 55-64 42 387 664 803 15 225 368 461 * 31 50 53 * * 11 11
Age 19-20 - - - - * 28 41 31 * 21 36 36 * * 13 18
L Age 21-34 - - - - 25 103 151 153 16 93 180 178 13 110 170 195
2 BHP-eligible
. . Age35-44 - - - - * 46 77 82 * 46 100 116 12 98 157 204
people in unit
Age 45-54 - - - - 12 153 245 287 * 87 153 174 * 80 113 148
Age 55-64 - - - - 12 215 387 475 * 43 81 102 * 17 28 31
Age 19-20 - - - - - - - - * * 22 25 * 12 18 20
3+ BHP-eligible Age 21-34 12 30 34 21 30 34
. . Age 35-44 - - - - - - - - * * * * * * 11 15
people in unit
Age 45-54 - - - - - - - - * 13 34 38 * 2 31 22
Age 55-64 - - - - - - - - * 12 25 32 * 10 16 16
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New Jersey: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 1,691 351 749 584 289 117 187 128 174 80 110 90 101 25 32 29
1BHP-eligible Age 21-34 11,873 4,891 11,173 11,117 2,355 683 1,466 1,058 1,170 380 869 576 619 138 234 175
person in unit Age 35-44 3,176 1,916 4,317 4,423 889 555 1,256 837 637 375 1,011 740 387 228 362 262
Age 45-54 1,666 1,955 4,296 4,339 443 656 1,346 920 203 224 539 444 138 82 149 125
Age 55-64 935 2,190 5,015 4,544 333 1,273 2,779 2,601 100 174 378 298 47 40 80 60
Age 19-20 - - - - 120 116 225 129 49 89 204 151 30 36 75 76
2 BHP-eligible Age 21-34 - - - - 480 514 1,006 759 318 465 1,215 898 263 555 1,158 988
people in unit Age 35-44 - - - - 143 292 667 525 255 295 866 747 318 657 1,400 1,360
Age 45-54 - - - - 218 704 1,49 1,317 173 399 938 804 131 371 710 696
Age 55-64 - - - - 257 1,189 2,870 2,626 58 232 586 556 45 92 202 167
Age 19-20 - - - - - - - - 19 33 122 107 14 53 108 91
3+ BHP-eligible Age 21-34 - - - - - - - - 57 59 198 165 30 103 199 166
. .. Age35-44 - - - - - - - - * 23 63 50 * 29 85 85

people in unit
Age 45-54 - - - - - - - - 81 61 202 172 39 101 188 186
Age 55-64 - - - - - - - - 11 65 175 167 * 52 108 82

New Mexico: Estimated number of BHP-eligible people b

vy household size, FPL, number of BHP-eli

gible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 239 141 309 278 41 48 78 62 25 33 46 43 14 10 13 14
1BHP-eligible Age 21-34 1,377 1,610 3,750 4,319 272 225 494 412 135 125 292 225 73 46 79 68
erson in unit Age 35-44 303 513 1,177 1,398 83 149 343 265 60 100 276 235 36 61 98 83
P Age 45-54 164 542 1,216 1,424 43 182 381 303 20 62 153 145 13 23 42 41
Age 55-64 110 739 1,726 1,814 39 430 957 1,041 12 59 130 119 * 13 28 24
Age 19-20 - - - - 15 44 85 57 * 33 76 66 * 14 27 33
L Age 21-34 - - - - 54 167 334 294 36 151 401 345 29 180 382 378

2 BHP-eligible
people in unit Age 35-44 - - - - 14 82 189 172 25 82 247 246 30 179 391 440
Age 45-54 - - - - 23 202 440 447 17 114 274 272 13 105 204 232
Age 55-64 - - - - 30 395 974 1,037 * 76 197 215 * 30 66 64
Age 19-20 - - - - - - - - * 12 44 45 * 18 38 36
3+ BHP-eligible Age 21-34 19 65 63 33 64 62
. .. Age35-44 - - - - - - - - * * 19 18 * * 26 30

people in unit
Age 45-54 - - - - - - - - * 19 64 62 * 31 59 68
Age 55-64 - - - - - - - - * 21 59 66 * 17 37 33

North Carolina: Estimated number of BHP-eligible people by household size, FPL, number of BHP-

eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 854 607 1,251 984 148 205 317 219 88 142 186 154 51 44 54 50
1BHP-eligible Age 21-34 4,720 6,629 14,547 14,639 932 927 1,915 1,392 460 516 1,132 759 250 188 305 231
person in unit Age 35-44 1,189 2,436 5,260 5,450 327 705 1,537 1,033 235 477 1,236 915 141 291 441 323
Age 45-54 616 2,463 5,196 5,306 162 826 1,629 1,126 74 283 653 541 51 103 181 153
Age 55-64 424 3,442 7,565 6,926 151 2,006 4,198 3,973 48 274 571 454 22 63 121 92
Age 19-20 - - - - 53 191 351 203 22 143 314 238 13 59 112 118
2 BHP-eligible Age 21-34 - - - - 189 698 1,315 1,005 124 633 1,583 1,183 102 752 1,504 1,295
people in unit Age 35-44 - - - - 55 380 831 659 95 384 1,080 940 117 843 1,723 1,692
Age 45-54 - - - - 86 920 1,884 1,669 65 518 1,171 1,014 49 478 877 867
Age 55-64 - - - - 114 1,835 4,261 3,946 24 353 853 813 19 137 288 243
Age 19-20 - - - - - - - - * 52 183 163 * 81 158 132
3+ BHP-eligible Age 21-34 - - - - - - - - 22 82 264 222 12 141 260 220
. . Age 35-44 - - - - - - - - * 32 84 67 * 41 113 113

people in unit
Age 45-54 - - - - - - - - 31 82 266 227 15 137 246 245
Age 55-64 - - - - - - - - * 97 252 245 * 78 155 121
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Ohio: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 723 555 1,184 939 126 186 299 209 74 129 176 146 43 40 51 47
1BHP-eligible Age 21-34 4,598 7,021 15,969 16,217 908 981 2,103 1,542 449 547 1,244 842 244 199 336 256
person in unit Age 35-44 1,047 2,319 5,192 5,426 286 671 1,516 1,028 206 453 1,219 910 123 276 435 322
Age 45-54 593 2,578 5,642 5,813 156 865 1,769 1,234 71 296 710 593 49 108 197 167
Age 55-64 435 3,842 8,765 8,099 155 2,240 4,865 4,647 49 306 661 531 22 70 140 108
Age 19-20 - - - - 47 180 345 200 19 136 308 234 12 55 110 116
2 BHP-eligible Age 21-34 - - - - 183 734 1,437 1,109 119 666 1,724 1,302 98 790 1,636 1,422
people in unit Age 35-44 - - - - 49 371 839 671 85 373 1,089 957 104 813 1,727 1,710
Age 45-54 - - - - 82 966 2,051 1,836 62 539 1,265 1,107 47 495 940 938
Age 55-64 - - - - 115 2,033 4,904 4,590 24 386 970 933 19 149 327 278
Age 19-20 - - - - - - - - * 50 184 165 * 79 159 135
3+ BHP-eligible Age 21-34 - - - - - - - - 21 87 290 247 11 148 284 241
. .. Age35-44 - - - - - - - - * 32 86 68 * 40 113 114

people in unit
Age 45-54 - - - - - - - - 29 86 283 245 15 141 263 264
Age 55-64 - - - - - - - - * 104 280 277 * 84 172 137

Oklahoma: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 384 220 495 396 66 74 125 88 39 51 74 62 23 16 21 20

1BHP-eligible Age 21-34 2,393 2,716 6,534 6,685 473 380 860 636 234 211 509 347 126 77 137 106

person in unit Age 35-44 538 887 2,101 2,214 148 257 613 419 106 173 494 371 64 106 176 131

Age 45-54 308 994 2,301 2,390 81 333 722 508 37 114 289 244 25 42 80 69

Age 55-64 174 1,124 2,714 2,527 62 654 1,505 1,449 20 89 204 166 * 20 43 34

Age 19-20 - - - - 25 70 141 83 10 52 126 97 * 22 45 48

2BHP-eligible Age 21-34 - - - - 95 281 582 453 62 255 701 533 51 304 668 586

people in unit Age 35-44 - - - - 25 140 336 272 44 142 439 388 54 311 699 697
Age 45-54 - - - - 42 359 806 726 32 204 505 444 24 188 378 381

Age 55-64 - - - - 48 611 1,554 1,463 11 120 319 309 * 47 108 93

Age 19-20 - - - - - - - - * 19 74 66 * 30 64 55

3+ BHP-eligible Age 21-34 - - - - - - - - 11 32 112 96 * 55 112 96
people in unit Age 35-44 - - - - - - - - * 12 34 28 * 15 46 47
Age 45-54 - - - - - - - - 15 32 114 99 * 54 106 108

Age 55-64 - - - - - - - - * 34 97 96 * 28 61 47

Oregon: Estimated number of BHP-eligible people by hou

sehold size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 404 269 546 476 70 91 138 106 41 63 81 74 24 20 24 24
1BHP-eligible Age 21-34 2,556 3,390 7,318 8,172 506 474 964 779 250 264 570 425 135 96 154 129
person in unit Age 35-44 527 1,011 2,148 2,472 144 293 626 469 104 198 504 415 62 120 180 146
Age 45-54 279 1,045 2,171 2,463 73 351 679 523 33 120 272 251 23 44 76 71
Age 55-64 192 1,457 3,150 3,208 68 849 1,748 1,841 22 116 237 211 * 26 50 43
Age 19-20 - - - - 25 84 152 98 10 63 136 115 * 26 48 56
2 BHP-eligible Age 21-34 - - - - 100 348 644 551 66 316 775 646 54 378 740 710
people in unit Age 35-44 - - - - 25 161 346 304 43 163 452 437 53 355 716 780
Age 45-54 - - - - 40 393 791 778 30 222 493 473 22 203 366 404
Age 55-64 - - - - 52 779 1,777 1,832 11 151 359 380 * 58 121 113
Age 19-20 - - - - - - - - * 23 79 78 * 35 68 63
3+ BHP-eligible Age 21-34 - - - - - - - - 11 38 122 114 * 67 121 113
. . Age 35-44 - - - - - - - - * 14 36 31 * 18 48 54

people in unit
Age 45-54 - - - - - - - - 15 37 116 110 * 61 108 120
Age 55-64 - - - - - - - - * 43 109 119 * 35 67 58
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Pennsylvania: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 1,283 747 1,624 1,350 223 253 412 302 133 175 243 211 77 55 70 68
1BHP-eligible Age 21-34 6,407 7,317 16,952 18,023 1,265 1,021 2,230 1,715 625 569 1,318 935 337 207 356 284
person in unit Age 35-44 1,474 2,445 5,580 6,108 404 707 1,628 1,156 291 477 1,309 1,025 174 291 467 362
Age 45-54 918 2,994 6,676 7,213 242 1,004 2,094 1,531 111 344 840 736 76 125 233 208
Age 55-64 624 4,126 9,592 9,293 224 2,404 5,323 5,332 70 328 723 609 32 75 153 124
Age 19-20 - - - - 78 230 448 272 31 171 397 319 19 72 141 157
2 BHP-eligible Age 21-34 - - - - 259 773 1,540 1,244 169 700 1,842 1,456 139 823 1,739 1,587
people in unit Age 35-44 - - - - 72 397 915 770 121 400 1,186 1,094 148 863 1,870 1,943
Age 45-54 - - - - 126 1,105 2,391 2,241 95 618 1,478 1,351 72 565 1,094 1,143
Age 55-64 - - - - 167 2,196 5,395 5,292 35 419 1,073 1,083 29 163 363 322
Age 19-20 - - - - - - - - 11 63 233 218 * 96 197 174
3+ BHP-eligible Age 21-34 - - - - - - - - 31 93 318 285 16 160 314 279
. .. Age35-44 - - - - - - - - * 35 97 82 * 45 129 136

people in unit
Age 45-54 - - - - - - - - 45 97 334 300 22 162 307 324
Age 55-64 - - - - - - - - * 114 311 324 * 92 193 159

Rhode Island: Estimated number of BHP-eligible people by household size, FPL, number of BHP-el

igible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 308 81 143 182 54 28 36 41 32 19 21 29 19 * * *
1BHP-eligible Age 21-34 1,293 661 1,244 2,022 256 92 163 194 127 51 96 106 67 19 26 32
erson in unit Age 35-44 242 179 333 559 67 52 96 106 48 35 77 94 29 21 28 33
P Age 45-54 155 225 407 677 41 76 127 144 19 26 51 69 13 * 14 19
Age 55-64 89 259 487 729 32 151 269 418 * 21 37 48 * * * *
Age 19-20 - - - - 17 23 35 34 * 17 31 40 * * 1 19
L Age 21-34 - - - - 52 69 109 137 34 62 130 160 28 73 124 176

2 BHP-eligible
people in unit Age 35-44 - - - - 13 30 55 72 21 30 72 103 25 64 113 181
Age 45-54 - - - - 22 82 143 207 17 47 90 126 12 42 66 107
Age 55-64 - - - - 25 141 278 422 * 28 58 90 * 11 19 27
Age 19-20 - - - - - - - - * * 17 25 * * 14 19
3+ BHP-eligible Age 21-34 21 29 13 21 29
S 2 Age35-44 - - - - - - - - * * * * * * * 14

people in unit
Age 45-54 - - - - - - - - * * 22 30 * 13 20 33
Age 55-64 - - - - - - - - * * 18 29 * * 11 14

South Carolina: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 435 415 845 661 76 141 216 148 45 98 127 104 26 31 37 34
1BHP-eligible Age 21-34 1,949 3,621 7,868 7,861 384 506 1,036 747 189 282 612 408 103 103 165 124
person in unit Age 35-44 413 1,108 2,371 2,436 112 321 692 461 81 217 557 409 48 132 198 144
Age 45-54 266 1,416 2,956 2,997 70 475 928 637 32 163 372 306 22 59 103 86
Age 55-64 172 1,854 4,035 3,666 62 1,081 2,239 2,103 20 148 304 241 * 34 65 49
Age 19-20 - - - - 25 123 223 128 * 91 196 150 * 39 70 73
2 BHP-eligible Age 21-34 - - - - 78 381 710 539 51 344 848 629 42 406 802 686
people in unit Age 35-44 - - - - 21 184 395 312 34 185 514 444 42 396 805 783
Age 45-54 - - - - 37 520 1,056 925 28 293 656 560 21 267 483 474
Age 55-64 - - - - 47 993 2,282 2,098 * 192 459 432 * 74 154 129
Age 19-20 - - - - - - - - * 32 113 99 * 49 94 78
3+ BHP-eligible Age 21-34 - - - - - - - - * 45 144 121 * 78 142 119
. . Age 35-44 - - - - - - - - * 17 43 35 * 22 58 58

people in unit
Age 45-54 - - - - - - - - 13 47 153 128 * 79 140 139
Age 55-64 - - - - - - - - * 54 137 133 * 44 85 65
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Tennessee: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 423 440 775 584 74 149 196 130 43 104 115 91 25 32 34 29
1BHP-eligible Age 21-34 2,491 5,153 9,648 9,301 492 721 1,271 883 243 403 751 482 132 147 203 147
person in unit Age 35-44 551 1,654 3,046 3,019 150 479 890 572 108 324 715 506 65 198 255 179
Age 45-54 335 1,986 3,565 3,485 88 667 1,119 740 40 228 448 355 28 83 124 100
Age 55-64 219 2,634 4,924 4,313 78 1,537 2,733 2,474 25 210 371 283 11 48 79 58
Age 19-20 - - - - 27 141 220 121 11 105 196 142 * 43 70 70
2 BHP-eligible Age 21-34 - - - - 99 540 868 635 64 490 1,040 743 53 582 986 813
people in unit Age 35-44 - - - - 26 268 497 378 45 271 646 538 55 587 1,022 958
Age 45-54 - - - - 46 731 1,271 1,077 34 410 787 651 26 376 584 553
Age 55-64 - - - - 59 1,409 2,780 2,464 12 271 556 507 10 105 188 151
Age 19-20 - - - - - - - - * 38 116 99 * 61 100 80
3+ BHP-eligible Age 21-34 - - - - - - - - 11 64 174 141 * 110 172 139
. .. Age35-44 - - - - - - - - * 23 52 39 * 30 68 66

people in unit
Age 45-54 - - - - - - - - 16 65 177 144 * 107 164 156
Age 55-64 - - - - - - - - * 74 163 153 * 60 101 75

Texas: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL _ 176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL _ 176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL _ 176-200% FPL

Age 19-20 5,902 1,927 3,811 2,908 1,019 652 964 646 613 450 568 452 356 141 165 146

1BHP-cligible A8 21-34 33,797 21,763 45,950 44,758 6,700 3,046 6,042 4,264 3,320 1,697 3,580 2,321 1,760 619 964 705

personinunit  AES 3544 7,639 7,176 14,924 14,963 2,119 2,080 4,345 2,832 1,520 1,405 3,499 2,506 920 856 1,249 884

Age 45-54 3,933 7,188 14,586 14,411 1,043 2,413 4,567 3,059 477 824 1,829 1,471 323 301 507 415

Age 55-64 2,121 7,744 16,353 14,489 752 4,502 9,062 8,297 231 615 1,230 952 107 140 260 193

Age 19-20 - - - - 363 589 1,035 584 147 438 924 683 2 183 335 338

28Hp-cligible 288 2134 - - - - 1,335 2,248 4,053 3,009 886 2,034 4,892 3,544 730 2,441 4,681 3,908

people inunit /8¢ 3544 - - - - 361 1,118 2,348 1,805 625 1,135 3,077 2,583 772 2,494 4,914 4,659
Age 45-54 - - - - 553 2,612 5,134 4,391 217 1,500 3,251 2,705 313 1,384 2,443 2,346

Age 55-64 - - - - 594 4,248 9,436 8,428 135 850 1,971 1,813 106 332 671 546

Age 19-20 - - - - - - - - 52 153 527 450 39 242 454 370

34 BHP-cligible 8¢ 21-34 - - - - - - - - 150 242 754 611 79 428 763 618
people inunit A8 3544 - - - - - - - - 16 91 232 184 14 123 326 318
Age 45-54 - - - - - - - - 207 241 761 625 102 410 705 686

Age 55-64 - - - - - - - - 27 252 623 584 27 205 391 286

Utah: Estimated

number of BHP-eligible people by house

hold size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 405 245 509 457 71 84 130 103 42 58 77 72 24 18 22 23
1BHP-eligible Age 21-34 2,151 2,563 5,676 6,506 426 360 749 622 211 201 443 340 112 73 120 103
person in unit Age 35-44 353 605 1,319 1,559 96 176 384 296 69 118 310 262 41 72 110 92
Age 45-54 168 560 1,194 1,390 44 188 373 296 20 64 149 142 14 23 42 40
Age 55-64 86 572 1,268 1,324 30 332 702 759 * 45 95 88 * 10 20 18
Age 19-20 - - - - 21 69 125 84 * 50 109 98 * 21 39 48
2 BHP-eligible Age 21-34 - - - - 81 255 480 425 54 230 579 498 44 280 560 553
people in unit Age 35-44 - - - - 18 97 213 192 29 99 285 280 36 214 446 497
Age 45-54 - - - - 27 208 430 430 19 122 278 269 14 111 206 234
Age 55-64 - - - - 25 319 742 780 * 67 162 173 * 25 54 52
Age 19-20 - - - - - - - - * 16 59 59 * 25 50 47
3+ BHP-eligible Age 21-34 - - - - - - - - * 24 79 75 * 43 80 76
. . Age 35-44 - - - - - - - - * * 22 21 * 12 32 38

people in unit
Age 45-54 - - - - - - - - 10 22 73 70 * 38 68 79
Age 55-64 - - - - - - - - * 22 56 63 * 18 36 31
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Vermont: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL ~ 151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 47 77 125 89 * 26 32 20 * 18 19 14 * * * *
1 BHP-eligible Age 21-34 176 552 961 876 35 77 127 83 17 43 75 45 * 16 20 14
erson ingunit Age 35-44 42 190 325 304 11 55 95 58 * 37 76 51 * 23 27 18
P Age 45-54 21 191 319 295 * 64 100 62 * 22 40 30 * * 11 *
Age 55-64 18 331 575 475 * 194 319 273 * 26 43 31 * * * *
Age 19-20 - - - - * 22 31 17 * 16 28 19 * * * *
- - - - - * * *

2 BHP-eligible Age 21-34 59 87 60 53 105 71 63 99 77
. .. Age35-44 - - - - * 31 53 38 * 31 69 54 * 67 108 95

people in unit
Age 45-54 - - - - * 75 121 96 * 42 75 58 * 38 55 49
Age 55-64 - - - - * 174 319 267 * 33 63 54 * 13 21 16
Age 19-20 - - - - - - - - * * 15 13 * * 13 *
3+ BHP-eligible Age 21-34 18 14 12 17 13
- ' Age 35-44 R R _ R B R R R * * * * * * * *

people in unit
Age 45-54 - - - - - - - - * * 18 14 * 12 17 15
Age 55-64 - - - - - - - - * * 19 17 * * 11 *

Virginia: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible

people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL

Age 19-20 1,125 459 1,149 791 195 156 293 176 118 107 173 124 68 33 50 40

1BHP-eligible Age 21-34 5,221 4,149 11,109 9,767 1,032 579 1,463 929 510 322 866 506 273 117 234 154

person in unit Age 35-44 1,225 1,419 3,746 3,382 338 410 1,093 640 243 277 880 567 146 169 314 200

Age 45-54 634 1,427 3,686 3,280 168 478 1,156 696 77 164 463 334 52 60 128 95

Age 55-64 428 1,950 5,253 4,190 153 1,135 2,915 2,401 47 155 396 275 22 35 84 56

Age 19-20 - - - - 65 136 302 153 26 100 268 179 16 42 95 88

2BHP-eligible Age 21-34 - - - - 209 434 998 665 138 392 1,201 782 113 465 1,142 856

people in unit Age 35-44 - - - - 59 224 598 413 100 226 781 590 123 491 1,237 1,056
Age 45-54 - - - - 92 535 1,344 1,033 68 303 841 630 51 278 627 539

Age 55-64 - - - - 116 1,045 2,973 2,391 25 203 602 497 20 78 203 149

Age 19-20 - - - - - - - - * 35 152 117 * 54 128 93

3+ BHP-eligible Age 21-34 - - - - - - - - 24 49 196 143 13 86 195 142
people in unit Age 35-44 - - - - - - - - * 19 62 44 * 25 86 75
Age 45-54 - - - - - - - - 34 49 199 147 17 83 184 160

Age 55-64 - - - - - - - - * 58 183 155 * 47 113 76

Washington: Esti

mated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 1,063 386 845 733 184 130 214 163 110 20 126 114 64 28 36 37
1BHP-eligible Age 21-34 6,450 4,629 10,819 12,002 1,279 647 1,423 1,145 633 360 843 625 337 131 227 190
person in unit Age 35-44 1,205 1,250 2,879 3,289 331 362 836 622 238 244 673 551 143 148 240 194
Age 45-54 772 1,574 3,542 3,996 205 528 1,110 849 94 180 445 408 63 66 123 115
Age 55-64 438 1,785 4,187 4,237 156 1,038 2,321 2,429 48 142 315 278 22 32 67 57
Age 19-20 - - - - 66 119 233 149 27 88 206 173 17 37 74 85
2 BHP-eligible Age 21-34 - - - - 253 475 950 806 166 428 1,139 944 136 511 1,084 1,036
people in unit Age 35-44 - - - - 61 205 477 419 102 208 624 599 125 447 981 1,061
Age 45-54 - - - - 106 568 1,240 1,212 81 323 777 737 60 294 574 629
Age 55-64 - - - - 121 970 2,397 2,452 27 191 493 518 21 74 168 155
Age 19-20 - - - - - - - - * 31 120 117 * 49 102 95
3+ BHP-eligible Age 21-34 - - - - - - - - 29 52 180 168 15 91 180 167
. . Age 35-44 - - - - - - - - * 18 50 45 * 24 68 76

people in unit
Age 45-54 - - - - - - - - 40 52 180 169 20 87 167 185
Age 55-64 - - - - - - - - * 55 152 165 * 45 95 81
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West Virginia: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 49 63 120 101 * 21 30 22 * 14 17 16 * * * *
1 BHP-eligible Age 21-34 499 1,323 2,675 2,919 99 185 352 277 49 103 208 152 27 38 56 46
person inguni ¢ Age 35-44 92 349 694 778 25 101 202 147 18 68 162 130 11 41 58 46
Age 45-54 74 564 1,096 1,215 19 190 344 258 * 65 138 124 * 24 38 35
Age 55-64 53 822 1,664 1,654 19 480 924 950 * 65 126 108 * 15 27 22
Age 19-20 - - - - * 23 41 25 * 18 37 29 * * 13 15
. Age 21-34 - - - - 20 137 240 199 13 125 286 232 10 147 269 252

2 BHP-eligible
eople in unit Age 35-44 - - - - * 60 120 103 * 60 154 146 * 128 242 257
peop Age 45-54 - - - - * 205 386 374 * 112 234 221 * 102 171 184
Age 55-64 - - - . 14 432 926 936 * 80 179 187 * 31 61 55
Age 19-20 - - - - - - - - * * 24 23 * 12 21 20

_ - - . - - - . - * *

34 BHP-cligible Age 21-34 17 50 a7 29 49 a5
. .. Age35-44 - - - - - - - - * * 13 10 * * 15 17

people in unit
Age 45-54 - - - - - - - - * 17 48 45 * 27 45 48
Age 55-64 - - - - - - - - * 20 49 52 * 16 30 26

Wisconsin: Estimated number of BHP-eligible people by household size, FPL, number of BHP-eligible people in household unit, and age

1-person household

2-person household

3-person household

4-person household

0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL | 0-138% FPL  139-150% FPL  151-175% FPL  176-200% FPL
Age 19-20 412 362 825 620 72 123 211 139 43 85 124 97 25 27 36 31
1BHP-eligible Age 21-34 1,832 3,144 7,636 7,334 361 439 1,007 698 178 245 595 380 97 89 161 116
person in unit Age 35-44 388 963 2,303 2,273 105 279 673 431 76 188 541 382 45 115 193 135
Age 45-54 217 1,055 2,467 2,402 57 354 773 510 26 121 310 245 18 44 86 69
Age 55-64 163 1,620 3,951 3,448 58 944 2,194 1,978 19 129 298 226 * 29 63 46
Age 19-20 N - B » 23 106 214 118 * 78 188 139 * 33 66 67
2 BHP-eligible Age 21-34 - - - - 73 329 685 500 47 297 820 585 39 351 778 638
pecple in unit Age 35-44 - - - - 19 157 379 286 32 158 494 409 39 339 773 722
Age 45-54 - - - - 32 402 914 767 23 226 567 465 17 205 418 393
Age 55-64 - - - - 44 858 2,214 1,953 * 165 441 399 * 63 147 118
Age 19-20 - - - - - - - - * 28 107 91 * 42 89 70
3+ BHP-eligible Age 21-34 - - - - - - - - * 38 136 109 * 65 134 106
. .. Age35-44 - - - - - - - - * 14 41 32 * 18 56 53
people in unit
Age 45-54 - - - - - - - - 12 37 137 110 * 63 126 119
Age 55-64 - - - - - - - - * 46 132 124 * 38 82 61
Source: Health Insurance Policy Simulation Model-American Community Survey 2014
* - Data suppressed due to low sample size.
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Notes

! Stan Dorn and Jennifer Tolbert. The ACA’s Basic Health Program Option: Federal Requirements and State Trade-Offs, November
2014, Washington, DC: Kaiser Family Foundation and Urban Institute.

2 CMS. “Basic Health Program: Federal Funding Methodology for Program Year 2016,” Federal Register, October 23, 2014, Vol. 79, No.
205, pp- 63363- 63376, hitp://www.gpo.gov/fdsys/pkg/FR-2014-10-23/pdf/2014-25257.pdf.

3 After a BHP program’s first year, the federal government will need to make an additional adjustment to the reference premium,
captured by the Population Health Factor (PHF). At that point, BHP enrollees will no longer be in the individual market. They may have
a different average risk level than the remaining participants in the individual market. If so, premiums charged in the individual market
without the participation of consumers under 200% FPL might be different than if BHP enrollees had stayed in the individual market.
The PHF will adjust marketplace premiums to compensate for the change in risk levels made by the removal of BHP consumers so the
reference premium reflects what would have been charged without BHP. If BHP consumers are healthier, on average, than individual
market participants, the PHF will reduce the premium from levels observed in the marketplace. If they are less healthy, it will raise the
premium.

In future years, it should not be difficult to determine the PHF. Each individual market participant’s risk level will be measured as part
of the risk adjustment system. If states gather similar information about BHP enrollees, actuaries should be able to estimate the impact
on individual market premiums if BHP-eligible consumers were added to the individual market.

In most states today, the PHF is even easier to calculate for the first year of BHP program operation: it does not affect premiums at all.
That is because, in 2014, BHP-eligible consumers are already in the individual market in most states. As a result, marketplace premiums
are already based on the risk pool that would apply without the operation of BHP.

However, in 2014 a handful of states—especially Minnesota, which covers all BHP-eligible consumers through the state’s longstanding
“MinnesotaCare” program, now operating under a Medicaid waiver—serve numerous BHP-eligible consumers outside the individual
market. No risk-adjustment system or comparable data-gathering mechanism allows a prospective comparison between the average risk
level of such consumers and those who will enroll in the 2014 individual market. As a result, CMS is allowing states, for the 2015 BHP
program year, to have the PHF determined retrospectively, after the conclusion of the 2015 BHP program year. A state choosing this
option must, by August 1, 2014, have proposed a protocol to CMS for gathering the information needed to determine the PHF. CMS
must approve the protocol by December 31, 2014. If information gathered through the protocol shows the need to change CMS’ 2015
payments, adjustments would be carried out through increases or reductions to the state’s later BHP payments.

* Links to such rates are available through the map at http://www.cde.gov/tobacco/widgets/index.htm#widget.

> Most state individual markets, including QHPs, use HHS’s default ratios between premiums charged to adults age 21-24 and
individuals of other ages. If more than one person within a family enrolls in a plan, the family premium combines the premiums
charged to each family member, based on their ages. A few states—the District of Columbia, Massachusetts, Minnesota, New Jersey, and
Utah—depart from the HHS default ratios in varying premium charges based on age. These states still determine family premiums
based on the combined age-specific premiums charged to each enrolling family member. For HHS’s default ratios and the ratios used by
the latter states, see Center for Consumer Information and Insurance Oversight (CCIIO). State Specific Age Curve Variations.August 9,
2013. http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/Downloads/state-specific-age-curve-
variations-08-09-2013.pdf. New York and Vermont do not permit premiums to vary based on age. Premiums vary based on family
enrollment, depending on the characteristics of the enrolling family. In each state, coverage for two adults costs twice as much as
coverage for one adult. For information about how premiums change when children are involved, see CCIIO, “State Specific Family Tier
Ratios,” Market Rating Reforms: State Specific Rating Variations. Updated: July 11, 2014. http://www.cms.gov/CCIIO/Programs-
and-Initiatives/Health-Insurance-Market-Reforms/state-rating.html#age.

5 The purpose of this example is to illustrate our suggested approach to calculating federal BHP payments, not to provide up-to-the-
minute, accurate estimates for Washington State. After this example was developed, final QHP premiums for 2015 were announced. To
obtain more accurate and current estimates, Washington State officials and stakeholders would need to revise these calculations using
actual 2015 premiums, rather than the projections we developed based on state insurance officials’ analysis.

" Dekker Dirksen, Community Health Plan of Washington/Community Health Network of Washington, personal communication, July
2014.

8 Washington State Health Benefits Exchange, April 23, 2014. Health Coverage Enrollment Report: October 1, 2013 - March 31, 2014.
http://wahbexchange.org/files/2713/9888/1218/WAHBE End of Open Enrollment Data Report FINAL.pdf.

° To derive the weighted average, we first multiple the premium in a county by the number of QHP enrollees in that county. For
example, we multiply $221.14 in Adams County by the 451 QHP enrollees and obtain a product of $99,734.14. We combine such county-
specific products for all counties, which equals $34,028,555.85, and divide by the total number of QHP enrollees statewide, which is
152,690. The resulting average is $222.86.

19 Mike Kreidler, Washington state Insurance Commissioner, “Seventeen health insurers file more than 230 plans for 2015 - average
proposed rate change 8%,” News Release, May 13, 2014, http://insurance.wa.gov/about-oic/news-media/news-releases/2014/5-13-
2014.html; Jeffrey Naas, Washington State Office of the Insurance Commissioner, personal communication, July 2014.

" For information about each individual state’s approach to age rating, see CCIIO, Market Rating Reforms: State Specific Rating
Variations, Updated July 11, 2014, http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-
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http://www.cms.gov/CCIIO/Programs-and-Initiatives/Health-Insurance-Market-Reforms/state-rating.html

rating.html; CCIIO, State Specific Age Curve Variations, August 9, 2013, http://www.cms.gov/CCIIO/Programs-and-
Initiatives/Health-Insurance-Market-Reforms/Downloads/state-specific-age-curve-variations-08-09-2013.pdf.

12 Very few BHP-eligible consumers live in households with more than five members.

'3 For BHP-eligible consumers under 138% FPL, sample size considerations prevented us from developing eligibility estimates within
the smaller FPL ranges used by the federal payment methodology (0-50, 51-100, and 101-138% FPL). We assumed an even distribution
of BHP enrollees by FPL income levels from o to 138% FPL, as provided by the federal payment methodology for narrower FPL ranges.
If BHP-eligible consumers are unevenly distributed among the three federal-specified FPL ranges below 138% FPL, our estimated
payment amounts for consumers under 138% FPL may be inaccurate. However, given the relatively small size of the under-138%-FPL
population among BHP-eligible consumers, the impact on calculating a state’s average federal payment per BHP-eligible consumer is
likely to be modest.

'* Hawaii and Alaska would be treated differently, because the FPL equals different income amounts in those states than in other states.

'* The only exceptions are fully community-rated states, where family premiums vary based on the number of adults and children
enrolled in coverage. CCIIO, Market Rating Reforms: State Specific Rating Variations.

16 put differently, the two BHP-eligible members receive family coverage for which a premium of $850.46 is charged, the household
payment requirement is $106.30, and the household PTC is $744.16—precisely twice the $372.08 received by each BHP-eligible
member.

7 Premera Blue Cross, “Individual Filing — Effective 1/1/2014,” Exhibit 6.2 in Exchange Rates — Silver Plans; LifeWise Health Plan of
Washington, “Individual Filing — Effective 1/1/2014,” Exhibit 6.2 in Exchange Rates — Silver Plans.

'8 Group Health Cooperative, 1/1/2014 Individual Rate Filing, “Exhibit 11 - Final Rates.”

19 These counties are Benton, Franklin, King, Walla Walla, and Yakima. Dirksen, op cit. For the distribution of enrollees by County, see
Table 2.

20 These numbers come from Tobacco Control State Highlights 2012,
http://www.cdc.gov/tobacco/data _statistics/state data/state highlights/2012/zip files/highlights.zip.

21 As explained by CMS in its proposed 2016 BHP methodology, “For the BHP payment rate cell for persons ages 21-34, we would
calculate the factor as (4/14 * the utilization rate of 18-24 year olds) plus (10/14 * the utilization rate of 25-44 year olds), which would be
the weighted average of tobacco usage for persons 21-34 assuming a uniform distribution of ages; for all other age ranges used for the
rate cells, we would use the age range in the CDC data in which the BHP payment rate cell age range is contained.” CMS. Basic Health
Program: Federal Funding Methodology for Program Year 2016.

22 CMS, Basic Health Program: Federal Funding Methodology for Program Year 2016.
2 Dorn and Tolbert 2014.

24 These estimates will be almost the same as those for 2015, with very small changes reflecting population growth. A state analyzing
BHP implementation for 2015 could use the tables in this appendix to develop the kind of fiscal analysis described in the body of this
report.

25 Among consumers with incomes between 139 and 400% FPL who are offered ESI, between 97% and 99.8% of such offers meet the
ACA’s definition of affordability. Even among consumers in this income range who do not accept ESI offers, between 87% and 99% of
the rejected offers are affordable. See the U.S. panel in table 1 in Matthew Buettgens, Stan Dorn, Habib Moody. Access to Employer-
Sponsored Insurance and Subsidy Eligibility in Health Benefits Exchanges: Two Data-Based Approaches. Washington, DC: Urban
Institute (prepared for the California HealthCare Foundation), Dec. 2012, http://www.urban.org/UploadedPDF/412721-Access-to-
Employer-Sponsored-Insurance.pdf.

%6 See Buettgens, Dorn and Moody, 2012.

27 passel, J. and D. Cohen. 2009. “A Portrait of Unauthorized Immigrants in the United States.” Washington, DC: Pew Hispanic Center.

28 Treasury Inspector General for Tax Administration, “The Internal Revenue Service Needs a Coordinated National Strategy to Better
Address an Estimated $30 Billion Tax Gap Due to Non-filers,” November 2005, Reference Number 2006-30-006.

? “Internal Revenue Service Data Book 2003,” Internal Revenue Service, 2003.

3% Plueger, D, “Earned Income Tax Credit Participation Rate for Tax Year 2005,” Internal Revenue Service, 2009.

31 For households with 1 BHP-eligible member, groups would include 5 age ranges, 4 FPL income ranges, and 5 household sizes (with
households of 5 or more members constituting the largest household), for a total of 100 groups (5x4x5=100). Households with 2 BHP-
eligible members have the same number of age and FPL income ranges, but only 4 household sizes, since a 1-person household cannot
have 2 BHP-eligible members. Accordingly, this second set includes 80 groups (5x4x4=80). The final set, consisting of households with
3+ BHP-eligible members, has only 3 household sizes, so it includes 60 groups (5x4x3=60). Altogether, these three sets include 240
groups (100+80+60=240).

32 Specifically, we reweighted by minimizing cross-entropy. Martin Wittenberg, An introduction to maximum entropy and minimum
cross-entropy using Stata, The Stata Journal (2010) 10, Number 3, pp. 315-330.
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Preface

The Affordable Care Act (ACA) includes many reforms intended to make health care more affordable and accessible

to consumers. Of note here, the ACA standardizes the list of covered benefits, sets a floor for the amount of financial
coverage, and establishes a maximum limit for enrollees” annual out-of-pocket expenses. These reforms help consumers
compare health plans and use their coverage, but they accelerated a trend towards tighter provider networks and

tiered networks, as insurers turn to new levers to keep premium costs low. As a result, the issue of network adequacy is
elevated. Health insurance coverage is meaningless if consumers cannot get the covered benefits promised to them due
to network constraints.

To ensure that patients and consumers have access to the care they need in a changing health care environment, the
Consumer Representatives to the National Association of Insurance Commissioners (NAIC) have for several years
urged the NAIC to update its Managed Care Network Adequacy Model Act. We are pleased that the NAIC, through
its Network Adequacy Model Review Subgroup, is now undertaking this important task. To help inform the NAIC’s
work, as well as the work of state and federal regulators, the consumer representatives offer this report, “Ensuring
Consumers’ Access to Care: Network Adequacy State Insurance Survey Findings and Recommendations
for Regulatory Reforms in a Changing Insurance Market.” To develop this report, the Consumer Representatives
to the NAIC commissioned Health Management Associates to evaluate the current status of state requirements related
to network adequacy, the challenges regulators face, and best practices for ensuring network access. We then make
recommendations for revising the Network Adequacy Model Act. We hope these findings and recommendations will be
helpful to regulators moving forward.
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Executive Summary

State and federal insurance regulators face new and complex challenges to ensuring that consumers’ interests are monitored
and protected in a rapidly evolving health insurance market. As consumers enter the insurance market in record numbers as
a result of the Affordable Care Act (ACA), the increased competition and demand for health care services have created both
new opportunities and new pressures for health plans and health care providers. Many insurers have responded by offering
health plans with lower premiums in exchange for more limited access to health care providers. Although some reasonable
trade-offs are necessary to ensure health coverage is affordable, the increasing use of “narrow networks” and tiered networks
has focused additional attention on the regulation of health plan provider networks and the potential financial implications
for consumers who receive out-of-network services.!

Historically, state oversight of network adequacy has varied significantly from state to state and, in many cases, has not kept
up with changes in health plan designs. Recently, NAIC (National Association of Insurance Commissioners) president-
elect Monica Lindeen noted in her testimony before the House of Representatives’ Energy and Commerce Subcommittee
on Health that older insurance statutes cannot fully accommodate the new health plan designs offered today, and that
current state standards may need revisions to address network adequacy concerns. Commissioner Lindeen announced that
in response to the changing market and concerns regarding regulatory standards, the NAIC has agreed to update its 1996
network adequacy model law, which is intended to establish requirements for health plans to assure adequacy, accessibility,
transparency, and quality of health care services for consumers.?

In March of 2014, the NAIC Regulatory Framework (B) Task Force created the Network Adequacy Model Review Subgroup
to develop recommendations for updating the Managed Care Plan Network Adequacy Model Act. Since May, the NAIC
Subgroup has been holding weekly public conference calls and using the NAIC’s open process to engage consumers,

health care providers, business groups, insurers and other stakeholders in the review process. In response to the Subgroup’s
invitation to stakeholders to propose solutions, the NAIC Consumer Representatives offered to conduct a survey of all state
Departments of Insurance (DOIs) to obtain information on statutory and regulatory requirements related to oversight of
network adequacy, and to identify strategies used to monitor compliance with network adequacy requirements. Our goal
through this effort was to identify challenges faced by regulators as well as “best practices” and successful initiatives used by
states in order to develop recommendations for the NAIC’s consideration. The survey was sent to DOIs in all 50 states and to
regulators in Puerto Rico and the District of Columbia. The NAIC supported our efforts by encouraging states to respond to
the survey and by allowing the Consumer Representatives to provide an overview of the survey project at the 2014 summer
meeting. By September, DOIs had submitted a total of 38 completed surveys. The respondents represent states of varying
sizes with different demographics, geographies, and health insurance exchange dynamics, providing excellent information on
the current spectrum of regulatory approaches to network adequacy oversight and ensuring availability and transparency of
information to enable consumers to make informed health plan purchasing decisions.
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Survey Results

Not surprisingly, the survey results confirm that States do not take a “one size fits all” approach to network adequacy
oversight. As the highlights in the table below indicate, different marketplace dynamics, varying levels of statutory authority,
and other state-specific factors impact the tools regulators have available and the degree to which health plans must comply
with specific requirements. Complete survey results are included later in this report.

SURVEY HIGHLIGHTS

» Most states have not adopted the NAIC Managed Care Plan Network Adequacy Model Act.

« The primary tool regulators use to monitor network adequacy is complaint data. Almost all states track
network adequacy-related complaints but vary in the level of detail they collect.

+ DOIs consistently report that one of the biggest challenges they face as regulators is developing
consumer-friendly information and resources for consumers to help them understand the risks and
potential costs associated with out-of-network services. While they agree consumers need better
information to make informed decisions, they struggle to provide information in a clear, easy-to-
understand format that addresses the variations in requirements for different types of health plans.

« Just over a third of states have requirements that Preferred Provider Organizations (PPOs) update their
provider directories on a regular basis, such as annually or semi-annually.

« Overall, respondents indicate more regulatory authority exists for health maintenance organizations
(HMOs) than PPO plans and even less regulatory oversight is in place for newer managed care products,
such as Exclusive Provider Organizations (EPOs).

« Less than half of states have provisions in place to prohibit or limit a situation in which a member
receives services from an out-of-network provider (such as an anesthesiologist) when treated at an in-
network hospital. However, those requirements are limited in many cases to specific situations such as
emergency services, and the level of protection varies widely based on the type of plan (HMO or PPO).

« Enforcement actions are rarely taken based on violations related to network adequacy. Only four
states reported they usually take enforcement actions against more than one health plan a year due to
network adequacy violations.

Recommended Changes to Managed Care Plan Network Adequacy Model Act
In addition to providing a broad overview of the variety of regulatory approaches currently in place related to network adequacy,
the survey results also identify opportunities for improved regulations that more accurately reflect the complexities of today’s
health insurance market. While network adequacy oversight has evolved significantly in a few states, others have made little
progress. To encourage states to consider opportunities for regulatory improvements, we have included in this report several
recommendations for new state network adequacy oversight requirements and modifications to the NAIC Model Law based in
part on responses and comments provided by survey respondents. Although these suggestions do not represent the only options
for improving network adequacy, we hope the NAIC and state regulators will seriously consider integrating these ideas into the
new Model Law requirements and in any legislative or regulatory changes states are considering,

* Expand the scope of existing network adequacy regulations to include all types of network plans, including HMOs, PPOs,
Exclusive Provider Organizations (EPOs), and Point of Service (POS) plans, and plans with multi-tier provider networks. 3

* DOIs should evaluate the methods used to educate consumers on the ability to file complaints with the Department
and identify ways to improve outreach to consumers to ensure they are fully informed of the Department’s complaint
process. Because regulators rely heavily on complaints as an indicator of potential problems with a health plan’s
network, it is imperative that consumers are aware of the ability to file complaints with the DOI and the process for
doing so. DOIs should also provide an on-line mail box for consumers to communicate problems or suggestions to the
Department, even if the individual does not want to file an official complaint.

Ensuring Consumers’ Access to Care l.



* Establish a process for regularly updating the NAIC Model Law to address oversight of new models of care, such as
Accountable Care Organizations (ACOs) and other models that may evolve over time.

* Establish quantitative standards for meaningful, reasonable access to care, such as minimum provider-to-enrollee ratios,
reasonable wait times for appointments based on urgency of the condition, and distance standards that require access
to network providers within a reasonable distance from the enrollee’s residence. While we recognize that geography and
local market conditions make it challenging to set national quantitative standards that would be appropriate in every
state, we believe it is important that states set such standards.

* Require health plans to submit and receive approval from DOI of access plans to ensure consumers are adequately
protected from network deficiencies.

* Ensure consumers are provided sufficient information to identify and select between broad, narrow or ultra-narrow
networks. In areas without sufficient choice, require health plans to offer at least one plan with a broad network or an
out-of-network benefit, with limited exceptions to be determined by the Commissioner.

* Require all health plans, not just Qualified Health Plans (QHPs), to include access to Essential Community Providers.

* Require all network plans to include provisions that protect consumers from balance billing in all emergency situations
and when receiving services from non-network facility-based providers in an in-network facility.

* Require providers to notify health plans and patients when leaving a network for any reason.

* Require health plan provider directories to be updated regularly, publicly available for both enrolled members and
individuals shopping for coverage, and include standards for information that must be included to provide consumers
with information on network differences and the potential financial impact on consumers depending on which plan
they choose.

¢ Establish requirements guaranteeing continuity of care for individuals who are in the midst of an episode of care and
their provider is dropped from or leaves the network or is moved to a higher cost tier.

* Create special enrollment periods to allow individuals to move to a new health plan when they rely on erroneous information
published in a health plan’s provider directory, their primary care provider becomes a non-participating provider, or a covered
person is in the midst of a course of treatment and loses access to their specialty care provider or facility.

* Work with other state agencies to address balance billing concerns resulting from consumers needing to use out-of-
network providers.

* Adopt standardized health plan reporting requirements to monitor frequency of out-of-network services and network
adequacy, and identify circumstances where additional consumer protections or changes in regulatory processes are
warranted. Require health plans to make information publicly available in a prominent position on their website. DOIs
should also provide notice to consumers of the availability of such information and how it may be accessed.

* Establish a comprehensive, standardized list of complaint codes that all DOIs use to track consumer complaints related
to network adequacy and access to care.

* Expand efforts to educate consumers on DOI complaint processes to ensure they are aware of their right to file a
complaint and reduce any administrative barriers that may discourage consumers from filing complaints.

* States should not rely solely on health plan accreditation as a substitute for demonstrating network adequacy
compliance, but should supplement accreditation with additional standards.



Network Adequacy

and Financial
Implications for
Consumers

Network adequacy refers to a health plan’s ability to meet the medical needs of its enrollees by providing reasonable access
to a sufficient number of in-network primary care and specialty physicians, as well as all other health care services for which
benefits are included under the terms of the insurance contract.? In the event an enrollee is unable to obtain covered services
from an in-network health care provider and is treated by an out-of-network provider, the health plan may pay a much lower
portion of the medical bill — or nothing at all — and the consumer may be faced with significantly higher cost-sharing that
does not count toward their out-of-pocket limit. Depending on the circumstances, the provider may also then “balance bill”
the patient for the remaining costs, which can be a significant amount of money depending on the services received and the
payment provided by the insurer. While network adequacy is typically the primary focus of regulatory oversight, balance
billing is directly linked to network access and creates additional challenges for regulators.

Although many states have struggled to determine how to best regulate provider networks in a way that ensures access to care
while still allowing health plans flexibility in network design and network size in exchange for lower premiums, no single
approach has evolved. Primary oversight of network adequacy for commercial benefit plans is delegated to state Departments
of Insurance (DOls) that have adopted varying approaches based, in part, on differences in statutory authority granted by
their Legislature. In addition, the federal Department of Health and Human Services (HHS) also plays a role in network
adequacy regulation in its oversight of requirements for Qualified Health Plans (QHPs) offered on state and federal health
insurance exchanges.’ While HHS has delegated network adequacy reviews to states in most cases, the requirements for
QHP provider networks vary from those required of most commercial insurance plans, creating an additional complication
for states in some cases. States that have created a separate entity to operate their exchange may also have a role in monitoring
network adequacy of QHPs sold on the exchange.

The initial network adequacy regulatory requirements developed by states and the NAIC were designed for HMOs but have
evolved over time to include other types of network plans including PPOs and, to a much lesser extent, EPOs.® In most if not
all states, network adequacy regulations are more comprehensive for HMO plans than for PPOs due to the more restrictive
HMO requirements that limit consumers’ ability to use any provider other than those included in the HMO network except
in emergency situations or in cases where an enrollee does not have access to covered services from a network provider.
Generally, in an HMO health plan, the HMO must provide all covered services through a network provider, or arrange for
an out-of-network provider to care for the enrollee at no additional cost if an in-network provider is not available. As long as
the enrollee uses an in-network provider or receives approval for out-of-network services, the enrollee should not be balance
billed for fees other than their standard co-payment.

However, network adequacy standards for PPOs are usually more complicated for regulators and consumers since PPOs do
not provide prepaid care and benefits are included to allow enrollees to choose an out-of-network provider. Out-of-pocket
costs for services are lower as long as the individual uses an in-network provider but may be significantly higher when
receiving services from an out-of-network provider. While some state laws require PPOs to meet certain network adequacy
standards, the criteria are frequently much less stringent than those for HMOs. As with HMOs, PPO enrollees are protected
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from unexpected bills as long as they stay in their network or use out-of-network providers only when an in-network provider
is unavailable and the PPO authorizes the use of a non-network provider. However, unlike HMOs, in the event a PPO
enrollee is treated by an out-of-network provider, even when due to no choice of their own, the enrollee is responsible for the
generally higher cost-sharing amounts and any remaining balance billed by the provider after the health plan has paid its
portion of the bill.

When a network plan enrollee does receive out-of-network services, the costs can be significant, even in cases where the
enrollee had no control over the circumstances and did not knowingly choose to use an out-of-network provider. To better
understand the need for improved consumer protections, a brief discussion of the circumstances created by inadequate
networks helps to illustrate the frustrations of consumers who often have no control over the providers they see, even when
“playing by the health plan rules” and making every effort to use only network providers. Following is a brief overview of
situations in which consumers may receive treatment from out-of-network providers.

Consumers planning a hospital stay select an in-network hospital and an in-network provider for their primary services
(such as surgery), but they must use the ancillary providers (e.g., anesthesiologists, radiologists, pathologists) with
which the hospital contracts for other services received, such as lab work, anesthesiology, or imaging services. If those
facility-based providers do not also contract with the patient’s health plan, the patient is frequently billed for out-of-
network charges their health insurer does not pay. Depending on the services, the out-of-network bill can amount to
thousands of dollars that the patient did not anticipate or have any control over, despite their adherence to the health
plan requirement that they use an in-network facility.” In many cases, consumers are not even aware they were treated
by a non-network provider until they receive a “surprise” bill.

Under section 2719A of the Public Health Service Act, all non-grandfathered health plans are required to charge in-
network cost-sharing for emergency services provided by an out-of-network emergency department (ED) physician or
for emergency services provided by an out-of-network hospital. However, despite this consumer protection, consumers
can still find themselves subject to high out-of-pocket costs. When a consumer visits an emergency room and is treated
by an emergency room doctor who does not participate in their insurance network, they can still be balance billed by
the doctor and the hospital. Because hospital-based physicians often decide which insurance plans to participate in,

a visit to the emergency room can result in multiple separate bills from different providers. An Avalere Health study
commissioned by the American Heart Association found that hospital-based diagnostic radiologists were less likely to
be included in QHP networks, compared to cardiologists and neurologists. When hospital-based physicians do not
contract with the same plans as the hospital, consumers end up receiving out-of-network services even if the hospital

is an in-network facility. Depending on the level of the emergency, even an informed consumer may be unable to
determine whether the contracted ED providers are in their network since provider directories do not typically list
hospital-level participating providers. For emergency services, the patient’s balance bill can be especially significant as
the amount an insurance company pays a doctor (the contract amount) is often much lower than the provider’s actual
billed charge.® In addition, if a patient who is treated and stabilized at an out-of-network hospital ED needs to be
admitted as an inpatient, they can then face the difficult choice of staying and being subject to out-of-network cost-
sharing (which could be 100 percent, depending on the type of plan they have) and balance billing or being transferred
to an in-network hospital, which may not be in their best medical interest.

Regional shortages of certain specialty providers limit access to specialty care and can inhibit the health plan’s ability to
develop adequate networks. Shortages occur in both rural and heavily populated urban areas and are most commonly
seen for certain specialty services that may only be provided at a select group of facilities. While health plans are
required to ensure access to necessary care within reasonable time frames, consumers may find themselves battling
with health plans to obtain authorizations for out-of-network services when specialty providers are not included in the
health plan’s network. Members unwilling to wait for approval may seek care from an out-of-network provider that
could result in balance billing if the health plan does not cover the full cost. Even when approval is issued, the health



plan’s payment arrangement may still leave consumers with higher costs. Enrollees with uncommon health conditions
are particularly vulnerable to these circumstances if the network does not provide access to highly specialized services
available from only a limited number of providers.

Consumers may also encounter delays in receiving services when a provider network is insufficient to meet the volume
of services required by the enrollees they serve. Similar to the illustration above, consumers may choose to go to an out-
of-network provider because they cannot find an in-network provider accepting new patients or because they do not
believe they can wait for an available appointment from an in-network provider. If so, they will be responsible for costs
not covered by the health plan.

Consumers with chronic or serious medical conditions can be particularly impacted if a provider network does not
include providers who can treat their particular condition. This is especially true for specialty providers at academic
institutions or centers of excellence who offer services that are not available at another facility. An Avalere Health study
commissioned by the American Heart Association found that inclusion of Comprehensive Stroke Centers (CSC) and
specialty physicians affiliated with those facilities varied widely across 10 regions; however, the study found that 23
percent of the QHPs reviewed did not include a single CSC in their network and inclusion of select specialty physicians
ranged from a low of 8 percent in Los Angeles to a high of 83 percent in Philadelphia. If the provider is not included

in the enrollee’s network, the enrollee may seek an authorization for services from the health plan, but may still be
responsible for out-of-network costs or subject to balance billing. If they are unable to receive an authorization but
decide to seek services anyway, the costs can be even higher.

Although consumers may be faced with these challenges in any network plan, individuals enrolled in “narrow networks”

may bear an increased risk of encountering difficulties obtaining in-network services. In an effort to attract new consumers
entering the health insurance market through the exchanges, both HMO and PPO health plans have increasingly turned to
more limited “narrow networks” that offer fewer provider choices in exchange for lower premiums.” As this trend continues to
grow more popular among health plans, consumers’ access to and choice of providers may be severely limited, which may also
lead to increased consumer complaints about lack of choice among providers or inability to access certain specialty providers
in a timely manner. For consumers with limited financial resources who have chosen a narrow network plan due in part to the
lower premium, the cost of unforeseen balance bills can create financial risks that are especially difficult for them to absorb. In
some states, severely limited networks have left large numbers of doctors and hospitals completely out of the provider network,
frustrating consumers who need, or would like, to receive care from the excluded providers. For example:

* California consumers recently filed lawsuits against insurance companies alleging they offered inadequate networks of
doctors and hospitals and provided incorrect information about participating providers, often leaving consumers with
large medical bills.!” Consumers claim they did not find out the providers were out-of-network until after they received
care and were forced to pay out-of-network charges. Claimants also report they were unable to switch health plans
despite the fact that they selected the plan based on inaccurate provider information.

* In Washington, four of the seven health insurers selling plans in the health insurance exchange excluded several of the
most prestigious Seattle hospitals, including Seattle Children’s Hospital." One plan included only one hospital in its
network of hospital providers, and the hospital does not offer child delivery services. In response to complaints from
providers and consumers that such networks do not provide reasonable access to necessary medical care, the Insurance
Commissioner adopted more stringent network adequacy requirements for 2015 that require plans to ensure provider
directories are accurate and clearly identify which providers participate in which network. Health plans must also
include enough providers to meet time and/or distance requirements to ensure enrollees have a sufficient number of
network providers to meet enrollees’ needs in a reasonable time frame.

* In New Hampshire, the sole insurer participating in the health insurance exchange, Anthem, reduced the breadth of
its provider network by excluding over 30 percent of the state’s hospitals.' In response to complaints from consumer
and provider groups, as well as federal and state policymakers, the New Hampshire Department of Insurance initiated
a review of its network adequacy standards and has drafted new rules which, if adopted, will apply to plans offered in
the plan year beginning January 2016. For 2015, four new insurers are entering the market, and all hospitals in the state
will be included in at least one plan network."



As network adequacy has received increased attention, regulators have begun to focus on improving the current regulatory
framework for oversight of health plan networks and payment policies related to out-of-network bills. In doing so, some
regulators have relied primarily on anecdotal data captured through complaints filed by consumers, which only identifies
problems after-the-fact and relies on consumers’” awareness of the complaint process. Because not all consumers affected by
inadequate networks or balance billing actually file complaints with DOIs, the full extent of the problem is unknown. While
most states have little data to confirm the extent to which health plan enrollees receive out-of-network services, and even less
information on the frequency of balance billing, a few states have increased efforts to collect data to assist in their oversight
activities and to inform the development of new regulatory options. For example:

¢ A Texas Department of Insurance (TDI) regulation that took effect in 2013 requires Texas PPOs to provide to TDI
out-of network service data for hospital-based physician types, including emergency department (ED) doctors. Analysis
of the data published by the Center for Public Policy Priorities shows that Texas consumers are at significant risk
of being balance billed for services provided by non-network providers, even when using in-network hospitals. For
example, two of the largest insurers in the state reported that 48 percent and 56 percent of their in-network hospitals
had no in-network ED doctors. Out-of-network fees paid to ED physicians were more than twice as high as fees paid
to other out-of-network hospital-based providers. One plan in particular reported significantly higher levels of hospitals
with no in-network facility-based providers, including 56 percent of hospitals with no in-network ED physicians, 38
percent of hospitals with no in-network anesthesiologists, and 31 percent of hospitals with no in-network radiologists.

* A review of consumer complaints related to health insurance reimbursements in New York revealed that more than
10,000 complaints related to balance billing were filed since 2008. In describing new legislation that will provide
additional data on out-of-network services and authorizes regulations to improve network adequacy oversight,
Benjamin Lawsky, Superintendent of Financial Services and the chief insurance regulator for the state of New York,
noted, “The heart of the bill came out of the fact that the No. 1 complaint on health insurance issues we receive year

after year is people who get stuck with surprise balance bills.””

While these examples of data collection by DOIs are a good beginning, they are still uncommon and represent the exception
rather than the rule. We hope these and other activities states are pursuing will encourage the NAIC and other state DOIs to
consider taking similar steps to improve protections for the consumers enrolled in network plans.



Current Federal

Regulatory
Structure

While states have historically been the primary regulators of health insurance, with the implementation of the ACA, health
plans may be subject to oversight by not only the state DOI, but also the state Medicaid agency and the entity operating

the health insurance exchange, which in some cases is the Centers for Medicare and Medicaid Services (CMS).! Since the
adoption of the ACA and subsequent debate regarding the division of state and federal regulatory responsibilities, a number
of states have consistently expressed concern regarding expansion of federal oversight of state insurance markets. In an April
2014 letter from officers of the NAIC to the Center for Consumer Information and Insurance Oversight, regulators state,
“We believe federal regulation of network adequacy standards will lead to conflicting standards between state and federal
requirements and that network adequacy regulation will be most effective at the state level where the needs of consumers, the
cost of care, and the standards of the area, can best be evaluated.””

Despite the resistance from states, federal regulators have increasingly indicated a willingness to regulate network adequacy
and access to care. For example, as will be discussed in greater detail later in this report, CMS has signaled plans for greater
network adequacy oversight and regulation of qualified health plans (QHPs) certified for inclusion in federally facilitated
exchanges. Similarly, the Departments of Health and Human Services, Labor, and Treasury recently issued a number of
Frequently Asked Question guidance documents clarifying how a non-grandfathered health plan that “utilizes reference-
based pricing (or similar network design)” will be evaluated to ensure that “it provides adequate access to quality providers™."®
This FAQ applies to all non-grandfathered health plans using reference-based pricing or a similar scheme. Its reasoning would
apply to any restrictive network design.

To better understand the impact of the federal requirements and how state regulations can be effectively designed to
meet both federal and state oversight requirements, the following section provides an overview of the federal statutory
and regulatory requirements applicable to the networks of QHPs offered to exchange enrollees. The information includes
comments provided in proposed and adopted regulations to provide the perspective of federal regulators and their
expectations with regard to network adequacy oversight.

ACA Requirements Related to Network Adequacy
Section 1311(c) of the ACA requires the Secretary of Health and Human Services to adopt regulations establishing criteria for
the certification of QHPs, including the following network adequacy requirements:

* Ensure a “sufficient choice of providers (in a manner consistent with applicable network adequacy provisions under
section 2702(c)" of the Public Health Service Act), and provide information to enrollees and prospective enrollees on
the availability of in-network and out-of-network providers”, and

¢ Include within plan networks “essential community providers, where available, that serve predominantly low income,
medically underserved individuals, such as health providers defined in Section 340B of the Public Health Service Act.”
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The ACA describes providers who are considered to be essential community providers through its reference to Section 340B
of the Public Health Service Act (PHSA), which guarantees access to discounted drugs for certain healthcare providers that
serve low income populations. In addition, ACA Section 1311 also requires the Secretary to establish criteria for all QHPs to
obtain accreditation by a recognized entity on the basis of local performance in several categories, including consumer access
and network adequacy.

Also of note, Section 2707(b) limits consumers’” annual out-of-pocket costs (i.e., cost-sharing) paid for covered health plan
services, but Section 1302(c) of the ACA does not require insurers to count costs paid by consumers to out-of-network
providers towards their annual out-of-pocket limit. The Department of Health and Human Services subsequently adopted
federal rules consistent with this restriction. As noted above, a recent tri-agency Frequently Asked Questions guidance
suggests that network designs (including some reference-based pricing programs) may be a subterfuge for evading the out-of-
pocket limit, however, and thus be illegal.*°

On March 12, 2012, HHS issued a final rule to implement the provisions related to establishment of health insurance
exchanges under the ACA.?" The rule finalized two separate proposed rules issued in 2011:

* Establishment of Exchanges and Qualified Health Plans (July 15, 2011); and

* Exchange Functions in the Individual Market: Eligibility Determinations and Exchange Standards for Employers
(August 17, 2011).

In the preamble, HHS states that while it recognizes that national standards are appropriate in some circumstances, states are
“best equipped to adapt the minimum Exchange functions to their local markets and the unique needs of their residents.”
The intent is to provide states “substantial discretion” in the design and operation of an exchange.

In the regulatory impact analysis of the final rule, HHS included explanations regarding its rationale for network adequacy
requirements.”> HHS restates that the rule permits state discretion in setting network adequacy standards. An exchange
may determine that existing state requirements for commercial providers is sufficient for QHPs, provided that QHPs will be
required to maintain a network that is sufficient in number and types of providers so that services will be provided without
unreasonable delay. If states use that approach, HHS reports that this regulatory provision will have no cost impact on
premiums. HHS also says that, “While it is not expected, the Exchange could set additional standards in accordance with
current provider market characteristics and consumer needs, which could have a minimal cost impact.”

If a state exchange sets QHP network adequacy standards that go beyond what is currently required in the market, HHS
acknowledges that health plans may need to contract with additional providers at higher rates. If that is the case, premium rates
are also likely to be higher. HHS says that the network adequacy standards are designed to maintain a “basic level of consumer
protection,” while allowing QHP issuers to compete for business based on their networks, quality of coverage, and premiums.

HHS also notes that the final rule “permits QHP issuers to contract with a sufficient number and geographic distribution
of essential community providers to provide timely access to services for low-income and medically underserved individuals.
QHP issuers are not required to contract with all essential community providers and, except for certain limited categories
of providers, the issuer is not required to contract with an essential community provider if the provider does not accept the
issuer’s generally accepted rates for participating providers.”



Network adequacy and related requirements are included in both Section 155 related to responsibilities of the exchange and
Section 156 related to requirements for issuers of QHPs. Following is a summary of those provisions as stated in the final rule.

This section of the rule requires the exchange to ensure that the provider network of each QHP offers a sufficient choice of
providers for enrollees to meet the standards for network adequacy specified in §156.230.

Final Rule Provisions:
* The exchange must ensure that the provider network of each QHP meets the standards described in §156.230 (i.e.,
includes a sufficient number and type of providers, includes essential community providers, requires plans to provide
provider directories, and allows plans to limit enrollment if they do not have the capacity to serve additional enrollees);

* The U.S. Office of Personnel Management will oversee network adequacy standards and compliance for multi-State plans;

* The exchange cannot prohibit a QHP issuer from contracting with any essential community provider as designated

in §156.235(c).

This section provides network adequacy standards required of QHPs. In the preamble response to comments, HHS notes there
are several competing goals in establishing requirements for adequate networks. In balancing the varying perspectives, HHS
modified the language in the proposed rule to more closely align with the NAIC Managed Care Plan Network Adequacy Model
Act. HHS notes that the revised language better conveys their expectations concerning the number and variety of providers

that are required in a QHP’s network. The revisions also establish a baseline — “All services. .. without reasonable delay” — for
determining whether a network meets the required standard. HHS states that the revised language provides states with the
discretion needed to ensure network adequacy standards within the exchange are consistent with standards applied outside the
exchange, and reflect local conditions. The rule also says that “....placing the responsibility for compliance on QHP issuers rather
than directing the Exchange to develop standards, is more consistent with current State practice.”

In response to recommendations that the rule prohibit a network from being deemed inadequate in a professional shortage
area, HHS repeats that states should have flexibility to develop local solutions to ensure access. Further, HHS believes that the
standards for inclusion of essential community providers in networks will help strengthen access in medically-underserved areas.

In response to comments suggesting that the rule require the inclusion of specific provider types and that networks meet
a “uniform growth standard” to ensure they are able to accept new enrollees, HHS states that the final rule is modified to
require that networks include sufficient numbers and types of providers, including providers specializing in mental health
and substance abuse services, to ensure appropriate access to care. HHS also reiterates comments made in the proposed
rule preamble, urging states to consider local demographics and availability of providers when developing network
adequacy standards.

Several commenters suggested the rules impose more stringent standards for network directories. The final rule notes that
exchanges will be given discretion regarding the information included in the directory and frequency of required updates, but
HHS expects directories to include information on each provider’s licensure or credentials, specialty and contact information,
and to consider the information needs of both current and potential enrollees. The rule requires that provider directories
comply with the requirements in §155.230, which includes accommodations for individuals with limited English proficiency
and/or disabilities.?

HHS also declined to establish a uniform standard for patient notifications when a provider leaves a network. The rule states
that such a requirement may not be consistent with the non-exchange market, and might raise QHP administrative costs.
Finally, the preamble addresses comments suggesting that QHPs are obligated to include health programs operated by or on
behalf of Indian tribes based on section 408 of the Indian Health Care Improvement Act (IHCIA). HHS responds that the
intent of section 408 is to confirm that Indian providers are eligible to receive payment from Federal Health Care Programs if
certain standards are met. Section 26 of IHCIA provides that Indian providers are entitled to third party payments, including



QHPs, up to the reasonable charges or the highest amount an insurer would pay to other providers eligible for payment. HHS
declined to require QHPs to include Indian providers/programs but points out that Section 26 of IHCIA will foster network
participation because it benefits QHPs to contract with Indian providers in order to establish the provider payment terms.

Final Rule Provisions:
* QHP networks must include essential community providers as described in §156.235 (see discussion below);

* QHP networks must include a sufficient number and types of providers, including mental health and substance abuse
specialists, to ensure all services are available without unreasonable delay;

* QHP networks must meet the provisions of Section 2702(c) of the PHS Act (which allows QHPs to limit their
enrollment to individuals who live, work, or reside within their service areas, and to close enrollment if they do not have
the capacity to serve additional members.);

* QHPs must make its provider directory available to the exchange for online publication, and provide hard copies to
potential enrollees upon request. The directory must identify providers that are not accepting new patients.

This section of the rule requires a QHP issuer to include within its network a sufficient number of essential community
providers (ECPs) who serve predominantly low-income, medically underserved individuals. The proposed rule uses a
definition of ECPs that is consistent with the ACA, which includes all health care providers defined in section 340B(a)(4) of
the PHS Act and providers described in section 1927(c)(1)(D)(1)(IV) of the Act.

Section 340B(a)(4) refers to the Drug Discount Program that serves vulnerable patient populations and identifies covered
entities.”® Section 1927 of the PHS Act allows the Secretary of HHS to identify any “safety net facility or entity” that would
benefit from nominal drug pricing under the Medicaid program.”

Final Rule Provisions:
* QHP issuers must have a sufficient number and geographic distribution of ECPs, where available, to ensure reasonable
and timely access to a broad range of providers for low-income, medically underserved individuals;

* QHP issuers that employ their own physicians or contract with a single medical group to serve enrollees are required to
have a sufficient number and geographic distribution of either employed or contracted providers and hospitals to ensure
reasonable and timely access to care for low-income, medically underserved enrollees;

* Essential Community Providers are defined as those serving predominantly low-income, medically underserved
individuals, including providers defined in section 340B(a)(4) of the PHS Act and providers described in section
1927()()(D)()(IV) of the PHS Act;

* No QHP issuer is required to contract with an ECP if the provider refuses to accept the generally applicable payment
rates of the issuer;

* FQHC:s are entitled to payments at least equal to what would have been paid under the applicable Medicaid
Prospective Payment System (PPS) rate, or may accept a mutually agreed upon rate, as long as the payment rate is at
least equal to the payment rate other providers would receive for the same service.

The ACA requires accreditation of all QHPs as a way to ensure plans meet a minimum level of quality of care and patient
satisfaction. This requirement is important to the discussion of network adequacy requirements because accreditation
organizations include access to care or network adequacy standards as one criteria for certification.



Final Rule Provisions:
* QHP Issuers must be accredited in the following categories:

o Clinical quality measures;

o Patient experience rating on a standard CAHPS survey;
o Consumer access;

o Utilization management:

o0 Quality assurance;

o Provider credentialing;

o Complaints and appeals;

o Network adequacy and access; and

o Patient information programs.

* QHPs must authorize the accrediting entity to release to the exchange and HHS a copy of its most recent accreditation
survey, along with any additional survey-related information HHS may require.

* QHPs must be accredited within the timeframe established by the exchange, and maintain accreditation as a condition

of being certified as a QHP.

The exchange will establish a time frame in which a QHP must be accredited. The OPM determines the accreditation time
period for multi-state plans.

Ensuring Consumers’ Access to Care .El



P 4 @

State vs. Federal

Regulatory Authority
over Network
Adequacy

With the passage of the ACA and the dual regulatory oversight of network adequacy requirements, state and federal regulators
have at least initially addressed some issues related to coordination of network adequacy oversight. The majority of states

are enforcing ACA health insurance market reforms and have worked with federal regulators to develop processes and
procedures that more clearly define and coordinate state and federal roles. However, some states have determined they lack
either the authority, the ability, or, in some cases, both to enforce ACA market reform provisions. CMS agreed to enter into
collaborative agreements with any state willing and able to perform regulatory functions for federal regulations, allowing the
state to use the same regulatory framework used to ensure compliance with state law. However, in 2013, six states — Arizona
(for the group PPO market only), Alabama, Missouri, Oklahoma, Texas, and Wyoming — determined they did not have

the authority to enforce ACA provisions. Those states have worked with CCIIO and health plans to implement processes to
delegate certain oversight functions to the appropriate federal agency. Arizona subsequently notified CMS the state would
assume full enforcement responsibilities as of January 1, 2014.2

Asitdid in 2013, in March 2014, CMS released a letter to issuers (Final 2015 Letter to Issuers in the Federally-facilitated
Marketplaces””) to clarify the federal regulatory approach and requirements for issuers applying for QHP certification and
provide additional regulatory guidance to issuers selling products in FFMs beginning in January 2015. States performing plan
management functions in an FFM have more flexibility in evaluating compliance with some certification standards and, in
some cases, are allowed to adjust processes.

In the March 2014 letter, CMS articulated a different approach it would take to assuring network adequacy standards were
met in FFEMs for QHPs undergoing approval in 2014 for sale in 2015. States performing plan management functions in an
FFM may use a similar approach, but are not required to do so. For certification as a QHP in the 2015 benefit year, CMS
stated it would not use issuer accreditation status to determine network adequacy requirements are met. Instead, provider
networks will be assessed using a “reasonable access” standard. In its evaluation of network adequacy in QHPs for the 2015
benefit year, CMS focused on those areas it stated have most typically raised network adequacy concerns:

* Hospital systems;
* Mental health providers;

* Oncology providers; and

* Primary care providers.

If an inadequate network is identified through the QHP certification process, CMS stated it would notify the issuer of the
problem and would consider the issuer’s response in its final assessment. CMS also will share information and analysis and
coordinate with states conducting network adequacy reviews.
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In addition, CMS indicated it will include time and distance or other standards for FFM QHP networks in future
rulemaking. Information gathered during the 2015 benefit year QHP certification process will be used to develop this
analysis. Beyond QHP certification, CMS said it also intends to monitor network adequacy via complaint tracking to
determine whether QHPs continue to meet network adequacy certification standards.

CMS also stated it will evaluate whether QHPs sufficiently incorporate ECPs into their networks by using a general ECP
enforcement guideline requiring plans to include at least 30 percent of available ECPs in each plan’s service area in order to

participate in the provider network. In addition, the issuer must offer contracts in good faith to:

¢ All available Indian health providers in the service area; and

* At least one ECP in each ECP category in each county in the service area, where an ECP in that category is available.
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NAIC Managed

Care Plan Network
Adequacy Model Act

As previously discussed, in 1996, the NAIC adopted the Managed Care Plan Network Adequacy Model Act to “establish
standards for the creation and maintenance of networks by health carriers and to assure the adequacy, accessibility and
quality of health care services offered under a managed care plan....””® The Model Act provides regulatory guidance to state
insurance departments and other agencies with oversight responsibilities for managed health care regulation. The Model
was drafted to apply generally to all types of managed care plans, including both HMOs and PPOs, with state regulators/
legislators responsible for making modifications as necessary to conform to specific state regulatory structure. Drafting notes
are included throughout the document to advise states of specific revisions for consideration.

Earlier this year, the NAIC acknowledged the need to modernize the Model Act and created the NAIC subgroup to work
with stakeholders to develop recommendations for consideration by the NAIC. The NAIC stated it intends to “fast track”
the process for revising the Model law, with the expectation of completing its work by the end of this year so that it will
be available to state and federal policymakers as they consider regulatory changes for the 2016 plan year. Following is an
overview of the current Model Act. However, note that while some states have enacted requirements that are similar to
provisions included in the Model, very few states have enacted the Model in its entirety.

Network Adequacy Standards
The Model Act includes the following standards for network adequacy:
* Health carriers must maintain a network that provides a sufficient number of providers to ensure services are accessible
without unreasonable delay.

* Emergency services must be available 24 hour a day, 7 days a week.
* Sufficiency may be determined by the carrier based on (but not limited to) the following criteria:
o Provider-to-enrollee ratios for primary care and/or specialty care;
o Geographic accessibility;
o Waiting times for appointments;
o Hours of operation;
o Volume of technological and specialty services available to meet enrollee needs.

e If a carrier’s network does not have a sufficient number or type of providers to provide a covered benefit, the carrier
must work with the enrollee to obtain the care elsewhere at no greater cost to the enrollee. As an alternative, the health
plan can make other arrangements acceptable to the regulatory agency.
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* Enrollees must have access to providers that are within a reasonable proximity to their business or personal residence.
Regulators are instructed to give consideration to the availability of providers within the service area in determining
compliance with this provision.

* Health carriers are required to continually monitor their ability — including clinical capacity — to furnish all contracted
benefits to enrollees.

* Carriers must file an access plan with the regulatory agency, in a form defined by the regulator. The plan must be
updated when the carrier makes any material change to the plan. The plan must include:

o The carrier’s network;
o Procedures for making referrals within and outside the network;
o The process for monitoring network sufficiency;

o How the carrier will address needs of enrollees with limited English proficiency, cultural and ethnic diversities, and
individuals with physical or mental disabilities;

0 A process for assessing the ongoing needs of enrollees and customer satisfaction;

o0 A process for informing enrollees of plan benefits and requirements, such as grievance procedures; the process for
choosing and changing providers; and the process for providing and approving emergency and specialty care;

0 A system for ensuring coordination and continuity of care for enrollees referred to specialty physicians and persons
using ancillary services (including social services and other community resources) and for discharge planning;

o The health plan’s process for allowing enrollees to select and change primary care providers;

0 A continuity of care plan when a participating provider’s contract is terminated for any reason, or if the health carrier
becomes insolvent or is unable to continue operations for any reason;

o Any other information required by the regulating entity.

The Model Act includes the following requirements for health carriers and participating providers:

* Contracts between carriers and providers must include a hold harmless provision that prohibits the provider from
seeking payment for services from an enrollee if the health carrier fails to pay the provider for covered services provided
to an enrollee. The restriction does not apply to coinsurance, deductibles or copayments or costs for uncovered services
delivered on a fee-for-service basis to an enrollee, provided the enrollee is clearly informed that the carrier may not cover
the specific service and agrees prior to treatment to pay for the services;

* The carrier’s selection standards for including providers in the network must meet requirements equivalent to the
Health Care Professional Credentialing Verification Model Act and cannot:

o Allow a carrier to avoid high-risk enrollees by excluding providers located in areas that serve populations with a risk
of higher than average claims, losses or health care utilization, or

o Exclude providers solely because they treat patients with a risk of higher care costs or health care utilization.”
* The carrier must provide the regulating entity a copy of its selection standards for participating providers.*’

* The carrier may not prohibit providers from discussing any treatment options with the enrollee, or from advocating on
behalf of the patient in a utilization review or grievance process;

* Provisions regarding contract terminations, including at least 60 days notice to either party before terminating the
contract without cause.

* Carriers must provide notice to enrollees when terminating a primary care provider.
* Providers may not assign or transfer their rights and responsibilities under a contract without consent of the carrier.®!

* Providers are obligated to provide covered services regardless of whether the plan is a public program or private plan.



The Model Act includes a number of additional administrative and contractual obligations designed to protect both the
carrier and the provider, including notification of the provider’s administrative and financial responsibilities, prohibition
against penalizing providers for reporting carrier activities that jeopardize a patient’s health, and dispute procedures between
carriers and providers.

Requirements for Intermediary Arrangements

The Model Act also includes requirements for agreements between health carriers and intermediaries who are authorized to
negotiate and execute provider contracts with health carriers on behalf of health care providers or on behalf of a network. The
provisions are primarily administrative responsibilities related to documentation, maintenance and availability of information
and records. The Model Act also allows the carrier to approve or disapprove participation of a subcontracted provider in

its own or a contracted network. Intermediaries must comply with all of the requirements outlined above and included in

Section 6 of the Model Act.

State Filing and Contracting Requirements

The Model Act includes several additional procedural or administrative provisions under Section 8 and 9, including a
requirement that carriers file sample provider contracts with the state and a statement that the execution of a contract with a
provider does not relieve the carrier of its responsibilities or liabilities under state law.

Enforcement

If the Commissioner or regulating entity determines a carrier has failed to meet the network adequacy standards or violates
another provision of the Model Act, a corrective action plan should be developed by the carrier, or other appropriate
enforcement action should be taken to ensure compliance.

The Model Act also prohibits the regulatory agency from acting to arbitrate, mediate or settle disputes regarding a carrier’s
decision not to include a provider in the network, or any other dispute regarding provider contracts or termination.
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Survey of State

Regulators’ Network
Adequacy Oversight
Activities and
Regulations

Although states have taken a range of approaches to network adequacy oversight based on variations in statutory authority,
local market conditions, geographic factors and managed care prevalence rates, all states share common problems and
concerns and have successfully used the NAIC as a forum to discuss aligning regulatory requirements across states when
appropriate. The appointment and subsequent activities of the NAIC Network Adequacy Model Review Subgroup is an
excellent example of the NAIC’s efforts to include stakeholders in the development of solutions to problems associated with
Network Adequacy, and the Consumer Representatives welcome the opportunity to participate in this initiative.

In May 2014, the NAIC Consumer Representatives sent a letter to the DOIs of each state, Puerto Rico and the District
of Columbia, requesting completion of a survey to help identify current standards for regulating network adequacy, the
challenges regulators face, and some of the tools they have developed to assist them in their oversight of network adequacy.
The survey is included as Appendix A. The intent of the survey is to identify various ways regulators monitor and review
network adequacy and creative solutions states have developed that could be replicated or reflected in modifications to the

Model Law.

The survey questions were divided into two sections. The first section requested information regarding general approaches
states have taken to regulating network adequacy in their health insurance market. States were also asked to indicate to what
extent they had adopted the NAIC Network Adequacy Model Law. The second section asked for more specific information
about how states have operationalized their network adequacy oversight, specifically asking them to distinguish differences in
the oversight of network adequacy as it relates to 1)PPOs and 2)HMOs.

To encourage participation and in recognition of the sensitivity of the issue, states were assured their
individual responses would be kept confidential. States that share managed care oversight with an agency other than
the DOI were asked to submit responses from both agencies. Over a three month period, we received 38 surveys, including
responses from the District of Columbia and Puerto Rico. Following is a summary of the survey results.

Survey Part One: General Approaches to Regulating Network Adequacy

Use of NAIC Model Act

States were asked whether they had adopted the NAIC Model Act, and if so, whether it was adopted in its entirety or
modified. Of the 38 respondents, seven indicated that the NAIC Managed Care Plan Network Adequacy Model Act was
adopted as written, while two indicated they had adopted portions of the Act, but with significant revisions. The remaining
29 respondents indicated they had not adopted the NAIC Model Act.
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TABLE 1: STATE ADOPTION OF NAIC MODEL ACT
Adopted Model Act

Adopted Model Act, Have Not Adopted
with Significant Revisions | Model Act

Percentage of Respondents [WE:37) 5% 76%

Use of Network Adequacy Complaint Codes
The inclusion in state DOI complaint tracking systems of complaint codes specifically related to network adequacy indicates
to what extent regulators are able to identify complaints related to network adequacy or access to care. Because complaint
data is an important enforcement mechanism for regulators, more detailed data will better equip states to monitor health plan
compliance and identify potential problems in their eatliest stages. Survey respondents were provided 10 specific complaint
codes and asked to identify those that are included in their complaint tracking systems:

a. Inadequate Provider Network

b. Network Adequacy

c. Access to Care

d. Timely Access to Care

e. Inaccurate Provider Directory

f. Out-of-Network Claim Dispute/Resolution

g. Out-of-Network Services

h. Formulary Restrictions

i. Balance Billing
j. Other

Almost all respondents indicated that one or more of the listed complaint codes related to network adequacy or access to care
are included in their current complaint tracking systems. Only one of the 38 respondents indicated they did not include any
complaint codes related to network adequacy or access to care in their complaint tracking systems. On average, states include
five of the 10 complaint codes listed above. Table 2 summarizes the percentage of states indicating they use a particular
complaint code, or one with a very similar description, in their tracking systems.

TABLE 2: DOI USE OF NETWORK ADEQUACY COMPLAINT TRACKING CODES

Complaint Code Option Adopted Model Act

a.Inadequate Provider Network 63%
b. Network Adequacy 34%
c. Access to Care 76%
d. Timely Access to Care 29%
e. Inaccurate Provider Directory 50%
f. Out-of-Network Claim Dispute/Resolution 47%
g. Out-of-Network Services 66%
h. Formulary Restrictions 21%
i. Balance Billing 34%
j. Other 42%

In addition to [hC COdCS liSth in the table, res ondents Ie orted usin thC {:OHOWID additional “other” COdCS fOl‘ trackin
network adequacy Or access to care complaints:
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* Provider availability; * Claims reimbursement/balance billing issuers;
* Choice of primary care provider; ¢ Out-of-Network referral;

* Provider listing dispute; * Inadequate network rates;

* Pharmacy benefits (similar to formulary restrictions); * Primary care physician referral;

* Essential community providers; * Closed network/provider discrimination;

* Appointment availability; * Credentialing delay;

* Out-of-Network emergency care; * Delayed authorization issue; and

® Access to OB/GYN; e Access to fee schedule rates.

* Network denial/termination of provider;

Biggest Challenges Faced in Oversight of Network Adequacy

Respondents were asked to rate the challenges they face in the regulation and oversight of network adequacy. Options included:
a. Maintaining adequate trained staff for network analysis activities
b. Obtaining complete and accurate network adequacy data files from health plans and conducting a thorough review at licensure
¢. Monitoring and identifying network adequacy problems on an ongoing basis once the initial plan has been filed and approved

d. Ensuring health plan enrollees have sufficient information to understand the risks and potential costs associated with
receiving out-of-network services

e. Lack of authority to exercise increased oversight and impose enforcement actions and penalties

f. Additional challenges encountered

Respondents were asked to rate these challenges on a scale of 1 to 5 (with 1 as the least significant and 5 as the most
significant). Respondents were instructed to rate each challenge individually rather than rating them in relation to one
another. Of the 38 responses, eight did not rate the challenges. Of the respondents that did rate these challenges, the highest
rated challenge was “Ensuring health plan enrollees have sufficient information to understand the risks and potential costs of
receiving out-of-network services.” On average, the other regulatory and oversight activities related to network adequacy were
scored equally challenging by respondents. See Table 3 for a summary of results.

TABLE 3: NETWORK ADEQUACY REGULATORY CHALLENGES
Challenge to Regulating Network Adequacy Average rating

(1 is least significant and
5 is most significant)

a. Maintaining adequate trained staffing levels for network analysis activities 3

b. Obtaining complete and accurate network adequacy data files from health plansand 3
conducting a thorough review at licensure

¢. Monitoring and identifying network adequacy problems on an ongoing basis once 3
the initial plan has been filed and approved

d. Ensuring health plan enrollees have sufficient information to understand the risks 4
and potential costs associated with receiving out-of-network services

e. Lack of authority to exercise increased oversight and impose enforcement actions 3
and penalties

Other challenges identified by respondents include:

* Insufficient funding/resources
* Lack of providers and significant unwillingness of specialty providers to contract with insurers

* Issues of disclosure for nonparticipating facility-based providers
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* Geographic challenges

* Educating consumers about the shift to EPOs

* Ensuring network adequacy throughout the year

* Different requirements and/or regulatory authority for HMOs vs PPOs
* Oversight bifurcated between different regulatory entities

* Confusion among health plans around provider contracts, including which providers they contract with, what services
those providers perform and what networks those providers are a part of; additionally on the provider side, providers are
unclear about which health plans they contract with and in which networks they are a participating provider.

Role of State Regulators in Ensuring Consumers Are Informed about the

Impact of Seeing Out-of-Network Providers

The survey asked regulators to indicate whether they have any requirements for health plans to include notifications to
members to ensure they are adequately informed of the circumstances in which a member may see an out-of-network provider
and how to avoid doing so. The majority of respondents (61 percent) indicated they do have requirements, but the provisions
vary. States report health plans must use one or more of the following documents for notification requirements:

* Evidence of coverage documents;

* Plan description;

 Health care contracts;

* Marketing documents;

* Policy forms and certificates of coverage;
¢ Member handbooks; and

* Separate disclosure notices related specifically to balance billing.

Transparency Requirements to Protect Consumers When Facility-Based Physicians
Providing Care in an In-Network Hospital are Out-of-Network

Respondents were asked whether there were any “transparency” requirements in place designed to prohibit or limit
circumstances when a facility-based physician (e.g., anesthesiologist, radiologist, ER physician) is unavailable to the patient,
even when the facility is in the patient’s network. Of the 37 responses, the states were almost evenly split with 51 percent
reporting they have no transparency requirements and 49 percent that do.

TABLE 4: TRANSPARENCY REQUIREMENTS REGARDING SERVICES OF OUT-OF-NETWORK PROVIDERS

Does your state have “transparency” requirements or network adequacy provisions 51%

in place to prohibit or limit circumstances when no facility-based physician is
available, even though the hospital/facility is in the patient’s network?

In the detailed information they provided, respondents report using a variety of strategies to ensure consumers are protected
in these types of situations, including:

* Require health plans to provide benefits at in-network cost sharing levels for out-of-network facility-based providers or
to hold consumers harmless for charges over and above the in-network rates

* Require health plans to comply with claims payment standards for determining payment amounts for non-network
providers for HMO plans

* Require health plans to track and report to DOI the amount of out-of-network claims submitted for services provided
at in-network facilities
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* Require health plans and providers to participate in mandatory arbitration to negotiate and resolve out-of-network balance bills

* Require health plans to hold consumers harmless for any costs for out-of-network emergency services that exceed what
the consumer would have paid to an in-network provider.

In addition, some states also require facilities to notify the health plan when a surgery is scheduled for which an in-

network provider may not be available. Others reported that the burden is on the consumer who is required to contact the
anesthesiologist, radiologist, pathologist, facility, clinic, or laboratory when scheduling appointments or elective procedures to
determine whether the provider is in-network.

Reporting Requirements for Network Adequacy Oversight

Respondents were asked to rate the extent to which they believe a list of current requirements for regular reporting of the
following health plan data are important, or would help in the oversight and monitoring of network adequacy if they were
required. Respondents were asked to separately rate each provision on a scale of 1 to 5 (with 1 as the least significant and 5 as
the most significant). Of the 38 respondents, six did not respond to the question. Of the remaining 32 responses, the three
highest rated responses (e, f, g) indicate regulators highly value consumer complaint data as a mechanism for monitoring
network adequacy. Complete results are included in the following table.

TABLE 5: IMPORTANCE OF HEALTH PLAN DATA REPORTING REQUIREMENTS

Importance of requirement for regular reporting of health plan data Average rating
(either existing or hypothetical) for regulating network adequacy (1is least significant and
5 is most significant)

a. Aggregated data on number/percentage of out-of-network claims 3

b. Data on number/percentage of out-of-network claims by service area 3

c. Claims value of out-of-network claims 2

d. Reimbursement rate payments for in-network claims vs. out-of-network claims 2

e. Number of complaints filed with health plan regarding problems accessing care, receipt 4

of care by out-of-network providers, or claims payment of out-of-network services

f. Number of complaints filed with health plan regarding inaccurate provider 4
directory information

d. Number of complaints filed with health plan regarding restriction of provider 4
access due to enroliment in a narrow network

Survey Part Two: Operational Processes Related to Regulatory Oversight
of Network Adequacy

This section of the survey requested information on the processes regulators use to review and monitor network filings and other
information used to evaluate compliance with network adequacy requirements. Because requirements frequently vary for HMO and PPO
plans, respondents were instructed to provide separate responses for the two types of plans. Following are the results of these questions.

Health Plan Network Review
Respondents were asked to identify at which of the times provided below they review a health plan’s network for compliance:
a. Upon application for licensure
b. When adding a new service area or expanding an existing area
c. Regularly scheduled periodic review (i.e., annually, semiannually, biennially, etc.)
d. When complaints or other market conduct oversight activities indicate a potential problem
e. Routinely required as part of a market conduct examination
f. When a health plan files a notice of significant change to their network

g. Other
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Of the 38 survey respondents, five did not identify any circumstances under which they review HMO or PPO networks. Of
the remaining 33, as expected, the responses in Table 6 indicate regulators are much more likely to review HMO networks
than PPO networks both initially and as part of ongoing oversight activities. Consistent with other information provided by
respondents, regulators typically rely on complaint data for both HMOs and PPOs to trigger a review of the network.

TABLE 6: CIRCUMSTANCES REQUIRING HEALTH PLAN NETWORK REVIEWS

Circumstance under which Department reviews health plan network mm

a. Upon application for licensure 85% 36%
b. When adding a new service area or expanding an existing area 73% 36%
c.Regularly scheduled periodic review 42% 36%
d. When complaints or other market conduct oversight activities indicate a 85% 67%
potential problem

e. Routinely required as part of a market conduct examination 39% 27%
f. When a health plan files a notice of significant change to their network 70% 42%
g.Other 9% 6%

One state that reported “Other” noted that the DOI may initiate a review of an HMO’s network based on complaints.
However, for PPOs, the DOI’s investigations are limited to transparency issues, communications provided to PPO members
and how information is different from care received, or how the information was provided. The state does not have network
adequacy requirements for PPOs.

GEO-Access Maps

In answering whether GEO-Access maps are required as part of the provider network filing, 45 percent of the 38 respondents
indicated that GEO-Access maps or their equivalent are required of HMO plans, compared to 29 percent who have similar
requirements for PPOs.

TABLE 7: HEALTH PLAN GEO-ACCESS MAPPING REQUIREMENTS

Yes for HMOs | Yes for PPOs

Does your Department require plans to submit GEO-Access maps or equivalent as 45% 29%
part of their provider network filing?

Use of Vendors in the Review and Analysis of Provider Network File Submissions.
Respondents were also asked whether their Department contracts with a vendor for the review and analysis of provider
network file submissions. Of the 38 respondents, four (11 percent) reported they use vendors to review and analyze provider

network file submissions for both HMO and PPO plans.

Initial Provider Network Review

Respondents were asked to identify the types of information reviewed as part of the initial provider network review process.
A list of seven common types of data was included and are listed in Table 8 below. Of the 38 total survey respondents, 28
responded to the question. Consistent with other survey responses, regulators report that HMOs are more likely than PPOs
to be subject to more extensive reviews in all categories listed.
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TABLE 8: DATA REVIEWED DURING INITIAL NETWORK ADEQUACY REVIEW

Information reviewed as part of initial provider network
review process

a. The entire filing is reviewed in detail and tested against GEO Access standards  50% 36%
to determine full compliance

b. A sample of the network data files are reviewed in lieu of a full, comprehensive 11% 4%
assessment of the network

c. The state accepts the health plan’s attestation that the network filing complies  39% 29%
with the Department’s requirements

d. Department staff perform “secret shopper” calls to confirm providers are in the 11% 0%
network and accepting new patients

e. Medical care referral patterns and hospital admission privileges are reviewed to 11% 7%
ensure participating providers have admitting privileges at in-network facilities

f. Department staff verifies whether in-network hospitals contract with facility- 21% 14%
based providers (i.e., radiologists, pathologists, anesthesiologists, emergency
room physicians) who are in the health plan’s network

d. Network providers are reviewed to determine whether the network includes 36% 29%
access to centers of excellence for transplants, cancer, and other critical services

Ongoing Network Adequacy Oversight

To further evaluate regulatory approaches for ensuring network adequacy once a health plan’s network has been filed and
reviewed, respondents were asked to identify from a list of options which activities the Department uses to monitor network
adequacy on an ongoing basis. Twenty-seven of the 38 survey respondents provided an answer. Survey responses indicate

that most Departments monitor ongoing compliance with network adequacy requirements by evaluating trends or particular
issues identified through complaint data. Again, consistent with previous information, regulators report that they commonly
rely on complaint data to identify network adequacy issues in both HMO and PPO markets. Regulators also indicate they are
slightly more likely to exercise more stringent oversight of narrow networks in PPO plans than in HMO plans, but even so,
only three states use this tool to conduct additional oversight of PPOs.

TABLE 9: INFORMATION USED BY REGULATORS TO MONITOR ONGOING NETWORK ADEQUACY

Information used to monitor ongoing network adequacy mm

a. Department collects out-of-network data from health plans to identify the 15% 11%
extent to which members use out-of-network services

b. Department exercises more stringent oversight and monitoring of “Narrow Networks” 7% 11%
that offer a more restricted network in exchange for reduced premium rates

c. Department monitors health plan members’ ER utilization as a possible indicator 4% 4%
of an inadequate network

d. Department reviews health plan consumer satisfaction surveys to identify the 19% 11%
extent to which enrollees report dissatisfaction with the network or access to care

e. Department performs random survey of providers to confirm providers are in 19% 19%
network, accepting new patients, confirm appointment availability timeframes, or
other relevant information

f. Department monitors complaints to identify trends or concerns that could 85% 70%
indicate potential problems with network adequacy

g. Department requires health plans to report complaint information on volume 30% 26%
of complaints related to network adequacy/access to care
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Several states provided information describing additional monitoring activities they use, including:

* Health plans are required to become reaccredited with any service area expansion or material change in the

provider network (HMOs).
* Some components of network adequacy are reviewed annually or semi-annually, including;
o Provider directory (both printed and web-based) updates to determine accuracy, and
o0 Data related to access and availability of appointments.

* Network adequacy is sometimes reviewed as part of market conduct exams.

Protecting Consumers from Out-of-Network Charges

To evaluate how consumers are protected from out-of-network charges or balance billing, we asked respondents to identify
whether they have adopted certain regulatory requirements for either HMO or PPO plans. Thirty of the 38 respondents
identified one or more provisions are applicable in their state.

The most commonly used strategy requires plans to pay for out-of-network emergency services in a way that protects enrollees
from costs that would exceed the cost of care provided by an in-network facility. However it should be noted that some states
interpreted this question differently than others. Several responded “Yes” to the question but pointed out that they require
plans to pay out-of-network claims in a way that limits the percentage of an enrollee’s co-insurance payment, but not the total
amount of the coinsurance. For example, a 20 percent coinsurance on a $500 in-network claim is $100. If the service is out-
of-network and the fee is $1,000, the consumer still must pay the 20 percent coinsurance on a $1,000 charge, or $200 instead
of the $100 required for an in-network provider. Although not all states that responded affirmatively to this question provided
clarification, based on other responses in the survey, it appears likely that this practice is common in other states.

TABLE 10: STATE REGULATION OF OUT-OF-NETWORK CHARGES

What strategies apply to protect consumers from
out-of-network charges?

a. Plans are required to resolve/pay claims for out-of-network emergency services 83% 60%
in a way that ensures enrollees’ costs are no more than what they would be for
in-network services

b. Plans are required to calculate claims payments for emergency out-of-network services  33% 30%
based on specific criteria or a formula specified by statute or regulation

c. Plans are required to calculate claims payments for non-emergency out-of- 13% 17%
network services based on specific criteria or a formula specified by statute or
regulation

d. Health plans are required to comply with general criteria (such as usual, 43% 47%

customary and reasonable) in the calculation of out-of-network claims payments

e. Consumers are entitled to an independent arbitration process for negotiating 7% 13%
health plan payments for out-of-network services

Provider Directory Oversight
Respondents were asked to provide information about oversight mechanisms used to ensure accuracy of provider network
directories. Respondents were asked to choose any that apply from the following list:

a. Printed network directories must be updated at least semi-annually

b. Printed network directories must be updated at least annually

¢. On-line directories must be updated at least monthly

d. On-line directories must be updated at least quarterly
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e. For health plans that offer tiered or narrow networks that include a subset of providers, directories must clearly identify
which providers participate in the restricted/narrow network

f. If a consumer relies on inaccurate information in a directory and is balance billed as a result, the health plan is
responsible for resolving the claim in a way that holds the patient harmless

Twenty-one respondents answered this question. Compared to other types of regulatory oversight identified in the survey,
states appear to more consistently apply similar criteria for both HMOs and PPOs.

TABLE 11: NETWORK DIRECTORY REQUIREMENTS

Network directory requirements mm

a. Printed network directories must be updated at least semi-annually 14% 5%

b. Printed network directories must be updated at least annually 48% 38%
c. On-line directories must be updated at least monthly 29% 24%
d. On-line directories must be updated at least quarterly 14% 14%
e. For health plans that offer tiered or narrow networks that include a subset of 62% 62%

providers, directories must clearly identify which providers participate in the
restricted/narrow network
f. If a consumer relies on inaccurate information in a directory and is balance 43% 43%
billed as a result, the health plan is responsible for resolving the claim in a way
that holds the patient harmless

Network Adequacy Enforcement Actions

Respondents were asked to identify the average annual number of enforcement actions (e.g., fines, penalties, cease and desist,
enrollment freeze, licensure revocation) taken in response to network adequacy violations. Five respondents did not answer
this question. Responses of the remaining 33 respondents are provided in Table 10. On average, most respondents report

the number of enforcement actions related to network adequacy is very low, with 88 percent of respondents indicating 0-1
enforcement actions are pursued on average each year for HMOs, and 73 percent indicating 0-1 enforcement actions are
pursued on average each year for PPOs.

TABLE 12: AVERAGE NUMBER OF ENFORCEMENT ACTIONS TAKEN
IN RESPONSE TO NETWORK ADEQUACY CONCERNS

Average annual number of enforcement actions
related to network adequacy violations

a.0-1 88% 73%
b.2-3 3% 0%
c.4-5 0% 0%
d.5-10 0% 3%
e. 11 or more 3% 3%
f. Do not know 6% 6%

Network Adequacy Requirements for POS and/or EPO Plans

Given the increasing use of different types of network plans to keep premium costs low, respondents were asked to provide
information about how network adequacy is regulated for Point of Service (POS) plans and/or EPOs.* Twenty-five states
replied to the question. In the majority of states, both POS plans and EPOs are subject to some level of oversight, but the
approach varies among states. POS plans are more likely to be subject to HMO than PPO standards for regulatory purposes,
while EPOs are equally likely to be subject to either PPO or HMO standards, depending on the state. However, five states
reported POS plans are not subject to any network adequacy requirements, and four states have no network adequacy
requirements for EPOs. Of the states that reported “Other,” two noted that EPOs are not allowed and one state noted that
network adequacy requirements do not apply to POS plans or EPOs. One other state noted that all plans (HMOs, PPOs,
EPOs, POS) are subject to the same network adequacy standards as outlined in the ACA market reforms.
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TABLE 13: HOW STATES REGULATE POS AND EPO PLANS

Regulatory approach for POS and/or EPO benefit plans Percentage indicating
regulatory approach is taken

a. POS plans are not subject to network adequacy requirements 20%
b. EPOs are not subject to network adequacy requirements 16%
c. POS plans are subject to the same network adequacy requirements that applytoPPOs ~ 56%*
d. POS plans are subject to the same network adequacy requirements that apply to HMOs = 76%*

e. POS plans are subject to separate network adequacy requirements that are different 4%
than those applicable to HMOs or PPOs

f. EPOs are subject to the same network adequacy requirements that apply toPPOs  44%
g. EPOs are subject to the same network adequacy requirements that apply to HMIOs  44%

h. EPOs are subject to separate network adequacy requirements that are different 4%
than those applicable to HMOs or PPOs
i. Other (please describe) 20%

*Some states responded that POS and EPO plans are subject to the same standards as both PPOs and HMOs, which results in responses that total more than
100%. Based on additional information provided by several states, requirements vary depending on whether the POS or EPO plan is offered by an HMO ora
PPO. If offered by a PPO, the plan is subject to the PPO standards. If offered by an HMO, the plan is subject to the HMO standards.

Survey Highlights and Recommendations for Improving
Network Adequacy Oversight

In addition to providing a better understanding of the tools states use — or don’t use - to regulate network adequacy, the
survey results identify opportunities for improved regulations and suggest revisions to include in the NAIC Model Act update
to improve network adequacy oversight and consumer protections. While several recent studies provide a good overview of
existing statutory or regulatory provisions adopted by states, this survey looks beyond the regulations to obtain regulators’
perspectives on how the provisions work in “the real world,” challenges they face in their efforts to oversee network adequacy,
and ideas for improvements. Although not all states participated in the survey, the responses represent states of varying

sizes, from all regions of the country, and with varying levels of network plan penetration rates. While the identities of the
responding states are not being made publicly available in order to encourage states to provide honest, frank answers, the 73
percent response rate is a testament to the importance of this issue and the interest states have in contributing to the NAIC’s
efforts to improve the Model Act.

Key findings include:
* Most states have not adopted the NAIC Managed Care Plan Network Adequacy Model Act.

* States place a high value on consumer complaint data and commonly rely on complaint data as a tool for identifying
potential problems and monitoring health plan compliance. However, the codes they use for identifying network adequacy
complaints vary widely. Only three of the complaint code options provided in the survey are used by more than half of the
surveyed states. As such, the ability to share information with neighboring states, where consumers may also seek care and
file complaints regarding access problems, is limited. In addition, the more restrictive codes used by some states may fail to
fully identify the types of problems consumers have and could limit the usefulness of the information.

* States identified several common challenges in their efforts to oversee network adequacy. While the challenge most
commonly identified is ensuring health plan enrollees have sufficient information to understand the risks and
potential costs associated with receiving out-of-network services, other objectives pose equal challenges for some states
(maintaining adequate staffing levels, obtaining complete and accurate data files from health plans, monitoring and
identifying network adequacy problems, lack of authority to exercise increased oversight and take enforcement action).
Four states reported all five areas of oversight at the highest level of challenge; two other states identified four of the five
areas at the highest level. These data seem to confirm that disparate approaches to regulation and the varying degrees
to which states have access to common regulatory tools create inconsistencies in the protections available to consumers

based in part on where they live.
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* More than half of the states do not prohibit or limit a situation in which a member receives services from an out-of-
network provider when being treated at an in-network hospital.

* While HMO and PPO benefit plans have distinct coverage provisions that justify some differences in regulatory
oversight, states consistently exercise much more stringent oversight of HMO plans than PPO plans. For example,
while 24 states require HMO plans to resolve or pay claims for out-of-network emergency services in a way that
protects enrollees from balance billing, only 16 states impose similar requirements on PPO plans. Seven states indicated
such protections do not exist for either PPO or HMO plans.

* Information included in regulators’ review of network filings also varies significantly. Only 14 states review the entire
filings for HMO plans and 10 do so for PPOs. States that do not perform comprehensive reviews miss important
opportunities to identify problems up front, before they become a problem.

Based on these findings, as well as information provided in other relevant studies, we have included the following
recommendations for updating the NAIC Model Act, as well as for consideration by states as they evaluate their own legal
framework for overseeing network adequacy. Please note that these recommendations are limited to only those requirements
that are within the jurisdiction and control of regulators and network plans. However, the problems of network adequacy and
balance billing are not solely attributed to health plans but are shared by providers, including hospitals and other facilities and
practitioners. Until collaboration among all parties occurs, regulators must rely on the enforcement and regulatory authority
they have to ensure consumers receive the services they are entitled to under the terms of their insurance contracts and have the
information they need to make informed decisions regarding the health plan they purchase and health care services they receive.

To most effectively regulate network adequacy across all products currently available to consumers, the Model Act and state
regulations should broadly apply to health benefit plans using any type of requirement or incentive for enrollees to choose
certain providers over others (e.g., HMOs, EPOs, PPOs, POS, accountable care organizations), and any other new model
of care delivery. The NAIC and DOIs should also establish a process for regulatly reviewing existing standards and make
necessary revisions to ensure they are applicable to new managed care models that evolve over time.

To ensure a meaningful and transparent network adequacy “foor”, network adequacy regulations should include meaningful
quantitative provider-to-enrollee, travel time and distance, and appointment wait time standards as benchmarks for
measuring network adequacy. Health plans should also be required to meet a minimum cultural appropriateness standard
that ensures enrollees of different ethnic and cultural backgrounds have access to a diverse group of providers. The Model Act
should incorporate flexibility to allow states to include standards that take into account their particular geographic factors,
regional provider workforce shortages, and market conditions. While variations from state to state are necessary in the current
environment, many states do not have even minimum standards, but instead allow health plans to self-define what they
consider to be reasonable access. As a general rule, network access standards should ensure that all covered benefits can be
provided through an in-network provider without an unreasonable delay and that health plans meet a standard for providing
access to a culturally diverse network of providers. Limited exceptions may be included to address cases where suflicient
numbers of certain types of health care providers are not available due to workforce shortages, the use of Centers of Excellence
or similar types of arrangements for elective procedures, or to care for patients with particularly complex medical conditions.
However, in such cases, provisions must also be included to ensure enrollees have access to non-network providers at no
increased cost.

A state regulatory agency should have discretion to determine whether consumers have adequate choice between broad,
narrow, or ultra-narrow networks and, in areas where sufficient choice is not available, require a carrier to offer at least one
plan with a broad network or an out-of-network benefit, unless the carrier can demonstrate good cause that such an option
is not feasible. Furthermore, consumers must be provided with information that conveys, in a consumer-tested standardized
way, the narrowness or broadness of a provider network at the point of shopping. The accuracy of these summary measures
must be audited by the regulator.



All plans should be required to include access to Essential Community Providers to increase consistency with ACA
requirements, prevent adverse selection, and to support continuity of care for those new enrollees who already have an existing
relationship with an ECP.

Carriers should be required to submit access plans to the regulating entity for prior approval and post approved plans on a
public website for review by consumers. In addition to requirements in the current Model Act for access plans, the following
components should also be added using a uniform format to ensure transparency and comparability among plans:

* Carrier’s criteria for selecting network providers, including measures related to standards for quality of care and
health outcomes;

* Carrier’s protocol for maintaining, updating, and publicly posting its directory of participating providers specific to
each network plan, including whether providers are accepting new patients, languages spoken in each provider office,
and provider office hours and locations; and

* Carrier’s method for publicly conveying breadth or narrowness of the provider network and the method of selecting
network providers for each network plan. Information must be displayed in a standardized manner that allows
consumers to compare provider networks across carriers and benefit plans.

These requirements may be adjusted to reflect any minimum standards the DOI has established related to each of these provisions.

In all network plans, require carriers to include a provision in network provider contracts to protect consumers from balance
billing under certain conditions, including for any services provided in a facility that is a network provider but uses out-of-
network health care professionals to provide patient services. To accommodate exceptions for consumers who choose an
out-of-network provider, health plan enrollees should be allowed an opportunity to authorize — in writing and in advance of
receipt of services — that they have knowingly chosen to be treated by an out-of-network provider and have been informed
of the potential costs of doing so.

In addition (or in lieu of for any state that fails to enact a prohibition against balance billing), require health plans and
providers to participate in mandatory arbitration to reach agreement on a reasonable payment for out-of-network services.
Under arbitration, consumers should be held harmless for any costs that exceed what they would have paid if the provider had
been in-network.

While we recognize that DOIs may not have the authority to regulate providers that do #or have a contract with a health
plan, we encourage DOIs to work with other state agencies that do regulate providers to put in place greater transparency and
additional balance billing protections for consumers. In the event a DOI is unable to enact regulations protecting consumers
from balance billing (see previous recommendation), if a health plan enrollee is balance billed for out-of-network services, a
mandatory binding mediation process should be required to resolve bills that exceed a certain threshold. Mediation attendees
should include the provider and a health plan representative. States should establish a reasonable threshold for consumers to
request mediation when bills exceed a certain level. New York’s new “surprise bills” law and Texas” mediation requirements
can serve as a model for other states on this important concern.

To ensure health plans have accurate information on the status of network providers, require health plans to include in all
provider contracts a requirement that providers notify the plan and their patients when they are leaving a network for any
reason. This may include but is not limited to a decision to retire or stop practicing medicine for other reasons, relocating

to an area outside the health plan’s service area, leaving a group practice that is included as a participant in the network, or
withdrawing from a network for any other reason. Health plans should be required to update electronic provider directories at
least monthly to reflect these and other changes in provider availability.



In situations where a carrier and a participating provider terminate their contract or the provider is assigned to a different cost-
sharing tier, the carrier and provider should be required to provide continuing coverage for a covered person who is pregnant,
terminally ill, or in the midst of an active course of treatment for a serious medical condition for 90 days, or until the course
of treatment is completed, whichever is longer, under the same cost-sharing rules and provider negotiated rate that would
apply if the contract or tier placement was still in force.

In addition, circumstances for special enrollment periods should be expanded to allow enrollees to switch health plans when
any of the following triggering events occur:

* An individual’s enrollment or non-enrollment in a plan is the result of a material error, inaccuracy, or mistepresentation
in the provider directory, including but not limited to a provider being listed as a participating provider that is not part
of the network or a provider incorrectly being listed as accepting new patients;

* A covered person’s primary care provider becomes a non-participating provider during a plan year or policy year; or

* A covered person who is in the midst of a course of treatment for pregnancy or a serious medical condition loses access
to their specialty care provider or facility because the provider becomes a non-participating provider or is moved to a
higher cost-sharing tier during the plan or policy year.

DOIs should require that health plan provider directories be made publicly available and ensure that consumers can easily
understand which provider directory applies to which network plan, if a carrier maintains more than one network. The
provider directory should be available online to both enrollees and consumers shopping for coverage without requirements to
log on or enter a password or a policy number and should include the following general information about the plan:

* The type of plan (e.g., HMO, PPO, EPO) and whether there is any coverage for services provided by out-of-network providers;
* The methodology used, if any, to determine the payment amount for out-of-network services;
* The breadth of the network, as defined by the commissioner or NAIC model (i.e., broad, narrow, or ultra-narrow);

* The standards or criteria for including or tiering a participating provider and the cost-sharing and out-of-pocket limit
differentials that may result from using a non-participating provider or a provider in a tier other than the lowest cost-
sharing tier; and

* The plan’s protocol for using out-of-network providers with in-network cost sharing for situations where a suitable in-
network provider is not available on a timely basis.

Health plans should also include transparency information in the Member handbook and on the health plan’s public website
in a location and format to be determined by the Insurance Commissioner.

Regulators should adopt standard reporting requirements for all network plans to obtain data on out-of-network claims and
more accurately measure network adequacy. For each service area in which the health plan operates, minimum data elements
should include the number of out-of-network claims by type of provider, dollar value of total claims, average value per claim,
total amount paid by the health plan, average amount paid per claim, total unpaid claim balances and average unpaid claim
balance per claim. These data will allow regulators to identify types of providers and/or services that are most frequently the
source of out-of-network claims, the adequacy of reimbursement amounts paid by health plans, and the potential financial
impact on consumers if the provider balance-bills for the difference between the cost of the service and the amount paid by
the health plan. Information should be publicly available on the DOI’s website and the health plan’s website.



Increase Utility of Complaint Data and Visibility of Complaint Process

Regulators should identify the most complete and useful set of complaint codes, learning from the wide variety of experience
identified by the survey. In addition, regulators need to assess how many consumer problems actually make it into their
complaint system. Unfortunately, many consumers don’t realize they have a department of insurance and that the department
can help resolve their insurance issues. The visibility of this process must be raised via marketing, mandatory notices on
provider bills and health plan Explanations of Benefits, and other means. Further, this process must take into account
complaint data received by other agencies such as the health insurance exchange, or consumer ombudsman program.

Monitor Reliance on Health Plan Accreditation as a Substitute for Confirming

Compliance with Network Adequacy Standards

The NAIC and DOIs should monitor the practice of relying on health plan accreditation as an option for health plans to
demonstrate compliance with network adequacy standards. While accreditation standards can play a meaningful role in states
that have minimal network adequacy requirements or can supplement information DOIs rely on for confirming network
adequacy, accreditation should not be viewed as a substitute for meaningful network adequacy and access to care standards.
States that accept accreditation should clearly identify additional requirements for demonstrating network adequacy and
should not rely solely on self-attestation by health plans

Recommendations for Amending the NAIC Managed Care Plan Network
Adequacy Model Act

Based on the recommendations noted above, we have included suggestions for amending the Managed Care Plan Network
Adequacy Model Act. Our suggested edits, as submitted to the NAIC’s Network Adequacy Model Review Subgroup on
July 3, are included in Appendix B. Revisions are provided in tracked change mode in order to assist the Subgroup in its
development of proposed changes to the Model.

Finally, we want to reiterate our appreciation to the NAIC for its support of our survey project and development of this report.
With continued concerns about the rising costs of health care, the use of provider networks will continue to be an important
issue, and we are pleased to see the NAIC’s commitment to updating the Model Act. We realize regulators are faced with
many critical concerns and growing pressure from many fronts, and are grateful for the opportunity to participate in the
development of new network adequacy regulations and solutions.
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Appendix A: Insurance Department Survey of Network

Adequacy Regulatory Requirements and Oversight.

Insurance Department Survey of Network Adequacy

Regulatory Requirements and Oversight
May 28, 2014

Please Note That All Survey Responses Are Confidential.

State: Survey Respondent Name; Title;
Email Address:

Section A: Please answer each of the following questions as it applies to your Department’s activities related to
network adequacy regulatory oversight.

1. Has your state adopted the NAIC Managed Care Plan Network Adequacy Model Act (Model #74)?

a. Yes, we have adopted the NAIC Model Act as written, or with minor revisions.

b. Yes, we have adopted portions of the NAIC Model Act, but with significant revisions.
C. No, we have not adopted the NAIC Model Act.

d. Uncertain of our state’s status.

2. Indicate which of the following complaint codes, or codes with very similar descriptions, are included in your
complaint tracking system to enable the identification of complaints related to network adequacy or access to care:
a. Inadequate Provider Network

) Network Adequacy

. Access to Care

. Timely Access to Care

) Inaccurate Provider Directory
Out-of-Network Claim Dispute/Resolution

. Out-of-Network Services

b
C
d
e
f.
9
h. Formulary Restrictions

i. Balance Billing
j. Other (Please describe)

3.0n ascale of 1to 5 (1 is the least significant, 5 is the most significant), how significant are the following challenges
in the regulation and oversight of network adequacy?

a. Maintaining adequate trained staffing levels for network analysis activities

b. Obtaining complete and accurate network adequacy data files from health plans and conducting a thorough
review at licensure

C. Monitoring and identifying network adequacy problems on an ongoing basis once the initial plan has been
filed and approved

d. Ensuring health plan enrollees have sufficient information to understand the risks and potential costs
associated with receiving out-of-network services

e Lack of authority to exercise increased oversight and impose enforcement actions and penalties

f. Please identify any additional challenges you have encountered:
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4. Does your state have any required provisions/notifications in health plan member handbooks, disclosure
document requirement for enrollment, or other documents distributed by health plans, that are designed
to ensure consumers are adequately informed of the circumstances in which a member may see an out-of-
network provider, and how to avoid doing so?

a. No

b. Yes; Please describe

5. Does your state have any “transparency” requirements or network adequacy provisions designed to
prohibit or limit circumstances when no facility-based physician (i.e., anesthesiologist, pathologist,
radiologist, ER physician, etc.) is available to a patient, even though the hospital/facility is in the patient’s
network? If so,please describe

6.0n a scale of 1to 5 (1 is low, 5 is high), indicate the extent to which you believe your state’s current
requirement for regular reporting of the following health plan data is important (or you believe it would
assist your Department in the oversight/monitoring of network adequacy, if it were required):

a. Aggregated data on number/percentage of out-of-network claims

b. Data on number/percentage of out-of-network claims by service area

C. Claims value of out-of-network claims

d. Reimbursement rate payments for in-network claims vs. out-of network claims

e Number of complaints filed with health plan regarding problems accessing care, receipt of care by out-

of-network providers, claims payment of out-of-network services

baa)

Number of complaints filed with health plan regarding inaccurate provider directory information

g. Number of complaints filed with health plan regarding restriction of provider access due to enrollment
in a narrow network

Please identify any additional data or information that would be helpful:




Please complete the table below by placing an X in the corresponding column to
indicate the response is applicable to requirements for HMOs and PPOs. If the response is not
applicable, leave the column blank. If you do not know the answer, please enter NR.

1. Under what circumstances does the Department review a health plan’s network? (Check all that apply).
a. Upon application for licensure
b. When adding a new service area or expanding and existing area
¢. Regularly Scheduled Periodic Review (i.e., annually, semiannually, biennially, etc.)

d. When complaints or other market conduct oversight activities indicate a
potential problem

e. Routinely required as part of a market conduct examination
f. When a health plan files a notice of significant change to their network
g. Other (describe)

2. Does the Department require plans to submit GEO-Access maps or equivalent
as part of their provider network filing? Check box if Yes.

3. Does the Department contract with a vendor for the review and analysis of
provider network file submissions? Check box if yes.
4. Which of the following describes information that is reviewed as part of the initial provider network
review process? Check all that apply.
a. The entire filing is reviewed in detail and tested against GEO Access standards to
determine full compliance

b. A sample of the network data files are reviewed in lieu of a full, comprehensive
assessment of the network

c. The state accepts the health plan’s attestation that the network filing complies
with the Department’s requirements

d. Department staff perform “secret shopper” calls to confirm providers are in the
network and accepting new patients

e. Review medical care referral patterns and hospital admission privileges to ensure
participating providers have admitting privileges at in-network facilities

f. Verify whether in-network hospitals contract with facility-based providers (i.e.,
radiologists, pathologists, anesthesiologists, emergency room physicians) who are
in the health plan’s network

g. Determine whether the network includes access to centers of excellence for
transplants, cancer, and other critical services
5. Which of the following describes activities the Department uses to monitor network adequacy on an
ongoing basis once a health plan’s network has been filed and approved?

a. Department collects out-of-network data from health plans to identify the extent
to which members use out-of-network services.

b. Department exercises more stringent oversight and monitoring of “Narrow Networks”
that offer a more restricted network in exchange for reduced premium rates

c. Department monitors health plan members’ ER utilization as a possible indicator
of an inadequate network

d. Department reviews health plan consumer satisfaction surveys to identify the
extent to which enrollees report dissatisfaction with the network or access to care

e. Department performs random survey of providers to confirm providers are in
network, accepting new patients, confirm appointment availability timeframes, or
other relevant information



f. Department monitors DOl complaints to identify trends or concerns that could
indicate potential problems with network adequacy.

g. Department requires health plans to report complaint information on volume of
complaints related to network adequacy/access to care.

Please describe any additional monitoring activities used:

6. Which of the following are applicable in your state?

a. Plans are required to resolve/pay claims for out-of-network emergency services
in a way that ensures enrollees’ costs are no more than what they would be for in-
network services

b. Plans are required to calculate claims payments for emergency out-of-network
services based on specific criteria or a formula specified by statute or regulation

¢. Plans are required to calculate claims payments for non-emergency out-of-network
services based on specific criteria or a formula specified by statute or regulation

d. Health plans are required to comply with general criteria (such as usual,
customary and reasonable) in the calculation of out-of-network claims payments

e. Consumers are entitled to an independent arbitration process for negotiating
health plan payments for out-of-network services

Please describe any other requirements that apply to health plan payments for out-of-network services

7. Which of the following applies to network directory requirements?
a. Printed network directories must be updated at least semi-annually.
b. Printed network directories must be updated at least annually.
c. On-line directories must be updated at least monthly.
d. On-line directories must be updated at least quarterly.

e. For health plans that offer tiered or narrow networks that include a subset of
providers, directories must clearly identify which providers participate in the
restricted/narrow network.

f.If a consumer relies on inaccurate information in a directory and is balance billed
as a result, the health plan is responsible for resolving the claim in a way that holds
the patient harmless.

Please describe any additional requirements related to provider network directories:

8. Within the past 5 years, what is the annual average number of enforcement actions (fines, penalties,
cease and desist, enrollment freezes, licensure revocation, etc.) the Department has taken based on
violations related to network adequacy?

a.0-1

b.2-3

c.4-5

d.5-10

e. 11 ormore

f. Do not know



9. Please indicate below how your state address network adequacy requirements for Point of Service (POS)
plans and/or Exclusive Provider Organizations (EPOs). Please check all that apply.

a. POS plans are not subject to network adequacy requirements.
b. EPOs are not subject to network adequacy requirements.

c. POS plans are subject to the same network adequacy requirements that apply to
Preferred Provider Organizations (PPOs).

d. POS plans are subject to the same network adequacy requirements that apply to
Health Maintenance Organizations (HMOs)

e. POS plans are subject to separate network adequacy requirements that are
different than those applicable to HMOs or PPOs.

f. EPOs are subject to the same network adequacy requirements that apply to PPOs.

g. EPOs are subject to the same network adequacy requirements that apply to
HMOs.

h. EPOs are subject to separate network adequacy requirements that are different
than those applicable to HMOs or PPOs.

i. Other (please describe)

If your state has existing regulations and/or statutory provisions related to network adequacy requirements
for managed care plans, please provide the appropriate citation/s below.

HMO Network Adequacy Statutory or Regulatory citation/s:

PPO Network Adequacy Statutory or Regulatory citation/s:

Thank you for your assistance! Please return the completed survey to:
dlongley@healthmanagement.com. Questions may also be submitted to this address,
or by calling Dianne Longley at 512-473-2626.
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Appendix B: Proposed Modifications to the NAIC

Managed Care Plan Network Adequacy Model Act

These recommended modifications were submitted by Consumer Representatives to the NAIC to the NAIC’s Network
Adequacy Model Review Subgroup on July 3, 2014.

MANAGED-CARE HEALTH BENEFIT PLAN NETWORK ADEQUACY ACCESS
MODEL ACT

Table of Contents

Section 1. Title

Section 2. Purpose

Section 3. Definitions

Section 4. Applicability and Scope

Section 5. Network Adequacy

Section 6. Requirements for Health Carriers and Participating Providers
Section 7. Special Enrollment Periods

Section 8. Intermediaries

Section 9. Filing Requirements and State Administration
Section 10. Contracting

Section 11. Enforcement

Section 12. Regulations

Section 13. Penalties

Section 14. Separability

Section 15. Effective Date

Section1.  Title
This Act shall be known and may be cited as the Managed-Care Health Benefit Plan Network Adequacy Access Act.

Drafting Note: In some states existing statutes may provide the commissioner with sufficient authority to promulgate the
provisions of this Act in regulation form. States should review existing authority and determine whether to adopt this model
as an act or adapt it to promulgate as regulations.

Section2. Purpose

The purpose and intent of this Act are to establish standards for the creation and maintenance of networks by health carriers
and to assure the transparency, adequacy, accessibility and quality of health care services offered under a nranaged-care
network plan by establishing requirements for written agreements between health carriers offering mamaged-care network
plans and participating providers regarding the standards, terms and provisions under which the participating provider will
provide services to covered persons.

Drafting Note: In states that regulate prepaid health services, this model may be modified for application to contractual

arrangements between prepaid limited health service organizations that provide a single or limited number of health care
services and the providers that deliver services to covered persons enroffees.
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Section3. Definitions
For purposes of this Act:

A-“ . n.' C PId d C CITU PC U USTC Pd d ;."' C C C
of themmanaged-careptan: “Balance billing” means the practice by a provider, who is not a participating provider in
a covered person’s health benefit plan network, of charging the covered person the difference between the provider’s

fee and the sum of the amount the covered person’s health benefit plan pays and what the covered person is required
to pay in applicable deductibles, co-payments, coinsurance or other cost-sharing amounts as required by the health

benefit plan.

B. “Commissioner” means the insurance commissioner of this state.

V D

Drafting Note: Use the title of the chief insurance regulatory official wherever the term “commissioner” appears. If the
jurisdiction of certain health carriers, such as health maintenance organizations, lies with some state agency other than
the insurance department, or if there is dual regulation, a state should add language referencing that agency to ensure the
appropriate coordination of responsibilities.

C. “Covered benefits” or “benefits” means those health care services to which a covered person is entitled under the terms

of a health benefit plan.
D. “Covered person” means a policyholder, subscriber, enrollee or other individual participating in a health benefit plan.

E. “Emergency medical condition” means the sudden and, at the time, unexpected onset of a health condition that
requires immediate medical attention, where failure to provide medical attention would result in serious impairment
to bodily functions or serious dysfunction of a bodily organ or part, or would place the person’s health in serious
jeopardy.

E. “Emergency services” means health care items and services furnished or required to evaluate and treat an emergency
medical condition.

G. “Essential community provider” means providers that serve predominantly low-income, medically underserved
individuals, including providers defined in section 340B(a)(4) of the Public Health Services Act and tax exempt
enti