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February 4, 2015 
 
Peter Lee, Director 
Covered California  
1601 Response Road 
Sacramento, CA  95814 
Submitted electronically to Peter.Lee@covered.ca.gov  
 
Re: Reporting of Covered California Enrollment Data 
 
Dear Mr. Lee: 
 
On behalf of Asian Americans Advancing Justice – Los Angeles (AAAJ-LA), California 
Pan-Ethnic Health Network (CPEHN) and Consumers Union (CU), we write to share our 
recommendations for more robust data reporting on the profile of Covered California 
enrollees and enrollment patterns. As we near the end of the second open enrollment 
period, detailed data reporting will allow for a more complete analysis of Covered 
California’s success at meeting the demand for quality, affordable health coverage for 
California’s diverse communities and provide data to develop strategies for more robust 
enrollment as we move ahead.  
 
Demographic Data Reporting 
 
We were pleased to learn that Covered California has enrolled over 228,000 new 
enrollees into health coverage as of January 12, 2015, with over half of new enrollees 
from communities of color. The enrollment data, as well as any additional data about the 
300,000 remaining applicants who have applied but have not yet chosen a plan, will be 
helpful in understanding the extent to which Covered California is meeting its enrollment 
projections and serving the needs of applicants throughout all stages of the enrollment 
process. As you prepare your next, more detailed report on activity during the second 
year of open enrollment, we urge you to: 
 

 Provide the Highest Level of Granularity on Race and Ethnicity:  Granular 
data is vitally important for Covered California’s evaluation, planning, marketing, 
outreach and enrollment efforts, and its success in reaching California’s diverse 
communities. We urge Covered California specifically to track and report 
enrollment numbers for the 9 Asian sub-populations encapsulated under the broad 
race category “Asian,” the 3 Native Hawaiian and other Pacific Islander 
subpopulations, and the 6 Hispanic populations encapsulated under the broad 
ethnicity category “Hispanic, Latino or Spanish origin.” This information is vital 
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to identifying specific gaps in enrollment and implementing targeted solutions to 
correct enrollment deficiencies. 

 
 Provide the Highest Level of Granularity on Written and Spoken Language: 

We urge Covered California to report on the written and spoken language 
preferences of its enrollees, as this data was not included in the January 15th 
interim report. Further, we urge you to report language data by Covered 
California’s 19 geographic regions as you did in last year’s first enrollment period 
data book released on July 16, 2014. If this information could be provided before 
the end of the second open enrollment period, there is still time to adjust outreach 
efforts to ameliorate any enrollment deficiencies. 
 

 Report Numbers not Percentages: We appreciate that Covered California data 
is point-in-time data and subject to change monthly. For your next more detailed 
activity report, we urge Covered California to release enrollment data by actual 
numbers of enrolled rather than as a percentage of enrolled. This is especially 
important since the enrollment numbers are volatile and constantly shifting. 
Additionally, in order to encourage proper data analysis, each demographic report 
should note the number of non-respondents and/or “decline to state” so there is a 
standard denominator from which others may calculate percentages and/or make 
comparisons. 
 

 Report Data by Service Channel: Given the high non-response rates (it appears 
at least one-third of consumers did not respond to the optional demographic 
questions during the second open enrollment period), we urge Covered California 
to track and make public response rates by service channel i.e., via self-serve on 
the online website; through a paper application, online via the service center, 
online via a Navigator or other certified enrollment counselor, online via an agent 
or broker, in order to illustrate any patterns with reporting as it relates to the mode 
of application. This will help us all understand how best to improve this kind of 
demographic reporting in the years to come.    

 
 Provide Granular Data on Multiple Races: The category “mixed race” should 

be renamed to “multiple races” to reflect the more conventional name for this 
category. In instances where the multiple races category is large, we urge you to 
provide further disaggregated reporting of the data in this category so interested 
stakeholders can make more appropriate conclusions. Additionally, although there 
are several different approaches to classifying data on Multiple Races, AAAJ-LA, 
CPEHN and CU recommend that Covered California use the Office of 
Management and Budget Appendix B method entitled “for use in civil rights 
monitoring and enforcement,” as it’s the simplest and most straightforward 
method, especially if you are trying to address health disparities: 
http://www.whitehouse.gov/sites/default/files/omb/assets/information_and_regula
tory_affairs/re_app-b-update.pdf  
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Data Reporting on Issuers and Metal Tiers 
 
We thank Covered California for providing state level data on metal tier selection as part 
of its interim report.  At the end of open enrollment last year, we benefited from seeing 
the break-out of how many enrollees had chosen specific issuers in each region.   
 
For 2015 and ongoing, we hope that you can provide additional granular data on 
consumers’ chosen plans in each region.  We know that in some regions, issuers are 
offering more than one type of plan (for example, a PPO and an HMO option).  Last 
year’s report only provided information with the number of enrollees and/or a percentage 
of enrollees with the issuer in the aggregate, with no breakdown to specify the type of 
plan, when more than one type of plan is offered by the same issuer. 
 
Additionally, last year’s data was aggregate for each of the metal tiers of the issuers.  We 
hope that this year, the publicly reported data for each region will identify how many 
enrollees in each of the issuer’s plans and at what tier level. Tier level data is needed to 
understand consumer trends, to help identify any potential adverse selection, and to help 
the public’s review of rate proposals in coming years.   
 
Cost-Sharing Reductions and Tier Levels 
 
We have appreciated the information Covered California has provided over the past year 
regarding the number of enrollees eligible for cost-sharing reductions who have chosen 
bronze, gold or platinum plans, thus losing their access to cost-sharing reductions.  To 
better understand this trend and to try to ameliorate it in the future, we hope to see more 
detailed public reporting for this population. Specifically, Covered California should 
report:   
 

 The actual number of enrollees eligible for cost-sharing reductions, broken down 
into each geographic region; 

 The actual number of enrollees eligible for cost-sharing who did not chose a silver 
plan, by geographic region, issuer, and tier level of choice; 

 The service channels that enrollees used to select a plan, particularly for those 
eligible for cost-sharing reductions who do not choose a silver plan. 

 
Data Stratification 
 
As with most public reporting, the ability to stratify data across categories is vital to 
understanding consumer decisions at all levels and ensuring the Exchange is meeting its 
mission of eliminating health disparities. We urge Covered California to track and report 
demographic data by age, gender, race, ethnicity and primary language for each issuer by 
geographic region and tier and to begin collecting data on sexual orientation and gender 
identity of its enrollees as soon as possible. This data is particularly important as Covered 
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California turns its attention towards improving health outcomes for California’s diverse 
communities. 
 
We hope Covered California will prioritize the reporting of this additional data as it 
prepares its next enrollment report of the second open enrollment period for the Board. 
Thank you for your time. We look forward to discussing our concerns and 
recommendations with you.  
 
Sincerely, 
 
 
Doreena Wong 
Asian Americans Advancing Justice - LA 
 
 
Caroline Sanders   
California Pan-Ethnic Health Network  
 
 
Julie Silas  
Consumers Union 
 
 
Cc: Katie Ravel 
      Yolanda Richardson 
      Mary Watanabe 
      Covered California Board members 



 909 12th Street, Suite 201 ♦ Sacramento, CA 95814 ♦ 916 444-1985 office ♦    

www.chroniccareca.org 

 

 

 
 

February 23, 2015 
 
TO:  Anne Price 
  Director, Plan Management Division 
 
FROM:  Liz Helms, President & CEO 

lizhelms@chroniccareca.org 
Jerry Jeffe, Public Policy Director 
jerryjeffe@gmail.com 
 
On behalf of the California Chronic Care Coalition’s thirty two member 
organizations representing 16 million Californians with Chronic 
conditions/diseases 

   
RE: Recommended Options for Covered CA Specialty Drug Benefits 
 
The California Chronic Care Coalition (CCCC) is pleased to submit recommendations for options 
that will improve quality, access and affordability of specialty medications for Covered CA  
enrollees and in the individual and group insurance marketplace.  
 
On Friday, February 20, the final rule was announced by CMS that modifies how qualified health 
plans under the ACA will be designed for the future.  The CCCC applauds CMS for their actions.  
The CCCC comments were addressed and we are pleased to see the direction CMS has taken.  
See below: 
 

e. Prohibition on discrimination (§156.125) 
Section 1302(b)(4) of the Affordable Care Act directs the Secretary to address certain 
standards in defining EHB, including elements related to balance, discrimination, the 
needs of diverse sections of the population, and denial of benefits. We have interpreted 
this provision, in part, as a prohibition on discrimination by issuers providing EHB. Under 
§156.125, which implements the prohibition on discrimination provisions, an issuer does 
not provide EHB if its benefit design, or the implementation of its benefit design, 
discriminates based on an individual’s age, expected length of life, present or predicted 
disability, degree of medical dependency, quality of life, or other health conditions.  
 
 
 

 

http://www.chroniccareca.org/
mailto:lizhelms@chroniccareca.org
mailto:jerryjeffe@gmail.com


 909 12th Street, Suite 201 ♦ Sacramento, CA 95814 ♦ 916 444-1985 office ♦    

www.chroniccareca.org 

 

 
As described in the proposed rule, since we finalized §156.125, we have become aware 
of benefit designs that we believe would discourage enrollment by individuals based on 
age or based on health conditions, in effect making those plan designs discriminatory, 
thus violating this prohibition. Some issuers have maintained limits and exclusions that 
were included in the State EHB benchmark plan. As we have previously stated in 
guidance, EHB-benchmark plans may not reflect all requirements effective for plan years 
starting on or after January 1, 2014. 
 
Therefore, when designing plans that are substantially equal to the EHB-benchmark 
plan, issuers CMS-9944-F 266 should design plan benefits, including coverage and 
limitations, to comply with requirements and limitations that apply to plans beginning in 
2014.53 
 
In the proposed rule, we discussed three examples of potentially discriminatory 
practices: 
(1) attempts to circumvent coverage of medically necessary benefits by labeling the 
benefit as a “pediatric service,” thereby excluding adults; (2) refusal to cover a single-
tablet drug regimen or extended-release product that is customarily prescribed and is 
just as effective as a multi-tablet regimen, absent an appropriate reason for such refusal; 
and (3) placing most or all drugs that treat a specific condition on the highest cost tiers. 
 
In this final rule, CMS adopts the same approach as described in the proposed rule. As 
we indicated in the proposed rule and the 2014 Letter to Issuers, we will notify an issuer 
when we see an indication of a reduction in the generosity of a benefit in some manner 
for subsets of individuals that is not based on clinically indicated, reasonable medical 
management practices.54 
 
We conduct this examination whenever a plan subject to the EHB requirement reduces 
benefits for a particular group. Issuers are expected to impose limitations and exclusions 
based on clinical guidelines and medical evidence, and are expected to use reasonable 
medical management. Issuers may be asked to submit justification with supporting 
documentation to HHS or the State explaining how the plan design is not discriminatory. 
 
We note that other nondiscrimination and civil rights laws may apply, including the 
Americans with Disabilities Act, section 1557 of the Affordable Care Act, Title VI of the 
Civil Rights Act of 1964, the Age Discrimination Act of 1975, section 504 of the 
Rehabilitation Act. 
 

The CA Chronic Care Coalition proposes the following recommendations for access to  
affordable, quality, RX coverage.  Access and affordability are critically important for people  
with, and at risk for, complex chronic diseases/conditions.  When people are not able to afford  
the care necessary to manage their chronic conditions, they scale back or forego the care they  
need, which often leads to complications and suffering that could have been prevented. That 
means an expensive trip to the emergency room and hospital readmissions that could have  
been avoided. 
 

http://www.chroniccareca.org/
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Recommendations for Option 1 
We support Health Access’s group letter for option 1, however, these caps should apply to all 
tiers – and not just specialty tiers (which is what Health Access is currently suggesting).  Having 
the cap apply across all tiers offers more protection for patients.   In terms of the dollar value, 
we strongly support the $150 (or $100) cap. For platinum/gold/silver plans, a $150 cap can be  
implemented with minimal premium/AV impacts. For Bronze we would support a cap of no 
more than $200.00.  For all of these caps, we want them to apply pre-deductible.  Cap should 
cover all CC enrollees with chronic conditions. 
 

Recommendations for Option 2 
Elimination of co-insurance for specialty tiers 
Provide Comprehensive Medication Management for better coordination of multiple chronic 
conditions, improving adherence, compliance and lessening adverse reactions. (See supporting 
documents - attachment 1 and 2)  For 2016 this could follow Medicare’s criteria for MTM. 
 

Uncoordinated care costs America an average of $240 billion a year, according to a recently 
published study based on analysis of more than 9 million insured lives in five states. Those 
involved in public and commercial health care plan administration, health care policy and 
reform, fiscal planning and patient care should consider the new insights and methods discussed 
in this study.  
 

The study, published in the workshop series compilation, The Healthcare Imperative: Lowering 
Costs and Improving Outcomes by the Institute of Medicine, identifies the subset of the 
population with the most savings and quality improvement opportunities. That population 
includes those who are receiving extremely fragmented care and are accessing the system in a 
very inefficient and uncoordinated manner. The author, Mary Kay Owens, estimated $240 billion 
annually is wasted on unnecessary and inappropriate delivery of services due to uncoordinated 
care that compromises quality of care for the entire system. 
 

Recommendations for Option 3 
We support Health Access Option 3 out of pocket maximums but annual caps can still allow 
patients to have upfront RX costs which we would oppose.  Option 1 and a combination of 2 
and 3 are doable. 
 

Recommendations for Option 4 (Health Access) 
The rates Medi-Cal and the government pay are confidential, so there is no way health plans in 
the Exchange would be able to have contracts with rates just above that.  Why include an 
option that cannot work? 
 

Lastly, the projected increase of costs to 20% and 30% by 2020, as indicated by the Milliman 
findings, may not be accurate.  Costs reductions can be realized by the path to success: 
Measuring and Improving Outcomes, Identifying Patients in Need of Integrated Care and 
Medication Management.  This move is supported by a move to a value based system that 
focuses on quality and outcomes.  Studies and data are showing cost savings and ROIs. (See 
attachment 2)  

 Thank you for the opportunity to comment, provide solutions and a roadmap that will end 
discriminatory practices. 

http://www.chroniccareca.org/


 
 
 
 
 

 
 
 
 
 
 
 
March 4, 2015 
 
Diana Dooley, Chair, Board of Directors 
Peter Lee, Executive Director 
 
Covered California 
1601 Exposition Blvd. 
Sacramento, CA 95815 
 
Re:   2016 Benefit Designs: Specialty Drugs 
 
Dear Ms. Dooley and Mr. Lee, 
 
On behalf of our consumer organizations, we offer comments on the proposed benefit 
designs with respect to prescription drug cost sharing and other modifications for the 
2016 plan year. Several of our organizations participated in the workgroup process on 
this topic and others of us have been briefed on it. We again commend your staff as 
well as other workgroup participants for their efforts to delve into this issue and come to 
a workable solution for 2016. 
 
Consumer Perspective 
 
Consumers rely on Covered California to actively negotiate on their behalf. The plans, 
which vary in size and even more considerably in approach to prescription drug 
negotiations, should also be expected to negotiate actively over prescription drug costs, 
balancing safety, efficacy, medically necessary care, and cost, both in terms of premium 
and cost sharing at the point of use.  
 
Consumers should never be caught in the middle between plans and providers, 
including pharmaceutical manufacturers. The current benefit design, with co-insurance 
of 20% and 30%, puts consumers squarely in the middle by exposing them to costs for 
a single prescription that equal or exceed the annual out of pocket limit: that is, for a 
single prescription a consumer may pay as much as $6,350. This is wrong. 
 
Consumers have also been unable to obtain accurate or complete information about 
what drugs are covered on what cost sharing tiers. Definitions of cost sharing tiers vary 



by plan and it appears there is no standard definition of what constitutes a specialty 
drug. In addition, consumers have no way to determine even a range of what their cost 
sharing obligation might be when they are faced with co-insurance.  
 
Many consumers with very serious conditions such as multiple sclerosis, rheumatoid 
arthritis, lupus, HIV/AIDS or Hepatitis C rely on medications that they take month after 
month, year after year. The precise medications may vary as the science changes. For 
some conditions, the mix of medications is specific to the individual consumer. The new 
medications for Hepatitis C differ in that they are of time-limited duration (a few months), 
and they have very high cure rates to date. In some instances, these medications are 
not only medically necessary but when used effectively also prevent new infections in  
the community. In others, the drugs slow the progression of the condition or minimize 
the symptoms.  
 
Finally, we note that people who need specialty drugs often have other substantial 
health care costs, including not only other medications but office visits, lab tests, and 
other monitoring. One study of an earlier proposal found that on average, people 
affected by a $500 cap had 167 claims in a year. Finally, almost 90% of Covered 
California enrollees have incomes between 138%FPL and 400%FPL, or about $25,000 
to $40,000 for a single individual.  
 
Consumer Advocates’ Position on Staff Recommendations  
 
Access and Transparency Requirements 
 
The proposed changes on “access and transparency” are steps forward that consumer 
advocates welcome as providing better consumer information about both formularies 
and appeals processes for medications. Covered California will again lead the way. The 
implementation of SB1052 (Torres) on transparency of formularies will provide further 
improvements in future years. 
 
Standardized Definitions of Formulary Tiers 
 
Consumer advocates support standardized definitions of formulary tiers, but oppose the 
definition of specialty tiers. Standardizing the definitions is not the same as 
standardizing the formularies: we recognize that health plans will, and from a consumer 
perspective should, bargain with pharmaceutical manufacturers over formularies to get 
the best price possible. 
 
Basing the fourth tier purely on the cost of the drug to the health plan, however, without 
regard for whether the drug requires special handling, special monitoring or specialty 
administration, is problematic from a consumer perspective. It has led in some 
instances to all HIV/AIDS drugs being placed on a specialty tier: the cost of these drugs 
generally ranges from $900 to $2,900 per monthly prescription and the cost threshold 
most commonly used for placement in Tier 4 is $600. This has a discriminatory impact 
for those with HIV/AIDS. Similarly those with multiple sclerosis who are commonly 
treated with two drugs, one a biologic and another (a DMARD), will find that their drugs 
are on a specialty tier. These drugs can cost as much as $5,000 or $10,000 for a 



monthly prescription. Consumers with MS describe going to the pharmacy never 
knowing how much they will pay this month.  
 
We ask that the definition of specialty drug be based both on the need for special 
handling, monitoring or administration as well as the cost, and that it not be based solely 
on cost. 
 
Access to “Maintenance” Medications Across Formulary Tiers 
 
We appreciate the recommendation that for “maintenance” drugs for chronic conditions, 
that is medications taken month after month, and in some instances year after year, at 
least one medication be on a lower tier if there are at least three treatment options that 
would otherwise be on Tier 4.  
 
We note that while this will benefit some consumers, the proposal has some significant 
limitations. Specifically, for some conditions, such as MS or HIV/AIDS, some consumers 
need a specific mix of medications which may remain on Tier 4. Also, this 
recommendation does nothing to help those consumers who need Hepatitis C 
medications, such as Sovaldi, that are taken for time-limited duration of a few months 
(and then people are cured and healthy, good things for consumers).  
 
Caps on Cost Sharing for Tier 4 
 
We strongly support caps on co-insurance amounts required of consumers as cost 
sharing on the specialty drug tier, Tier 4.  In fact, caps are essential to provide some 
relief for those with conditions whose life-saving, medically required drugs land only on 
Tier 4. 
 
Specifically, for the 2016 benefit year, for silver and gold actuarial value tiers, we would 
support co-insurance to a cap of $200 per 30 day prescription for maintenance 
medications customarily taken over the course of a year and co-insurance to a cap of 
$500 per 30 day prescription for prescriptions taken for a time-limited duration. Lower 
cost sharing would apply for the platinum tier and for the cost sharing reduction tiers. 
 
This is not our first choice. But from a consumer perspective, it would be a very 
substantial improvement over the current cost sharing structure which imposes a cost of 
as much as $6,500 for a single month’s prescription for a single drug.  
 
Consumers who need specialty drugs usually have other health care costs, including 
office visits, other medications, lab tests and other monitoring. One study of an earlier 
proposal found that on average, people affected by a $500 cap had 167 claims in a 
year. The proposed caps of $200 for the maintenance medications and $500 for the 
time-limited medications recognize the reality of these other consumer costs.  
 
We support co-insurance to a cap for specialty drugs because we recognize that the 
cost of these drugs varies significantly and thus the consumer may benefit from lower 
co-insurance if a specialty drug costs less than $1,000.  
 



We recognize that the plans are currently modelling the impacts of such a proposal on 
actuarial value and premiums not only for 2016 but for the years 2017, 2018, and 2019. 
The analyses we have seen to date suggest that, at least for 2016, the impacts are very 
modest. We, therefore, suggest that caps be adopted for 2016.  We anticipate that, as a 
learning organization, Covered California would monitor the impacts on drug regimen 
adherence as well as premium and actuarial value impact to decide how to proceed in 
subsequent years. 
 
We also recognize that there are other drugs in the pipeline and that cost sharing may 
need to be adjusted in future years to account for this. As advocates, we certainly did 
not anticipate in 2010 when President Obama signed the Affordable Care Act and 
Governor Schwarzenegger signed the enabling legislation for Covered California, that 
we would be spending this much time on prescription drug pricing.  
 
Given our serious concerns about the definition of specialty drugs, with the potentially 
discriminatory impact on consumers with specific health conditions, as well as the 
significant limitations of the recommendation on access to drugs across tiers, the caps 
on co-insurance are even more important as consumer protections against excessive 
cost sharing for medically necessary drugs. 
 
Conclusion 
 
We commend the work of Covered California staff and also the efforts of the workgroup 
participants, including those from the contracting health plans, as well as the regulators.  
 
We support most of the staff recommendations, but our support for the overall proposal 
hinges on adoption of co-insurance to capped amounts for both maintenance drugs 
taken over the course of months or even years and also time-limited duration drugs 
such as Sovaldi. We support the staff proposal that the cap be different for these to 
recognize the differing impact on consumer cost sharing and specifically support a cap 
of $200 per 30 day prescription for Tier 4 maintenance drugs and $500 per 30 day 
prescription for those Tier 4 with time-limited duration of a few months. 
 
Sincerely, 
 
 
Sarah de Guia        Betsy Imholz 
California Pan-Ethnic Health Network     Consumers Union 
 
 
Anthony Wright        Anne Donnelly 
Health Access California       Project Inform 

 
 

Elizabeth Landsberg 
Western Center on Law and Poverty 
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March 3, 2015 
 
Ms. Diana Dooley, Chair 
Covered California Board  
 
 
Mr. Peter Lee, Executive Director 
Covered California 
 
 

RE: Consumer barriers in the appeals process 
 
Dear Madame Chair and Mr. Lee: 
 
The Health Consumer Alliance (HCA) serves as Covered California’s independent consumer 
assistance program and has a strong working relationship with Covered California.  For more than 
a year, we have helped consumers throughout the state navigate the complex path to obtaining 
and using health insurance in the age of the Affordable Care Act.  This includes advice and 
advocacy to help consumers overcome application barriers, challenge incorrect eligibility 
determinations, enroll in or disenroll from a Covered California plan as needed, and overcome 
delays or barriers in accessing services from their plan.  The HCA has been able to resolve many 
consumers’ problems with Covered California’s “Research and Resolution” team and the “back 
office” through our role as Covered California’s statewide consumer assistance program.  These 
administrative resolution processes and our regular meetings with Covered California have also 
helped Covered California identify systemic problems.   
 
For consumers whose Covered California eligibility or enrollment problems could not be resolved 
by the Research and Resolution team, the HCA represents consumers in formal appeals to 
Covered California by requesting a hearing with the California Department of Social Services 
(DSS) State Hearings Division, Covered California’s designated appeals entity.1   However, due to 
Covered California’s lack of adequate responses to these appeals and inability to comply with 
hearing decisions, eligible California consumers are currently unable to enroll in affordable 
coverage, access health care services, and are incurring unnecessary medical debt.  Over the last  

                                                           
1
 Title 10 California Code of Regulations Section 6606.   

The Health Consumer Alliance 

1764 San Diego Avenue, Suite 200    San Diego, CA 92110 

Phone 619-471-2637    Fax 619-471-2782 
Statewide Consumer Assistance 888-804-3536 

 



 
    Health Consumer Alliance Partners  
Consumer Centers     Consumer Center Sponsors 
Fresno Health Consumer Center   Central California Legal Services 
Health Consumer Center of Imperial Valley  California Rural Legal Assistance 
Kern Health Consumer Center   Greater Bakersfield Legal Assistance  
Health Consumer Center of Los Angeles   Neighborhood Legal Services of Los Angeles County 
Orange County Health Consumer Action Center  Legal Aid Society of Orange County 
LSNC: Health     Legal Services of Northern California 
Consumer Center for Health Education & Advocacy Legal Aid Society of San Diego (HCA Coordinator) 
Bay Area Legal Aid: Health Consumer Center  Bay Area Legal Aid 
Health Consumer Center of San Mateo County  Legal Aid Society of San Mateo County 
 
National & State Support           State Support     
National Health Law Program              Western Center on Law and Poverty, Inc. 

2 

 

 
several months, we have provided Covered California with specific consumer stories in our monthly 
reports and in our meetings, but the problems with the appeal process continue today. 
 
We are now raising our concerns in writing with the Board because there is a systemic failure in the 
current appeal process, at times even beyond Covered California’s staff control, which leaves 
eligible consumers – those represented by HCA advocates and those who are not - without 
coverage and without any other recourse to address the problem.  As discussed in detail below, 
the HCA has faced multiple, repeated challenges throughout the appeals process and in ultimately 
connecting consumers to needed care even when they properly request an appeal, present their 
case at an administrative hearing, and obtain a favorable decision from a DSS Administrative Law 
Judge.  The problems with the appeal process also prevent the HCA from ultimately resolving our 
clients’ problems, providing effective assistance, and meeting our obligations to our clients. Given 
the difficulties the HCA is currently experiencing with navigating Covered California’s appeal 
process, it is more than likely that consumers without assistance are facing additional hurdles and 
may have given up attempting to resolve their problem altogether.  We know these are outcomes 
that Covered California does not want for its consumers, but can prevent, with a more effective and 
efficient appeal process that works for all California consumers. 
 
 
Background 
Under state and federal law, applicants and enrollees of Covered California coverage have the 
right to appeal: 

a) An initial eligibility determination of coverage or premium assistance; 
b) A redetermination of eligibility for coverage or premium assistance (e.g., annual renewal); 
c) A failure to receive proper or timely notice; and 
d) A failure to receive a timely determination. 

After a consumer files a valid appeal, Covered California must provide the consumer notice and 
the opportunity to informally resolve the appeal prior to a hearing, and if that is not possible, the 
consumer has a right to hearing.2  At the hearing, consumers should have the opportunity to review 
all relevant evidence and cross-examine the other parties.3  After a hearing decision is issued by 
DSS, Covered California must “promptly implement the appeal decision” either prospectively or 
retroactively.4  
 
 
 
 

                                                           
2
 10 CCR §§§ 6606,6612,6614. 

3
 10 CCR § 6614 

4
 10 CCR §§ 6602(b),6618(c)  
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Violations of state appeal obligations 

Based on our clients’ experiences, which we have provided to Covered California in our monthly 
reports and can share with the Board, we outline below the patterns in the violations of Covered 
California’s legal obligations as they occur during the length of the appeal process. 
 

A. Prior to a Hearing 

1) Failure to contact the designated Authorized Representative prior to and after filing a request 
for hearing 

Consumers may designate an Authorized Representative to represent them in an appeal who 
Covered California must permit to “act on behalf of the applicant or enrollee in all other matters 
with the Exchange” once designated.5  Consumers have the right to choose someone who can 
best represent their interests.  Working with an Authorized Representative can also be helpful to 
Covered California because the representative is often more familiar with eligibility and enrollment 
rules than a consumer and can quickly help identify both the problem and a solution. 
 
However, Covered California has repeatedly ignored this obligation by not properly communicating 
with the designated Authorized Representative during the Research and Resolution process or 
after a request for hearing is filed by the consumer.  This frustrates the ability to resolve cases 
efficiently and quickly and deprives consumers of effective legal assistance.  Specifically, HCA 
advocates who are designated by consumers as their Authorized Representative sometimes learn 
from either the consumer or from Covered California that Covered California contacted the 
represented consumer without an attempt to contact the designated Authorized Representative.  In 
one such instance, the limited-English–proficient consumer was contacted by a Research and 
Resolution representative who did not speak in the consumer’s primary language and did not offer 
to communicate with the consumer through an interpreter, as required by state law.  As a result, 
the consumer was unable to understand the information provided and could not subsequently 
explain to her Authorized Representative what information had been provided by Covered 
California or if the problem was being resolved by Covered California.   
 
In some instances, HCA advocates have had no other option but to file a hearing request just to 
obtain information about a consumer’s case because they were unable to talk to anyone at 
Covered California about the details of the consumer’s case or because Covered California 
refused to provide the advocate information, even though he or she is the consumer’s Authorized 
Representative.  When this has occurred, the HCA reports these problem to Covered California 
and requests that staff be trained on the role of the Authorized Representative; however, the failure 
to properly communicate with consumers’ Authorized Representatives remains a consistent 
problem for HCA advocates prior to and after filing a request for hearing. 
 

                                                           
5
 10 CCR §§ 6602(e),6508(f).   
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2) Lack of an informal resolution appeal process 

Often, an appeal can be informally resolved without going to a hearing if a consumer or the 
Authorized Representative can communicate with the appeals specialist handling the appeal.   
Consumers who are appealing an issue with Covered California “shall have an opportunity for 
informal resolution prior to a hearing” and the burden is on Covered California to “contact the 
appellant to resolve the appeal informally and to request additional information or 
documentation, if applicable, prior to the hearing date.” 10 CCR §§ 6612(a), (b) (emphasis added).  
This informal resolution requirement is intended to conserve state resources, expedite the appeals 
process for simple errors, and reserve hearings for more complicated issues that may require an 
interpretation of law by an Administrative Law Judge. 
 
An example of an effective informal appeal process is the one currently in use by the counties’ 
social services agencies for appeals involving Medi-Cal eligibility and enrollment issues.  After a 
consumer requests a hearing with DSS that involves a Medi-Cal issue, the relevant county’s social 
services agency assigns an “appeals specialist” who provides the consumer and the Authorized 
Representative written notice of receipt of the appeal and his or her contact information, or his or 
her contact information to DSS prior to the hearing.  That appeals specialist is responsible for 
contacting the Authorized Representative or consumer to attempt to resolve the appeal prior to a 
hearing and has the authority to conditionally withdraw the appeal in order to informally resolve the 
problem while preserving the consumer’s right to a hearing.  If the county appeals specialist does 
not initiate contact, a consumer or Authorized Representative can contact DSS to obtain the 
appeals specialist’s contact information.  If the appeal cannot be informally resolved, the appeals 
specialist is responsible for writing the county’s position statement and sending it in a timely 
manner to the Authorized Representative, the consumer, and the Administrative Law Judge who is 
assigned to the case.  The county must comply with the hearing decision in the time required, 
unless the decision is alternated by the California Department of Health Care Services (DHCS).  
Whether an appeal is informally resolved or a hearing decision has been issued by DSS, the 
county appeals specialist remains the contact person for the consumer or Authorized 
Representative if there are problems implementing the decision.  Under the counties’ well-
established informal resolution process, the HCA is able to resolve the vast majority of our Medi-
Cal appeals quickly and efficiently, eliminating the need for time-consuming hearings.   
 
Unfortunately, Covered California’s lack of a similar informal appeal process, as described in detail 
below, has often left consumers and advocates without an effective way to informally resolve 
appeals involving Covered California eligibility and enrollment issues.  For example, the HCA has 
not seen or received a notice from the Covered California’s appeals office confirming receipt of the 
appeal or providing information on how to contact the Covered California appeals office or the 
appeals specialist who is handling the appeal, unlike most county appeals offices.  The only written 
notice that HCA advocates currently receive after filing an appeal regarding a Covered California 
decision is from DSS, which does not identify who to contact at Covered California.   
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When HCA advocates have attempted to track down the Covered California appeals specialist 
prior to the hearing, we have been bounced back and forth between Covered California and DSS 
without success because DSS does not have with the contact information of the Covered California 
appeals specialist handling the appeal but Covered California refers us back to DSS since we are 
calling about an appeal.  In addition, Covered California’s appeals office often does not inform the 
county appeals specialist who is working on the appeal with Covered California (if the appeal 
involves a Medi-Cal and Covered California determination), preventing that specialist from working 
with Covered California to attempt to resolve the appeal prior to the hearing.  If no contact 
information to an appeals specialist is provided, the expectation is that Covered California will 
contact the Authorized Representative prior to the hearing date to informally resolve the appeal, as 
is required by state law.  Yet in some cases, HCA advocates were never contacted by Covered 
California prior to the hearing.  Without this basic contact information to an appeals specialist, a 
consumer or Authorized Representative has no way to even attempt to informally resolve an 
appeal and is forced to wait until a hearing.   
 
In the few instances where HCA advocates attempted to informally resolve an appeal prior to the 
hearing with Covered California’s appeals office, the appeals office was unwilling to connect the 
HCA advocate to the appeals staff handling that appeal, or provide a contact name or number of 
any appeals specialist, or allow an Authorized Representative to follow up with the same appeals 
specialist with whom the Authorized Representative had recently discussed the appeal.  To make 
matters worse, when HCA advocates subsequently contact the Research and Resolution team for 
help to resolve the consumer’s problem because they are unable to informally resolve the appeal 
with the appeals office, the Research and Resolution staff report that they cannot work on 
resolving the appeal once a request for hearing is filed.  At this point, the only option HCA 
advocates have to even speak with Covered California about the appeal as well as resolve the 
problem is at the hearing, even for issues that could easily be resolved with one phone call.   
 
Finally, even when an HCA advocate was able to speak with a Covered California appeals 
specialist prior to the hearing, the appeals specialist representatives declined to informally resolve 
the appeal, even if in agreement with the consumer’s position.  Instead, all parties proceeded to a 
formal hearing weeks later, during which the appeals specialist subsequently agreed to stipulate to 
the consumer’s proposed resolution, and resulted in the Administrative Law Judge issuing a type of 
stipulated decision.  This is a clear example of an unnecessary delay and an inefficient use of state 
resources that could have been easily avoided with the same outcome. 
  
Covered California’s failure to provide an informal appeal process, thereby requiring almost every 
appeal to be resolved at a hearing, puts a strain on the state’s and HCA’s limited resources, 
creates a backlog of appeals at Covered California that could be resolved without a hearing, and 
leads to an appeals process that is ineffective and frustrating.  We strongly recommend Covered 
California adopt the same informal appeal procedures already used by county social services 
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agencies for Medi-Cal appeals and assign an appeals specialist to every appeal, who can be 
contacted by the consumer or Authorized Representative.   
 
3) Failure to provide a position statement in a timely manner 

Covered California must provide a Statement of Position (hereafter referred to as “the position 
statement”) to the consumer, Authorized Representative and DSS at least two business days prior 
to the hearing date. 10 CCR § 6612(e)(2).  However, HCA advocates have received the position 
statement the night before or during the hearing.  In one instance, the HCA advocate was assured 
by the Covered California appeals specialist that the advocate would receive the position 
statement the day before the hearing, but still never received it.  The advocate and consumer 
appeared at the hearing despite not knowing Covered California’s evaluation of the case.  When 
the advocate informed the Administrative Law Judge and the Covered California appeals specialist 
at the hearing that the position statement had not been sent, the appeals specialist sent it to the 
advocate via e-mail during the hearing in progress.   
 
Without adequate time to review the position statement with the consumer prior to the hearing, the 
HCA advocate has had to either take time during the hearing to review it with the client, proceed 
with the hearing without adequate review of the position statement, or request that the hearing be 
rescheduled for another date.  Rescheduling the hearing is unfair as well as inconvenient to the 
consumer, the Authorized Representative, as well as the Administrative Law Judge when the 
consumer was otherwise prepared to proceed with the hearing.  More importantly, the longer the 
appeal goes unresolved due to scheduling delays, consumers are unable to access care, may 
incur medical debt, and may be increasing their potential tax liability if they are continuing to 
receive premium tax credits during the appeal for which they may not ultimately be eligible. 
 
By failing to provide the position statement at least two business days prior to the hearing date as 
required, Covered California is interfering with the consumer’s right to have the unfettered 
opportunity to “question or refute any testimony or evidence, including the opportunity to confront 
and cross-examine adverse witnesses,” or “present an argument without undue interference.”6 It 
appears Covered California has also been unable to provide position statements to DSS as 
required by law in a timely manner.7  In fact, Administrative Law Judges have informed HCA 
advocates that Covered California is overwhelmed with preparing for hearings and is consistently 
late in providing its position statements.  This may increase the likelihood of a hearing being 
rescheduled or result in an ineffective hearing. 
 
Covered California must immediately comply with providing its position statement to the claimant, 
Authorized Representative, and DSS at least two business days prior to the hearing date.  We also 
suggest that Covered California provide on a regular basis to the Board and HCA the number of  
                                                           
6
 10 CCR § 6614(d)   

7
 10 CCR § 6612(e)(2) 
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appeals in which position statements were provided within the two business day requirement in 
order to help monitor compliance.  Yet the most effective way to ensure position statements will be 
provided to all parties in a timely manner is to drastically reduce the number of hearings Covered 
California appeals staff are preparing for by creating an effective informal resolution process. 
 
B. At the Hearing 

1) Inadequate position statement 

Covered California’s position statements are not only frequently provided late, but are often 
incomplete or inadequate.  Specifically, HCA advocates have received position statements that do 
not correctly address the underlying facts, fail to explain why the consumer’s evidence is not valid, 
or do not respond to the county’s arguments.  It appears that because Covered California can only 
provide the position statement at the last minute, there is no quality control being conducted prior 
to releasing the position statements to ensure the statements are accurate or complete.  If a 
consumer or Authorized Representative does not receive an adequate position statement, the 
consumer’s opportunity to review Covered California’s claims, present an argument, or refute 
evidence is severely impaired. 

 

2) Inability to cross-examine parties 
In many cases, a Covered California appeal requires representatives from Covered California and 
the county to evaluate the appeal and for each to provide its agency’s determination.  However, 
HCA advocates have attended hearings where a representative from either Covered California or 
the county was not available for the hearing, resulting in the hearing being rescheduled.  In some 
instances, to avoid rescheduling the hearing, the Administrative Law Judge repeatedly attempted 
to reach the missing agency representative without success.  Failure of both parties to attend the 
hearing creates unnecessary delay for consumers who are eligible for either Medi-Cal or Covered 
California with premium assistance, but remain without coverage during the appeal process due to 
an incorrect eligibility determination by one of the agencies.  Yet even when both the Covered 
California and county representatives are present at the hearing, HCA advocates have observed 
that each agency appeals specialist does not appear to know the other agency’s arguments in the 
case at hand, let alone program rules.  This has resulted in the Administrative Law Judge or, at 
times, the HCA advocate, having to piece together what has happened in the consumer’s case 
because of the lack of communication between the agencies and its representatives.  For more 
efficient resolution of appeals, Covered California must ensure that its appeals specialists are 
coordinating with the relevant county’s appeals specialist throughout the appeal process for 
appeals that involve a Medi-Cal determination. 
 
HCA advocates have also recently represented consumers at a hearing where Covered California 
was the appropriate entity at the hearing, but the HCA advocate was not informed until the hearing 
about information provided by a county representative prior to the hearing and was not given the  
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opportunity to question that individual at the hearing.  While DSS should help ensure this does not 
occur, the Covered California representative also has a duty to object or raise due process 
concerns when a consumer and Authorized Representative is not provided the same information 
that the Administrative Law Judge or Covered California receives prior to a hearing and instead, 
should immediately share the relevant information with the consumer or Authorized 
Representative. 
 
C. Post Hearing 

Failure to comply with a hearing decision 

The most troubling issue HCA advocates are facing is Covered California’s lack of compliance with 
hearing decisions.  DSS’ hearing decision is final (unless appealed to the U.S. Department of 
Health and Human Services) and Covered California must “implement the appeal decision 
effective (A) Prospectively, on the first day of the month following the date of the notice of appeal 
decision or (B) Retroactively, to the date-the incorrect eligibility determination was made, at the 
option of the appellant.”8 
 
Nevertheless, HCA advocates have had multiple cases where Covered California is unable to 
comply with the hearing decision completely or without additional intervention.  Initially, when HCA 
advocates investigated why their clients’ hearing decision had not been implemented in the time 
required, Covered California often responded that the IT system was preventing implementation of 
the decision.  Covered California staff members are only able to file a “service request” or trouble 
ticket to the “help desk” requesting the problem be fixed and can only advise HCA advocates to 
simply wait for a response.  When HCA advocates request that the trouble ticket be expedited due 
to the hearing decision, Covered California staff are not sure if it is possible.    
 
More recently, HCA advocates have at least two cases involving hearing decisions that require 
action by a Covered California Qualified Health Plan (QHP) to retroactively enroll or refund the 
consumer for premiums overpaid, but the relevant QHP refused to comply with the hearing 
decision as required.  When HCA reported the lack of compliance to Covered California, staff 
explained they were not able to intervene and require the plan to comply.  Despite repeated 
attempts to elevate these compliance problems within Covered California, HCA advocates and the 
consumers have faced numerous delays and responses from Covered California that the issue can 
only be resolved by the QHP.  If Covered California contracts with all QHPs, yet is unable to 
ensure a QHP complies with the hearing decision, a consumer certainly will not be able to do so.   
 
 
 

                                                           
8
 10 CCR §§ 6618(a)(7),6618(c) 
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Unfortunately, during the time that a favorable appeal decision remains unresolved, consumers 
continue to be without access to services and continue to incur medical debt or tax liability if 
incorrectly receiving premium tax credits. 
 
However, QHPs are legally obligated to comply with DSS hearing decisions that deal with eligibility 
and enrollment under existing contracts with Covered California.  Specifically, Sections 1.06 and 
3.20 of the model QHP contract requires QHPs to comply with the eligibility and enrollment 
decisions of Covered California.  Because Covered California has designated DSS as its appeal 
entity, QHPs are currently obligated by contract to comply with any DSS decision that involves 
eligibility and enrollment into a Covered California plan.  A QHP’s refusal to comply with a DSS 
hearing decision should be considered a breach of contract by Covered California.  If Covered 
California fails to enforce its rights under the QHP contract on this provision and does not require 
contract compliance, the QHPs may choose to violate other contract provisions.  For future QHP 
contracts, Covered California may want to ensure this existing compliance requirement is made 
more explicit, by specifying the penalties and fines for failing to comply, requiring a QHP 
representative to be present at the state fair hearing as a party or witness, establishing a clear 
process between Covered California and the QHPs to ensure compliance with DSS decisions, and 
confirming a consumer’s private right of action against the QHP for failure to comply, including for 
any resulting harms. 
 
Because Covered California currently claims it cannot compel the QHPs to comply with DSS 
decisions requiring action by the QHPs, the HCA advocates have been forced to file a complaint 
with the California Department of Managed Health Care (DMHC) against the plan, even though the 
appeal solely involves receipt of premium tax credits, which is squarely within Covered California’s 
jurisdiction.  When the HCA also reported the compliance barriers to DSS, HCA advocates have 
been asked to notify the Presiding Judge at DSS when a hearing decision is not complied with and 
recently did so when a QHP failed to retroactively enroll a consumer in a timely manner as required 
by the hearing decision.  Nevertheless, Covered California will often be the only entity that can 
implement the hearing decision.  Covered California is required by law to comply with a hearing 
decision and its inability to ensure compliance – through necessary IT fixes or intervention with a 
QHP - violates this obligation and may leave consumers without any recourse.  
 
Covered California must prioritize IT fixes that may be needed to comply with hearing decisions, 
provide more oversight regarding QHPs’ compliance with hearing decisions, and otherwise ensure 
that hearing decisions are implemented in the time required.  Covered California’s failure to 
appropriately enforce state hearing decisions increases the injuries suffered by consumers. 
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Conclusion 

Covered California continues to be seen as a model across the nation for a well-functioning and 
effective marketplace.  Unfortunately, the current lack of an effective appeals process for 
applicants to and enrollees of Covered California jeopardizes its reputation as being consumer-
friendly.  As a result, the problems with the appeals process as detailed in this letter need to be 
immediately addressed by the Board. 
 
We understand that there currently is considerable demand on Covered California staff.  We also 
appreciate that Covered California has tried to work with HCA and other stakeholders to resolve 
these due process issues over the past year; nevertheless, these problems persist.  The current 
failures in Covered California’s appeals process violates existing law, inefficiently uses limited state 
resources, and ultimately prevents consumers from accessing affordable coverage, which is 
contrary to Covered California’s mission.  As these problems appear to be systemic, we 
recommend that Covered California review the problems we have identified and consider adopting 
internal appeals policies and procedures that are comparable to DSS’ Manual of Policies and 
Procedures and the appeals procedures currently utilized by the counties’ social services 
agencies.  We look forward to working with the Board and Covered California staff to address 
these concerns.  
 
 
Sincerely, 

The Health Consumer Alliance  
 
 
 
CC: 

Jennifer Kent, California Department of Health Care Services 
 
Manuel A. Romero, Chief Administrative Law Judge 
Charles DeCuir, Presiding Judge 
California Department of Social Services State Hearings Division 
 
Frank J. Mecca, California Welfare Directors Association 
 
Shelley Rouillard, California Department of Managed Health Care 

 

 
 











































 
 
 

 
 
 
 

 
 
 
 

 
 
2 March 2015 
 
Jennifer Kent 
Director, Department of Health Care Services  
 
Peter Lee 
Director, Covered California 
 

Re: CalHEERS 24-Month Roadmap and AB1296 process  
 
Dear Ms. Kent and Mr. Lee, 
 
As consumer advocates we are proud of the successes California has had in enrolling millions 
of Californians into Medi-Cal and Covered California over the past year and a half and of the 
partnership we have had with your agencies in achieving these successes.  We understand that 
CalHEERS had to be stood up in a very short timeframe and that the usual processes for testing 
and input were not feasible.  However, we are concerned that core eligibility functionality is still 
missing from CalHEERS and that there is not sufficient transparency and stakeholder 
engagement in setting the policies and priorities for CalHEERS. 
 
AB 1296 (Bonilla 2011) requires the Department, Covered California and the Health and Human 
Services Agency to provide:  
 

a process for receiving and acting on stakeholder suggestions regarding the functionality 
of [CalHEERS], including the activities of all entities providing eligibility screening to 
ensure the correct eligibility rules and requirements are being used. This process shall 
include consumers and their advocates, be conducted no less than quarterly, and include 
the recording, review, and analysis of potential defects or enhancements of the eligibility 
systems. The process shall also include regular updates on the work to analyze, 
prioritize, and implement corrections to confirmed defects and proposed enhancements, 
and to monitor screening.” Cal. Welf. & Inst. § 15926 (l).   
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While there have been AB1296 meetings at least quarterly and your staffs have provided some 
updates regarding CalHEERS changes we have not had an opportunity as stakeholders to give 
input into these priorities.  We have requested for many months a comprehensive list of 
CalHEERS change requests and an opportunity to give input into those priorities.  On February 
12, 2015, there was an AB 1296 meeting at which we were given the calendar/chart version of 
the 24-month Roadmap and a five-page summary list of the change requests (CRs) but without 
sufficient detail to understand the parameters of the CRs.  We requested the 
definitions/descriptions of the CRs in whatever format your staffs could most easily give them 
to us but have not yet received those.  We hope to receive those as soon as possible and to have 
a meaningful venue at which to give input into the Roadmap once we have reviewed the 
definitions.  In the meantime offer the following input on version 11 of the Roadmap dated 
February 11, 2015. 
 
Moving forward we recommend that there be monthly AB1296 meetings and that they be 
conducted similar to the process we used with you for comments on the Single Streamlined 
Application, notices, etc. where we receive materials ahead of time, have an opportunity to give 
our feedback and get a response on what recommendations you are accepting, modifying, and 
rejecting. 
 
Correct Eligibility Determinations and Enrollments Must Be the Top Priority 
 
While the #1 business goal stated for the Roadmap is to “ensure consumers receive accurate & 
timely eligibility determination and correct plan enrollment” the Roadmap does not reflect this 
top priority in a number of places.  Correct eligibility determinations for the Former Foster 

Youth Medi-Cal program for former foster youth up to age 26 is not slated to be programmed 
until February 2016 and the Medi-Cal Access Program is listed on the CR list as “TBD.”  The 
Medi-Cal Access Program (formerly AIM) is an “insurance affordability program” just as Medi-
Cal and Covered California are.  It is a CHIP program which is required by federal and state 
law to be programmed into the Single Streamlined Application.  Advocates were not informed 
until August 2013 that it had not been included at all, we have been repeatedly assured it would 
be included, and now it is not even scheduled on the Roadmap.  Similarly, expanding full-

scope Medi-Cal to pregnant women with incomes up to 138% FPL which was adopted in the 
budget last summer, is expected to be approved any day and we were assured already had a CR 
is not scheduled until release 15.5 in May.  As to the Former Foster Youth Medi-Cal program we 
have repeatedly raised that CalHEERS does not properly enroll eligible youth into the program.  
These youth should not be asked for income information at all, yet they are currently made to 
fill out a full application and many are being wrongly enrolled into Covered California 
coverage when they are eligible for free Medi-Cal. 
 
There are a list of income-related CRs which are not scheduled until April 2016.  We cannot 
assess how broad their impact is until we see their definitions.  For example, one is simply listed 
as “MAGI 5% disregard” and we were told it may only impact parents and caretaker relatives 
but we have not been provided the definition. If these income level fixes impact what program 
consumers are being determined eligible for – a likely assumption with the information we have 
– we request that they be implemented more quickly as well.  Similarly, we request that CRs 

related to immigration status including PRUCOL be implemented as soon as possible. 
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There is a significant problem related to plan enrollment that we are uncertain whether it is 
included on the Roadmap.  Currently, when a consumer reports a change such as change in 
income she is terminated from and reenrolled into the same Covered California plan.  Unless 
a consumer is moving in or out of a Cost-Sharing Reduction plan, these are unlawful 
terminations and cause consumers gaps in coverage and difficulties in tracking deductibles, 
out-of-pocket costs, and create more complex reporting than required at tax time.  Please advise 
whether there is a CR addressing this problem and when it is scheduled to be employed. 
 
Notices 
 
We have called to your attention through multiple venues the very serious problems with the 
accuracy and understandability of the Covered California/Medi-Cal notices and the multiple, 
conflicting notices received by some consumers.  We appreciate that some fixes have been 
implemented to address the multiple notices and that Covered California convened a 
workgroup to improve the readability of the NOD01s (Notice of Decision 1) which is the first 
notice a consumer receives after applying through the joint application.  We request that DHCS 
follow-through on convening a similar workgroup on the NOD02s and that both your 

departments continue to address the accuracy of the notices.  We sent you notices just last 
week which indicate some ongoing programming problems resulting in incorrect information. 
 
We are happy to see that SB 1341 (Mitchell) which moves notices from CalHEERS to SAWS is 
on the Roadmap but we are distressed to see that AB 617 (Nazarian) is not included.  AB 617 
among other things requires a joint Covered California / Medi-Cal notice as opposed to the 
current functionality whereby consumers get an eligibility result online, then get a mailed 
NOD01 advising of Covered California eligibility and likely Medi-Cal eligibility and then get a 
mailed NOD02 advising of final Medi-Cal eligibility.   This is very confusing for consumers.  We 
request that AB 617 be implemented concurrently with SB 1341 and that consumer advocates 
be included in the design sessions for this piece. 
 
Lower Priority Items 
 
Your staff fairly told us that we cannot only ask to move items earlier in the Roadmap but that, 
given how tight the schedule is, we should also make recommendations regarding what can be 
moved later in the schedule.  Accordingly we suggest delaying the following components to 
allow earlier programming of CRs needed for correct eligibility determinations: 
 

- Online Medi-Cal Health Plan Selection.  While we would like to see this functionality 
at some point, because  Medi-Cal enrollees have a paper process for plan selection this is 
not as important as eligibility-related CRs.  It is currently scheduled for the September 
2015 release – well ahead of CRs needed for correct eligibility determinations. 
 

- DMV Residency Verification. This implicates a larger policy issue as well as an IT 
issue.  Consumers going into Covered California can self-attest their residency, e.g. 
whether they live in California, but the Administration required that Medi-Cal 
consumers verify their residency.  Because residency verification could not be done 
electronically and was so significantly contributing to the Medi-Cal backlog last year 
verification of residency was suspended – a decision we support.  Given the complexity 
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of the build of this verification system and the lack of data that self-attestation of 
residency has led to ineligible people getting into Medi-Cal we strongly urge the 
Administration to eliminate this verification requirement altogether or at a minimum 
continue its suspension until core eligibility functionality is programmed. 
 

- Medi-Cal Programs Already in SAWS.  The Roadmap proposes programming the rules 
for several Medi-Cal programs including Transitional Medi-Cal, Continuous Eligibility 
for Children, Continuous Eligibility for Pregnant Women into CalHEERS in September 
2015.   These programs are very important to consumers but our understanding is that 
they are already in SAWS and that they can continue to run through SAWS.  Given that, 
we do not understand why they are prioritized over other core Medi-Cal eligibility 
functionality. 

 

Again, we await the definitions of the CRs which will allow more precise assessment of the 
priorities in the Roadmap, but wanted to share our initial thoughts based on what we have at 
this time.  We look forward to continuing to work with you to make ACA implementation in 
California a success. 
 
Sincerely, 
 

 
Elizabeth A. Landsberg, Western Center on Law and Poverty 
 

Sonal Ambegaokar, National Health Law Program 
Jessica Haspel, Children Now 
Lynn Kersey, Maternal and Child Health Access 
Gabrielle Lessard, National Immigration Law Center 
Linda Leu, Young Invincibles  
Patricia McGinnis, California Advocates for Nursing Home Reform 
Cori Racela, Neighborhood Legal Services of Los Angeles County 
Cary Sanders, California Pan-Ethnic Health Network 
Julie Silas, Consumers Union 
Sonya Vasquez, Community Health Councils 
Doreena Wong, Asian Americans Advancing Justice - Los Angeles 
Anthony Wright, Health Access California 
Silvia Yee, Disability Rights Education and Defense Fund 
 
 
cc: Diana Dooley, Health and Human Services Secretary; Chair, Covered California Board 
 The Honorable Susan Bonilla 

Karen Ruiz, Director, CalHEERS 
Frank Mecca and Cathy Senderling, County Welfare Directors Association 
Donna Campbell, Office of the Governor 
Marjorie Swartz, Office of the Senate President Pro Tempore 
Agnes Lee, Office of the Speaker of the Assembly 

 



 

 

 

February 27, 2015 

 

 

Mr. Peter V. Lee 

Executive Director 

Covered California                                                         

1601 Exposition Boulevard 

Sacramento, California 95815 

RE: Small Business Health Options Program  

Dear Mr. Lee,   

As Covered California has just ended its second open enrollment period, we would like to 

congratulate the board and staff on a job well done. We are pleased to see 474,000 additional  

Californians selecting affordable, quality healthcare coverage through Covered California. With this 

open enrollment period now behind us, we urge Covered California to renew its focus on the second 

marketplace Covered California is responsible for, the Small Business Health Options Program 

(SHOP).  

Only about half of small businesses with fewer than 5o workers currently are able to offer health 

insurance to their workers. What’s more, those that do provide coverage historically have paid 18% 

more for their insurance compared to larger businesses. And on top of that, small businesses often 

lack a human resources department, which means offering health insurance is yet another 

administrative burden borne by the business owner. The good news is that SHOP was created to help 

correct these inequalities. 

We believe SHOP has the potential to make health insurance more affordable and less 

administratively burdensome. While the first year of SHOP’s operation saw low enrollment, a non-

functional online enrollment portal, delays in paying agent commissions and other operational 

challenges, we are encouraged by recent improvements made to the program, and encourage 

Covered California to continue refining this important marketplace.  

This coming year will be an important time for Covered California to focus on making SHOP more 

functional and competitive. Later this fall, about 70% of the small group market will finally move into 

plans that comply with the Affordable Care Act (ACA). This is a huge opportunity for SHOP to pick 

up market share from businesses that have been sitting on the sidelines for the past year, renewing 

their non-ACA compliant plans. Furthermore, firms with 51 to 100 workers will become eligible to 

enroll in SHOP at the same time, for coverage beginning in 2016. We urge Covered California to start 

working now to inform small business owners about SHOP so when it comes time to make a decision 

later this year, they will understand SHOP’s value proposition.   

SHOP remains a top priority for the business community, and we make the following 

recommendations to help ensure that SHOP continues to improve and enrollment continues to grow: 

 Launch an outreach and education program: Covered California smartly created an 

outreach and education program in July 2013 to educate small business owners about SHOP 

by issuing grants to business organizations throughout the state. However, this program has 

recently ended and there is currently no replacement plan. Given the challenges with SHOP 

in 2014 and the significant changes coming in 2015, we believe an outreach program should 

continue. In a few months, many small firms will receive notice that their current insurance 

policies will be cancelled. This has the potential to cause mass confusion and frustration if a 

significant outreach and education campaign is not waged.  
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 Provide more resources for agents: As certified insurance agents are the entities 

responsible for enrolling employers in SHOP coverage, they are SHOP’s de-facto sales team. 

We encourage Covered California to draw from agents’ vast experience and seek their input 

on policy and operational decisions, keep them apprised of all the latest developments and 

provide them with comprehensive training on SHOP. To date, some agents have expressed a 

lack of resources and information necessary to help them sell SHOP. We are encouraged to 

hear that agent commissions are almost on track to be paid in a more timely manner.   

 Launch an online enrollment portal: SHOP initially offered online enrollment, but that 

portal was pulled offline after three months of operation proved that the system was not 

working for employers, employees or agents. More than a year later, no replacement portal 

has been created, leaving mail and fax the only options to enroll in SHOP. Most state-run 

marketplaces now have an online enrollment portal, plus the healthcare law requires this 

feature. We encourage Covered California to commit to launching an improved web portal 

this year.  

Thank you for your consideration. We appreciate the dedication of Covered California and its SHOP 

team and we look forward to working with you to continue to improve SHOP in 2015.  

Sincerely,  

John Arensmeyer 

Founder & CEO  

Small Business Majority 

Pat Fong Kushida 

President & CEO 

California Asian Pacific Chamber of Commerce 

Patricia Gardner 

Executive Director 

Silicon Valley Council of Non Profits 

Scott Hauge 

President 

Small Business California 

J. Tate Hill II 

President & CEO 

Fresno Metro Black Chamber of Commerce 

Pepi Jackson                        

President                                                                                

Riverside County Black Chamber of Commerce 

Deborah Lowe Muramoto                         

Director                            

Women’s Business Center, California Capitol Financial Development Corporation 

Alice Perez 

President and CEO 

California Hispanic Chambers of Commerce 
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Claudia Viek 

CEO 

California Association for Micro Enterprise Opportunity 

 




