Year 2010 BH Request for Renewal 

Questions and Answers

Questions and answers will be posted on the web site and sent to all Bidders via e-mail.  

	

	ISSUE
	Questions and Answers



	Chemical Dependency Benefits
	Question:  We received this Chemical Dependency Minimum Benefit Memo from the OIC today and I wanted to get clarification from the HCA regarding whether this requirement and benefit change will be applicable to the Basic Health Subsidized plan.  For some reason in past discussion, I thought that the HCA would have to include this as a benefit change for the BH Sub program but there was no mention of it in the RFR documents.  Can you clarify for me whether this regulation is applicable to the BH Subsidized program and benefit structure?
Answer:  The rule change described in the OIC memo [WSR 09-10-083] applies to large group health benefit plans and does not apply to Basic Health.

	BH Member Premiums for 2010
	Question:  At your earliest convenience, please provide us with a complete set of member premiums for 2010. The premiums listed on the BH website do not provide the rates by age, income. Historically, they have not varied by health plan.
 

Answer:  Yes, please refer to the Basic Health YR 2010 Health Care Renewal webpage and click on the document entitled “BH 2010 Estimated Rates.”
Question:  We also request the rationale for the premium assumptions.
Answer:  Please refer to the Press Release handouts from Steve Hill’s June 8, 2009 announcement for more information about the rationale for the premium increases. 

	Income Bands
	Question:  Please provide confirmation that HCA will not recalibrate income bands. One of our sponsoring groups has heard that BH is lowing Band A from <75% to <65%. Please advise.
Response:  Basic Health will not recalibrate or modify any of the income bands for 2010.  Income band A will continue to consist of member incomes from zero to 65% of the federal income guidelines (FIG).

	Nonsubsidized Basic Health 
	Question: Will health plans have the opportunity to bid on the Basic Health Non-subsidized product during this procurement cycle? If yes, how will HCA achieve this part of the procurement?
Response:  Yes, plans will have an opportunity to bid for nonsubsidized coverage for 2010.  We will provide more information about the nonsubsidized procurement process as it becomes available. 

	Adverse selection
	Question:  If the HCA does not anticipate adverse selection will occur as enrollment decreases due to the implementation of higher premiums, then which groups of enrollees does the HCA anticipate dropping coverage?  Will lower income or higher income bands be disproportionately impacted, or other groups of enrollees, or do you anticipate that the enrollment decrease will be evenly spread among healthcare utilizers, income bands and geographically?  
Response:   While the HCA does recognize some potential impacts to the risk pool as described in the June 16, 2009, letter to the HCA from its contracted actuary (see page 4), we assume the bulk of the reduction in enrollment will come not from the premium increase, rather, it will be the result of  the disenrollment of members simultaneously enrolled in medical assistance; transitioning members who are likely eligible for medical assistance to that appropriate DSHS program; increasing the frequency of recertification; and normal attrition.

Question: What happens if the anticipated decrease in enrollment does not occur to the extent that HCA needs to reach its budget goals?
Response:  During the course of the year, Basic Health will be closely monitoring the situation. The number of people enrolled at any given time will depend on how much we’ve spent already in the biennium, how much is left to spend, and how much we are spending to subsidize coverage for current enrollees based on their income levels, age, and other pertinent factors. This is what the program has always done to keep the program within budget.

	Sponsored vs. nonsponsored enrollees
	Question:  Does the HCA anticipate that sponsored enrollees will be less likely to drop coverage than non-sponsored enrollees?
Response:   We do not anticipate a significant difference between the current rates of disenrollment for sponsored vs. nonsponsored enrollees and the expected rates for 2010.

	Enrollment demographics
	Question:  Can CUP get a demographic break down for Clark County that provides us with the members enrolled with CUP by Income band and FPL level? 
Question:  Can HCA provide us with a break out of the BH population by income? We are looking for something that shows the average income or income band of CHP members compared to the state as a whole and to each of the other health plans.

Response:  Yes, please refer to the Basic Health YR 2010 Health Care Renewal webpage and click on the document entitled “June 2009 Enrollment By Plan.”


	
	June 25, 2009

	Electronic COC
	Question: Thank you for allowing plans the option of distributing the COC electronically in 2010.  In reviewing section 2.4.5 regarding electronic distribution of the COC, we are concerned about the requirement to obtain enrollee emails in order to distribute the COC electronically.  

 

Molina Healthcare’s proposal regarding electronic distribution is tied to the ID card mailing and includes:

· The ID card 

· Welcome letter with instructions about availability of the COC/member handbook via the web or by calling Member Services 

· A brochure on “tips about your health plan” 

· A self addressed return postcard with instructions about availability of the COC/member handbook via the web or by calling Member Services and requesting a hard copy (free of charge) or by returning the self addressed postcard which would trigger a mailing of the member handbook. 
What is the purpose of collecting member email addresses?  Molina Healthcare does not plan to email the COC to members unless they request it.  In fact, we suspect most enrollees are protective of their email address (as we are) and will not give it out.  Electronic distribution was proposed to decrease administrative burden and waste.  We believe collecting and tracking emails will add burden to the process.  Is the above draft proposal an acceptable option to distribute the COC member handbook?  

 
2.4.5 - Distribute the COC to Enrollees enrolled for coverage effective on or after February 1 within 15 business days of receipt of confirmation of enrollment from HCA.  CONTRACTOR may distribute the COC electronically, following written notice to Enrollees.  The written notice must offer Enrollees the option of a hard copy version of the COC free of charge.  If an Enrollee does not provide a valid e-mail address, CONTRACTOR must send the Enrollee a hard copy of the COC within 15 business days of the written notice.  A hard copy of the COC must be delivered to the Enrollee requesting it within 15 business days of receipt of the Enrollee’s request.  

 
Thank you for your consideration.

Response:  Thank you for your clarification, HCA will consider your proposed revision to the Electronic COC requirement.


	Coordination of Benefits Reporting
	Question:  With regard to the new requirement for coordination of benefits reporting (section 6.8 in the contract), will the HCA be providing required data elements or a template to ensure that the carriers are providing the appropriate information in their reports?
Response:  Section 4 of Chapter 568, Laws of 2009 (SHB 2341) amended RCW 70.47.070 and takes effect July 26, 2009.  This section directs the HCA to require health plans to conduct and report on coordination of benefits activities.  Because this reporting requirement is new and will take more time to implement than allowed under the procurement timeline, shortly after the awards for the 2010 contract year are announced the HCA will collaborate with the health plans to develop a reporting format that complies with the intent of the new law, within existing resources.  In the meantime, plans should feel free to offer their ideas and suggestions on how this new requirement can be successfully and timely implemented.

	RFR Process
	Question:  Hello – In the past the contract review/approval/sign off process by plans was not part of the RFR.  As an example, plans received the 2009 contract to review/approve and sign in September 2008.  Since plans were sent a copy of the 2010 contract with the 2010 RFR documents should we assume this is our final chance to review and make comments prior to signing the contract or will there be a final review/approve process done in the fall? 

Response:  The HCA provided the draft Contract and attached draft Exhibits during the RFR process this year as a courtesy to the plans in an effort to provide as much transparency in the process as possible and to solicit input and feedback on the existing provisions and HCA-proposed revisions.  There will continue to be a final review and approval process following the award of successful bids and plans should not assume the current draft documents represent the final chance to review and make comments before Contracts are signed.   

	
	July 1, 2010

	Denials, Appeals, Grievances, and Independent Reviews
	Question:  The 2010 Basic Health contract 7.5 Denials, Appeals, Grievances & Independent Reviews states “the report shall contain all of the data elements formatted as specified in the Grievance System Reporting Requirements, Exhibit 11.  In my review of Exhibit 11, it essentially appears unchanged from 2009.  

 

Is HCA aware HRSA requested the plans work together to reformat the Denial, Appeal, Grievance and Independent Review report in order to more easily compare statistics across plans?  As a result, the plans met and are (hopefully) in the final stages of reformatting the report.  Will HCA accept the new HRSA approved version of the report or will plans be required to submit two completely different reports?

Response:  Yes, once finalized, HCA will accept the new HRSA-approved version of the report.  Amendments to the relevant Contract provision(s) or Exhibit 11 may be needed, depending on the format and content of the final HRSA-approved report.

	2010 Quality Improvement Standards
	Question:  PH1 - PH4: These standards are not part of the standard NCQA accreditation set. The were last published by NCQA in the 2007/2008 New Health Plan standards. As such, MHW has not been reporting these standards as part of our accreditation activities.  Did HCA intend to include these old standards in the current contract? 
 

Response:  Yes, at this time we are leaving these items in.  We will reassess as HCA fully develops the system of oversight in regards to non-NCQA accredited health plans and any non-NCQA performance requirements in the contract.  

Question:  The responses to the following standards are now being done centrally at Molina Healthcare, Inc. for all Molina plans through a corporate accreditation agreement with NCQA. (The initial review has just been completed with 100% score.) Will it be sufficient to supply the documentation provided to NCQA that satisfied these standards?  
 

Response:  Yes  

UM 10

RR 5

RR 6

Question:  Additionally, RR 6, Element B and RR6, element D, Factor 5 are exempted for “products sponsored by state or federal government”. Can we assume this exemption will also apply to Basic Health?   
 

Response:  Yes 
 

Question:  Also, RR7 (in its entirely) is exempted for “product lines for which the organization has no control over marketing materials”. NCQA has exempted Molina Healthcare form this requirement. Will that also apply to Basic Health?  
 

Response:  Yes  

Question:  Finally, we have been exempted from the following standards by NCQA in our Medicaid accreditation due to the limited Behavioral Health benefit. We recognize that Behavioral Health is an important element to the Basic Health benefit, but the satisfaction of these requirements creates the necessity for additional documentation beyond what we demonstrate for our accreditation purposes. We’d like to verify that HCA does intend for us to present these elements:  
 

Response:  Yes, that is what we had decided going forward regarding taking the NCQA accreditation.  This was one reason why we made sure there were Behavioral Healthcare requirements within the HEDIS measures.  This allows for outcomes to be measured.   

QI 1, Element A, Factors 2 & 6

QI 4, Element D

QI 5, Elements B & C

QI 9, Elements A & C (must present 4 medical CPGs)

QI 11

UM 1, Element A, Factor 2 & 4

UM 5, Elements C & D

UM 6, Element D

UM 7, Elements E & F

UM 10, Element A, Factor 2

UM 14

CR 6

CR 11, Elements C & E



	Stop Loss for Hemophiliac Drugs
	Question:  We would like HCA to add stop loss coverage for hemophilia to the BH contract.  Several years ago HCA added stop loss coverage for hemophilia to the BH Plus contract.  We believe it was an oversight for HCA to not add stop loss coverage to the BH contract at the same time, as neither program was designed or funded to support this level of care.  The BH Plus contract provides: 

· Stop Loss for Hemophiliac Drugs:  DSHS will provide stop loss protection for the Contractor for paid claims for Factors VII, VIII and IX and the anti-inhibitor for enrollees with a diagnosis of hemophilia as identified by diagnosis codes 286.0-286.3, V83.01 and V83.02.  DSHS will reimburse the Contractor seventy-five percent (75%) of all verifiable paid claims for the identified hemophiliac drugs in excess of $250,000 for any single enrollee enrolled with the Contractor during each contract year.  The Contractor must submit documentation of paid claims as required by DSHS. 
Response:  The HCA does not intend to modify the benefit package for Contract Year 2010. 

	Nonsubsidized Basic Health
	Question:  Does Basic Health intend to offer a nonsubsidized product in 2010?

Response:  Yes, as described in the 2010 Rate Instructions, if during the RFR process the HCA receives a viable bid(s) for the existing nonsubsidized benefit package, we will consider offering nonsubsidized coverage starting in January 2010.  If the HCA receives no viable bids from the RFR process, we will then issue a Request for Information (RFI) later this summer/early autumn.  Based on the results of the RFI, HCA may issue a Request for Proposals (RFP) for a revised nonsubsidized benefit package to be offered in early 2010.
Question:   The current BH non-sub benefit is based on the sub program. Will the HCA offer a BH non-sub program with a different benefit design to make it more affordable? If so, how can health plans provide input on that benefit design and what is the anticipated timeline? Would this bid opportunity come out as a separate RFR? 

Response:  Please see the response above

	Managed Enrolment for 2010
	Question:  Is HCA planning to continue the “2 for 1” (allow 1 new member for every 2 that leave BH) even after the target membership of 65,000 is reached or will you then go to a “1 for 1” – allowing 1 new member for every on that leaves?  We are doing some planning around membership for the upcoming year and this question came up.
Response:  To clarify, Basic Health has not enrolled on the “2 for 1” basis for several months and since the Wait List was implemented on May 4, 2009, only those applicants who are not subject to a wait under rule are allowed to enroll.  

Because Basic Health manages enrollment based on the subsidy dollars appropriated, rather than by a predetermined number of “slots”, available space in Basic Health is dependent primarily upon the demographics of the currently enrolled population in relation to the available dollars left in the biennium or fiscal year.  This allows the Administrator the flexibility to ease or enhance enrollment limitations in real time, depending on the current circumstances.  This could mean that at any given point in time, we may allow for more than one new member for every one who leaves, or it could be less than one, based on available funding.

	Claims Turnaround Time
	Question:  Industry norm for claims turnaround time is 95% of all claims within 60 calendar days. The current BH standard is "plan will pay 98% of all claims (paid or denied) within 60 calendar days." Would HCA consider changing the standard to reflect industry norm (95%)?
Response:  No, this standard will remain the same as in the 2009 Contract, as described in Exhibit 3 of the 2010 Contract.  This is consistent with comments received from the plans during the review of the initial drafts sent to the plans on May 15, 2009.

	Cost Savings Due to Increase in Deductible
	Question:  Community Health Plan's independent actuary does not agree that increasing the BH deductible to $250 from $150 yields a 2.4% cost savings & equivalent premium reduction. CHP requests a meeting or phone call between our actuary and Milliman to sort through the discrepancies.
Response:  The evaluation of plan costs at the $150 and $250 deductible levels was based on the Milliman Health Cost Guidelines.  Baseline costs were balanced to Basic Health Plan experience as provided by the MCOs.  We used claim probability distributions to calculate the value of member cost sharing provisions.  The savings estimate for the change in deductible and the associated shift in the out of pocket maximum are based on two factors.  First, the $250 deductible shifts approximately 1.6% of baseline plan costs to the enrollee.  Additionally, the higher deductible will lead to a decrease in the overall utilization of services.  This accounts for the remaining reduction in plan costs.


	
	July 9, 2009

	Adverse Selection
	Question:  I have reviewed the proposed 2010 Basic Health Contract provisions related to termination provisions.  Of note, is that there is no provision for “Termination Without Cause”.  Section 3.1 addresses Reservation of Rights and Remedies, which protects the HCA for material default or breach by the Contractor.  Section 3.2  is relevant to Termination by HCA to protect against material breach, adverse financial condition, ownership or material change in a Contractor or failure to provide services.  Section 3.3 Termination by the Contractor protects the Contractor for failure by the HCA to pay monthly fees, giving not less than 60 days advance notice and Section 3.5 Termination for Withdrawal or Reduction of Funding, which again protects the HCA if funding sources are withdrawn or reduced.   
 
Given the significant changes in the program and unknown risk associated with those changes, our concern is that if we find that we have assumed a significant adverse selection risk with these changes, we would like to have a provision in the contract that would allow us to terminate participation without cause with a 90 day written notice to the HCA.  The HCA has stated that they do not believe that this is an issue and have not factored adverse selection into the rate process.   While we don’t believe that this will be necessary, we would appreciate some provision that will protect us from substantial losses if there is significant adverse selection of the program.   
 
Thanks for your consideration of our request.  
Response:  The HCA would not consider including a Termination Without Cause provision in the 2010 non-Medicaid Contract.  We believe such a provision is too broad and even if limited by the proposed 90-day notice, would create insurmountable disruption and hardship for members, providers, and the state should a plan exercise this option.  However, recognizing the plans’ concerns over the potential for adverse selection, the HCA would consider including a risk adjustment mechanism that would include, but not be limited to, the following components:

· To allow for analysis of the impacts of adverse selection, the HCA will require all plans to submit to the HCA or its actuaries an enrollment data “crosswalk” for the months of December 2009 and February 2010.  The crosswalk file will match each plan’s member identification numbers with the HCA’s identification numbers for all enrolled members for the month reported.  
· Each plan must submit its crosswalk data by the date specified in the Contract.  Late submitting or non-submitting plans' data may not be considered in the rate adjustment process.

· The HCA’s actuaries will compare prior claims experience of the active members for the two enrollment periods.  If the analysis shows more than a two percent increase in average risk score for all plans combined, the rates will be adjusted prospectively for the remainder of the contract year proportional to the degree of adverse selection that has been realized.  
· Cost decreases, no matter the degree, would not trigger a rate adjustment. 
· Any amount of rate adjustment will be applied equally to all contracting plans, regardless of each individual plan’s actual experience. 
· No portion of any increase to plan rates resulting from this process will be passed along to members.



