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>> Teleconference Operator: Please standby.  We're about to begin. Good day and welcome to the National Council on Disability implementing the Affordable Care Act. Today's call is being recorded. At this time, I would like to turn the call over to Anne Sommers. Please go ahead, ma'am.  

>> Anne Sommers (NCD): Thank you, this is Anne Sommers. We anticipate a large number of people on the phone today.  Thank you very much to everyone for joining us.  We have a few housekeeping items to cover very quickly before we get the presentation started.  And for logistical reasons, all participants are on listen‑only mode.  Today's call is the first in a series of three calls that the National Council on Disability is hosting over the next three weeks regarding a series of policy reports on the implementation, impact, and enforcement of the Affordable Care Act.  


Today's call will focus on the first report in the series which is now available on NCD's web site as of this morning and titled implementing the Affordable Care Act, a road map for people with disabilities.  We are fortunate to have Stan Dorn of the Urban Institute who worked closely with NCD on this report as today's briefing presenter.  Stan will walk us through an overview of the highlight of the report intended to provide road map for monitoring ACA implementation and making sure the law supports the outcomes the community has prioritized.  


Today's call and the next two calls will be recorded and transcribed and later posted as audio files and transcripts on NCD's web site for any of you who may be interested in sharing the presentation material after the call today.  


We hope to have each call's audio file and transcript online within one week of each call.  Please do check back on the NCD web site regularly for those additions to the report's landing page.  


All participants are on listen‑only mode.  However, we realize many of you may have questions for the presenters about the reports as you read them and hear about them.  For those with questions, please send an email with your question to publiccomment@ncd.gov and we will route your questions to the presenters who will address the themes of as many as possible in the opening 10 minutes of the next briefing call next Tuesday that most of you also registered for.  Gerrie Hawkins of staff will introduce Stan Dorn before we get started.  
>> Gerrie Hawkins (NCD): Good afternoon.  Thank you so much to everyone.  Stan Dorn is a person who is not new to many people who have been, what I call seasoned, in the healthcare genre.  


For 30 years, Stan Dorn has worked at the state and national levels on healthcare issues for vulnerable people, which includes people with disabilities.  


Stan was educated at the undergraduate level at Harvard College and earned his JD degree at the University of California, Berkeley.  


Before beginning his work in 2007 at the Urban Institute, Stan held several positions dealing with health.  In those positions, you usually would see if you were to Google him that he was either serving as a person who was a senior policy person, a managerial person, or a person who was basically a director of a division or director of a particular topic.  


I told Stan that I would not say all of the information that we have about him, but I do want you to know that he has worked not only at the Urban league but he has worked in California, he's worked in Washington DC, and worked in other places around the country in the positions that I just outlined.  


I need to stop because Stan needs every minute that we have.  And if you have questions about him, you can include those in the questions you are going to ask us.  Thank you.  
>> Anne Sommers (NCD): We'll turn things over to Stan Dorn.  
>> Stan Dorn (Urban Institute): Thanks so much.  And Gerrie, I'm grateful for the fact you didn't bore people with everything you know about me.  We're going to talked to about the road map report.  At the Urban Institute, we are really thrilled to be partnering with NCD.  To try to make sure people with disabilities can get the full benefit of the patient protection on Affordable Care Act or ACA.  And can avoid potential problems that might arise in the implementation of the ACA, which is why we've used one of the most important pieces enacted probably in our generation, certainly, for many years.  


I have to say, though, I worry about the metaphor of road map.  It's time limited.  Probably you, like me, have been reading about self‑driving cars.  And once those guys get on the road, there won't be so much of a need for a road map.  The cars will know where they go.  We can sit back in the back and read a novel or talk to our friends.  But they are not yet widely available.  We still need maps.  Road maps or at least GPS systems.  And like the traffic flow, ACA implementation is not self-driving.  It will not simply take care of itself.  Rather, there are all kind of important decisions that have been made and will continue to be made at all levels of government and in the private sector about how the ACA will be implemented.  And those decisions have an enormous impact on people with disabilities.  


What I hope to do in the next few minutes is summarize some of the important point inside our road map document which sought to identify the key decisions that have been made and will continue to be made in implementing the ACA and identify some of the options that could best serve the needs of the disability community.  


This presentation is going to be structured primarily in chronological order.  I'm going to begin talking about foundational decisions.  Decisions about the basic structure of ACA.  That's where the bulk of the conversation will take place.  I'll talk about recurring decisions and a small number of other future decisions.  


Within each of these chronological categories, I'm going to talk about federal choices and state choices.  And finally, we'll be talking about four general buckets.  Health coverage equity ‑‑ there's three buckets, sorry about that.  Not necessarily so great at math.  


Health coverage equity, employment, and long‑term services and supports.  And depending on the issue, we'll do a light touch or more in‑depth dive.  That's the basic structure.  A final comment before we get started.  The implementation road map is different than the final road map that we're going to be discussing in two weeks.  This road map asks within the realm of choices that are available under the law, what would be the best choices for people with disabilities? What are the most important decisions that have the greatest impact on people with disabilities? The future road map is an enforcement road map which asks what are the key legal requirements that states, private entities and even the federal government must follow in implementing the ACA? So in other words, this conversation is about making choices within the legal parameters permitted by the ACA.  The future road map is about how do we track implementation and make sure it stay outside the rails and doesn't go outside the bounds of permitted legal choices.  


So that's the long and the short of today.  Before I do any of that, I would like to begin by making comments about the basic outline of the ACA, Affordable Care Act.  I'm sure you've all heard is thousands and thousands pages long.  It can involve all kinds of different topics.  I'm going to lightly touch on five different areas within the ACA that are important to understand the focuses of today's presentation.  The first of those five is insurance reforms.  I'm sure everybody on this call knows that the ACA legal for private insurance ‑‑ makes it illegal for private insurance companies to discriminate.  They can't deny you coverage, can't limit coverage based on health status and can't raise premiums base odd health status.  Premiums have to be based on gender ‑‑ excuse me, not gender.  Gender is not allowed any more.  The premiums have to reflect nothing more than age, area of residence and smoking status.  So that's an important step forward.  


There are other insurance reforms that are less well‑known.  In order to make that work, the coverage that's offered to somebody isn't offered, ACA has other terms that pull risk within individual market.  If one plan has a lot of high‑cost individuals and another plan has low‑cost individuals, the claims are all mixed together and the premium that's charged reflects the value of the services being offered rather than the risk level of the enrollees.  That's what the ACA tries to do.  


But there are another set of insurance reforms important to know about.  Discrimination based on disability is forbidden.  In section 504 of the ADA are extended to any health program or activity funded or administered federally including insurance companies and including just about every hospital and doctor in the country.  Because they just about all take Medicare.  That's a big step forward.  And there are other more specific anti‑discrimination rule inside the ACA.  For example, insurance plans, plans participating in marketplaces cannot discriminate in the way they market services or define their benefits.  Can't discriminate in a way that would discourage enrollment including people with disabilities or chronic health problems.  So those are the insurance reforms.  


The second piece of the ACA that's important to understand is it creates a new set of institutions so‑called health insurance marketplaces or exchanges.  A small number of states, they tend to be big states, operate their own marketplaces.  State‑based marketplaces sometimes called SBMs.  But they have their citizens served through the federally facilitated market, FFM, sometimes referred to as the healthcare.gov platform.  The idea behind the marketplaces whether they are run by the state or federal government, they are a place for people to come who aren't offered insurance by the employer and people can come and see what their options are.  They can shop, compare plans easily.  That's the basic idea.  


It's a one‑stop shop.  It's not only entryway to private insurance, but an entryway to Medicaid, health insurance program.  So one important function of the marketplace is it's a venue of enrolling into broad range of health coverage programs.  One important piece is they offer private health insurance, individual health insurance provided by qualified health plans, QHPs.  If you buy private health insurance through the marketplace, you can potentially qualify for a subsidy to help lower the deductible and the co‑payments and co‑insurance amounts you pay.  They are available to people broadly speaking within comes above Medicaid level but at or below 400% of the federal poverty level.  


If you are an insurance company, it has to be state licensed, needs to make requirements to the state insurance regulator.  And has to be deemed qualified appropriately offered by the marketplace itself.  You have to meet the insurance department's requirements and the marketplace's requirements.  So that's the second piece that's important to understand.  


The third piece is Medicaid expansion.  Before the ACA, a lot of people thought of Medicaid as the program for the poor.  People on this call probably realize what most Americans don't realize.  Many poor adults were not eligible for Medicaid before the ACA.  In most states, if you did not fit into a particular category based upon age over 65 or based on the disability determined by the social security administration, very serious disability or pregnancy or being a custodial parent to a minor child, then you would be ineligible for Medicaid no matter how poor you are.  So lots of people were ineligible regardless of income.  


And many pregnant women were covered up to and above the poverty level.  Parents were not.  If you were not a disabled elderly parent and caring for an independent child ‑‑ something at 70% of the federal poverty level.  So changed the state of affairs and said every state must cover program up to at least 138% of the federal poverty level even if they don't meet any categorical requirements.  


That was how the law cast.  In 2012, the Supreme Court changed things.  And the Supreme Court said each state has to be given the right to decide whether or not to implement expanded eligibility.  We have 30 out of the 50 states that have either implemented expanded eligibility or decided to implement and having to put it in place.  


So in thinking about this expanded Medicaid coverage which is an important step, it's important to realize the federal government is paying a very high percentage of the cost of newly eligible adults.  Paid 57% of healthcare costs on average.  With this new category, the federal government is now paying 100%.  That percentage is going to diminish overtime until the year 2020, it reaches 90% of healthcare costs and remain at 90% thereafter.  Very high percentage of cost the federal government is paying.  


An interesting feature of this is newly eligible adults qualify for alternative benefits packages or ABPs.  The state has the option to align this ABPs with the benefits offered to other Medicaid adults.  And those benefits include long‑term services and support.  That may not be offered in the marketplace.  Or the state can provide different benefits than it provides to other adults.  If it wants to go down that other road, the law lays down a couple different options.  Places the state can look to in defining benefit package.  These are employer‑based plans at various times.  


Which typically do not include long‑term services and support.  The entire base plans are more constrained than traditional Medicaid programs.  So what do you do if you're a person with disabilities and enrolled in one of the ABPs? And it's not been aligned with the other benefits offered to Medicaid adults? For example, you are denied long‑term services and support you need.  You have two options.  One, you can qualify for a medical frailty exemption.  Each state that provides benefits has to make it possible for somebody to escape the ABP by showing they are medically frail.  


But also there's ‑‑ if you are a person with disabilities, go and seek disability determination.  It's kind of a pain.  But if you are not happy with the coverage you are getting, and you can qualify based on disability, you get traditional Medicaid.  Now, what happens if that takes place from the minute of the disability determination, the state no longer gets that 90 to 100% federal max you were talking about.  Instead, the average of 57%.  The standard Medicaid match will apply if someone couldn't covered instead decides to be covered based on disability and go to that pre‑ACA disability category.  That's an important fine point we'll touch on later.  


The fourth area that's important it understand for purposes of this discussion involves essential health benefits or EHBs.  These are requirements that are federally defined.  These govern individual private health insurance both inside marketplaces.  They govern the vast majority of individual health insurance both on outside marketplaces.  They cover much insurance sold by small companies or rather offered by small companies.  And these EHB requirements offer Medicaid alternative benefits packages.  So they cover a lot.  Many, many, many people under the age of 65 are covered by these requirements.  


The statute itself layers out in very general terms 10 categories of health benefits.  Things like ambulatory care.  Clinic services or hospitalization services is another example of EHB category.  That could be really generous or not generous.  How do we know what those categories mean? The way the law has been interpreted by HHS, health and human services, is each state kicks a set of bench mark plans offered in the employer‑based market, small group market or other markets.  The state looks and finds 1 of 10 specified plans and uses that of the basis for the details of essential health benefits.  These plans are the bench mark plans and these ten options include the three most highly subscribed small group plans of the state.  The three most highly subscribed state employee plans.  The most highly subscribed HMO.  So the state picks these plans or doesn't make a choice or bench mark plan, the federal regulation specify what plans get chosen.  


So, for example, if your state picks the Anthem XYZ plan, well, when you are trying to figure out what hospital patient services are required under EHB, you would look for that Anthem XYZ plan in all the other categories.  That's how these bench mark plans are covered.  But bench mark plans have to be modified to meet federal EHB requirements.  What does that mean? There are nondiscrimination requirements.  The bench mark plan is discriminatory.  Doesn't equally meet the need of people with disabilities.  In that case, the state would need to modify the bench mark plan.  And insurance company would need to modify what it covers.  


There's a mental health requirement that may not be fully observed.  In that case, the plan needs to be adjusted.  Preventive services identified by a key federal commission must be provided with zero cost sharing.  That may require changes from the bench mark plan.  There cannot be annual or lifetime limits.  Particular benefits that have special rules that apply.  Prescription drugs, for example, has a lot of special rules.  And rehabilitation services.  There's a category called rehabilitated services and devices.  That has special rules we'll be talking about later that they require modification from the bench mark plan.  


So very briefly the EHB requirements.  We'll talk about them a little more adding a few other pieces.  The final area I wanted to discuss with you is long‑term services and support.  LTSS.  The community first choice option, CFC.  This permits a place to provide services without a cap.  There's no waiting list.  Everybody who qualifies gets to enroll.  Slightly enhanced level of match.  That's a new important option.  And also new options to demonstrate complete alignment of Medicare and Medicaid dollars and services for beneficiaries who qualify for most.  There's a lot more contained within the ACA that affects LTSS.  Community based settings, other options that have been changed by the legislation.  But a lot of that has already been covered including some sponsored by the National Council on Disability.  So we wanted to focus our efforts on some of the areas that have gotten less attention.  So we've spent time on CFC and the alignment demonstration.  


So that's it for the basic background on the key elements of what the ACA contains.  Let's move on and talk about some of the key implementation decisions if he federal level and state level that involve the foundations of the ACA.  The basic approaches that are taken by the law.  


At the federal level, there's important issues involving health coverage equity.  As I mentioned earlier, there's a nondiscrimination requirement which says that people with disabilities have to receive the same benefits under the law.  Same degree of benefit as other people.  How do you make sure that's observed? It's critically important to gather data showing how people with disabilities are faring under the ACA.  Otherwise those broad equity requirements ‑‑ if you don't know whether they are being followed, how can you hold people accountable? Data gathering is really important.  


One piece of the ACA says all major federal surveys need to collect information about disabilities.  That's been implemented through six standard questions that are now about disability, various types of disabilities, that are included in all the major federal surveys that deal with health coverage.  Things like the current population survey, American community survey, national health interview survey.  So this offers the potential to do a lot of new analysis about what's happening with people with disabilities and health coverage.  


Really important issue that involves decisions made by researchers about using this newly available data.  Looking at how people fair based on race or ethnicity, based on gender, based on income in terms of the federal health surveys.  We now have an opportunity to routinely in our health services research look at how people with disabilities are faring.  It will be important for the disability community to remain in touch with researchers to make sure these opportunities are fully realigned.  


Second data gathering decision that's been made at the federal level involves statistical information.  A whole new system through which state medical programs report information about who gets enrolled, who they are, what services they receive, et cetera.  And it's an enormously powerful tool for practicing what happens to people who receive Medicaid or don't receive Medicaid.  And among the items to be gathered is the disability status of people who are applying to these programs or who enroll in these programs.  The disability status goes beyond eligibility category.  As we discussed earlier, some people can qualify base odd disability as it is defined for purposes of the SSI program.  But that's a very high threshold of disability.  There are all kinds of people who have disabilities that don't meet that threshold.  


Now, the challenge is, it's a big change to make for state and local governments to comply with the new requirements.  As we know, IT projects don't always come in on time and under budget.  I think it's taken longer to implement the system than a lot of people had hoped.  It will be very important it monitor the implementation to make sure the disability issues that characteristics of individual enrollees remain part of the system that gets implemented on a pretty forward‑looking time frame.  Maybe I'm overly worried but I am worried that not everything will get implemented.  May be important it track this.  That's the second data issue.  


A third data issue involves special ACA requirements for surveying providers in order to obtain information for people with disabilities.  Described in page 44 of the report on the word document form.  All the page numbers I'm going to mention are referencing the Word document.  The feds are supposed to survey healthcare providers and see what locations people with disabilities access.  How many providers are there with accessible facilities.  How many employees of these providers have been trained in disability awareness? This has not been implemented.  I can understand one reason why it has not been implemented.  Only has to be implemented if there's money appropriated and congress has not come forward to fund this particular provision as it applies to all healthcare service.  However, there's a provision in the law and all described in the report which says that these survey requirements apply to Medicaid and to CHIP.  So there may not be money that applies as a whole.  When it comes to Medicaid and CHIP, it may be worth talking to folks about encouraging people at the state level to move forward with these surveys to see what kind of access to care and what kind of accessibility is provided for people with disabilities in the Medicaid program and CHIP program.  


Let's talk about accessibility of marketplace information and possibility of a system.  I mentioned earlier marketplaces are a key entry point for health coverage across the board, not just qualified health plans.  The accessibility of information provided by marketplaces as well as lots of different ‑‑ that involves things like the web site.  The call center, the application of navigators.  Page 16 of our report talks about what the minimum standards are.  And there's general beauties of the marketplaces need to be made accessible.  There's specific requirements the federal government applys to its marketplace that goes beyond all state marketplaces.  For example, auxiliary services need to be provided at no cost.  And friends and family can be used only when requested by the consumers.  That specific requirement is not applied to states.  If problems emerge, may be worth considering to talk to the feds about making that requirement.  


And the final piece about availability of marketplace information involves network adequacy.  The centers for Medicare and Medicaid services that runs all these different programs decided it was not going to ask qualified health plans to provide information about accessibility of services furnished by network providers because they didn't want to suggest that it was legally permissible for providers to be not accessible.  504 of the Rehabilitation Act.  Americans with Disabilities Act.  Services have to be acceptable by health providers that accept federal dollars.  That's certainly a good intention but I have to say I wonder whether the federal government could impose these requirements while making clear that's not intended to negate the existence.  That kind of disclaimer has been made in other context.  Might potentially be doable in this context as well.  


And I wonder also whether one can think of income taxes as some kind of a precedence in the sense.  You have to report all taxes.  One could say that providers accessibility needs to be reported by QHPs.  They have to come clean with legal violations, so be it.  Obviously, what would likely to happen is the process of doing this reporting would make providers and health plans think about their duty to make services accessible and might actually improve accessibility.  That's something to think about in terms of requiring accessibility.  And the final point to make here are there are network adequacy requirements that apply and those do not impose requirements of accessibility that are specific to people with disabilities.  All of this involves federal decisions.  


Let's talk about long‑term services and support.  Pages 22 to 24 of the report talk about elements of CMS policies regarding financial alignment demonstrations.  Most of these demonstrations are run by private managed care plan that are a fixed amount.  A few of these financial alignment demonstrations involve state‑run programs.  They are mostly private run.  Whether they are private run or direct state administration, there are all kinds of requirements.  Identified on page 22 and 24 of our report including, for example, mechanisms for coordination of care.  On‑going and meaningful Stakeholder engagements.  Various beneficiary variations.  And one can use these elements of the CMS requirements to see how well the state is implementing a financial alignment demonstration and see whether there are areas they need to improve.  But also, it's worth looking at the requirements to see overtime in the future do they need to be revisited? Are there problems emerging? Or are there potential benefits that people with disabilities could likely realize if some of the standards would change.  That's an area to track to see whether there are problems or state implementation.  


Let's talk about state and marketplace decisions.  States and marketplaces must follow the minimum federal requirements but they can go beyond that.  Some of the policy options I'm going to be discussing with you in the next few minutes involve options for states and marketplaces to go beyond the minimum requirements specified by the federal government.  So let's talk about health coverage equity and data.  


The marketplace health application form asks questions that ask people about potential limitations and activities of daily living.  It's not a full‑blown press because policy makers want to make sure it's easy to sign up for coverage.  There's one or two questions that could flag the potential existence of disability.  So here's the question.  What are health plans in your state doing with this information? Is it just sitting in their records? Or are they using it actively to see what access to care people with disabilities are receiving? And are they reporting that publically? What is your state doing about this information? Are they letting it sit and gather cyber dust someplace or are they using it to track the kinds of services people with disabilities are receiving? In the past, they had their hands full of ACA implementation.  May look at these kinds of issues as well.  Is it being used? There's also an issue about marketplace accessibility of information.  I mentioned to you earlier with auxiliary devices, the federal marketplace is more specific in its requirements and minimum standards.  If you are in a state with a state‑based marketplace, may be worth looking at what the standards are to see if some of them could be useful.  


Now, let's talk about the acceptability of the providers inside a qualified health plan.  The marketplace could provide information about the accessibility of the QHP networks.  Could be required to ask plans tell us about the providers.  We talked earlier about how that could potentially improve accessibility to come clean about what the services are.  More fundamentally, if you are a person with disabilities and trying to pick between plans, you need to know about accessibility of services offered by the different plans.  In addition, states could be required ‑‑ could impose substantive requirements of accessibility on QHP networks and require those networks to meet the needs for people with disabilities.  This would be much better to have this requirement imposed by the state insurance regulator rather than the marketplace.  If it's the marketplace that applies these requirements, only the QHPs will live up to these requirements.  That could have an impact on premiums both because it costs them money to do those things and provide more generous networks.  If you attract more people with disabilities, you may wind up having higher premiums.  If these requirements apply to QHPs, the premiums could wind up being higher than the other private insurance.  That may mean fewer QHP sales. The marketplaces depend on QHP sales.  You may have problems seeking to impose this requirement just on the plans to the marketplace.  That's why it makes a lot more sense to think about this as a choice that applies to all private insurance.  


There are a couple different options.  You could say every network used by every enrollee has to have the full range of providers needed to treat people with disabilities.  May need a children's hospital.  You can do that.  That would have a disadvantage of raising costs to all enrollees.  And that's something that may be a problem for insurance regulators.  


An alternative that may be an easier thing is a safety valve to say that if there's someone who needs a particular level of care, particular type of specialty care that's not available in a particular QHP network, has to give the person access.  And access on favorable terms.  If you're a person with disabilities or chronic illness and you need to go to a particular specialty provider not part of the network, your plan has to give you that access.  Go see that provider but not for in‑network.  It's an affordable option.  That's a policy worth thinking about.  As the paper talks about, it's already being done in some states.  The example of a California law that requires this.  


So those are some areas of health coverage equity.  


Let's talk about essential health benefits.  As I mentioned earlier, the state makes all kinds of decisions about it such as what are the bench mark plans? Maybe the one inside your state are not idea for people with disabilities.  Worth thinking about whether a different set could be used.  I mentioned earlier that issues of rehabilitated services are treated differently than other benefits.  Let me explain that a little bit.  There's a federal definition of rehabilitation.  Help a person keep, learn or improve skills and functioning for daily living.  


Now, the reason why there's a need for this special definition is the health benefits are based on employer‑sponsored insurance which has rehab services that takes somebody who used to be able to do various things and now has an accident.  Habilitation is helping people achieve a function which may not have been a priority for employments.  So there's this federal requirement.  The federal law says a state does not have to use this federal definition and instead use its own definition.  It's important to see whether in your state, your state is using the federal definition or applying the state definition.  If it's doing a state definition, is the state definition as good as the federal definition? If not, that may be an important area to discuss.  That's one particular, EHB.  Actuarial substitution.  If it provides certain kinds of coverage and another plan that wants to provide a different set of details but basically the same coverage, why not let that other plan provide that comparable package of services? That's the intuition behind it.  The specific mechanism is for the standardized population that everybody within a broad spectrum of the population that enrolled in this other plan, would the claims cost be the same as with the bench mark plan? If so, it's actuarially substituted.  Unless a state takes that step, it is permitted.  Suppose the bench mark plan covers mental health services with 50 office visits and 14 days of in‑patient care.  This other plan here being offered by, you know, Blue Cross/Blue Shield, the claims cost will be the same per standardized population.  In that case, this Blue Cross plan could be offered even though it's not the same.  It's actuarially equivalent:  However, also provides opportunities for discrimination.  Gives more latitude to a plan to break the law and define benefits to deter enrollment.  There are different plans for standardized population and subpopulation like people with disabilities or chronic health problems.  An alternative benefit package that is the same, they represent a cut in services or increase in service coverage for people with disabilities.  So all of those things are worth thinking about.  


All this talking about private insurance.  Let's talk about Medicaid expansion.  Whether the state aligns alternative benefit plans with Medicaid benefits for other adults including long‑term services and supports. An issue that is important to look at is whether the state is using the flexibility provided by the ACA to give particularly generous benefits behind populations as part of the alternative benefit package.  The state does not have to give the ABP to all people.  For this group, we're going to give extra benefits.  If the state is not aligning ABP for adults, a really important question is how the state is implementing the medical frailty exemption.  As we're going to talk about next week, lots of people who are aware of this don't know about medical frailty exemption in states that are required to fight it.  It's important to see what are the procedures.  How are people being told about it.  If the alternative benefit packages do not meet the needs for people with disabilities because of how benefits are framed or structured, the state could wind up losing a lot of money.  Why? If the ABPs are not a good thing, people with disabilities can say I'm going to undergo the determination process to qualify for pre‑ACA Medicaid.  If they do, from the minute that determination is in hand, the state no longer gets the 100%, 90% matching rate.  It gets the standard rate.  May be 50%.  On average, it's 57%.  The state does not want to do that.  It may be important to make clear to the state it's important to make sure people with disabilities are well served.  


We've had a problem with the Medicaid program.  People who remain eligible for Medicaid are sent the form and tell us about your current circumstances.  If the person doesn't fill out the form, they may be terminated.  There's a very important provision in the ACA involving so‑called administrative renewal.  The state has reliable information and can terminate you.  Sent you a notice found why you are found eligible.  If the state's missing key information.  Unless the state hears from the beneficiary, an important question is how is your state implementing this requirement? Is it saying, for example, if you have somebody who depends on SSI or other payments of social security administration, and it's in a stable situation, are they going to get administrative renewal? Take a look at pages 59 and 60 where we give you examples of categories like states of Wisconsin and New York and Louisiana have used.  For example, if you are in a waiver covering home community based services or managed long‑term care arrangements, you know what, we know your circumstances aren't going to change much, we're going to administratively renew you.  


The final piece involves ‑‑ the benefit of a person with disabilities to go into the marketplace for services that overlap with the Medicaid program.  The marketplace has more providers.  In those circumstances, a state could say we, the Medicaid program, are going to pay your premiums in the marketplace so you can get these services.  That could benefit the state.  The premium cannot vary.  A person with disabilities age 35 is charged the same premium as a nondisabled person age 35.  The state Medicaid program doesn't have to pay the full cost.  The costs get shifted to the rest of the individual market and get paid mostly by the federal government in the form of higher subsidy payment and nonsubsidized people who are buying individual insurance.  


To make sure this works well with people with disabilities, wrap around services are available.  Extra Medicaid services that are not part of the QHP package is important.  Medicaid pays not just the premium but out of pocket cost sharing.  One way to make that work would be to have the same insurance company, the same plan serving Medicaid and QHPs.  It's only the Medicaid plans is where you would provide assistance.  


For the state and people with disabilities, but you need to know there would be a lot of push back from the marketplaces and from the insurance industry because of the cost shift to other payers.  Would increase premiums more broadly.  What remains to be seen.  Maybe it's something you want to do but it will be an uphill struggle.  


Let's talk about issues of employment.  As many of you know, Medicaid buy‑in programs provide coverage well above 138% of the federal poverty level.  Somebody with disabilities can progress up the employment ladder and retain access to long‑term services and support needed for everyday lives needed so you can make it to the job.  Well, ACA offers both risks and opportunities.  The risk is that state officials will say why do we need to continue offering these services? The marketplace makes up coverage available all the way up to 400% poverty.  It's important to monitor what happens in your state to make the case to state officials about why that marketplace coverage may not be enough to make it possible for people with disabilities to work.  There's not those long‑term services and support.  On the opportunity side, it may be that we can use marketplaces to raise participation levels.  And the idea would be the marketplace application form asks for information that signals the potential presence of a disability.  Hey, you know what, call the disability rights program.  They can help you sign up.  If the fault becomes nonconnection, there will be a lot of nonconnection.  The alternative would be when somebody indicates they may be disabled, give them the ability to opt out.  Unless you say no, we're going to have a disability advocate contact you to explore whether there's forms of Medicaid that could help you.  If that takes place, we may see much higher levels of participation.  Other kinds of programs that are more generous than QHP coverage.  It will cost some money.  


Let's talk about long‑term services and supports.  Pages 30 to 33 of the report give you a set of issues to track in terms of state implementation.  Checklist of things to look at.  There may be problems.  If so, you could improve performance of the state.  We have a checklist for the issues of the CFC option.  One important thing to think about with the CFC option, on the positive side, there's no waiting list.  On the other hand, there's a higher federal match.  And there's a risk that states may shift people out of other forms of health coverage into CFC.  And depending on the details they wind up inadvertently shifting people and resources to more restrictive settings.  So those are all foundational decisions.  


Let's talk about recurring decisions.  There are certain decisions that get made every year that are important.  At the federal level, every year there are annual notices of benefit and parameter advantages.  These come out typically in draft form in November and finalized early the following year.  They set rules for private insurance for the coming year and often announced significant policy changes like new network adequacy requirements.  So that's important to track.  Second one to track is the annual issue letters for the marketplace.  These set out rules for the 37 states that provide coverage.  And they also give models that states could implement potentially.  So it's a repertoire of policy.  Both of these are comment opportunities.  


Third, is it's worth thinking about federal decisions that may be worth revisiting.  I don't understand why states have the option to define services more narrowly than is permitted under the definition.  If problems emerge overtime, may be worth raising those problems with federal officials.  


Pages 36 through 37 list CMS annual updates that apply states implementing financial alignment demonstrations, et cetera.  There are also reporting requirements.  This may raise problems that have emerged in the states with financial alignment demonstration.  At the state level, there are other cycles that need to be tracked.  There are annual issuer letters from the state insurance regulator that will come out every year giving standards for insurance sold.  That's important to look at.  New marketplace policies you can find out.  And annual decisions about a particular plan licensure.  If there's a plan having serious problems, you can intervene, potentially.  Can raise those issues with the insurance regulator at the marketplace.  And the plan not be allowed to continue on.  Or urge certain conditions be imposed.  
>>> alignment demonstrations, typically, annual documents subject to renewal.  Federal state contracts with private care renewed every year.  Well, if there's a problem at the disability community, that provides an opportunity to raise the problem.  Medicaid level more broadly.  There are waivers that have to be renewed every three years.  Those renewals become an opportunity on raise questions.  


Finally, three other future decisions are worth mentioning.  One, federal EHB rules have to reexamine.  If disability community sees problems, they can be brought to officials.  Second, it's important to track what 1115 waivers are granted by the government to encourage states to expand eligibility to more conservative states.  Have allowed higher costs to be imposed by the beneficiaries, for example.  Or job search programs.  It's important to see whether some of these conditions open the door to weakening protections.  


And then finally, there's a new set of waivers that's going to be available in 2017.  That means it needs to be talked about at any time under section 1332 of the Affordable Care Act.  Basically says we're going to take the federal subsidies in the marketplace and rearrange them.  We're going to take the rules and change them.  We're going to make the individual coverage requirement, employer‑based requirements, we're going to change those.  And that puts the opportunity for great steps forward or steps backward.  So it's important to keep an eye on what states do with the 1332 waiver option.  There are requirements that have to pursue public notice and provisions and they have to give people the opportunity to come.  If they want, there should be a way to track what your state is doing.  It's a very important thing to keep an eye on.  


So in short, there's a lot of steps ahead on the road.  Key decisions that are going to be made at the federal level, state level and private sector.  I hope in addition to providing a road map that lists all the points, we've given a useful Yelp guide to policy decision that's would help people with disabilities that you can decide option points is going to be in the best interest.  And finally, I just wanted to express our gratitude to NCD for this wonderful partnership through which we have learned a lot and I hope we've provided something of value to the disability community.
>>  Anne Sommers (NCD): Thank you so much and thank you, again, to everyone who called in.  This is Anne Sommers from the National Council on Disability thanking everyone for calling in and reminding folks who may have joined a few minutes late that we will be uploading an audio file of this entire call and a transcript to the NCD web site within a week or a week and‑a‑half of this call.  Our next call on the series is exactly a week from today on Tuesday January 26th at 2 p.m. eastern.  That one will be about the impact of the Affordable Care Act.  So if you registered for that call, please be sure to join us for that.  And again, for any participants who have questions for Stan about this report as you go through the report or something he may have said today, anyone with questions send an email to publiccomment@ncd.gov and we will route your questions. Thank you and we'll catch you next week. 
>> Teleconference Operator: That does conclude today's call.  We appreciate your participation.
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