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Health Insurance Markets are Designed to 
Remedy Many Health Care Challenges 

Challenges include, but are not limited to: 
 

Unsustainable costs; 
 

Inconsistent quality; 
 

Lack of focus on wellness and health disparities; &  
 

Millions without coverage. 

Presenter
Presentation Notes
Health care costs continue to grow at unsustainable rates. The high costs of health care is making coverage unattainable for families, hindering competition of small and large businesses and aggravating deficits for both state and federal budgets.

According to a model of CA insurance markets known as the CA Simulation of Insurance Markets (CalSIM)1, 5.6 million Californians were without health insurance in 2012, or 16 percent of the population under age 65. Of the 5.6 million, 4.6 million people are eligible for coverage under the ACA and one million are ineligible due to immigration status.

Over the past decade, small employers have seen the number of available health plans shrink at the same time premiums have risen significantly, making coverage less accessible and affordable, and increasing the number of employed Californians who are uninsured.

According to a 2011 report entitled Healthcare and Small Business: Understanding Healthcare Decision Making in California, as many as 71 percent of small businesses don’t offer coverage due to cost.

Between 1999 and 2011, average annual premiums for single and family coverage increased approximately 250 percent. Although employers absorbed some of the increase, employee contributions to premiums increased by 168 percent. By comparison, workers’ wages increased less than one-third of that amount, by 50 percent.




Structure of Health Insurance Marketplaces 

The marketplaces will provide a website where people 
& small businesses can compare health plans and 
enroll in a plan of their choice. 
 

The website will let people know if they are eligible for 
Medicaid (Medi-Cal) and/or other government 
services, such as subsidies of premiums, and provide a 
way to enroll.   
 

These functions also can be accessed via telephone 
through a call center operated by the marketplaces. 
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The Markets will provide a website where people and small businesses can compare health plans with different levels of benefits, and enroll in a plan of their choice.  The website will let consumers know if they are eligible for Medicaid, the Children’s Health Insurance Program, or government subsidies of premiums, and provide a mechanism for enrollment.  The functions of the HIM also can be accessed via telephone through a call center operated by the HIM. The government or non-profit organization that runs the HIM will determine which plans qualify to be listed on the Market, and will rate the plans using quality measures. The HIM may also provide grants to organizations for programs to assist consumers to enroll. 




ACA Requirements for Health Insurance Marketplaces 
 

By 1/14, the ACA requires health insurance 
marketplaces to operate in States. 
 
States are provided great authority and latitude in 
developing their marketplaces. 
 
The federal government has provided funds for 
planning and until 2015 will provide funds for 
implementation and operating costs. 
 
Covered California is the name of the health insurance 
marketplace for CA. 
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The health insurance marketplaces are sometimes referred to as Health Benefit Exchanges.  CC, similar to all other HIMs, must be self-sustaining beginning in 2015.  Options for covering administrative costs include: assessments on insurers operating within  CC, taxing all insurers and taxing providers and employers. 

Administrative costs may drive decision-making regarding how comprehensive CC should be in authority.
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Presentation Notes
CRIHB and THPs often strategize on ways to gain Federal and State support for Tribal health care plans.  Sometimes this includes going through the “If Only” discussions.  Such as, if only Tribes had access to Federal block grant funding for States or if only Tribes where considered the 51st State. 

By November 2012, approximately $2 billion was distributed to states through federal exchange Planning grants, Establishment grants, and Early Innovator grants.

CA has received four grant awards to build it’s health insurance market. This includes a Planning Grant, two Level One Establishment Grants, and a Level Two Establishment Grant.





CA Legislature Established the CA Health 
Benefits Exchange (Covered California)  

In 2010, California enacted ACA related health 
insurance market legislation, including: 
 
    AB 1602 (Perez) and SB 900 (Alquist/Steinberg) 
 
CC is subject to a range of accountability 
processes, including reporting to the CA legislature 
and meeting all relevant OMB accounting 
requirements. 
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AB 1602 and SB 900 created the California Health Benefits Exchange (Covered California) with a five-member governing board. 

CC is subject to a range of accountability processes, including providing reports to the California legislature and it must meet all relevant Office of Management and Budget accounting requirements.  CC must also cooperate with any investigations initiated by the Office of the Inspector General and is subject to annual audits by the HHS Secretary; additionally, the General Accounting Office holds oversight for long-term study and evaluation of CC. 

In the law, the CA State Legislature declared its intent to:

Reduce the number of uninsured Californians by creating an organized, transparent marketplace for Californians to purchase affordable, quality health care coverage, to claim available federal tax credits and cost-sharing subsidies, and to
meet the personal responsibility requirements imposed under the federal act;
Strengthen the health care delivery system;
Guarantee the availability and renewability of health care coverage through the private health insurance market to qualified individuals and qualified small employers;
Require that health care service plans and health insurers issuing coverage in the individual and small employer markets compete based on price, quality, and service, not on risk selection; and
Meet the requirements of the federal act and all applicable federal guidance and regulations.



Covered California – Independent State Entity 
 Board Members: 

 

Diana Dooley, Board Chair and Secretary of the 
California Health and Human Services Agency 
 

Kim Belshé, Senior Policy Advisor of the Public Policy 
Institute of California 
 

Paul Fearer, Senior Executive VP and Director of Human 
Resources of UnionBanCalCorporation  
 

Robert Ross, M.D., President and CEO of The California 
Endowment 
 

Susan Kennedy, Nationally-recognized policy  
consultant 
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Diana Dooley: The CA HHS Agency provides a range of health care services, social services, mental health services, alcohol and drug treatment services, income assistance and public health services to Californians
Kim Belshé is a former Secretary of CHHS Agency, and former Director of the CA DHS
Paul Fearer is also Board Chair of Pacific Business Group on Health, and former board chair of Pacific Health Advantage
Robert Ross is previous director of the San Diego County HS Agency, and previous Commissioner of Public Health for the City of Philadelphia
Susan Kennedy is a former Deputy Chief of Staff and Cabinet Secretary to Governor Davis, former Chief of Staff to Governor Schwarzenegger, former Communications Director for U.S. Senator Feinstein, and former Director of the California Democratic Party

They are appointed by the Governor and Legislature.




The Vision of CC is to improve the health of all 
Californians by assuring their access to affordable, 
high quality care. 
 
The Mission of CC is to increase the number of 
insured Californians, improve health care quality, 
lower costs, and reduce health disparities through 
an innovative, competitive marketplace that 
empowers consumers to choose the health plan and 
providers that give them the best value. 

Covered California Vision & Mission 

Presenter
Presentation Notes
CC’s guiding statements of purpose were developed through an inclusive process that engaged CC board members, stakeholders and staff. They
were adopted by the Board on October 21, 2011.

The CC Board met for the first time on April 20, 2011, and has held more than 20 meetings at locations in Sacramento and throughout the state.

The Board hired an Executive Director, Peter Lee, and staff; created a business plan; sought and received $39 million in federal funds through 2012;  started work on eligibility and enrollment systems, IT systems, navigation, stakeholder process, public education and outreach, etc. 



Covered California’s Values 

Consumer-focused:  At the 
center of CC’s efforts are the 
people it serves 
 

Affordability:  It will provide  
affordable Health insurance 
while assuring quality and 
access 
 

Catalyst:  CC will be a catalyst 
for change in California’s health 
care  system 

Integrity:  CC will earn the 
public’s trust 
 

 
Partnership:  CC welcomes 
partnerships 
 

 
Results:  The impact of CC will 
be measured by its 
contributions to expanding 
coverage and access 

Presenter
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Consumer-focused: At the center of CC’s efforts are the people it serves, including patients, families, and small business owners and their employees. CC will offer a consumer-friendly experience that is accessible to all Californians, recognizing the diverse cultural, language, economic, educational and health status needs of those we serve.

Affordability: CC will provide affordable Health insurance while assuring quality and access.

Catalyst: CC will be a catalyst for change in California’s health care system. It will accomplish this by 
using its market role to stimulate new strategies for providing high-quality,  affordable health care, promoting 
prevention and wellness, and reducing health disparities.

Integrity: CC will earn the public’s trust through its commitment to accountability,
responsiveness, transparency, speed, agility, reliability, and cooperation. And its efforts will be guided by working with consumers, providers, health plans, employers and other purchasers, government partners, and other stakeholders.

Partnership:  CC welcomes partnerships, and its efforts will be guided by working with
consumers, providers, health plans, employers and other purchasers, government partners, and other stakeholders.

Results: The impact of CC will be measured by its contributions to expanding coverage and access, improving health care quality, promoting better health and health equity, and lowering costs for all Californians.






The Functions of Covered California 

Make coverage accessible 
 

Simplify the process of obtaining coverage 
 

Certify Health Plans 
 

Maintain Consumer Access to Information 
 

Perform Premium Reviews 
 

Outreach and Exemption Functions 
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Make coverage accessible and to simplify the process of obtaining it. U.S. citizens and legal immigrants who generally do not have access to affordable employer coverage can use CC to obtain coverage. Additionally, small businesses with fewer than 100 employees can use CC to obtain coverage for their employees. Prior to 2016, states can limit exchanges to businesses with up to 50 employees. Beginning in 2017, states can allow any business to purchase coverage from the CC. One recent study estimates that by 2016 up to 8.4 million individuals in California would be eligible to participate in the exchange, even if employers with over 100 employees are not included.

Certify Health Plans. CC will certify the “qualified health plans” that will be offered through CC. Certification will be based upon the plan’s ability to meet federal requirements regarding: (1) benefit design; (2) marketing practices; (3) provider networks, including community providers; (4) plan activities related to quality improvement; and (5) the use of standardized formats for consumer information.
Maintain Consumer Access to Information. CC will maintain an Internet website through which individual consumers may obtain comparative information on participating health plans. They will also operate a toll–free telephone hotline to respond to requests for assistance.
Perform Premium Reviews. CC will review the premiums that are being charged by health plans to determine whether the plan should be made available through CC.
Outreach and Exemption Functions. Individuals who contact CC will be provided information on various public health coverage programs as well as the plans available through CC. CC will also establish a “navigator program” to conduct outreach and facilitate enrollment in qualified health plans. They will certify whether certain individuals qualify for an exemption from the individual mandate and determine when employers are subject to penalties for failing to provide coverage to their employees.





Covered California Coverage 

On 10/1/13, enrollment for new subsidized coverage 
will begin. 
 

On 1/1/14, Californians will have access to the online 
CC portal to shop for health insurance coverage. 
 

In 2019, millions of Californians will obtain health 
coverage. 
 

Low-income people and families will be able to access 
federal subsidies to offset the cost of premiums, which 
will make health insurance affordable to millions for 
the first time. 
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Enrollment for new subsidized coverage will begin on October 1, 2013 — 90 days in advance of when coverage begins on January 1, 2014. At that time, Californians will have access to the online Covered California portal to shop for health insurance coverage. 

Enrollment for new subsidized coverage will begin on 10/1/3.  On 1/1/14, Californians can access the online CC portal to shop for health insurance coverage.  Some will learn they qualify for existing public insurance programs; others will qualify for federal subsidies to offset the cost of their premiums for plans purchased through Covered California. Small business owners will have the same purchasing power as large employers to shop for low-cost coverage for their employees, and many small employers will qualify for federal tax credits to help offset coverage costs.

When fully implemented in 2019 more than two million Californians are projected to be receiving subsidized health coverage for themselves and their families through CC. Another 2.1 million Californians are expected to purchase coverage without subsidies through CC or in the individual market. Ultimately, millions of Californians will obtain health coverage as a result of the ACA — a historic increase in health care coverage.



Covered California Website:  www.coveredca.com 



California Plans and Benefits 
 The Board adopted principles to guide the 

selection & oversight of the plans and benefit designs.  
 

These principles include: 
 

• Promoting affordability 
• Assuring access to quality care  
• Facilitating informed choice of health plans 
• Promoting wellness 
• Reducing health disparities 
• Working to reform the health care delivery system 
• Operating with speed 

Presenter
Presentation Notes
Promoting affordability for the consumer and small employer — both in terms of premium and at point of care
Assuring access to quality care for consumers presenting with a range of health statuses and conditions
Facilitating informed choice of health plans and providers by consumers and small employers
Promoting wellness and prevention
Reducing health disparities and fostering health equity
Working to reform the health care delivery system while being mindful of CC’s impact on and role in the broader health care delivery system
Operating with speed and agility and using resources efficiently in the most focused possible way




Essential Health Benefits 

• Ambulatory patient services 
• Prescription drugs 
• Emergency services 
• Rehabilitative and habilitative services and devices 
• Hospitalization 
• Laboratory services 
• Maternity and newborn care 
• Preventive & wellness services & chronic disease management 
• Mental health and substance use disorder services, including      
    behavioral health treatment 
•  Pediatric services, including oral and vision care 

Presenter
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Based on federal guidance, states have some flexibility in defining the essential health benefits that will become the “benchmark” plan for coverage in the state. In California, the Legislature adopted AB 1453 by Assemblyman Bill Monning and SB 951 by Senator Ed Hernandez, which designates the Kaiser Foundation Health Plan Small Group HMO 30 plan, as it was offered during the first quarter of 2012, as the state’s benchmark plan for essential health benefits. On Sept. 30, 2012, Gov. Jerry Brown signed the bills into law.

To make it easier for consumers to compare products on an “apples-to-apples” basis, carriers who offer Qualified Health Plans through Covered California in the individual marketplace and SHOP will be required to sell those same plans outside Covered California. Further, all carriers in the individual and small group markets, including those not in Covered California, will still be required to include in their offerings one product that matches Covered California’s standardized benefit designs. Requiring health plans to match the coverage and price of plans sold inside and out of the Covered California marketplace reduces the likelihood of plans segmenting individuals and small employee groups by risk characteristics and “dumping” riskier, higher-cost populations into Covered California plans. This requirement, along with the federal Affordable Care Act’s risk reduction mechanisms, is designed to protect Covered California plans from adverse risk selection. These and other reforms are intended to shift the focus of the insurance industry to value rather than risk avoidance.



CC Offers Coverage in Uniform Categories 

Metal Tiers By Share of Cost 
 

Presenter
Presentation Notes
Policies offered through CC and in the individual and small employers insurance marketplaces will be organized into categories of coverage, making it easier for individuals and small business owners to compare coverage options and tradeoffs.

Every insurance policy offered inside and outside the CC marketplace will be given a “metal rating” — platinum, gold, silver or bronze — based on “actuarial value” calculations.  This rating indicates the share of costs paid by the plan for health benefits and the share paid by the consumer. For example, a consumer with a bronze-level plan would pay on average 40 percent of the cost of healthcare expenses through features like deductibles and coinsurance, while a consumer with a higher-premium platinum plan would pay only 10 percent.

Consumers will be given the information they need to better understand the tradeoffs inherent in purchasing health insurance coverage. Some may decide they prefer to pay more each month for a plan the covers more of their healthcare costs and helps keep their out-of-pocket costs low. Others may decide their top priority is the lowest monthly premium possible, and they may be willing to accept the risk of paying significantly more when they access care. It will be essential for CC to educate consumers about these tradeoffs so they fully understand the choices they are making and the potential overall costs of health care associated with the coverage they select.

While federal law requires a carrier to offer plans rated silver and gold in each Exchange, CA state law goes further, requiring plans in CC to offer each of the four metal levels as well as a fifth product known as a catastrophic plan. A catastrophic plan is a high-deductible health plan offered through CC for mostly individuals under age 30 that features lower premiums for higher deductibles.



Insurance Market Reforms Under the ACA 

Effective Sept. 23, 2010: 
• Insurers can’t set lifetime dollar limits on essential health 
   benefits 
• Insurers are not allowed to re-examine a customers’ initial  
   application to cancel 
• Dependent children up to age 26 must be offered coverage  
   under a parent’s insurance plan. 
• Insurers can’t exclude children under the age of 19 from  
   coverage due to a pre- existing medical condition. 
 

Effective Jan. 1, 2011: 
• Insurance companies must spend a specific % of premium 
   dollars on medical care and quality improvement activities 

Presenter
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Effective Sept. 23, 2010:
Insurers are prohibited from setting lifetime dollar limits on essential health benefits,
such as hospital stays, beginning with new policies issued.
Insurers are no longer allowed to re-examine a customers’ initial application to cancel, **
or “rescind,” their coverage due to unintentional mistakes or minor omissions.
Dependent children up to age 26 must be offered coverage under a parent’s insurance plan.
Insurers may not exclude children under the age of 19 from coverage due to a pre-existing
medical condition.

Effective Jan. 1, 2011:
Insurance companies are required to spend a specific percentage of premium dollars on medical care and quality improvement activities, and a smaller, limited amount on overhead expenses such as marketing, profits, salaries, administrative costs, and agent commissions. If insurance companies do not meet these new “medical loss ratio” (MLR) standards, they must provide rebates to their customers beginning in 2012.




Insurance Market Reforms Under the ACA (continued) 

Effective Jan. 1, 2014: 
 

• Low-income people will receive federal subsidies to help them 
  buy insurance and cover their out-of-pocket costs. 
 
• Insurance companies must offer the same premium to all 
  applicants of the same age and geographical location. 
 
• Insurance issuers must offer a comprehensive set of health 
  benefits. 
 

• Insurance issuers will no longer be allowed to select enrollees 
  based on risk. 
 

Presenter
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Effective Jan. 1, 2014:
• Low-income individuals and families between 100 and 400 percent of the federal poverty level will receive federal subsidies to help them buy insurance and cover their out-of-pocket costs. Coverage must be purchased through Covered California to qualify for subsidies.
• Insurance companies must offer the same premium to all applicants of the same age and geographical location regardless of health status, medical conditions, gender or other factors that might predict the use of health services. This provision of the Affordable Care Act, known as “guaranteed issue” is designed to prevent insurance companies from writing policies for only the healthiest individuals.
• Insurance issuers must offer a comprehensive set of health benefits known as Essential Health Benefits in any health insurance policy.
• Insurance issuers will no longer be permitted to select enrollees based on risk.
Several mechanisms in the Affordable Care Act will support this transition by stabilizing premiums starting in 2014, including:
Risk Adjustment — The ACA seeks to end the incentive for issuers to avoid the sick and market only to the healthy by transferring excess payments from plans with lower risk enrollees to plans with higher risk enrollees. Health plans and insurance issuers who experience lower-than-average actuarial risk among enrollees will face assessments, while those who have higher-than-average risk among enrollees will
qualify for state payments;
Reinsurance — The ACA establishes a transitional reinsurance program to even out the health insurance market and moderate premium increases during the years that Exchanges are being established. For any plan beginning in the three-year period starting Jan. 1, 2014, insurers must pay into a reinsurance fund. Plans that experience very high claims will qualify for reimbursement from this fund; and,
Corridors — Under a program of risk corridors set up for calendar years 2014, 2015 and 2016, qualified health plans offered in the individual or small group market shall participate in a payment adjustment system based on the ratio of the allowable costs of the plan to the
plan’s aggregate premiums. Qualified Health Plan issuers with costs that are three percent less than the issuers’ costs projections will remit charges for a percentage of those savings to the U.S. DHHS, while qualified health plan issuers with costs greater than three percent of cost projections will receive payments from the department to offset a percentage of those losses.




Insurance Market Reforms Under the ACA (continued) 

• Large employers who do not provide affordable coverage will  
  pay a fee if their employees receive premium tax credits to buy  
  their own insurance in CC. 
 
• Small businesses will be eligible for tax credits to offset the  
  cost of credits up to 50 % of the cost of insurance if they meet 
  3 criteria. 
 
• The ACA requires nearly all individuals to be enrolled in a  
   health insurance plan. 

 

Presenter
Presentation Notes
• Large employers with at least 50 full-time employees who do not provide affordable health insurance will be required to pay a fee if their employees receive premium tax credits to buy their own insurance in the Exchange.
• Small businesses will be eligible for tax credits aimed at offsetting the cost of credits up to 50 % of the cost of insurance if they 1) pay for at least half the cost of employee coverage, 2) pay average annual wages below $25,000 and 3) employ fewer than 10 full-time workers. The credit decreases as company size and average wage rise until it is phased out for employers with 25 or more full-time workers and average annual wages of $50,000 or more.
• The ACA requires nearly all individuals to be enrolled in a health insurance plan. The plan must meet minimum standards or pay an assessment, except in cases of very low income individuals who cannot afford insurance or other limited exceptions.



A 29-year-old with asthma who earns $20K a year as a self-
employed painter (179% of the federal poverty level) 

Before the ACA 
• unable to buy health 

insurance due to his 
medical condition 

• asthma treated 
irregularly and 
ineffectively 

• makes regular high-cost 
trips to the emergency 
room 

• loses wages due to his 
intermittent inability to 
work 

After the ACA 
• buys health insurance for the first time 
• obtains regular care from a physician for his 

asthma 
• pays $89/month in premiums because the 

$280 monthly premium for insurance is offset 
by a federal subsidy of $191 

• pays a maximum of $2,017/year in co-pays or 
deductibles due to provisions of the ACA that 
cap on out-of-pocket costs for individuals at his 
income level 

• works without interruption and enjoys a better 
quality of life because his asthma is under 
control 



A family of 4 with parents age 33 & 35, 1 of whom earns $35K a 
year as a window washer (152% of FPL) 

Before the ACA 
• attempted to buy coverage and 

found the monthly premium of 
$760 unaffordable 

• learned that many of the policies 
offered did not include benefits 
they needed  

• one family member continued to 
gain 20 pounds/year, leading to 
adult-onset diabetes 

• began seeking acute care in the 
emergency room, with costs 
shifted to the government and 
others who have insurance 

After the ACA 
• bought coverage for the family for the 1st 

time 
• pays a monthly premium of $119 due to a 

$640 subsidy offsetting the $760 monthly 
premium 

• paid a maximum of $4,033 in copays and 
deductibles due to ACA  provisions that cap 
out-of-pocket costs for families at their 
income level 

• began getting regular medical care, learning 
of the dangers of diabetes and undertaking 
lifestyle changes to prevent the disease 

• began weight loss program to improve 
health with support from Drs. and insurers 

• improved overall health and avoided trips to 
the emergency room, reducing costs to the 
health care system 



 
 Tribal Consultation under the ACA 

Section 1311(d)(6) of the ACA requires state health 
insurance marketplaces/exchanges to consult with 
stakeholders in the planning, establishment, and 
ongoing operation of exchanges. 
 
The U.S. DHHS requires that each State that has 1 
or more federally-recognized Tribes, located within 
the Exchange’s  region, engage in regular and 
meaningful consultation with Tribes on Exchange 
policies that have Tribal implications.  

Presenter
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HHS encourages Exchanges to seek input from Tribal and urban Indian organizations and develop a process for consultation with Tribal governments, regarding the start-up and ongoing operation of the exchanges.

CC shares the HHS goal of establishing a clear policy and process to solidify its government-to-government relationship with Tribes. 



CC Consultation Policy Statement 
 California is committed to strengthening and 

sustaining effective government-to-government 
relationships between the State and the Tribes 
by identifying areas of mutual concern and 
working to develop partnerships and consensus.  
 

CC recognizes and reaffirms this commitment 
and the inherent right of these Tribes to exercise 
sovereign authority over their members and 
territory.  



CC Consultation Policy Statement (continued) 

To establish and maintain a positive relationship, 
communication and consultation must occur on an 
ongoing basis so that Tribes have an opportunity 
to provide timely input on issues that may have a 
substantial direct effect on Tribes and Indian 
health organizations.  A clear Tribal Consultation 
Policy will establish the foundation of the 
relationship between the CC and California’s Indian 
Tribes, and ensure Tribes have access to CC 
leadership.  
 
 

Presenter
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CC is committed to strengthening and sustaining an effective government-to-government relationship between the Exchange and the Tribes by cultivating reciprocal trust and respect through a meaningful consultation process.




ACA – Health Insurance Marketplace/Exchange 
Indian Provisions  

Cost-Sharing Exemption –AI/AN persons with incomes up to 300% of FPL 
($33,510 for a single person and $69,150 for a family of four) exempted from 
marketplace cost-sharing. 
 

Tribal Program Cost-Sharing Provisions –QHP cannot reduce payments to 
tribal programs or any other provider for AI/AN cost-sharing exemption.  
  
Insurance Exemption –AI/AN people are exempt from health insurance 
penalties.  
  
QHP Enrollment –AI/AN people can enroll monthly and change plans at least 
once a month.  
  
Payer of Last Resort –Tribal and urban Indian health programs are payer of 
last resort for services to AI/AN people.  

 

Presenter
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AI/AN Cost-Sharing Exemption Up to 300% Federal Poverty level (FPL), exempt from any point-of-service cost sharing requirements (Section 1402(d) and 2901(a)) 
 
Tribal Program Cost-Sharing Provisions –Adds other cost-sharing protections for Indian & Urban Indian health programs (Sec. 1402(d)(2)).  Prohibits HBE Qualified Health Plans (QHP) from reducing payments to programs to off-set cost of AI/AN cost-sharing exemptions.  HHS responsible for paying QHP for any such costs associated with exemption 

AI/AN Exemption from Health Insurance Penalties –Individuals subject to fine collected through federal income tax obligations . ACA Section 1501(e) exempts certain persons from the penalty, including a member of an Indian Tribe 
 
AI/AN Monthly Enrollment Periods –Special monthly enrollment periods for AI/AN to prompt enrollment in the HBE (Section 1311(e)(5)(D)).  HHS proposed rule further defines provisions: an AI/AN may enroll in a QHP or change from one QHP to another 1 time per month (45 155.420(d)(8)) 
 
Payer of Last Resort. –Health programs operated by I/T/Us shall be payer of last resort for services provided to AI/AN individual’s eligible for services through these programs (Section 2901(b))



Other Provisions Impacting AI/AN Enrollment  
 

Consultation –HBE on-going consultation with specific entities, including 
federally recognized tribes in their geographic area. 
Premium Payments –Federal rules allow HBE to adopt provisions to allow 
Tribes and urban Indian health programs to pay premiums for AI/AN people.  
Navigator Program –HBE required to pay grants to entities to serve as 
“Navigators, including Tribes, tribal programs and urban Indian health 
programs.  
Essential Community Providers –QHPs required to contract with essential 
community providers, includes “ …. facility operated by a tribe or tribal 
organization under the ISDA or by an urban Indian organization receiving funds 
under title V of the IHCIA for the provision of primary health services.”  
Essential Community Provider Contract Requirements –QHPs must include, “. . 
.within the provider network. . . have a sufficient number of essential 
community providers. . .that serve predominately low-income, medically 
underserved individuals.” Definition of sufficient number left to the States to 
determine.  
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HBE Consultation-Must consult with stakeholders relevant to Exchange implementation/administration (Section 1311(d)(6)).  HHS rules require on-going consultation with specified entities, including Federally-recognized tribe(s) (45 CFR 155.130(f)). 
 
Premium Payments –Individuals enrolled in a QHP may pay any premium directly to the Plan (Section 1312(b)).  HHS rules expand this provision to Tribes, tribal organizations, and urban Indian organization (45 CFR 155.240(b)) 
 
Navigator Program –Requires HBEs to have programs that award grants to entities to serve as “navigators (Section 1311(i)). HHS proposed rules list entities eligible for being navigators – includes Tribes, Tribal organizations, and urban Indian organizations (45 CFR 155.210.b(2)(viiii) 

Program Essential Community Provider Status –Requires that QHPs contract with “essential community providers that “. . .serve predominately low-income, medically-underserved individuals (Subsection 1301(c)(1)(c))”.  Providers defined in Section 340B(a)(4) of the Public Health Service Act and providers described in Section 1927(c)(1)(D)(i)(IV) of the Social Security Act (SSA).  This includes, “ …. facility operated by a tribe or tribal organization under the Indian Self-Determination Act or by an urban Indian organization receiving funds under title V of the Indian Health Care Improvement Act for the provision of primary health services.” 
 
QHP Essential Community Provider Requirements –QHPs must include, “. . .within the provider network. . .a sufficient number of essential community providers. . .that serve predominately low-income, medically underserved individuals (Subsection 1301(c)(1)(C) and 45 CFR 156.235)”.  Rule does not define what constitutes sufficient number of essential community providers.  Pre-amble notes states may elect to adopt a “blanket” contract requirement the QHP issuers would be required to offer contracts to all essential community providers (e.g., any-willing provider). HHS is continuing to solicit comments on how to define the “sufficient number” standard.




Indian Health Care Improvement Act Reauthorization 

ACA further prompts goal of improving health care for the AI/AN population by 
permanently re-authorizing IHCIA. Includes set of provisions to assist tribal 
programs participating in federal programs, including the ACA HBE, intended to 
support tribal capacity to serve AI/AN people  
 

Tribal and Urban Indian Program Licensing Requirements –Tribal programs 
must meet federal/state requirements, but do not need to be licensed.  
 

Tribal Provider Licensing Requirements –Tribal program’s professional staff can 
be licensed in another state.  
 

Tribal Program Payments –Indian health providers have the right to recover 
from third party payers, including insurance companies up to the reasonable 
charges billed for providing health services or, if higher, the highest amount the 
insurer would pay to other providers to the extent that the patient or another 
provider would be eligible for such recoveries. 
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Tribal and Urban Indian Program Licensing Requirements –Section 408(a)(2) requires federal health care programs to accept an entity operated by IHS, Tribes or urban Indian organizations as a provider on same basis as other qualified providers, if it meets the applicable licensure requirements for its provider type, regardless of whether the facility obtains the applicable license. These licensing exemption provisions also apply to tribal programs that contract with HBE QHPs 
 
Tribal Provider Licensing Requirements –To increase clinical recruitment and retention, Section 221 of IHCIA provides that licensed health professionals that are employed by a tribal health program are exempt, if licensed in any State, from the licensing requirements of the State in which the tribal health program performs the services described in the contract or compact of the tribal health program. These provisions apply to professionals working for tribal programs that are QHP providers. 
  
Tribal Program Payments –Section 206 of the IHCIA provides requires that all Indian health providers have the right to recover from third party payers, including insurance companies up to the reasonable charges billed for providing health services or, if higher, the highest amount the insurer would pay to other providers to the extent that the patient or another provider would be eligible for such recoveries. HHS’ rule pre-amble states that the payment requirements under section 206 of IHCIA apply to QHP issuers, as well as to any insurer, employee benefit plan or other third party payer. 




Timeline for Covered California 



For more information contact: 

Mark LeBeau, PhD 
Health Policy Analyst 

California Rural Indian Health Board, Inc. 
4400 Auburn Blvd., 2nd Floor 

Sacramento, CA 95841 
(916) 929-9761 Ext. 1030 
mark.lebeau@crihb.org 
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