State Health Reform Assistance Network
Charting the Road to Coverage

ISSUE BRIEF
November 2012

State Tasks for Partnership Exchange
Prepared by: Manatt Health Solutions

The following is a high level summary of the tasks that states must accomplish to achieve
certification of a State Partnership Exchange for Plan Management and/or Consumer
Assistance. These tasks closely track the Blueprint for Approval of Affordable State-based or
State Partnership Insurance Exchanges, released in final form on August 20, 2012, which
provides a step-by-step guide for states to apply for approval to operate a State-based or
Partnership Exchange by the November 16, 2012 deadline. Also included are more detailed
annotations of tasks (numbers in parentheses track back to the Blueprint tasks) as well as
“related” activities that are not reflected in the Blueprint, but will support State Partnership
Exchange development.
Finally, the document addresses State Medicaid and Children’s Health Insurance Program
(CHIP) agency tasks required to interface and coordinate Medicaid, CHIP and advanced
premium tax credit/cost-sharing reduction eligibility determinations with the FederallyFacilitated Exchange (FFE). Such coordination is a requirement of the ACA and a condition of
the 90/10 funding to upgrade state Medicaid eligibility systems.1 Notably, the Blueprint does not
include eligibility and enrollment tasks for FFE or Partnership Exchange states; hence, these
tasks are drawn from recent information released by CMS regarding State Medicaid and CHIP
program integration with the FFE.2

Plan Management
Blueprint Requirements
1.	Validate state’s authority to certify and oversee Qualified Health Plans (QHPs) in the
Exchange marketplace (4.1). Confirm that the state’s insurance agency has the required
authority to certify and oversee QHPs. Such authority may exist in combination with
other state agencies, Medicaid or Departments of Health.
2.	Develop a process for certifying QHP issuers and QHPs under ACA standards (4.2).
Describe how the State’s QHP certification process will work to ensure that each issuer
and benefit plan meets all certification standards. Identify the entities or agencies that
will have roles and responsibilities with respect to one or more certification standards;
describe agencies roles in the process; and, note any differences in the process unique to
the Small Business Health Options Program (SHOP).
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3. Define QHP certification requirements for issuers (4.2a, b).
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Timeliness. Certification of QHPs must occur before open enrollment begins in
October 2013.
L
 icensure and good standing. States assuming responsibility for QHP certification
must ensure QHPs comply with standards related to licensure and good standing.
S
 ervice areas. The state must have a process in place to establish or evaluate issuer
service areas to ensure they are not discriminatory and meet additional criteria.
G
 eneral network adequacy standard. Network adequacy requirements can be met by
adhering to the National Association of Insurance Commissioners’ (NAIC’s)
standard of “accessible without unreasonable delay.” States may add quantitative
standards, though they are not required.
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E
 ssential Community Providers (ECPs). The state must establish a standard and mechanism to ensure “sufficient” numbers and
geographic distribution of a broad range of ECPs.
Marketing. Marketing requirements can be met by ensuring compliance with state’s laws and regulations with regard to marketing.
Accreditation. The deadline for QHP accreditation can be extended to 2015 or later, but state must have a timeline and plan to
implement the accreditation requirement.
Transparency. The state must develop and implement specific disclosure requirements of all issuers.

4. Define certification requirements for QHPs (4.2b, c, d, e).
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R
 ates and forms (benefits). Rate and benefit information must be submitted to the Federal government and remain the same for the full
contract year.
Essential Health Benefits (EHBs). Plans must provide coverage for all EHBs.
A
 ctuarial value. Plans must have cost-sharing that meets one of the four metal level values (platinum, gold, silver and bronze). The U.S.
Department of Health and Human Services (HHS) will provide states with an actuarial calculator.
C
 ost-sharing reductions. Plan variations must be supported by data sufficient to analyze compliance with cost-sharing reduction
regulations.
Discriminatory benefit design. Benefit designs cannot discourage enrollment of individuals with significant health needs.
I nsurance reforms. Though federal rules are currently pending, plans must comply with new rating rules (for example, age bands and
family composition tiers) and other insurance reforms.
R
 ate increases. Rate increase justifications must be submitted prior to the implementation of an increase. Justifications must be
reviewed and posted on the appropriate website.

5.	Select or procure plan management information technology (IT) system or processes to support collection of QHP issuer and plan data,
facilitate QHP certification activities, manage QHP issuers and plans and integrate with FFE (4.3). Collect data that will enable the state
to analyze rates, benefits and cost-sharing reductions to, for example, generate consumer premiums or identify the silver plan with the
second-lowest cost for premium tax credit calculations. The NAIC is in the process of upgrading the System for Electronic Rate and
Form Filing (SERFF) to support state plan management activities.
6.	Develop process and system requirements for monitoring plans on an ongoing basis, including a process for monitoring performance that
includes complaint resolution and analysis (4.4). States must have a process to collect, analyze and resolve complaints. There may be
opportunities for coordination with a federally-initiated consumer assistance program, and the state may want to rely on or integrate
with similar processes that may already be in place in other agencies (for example, insurance and Medicaid agency ombudsmen
programs).
7.	Develop the capacity to support and provide technical assistance to issuers to ensure ongoing compliance with QHP operational standards
(4.5). This is a common function for many state insurance departments.
8.	Develop QHP issuer process for recertification, decertification and appeal of decertification (4.6). Develop a process for transitioning
enrollees to new QHPs in the event of decertification, with particular attention to any differences that exist for SHOP enrollees. An
ACA-compliant appeals process for decertification decisions must also be put into place.
9. E
 stablish timeline for QHP issuer accreditation and develop systems and procedures to ensure compliance (4.7). States must develop a
timeline even though this requirement can be met in 2015 or later. HHS has established a temporary “phase one” accreditation process,
having selected the National Committee for Quality Assurance (NCQA) and the Utilization Review Accreditation Commission (URAC)
as the only two recognized accrediting entities.
10.	Define minimum quality reporting requirements for QHPs and develop systems and procedures for insurer data collection and analysis (4.8).
HHS has stated that there will be future guidance on the ACA requirements related to quality, meaning states have flexibility in
implementing quality provisions under broad statutory requirements.
11.	Transition enrollees in the Pre-Existing Condition Insurance Plan (PCIP) into the Exchanges (3.14). States must follow federal procedures
to ensure that PCIP enrollees do not have lapses in coverage as they transition to Exchange coverage.
12.	Comply with HHS IT guidance (9.0). Ensure an adequate technology infrastructure and bandwidth, and comply with federal guidance,
including quality management and testing requirements.
13.	Comply with privacy and security requirements (10.0). Ensure the privacy and security of protected information and comply with federal
standards, policies and procedures.
14.	Oversee, monitor and report on plan management activities (11.0). Track and report on federally-prescribed outcome metrics, and uphold
financial integrity provisions, including accounting, reporting, and auditing procedures.
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15. Comply with contracting rules (12.0). Follow federal rules for contracting and outsourcing agreements.
16.	Enter into agreements and submit data (13.1). State must have an overall agreement in place with HHS to operate the plan management
activities, and must agree to a process for the timely submission of data in FFE-specified formats.
Related Plan Management Tasks
17.	Designate one of ten benchmark plans as the state EHB plan. States must submit declaration letters to HHS articulating their designated
EHB benchmarks or default to the largest selling small group plan in the state market. The EHB benchmark plan decision is time critical
because insurers need to know what the EHBs are by the fall of 2012 to design their plans’ benefit packages for filing in the first quarter
of 2013.
18.	Develop QHP participation strategy. Determine whether QHPs meet the best interest test simply by meeting certification standards (open
marketplace approach) or whether the best interest test requires higher standards for participation (active purchasing approach).
19.	Develop QHP procurement strategy. Determine whether insurer product offerings are to be limited and/or standardized beyond what is
required by ACA (or in other words, are insurers permitted to offer only a limited number of products per metal level, and will costsharing be standardized, for example).

Consumer Assistance
Blueprint Requirements
1.	Manage and operate a Navigator program. Designate a state entity to enter into the necessary agreements to give the entity the authority
and capacity to manage and operate a Navigator program in conjunction with the FFE. The exact division of labor is not clear from the
Blueprint on issues such as selecting the Navigators, but the state entity would support, administer and oversee at least the following
aspects of the Navigator program:
			 ■ Ensuring Navigators are appropriately trained.
			 ■ Ensuring adherence to training and conflict of interest standards established by the FFE.
			 ■ Ensuring adherence to privacy and security standards developed by the FFE.
2. E
 stablish an in-person assistance program. This task was an addition in the final Blueprint and appears designed to enhance the
Exchange’s readiness to serve consumers by requiring states applying for a consumer assistance partnership to establish “an in-person
assistance program distinct from the Navigator program” and have a plan to operate the program in compliance with FFE guidance,
policies, and procedures.
Related Consumer Assistance Tasks
3.	Continue stakeholder consultation. Determine how best to continue grant-required engagement with consumers, small businesses,
Medicaid and CHIP agencies, agent/brokers, employer organizations and others.
4.	Coordinate outreach strategy with the FFE. Continue outreach work, especially with target populations: individuals, small businesses and
their employees, agents/brokers, employer groups, health care providers, community based organizations, tribal organizations and
advocates for hard-to-reach populations.
5.	Continue refining the role of agents and brokers. Consider how current state laws and regulations governing agents and brokers facilitate
or impede the goals of the Exchange and broader access to health coverage through tax credits and public programs, such as Medicaid
and CHIP. Determine whether to work with the FFE on alternative access through web brokers.

Eligibility and Enrollment Tasks3
1.	Develop the state’s Medicaid and CHIP verification plan, including verification requirements, useful data sources and reasonable
compatibility standards.
2.	Determine whether the state will elect an “assessment” or “determination” approach to Medicaid and CHIP eligibility determinations in the
FFE and which state agency (where the state has a separate CHIP agency) will receive notices from the FFE.
			

■

Determination: State agency accepts FFE eligibility determination with no further verification and enrolls individual.

			

■

Assessment: State agency may apply additional policies, procedures (including data sources and reasonable compatibility standard)
that were not included in the FFE determination process. State must accept verification of individual eligibility criteria where FFE
applies state rules.

3. Develop systems capacity and applicable business rules to enable the Medicaid and CHIP agencies to:
			

■

 erify applicant-attested eligibility information, including SSN, citizenship and immigration status through the federal data
V
services hub;

3 | State Tasks for Partnership Exchange

State Health Reform Assistance Network

			

■

R
 eceive, through a secure electronic interface, electronic accounts for consumers who have been determined or assessed potentially
eligible for Medicaid or CHIP and generate a notice of receipt of such accounts;

			

■

W
 ith respect to IAP applications that originate in Medicaid/CHIP agency, transmit accounts to FFE of individuals determined
ineligible for Medicaid/CHIP and potentially eligible for Premium Tax Credits (PTCs)/ Cost-Sharing Reductions (CSRs) and receive
FFE notices of receipt of such accounts; and,

			

■

I ssue consumer communications and notices regarding Medicaid/CHIP eligibility determinations and, to the extent required by HHS
(subject to future guidance), coordinate and consolidate such communications and noticing with the FFE.

4.	Develop the systems capacity and interfaces to enable the FFE to verify applicant-attested income against state income data sources
including quarterly wage and unemployment data. Subject to guidance and specifications from HHS, such interfaces would enable the
FFE to assess and/or determine Medicaid/CHIP eligibility using more current state data than would otherwise be available to the FFE.
Such data may not be maintained by the state’s Medicaid or CHIP agencies and would require data use agreements and system
interfaces with other agencies to enable data access.
5.	Develop Memoranda of Understanding (MOU) between and among the FFE, Medicaid/CHIP agency and other state agencies,
memorializing agreed upon roles, responsibilities and data use with respect to IAP eligibility determinations.
6.	Communicate state’s Medicaid/CHIP MAGI eligibility rules to the FFE. Included in the communication of state’s MAGI eligibility rules
are state-specific rules and options that will be accommodated by the FFE, as articulated in “Federally-facilitated Exchange/Medicaid
and CHIP Integration Points to Support Eligibility and Enrollment,” released on September 20, 2012.
7.	Coordinate call center. Develop operating plan and procedures for customer service for eligibility and enrollment and coordinate with
FFE and other entities providing customer service in state. It will be important to ensure the appropriate hand-offs are completed to
meet the needs of consumers.

1

 1413 of the Patient Protection and Affordable Care Act (‘‘PPACA’’; Public Law 111–148) consolidating the amendments made by title X of the Act
§
and the Health Care and Education Reconciliation Act of 2010 (‘‘HCERA’’; Public Law 111–152); 42 CFR 433.112

2

“ Federally-facilitated Exchange/Medicaid and CHIP Integration Points to Support Eligibility and Enrollment” released on September 20, 2012,
Centers for Medicare and Medicaid Services. Available to state officials on https://calt.cms.gov.

3

 ssential Information for Medicaid/CHIP Agencies Related to the Data Services Hub and Federally-facilitated Exchange released on September
E
20, 2012, Centers for Medicare and Medicaid Services. Available to state officials on https://calt.cms.gov.
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