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July 25, 2016
The Honorable Secretary Sylvia Burwell

Department of Health and Human Services

200 Independence Avenue, SW

Washington, DC 20201
RE:   Human Arc Comments on Healthy Ohio Program 1115 Demonstration Waiver

Dear Secretary Burwell: 

Thank you for the opportunity to Comment on the Healthy Ohio Program 1115 Demonstration Waiver, published for comment on July 8, 2016 at https://public.medicaid.gov/connect.ti/public.comments/view?objectId=1886723.  

I started Human Arc in Ohio in 1984 with the sole purpose of bridging the gap between available government programs and their intended beneficiaries. Human Arc has expanded over the past 32 years to help hospitals and health plans connect their patients and members to governmental programs and community services. We have helped well over a million people in unfortunate circumstances enroll in Medicaid and have helped many millions find food, clothing, shelter, prescriptions and more. Human Arc has 550+ associates, based mainly in Ohio, serving the low-income, disabled and elderly population. We are a for-profit organization financed by the value received by our customers.   Our Ohio customer base is comprised of four of the five Medicaid managed care plans and about one-third of the state’s hospitals. We believe our long history of working with the low income population gives our voice credibility. 

We appreciate the intention to create personal responsibility, transportable Health Savings Accounts, award value for preventive care and following provider guidelines, and for the desire to develop data relative to consumer behavior in these settings. While these comments do not address it, we feel the cost sharing payment requirement of the Healthy Ohio adult Medicaid population with income from 1 to 133 percent is a dangerous experiment that will adversely affect the low-income population and medical providers in this state. 

Our greatest concerns with the Healthy Ohio Program 1115 Demonstration Waiver include the following:

1. Waiver of retroactive eligibility and its corresponding elimination of Medicaid fee-for-service payments. 

2. Application process under which an individual applies and the resulting timing of eligibility for Medicaid benefits. 

Recommendation

· We propose that the application process be adjusted to allow for 90-days retroactive coverage from submission of application (as it is in current law - 42 U.S.C. §1396(a)(34)) and that fee-for-service provider reimbursement continue during the current month of application and during the retroactive period if an applicant has medical bills during the current month or prior period.  We also propose elimination of the requirement for the applicant to pay the first 25 percent of the Healthy Ohio cost sharing payment during the current month and prior periods if there are medical bills. We believe any entity or individual should be able to assist an applicant with their Buckeye Account payments.   Below is a detailed explanation supporting our recommendation.

WAIVER OF RETROACTIVE COVERAGE and its corresponding elimination of Medicaid fee-for-service payments
The ramifications of the Healthy Ohio waiver, as written, will substantially impact the low-income population of this state, particularly those that are uninsured, eligible for Medicaid and in need of health care services. It will also adversely impact the medical providers trying to serve them. Gaps of time without medical coverage for the low income population that are eligible and applying for Medicaid will be significant. Every day we experience situations where uninsured individuals present at a hospital requiring emergency medical treatment and many times are unable to manage an application process due to mental health issues, lack of capability, illness and a myriad of other reasons. The following is a case in point:

A father found his 28-year old son at home in a catatonic state.  The young man was in critical condition and hovering somewhere between life and death when Human Arc began working with the family.  We met with the man’s parents and, over the next few months, established a trusting relationship with them.

Through the process, we learned that the patient had always been healthy and robust.  His self-employed boss could not afford to offer group health insurance for his employees.  The diagnosis was an aggressive form of leukemia. When the young man awoke he was unable to move or speak. After a month in the hospital, and having accrued over $500,000 in medical bills, the patient was moved to onsite rehabilitation for another month.  His total bills would increase to nearly $1 million.  

The process from application submission to approval took six months.  Retroactive coverage played a crucial role in his financial recovery and continuum of care. Additionally, the providers were able to receive fee-for-service payment retroactively for providing his care. 

It is difficult to imagine how this scenario would have played out under Healthy Ohio. A lack of retroactive coverage could have resulted in a huge financial burden, prevented or delayed the applicant’s transfer to rehabilitation, and compromised his health. 
A waiver of retroactive fee-for-service coverage will result in job losses in the healthcare industry from providers who no longer need to provide in-house or vendor services which support the screening and application assistance for Medicaid and retroactive reimbursement. A redirection of the uninsured to the county offices will most likely overwhelm current staff as Ohio loses much of the support of existing patient advocate services. To put it in perspective, eligibility vendors and hospital in-house programs screen over 500,000 cases annually for Medicaid eligibility.

Retroactive eligibility was first enacted in 1972 to protect persons who are eligible for Medicaid but do not apply for assistance until after they have received care, either because they did not know about the Medicaid eligibility requirements, or because the sudden nature of their illness prevented their applying. The provision was amended in 1973 to provide retroactive coverage for persons who died before eligibility could be claimed.
 This is codified at 42 U.S.C. §1396(a)(34). The Social Security Program Operations Manual System (POMS) states that “Retroactivity is very important.
”  Is it any less important for the Healthy Ohio intended beneficiaries? We believe it is important, even critical, for all Medicaid applicants to have access to retroactive Medicaid coverage both for the reasons stated by Congress when it was legislated as well as those we have outlined below.

The following comments and rationale will illustrate that the Healthy Ohio 1115 Demonstration Waiver does not meet the following criteria used by the Center for Medicare and Medicaid Services to determine whether Medicaid program objectives are met relative to providing retroactive coverage: 

· Increase and strengthen overall coverage of low-income individuals in the state.

· Improve health outcomes for Medicaid and other low-income populations in the state.

Gap in coverage
· Gap could be days to years: The gap in coverage that will be created by the elimination of retroactive coverage could be devastating to those newly enrolled Healthy Ohio recipients who received services prior to their start date. This gap could be substantial, particularly if an individual is denied, requests an appeal which is sustained and eventually overturned at the Administrative Appeal or Court of Common Pleas level. The time frame for application processing could be days to weeks to months to a year or more. Since there is not adequate coverage after a health care emergency, due to the delay from the application process, the likelihood of following the intended continuum of care is reduced and health outcomes will be impacted. Here is an illustration:

In December 2014 an uninsured man was admitted to the hospital because of a major stroke. He does not have any relatives or next of kin to make decisions or sign any paperwork. In late January 2015 his condition improved and he was medically cleared to make decisions and sign paperwork. 

This client was self-employed and worked in December 2014, prior to the stroke. Human Arc was able to obtain a signed authorization form to submit a Medicaid application on his behalf in late January 2015 and request retroactive coverage for December 2014. In February 2015 the hospital needed to transfer their patient to a Nursing Home. He could not be discharged home since he lived alone. A Nursing Home Application was submitted in February 2016. 

The applicant’s county of residence is nearly eight months behind on processing Medicaid applications. Human Arc had provided the county with all verifications required to process the original application with ongoing coverage.  A state hearing was held in August of 2015 because the county only approved his nursing home stay and nothing prior. Human Arc won the appeal and the county was ordered to activate the applicant’s Medicaid effective December 1, 2014.  He has since returned back to work part-time but still has issues from his stroke and needs physical therapy. Because Ohio Medicaid permits retroactive coverage, Medicaid was able to cover all of the applicant’s medical bills starting December 2014 through the present.  

Medical Debt

· Collections, bankruptcies: Lacking insurance coverage puts people at risk of medical debt. In 2014, according to the Kaiser Family Foundation analysis of 2014 Kaiser Survey of Low-Income Americans and the Affordable Care Act nearly a third (32 percent) of uninsured adults said they were carrying medical debt. Medical debts contribute to over half (52 percent) of debt collections actions that appear on consumer credit reports in the United States and contribute to almost half of all bankruptcies in the United States. Uninsured people are more at risk of falling into medical bankruptcy than people with insurance.

· Stress: Collection agencies will be pursuing more people; further stressing the financial, physical and mental health of uninsured and underinsured adults.  

A patient who became disabled due to a sudden illness was no longer able to work. He did not have medical coverage to take care of the expenses incurred during his hospital admission or for subsequent medication and follow-up visits. The applicant was very cooperative but was challenged by delays in application processing and securing verifications due to his illness. He received numerous calls from collection agencies and spent most of his savings on the expensive medications required to rehabilitate. The applicant was approved and able to get his bills paid retroactively. 

In this situation, under Healthy Ohio, a lack of retroactive coverage could have damaged his credit, caused a bankruptcy, and delayed his recovery due to the added stress and lack of financial resources. 

The following comments and rationale will illustrate that the Healthy Ohio 1115 Demonstration Waiver does not meet the following criteria used by the Centers for Medicare and Medicaid Services to determine whether Medicaid program objectives are met: 

· Increase access to, stabilize, and strengthen providers and provider networks available to serve Medicaid and low-income populations in the state.

· Increase the efficiency and quality of care for Medicaid and other low-income populations through initiatives to transform service delivery networks.
Financial
· Uninsured accessing care in the Emergency Room: Poor individuals (0-99 percent Federal Poverty Level) have 6.6 medical visits per year on average according to the U.S. Department of Health & Human Services Office of the Assistant Secretary for Planning and Evaluation (ASPE).
 The gap in coverage between application and start date of coverage could lead those in need of care to access it through the Emergency Room. Service delivery in the Emergency Room is not a transformation and does not increase the efficiency or quality of care for the uninsured.   

· Lost reimbursement: In our estimation (based on our analysis of 2015 reimbursement to our clients extrapolated across Ohio) between $470 and $510 million dollars annually could be lost in Medicaid reimbursement to hospitals alone, not including other medical providers. This represents between 350,000 – 380,000 medical claims that are paid by Medicaid through the retroactive process. Lost Medicaid reimbursement de-stabilizes providers by shifting the cost of care back to the hospitals. 

· Increased expenses and write-offs: Providers will experience an increase in cost to collect, charity care, and bad debt. The elimination of retroactive eligibility and reimbursement for serving prospective Healthy Ohio beneficiaries will add stress to self-pay collections. Providers must have a margin to continue providing care. Healthy Ohio will not strengthen providers or their networks if they cannot pay their bills. No margin, no mission.

APPLICATION PROCESS AND TIMING OF ELIGIBILITY

The purpose of the Affordable Care Act (ACA) is to make health insurance more affordable and accessible for those with little or no coverage. We believe Healthy Ohio goes against this purpose, although Ohio agreed to it when they initially expanded Medicaid coverage in 2014. Adults will be forced to go without coverage and, in many cases, medical care.

The waiver establishes that Medicaid enrollment will not be effective until the following occur:
· Application is submitted with required verifications/documentation.

· The Ohio Department of Medicaid approves the case.

· Patient is enrolled into a Medicaid managed care plan (there will be no Medicaid fee-for-service payments for this population). 

· Health Savings Account (Buckeye account) is set up.

· Patient deposits first cost sharing payment into the account (the waiver requires that at least 25% of the cost sharing payment must come from the patient while the remainder can be funded by an employer or not for profit organization).

The National Health Interview Survey (NHIS) examined the composition of people that remained uninsured through the first quarter of 2015, the most recent data available. Among all uninsured individuals, it identified that: 

· Nearly 8 in 10 of all people without insurance have less than $1,000 in savings and about half have less than $100 in savings.

· People without health insurance are primarily concerned with the affordability of coverage.

The following comments and rationale will illustrate that the Healthy Ohio 1115 Demonstration Waiver does not meet the following criteria used by the Centers for Medicare and Medicaid Services to determine whether Medicaid program objectives are met relative to the application process and timing of eligibility:
· Increase and strengthen overall coverage of low-income individuals in the state.

· Improve health outcomes for Medicaid and other low-income populations in the state.

Gap in coverage

· Outreach and enrollment challenges: Most people who remained uninsured in 2014 had been without coverage for long periods of time, with 29 percent reporting that they had been uninsured for one to five years, 24 percent reporting they had been uninsured for more than five years, and 18 percent reporting that they never had coverage according to the Kaiser Family Foundation analysis of 2014 Kaiser Survey of Low-Income Americans and the Affordable Care Act. 
 People who have been without coverage for long periods may not be aware of their eligibility, or have some reason for their inability to access the application process.  Thus when they present themselves in an emergent situation for medical care, advocacy and support in the application process is critical.

Financial burden

· Low income population have little money: Medical fees, cost sharing, and copayments could contribute to the financial burden on poor adults who need to visit medical providers. The problem is even more pronounced for the 6.3 percent of the population with income of less than 50 percent of the Federal Poverty Level, who effectively have no money available to cover out-of-pocket medical expenses including copays for medical visits. 

· Basic necessities exceed income: According to the U.S. Department of Health & Human Services Office of the Assistant Secretary for Planning and Evaluation tabulations from the 2011 Panel Study of Income Dynamics, a family with income between 40 and 50 percent of the poverty threshold spends on average $3,000 more per year on necessities than its income. For a family with income between 20 and 30 percent of the poverty threshold, expenditures on basic necessities exceed income by $6,000 on average. 

· No hardship exemptions: The Healthy Ohio waiver does not outline any hardship exemptions for situations such as being the victim of a crime, a natural disaster, or for the mentally ill – all of which might prevent timely payments from being made when care is necessary. 

A family made up of a single mom and three daughters had Medicaid but their house was destroyed by a fire right around the time the paperwork was mailed for their renewal. They never received this paperwork and their Medicaid was stopped. Human Arc got involved and started the process of a new application for them. 

Three months later the application was still pending. While waiting for an update from the Ohio Department of Medicaid, the mom was informed that her daughters could not return to school until they had an updated physical on file. The mom did not have the money to pay for the exams. Human Arc pressed the county to process the application as soon as possible. It took another week but the assigned worker responded and processed the medical application for the family.

  

 The time between application submission and approval was over three months. While the family was waiting for the application to be approved the children had to be pulled from school for several days because the mom could not afford the required physicals. 
Reduced access to care
· Poor outcomes: Low-income individuals are especially sensitive to even nominal increases in medical out-of-pocket costs, and modest copayments can have the effect of reducing access to necessary medical care. 
 Loss of coverage due to non-payment could mean lack of treatment and cause serious medical complications, particularly for an enrollee with a chronic condition such as diabetes or hypertension.
 Interrupted care leads to poor health outcomes.

· Dropped coverage: Oregon imposed premiums of a similar amount on people below 100 percent of poverty and, over a two-year period, 77 percent of the recipients dropped off the program according to the prospective longitudinal panel study supported by the Robert Wood Johnson Foundation, the Commonwealth Fund, the Agency for Healthcare Research and Quality, and the Oregon Division of Medical Assistance Programs.
 The Ohio Department of Medicaid has estimated that the rate at which beneficiaries will drop-out of Medicaid under Ohio’s proposed 1115 Demonstration Waiver is 9 percent.
 That is 9 percent too many and could be much, much higher based on Oregon’s experience. Dropped coverage does nothing to “increase and strengthen overall coverage” and accomplishes the opposite.  
A 57-year old woman had a heart attack and had fallen behind on her rent. She is the primary caregiver for her husband who has health issues as well. She had applied on her own but was not approved until Human Arc re-applied for her. While she was waiting to be approved she had to watch how much she spent on food to be able to afford prescriptions for her and her spouse. It took roughly two months for her application to be approved due to the backlog at the county. 

Lack of a bank account and transportation challenges

· Barriers: A 2013 Federal Deposit Insurance Corporation survey found that over 328,000 Ohio households (7.2 percent) have no bank account.
 Additionally, transportation to and from the bank can be a challenge, or even impossible. Should an individual really have to go without medical coverage because they don’t have a checking account and transportation? The Healthy Ohio Buckeye Account primary use of the banking system is a barrier that does not “increase and strengthen overall coverage of low-income individuals in the state.”

The following comments and rationale will illustrate that the Healthy Ohio 1115 Demonstration Waiver does not meet the following criteria used by the Centers for Medicare and Medicaid Services to determine whether Medicaid program objectives are met relative to the application process and timing of eligibility: 

· Increase access to, stabilize, and strengthen providers and provider networks available to serve Medicaid and low-income populations in the state.

· Increase the efficiency and quality of care for Medicaid and other low-income populations through initiatives to transform service delivery networks.

Charity care issues
· Uninsured accessing care in the Emergency Room: Individuals who cannot meet the eligibility or cost sharing requirements to Healthy Ohio and need care will access it through the Emergency Room. Hospitals will see an increase in charity care for these individuals which do not serve to “strengthen providers.” 

Risk of readmission
· Discontinuity of care: Continuity of care is disrupted when health coverage is lost, particularly follow-up care and prescription refills after a hospitalization. Lack of treatment could cause serious medical complications, readmissions, can be costly to the healthcare system and does not serve to “increase the efficiency or quality of care.”
 

As written, an applicant who may be eligible in the first month of application or in a prior period due to a medical bill might wait a month, two months, six months or even a year or more to actually have medical benefits.  

 

The lag could be due to county or state processing time to set up the case, enroll the applicant into the Medicaid managed care health plan, and establish their health savings (Buckeye) account.   None of this is in control of the individual or medical providers.  

 

For that period of time, whether two months or 12 months (in the case of an incorrect denial and subsequent approval via an Administrative Hearing), the applicant is likely to navigate their health care via emergency rooms.

CONCLUSION

Human Arc believes the evidence shows that the bulk of the savings will come at the expense of the low income uninsured through the elimination (waiver) of retroactive Medicaid coverage. The estimated savings are really a shifting of costs to the low income uninsured and the medical providers that serve them as 125,875 Medicaid beneficiaries are estimated by the Ohio Department of Medicaid to lose coverage in year one alone.

To reiterate, our greatest concerns with the Healthy Ohio Program 1115 Demonstration Waiver include the following:

1. Waiver of retroactive eligibility, and its corresponding elimination of Medicaid fee-for-service payments.

2. Application process under which an individual applies and the resulting timing of eligibility for Medicaid benefits. 

We believe we have demonstrated that the waiver of retroactive coverage, the elimination of fee for service payments to medical providers, and the time from application to securing eligibility benefits in the Healthy Ohio program do not meet the criteria used by the Centers for Medicare and Medicaid Services to determine whether Medicaid program objectives are met.

We recommend that the application process be adjusted to allow for 90-days retroactive coverage from submission of application and fee-for-service provider reimbursement during this time.  We also propose elimination of the requirement for the applicant to pay the first 25 percent of the Healthy Ohio cost sharing payment. Any entity or individual should be able to assist an applicant with their Buckeye Account payments. 

We are available for consultation at your request.

Thank you again for the opportunity to be heard in this Comment process.

Respectfully,

Michael J Baird

Chief Executive Officer

Human Arc

1457 E 40th Street

Cleveland, Ohio 44103

mb@humanarc.com
216.426.3510 direct

216.849.8493 mobile
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