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October 4, 2010 
 
Jay Angoff 
Director 
Office of Consumer Information and Insurance Oversight 
Department of Health and Human Services 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Avenue, SW 
Washington, D.C.  20201 
 
Ref:  OCIIO-9989-NC.  Request for Comments Regarding Exchange-Related Provisions in 
Title I of the Patient Protection and Affordable Care Act 
 
Dear Mr. Angoff: 
 
 The National Association of Public Hospitals and Health Systems (NAPH) appreciates 
the opportunity to submit this response to the above-captioned request for comments.  NAPH 
represents more than 140 metropolitan area safety net hospitals and health systems.  Our 
members predominantly serve the uninsured and patients covered by public programs—a 
population that is likely to seek coverage through the Exchanges or faces similar challenges, as 
the Exchange population, in accessing and using the health care system.  In 2008, more than half 
of all discharges and outpatient visits provided by NAPH members were either for uninsured or 
Medicaid patients.  Thirty percent of ambulatory care services and 18 percent of inpatient 
services were provided to uninsured patients.  NAPH members represent only 2 percent of the 
acute care hospitals in the country, yet administer 19 percent of the uncompensated care 
provided at hospitals across the nation.   
 

Our members also serve racially and ethnically diverse communities.  The majority of the 
discharges in 2008 were for patients who are members of racial and ethnic minorities.  More than 
a quarter of the patients were Black, a quarter of patients were Hispanic, and Asian/Pacific 
Islander and other races/ethnicities made up 7 percent of total discharges.  NAPH members also 
reported needs for interpreter services to handle in some cases up to 100 or more languages.   
 

NAPH member health systems have formed Medicaid managed care plans, as well as 
innovative, non-insurance programs, to manage health care services delivered to uninsured 
patients.  These Medicaid plans and uninsured programs are built around our members’ safety 
net hospital and related providers, sometimes incorporating other safety net providers in the 
community with experience in providing care to low-income and other underserved 
beneficiaries.  NAPH member health plans currently cover more than 1.6 million lives. 
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As the Office of Consumer Information and Insurance Oversight (“OCIIO”) prepares the 

regulatory framework for the Exchanges, we ask you to keep in mind the importance of safety 
net health systems and their health plans to the success of Exchanges for enrollees.  It is not 
insignificant that two of the three original Commonwealth Care plans under Massachusetts’ 
health care reform were—and two of the five currently available Commonwealth Care plans 
are—health plans associated with safety net health systems.  A large majority of the individuals 
who will be covered through the Exchanges will be formerly uninsured, low-income populations 
qualifying for federal subsidies.  Given the large share of the existing uninsured population 
currently treated by NAPH members, our hospitals and health systems have experience treating 
these populations and are likely currently treating many of the people who will gain coverage 
through the Exchanges.  NAPH members will also provide care for an expanded Medicaid 
population, some portion of whom will likely be shifting between eligibility for Medicaid and 
eligibility in the Exchanges.  In addition to being experienced providers of health care for these 
populations, safety net health systems, and the plans built around these providers, also provide 
critical enabling services that create true, meaningful access for their populations.   
 

We appreciate that OCIIO’s posed questions acknowledge that populations being brought 
into the Exchanges will be different from typical commercial populations, and that in developing 
certain aspects of the Exchange, it will be important to look to models such as Medicaid that take 
into account differences in the needs and services of these populations.  In addition, health plans 
within the Exchanges may attract varying populations, with safety net plans potentially attracting 
higher-risk enrollees requiring more costly services and care management.  Across the spectrum 
of Exchange issues, OCIIO should ensure that federal regulations prevent barriers and encourage 
the participation of safety net health systems and their plans.  We are recommending that the 
Exchanges be required to include plans formed by essential community providers (ECPs) for that 
reason.  In addition, we have several comments regarding the implementation of the ECP 
provision to ensure that safety net providers may participate fully in Exchange plans. 
 
  The success of the coverage expansion through the Exchanges is critical to safety net 
hospital systems.  After 2014, NAPH members will see an increasing number of Medicaid 
patients, and will continue to treat the remaining uninsured.  Given that these hospitals will likely 
continue to see few patients with commercial insurance outside of the Exchange, the robustness 
of Exchange coverage and payment levels and the stability of Exchange plans will be critical to 
ensuring that our members do not continue to face the extraordinary levels of uncompensated 
care present under the current system.     

 
The comments below describe safety net issues for OCIIO’s consideration in response to 

certain of the agency’s request for comments.  NAPH appreciates the opportunity to submit these 
comments and looks forward to providing more specific comments on the rulemaking to follow.    
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  If you have any questions, please contact Lynne Fagnani at (202) 585-0100.   
  

      Sincerely, 
 

    
 Larry S. Gage 

      President 
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Specific Comments of the National Association of Public Hospitals and Health Systems 
Request for Comments Regarding Exchange- Related Provisions in Title I of the Patient 

Protection and Affordable Care Act 
 

1. Section D: Qualified Health Plans—Ensuring Safety Net Plan Participation 

As described above, some NAPH health systems have created health plans, in particular to 
contract with state Medicaid agencies to manage care for Medicaid populations.  These plans are 
built around our members’ systems of providers with experience in delivering health care to low-
income and underserved populations.  In addition, these plans have in place care management 
and coordination services necessary to support patients’ navigation of a health care system and in 
particular to improve care for the chronically ill and other challenging patient populations.  
NAPH members’ plans and their underlying provider networks also have experience in providing 
enabling services, for example, interpretation and translation services or transportation services 
that create true, meaningful access for their populations.  As a result, these plans are well-suited 
to meet the needs of the Exchange populations, many of whom will be low-income and 
inexperienced in navigating the health care system.  
 
OCIIO should ensure that requirements for plan participation and any process for screening plan 
participation at the federal or state level (e.g., competitive bidding) do not create unnecessary 
barriers to the participation of these plans.  The participation of a variety of plans in the 
Exchanges will promote consumer choice and assure the availability of plans that best meet the 
needs of the heterogeneous populations within the Exchanges. 
 
We recommend that Exchanges be required to accept plans formed by essential community 
providers (ECPs) once they have met the requirements of a Qualified Health Plan (QHP).  This 
will help preserve patient-provider relationships, as ECPs are currently treating many of the 
uninsured who will seek coverage under the Exchanges, and will facilitate continuity of care for 
those individuals in the lower income levels in the Exchanges who will likely be moving 
between Medicaid and the Exchanges as their income or eligibility status fluctuates.     
 
Further, we recommend that OCIIO require Exchanges to deem Medicaid managed care plans to 
have met the licensure and accreditation requirements for QHPs, rather than requiring these 
existing plans to go through additional and unnecessary processes.   States have already 
determined that these plans meet criteria that ensure the viability of the plans and protect both the 
beneficiaries and the providers that serve them.  Encouraging the participation of these safety net 
plans will ensure that vulnerable patients have access to a network of providers with experience 
in providing care management, coordination, and enabling services. 
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2. Section D: Qualified Health Plans—Ensuring Adequate Provider Networks that 
Include Essential Community Providers 

The Patient Protection and Affordable Care Act (PPACA) requires that QHPs “ensure a 
sufficient choice of providers… and provide information to enrollees and prospective enrollees 
on the availability of in-network and out-of-network providers.” (§1311(c)(1)).  Exchange plans 
must “include within health insurance plan networks those essential community providers, where 
available, that serve predominately low-income, medically-underserved individuals, such as 
health care 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.” (§ 
1311(c)(1)(C)). 

Adequate provider networks are crucial to ensuring true access and not just coverage.  The 
essential community provider requirement in particular acknowledges the role that safety net 
providers currently have in treating the populations that will become newly-eligible under the 
Exchanges.  Our members provide support services and have striven to adapt to the 
socioeconomic, demographic, cultural, and linguistic needs of the community in order to ensure 
meaningful access.  NAPH strongly supports the ECP requirement. 

In defining ECPs, OCIIO should include those providers explicitly required by statute, including 
340B entities (including disproportionate share hospitals) and related entities that qualify for 
nominal pricing under 1927(c) of the Social Security Act.  Consistent with the inclusion of 
1927(c) entities, OCIIO should include within the definition of ECPs non-340B providers who 
treat the same populations as 340B hospitals—in particular, associated physician groups and 
other provider types within the same health system (and therefore likely to have established 
referral patterns with the 340B hospital).  Also consistent with the idea of building upon 
coordinated provider networks, OCIIO should consider adding the newly-created “community-
based collaborative care networks” to the definition of ECPs.  As created by PPACA, a 
community-based collaborative care network is a consortium of health care providers that 
provides comprehensive coordinated and integrated health care services for low-income 
populations.  Such a network may include providers that do not necessarily qualify for the 340B 
program, but that by definition are serving low-income patient populations. 

The scope of the definition of an essential community provider should depend on whether OCIIO 
interprets the statutory requirement as contracting with all ECPs or just a certain number of ECPs 
(or a certain number of each type of ECP).  If OCIIO is not going to require health plans to 
contract with every ECP, then it will be important that the federal definition be narrowly tailored 
to capture the providers serving the highest volume of low-income and underserved patients.  
Otherwise, health plans might be able to comply with the letter of the requirement but not the 
statutory purpose by excluding the ECPs best able to address the needs of low-income, 
medically-underserved individuals.  On the other hand, if OCIIO requires health plans to contract 
with every ECP, then a narrow scope is less important.   

The legislation requires Exchange plans to pay ECPs “the generally applicable payment rates” of 
such plan (or more specifically, plans do not have to contract with an ECP that “refuses to accept 
the generally applicable payment rates of such plan”) (§ 1311(c)(2)).  In defining the term 
“generally applicable payment rates,” OCIIO should require that generally applicable payment 
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rates take into account services provided to similar populations in similar settings without regard 
to their ECP (or 340B) status.  For example, it should not be permissible for a plan to claim that a 
340B hospital that is part of an academic medical center has refused to accept “generally 
applicable payment rates” when it was offered rates consistent with a community hospital with 
lower costs and a different patient population.  OCIIO should also require that the term 
“generally applicable payment rates” be considered on a service-line basis so as not to permit a 
plan to mask lower rates for critical services, such as emergency room visits, with an overall 
payment rate that is generally applicable for the market. 

OCIIO should further require that health plans must contract with an ECP for all essential health 
services provided by the ECP, and not just limited services, unless the ECP chooses in its own 
discretion to accept a partial contract.  Otherwise, health plans could essentially avoid the 
contracting requirement and the beneficiary access it is meant to preserve by contracting with a 
provider for only a very limited service line. 

PPACA also mandates that QHPs provide information to enrollees on the availability of 
providers.  As part of this information, plans should note the availability of ECPs.   

3. Section E: Quality—Ensuring that Ratings Systems Reflect the Factors of Most 
Relevance to Exchange Populations 

PPACA requires the Secretary to develop a rating system to rate QHPs offered through 
Exchanges in each benefits level based on relative quality and price, as well as to develop an 
enrollee satisfaction survey system.  In developing these systems, OCIIO should include 
elements beyond those applicable in typical commercial plan ratings given the populations 
expected to participate in the Exchanges.  Quality standards should include provision of language 
services and cultural appropriateness of care, as well as the presence of care management and 
coordination programs and other factors critical to accessing clinical services successfully and 
efficiently.  Given Congress’s acknowledgment of the importance of the inclusion of essential 
community providers in a plan’s network in order to ensure accessible and appropriate care, the 
extent of including ECPs—especially those that serve the highest volume of low-income and 
underserved patients—in a provider network should be a standard and awarded preference in any 
ratings system meant to assist beneficiaries in selecting the most appropriate coverage. 

OCIIO should further ensure that any ratings system accounts for the diversity of individuals 
enrolling in the Exchange and the likely variation in populations served by different plans.  It 
may be that NAPH members’ health plans will enroll more of the subsidized population or, given 
the extent of available enabling services, other vulnerable populations.  Characteristics of these 
populations, such as individuals with multiple chronic conditions, who are homeless, have 
behavioral or mental health issues, or face socioeconomic or other barriers could require more 
plan management to improve outcomes.  State Medicaid programs may have models that could 
be relevant.   

Given the expected diversity of the Exchange population, we would also recommend a separate 
ratings and satisfaction evaluation for subsets of the population (based on race, ethnicity, and 
socioeconomic status, among other factors) in addition to overall ratings.  Certain plans may 
have high scores overall, but may not be doing well with more vulnerable subsets of the 
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population.  Unless scores are broken down in this fashion, the quality of care provided to these 
subsets will be masked in more general scores.  

4. Section G: Eligibility and Enrollment—Ensuring Seamless and Appropriate 
Coverage 

Streamlined eligibility and enrollment determinations that permit seamless coverage and guide 
individuals and employers toward the plans that best suit their needs will be critical for 
beneficiaries and for providers that will otherwise be left with the costs of care provided during 
these transitions.  Populations may be changing plans within the Exchanges as employment and 
income status, and eligibility for subsidies, changes, and potentially if coverage is dropped for 
failure to pay premiums.  In addition, individuals particularly in the lower income levels in the 
Exchanges will likely be moving between Medicaid and the Exchanges as their income or 
eligibility status fluctuates. 

NAPH recommends that tools for assisting individuals with plan selection within the Exchanges 
highlight factors that ensure seamless access to care—e.g., preserving the patient-provider 
relationship—even when the particular coverage vehicle may change.   This can be especially 
helpful for individuals in the lower income levels who are more likely to transition between 
Exchanges and Medicaid.  In particular, we would recommend that tools used by Navigators or 
offered on online enrollment sites recommend plans that include enrollees’ past providers.  This 
would ensure, for example, that an individual who is currently enrolled in an NAPH member’s 
Medicaid managed care plan is aware of an Exchange plan offered by the same providers, 
ensuring seamless access—particularly if that individual’s income were to change again such 
that he would return to Medicaid eligibility.   Marketing activities should similarly highlight the 
preservation of the patient-provider relationship and continuous access.  

Another way to facilitate seamless access and to protect providers likely to treat populations with 
churning eligibility, is to encourage a role for safety net providers in enrollment.  This can be 
done through outstationing, where Exchange eligibility workers would be placed at health care 
delivery sites to assess eligibility for Exchange plans and subsidies and begin the enrollment 
process at the point of service.   Most NAPH members currently serve this role in the Medicaid 
program, and given the expected coordination between Exchange and Medicaid eligibility 
determinations, could play the same role for the Exchanges.     

5. Section L: Risk Adjustment—Ensuring that Risk Adjustment Methodologies and 
the Definition of High Risk Individuals Reflect the Diverse Characteristics of 
Exchange Populations 

PPACA acknowledges that health plans within the Exchanges may attract varying populations, 
and provides for risk adjustment and a temporary reinsurance program for plans serving high-
risk individuals.  In developing risk adjustment and high-risk determination models, NAPH 
encourages OCIIO to consider that existing commercial models may not be most appropriate for 
the populations in the Exchanges.  OCIIO should incorporate a range of factors that affect the 
costs of providing and managing services across a diverse population, such as, but not limited to: 

• Income, 
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• Age, 
• Gender, 
• Education, 
• Race, 
• Language, 
• Access to primary care,    
• Insurance status (including underinsurance), 
• Disease and functional status (including comorbidities), 
• Past medical history, 
• Post-discharge care support structure, 
• Institutional status, and 
• Health literacy 

 
PPACA suggests a methodology for determining high-risk status for purposes of the reinsurance 
program that is based on presence of 50 to 100 conditions, or a comparable methodology 
recommend by the American Academy of Actuaries (§1341).  We would encourage OCIIO to 
consider not only the presence of a single condition, but the presence of comorbidities that 
significantly increase risk and associated costs of treatment.  In addition, OCIIO should consider 
models that incorporate the non-clinical factors listed above that contribute to an enrollee’s risk 
status. 

6. Ensuring Cultural and Linguistic Appropriateness 

In order for coverage expansions under the Exchange to result in improved access and quality 
services, care must be culturally and linguistically appropriate.  While the Request for Comments 
raises this issue in the context of the role of the Navigators in providing culturally and 
linguistically appropriate information concerning enrollment and subsidy eligibility, this should 
be more broadly applied to the activities of the Exchanges and the plans.   

Many NAPH members already provide interpretation and translation services to their patients, 
although they are often not reimbursed for the costs of these services—even under certain state 
Medicaid programs.  Qualified health plans should be required to reimburse providers for 
language access services.  At the very least, Exchanges should provide preferences for plans that 
reimburse for these services, through including this as a component of the quality ratings and 
enrollee satisfaction surveys, and through any competitive bidding or other program related to 
plan selection for participation in Exchanges.  Other aspects of cultural and linguistic 
appropriateness of services should also be part of the quality ratings and enrollee satisfaction 
surveys conducted by the Exchanges.    

Cultural and linguistic appropriateness will also be of particular importance in eligibility and 
enrollment.  This includes Navigators, as well as documents and other information provided 
through online web portals, and marketing materials. 


