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December 21, 2012 
 
Ms. Marilyn Tavenner 
Acting Administrator 
Centers for Medicare & Medicaid Services 
U.S. Department of Health & Human Services 
Attention: CMS-9980-P; CMS-9962-NC; CMS-9964-P 
P.O. Boxes 8010 and 8016 
Baltimore, MD 21244-8010 
 
Ref: CMS-9980-P, Proposed Rule Regarding Standards Related to Essential Health 
Benefits, Actuarial Value, and Accreditation; CMS-9962-NC, Request for Information 
Regarding Health Care Quality for Exchanges; CMS-9964-P, Proposed Rule Related to 
Notice of Benefit and Payment Parameters 
 
 
Dear Ms. Tavenner: 
 
The National Association of Public Hospitals and Health Systems (NAPH) appreciates the 
opportunity to submit this response to the above-captioned proposed rules and request for 
information. NAPH represents approximately 200 hospitals and health systems around the 
country. These health systems predominately serve the uninsured and patients covered by public 
programs—many of these patients, at some point, are likely to seek coverage through the health 
benefit exchanges established under the Affordable Care Act. In 2010, more than half of all 
NAPH member discharges and outpatient visits were either for uninsured or Medicaid patients. 
In addition, 30 percent of ambulatory care services and 18 percent of inpatient services were 
provided to uninsured patients. While NAPH members represent only 2 percent of the acute care 
hospitals in the country, they provided 20 percent of all hospital uncompensated care in 2010. 
 
NAPH members serve racially and ethnically diverse communities. The majority of discharges in 
2010 were for individuals of racial and ethnic minorities. More than one-quarter of the patients 
were black and one-quarter of patients were Hispanic; Asian/Pacific Islander and other 
races/ethnicities made up 6 percent of total discharges. NAPH members also reported needing 
interpreter services to handle in some cases 100 or more languages.  
 
Over the years, NAPH members have formed Medicaid managed care plans and other innovative 
programs to manage health care services delivered to uninsured patients. NAPH member health 
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plans currently cover more than 1.6 million lives. These Medicaid plans and programs for the 
uninsured are built around members’ safety net hospitals and related providers, sometimes 
incorporating other safety net providers in the community with experience providing care to low-
income and other underserved beneficiaries.  
 
As the Centers for Medicare & Medicaid Services (CMS) fine tunes the regulatory framework 
for health benefit exchanges, we ask you to keep in mind the importance of safety net health 
systems and their health plans to the success of the exchanges. Using history as a guide, it is 
significant to note that two of the three original Commonwealth Care plans under 
Massachusetts’s health care reform were health plans associated with safety net provider health 
systems. But beyond that, a large majority of the individuals who will be covered through the 
exchanges will be formerly uninsured or Medicaid, low-income individuals qualifying for federal 
subsidies. Safety net health systems, including their health plans, have valuable experience 
treating many of these people. These same health systems will also provide care for an expanded 
Medicaid population, some portion of whom will likely be regularly shifting between eligibility 
for Medicaid and exchange plans.  
 
The success of the coverage expansion through the exchanges is critical to safety net hospital 
systems, which will continue to provide critical access to care for low-income patients. The 
strength of exchange coverage and payment levels, the types of participating providers, and the 
stability of exchange plans will be essential to ensuring NAPH members do not continue to face 
the extraordinary levels of uncompensated care present under the current system while providing 
access to quality care for all low-income patients. 

 
In response to the proposed rules and request for information, the comments below describe 
issues particular to safety net hospitals for CMS’ consideration.  
 
1. CMS should finalize its proposal to give issuers with existing Medicaid health plan 

accreditation 3 years to meet the exchanges’ accreditation requirements. CMS should also 
provide similar flexibility to Medicaid health plans that have not met the state licensure 
requirements for participating in the exchanges. 

For federally facilitated exchanges, CMS should finalize its proposal to allow issuers with 
existing Medicaid health plan accreditation to participate in the exchanges for 3 years 
before having to meet the exchanges’ accreditation requirements. CMS proposes a phased 
approach for qualified health plan (QHP) issuers to meet accreditation requirements in federally 
facilitated exchanges. Specifically, for the first 3 years of participation, QHP issuers need not 
meet the exchanges’ accreditation requirements if they have an existing commercial or Medicaid 
health plan accreditation granted by a recognized accrediting entity for the state in which the 
issuer is offering exchange coverage. In addition, the administrative policies and procedures 
underlying the existing accreditation must be the same or similar to those used in connection 
with the QHP on the federally facilitated exchanges. NAPH agrees with CMS’ proposal, which 
would minimize the burden on safety net plans and encourage plans already serving vulnerable 
populations to participate in exchanges, and strongly urges CMS to finalize this proposal. 
 
Along the same lines, NAPH encourages CMS to apply a similar policy toward the licensure 
requirement QHP issuers with existing Medicaid health plans must meet. That is, CMS should 
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allow a transition period of at least 5 years for safety net plans to meet state licensure 
requirements. CMS, through a separate final rule, requires QHP issuers to be licensed as 
insurance and be in good standing in the state(s) in which they are offering the insurance. NAPH 
strongly believes safety net health plans that are authorized by states to participate in state 
Medicaid managed care programs, but are not required to be licensed as insurance under state 
law, should be allowed—and encouraged—to participate in exchanges as well. Safety net health 
plans are challenged by the same financial constraints as safety net providers—e.g., patchwork 
and vulnerable funding sources and complex, costly patient populations at the core of their 
customer base. Without a transition period to facilitate these plans’ participation in the 
exchanges, the ability to maintain continuity of care for low-income, vulnerable patients would 
be compromised. Given the likelihood of low-income populations to switch frequently between 
coverage through Medicaid and the exchanges, having plans that participate in both programs 
will be necessary to facilitate continuity of care. NAPH strongly urges CMS to allow safety 
net health plans a transition period for participating in exchanges so their patient 
populations continue to maintain the coverage upon which they have come to rely. This 
policy would also further CMS’ goal behind the guidance issued on Dec. 10 with respect to 
allowing Medicaid health plans to offer QHPs on the exchanges on a limited enrollment basis to 
certain populations. As CMS states, this type of limited offering would permit the QHP to serve 
as a bridge plan between Medicaid and plans offered on the exchanges and that doing so would 
allow individuals transitioning from Medicaid to the exchanges to stay with the same issuer and 
provider network. 
 
2. CMS should monitor and evaluate its proposal that states not be required to help 

consumers defray the cost associated with certain state-required health benefits. 

To identify any unintended adverse consequences on safety net patients, CMS should 
monitor and evaluate its proposal that the federal government should not require states to 
help consumers (directly or indirectly) defray the cost associated with certain state-
required health benefits. The costs in question are those associated with state-required benefits 
that are enacted on or before Dec. 31, 2011, in addition to those included in the essential health 
benefits package. Within a given state, QHP issuers will be required to include these benefits in 
any QHPs they offer and are permitted to include the cost of these benefits in the premiums for 
each QHP. However, in determining the premium tax credits that eligible consumers will 
receive, the portion of the premium allocable to these state-required benefits will not be taken 
into account. To ensure the affordability of QHPs for low-income individuals who are not 
otherwise eligible for Medicaid, NAPH urges CMS to monitor and evaluate the affordability of 
any QHP covering state-required benefits that is issued through the exchanges.  
 
3. CMS should ensure quality rating systems reflect the factors of most relevance to 

exchange populations. 
 
In questions 10 and 11 of CMS’ request for information regarding health care quality for 
exchanges, CMS asks commenters to identify priority areas for quality rating systems and 
effective ways to display quality ratings that would be meaningful to the exchange consumer. In 
response, NAPH urges CMS to ensure quality rating systems reflect the factors of most 
relevance to exchange populations, taking into account the diverse health and cultural 
needs of the many minority and low-income populations expected to participate in the 
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exchanges. Specifically, CMS should include elements beyond those in typical commercial plan 
ratings such as the provision of language services and cultural appropriateness of care, the 
presence of care management and coordination programs, and other factors critical to accessing 
clinical services successfully and efficiently. Given Congress’ acknowledgment of the 
importance of including essential community providers (ECPs) in a plan’s network to ensure 
accessible and appropriate care, quality rating areas should also cover the extent to which 
ECPs—especially those that serve the highest volume of low-income and underserved patients—
are included in a provider network. The above-mentioned priority areas should be a part of any 
quality rating system, and QHPs that excel in these areas should be awarded preference in any 
ratings system meant to assist beneficiaries in selecting the most appropriate coverage. 

CMS should further ensure any rating system accounts for the diversity of individuals enrolling 
in the exchanges and the likely variation in populations served by different plans. For example, 
NAPH members’ health plans may enroll more of the subsidized population or other vulnerable 
populations who rely on the critical, specialized services NAPH members provide. These 
populations have certain characteristics, such as multiple chronic conditions, homelessness, 
behavioral or mental health issues, or socioeconomic or other barriers, which could require more 
plan management to improve outcomes. 
 
With respect to the display of quality ratings, CMS should display ratings and satisfaction 
evaluations for subsets of the population (e.g., based on race, ethnicity, and socioeconomic 
status) in addition to an overall rating. While certain plans may have high scores overall, they 
may not be doing well with more vulnerable subsets of the population. Unless scores are broken 
down in this fashion, the quality of care provided to vulnerable populations will be masked in 
more general scores. 
 
4. CMS should ensure risk adjustment programs account for a wide range of risk factors. 
 
CMS should ensure both state-operated and federal risk adjustment programs account for 
a wide range of risk factors. On top of minimum standards spelled out in a separate final rule, 
CMS now proposes a process for approving state-operated risk adjustment programs. CMS also 
proposes a federal risk adjustment methodology for its use in states where the agency will 
conduct risk adjustment. While NAPH is encouraged to see that age, gender, and diagnosis are 
included in the proposed federal methodology, NAPH respectfully reminds CMS of the 
importance of including a broad range of factors affecting the cost of providing and managing 
services across a diverse population. For example, patients with inadequate support after leaving 
the hospital or patients at lower health literacy levels would require the care delivery team to 
provide additional and intensive services. For this reason, in addition to CMS’ proposed factors, 
NAPH urges CMS also to include the following factors in both state-operated and federal risk 
adjustment programs: 
 

• income 
• education 
• race 
• language 
• access to primary care 
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• insurance status (including underinsurance) 
• functional status 
• comorbidities 
• past medical history 
• institutional status 

 
NAPH appreciates the opportunity to submit these comments and looks forward to providing 
more feedback on other aspects of the exchange program in the weeks and months ahead. If you 
have any questions, please contact Xiaoyi Huang at (202) 585-0127. 
 

Sincerely, 

/s/ 
   
 Bruce Siegel, MD, MPH 
      President and Chief Executive Officer 
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