






























































It is important for the Exchange to have broad regulatory authority across multiple state health
programs as well as the insurance industry. Governance of the Exchange needs to include the
Insurance Division, Medicaid/CHIP, and the Public Employees Benefit Plan. Future
consideration should also be given to include the Health Division as a part of the governance
structure for the Exchange in order to facilitate its public health mission through data sharing
and policy development.

While the actual structure of the Exchange is yet to be determined, it must have authority to
facilitate the purchase and sale of qualified health plans. If the decision is to not establish a
separate Exchange with authority over other agencies, there will be at a minimum the need for
significant coordination and cooperation between the Exchange, the Insurance Division,
Medicaid and PEBP.

Recommendation: Establish a governance structure for the Exchange to include the
Insurance Division, Medicaid/CHIP and PEBP.

How Should the Eligibility Engine be Governed?

With the creation of the Eligibility Engine, a multi-department governance structure will need
to be developed in order to provide the framework for making IT decisions and to ensure that
IT organizational resources are targeted to deliver maximum business value. The IT Governance
process should answer the following questions:

e How will executive direction for IT be established?

e How will standards, policies and procedures be established and enforced?

¢ How will decisions be made regarding department-specific and enterprise-wide
initiatives (e.g., business applications)?

e How will IT initiatives be prioritized? How will IT initiatives be funded?

e How will projects be governed? Who will be responsible for projects?

Recommendation: Creating a governance structure will provide a guide as to how
individuals and groups will collaborate to manage technology and help to define the basis
for interaction between functions, roles, programs and people as they relate to the
technology that is necessary to support the implementation of Health Care Reform.

Who Should Have Access to the Exchange?
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The Exchange could be the exclusive market for small employers and individuals to obtain
health insurance. An alternative is to allow markets to operate for either employers, individuals
or both. The existence of alternative markets creates the potential for risk segregation. This
risk will be reduced with the reinsurance and risk adjustment provisions of the ACA as well as
the requirement for non-grandfathered plans to follow the same rating rules. This issue could
also be addressed through State regulation of plans sold inside and outside of the Exchange.

Recommendation: Allow alternative markets to exist assuming they follow the rules
established for qualified health plans in the Exchange. An analysis of the impact of
alternative markets on risk selection to the Exchange may be needed to determine
whether alternative markets should continue.
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Key Issues Summary

Division of Health Care Financing and Policy

Budget Reductions - SEY11-12 i ‘ - SFY42-13 :
; General Fund - Other Funds - Total - General Fund. [ OtherFunds Total
BA 3178 M160 - 26Th Special Session Reductions (91,711) (199,805) (291,516) (89,941) (213,504) (303,445)
BA 3243 M160 - 26Th Special Session Reductions (7,721,168) (9,466,595) (17,187,763) (7,566,867) (10,315,706) (17,882,573)
SFY 12 - 13 Budget Reductions (65,211,545) (15,939,137) (81,150,682) (58,338,418) (16,932,205) (75,270,623)
Total (73,024,424) (25,605,537) (98,629,961) (65,995,226) (27,461,415) (93,456,641)
Caseload and Inflation ; P SEYANEZS et |ag ¥ - _ SFY12.13 e i
3 . - General Fund ‘Other Funds Total || General Fund Other Funds jTotalg
BA 3158 M101 - Agency Specific Inflation 419,350 977,053 1,396,403 654,838 1,662,491 2,317,329
BA 3158 M200 - Demographic/Caseload Inflation 1,021,720 2,090,023 3,111,743 1,364,082 3,055,865 4,419,947
BA 3178 M101 - Agency Specific Inflation 255,679 557,033 812,712 366,855 870,846 1,237,701
BA 3178 M200 - Demographic/Caseload Inflation 260,869 503,036 763,905 655,499 1,522,906 2,178,405
BA 3243 M101 - Agency Specific Inflation 3,206,657 4,837,166 8,043,823 5,319,467 8,674,437 13,993,904
BA 3243 M200 - Demographic/Caseload Inflation 44,254,143 53,516,864 97,771,007 66,758,107 90,570,102 157,328,209
BA 3243 M201 - Demographic/Caseload Inflation 58,220,218 75,162,275 133,382,493 54,015,922 79,366,571 133,382,493
Total 107,638,636 137,643,450 245,282,086 129,134,770 185,723,218 314,857,988
Health Care Reform ‘ SEY 11-12 : . SFEY 1213 3
Decision Unit ‘General Fund Other Funds ~ Total #of FTE General Fund ~Other Funds Total #ofFTE
BA 3158 M501 - Provider Rate Increase - - - 11,117 11,116 22,233
BA 3158 M502 - Class Survey 25,000 25,000 50,000 -
BA 3158 M503 - Provider Support/Hearings 50,981 54,284 105,265 2.00 62,129 66,681 128,810 2.00
BA 3158 M505 - Benefit Coverage Staff 51,878 55,111 106,989 2.00 63,005 87,562 130,567 2.00
BA 3158 E402 - Health Insurance Exchange = 1,008,608 1,008,606 - 13,389,143 13,389,143
BA 3178 E681 - Drug Rebate Impact 45,932 100,068 146,000 45,721 108,532 154,253
BA 3243 M501 - Physicians Rate Increase - - - - 4,539,278 4,539,278
BA 3243 E680 - Program Integrity Recoveries (3,998,146) (5,679,505) (9,677,651) (3,902,262) (6,127,086) (10,029,348)
BA 3243 E681 - Drug Rebate Impact (842,430) (1,031,720) (1,874,150) (806,529) (1,098,359) (1,904,888)
Total (4,666,785) (5,468,156) (10,134,941) 4.00 (4,526,819) 10,956,867 6,430,048 4.00
Loss of ARRAFMAP Enhancement Py e W oo SEN T E1 2 e s aE] | PR AR e R SEN2 50 I i i e 04
o e ‘o ~ General Fund OtherFunds | Total | GeneralFund | OtherFunds: |- Total
BA 3243 M170 101,567,051 (101,567,051) 0 71,720,929 (71,720,929) 0
BA 3243 M171 (5,567,529) 5,567,529 0 (5,540,536) 5,540,536 0
Total 95,999,522 (95,999,522) - 66,180,393 (66,180,393) -
TIR's 1 T AL SEYIE 200 ok i SRTEL Pl eI SEY1 213 y
- , ~ Decision Unit ‘General Fund ‘OtherFunds | ~ Tofal . #of FTE ‘GeneralFund | OtherFunds: Total | #ofFTE
BA 3158 E410 - HIT Grant 7,563 38,430,504 38,438,067 1.00 15,144 38,087,444 38,102,588 2.00
BA 3158 E570 - ICD-10 Implementation 384,256 3,458,303 3,842,559 - 647,608 5,828,475 6,476,083 -
Total 391,819 41,888,807 42,280,626 1.00 662,752 43,915,919 44,578,671 2.00
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Welfare and Supportive Services
Program Initiatives

> E-400 Health Care Reform -- Eligibility Engine

Determines Individual Eligibility for Subsidized Health Care

Integrates Health Insurance Exchange (HIX) with Medicaid and
Other Public Assistance Programs -- No Wrong Door

Scheduled Implementation -- January 1, 2014
Projected Full Cost of Implementation -- $23.4 Million
Requested Funding for SFY 12 & 13

= $494,838 General Funds

» $14,397,749 Federal Funds

= 13 FTE’s
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HEALTH CARE REFORM FREQUENTLY ASKED QUESTIONS

1. Health care reform will have a significant impact on the current insurance market. What are
some of the major changes Nevadans can expect?

Answer:

e Beginning on July 1, 2010, the Pre-Existing Insurance Program began. This program is
funded and operated by the federal government for states such as Nevada that chose
not to establish a high risk pool of their own. To qualify for the pre-existing condition
insurance plan, individuals must be uninsured for at least six months and have been
turned down for coverage by a private insurer because of a pre-existing medical
problem. This program provides immediate coverage of pre-existing conditions at
premiums that are capped at the average cost of private coverage in each state’s
individual market. Beginning August 1, 2010, applications can be submitted online at
WWW.pCip.gov.

e The health care reform law requires that insurers and employers that provide
dependent coverage must offer coverage for adult children uniii their 26" birthday.
This requirement becomes effective for “plan years” beginning on or after September
23, 2010.

e Eliminates lifetime limits on insurance coverage for health plan years beginning on or
after September 23, 2010.

e Improves access to preventive care by eliminating any cost-sharing for preventive
services covered under insurance contracts. This requirement goes into effect for
health plan years beginning on or after September 23, 2010.

e Encourages employers to offer coverage by creating small business tax credits worth up
to 35% of the employer’s contribution to the employees’ health insurance. Effective
January 1, 2010.

e Requires that at least 85% of all premium dollars collected by insurance companies for

large employer plans and 80% for individual and small employer plans must be spent on

health care services and health care quality improvement. Insurance companies that

don’t meet these goals must provide rebates to consumers beginning January 1, 2011.

2. How will health care reform help seniors with prescription drug costs?

Answer:
e Seniors who reach the gap in prescription drug coverage known as the “doughnut hole”

will receive a 5250 rebate beginning June 2010.

e Beginning in 2011, seniors in the “doughnut hole” coverage gap will receive a 50%
discount on prescription drugs.

¢ The “doughnut hole” gap will be phased out until it is eliminated in 2020.
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3. What are some of the impacts on the Nevada Medicaid Program (heaith care for
families/individuals with low incomes)?

Answer:

e Beginning in 2014, expands Medicaid eligibility to everyone under 133% of the federal
poverty level (approximately $14,000 for an individual and $29,000 for a family of four).
This includes Medicaid coverage for singie, childless adults who previously were not
eligible for Medicaid. States will receive 100% federal funding for the first three years to
support this expanded coverage, phasing to 90% federal funding in later years.

e Restructures how eligibility is determined, requiring the use of modified adjusted gross
income (MAGI) from an applicant’s income tax return.

e Freezes current eligibility rules until December 31, 2013 for adults and September 30,
2019 for children.

e Increases rates paid by Medicaid for primary care services to 100% of the Medicare rate
for 2013 and 2014. The increase is fully funded by the federal government.

4. What is the estimated fiscal impact on the State of Nevada to implement the health care
reform legislation?

Answer:
e Nevada DHHS has estimated Health Care Reform will cost Nevada taxpayers about 5574

million in additional General Fund dollars between now and 2019.
e Added costs fall primarily into five areas:
1. Primary care physician rate increases to 100% of the Medicare rate (Nevada

currently pays less than the Medicare rate.)
2. New eligibles being added (such as single, childless adults).
3. The insurance mandate provisions of the health care reform legislation will drive

people who are currently eligible for Medicaid, but not enrolled, to apply for

and receive Medicaid coverage.
4. Automated systems overhauls and replacements.
5. Added administrative costs for increased enrollees.
e Enhanced Federal funding is available for some costs, but phases out over time.

5. How will people be able to find the most affordable health insurance?

Answer:
e www.HealthCare.gov launched on July 1, 2010. This web portal helps consumers

determine which private insurance plans and public programs are available to them in
their state.
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Beginning in 2014, an “Exchange” will be established in each state to help consumers
compare plans that are certified to have met benchmarks for quality and affordability.
The Exchanges will also administer the new health insurance subsidies and facilitate
enroliment in private health insurance, Medicaid, and the Children’s Health Insurance

Program (CHIP).
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