NATIONAL CONFERENCE OF INSURANCE LEGISLATORS

HEALTH, LONG-TERM CARE & HEALTH RETIREMENT ISSUES COMMITTEE

WASHINGTON, DC
MARCH 5, 2011
The National Conference of Insurance Legislators (NCOIL) Health, Long-Term Care & Health Retirement Issues Committee met at the Hyatt Regency on Capitol Hill in Washington, DC, on Saturday, March 5, at 8:45 a.m. 
Rep. Barb Byrum of Michigan, chair of the Committee, presided.
Other members of the Committee present were:


Rep. Greg Wren, AL



Sen. James Seward, NY



Sen. Vi Simpson, IN



Sen. Keith Faber, OH



Rep. Ron Crimm, KY



Rep. Brian Kennedy, RI




Rep. George Keiser, ND


Rep. Charles Curtiss, TN


Assem. Nancy Calhoun, NY


Sen. Mike Hall, WV

Sen. William Larkin, Jr., NY
Other legislators present were:

Rep. Nancy McLain, AZ


Sen. Rich Pahls, NE
Sen. William Haine, IL



Sen. Neil Breslin, NY

Sen. Travis Holdman, IN


Sen. Bill Brown, OK
Rep. Matt Lehman, IN



Rep. Glen Mulready, OK

Rep. Chuck Kleckley, LA


Rep. Marguerite Quinn, PA

Rep. Sharon Treat, ME



Sen. Jean Hunhoff, SD

Rep. Peter Lund, MI



Sen. William Ketron, TN

Rep. Jim Kasper, ND



Rep. Kathleen Keenan, VT

Also in attendance were:


Susan Nolan, NCOIL Executive Director


Candace Thorson, NCOIL Deputy Executive Director


Michael Humphreys, NCOIL Director of State-Federal Relations

Jordan Estey, NCOIL Director of Legislative Affairs & Education
MINUTES

Upon a motion made and seconded, the Committee unanimously approved the minutes of its November 20, 2010, meeting in Austin, Texas. 
LONG-TERM CARE PARTNERSHIP PROGRAMS
Dianne Bricker of America’s Health Insurance Plans (AHIP) updated the Committee on state long-term care partnership programs, which she said encourage the sale and purchase of private insurance to protect against runaway Medicaid costs.  She noted that costs of nursing home care averaged approximately $75,000 per year and that, without private insurance, people pay for care with their own assets until they qualify for Medicaid.  

Ms. Bricker said that—in the five years since the programs were authorized under the federal Deficit Reduction Act of 2006 (DRA)—33 states had updated their Medicaid laws to allow the sale of partnership policies.  She said that consumers could use the policies to protect their assets on a “dollar-for-dollar” basis, meaning that if they run out of private insurance coverage, they won’t have to deplete their net worth in order to qualify for Medicaid. 

Ms. Bricker reminded legislators that long-term care costs aren’t covered by Medicare and are the largest expense for state Medicaid budgets.  She said that between 1992 and 2002, Medicaid spending on long-term care had increased by $50 billion and that a looming baby-boomer generation threatened state budgets.  In speaking to the role that partnership programs could play in reducing Medicaid costs, she noted that Indiana had projected $15 million in savings, while Connecticut was predicting savings of $150 million by 2016. 

Rep. Keiser responded that Indiana and Connecticut had long-term care partnership programs that predated the DRA and that allowed total asset as well as the DRA-allowed dollar-for-dollar protection.  He said that cost-savings in these states may not reflect savings elsewhere.  He then commented that expenses in partnership states should be compared to those in non-partnership states.

BALANCE BILLING MODEL ACT

Mr. Estey said that legislators developed a proposed Healthcare Balance Billing Disclosure Model Act over the course of two years.   He said the model aimed to provide transparency, accountability, and disclosure in relation to controversial healthcare balance bills, which occur when consumers unexpectedly receive bills from out-of-network providers working at an in-network facility for differences between medical charges and what insurers will reimburse. Mr. Estey noted that legislators at the Annual Meeting deferred final consideration of the model in order to review an alternative “provider network” definition.
Mr. Estey then overviewed the model’s requirements for healthcare facilities, facility-based providers such as radiologists and anesthesiologists, and health benefit plans.  Among other things, he said the model would provide pre- and post-treatment disclosures regarding balance billings, network benefits and provider contact information, and financial responsibilities.
Mr. Estey said the Committee held a February 18 conference call to consider the new “provider network” definition, as directed at the Annual Meeting, and had approved other changes to the proposed model.  He said that because the definition and other changes had not met the 30-day deadline, they would require a two-thirds Committee vote for consideration and a separate two-thirds votes for adoption.  
The Committee then voted unanimously to waive the deadline.  After discussion, the Committee also unanimously approved the following changes:

· revise the drafting note in Section 2 so that states would be encouraged to review the payment, in addition to the billing, practices of network and non-network providers 
· revise the “provider network” definition to mean all of the physicians and health care providers who have contracted to provide health care services to the enrollees of a health benefit plan 
· make a technical change to Section 3(C) dealing with applicability
· replace the health benefit plan disclosure notice in Section 6(B)(2) with easier-to-read language

· add a drafting note in Section 6 urging states to review and consider amending their health plan network adequacy laws to require plans to contract with an adequate number of facility-based providers at each in-network facility
Upon a motion made and seconded, the Committee unanimously voted to adopt the proposed model law, as amended.
HEALTHCARE SHARING MINISTRIES

Sen. Seward introduced a proposed Healthcare Sharing Ministries Freedom to Share Act, which he co-sponsored with Rep. Crimm, that would exempt healthcare sharing ministries from state insurance regulations.  Sen. Seward said these ministries are faith-based organizations in which members share medical bills.  He said that he considered them a unique, non-insurance-based way to pay for healthcare.
Joe Guarino of the Alliance of Health Care Sharing Ministries (AHSM) described how sharing ministries function and noted that the U.S. Congress exempted ministry members from a requirement that all Americans purchase health insurance under the 2010 Patient Protection Affordable Care Act (PPACA).  Among other things, he said that 36,000 households—or roughly 110,000 individuals—participated in three national ministries and that many members fell below 200 percent of the Federal Poverty Level. 
Mr. Guarino explained how the largest ministry, Samaritan Ministries International, operates.  He said that Samaritan collects members’ bills each month and then randomly selects other members to send their monthly contributions directly to one of the households in need.  He said, among other things, that the ministry uses a checklist to confirm whether members did, in fact, send the shares they committed to send.
James Lansberry of AHSM said that—in states where no insurance exemption exists—laws are ambiguous about the regulation of ministries.  He said that in the 1990s, legal battles with state insurance departments cost ministries millions of dollars that they couldn’t afford.  As a result, he said, 11 states passed laws to exempt ministries under state insurance law.  He said that several other states were considering similar bills in 2011 sessions and noted that the American Legislative Exchange Council (ALEC) and the Health and Human Services Committee of the National Black Caucus of State Legislators had endorsed similar versions of the proposed NCOIL model.
Josh Goldberg of the National Association of Insurance Commissioners (NAIC) said that, while ministries provide an alternative method of paying for healthcare at a time when insurance premiums were rising and consumers were being priced out of the market, some state regulators were concerned about exempting them from state regulations.  He said that the proposed model, if adopted, could block existing state consumer protections like solvency oversight and guaranty fund coverage, internal and external appeals processes, and legal remedies.  He said that new federal PPACA rules would also be unavailable to consumers, including bans on medical underwriting, preexisting condition exclusions, cost-sharing restrictions over a maximum amount, and annual and lifetime coverage limits.
Mr. Goldberg said that the proposed model, coupled with an exemption from the federal reforms, could have the unintended consequence of attracting younger, healthier members while discouraging the elderly and sick from joining.  He said that this “skimming” of the healthy risks from the individual insurance market would create an unlevel playing field.  He also noted that—because of new guaranteed issue requirements in federal healthcare reforms—ministry members could reenter the individual health insurance market and have claims covered immediately if they have a payment denied by a ministry.

Mr. Goldberg said that each ministry operates differently, but that at least one collects money like an insurance company, based on age and health status.  He said that one ministry maintains provider networks and preauthorizes non-emergency medical claims.  He also noted that members must meet deductibles and have claims reviewed by an adjuster—practices, he said, that have insurance-like characteristics.  He said that model legislation should take this into account.
In response to a question from Rep. Kennedy, Mr. Goldberg said that the NAIC didn’t have an official position on sharing ministries or on whether they should be exempt from state insurance regulations.  He noted that some regulators believed that ministries were not insurance, but others voiced strong concerns about exempting them.

Mr. Lansberry, responding to a question from Rep. Kennedy, explained that sharing ministries do not cover preexisting conditions because monthly shares would become unaffordable.  He said, however, that ministries do publish the costs related to preexisting conditions so that individual members can share voluntarily.  

Mr. Lansberry said that Samaritan members paid a share of $320 per month and a $170 annual administrative fee.  He said that Samaritan Ministries had roughly 60 administrative staffers. 
Assem. Calhoun asked if ministries were able to secure reduced provider charges like insurance companies do in their provider networks.  Mr. Lansberry replied that Samaritan Ministries tries to negotiate lower bills on behalf of consumers after services are rendered, but that they don’t get the low rates that insurance companies do.
Rep. Curtiss said that his state, like many others, has large Amish and other religious populations that object to traditional health insurance.  He said that ministries offer a viable alternative for these communities, and he supported the intent of the model legislation.

In response to questions from Sen. Simpson and Rep. Kennedy, Mr. Goldberg reiterated his earlier point that each of the three national ministries operate differently from the others, including in how medical bills are paid for and the managing of provider networks.  Sen. Simpson and Rep. Kennedy asked that the Committee hear from members of all three organizations before taking any final action.
After further discussion, the Committee voted to defer the model to the Summer Meeting to allow for further review and interested party input.

ADJOURNMENT

There being no other business, the Committee adjourned at 10:15 a.m.
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