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Subject
A briefing on health care reform implementation issues affecting the safety-net health system in King County
Purpose
The purpose of this briefing is to highlight for the Board of Health a set of near-term and longer-term health care reform issues likely to affect the safety-net health care system in King County and residents who rely on it. 
Summary
Since the Affordable Care Act (ACA) became law nearly two years ago, numerous provisions of the law have been phased in, with some of the most significant coverage expansion provisions yet to go into effect in 2014.  Substantial implementation responsibilities rest at the state level and Washington State has been actively taking steps to establish the required health insurance Exchange, prepare for expansion of the Medicaid program, and pursue shifts in delivery systems and health purchasing strategies.  
	
While the ACA affects the health care system for all residents of King County, there are particularly significant implications for individuals and families with low incomes.  As a group, they are less likely to be insured, less likely to have a usual source of care, and more likely to experience poor health outcomes compared to other residents.  Numerous opportunities exist in 2012 and 2013 to influence the next phases of state and local implementation activities, and to assure that local systems are well-organized and coordinated to not just address access to health care for individuals and families with low incomes, but also to more effectively address the underlying social determinants of poor health.
Background
In September 2008, the Board of Health adopted Resolution 08-10.1, adopting a set of principles regarding health reform.  It reaffirmed the long-term provision goal of the Public Health Operational Master Plan (PHOMP) to increase healthy years lived by people in King County and to eliminate health disparities through access to affordable, appropriate and quality health care services.   The Board found that health care reform was necessary to achieve the long-term goals of the PHOMP, and directed the department to use the principles in evaluating health reform and advocating with state and federal governments.  The six principles were (1) access for all; (2) quality health care; (3) financially sustainable; (4) responsive to patients and communities; (5) focus on health promotion and disease prevention; and (6) focus on achieving health equity.  

On March 23, 2010, President Obama signed H.R. 3590, the Patient Protection and Affordable Care Act (ACA).  “Access for all” is clearly a foundation of the law, which will extend health coverage to more 30 million people nationally for those who are citizens and lawfully present immigrants.  This will be achieved primarily through a significant expansion of the Medicaid program and by providing subsidies to help low and middle income people purchase coverage.  The ACA is currently undergoing several legal challenges, and in late March 2012 the US Supreme Court will hear oral arguments. 

The sections below provide additional background on the implementation status of major elements of health reform in Washington State and impacts for King County where known. 

1.  Health Insurance Exchange

The ACA requires that states establish health insurance Exchanges to help people purchase health care coverage.  In 2011 the Washington State legislature designated the Health Care Authority (HCA) as the lead organization to build Washington State’s Exchange.  HCA applied for and received a $23 million federal establishment grant to proceed with policy development, stakeholder engagement, information technology (IT) development, and operational plans.  In January 2012, HCA selected a vendor to design, develop and implement the state's Exchange IT system.  A nine-member Governing Board appointed by the Governor oversees the Exchange; King County Board of Health member Dr. Ben Danielson is one of the members.   

Among its functions, the Exchange, scheduled to go into operation on January 1, 2014, will certify whether a plan is qualified to be offered in the Exchange, help shoppers understand their options, and arrange the federal subsidies for eligible people whose incomes fall between 133 - 400% of federal poverty level.  Plans that are offered in the Exchange will be subject to various requirements, including provision of a federally defined set of ten “essential health benefits.”   Exchanges must also establish a “Navigator” program and award grants to entities to promote public education about and help with enrollment, and the State recently released for comment a policy white paper regarding principles for Navigator functions.  The Exchange must be coordinated with Medicaid eligibility and enrollment processes.  

In the 2012 session, the state legislature passed HB 2319 which provided further implementation of the Exchange, including naming it the “Evergreen Health Marketplace.”  One of the decisions the state must make is whether to establish and offer a “basic health plan” for people with incomes between 133% and 200% of federal poverty level (FPL).[footnoteRef:1]  HB 2319 allows for design and development work for a basic health option; additional legislative action would be required in 2013 to allow for full implementation of the program.   [1:  In 2012, 133% of the federal poverty level is $14,856 for a family of one; and $30,657 for a family of four.] 


2.  Medicaid Expansion 

On January 1, 2014, the Medicaid program will expand to non-Medicare eligible individuals under age 65 with incomes up to 133% of FPL.  The newly eligible will be guaranteed a benchmark benefit package that meets the essential health benefits available through the Exchange.  The federal government pays the full cost of the expansion for 2014 – 2016, 95% federal financing in 2017, 94% federal financing in 2018, 93% federal financing in 2019, and 90% federal financing for 2020 and subsequent years. 

An analysis of how many people are expected to “take up” Medicaid coverage in Washington state was recently prepared by the Urban Institute.[footnoteRef:2] The Urban Institute concluded that about 545,000 people are currently eligible but not enrolled (many in this group have private coverage), and about 500,000 will become newly eligible for the Medicaid program – in total, over 1,000,000 potential new enrollees exist.  Of those, an estimated 328,221 people are projected to enroll.  This includes 250,308 people who are newly eligible, plus another 77,913 people from the group who are currently eligible but not enrolled.  Nearly all the new Medicaid enrollees are expected to be adults.    [2:  Understanding Newly Covered Populations: Health Reform in Washington State. Findings from Augmented WSPS Dataset.  Urban Institute. November 2011. ] 


In King County, approximately 125,000 people under 133% of FPL are uninsured.  Public Health-Seattle & King County Assessment, Policy Development, and Evaluation unit estimates that of those, about 65,000-95,000 people would gain coverage under Medicaid by 2019.  

3.  Health System Transformation

One of the common frameworks for transforming the United States health system is known as the Triple Aim, which calls for the simultaneous pursuit of three objectives: (1) improving the health of the population; (2) enhancing the patient experience of care (including quality, access, and reliability), and (3) reducing, or at least controlling, the per capita cost of care.[footnoteRef:3]  The ACA includes a wide range of provisions to incent better management of individual and population health through numerous demonstrations and initiatives, and activities related to these transformation efforts are underway in regions across the state, including King County.   [3:  Institute for Healthcare Improvement: http://www.ihi.org/offerings/Initiatives/TripleAim/Pages/default.aspx] 


New attention to high risk, high cost beneficiaries of Medicaid and Medicare.  One current priority of transformation efforts is the highest cost, highest risk beneficiaries in the Medicaid and Medicare programs, where chronic health conditions, poorly coordinated care, high levels of hospital readmissions and emergency department use, and poor health outcomes provide opportunities for significant improvement and cost savings.  Washington, for example, is one of 15 states that received a federal planning grant to design an integrated delivery system for people who are dually eligible for Medicaid and Medicare, a group of low-income elderly and younger people with disabilities who have significant and costly medical, behavioral health, long-term care, and social needs.[footnoteRef:4]  In March 2012, the State will be issuing for public comment its proposed delivery design prior to submitting it for federal approval.  The State has also been examining other routes to strengthen the integration and cross-system coordination among medical, behavioral health, long term care services, and social services for high risk populations in Medicaid who drive high costs.  These actions include potential shifts in Medicaid financing that could bring changes to county roles in the Medicaid mental health/substance abuse service systems and Area Agency on Aging roles in Medicaid long-term care supports and services.  [4:  In December 2010, there were 31,226 dual eligible beneficiaries in King County; 76% of them were age 55 or older; 24% were under 55.  Statewide in 2010 there were 112,208 dually eligible individuals.] 


Changes in managed care environment.  Another upcoming change affecting the local service delivery system is driven by the State’s policy decision to move the majority of the Medicaid population into the managed care marketplace for the delivery of medical services.  Managed care is an approach to financing and delivering health care that seeks to control costs and improve quality of care through a variety of techniques, including selective contracting with health care providers, utilization management, quality assurance, and care management.  In February 2012, the Health Care Authority announced the selection of five vendors to offer managed care plans to the Medicaid and Basic Health populations for the July 1, 2012 – December 31, 2013 period.[footnoteRef:5]  With these new contracts will also come important changes in the managed care population:  HCA intends to now use managed care for Medicaid blind and disabled clients who are eligible for Supplemental Security Income (SSI).  Previously, care for SSI recipients has been paid on a fee-for-service basis.  Children in foster care may also be served through managed care, although will it not be required. The managed care plans will be subject to new quality standards and various expectations for coordination with mental health Regional Support Networks, local public health programs, and others.  [5:  The five vendors are Community Health Plan of Washington; Molina Healthcare of Washington; Amerigroup RealSolutions; United Healthcare Community Plan; and Coordinated Care Corporation (Centene).  The latter three entities would be new to serving the Medicaid population in King County.] 


Local health and behavioral health systems work on transformation. There is also significant activity occurring at the local level among hospital systems, behavioral health, long-term care, primary care, and others to foster partnerships that will improve the quality, integration, and coordination of care across the safety net.  For example, community and public health centers are taking steps to gain recognition as “patient centered medical homes,” meaning that they are shifting the care model to organize care around patients, working in teams to coordinate and track care over time (supported through increased use of electronic health records and other information technology tools), and helping assure that patients get the right care in the right place at the right time.  Partnerships are growing among primary care and mental health/substance abuse agencies to integrate care in innovative models.  Many community mental health centers are also developing health homes and integrating primary care services into their agencies to meet the overall health needs of individuals with serious mental illness. Access to and demand for behavioral health services is expected to increase significantly under reform; these services are one of the ten “essential health benefits” and must be provided at parity with medical benefits.  

Applying for federal resources to benefit King County. Recognizing that many innovations occur at the local level, the Centers for Medicare and Medicaid Innovation held a national competition in early 2012 called the “Health Care Innovation Challenge,” soliciting projects that could meet the three-part aim.  Public Health-Seattle & King County was among many entities in the region who submitted an application under this highly competitive opportunity, in partnership with the City of Seattle, Harborview Medical Center, HealthPoint Community Health Centers, Global to Local, and others.  Awards are expected to be announced in late March 2012.  

King County Health Reform Planning Team.   In summer 2011, Public Health-Seattle & King County and King County’s Department of Community & Human Services co-convened a "Health Reform Planning Team" that is focused on the safety net population.  This voluntary coalition of health and social service safety net system representatives, including consumer representatives, is focused on the design and implementation of cross-system strategies that will improve the coordination and integration of care for low-income, uninsured, and Medicaid populations in King County, both today and in preparation for Medicaid expansion in 2014.  

Recognizing the relationship between health status and the social and environmental conditions in which people live, the coalition has articulated a vision for a King County safety-net health system that goes beyond the provision of health care services. It seeks to promote a health system design that is effective in addressing the social determinants of health, one that incorporates prevention and wellness services at both the individual and community level, and one that integrates access to needed social services that impact overall well-being, such as housing, employment, justice system programs, and other social services.  The Planning Team meets monthly and is interacting closely with State partners to help inform and influence reform initiatives affecting the region. 
Analysis
As a result of coverage expansion in 2014, King County expects that the number of uninsured in our region will decline, addressing one of the central roadblocks to improved population health.   Being eligible for coverage, however, does not necessarily translate into access to needed preventive and other health services, nor does it assure that services will be available in a culturally appropriate manner.  For the county’s low-income residents, many will still face numerous barriers, such as language and literacy challenges, transportation, homelessness, and more.  Assuring that the upcoming Navigator program builds on the capacity and expertise of trusted community-based and county/ public health service agencies will be important in reaching out to and enrolling vulnerable populations into coverage.  Encouraging maximum participation in state and federally funded coverage and subsidy programs for King County residents is a fundamental strategy for expanding access and improving health equity.  It should be noted that coverage options for undocumented immigrants do not change under reform; they are not eligible for Medicaid or for subsidies in the Exchange and will continue to experience a high uninsured rate. 

Much remains unknown about the adequacy of the community health and behavioral health systems to meet the anticipated new demand, especially the demand driven by increases in the Medicaid program and Exchange coverage.  The safety net health system is a critical element in provision of care in underserved communities, and without expansion, this region’s primary care infrastructure may be insufficient to meet the expected demand from newly Medicaid-eligible individuals and those who remain uninsured.  ACA appropriations for health center expansion have been scaled back, as has the Prevention and Public Health Fund which authorized important community-based interventions such as more widespread use of community health workers.  Because expansions in health care access and public health infrastructure have not been occurring at the levels needed or envisioned under the ACA, the local health systems will remain challenged in their efforts to prepare and support realization of the full benefits of reform for county residents. 
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