AFFORDABLE CARE ACT
MASSACHUSETTS IMPLEMENTATION UPDATE 
August 8, 2016

These Updates, published by the Executive Office of Health and Human Services (EOHHS) in consultation with the other state agencies involved in ACA implementation, will bring you news related to the implementation of provisions of the ACA here in Massachusetts.
Grants and Demonstrations 
 
The ACA provides funding opportunities to transform how health care is delivered, expand access to care and support healthcare workforce training. 

Grant Activity

For information about ACA grants awarded to and grant proposals submitted by the Commonwealth, visit the Grants page of the Massachusetts National Health Care Reform website at: http://www.mass.gov/eohhs/gov/commissions-and-initiatives/healthcare-reform/national-health-care-reform-plan/grants-and-demonstrations.html
Guidance 

8/3/16 HHS/CMS issued a correction to the proposed rule called “Medicare Program; End-Stage Renal Disease Prospective Payment System, Coverage and

Payment for Renal Dialysis Services Furnished to Individuals with Acute Kidney Injury, End-Stage Renal Disease Quality Incentive Program, Durable Medical Equipment, Prosthetics, Orthotics and Supplies Competitive Bidding Program Bid Surety Bonds, State Licensure and Appeals Process for Breach of Contract Actions, Durable Medical Equipment, Prosthetics, Orthotics and Supplies Competitive Bidding Program and Fee Schedule Adjustments, Access to Care Issues for Durable Medical Equipment; and the Comprehensive End-Stage Renal Disease Care Model.” The document makes technical corrections to the proposed rule which was published in the Federal Register on June 30, 2016.
The proposed rule, which implements portions of ACA §6301 and §3021, would update payment policies and rates under the Medicare End-Stage Renal Disease (ESRD) Prospective Payment System (PPS) for renal dialysis services furnished to beneficiaries on or after January 1, 2017. This rule also proposes new quality measures to improve the quality of care by dialysis facilities treating patients with end-stage renal disease. 
The comment period closed on July 25, 2016 for this proposed rule.

Read the correction at: https://www.gpo.gov/fdsys/pkg/FR-2016-08-03/pdf/C1-2016-15188.pdf
8/2/16 IRS/Treasury issued a proposed rule called “Information Reporting of Catastrophic Health Coverage and Other Issues Under Section 6055.”
According to IRS/Treasury, the proposed regulations relate to information reporting of minimum essential coverage (MEC, ACA §1501), under section 6055 of the IRS Code. Health insurance issuers, certain employers, and others that provide MEC to individuals must report to the IRS information about the type and period of coverage and furnish related statements to covered individuals. The proposed regulations affect health insurance issuers, employers, governments, and other persons that provide minimum essential coverage to individuals and provide guidance under section 6055 about the forms used to report information to the IRS. According to the proposed rule, health insurance issuers will have an additional year before they will be required to report which individuals have catastrophic-level health insurance plans, starting with the 2017 plan year for tax returns that are filed in 2018.
Section 6055 (which was added by ACA §1502) requires health insurance issuers, self-insuring employers, government agencies, and other providers of MEC to file and furnish annual information returns and statements regarding the type and period of coverage provided to insured individuals. According to the IRS, the information is used by the agency to administer (as well as used by individuals to show compliance with) the individual shared responsibility provision. The individual shared responsibility provision requires each nonexempt individual to have basic health insurance coverage known as MEC, qualify for an exemption, or make a shared responsibility payment when filing their federal income tax return. 

Section 6056 (which was added by ACA §1514) requires “applicable large employers” (generally those with 50 or more full-time employees, including full-time equivalents, in the previous year) to file and furnish annual information returns and statements relating to the health insurance that the employer offers (or does not offer) to its full-time employees. According to the agency, the information provided on the information return is used by the IRS to administer the employer shared responsibility provisions of section 4980H, as well as part of the determination of whether an employee is eligible for the premium tax credit under section 36B. The employer shared responsibility provisions under IRS Section 4980H (which was added to the IRS Code by ACA §1513) state that “applicable large employers" must offer health coverage to their full-time employees or a shared responsibility payment may apply. For 2015 and after, "applicable large employers," those employers employing at least a certain number of employees (employers with 50 or more full-time employees*) must offer affordable health coverage that provides a minimum level of coverage (§1501) to their full-time employees (and their dependents), or the employer may be subject to an employer shared responsibility payment if at least one of its full-time employees receives a premium tax credit (§1401, §1411) for purchasing individual coverage on one of the Affordable Insurance Exchanges (Marketplaces).

*Under the ACA, 50 full-time employees or a combination of full-time and part-time employees is equivalent to 50 full-time employees. A full-time employee is an individual employed on average at least 30 hours of service per week. An employer that meets the 50 full-time employee threshold is referred to as an applicable large employer.

Comments are due October 3, 2016.
Read the proposed rule at: https://www.gpo.gov/fdsys/pkg/FR-2016-08-02/pdf/2016-18100.pdf
8/1/16 HHS/FDA issued a notice called “Food Labeling; Calorie Labeling of Articles of Food in Vending Machines; Extension of Compliance Date.” The notice announces that the FDA is extending the compliance date for certain requirements in the final rule (which was published in the Federal Register of December 1, 2014) requiring disclosure of calorie declarations for food sold from certain vending machines. 
The compliance date for type size front-of-pack labeling requirements and calorie disclosure requirements for certain gums, mints, and roll candy products in glass-front machines in the final rule is extended to July 26, 2018. The compliance date for all other requirements in the final rule remains December 1, 2016.

ACA §4205 requires that calorie information be listed on menus and menu boards in restaurants and similar retail food establishments that are part of a chain and in vending machines with 20 or more locations. According to the FDA, the requirements will help combat obesity by assisting consumers in maintaining healthy dietary practices. New information will provide consumers with more nutritional information about the foods they eat outside of the home. These establishments will be required to clearly and conspicuously display calorie information for standard items on menus and menu boards, next to the name or price of the item.

Read the notice at: https://www.gpo.gov/fdsys/pkg/FR-2016-08-01/pdf/2016-18140.pdf
8/1/16 HHS/CMS issued a notice called “Medicare Program; FY 2017 Inpatient Psychiatric Facilities Prospective Payment System – Rate Update.” The notice implements portions of the ACA §3401(f) and ACA §10322.
The notice updates the prospective payment rates for Medicare inpatient hospital services provided by inpatient psychiatric facilities (IPFs) (which include freestanding IPFs and psychiatric units of an acute care hospital or critical access hospital). These changes are applicable to IPF discharges occurring during the fiscal year (FY) beginning October 1, 2016 through September 30, 2017 (FY 2017).

Read the notice at: https://www.gpo.gov/fdsys/pkg/FR-2016-08-01/pdf/2016-17982.pdf
7/29/16 HHS/CMS issued a final rule called “Medicare Program; FY 2017 Hospice Wage Index and Payment Rate Update and Hospice Quality Reporting Requirements.” The final rule implements portions of ACA §3004, §3132 and §3401.
The final rule updates the Medicare hospice wage index, payment rates, and cap amount for fiscal year (FY) 2017. In addition, this rule changes the hospice quality reporting program, including adopting new quality measures. The final rule also includes information regarding the Medicare Care Choices Model.
Read the final rule (which was published in the Federal Register on August 5, 2016) at:

https://www.gpo.gov/fdsys/pkg/FR-2016-08-05/pdf/2016-18221.pdf
7/29/16 HHS/CMS issued a final rule called “Medicare Program; Inpatient Rehabilitation Facility Prospective Payment System for Federal Fiscal Year 2017. The final rule implements portions of ACA §3004, §3137, §3401, §1105 and §10319.
The final rule updates the Medicare prospective payment rates for inpatient rehabilitation facilities (IRFs) for federal fiscal year (FY) 2017 as required by the statute. As required by section 1886(j)(5) of the Act, this rule includes the classification and weighting factors for the IRF prospective payment system’s case-mix groups and a description of the methodologies and data used in computing the prospective payment rates for FY 2017. The final rule also revises and updates quality measures and reporting requirements under the IRF quality reporting program.

Read the final rule (which was published in the Federal Register on August 5, 2016) at:

https://www.gpo.gov/fdsys/pkg/FR-2016-08-05/pdf/2016-18196.pdf
7/29/16 HHS/CMS issued a final rule called “Medicare Program; Prospective Payment System and Consolidated Billing for Skilled Nursing Facilities for FY 2017, SNF Value-Based Purchasing Program, SNF Quality Reporting Program, and SNF Payment Models Research.” The final rule implements portions of ACA §3401 and §10324.
The final rule updates the payment rates used under the Medicare prospective payment

system for skilled nursing facilities (SNFs) for fiscal year (FY) 2017. In addition, it specifies a potentially preventable readmission measure for the Skilled Nursing Facility Value-Based Purchasing Program, and implements requirements for that program, including performance standards, a scoring methodology, and a review and correction process for performance information to be made public, aimed at implementing value-based purchasing for SNFs. Additionally, the final rule includes polices and measures in the Skilled Nursing Facility Quality Reporting Program and also responds to comments on the SNF Payment Models Research project.

Read the final rule (which was published in the Federal Register on August 5, 2016) at: 
https://www.gpo.gov/fdsys/pkg/FR-2016-08-05/pdf/2016-18113.pdf
7/29/16 HHS/CMS issued a notice under the Paperwork Reduction Act of 1995 (PRA) seeking comments on the revision of a currently approved information collection activity related to Medicare Program/Home Health Prospective Payment System Rate Update for Calendar Year 2010: Physician Narrative Requirement and Supporting Regulation.

Section (o) of the Act (42 U.S.C. 1395 x) specifies certain requirements that a home health agency must meet to participate in the Medicare program. ACA §6407(a) amends the requirements for physician certification of home health services contained in Sections 1814(a)(2)(C) and 1835(a)(2)(A) by requiring that, prior to certifying a patient as eligible for Medicare’s home health benefit, the physician must document that the physician himself or herself or a permitted non-physician practitioner has had a face-to-face encounter (including through the use of tele-health services, subject to the requirements in section 1834(m) of the Act),” with the patient. ACA §6407(a) does not amend the statutory requirement that a physician must certify a patient’s eligibility for Medicare’s home health benefit.
Comments are due September 27, 2016.
Read the notice at: https://www.gpo.gov/fdsys/pkg/FR-2016-07-29/pdf/2016-17987.pdf 

(see item #1)

7/29/16 HHS/CMS issued a notice under the Paperwork Reduction Act of 1995 (PRA) seeking comments on the revision of a currently approved information collection activity related to Essential Health Benefits in Alternative Benefit Plans, Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: Eligibility and Enrollment.
Beginning October 1, 2013, qualified individuals and qualified employees could purchase private health insurance coverage through Exchanges for January 1, 2014 effective dates. The ACA established Affordable Insurance Exchanges (§1311(b)) to provide individuals and small business employees with access to health insurance coverage beginning January 1, 2014.The Exchanges, which became operational on January 1, 2014, enhanced competition in the health insurance market, expanded access to affordable health insurance for millions of Americans, and provided consumers with a place to easily compare and shop for health insurance coverage. §1311(b)(1)(B) also requires that Small Business Health Options Program (SHOP) assist qualified small employers in facilitating the enrollment of their employees in qualified health plans offered in the small group market. QHPs are health plans that have been certified by an Exchange, provide EHB, and follow established limits on cost-sharing (like deductibles, copayments, and out-of-pocket maximum amounts).

The reporting requirements and data collection in Medicaid, Children’s Health Insurance Programs (CHIP), and Exchanges: Essential Health Benefits in Alternative Benefit Plans, Eligibility Notices, Fair Hearing and Appeal Processes, and Premiums and Cost Sharing; Exchanges: Eligibility and Enrollment final rule (which was published in the Federal Register on July 15, 2013) addresses: (1) standards related to member notices, (2) procedures for the verification of enrollment in an eligible employer-sponsored plan and eligibility for qualifying coverage in an eligible employer-sponsored plan; and (3) other eligibility and enrollment provisions to provide detail necessary for state implementation. 

Comments are due August 29, 2016.
Read the notice at: https://www.gpo.gov/fdsys/pkg/FR-2016-07-29/pdf/2016-17988.pdf (see item #3)

Prior guidance can be found at: www.hhs.gov/healthcare/index.html
News

8/2/16 The U.S. Preventive Services Task Force (USPSTF) issued a draft recommendation statement on screening for genital herpes infection using a blood test. After reviewing the evidence, the Task Force recommends against using current blood tests to screen for genital herpes in people with no signs or symptoms of infection, including adolescents and adults, as well as pregnant women. As a result, the USPSTF assigned a “D” grade to this recommendation.
According to the Task Force, genital herpes is a common sexually transmitted infection in the United States that cannot be cured. The USPSTF found the harms outweigh the benefits of screening for genital herpes infection in asymptomatic adolescents and adults partly because screening, early identification, and treatment are unlikely to alter the course of the disease. Furthermore, the potential harms of screening for herpes are substantial due largely to the inaccuracy of the main blood tests available. 

The USPSTF recommends that people should be aware of the signs and symptoms of genital herpes and should talk to their doctor or nurse if they are concerned. Additionally, the Task Force recommends screening for other sexually transmitted infections including chlamydia, gonorrhea, syphilis, and HIV, and recommends behavioral counseling to reduce the risk of acquiring STIs for people at high risk.

The USPSTF is an independent panel of non-federal government experts that conduct reviews of scientific evidence of preventive health care services. The USPSTF then develops and publishes recommendations for primary care clinicians and health systems in the form of recommendation statements. As part of their recommendations process, the USPSTF will assign definitions to the services they review based on the certainty that a patient will receive a substantial benefit from receiving the benefit. Services that are graded "A" and "B" are highly recommended and the USPSTF believes there is a high certainty that patient will receive a substantial or moderate benefit.

Under ACA §1001, all recommended services receiving grades of "A" or "B" must be provided without cost-sharing when delivered by an in-network health insurance provider in the plan years (or, in the individual market, policy years) that began on or after September 23, 2010. If the recommendation on screening for genital herpes infection using a blood test is finalized with an "D" rating, then it will not be required to be provided without cost sharing.

Comments are due August 29, 2016 and can be submitted at: http://www.uspreventiveservicestaskforce.org/Comment/Collect/Index/draft-recommendation-statement/genital-herpes-screening1
Read the draft recommendation statement at: http://www.uspreventiveservicestaskforce.org/Page/Document/draft-recommendation-statement/genital-herpes-screening1
Learn more about preventive services covered under the ACA at: HHS.Gov
Learn more about the USPSTF at: www.uspreventiveservicestaskforce.org
Bookmark the Massachusetts National Health Care Reform website at: 
National Health Care Reform to read updates on ACA implementation in Massachusetts. 
 
Remember to check the Mass.Gov website at: Dual Eligibles for information on the "Integrating Medicare and Medicaid for Dual Eligible Individuals" initiative.
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