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Our first care is your health care 
ARIZONA HEALTH CARE COST CONTAINMENT SYSTEM 

 
Date:  November 19, 2012 
 
To:  Interested Parties 
 
From:  AHCCCS Administration 
 
Re:  Summary of Written Comments re the “Future of Medicaid in Arizona” 
 
 
Over the last few months, AHCCCS has been involved in a variety of stakeholder efforts to 
inform and accept comments from the public on the topics of the “Childless Adult DRAFT 
Waiver Amendment” (Childless Adults) and “Future of Arizona’s Medicaid Program” (AZ 
Future).  Efforts include creating a page dedicated to these topics on the AHCCCS website, 
hosting a number of public meetings across the State and accepting public comments.  
 
This document includes a total of 85 written comments received specific to the Future of 
Medicaid in Arizona, organized in the order they were received. Comments originated from a 
variety of sources including individuals, family members, healthcare organizations, healthcare 
providers and advocacy groups1. Comments that were submitted on an organization’s formal 
letterhead are included as a separate section beginning on page 91 of the PDF document. 
Additional information about AZ Future can be found at the following link: 
http://www.azahcccs.gov/publicnotices/FutureOptions.aspx. 
 
 
Comments from Individuals  
Comments from Organizations on Official Letterhead  
Referenced Attachments  
 
 
 
 
 
 

                                                 
1 All personal information such as names and e-mail addresses has been redacted for privacy purposes. 

http://www.azahcccs.gov/
http://www.azahcccs.gov/publicnotices/FutureOptions.aspx
http://www.azahcccs.gov/reporting/Downloads/ChildlessAdults/ReferencedAttachments.pdf
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The Coalition for an Arizona State Exchange 

5330 N. 12th Street 
Phoenix, Arizona 85014 

 
 

	  
      August 31, 2012 
       
 
 
The Honorable Janice K. Brewer 
Governor of Arizona 
Executive Office Tower 
1700 West Washington  
Phoenix, AZ 85007 
 

Re: State Health Insurance Exchange 
HAND DELIVERED 
     

Dear Governor Brewer: 
 
 
On behalf of a coalition of health care and business stakeholders, we thank you for your 
thoughtful and inclusive approach to the complex issues related to the Patient Protection and 
Affordable Care Act (PPACA). We stand ready to work in partnership with you and your staff to 
create the best health care system for Arizona.  
 
The importance and magnitude of the decisions the state must make over the coming months 
and years cannot be overstated. The decisions will have long-lasting implications for access, 
quality and affordability of health care as well as the fiscal sustainability of our state. To this 
end, we urge your continued leadership in building a health insurance exchange that meets 
Arizona’s unique needs while maximizing coverage and consumer choice.  
 
We recognize there is enormous pressure not to implement any portion of the federal law. To 
those critics who would advocate a do-nothing approach to the new law, we would offer the 
following:  
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• The most effective way for the state to inject free market principles into the insurance exchange 
is to develop its own exchange rather than relinquish its design to the federal government.  

 
• States that refuse to implement their own exchange invite additional federal intrusion into their 

markets. 

 

• Arizonans will pay for the exchange whether it is run by the state or federal government. We 
believe a state exchange would be far more frugal, not to mention responsive, than a federal 

exchange. 

 
The federal health care law is the law of the land. Our obligation as leaders in government, 
business and health care, is to provide the best Arizona health care market we can under the 
circumstances. 
 
The Arizona Chamber of Commerce and Industry and the Greater Phoenix Chamber of 
Commerce have provided the attached public opinion survey information. The data demonstrate 
that Arizonans recognize the importance of a state exchange in preserving the Arizona 
marketplace. Additionally, the poll confirms that voters overwhelmingly support a state exchange 
over a federal exchange.  
 
We urge you to continue your work on a state-based exchange and we offer our assistance to 
make it a reality.  
 
 
 

Sincerely, 

C.A.S.E. 
The Coalition for an Arizona State Exchange  

 
 
 
 
 
 
 
 
 
 

<more>  
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Glenn Hammer, President and CEO 
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Paul Hickman, President and CEO 

Arizona Bankers Association 
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Reginald M. Ballantyne III, Sr. Corp. Officer 

Vanguard Health Systems 
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Banner Health 
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Scottsdale Healthcare 
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TO:  THE ARIZONA CHAMBER OF COMMERCE AND INDUSTRY 
  THE GREATER PHOENIX CHAMBER OF COMMERCE 
   
FROM:  BRIAN NIENABER 
  ED GOEAS 
   
RE: KEY FINDINGS FROM A STATEWIDE SURVEY OF VOTERS IN ARIZONA 
 

 
METHODOLOGY 

The Tarrance Group is pleased to present these key findings from a survey of voters in Arizona.  All 
respondents interviewed in this study were part of a fully representative sample of N=600 registered voters 
plus an N=150 oversample of registered Republicans to bring the number of Republicans in the sample to 
N=439. Responses to this survey were gathered December 11-13, 2011.  The confidence interval associated 
with a sample of this type is ± 4.1% in 19 of 20 cases for the overall sample and + 4.8% for the N=439 
sample of Republicans in 19 of 20 cases.   

 
 On the issue of health insurance exchanges, voters are given a brief explanation about 

exchanges* and asked their preference -- a state run exchange or a federal run 
exchange.  A majority of all voters (56%) prefer a state run exchange, including 41% 
of voters who indicate a strong preference for state run exchanges.  

 
* The full language of this question appears in the addendum.      

 
 Among Republicans, there is an even stronger preference for having the state run 

these health insurance exchanges. Fully 80% of Republicans prefer a state run 
exchange.  In addition, there is strong support for state run exchanges among key 
Republican demographic groups like very conservative Republicans (85%) and 
Republicans who are strong supporters of the Tea Party movement (83%).  
 

 In sum, there is notable opposition to Obamacare among all voters and particularly 
intense opposition to Obamacare among Republicans.  These concerns about federal 
run solutions for a locally provided and intensely personal service are certainly seen 
in the clear preference that voters have for state run health insurance exchanges.  The 
state would be well served to create an exchange that both meets the needs of citizens 
and answers the concerns of voters.  

 
### 
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Addendum 
Full text of the question on health insurance exchanges appears below. 
 
Now, thinking about the issue of health care reform… 
 
As you may already know, the health care reform law passed in 2010 requires health insurance 
exchanges to be set up in each state by 2014.   A state may set up its own exchange.  If a state 
does not set up an exchange, then the federal government will do it. 
 
Exchanges are: 
 

 Marketplaces created by the state where individuals and small businesses compare, 
shop, and enroll in a health insurance plan that meets their needs. 

 Regulated by the state officials if they are set up by a state , 
 Offer a website that allows citizens to compare and contrast all aspects of health 

insurance plans and enroll online, and 
 The only place where citizens with federal subsidies can use these funds to buy health 

insurance.  
 
The state legislature and the Governor are considering two main options for setting up these 
exchanges.  These options are: 
 
 Setting up an exchange run by the state, OR 
 Having an exchange set up and run by the federal government? 
 
Which of these options would you prefer?  





















































































































































List of Letters from Organizations and Advocacy Groups re: 

“The Future of Arizona’s Medicaid Program”  

 

√ = Individual letter 
(C) = Part of Coalition for an Arizona State Exchange letter 
(V) = Part of Vanguard letter   
 

The Future of Arizona’s Medicaid Program 

Date  Organization Name  Origin 
8/31/12  Aetna    (C) 
9/20/12  America Sustainable Business Council     √ 
9/22/12  Arizona Association of Chiropractic   (C) and √ 
8/31/12  Arizona Association of Community Health Centers    (C) 
8/14/12  Arizona Association of Health Plans   √ 
8/31/12  Arizona Bankers Association   (C) 
10/1/12  Arizona Behavioral Health Planning Council   √ 
8/31/12  Arizona Chamber of Commerce and Industry    (C) and √ 
8/16/12  Arizona Clinical Oncology Society   √ 
718/12 and 9/17/12  Arizona Council of Human Service Providers (incl. 74 agencies)   √ 
8/31/12  Arizona Fire District Association   (C) 
10/8/12  Arizona Hospital and Healthcare Association   √ 
Unknown  Arizona Public Health Association  √ 
8/31/12, 9/21/12 & 9/25/12  Banner Health   (C) and (V) 
8/31/12  Blue Cross Blue Shield of Arizona   (C) 
8/31/12  Care 1st Health Plan   (C) 
9/21/12 & 9/25/12  Carondelet Health Network   (V) 
8/31/12  Chandler Chamber of Commerce    (C) 
8/31/12  Cigna Arizona   (C) 
8/31/12  Coalition for an Arizona State Exchange  (CASE)   √ 
8/31/12,  9/21/12 & 9/25/12  Dignity Health   (C) and (V) 
9/21/12 & 9/25/12  Dignity Health Arizona   (V) 
8/31/12  Flagstaff Chamber of Commerce   (C) 
8/31/12  Gilbert Chamber of Commerce   (C) 
8/31/12  Greater Oro Valley Chamber of Commerce   (C) 
8/31/12  Greater Phoenix Chamber of Commerce   (C) 
8/31/12  Greater Phoenix Leadership   (C) 
8/31/12  HealthNet of Arizona   (C) 
8/31/12  Humana   (C) 
9/21/12 & 9/25/12  Iasis Healthcare   (V) 
8/1/12  Interfaith Disability Advocacy Coalition 

(includes 29 religious community groups also signed)  
√ 

9/21/12 & 9/25/12  John C. Lincoln Health Network   (V) 
10/18/12  Keller, Keller & Newman   √ 



9/21/12 & 9/25/12  Maricopa Integrated Health System   (V) 
8/31/12  Mayo Clinic   (C) 
9/29/12  National Alliance on Mental Illness   √ 
9/21/12 & 9/25/12  Northern Arizona Healthcare   (V) 
8/31/12  North Scottsdale Chamber of Commerce   (C) 
9/21/12 & 9/25/12  Phoenix Children’s Hospital   (V) 
7/19/12  Pima Prevention Partnership   √ 
8/31/12  Prescott Chamber of Commerce   (C) 
7/30/12  Protecting Seniors.Org    √ 
7/23/12  Raising Special Kids   √ 
7/20/12  Red Mountain Behavioral Health Services   √ 
8/31/12  Scottsdale Area Chamber of Commerce   (C) 
8/31/12  Southern Arizona Leadership Council   (C) 
8/31/12  Southwest Valley Chamber of Commerce   (C) 
8/31/12  Tempe Chamber of Commerce   (C) 
8/31/12  Tucson Hispanic Chamber of Commerce   (C) 
8/31/12  United Healthcare   (C) 
8/31/12  University of Arizona Health Network   (C) 
9/21/12 & 9/25/12  University of Arizona Medical Center   (V) 
8/31/12, 9/21/12 & 9/25/12  Vanguard Health Systems   (C) and √  
9/21/12 & 9/25/12  Yavapai Regional Medical Center   (V) 
8/31/1, 9/21/12 & 9/25/12  Yuma Regional Medical Center    (C) and (V) 
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September 17, 2012 
 
 
Mr. Don Hughes 
Health Policy Advisor 
Office of the Governor 
1700 West Washington 
Phoenix, AZ 85007 
 
Dear Mr. Hughes: 
 
The Arizona Council of Human Service Providers (the Council) is pleased to submit our 
recommendations and comments on the selection of a reference benchmark plan for use 
in defining the essential health benefits (EHB) for the Arizona Health Insurance 
Exchange (AzHIX).  The Council is grateful for this opportunity and very much 
appreciates the difficulty of your task and is prepared to assist you in any manner that we 
can. 
 
Based on our understanding of the relevant provisions of the Mental Health Parity and 
Addiction Equity Act (MHPAEA), the Affordable Care Act (ACA), the guidelines 
specified by the Center for Consumer Information and Insurance Oversight (CCIIO), the 
information the Governor’s Office and the Arizona Department of Insurance has made 
available in the June 2012 Mercer report Essential Health Benefits, we recommend, if the 
selection is made from all the potential benchmark plans, that the State Employee EPO be 
selected as the benchmark plan for the AzHIX.  However, if the State limits its choice of 
a benchmark plan from the three largest small group insurance products, we recommend 
that the United Healthcare Choice Plus – Balanced 30/2500/100% Plan A8S be selected.  
We also recommend that both of these plans be supplemented as appropriate to provide 
for:  
 

• Parity between physical health and mental health and substance abuse disorder 
services including behavioral health treatment 

• An expanded definition of habilitation services compared to what is commonly 
used in the commercial insurance market in order to ensure the provision of 

2100 N. Central Avenue, Suite 225 Phoenix, Arizona 85004-1400 
602-252-9363  Fax 602-252-8664  www.azcouncil.com 



2 
 

habilitation services and a relative balance of this category of EHB with the nine 
other categories 

• Parity between habilitation and rehabilitation services 

• Chronic disease management and service coordination services in the prevention, 
wellness and chronic disease management category of EHB 

 
The balance of this letter will expand on these recommendations after we first present our 
understanding of the process specified for the selection of the EHB and the qualifications 
and limitations associated with our recommendations.  
 
Selecting EHBs – Federal Guidance 
 
Section 1302 of the ACA provides that EHB include items and services in ten benefit 
categories: 
 

1. ambulatory patient services 

2. emergency services 

3. hospitalization 

4. maternity and newborn care 

5. mental health and substance use disorder services, including behavioral health 
treatment 

6. prescription drugs 

7. rehabilitative and habilitative services and devices 

8. laboratory services 

9. preventive and wellness services and chronic disease management 

10. pediatric services, including oral and vision care 

 
The ACA charged the Secretary of Health and Human Services to define essential health 
benefits that were equal to the scope of benefits provided under a typical employer plan, 
that were balanced between benefit categories, and were not discriminatory based on age, 
disability or expected length of life and considered the health care needs of diverse 
segments of the population.  The ACA also specifies that States must defray the cost of 
any benefits required by State law to be covered by qualified health plans beyond the 
EHB. 
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While it was originally presumed that the Secretary would in fact define EHBs, in the 
December 16, 2011 “Essential Health Benefits Bulletin” the CCIIO proposed that each 
State would define EHBs – for at least 2014 and 2015 – based on a benchmark plan.  The 
benchmark plan could be selected from: 
 

1. the largest plan by enrollment in any of the three largest small group insurance 
products in the State’s small group market 

2. any of the largest three State employee health benefit plans by enrollment 

3. any of the largest three national FEHBP plan options by enrollment 

4. the largest insured commercial non-Medicaid Health Maintenance Organization 
operating in the State 

 
The CCIIO guidance went on to specify that if a benefit category of EHB were missing in 
a benchmark plan, it would have to supplement that category of benefits.  The guidance 
identified the most common non-covered categories of benefits among typical employer 
plans to be habilitative services, pediatric oral services, and pediatric vision services, but 
also noted that employer plans often do not mention “behavioral health treatment” except 
in the context of autism treatment.   
 
The guidance went on to propose a procedure for any required supplementation. 
 
With respect to habilitation, the guidance indicated there is no generally accepted 
definition of habilitation services but observed that the NAIC had proposed and Medicaid 
has a definition of these services that encompass “keeping” or “maintaining” functions.  
While indicating that the CCIIO would like to receive comments on these types of 
definitions it also indicated that in commercial insurance the “keeping” or “maintaining” 
functions definition is virtually unknown.  As a result CCIIO outlined two options if a 
benchmark plan does not include coverage for habilitative services: 
 

1. habilitative services would be offered at parity with rehabilitative services – a 
plan covering services such as PT, OT and ST for rehabilitation must also cover 
those services in similar scope, amount, and duration for habilitation; or 

2. as a transitional approach, plans would decide which habilitative services to 
cover, and would report on that coverage to HHS.  HHS would evaluate those 
decisions, and further define habilitative services in the future 

 
The guidance issued by the CCIIO also noted that the ACA requires that the provisions of 
the Mental Health Parity and Addiction Equity Act (MHPAEA) apply to the EHB 
coverage offered through the exchange. 
 
The guidance also indicated that HHS intends to allow all plans to offer benefits that are 
“substantially equal” to the benchmark plan’s benefits.   
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Under this concept issuers will have some flexibility to adjust benefits – both the specific 
services and any quantitative limits – provided all ten EHB categories are offered.  The 
guidance indicated that HHS was considering allowing substitutions both within and 
between the ten EHB categories. 
 
Finally, the guidance indicates that States must inform CCIIO by the end of the third 
quarter (September 30) of 2012 of the benchmark plan selected or the Center will select 
the largest plan by enrollment in the largest product in the State’s small group market as 
the default benchmark plan.  In Arizona’s case this would be the Aetna PPO product and 
the Aetna AZ PPO Value Save $10,000 100/50 plan. 
 
Selecting EHBs – The Department of Insurance Report 
 
In June of 2012 the Department of Insurance released a report prepared by Mercer 
Government Human Services Consulting entitled Essential Health Benefits.  In that 
report the potential benchmark plans for Arizona were identified and summaries were 
prepared of the various plans’ covered services, benefit limitations and exclusions. 
 
Of particular note in our review of the report and the formation of the Council’s 
recommendation were the following statements: 
 

• Relating to habilitative services on page 10.  

o Because of the exclusions, limitations and lack of coverage of services 
within this EHB category among benchmark plan options, the State will 
likely need to supplement whichever benchmark plan option is selected. 

o …the State should seek to establish parameters regarding minimum 
services or further define “habilitative” … 

• From Mental Health and Substance Abuse Services and Parity 

o MHPAEA applies by its terms to group health plans, but contains several 
important exceptions for “small” employers and an opt-out for self-insured 
plans covering state and local government employees.  ACA extended 
MHPAEA’s reach, but its applicability to small groups (and self-employed 
individuals) remains generally unsettled 

o The [Congressional Research Service] report goes on to identify the 
potential gaps in the ACA language that may allow some small group 
plans to remain exempt from compliance with MHPAEA 

o It is important to note that even though MHPAEA’s small employer 
exemption remains, should the State select a plan that offers mental health 
and substance abuse at parity, those services will apply to all small group 
and individual plans required to offer EHB on and off the Exchange.  
Should the State choose a plan that does not conform to the MHPAEA, it 
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may be required to later modify the EHB to include an expanded scope of 
mental health and substance abuse services and to conform to the 
MHPAEA as expanded by the ACA.  Mercer advises the State to seek 
confirmation from HHS on the issue of plan compliance with MHPAEA. 

• From Analysis and Follow-up Results/Findings on page 13.   

o Covered benefits are fairly consistent across the benchmark plan options 
as shown in Appendix A.  Key variations in covered services include: long 
term acute care (extended medical and rehabilitative care to individuals 
with clinically complex problems), bariatric surgery, residential treatment 
services, substance abuse services, ABA therapy for Autism, 
developmental testing and orthopedic care 

o The potential benchmark plans all offer some level of mental health and 
substance abuse services.  Only three – all of the small group health 
benefit plan options – do not offer mental health and substance abuse 
services at parity 

o Limitations are also fairly consistent across the benchmark plan as shown 
in Appendix A.  Key variances in limitations and exclusions are: skilled 
nursing facilities, substance abuse inpatient/outpatient coverage, and 
physical, occupational and speech therapies 

o In addition, habilitative services were both defined differently and covered 
at varying degrees among the benchmark plan options. 

o In addition, most, if not all, options would need to be supplemented for 
habilitative services depending on the final definition of habilitative 
services 

o Because carriers are permitted to make actuarially-equivalent substitutions 
within, and possibly across, each of the 10 EHB categories, the choice of 
benchmark plan option will not necessarily determine which specific 
benefits will be covered by a specific plan. 

• From Next Steps on page 14 et.seq. 

o Seek additional clarification from HHS.  The State should seek 
clarification from HHS on key issues, such as mental health and substance 
abuse services being offered at parity, defining habilitative services, and 
determining the extent to which actuarially-equivalent substitutions will be 
allowed within and across categories of service. 

o Solicit additional coverage information from the preliminary choice(s).  
This will include additional information gathering and analysis of covered 
services, limitations and exclusions.  It is possible that the State will need 
to seek further definition of service categories from the preliminary 
choice(s) to enable appropriate comparison and promote eventual plan 
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construction in the small group and individual markets on and off the 
Exchange. 

o Continue to monitor HHS guidance.  As indicated earlier in this report, 
states are still waiting for specific guidance from HHS in several areas.   

o Select the final benchmark plan for 2014 and 2015.  This decision must be 
made in time to submit the selection to HHS by the fall of 2012.  We 
anticipate this final selection will need to incorporate a detailed review of 
the EHB summaries and any remaining ambiguities in definitions related 
to covered services, limitations and general and specific exclusions of the 
final benchmark plan selection.   

• From EHB Summary in Appendix A 

o The comparison was then used to collect information from the State’s 
small group market and HMO benchmark plan options. At this time, it is 
still unclear the amount of flexibility states will have to alter benefit levels 
and covered services while maintaining actuarial equivalency. 

o Covered Services.  The analysis was completed using plan descriptions for 
the State employee health benefit and benefit brochures for the FEHBP 
plan options.  Carriers offering small group and HMO benchmark plan 
options were asked to complete each section as they pertained to the 
benchmark plan options. 

o Exclusions.  Mercer reviewed the general exclusions section of the State 
employee health benefit and benefit brochures for the FEHBP plan options 
in order to develop a comprehensive list of exclusions.  The list of 
exclusions was then categorized into the benefit categories to create a 
comparison for the carriers to use to complete their sections.  Exclusions 
are important to consider because whatever EHB benchmark plan the State 
chooses, the exclusions for the plan will also apply. 

 
Qualifications and Limitations of Recommendations 
 
While we very much appreciate the difficulty of the task you are confronted with i.e. the 
selection of the benchmark plan for the EHB along with the supplementation 
requirements for that plan, we want to take this opportunity to outline some of the 
difficulties we are confronted with in the formulation of our recommendations. 
 
The first area of difficulty relates to federal guidance – or rather the lack of such 
guidance.  The CCIIO issued its EHB bulletin in December of 2011 and to our 
knowledge no further guidance has been issued.  In fact, the Secretary of HHS indicated 
in an interview published September 11, 2012 that the Department was still gathering 
information related to EHBs and that a rule would be out when it was “ready”.   
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We find it distressing that while states must select benchmark plans by the end of this 
month HHS has not issued clarifications on important issues that have been identified 
since the issuance of the CCIIO bulletin.  Among the issues that we see as needing 
clarification are: 
 

• resolving in a definitive manner the potential conflict associated with the ACA’s 
requirement of the application of the MHPAEA to the EHB and the continuing 
exemption for small employers (and for plans that will experience cost increases) 
under MHPAEA 

• the definition of behavioral health treatment services, habilitation, and chronic 
disease management 

• the supplementation of benchmark plans and whether issuer flexibility will be 
allowed within or between categories of EHB 

• how the ten categories of EHB are to be evaluated for “balance” 

• what constitutes discrimination on the basis of age, disability or expected length 
of life  

• what constitutes “diverse segments of the population” and how their health care 
needs are to be taken into consideration in the adoption of EHB 

 
Without clarification we feel that our recommendations are to some extent based on 
speculation. 
 
The second area of difficulty we faced in formulating our recommendations is in the 
amount of information we had available to evaluate.  While we very much appreciate the 
information contained in the Department of Insurance report, we note that the description 
of covered services, limitations and exclusions are highly summarized leading us to 
wonder whether each of the services described are in fact the same service in each of the 
plans.   
 
It would have been helpful if the Department would have made the plan documents 
available for review.  Such documentation was not included in the report, does not appear 
to be available on the Department’s web site, and seems to be available on some of the 
issuers’ web sites but not on others.  Without the documentation – which the report seems 
to have recommended be carefully reviewed before making a final benchmark plan 
recommendation – we are unsure of the exact service being offered, limited or excluded, 
nor do we know what medical necessity criteria is applied to a described benefit.   
 
We also observe by way of example of the need to review plan documentation that the 
HealthCare.Gov website indicates that habilitation services are excluded benefits for two 
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of the three small group plans included as potential benchmark plans (Aetna and United).  
The Department’s report did not specifically indicate this fact.  
 
 
The third area of difficulty we are confronted with is the extent the State feels 
comfortable in extending the definition of EHBs beyond those services contained or 
identified as being included in the potential plans.  For example, we have seen either 
limited or no discussion of the meaning of “behavioral health treatment” and “chronic 
disease management”.  These services together with habilitation are included in the EHB, 
but based on the information we have seen, were not specifically identified in the 
Department’s report.  If the services are not incorporated in the potential plans, can or 
will the State provide for these services through supplementation?   
 
We similarly had difficulty understanding whether an evaluation of “balance” between 
the categories of benefits will be performed and if so, what criteria would be used. 
 
The final area we had difficulty with was the criteria for assessing parity between the 
benefits for medical/surgical and mental health and substance use disorders.  This 
difficulty extends across several domains: 
 

• First, we note that the regulations implementing MHPAEA remain interim final 
rules although these interim final rules were promulgated in February of 2010 

• Second, we are aware that several commentators (including both the 
Department’s report and the Congressional Research Service) have pointed out 
the state of confusion that exists regarding whether the provisions of MHPAEA 
apply to EHB and/ or small employers and/ or plans that would experience more 
than a given threshold’s increase in cost.  Therefore we are left in a state of 
uncertainty as to whether or not the EHB will or will not be subject to MHPAEA 
provisions relating to parity 

• Third, based on statements in the Department’s report we are uncertain whether 
the State believes the parity requirements will apply if the selected reference 
benchmark plan is not at parity – the report indicates on page 11 and 12 that if a 
small group plan is selected, the parity requirements will not apply until sometime 
in the future 

• Forth, we are unconvinced as to whether, as the Department’s report indicates, the 
HealthNet HMO and the State Employee EPO plans provide mental health and 
substance use disorder treatments at parity.  The interim final regulations only 
became effective – if indeed they are effective – with plan years beginning after 
October 3, 2009, and we have no positive knowledge whether any provisions of 
these plans have faced MHPAEA challenges.  Additionally, we have no positive 
knowledge that the State Employee EPO plan has not “opted-out” of compliance, 
as was indicated in the Department’s report as an option for self-insured plans 
covering state and local government employees.  Lastly, we have no idea of the 
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criteria applied to determine whether or not these plans were in fact in a state of 
parity 

• Finally, if parity does apply to the EHB, we are unsure as to how the State will 
definitively determine whether the selected reference benchmark plan is at parity 
and the vehicle the State will use to extend parity to the plan, if the plan is 
determined not to be in compliance with the parity requirements. 

 
In the face of these uncertainties surrounding parity (as well as our limited understanding 
of all the relevant laws) we are assuming that parity will apply to EHB and to all 
qualified plans in the small group and individual markets.  Additionally, we have 
formulated our recommendations based on our understanding of the information available 
as to the obvious deficiencies in the potential plans with respect to parity. 
 
We would appreciate your consideration of our recommendations in light of these 
difficulties and understand our recitation of these difficulties is not intended as criticism, 
but rather as qualifications of the recommendations that we present below.  As indicated 
above, the Council desires to be helpful to you with this challenging and complex task.  
 
Recommendations 
 
Given the mission of the Council, we have focused our recommendations on the mental 
health and substance use disorder, including behavioral health treatment category of 
EHB.  We strongly urge the AzHIX to extend to the greatest degree possible the 
Recovery concept to the AzHIX; that is, the inclusion of services that are needed for 
children and adults to recover from mental illness and substance abuse disorders.   
 
Behavioral health recovery support services such as supported employment, peer support, 
family support, supportive housing, living skills training, health promotion, personal 
assistance, respite care, and specialized case management services are often medically 
necessary for people who have persistent and chronic mental health conditions – 
conditions that can lead to high cost services such as inpatient hospitalization.  
 
We recognize that these recovery support services are not covered by all the potential 
plans – and some of the services may not be covered by any of the potential plans – but 
urge the State to consider their inclusion in the EHB.  We believe these services may be 
included either as habilitative services, chronic disease management services, as services 
required to either maintain balance between the categories of EHB or to prevent 
discrimination against individuals with disabling mental health or substance use 
disorders, or as actuarially equivalent services.   
 
Failing any of these avenues, we urge the State to evaluate the net actuarial cost of these 
services to determine whether their inclusion as state mandated services would be cost 
effective compared to continuing the provision of these services through the behavioral 
health system as a “state only wrap around service”.   
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We believe that an actuarial evaluation of the net cost of EHB including recovery support 
services may prove to be favorable compared to a similar evaluation of EHB without 
these services. 
 
 
 
We have organized our recommendations around six (6) topics, each of which is 
discussed below.   
As indicated above, our fundamental recommendation for a benchmark plan – assuming 
all the potential plans are under consideration – is the State Employee EPO.  If the State 
is deciding from among just the three small group plans, our recommendation for the 
benchmark plan is the United Healthcare Choice Plus plan. 
 
Mental Health and Substance Use Disorder Services - Parity 
 
Our recommendation of the State Employee EPO is based on our analysis of the covered 
mental health and substance abuse services offered by the potential benchmark plans.  
Although we do not believe any of the potential benchmark plans provide 100% parity, 
the State Employee EPO was the better choice due to both the number and type of non-
covered services.  
 
Our detailed review of the benefits, limitations and exclusions of the potential plans is 
contained in Appendix I.  This review indicates that the State Employee EPO provides 
coverage for more evidence supported treatments and therefore requires fewer 
modifications than the others to achieve parity (we estimate that the State Employee EPO 
needs 7 modifications).  
 
Habilitation and Rehabilitation 
 
As is well documented, there is a major void with respect to the definition of habilitative 
services.  The CCIIO guidance suggests that two courses of action may be available to 
the State: requiring parity between rehabilitative services and the undefined habilitative 
services, or allowing plans to define habilitative services and adopt some definition in the 
future.   
 
We find these options to be unacceptable and concur with the observation/ 
recommendation contained in the Department’s report that “habilitative services were 
both defined differently and covered at varying degrees among the benchmark plan 
options” and “most, if not all, options would need to be supplemented for habilitative 
services depending on the final definition of habilitative services”.   
 
Since HHS has abandoned its opportunity to provide a definition, the Council 
recommends that the AzHIX adopt a definition of habilitation services based on the 
definitions supplied by NAIC to HHS and in use by Medicaid.       
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The Medicaid habilitation services are an important part of the behavioral health 
continuum of care and are essential components of a mental health recovery model for 
adults and are necessary for children to ensure success in school, avoid delinquency and 
become stable and productive adults.  Without adequate habilitation services, persons 
with mental illness and/or substance use disorders cannot achieve and maintain health.   
We believe the inclusion of the Medicaid definition of habilitation services will maximize 
the efficacy of mental health and substance abuse disorder treatments and therefore 
minimize the overall premium costs.    
 
 
 
Prevention, Wellness, and Chronic Disease Management 
 
The Council observed that neither the CCIIO nor the Department’s report discussed 
chronic disease management when considering this category of benefits under the EHB.  
We believe the AzHIX must include chronic disease management in the EHB through a 
supplementation process or some other means.   
 
We specifically believe chronic disease management should be provided to individuals 
suffering from mental health or substance use disorders.  Services to this population for 
this benefit should include facilitative services such as community case management, 
integrative case management, transitional healthcare, and primary care/behavioral health 
care coordination.  Variations of these services are required by Medicaid in Arizona for 
behavioral health services for the simple reason that they increase the cost effectiveness 
of the other services provided and promote integration of physical and behavioral health.  
Integration of physical and behavioral health reduces mortality and morbidity, most 
especially with respect to individuals with SMI.   
 
Aside from providing chronic disease management for populations suffering from mental 
health or substance use disorders, disease management strategies should be adopted for 
other afflictions.  We recommend management services be included for obesity/weight 
control counseling as well as for such chronic conditions as diabetes, hypertension, and 
asthma and other conditions.    
 
Flexibility 
 
The Secretary has not yet clarified the degree to which issuers will be permitted to make 
actuarially equivalent substitutions within or between the ten categories of EHB.  In light 
of this abdication the Council recommends that the AzHIX adopt limitations to ensure 
that to the extent such adjustments are permitted, the adjustments do not alter the balance 
between the ten categories.  Further, the Council recommends that the AzHIX adopt 
metrics to measure the balance of the EHB between the ten categories of benefits and 
enforces those metrics for qualified plans. 
 
The private insurance market has since the inception of insurance limited benefits for 
mental health and substance use disorders.  Additionally, issuers have limited to no 
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experience in providing services to SMI adults and SED children, particularly to 
individuals with low incomes.  It is essential that the AzHIX install protections in the 
flexibility provisions (through the “balance” and “anti-discrimination” provisions) that 
ensure mental health and substance use disorders are not adjusted out of the EHB. 
 
A continuum of services for mental health and substance use disorders – from prevention 
through treatment, rehabilitation and habilitation and recovery support including peer 
support (e.g., self-help, personal care, family support) is the standard of care in for public 
behavioral and mental health services in Arizona.  The AzHIX should accept no less than 
this standard for the EHB.   
 
 
 
 Discrimination and Health Care Needs 
 
In specifying the EHB the Congress extended protections against discrimination of 
benefit design on account of age, disability or expected length of life.  It further specified 
that EHB be adopted in consideration of the health care needs of diverse segments of the 
population. 
 
The Council strongly recommends that these provisions be kept in the forefront of 
consideration as the AzHIX considers the adoption and modification of a benchmark plan 
for EHB.  This recommendation is made with particular focus towards individuals 
suffering from SMI and SED, but also encompasses any individual suffering from mental 
health or substance use disorders.   
 
For too long there has been a stigma associated with behavioral health problems, and for 
too long the insurance industry has curtailed coverage through exclusion of pre-existing 
conditions, limited benefits, or exclusions.  The EHB and the ACA more generally 
addresses many of these past deficiencies, but to some large extent it will fall upon the 
AzHIX to enforce the provisions.  The Council recommends the AzHIX use the tools it 
has been provided to ensure adequate and appropriate coverage of mental health and 
substance use disorders, including behavioral health treatment. 
 
Provider Issues  
 
Finally, we are compelled to comment on one other aspect that the State may or may not 
find within the scope of recommending and/ or adopting EHB.  That aspect concerns 
provider types that can provide mental health and substance use disorder services. 
 
The U.S. Health Services Resources Administration (HRSA) has long recognized 
Arizona as a federally-certified health professional and mental health professional 
shortage area. The shortage of licensed physicians and other healthcare professionals has 
encouraged Arizona to innovate in building an alternative workforce operating under the 
supervision of physicians and licensed healthcare providers in order to provide mental 
health and substance use disorder services.    
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These innovations have included extending prescribing privileges to nurse practitioners, 
and developing behavioral health technician and peer professional employees to deliver 
care under a doctor’s orders. To the extent feasible, the State in adopting its 
recommendation for EHB should endorse a model of service directed by (e.g. ordered 
and supervised) by physicians and other independently-licensed professionals, rather than 
a model of service delivery that is exclusively physician delivered.   
 
Conclusion 
 
The Council and its members realize that the development, implementation and fine-
tuning of both the AzHIX and EHB will undoubtedly unfold and change for decades to 
come. We appreciate the significant number of questions that remain and the amount of 
work that has yet to be undertaken.  In the way of a final observation and 
recommendation, we appreciate the State’s efforts in reaching out to stakeholders and 
recommend continued efforts in soliciting the involvement and input from stakeholders 
as this very important public policy initiative unfolds. 
 
If there is anything the Council can do to assist you in this matter please feel free to 
contact us. 
 
Sincerely,  
 

 
 
Emily Jenkins  
President and CEO 
 
 Cc: Will Humble, Director of Arizona Department of Health Services  
Members of the Council  
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The Coalition for an Arizona State Exchange 

5330 N. 12th Street 
Phoenix, Arizona 85014 

 
 

	  
      August 31, 2012 
       
 
 
The Honorable Janice K. Brewer 
Governor of Arizona 
Executive Office Tower 
1700 West Washington  
Phoenix, AZ 85007 
 

Re: State Health Insurance Exchange 
HAND DELIVERED 
     

Dear Governor Brewer: 
 
 
On behalf of a coalition of health care and business stakeholders, we thank you for your 
thoughtful and inclusive approach to the complex issues related to the Patient Protection and 
Affordable Care Act (PPACA). We stand ready to work in partnership with you and your staff to 
create the best health care system for Arizona.  
 
The importance and magnitude of the decisions the state must make over the coming months 
and years cannot be overstated. The decisions will have long-lasting implications for access, 
quality and affordability of health care as well as the fiscal sustainability of our state. To this 
end, we urge your continued leadership in building a health insurance exchange that meets 
Arizona’s unique needs while maximizing coverage and consumer choice.  
 
We recognize there is enormous pressure not to implement any portion of the federal law. To 
those critics who would advocate a do-nothing approach to the new law, we would offer the 
following:  
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• The most effective way for the state to inject free market principles into the insurance exchange 
is to develop its own exchange rather than relinquish its design to the federal government.  

 
• States that refuse to implement their own exchange invite additional federal intrusion into their 

markets. 

 

• Arizonans will pay for the exchange whether it is run by the state or federal government. We 
believe a state exchange would be far more frugal, not to mention responsive, than a federal 

exchange. 

 
The federal health care law is the law of the land. Our obligation as leaders in government, 
business and health care, is to provide the best Arizona health care market we can under the 
circumstances. 
 
The Arizona Chamber of Commerce and Industry and the Greater Phoenix Chamber of 
Commerce have provided the attached public opinion survey information. The data demonstrate 
that Arizonans recognize the importance of a state exchange in preserving the Arizona 
marketplace. Additionally, the poll confirms that voters overwhelmingly support a state exchange 
over a federal exchange.  
 
We urge you to continue your work on a state-based exchange and we offer our assistance to 
make it a reality.  
 
 
 

Sincerely, 

C.A.S.E. 
The Coalition for an Arizona State Exchange  

 
 
 
 
 
 
 
 
 
 

<more>  
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TO:  THE ARIZONA CHAMBER OF COMMERCE AND INDUSTRY 
  THE GREATER PHOENIX CHAMBER OF COMMERCE 
   
FROM:  BRIAN NIENABER 
  ED GOEAS 
   
RE: KEY FINDINGS FROM A STATEWIDE SURVEY OF VOTERS IN ARIZONA 
 

 
METHODOLOGY 

The Tarrance Group is pleased to present these key findings from a survey of voters in Arizona.  All 
respondents interviewed in this study were part of a fully representative sample of N=600 registered voters 
plus an N=150 oversample of registered Republicans to bring the number of Republicans in the sample to 
N=439. Responses to this survey were gathered December 11-13, 2011.  The confidence interval associated 
with a sample of this type is ± 4.1% in 19 of 20 cases for the overall sample and + 4.8% for the N=439 
sample of Republicans in 19 of 20 cases.   

 
 On the issue of health insurance exchanges, voters are given a brief explanation about 

exchanges* and asked their preference -- a state run exchange or a federal run 
exchange.  A majority of all voters (56%) prefer a state run exchange, including 41% 
of voters who indicate a strong preference for state run exchanges.  

 
* The full language of this question appears in the addendum.      

 
 Among Republicans, there is an even stronger preference for having the state run 

these health insurance exchanges. Fully 80% of Republicans prefer a state run 
exchange.  In addition, there is strong support for state run exchanges among key 
Republican demographic groups like very conservative Republicans (85%) and 
Republicans who are strong supporters of the Tea Party movement (83%).  
 

 In sum, there is notable opposition to Obamacare among all voters and particularly 
intense opposition to Obamacare among Republicans.  These concerns about federal 
run solutions for a locally provided and intensely personal service are certainly seen 
in the clear preference that voters have for state run health insurance exchanges.  The 
state would be well served to create an exchange that both meets the needs of citizens 
and answers the concerns of voters.  

 
### 

 
 



 

The Tarrance Group  Page 2 

Addendum 
Full text of the question on health insurance exchanges appears below. 
 
Now, thinking about the issue of health care reform… 
 
As you may already know, the health care reform law passed in 2010 requires health insurance 
exchanges to be set up in each state by 2014.   A state may set up its own exchange.  If a state 
does not set up an exchange, then the federal government will do it. 
 
Exchanges are: 
 

 Marketplaces created by the state where individuals and small businesses compare, 
shop, and enroll in a health insurance plan that meets their needs. 

 Regulated by the state officials if they are set up by a state , 
 Offer a website that allows citizens to compare and contrast all aspects of health 

insurance plans and enroll online, and 
 The only place where citizens with federal subsidies can use these funds to buy health 

insurance.  
 
The state legislature and the Governor are considering two main options for setting up these 
exchanges.  These options are: 
 
 Setting up an exchange run by the state, OR 
 Having an exchange set up and run by the federal government? 
 
Which of these options would you prefer?  


































