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Under Federal Health Care Reform
Mandated Coverage for Preventive Services — Withont Cost-Sharing

The mandate to cover preventive services with no
cost sharing (the “Preventive Services Mandate”)
included in the Patient Protection and Affordable
Care Act (the “Act”) presents one of the many
implementation challenges for health insurers
and health maintenance organizations (collec-
tively, “Carriers”), as well as for certain self-
insured employer plans. The Preventive Services
Mandate is intended to eliminate financial barri-
ers to accessibility, enabling individuals to identi-
fy health issues early and take appropriate meas-
ures to stay healthy or treat problems in the ear-
liest stages. Carriers and plan administrators
should be prepared to take quick action to ensure
compliance with these new legal requirements by
September 23, 2010.

The following areas must be analyzed to imple-
ment the Preventive Services Mandate:

« Hundreds of pages of guidelines and recom-
mendations are required by the Act to be
used to define preventive services and what
must be covered, at a minimum, without
cost-sharing;

«  Carriers must determine which of their poli-
cies, beneficiaries or insureds are covered by
the Preventive Services Mandate, and which
are covered by grandfathered health plans to
which the Preventive Services Mandate does

not apply;

« Processes must be implemented to ensure
that claims for preventive services provided
to beneficiaries or insureds covered by the
Preventive Services Mandate are not applied
to satisfy a deductible; and

« Participating providers must be educated not
to seek collection of copayments or coinsur-
ance from beneficiaries or insureds covered
by the Preventive Services Mandate.

Because many Carriers are required to obtain
state regulatory approvals for benefit changes,
these implementation tasks must be accom-
plished quickly to obtain the required approvals
prior to the September 23, 2010 effective date.

The Law Setting Forth the Preventive
Services Mandate

A new Section 2713 was added by the Act to the
Public Health Service Act (“Section 2713”), which
requires HMOs, health insurance issuers offering
group or individual health insurance coverage,
and group health plans as defined under the
Employee Retirement Income Security Act of
1974 (“ERISA”) to provide coverage without
imposing any cost sharing requirements for five
categories of preventive services. The five cate-
gories of preventive services are:

(1) Evidence-based items or services that are
rated ‘A’ or ‘B’ in the current recommenda-
tions of the United States Preventive
Services Task Force (See The Guide to
Clinical Preventive Services 2009);

(2) Immunizations that are recommended by the
Advisory Committee on Immunization
Practices of the Centers for Disease Control
and Prevention with respect to the individual
involved (See General Recommendations on
Immunization, ACIP Recommendations and
Immunization of Health-Care Workers);

(3) With respect to infants, children, and adoles-
cents, evidence-informed preventive care
and screenings provided for in the compre-
hensive guidelines supported by the Health
Resources and Services Administration;

(4) With respect to women, such additional pre-

ventive care and screenings not described in
paragraph (1) as provided for in comprehen-
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sive guidelines supported by the
Health Resources and Services
Administration; and

(5) The current recommendations of the
United States Preventive Service
Task Force regarding breast cancer
screening, mammography, and pre-
vention shall be considered the most
current (other than those issued in or
around November 2009).

Additionally, the Secretary of Health
and Human Services is required to
establish a minimum interval of not less
than one year between the date on
which a recommendation or guideline
described in (1), (2), or (3) above is
issued, and the beginning of the plan
year with respect to which the require-
ment for the new or amended recom-
mendation or guideline applies.

Applicable Implementation Date
and Grandfathered Health Plans

The Preventive Services Mandate will
become effective for plan years begin-
ning on or after September 23, 2010,
which is six months after the date of
enactment of the Act. However, recalling
President Obama’s promise to allow
Americans with existing coverage to
retain that coverage if desired, grandfa-
thered health plans will be able to contin-
ue past September 23, 2010, without
implementation of the Preventive
Services Mandate. Grandfathered health
plans are generally those that were in
effect on March 23, 2010, the enactment
date of the Act. However, we are await-
ing the issuance of regulations to clarify
whether any changes to the plan, such
as premium increases, or changes to
implement certain other requirements of
the Act, will result in the loss of grandfa-
thered health plan status.

Identifying Preventive Services
Claims

Carriers and plan administrators utilize a
variety of business models to deliver their
group health plans and health insurance
coverage across the country. Some con-
tract with large multi-specialty medical
groups and hospitals on a capitated basis
where the capitated provider is responsi-
ble for the payment of claims incurred by
the Carrier’s beneficiaries or insureds.
Others contract directly or through Third
Party Administrators (“TPAs”) or preferred
provider organizations with provider net-
works which may or may not have claims
processing responsibilities. Some prod-
ucts have deductibles that must be met,
others do not. Some have office visit
copayments that are paid to the provider
at the time service is provided. Others
have coinsurance that is invoiced to the
insured by the provider after the Carrier
has determined the correct claims pay-
ment, coinsurance amount, and, if appli-
cable, allocation of the provider claim to
satisfaction of a deductible.

Regardless of the business model,
Carriers, plan administrators or the enti-
ties with which they contract to process
claims will need to be able to:

(1) Identify a claim that includes preven-
tive services;

(@) Identify whether the beneficiary or
insured is covered under a group
health plan or health insurance cover-
age effective September 23, 2010, or
later that is subject to the Preventive
Services Mandate; and if so

(@) Ensure that the preventive service
claim is paid without collection of a
copayment or coinsurance from the
beneficiary or insured, and without
application of the amount of the
claim to satisfy a deductible.

Knowing When to Collect a
Copayment or Coinsurance

Many Carriers and plan administrators
delegate the responsibility to the
provider to collect copayments, coin-
surance, and charges applied to a
deductible. Office visit copayments are
particularly troubling because the
provider’s office staff typically collects
the copayment when the patient checks
in for the appointment. At that point in
time it may not be clear that preventive
services will be delivered during the
office visit. For example, a patient who
is not covered by a grandfathered
health plan could make an appointment
for examination, possible x-ray, and
treatment of an injured ankle. Then dur-
ing the visit the provider could observe
that the patient is not current on immu-
nizations, or a cancer screening is indi-
cated. |If the immunization or cancer
screening is performed along with diag-
nosis and treatment of the injured ankle
during the visit, should the office visit
copayment be charged by the provider?
We await guidance in the regulations
currently in development in order to
answer these questions.

Next Steps

The Preventive Services Mandate will
apply to new individual and group health
insurance policies, HMO policies, and
group health plans for self-insured
employers covered under ERISA with
plan years beginning on or after
September 23, 2010. Carriers and plan
administrators will need to: (1) develop
methods for identifying which beneficiar-
ies and insureds are covered by the
Preventive Services Mandate, and which
are covered under grandfathered health
plans; (2) instruct providers on how to
identify preventive services under the Act
so that copayments and coinsurance
amounts will not be collected for the pro-
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vision of these services to impacted beneficiaries
and insureds; and (3) instruct entities who
process claims subject to the Preventive
Services Mandate on how to: (a) calculate the
amount due to the provider for preventive servic-
es claims to include any necessary adjustments
for amounts that previously would have been
collected as copayments or coinsurance from
the beneficiary or insured; and (b) identify the
preventive services claims that can no longer be
applied towards a deductible.

After developing business plans and supportive
documents to accomplish the steps above,
Carriers and plan administrators will need to
determine for each line of business or product
whether state or federal regulatory filings are
required. Such filings may include revised insur-
ance policies, subscriber agreements, summary
plan descriptions, evidences of coverage, disclo-
sure forms, policy certificates, provider con-
tracts, TPA agreements, and advertisements, as
well as premium rate increases. All regulatory fil-
ings should be filed as soon as possible to give
the regulatory agency staff time to review and
approve the filings prior to the September 23,
2010 effective date of the Preventive Services
Mandate. After this date, all new group health
plan and health insurance coverage issued to
new subscribers, employers, or insureds must
comply with the Preventive Services Mandate.
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