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Operator:
Good afternoon.  My name is (Johna) and I will be your conference operator today.  At this time, I would like to welcome everyone to the Answers about Health Plan Contracting Call.  All lines have been placed on mute to prevent any background noise.  If you should need assistance during the call, please press star zero in your telephone keypad and an operator will come back to assist you.


Thank you.  Ann Loeffler, you may begin your conference.

Ann Loeffler:
Welcome, everyone, to our webinar on Answers about Health Plan Contracting.  This is Ann Loeffler and I’m with the National Training Center for Management and Systems Improvement and I’m pleased to bring this webinar to you at the collaboration between the Office of Population Affairs and Health Resources and Services Administration.


Just to give you a quick look at our agenda today.  We’re going to do some quick introductions and then we’re going to hear from our panelists on some of their insights on contracting and then we’ll get to your questions.  We’ll end the webinar with some conclusions and share some additional resources for you as you pursue contracts with health plans.


With that, I’m going to turn it over to Barbara Lardy, who will begin with the introduction.  Barbara?

Barbara Lardy:
Good afternoon, everyone.  Thank you for joining the webinar today.  I’m Barbara Lardy, senior vice president of clinical affairs and strategic partnerships for America’s Health Insurance Plans, which will be referred to as AHIP throughout the call and I will also be available to take your questions.


Also presenting today on the webinar is Candy Gallaher, AHIP’s senior vice president of state policy.  We’re also pleased to have Donna Dojan join us.  Donna is Cigna’s national director of contracting policies, standards, and compliance and network strategy and engagement.


At this point, I will turn things over to Candy Gallaher to get us started.  Candy?

Candy Gallaher:
Thank you, Barbara, and hi everyone.  I really appreciate the chance to speak with you this afternoon.  I know that in this era of healthcare reform implementation, health plans are learning not to assume that they know or has met all the new requirements and they are very active in coming into the new reformed market and meeting those challenges.


While we’re doing that, we also ask that you also consider some of the things that we’ve learned along the way and some of the things we’ve learned not to assume.  So, one of the things that you’ll see on the slide is a little learn to assume because not only are we all learning but there are a lot of details.


And when you are thinking of contracting with a health issuer, don’t make broad assumptions because health plan (insurance) differ from company to company, state-to-state.  States are the regulators of insurance.  In the state, they have date requirements as well as federal requirements to meet.  You want to know your own state.  You want to know what's happening and who is in your market.


Remember that many of these new standards or essential community providers are based on federal requirements for federally facilitated exchanges.  They’re not state-based standards.  They are not for all health plans.  Know who is in your exchange market in your state so that you can target those issuers active in the area where you provide service and know that those are the issuers, the health insurers, that you want to contact.


Remember also that your health department may have colleagues within their organization who are already navigating a contract with health insurers, whether it’s their immunization department, and there may already be with relationships with insurers that have been established previously.  So, use the prior experience that you or your organizations have had to help inform the steps you take now.


The final guidance issue that we could go to help insurers is outline some 2015 ECP or essential community provider standards or Qualified Health Plans.  And now, QHPs are qualified health plans in the insurance marketplaces which are required to meet high standards of quality credentialing, certification, and as a result, their contract with health – with providers typically include many of those standards.


So, because, you’re an ECP doesn’t mean that they have to contract with but that they have to offer a contract on substantially the same terms as any other provider in the network.  So, keep that in mind as you are talking to them.


We also will be available to answer any further questions that you might have about the new standards as well contracting issue.  So, as you heard earlier, we’ll be taking questions after the presenters have concluded.  So, please place your questions into the chat window with the dropdown box to find everyone so that your questions go out and others see them.  We don’t have repetitions of questions but at the same time you might build on a question asked by another and that will help us have, I think, a much more robust discussion as we go through today’s webinar.


Once again, we’re really happy to have a chance to chat with you.  And now, I’m going to turn it over to Donna Dojan, the next presenter, Cigna’s national director of contracting, and let her take it from here.  Thanks.  Donna?

Donna Dojan:
Thanks, Candy.  Hello, everybody.  I too want to say thanks for having me today.  Hopefully, we can get some of your questions answered that you on the (past said) you’re trying to navigate here and give you a few tips on how to do that.  Some of you, I know, I had spoken to before when we talked about immunizations, probably the last year and a half or so.  So, I hope to hear some of my friends on the call asking questions today.


So, let’s keep going.  As Candy mentioned, it’s a whole new world, a new world for you all, a new world for health insurers like Cigna, Aetna, United, the Blues, WellPoint, all of us, including your local health plans.  So, we’re all learning at the same time and as this usual case with the government, even though there are regulations, sometimes they’re not always clear.  And so, we’re all kind of interpreting them and trying to work through them at the same time while those regulations are alive.


So, we thought we’d start today with some misconceptions, some miss in realities about when you’re trying to contract how the insurance plans, the health plans, the payers, the carriers – and I’ll also talk about that in a second – how do they operate versus what you think they’re going to do, and you know, try to get you to understand how they work and how the – perhaps we can all work better together.


And that first part that I mentioned, they called us health insurers.  We’re called healthcare companies.  We’re called payers.  We’re called carriers.  We’re called as insurance companies.  We’re called issuers.  So, there’s a lot of names that we all use and we use them interchangeably sometimes in the same sentence.


And the same goes for you guys.  You know, some of you are grantees.  Some of you are public providers, public healthcare providers.  Some of you are private providers funded publicly.  I can’t even say these words because they’re so foreign to me.


So, the point is we are speaking a little bit in tongues here, a little bit of terminology problem, differences that we need to address.  So, if you hear something you’re not sure about, please ask.  But let’s keep going and I think as time goes on you’ll start to get used to all these words as we’re getting used to the words about you guys.


So, a couple of things we put down here sort of just to get the conversation started, the myths and the realities.  Health plans are rigid.  They won’t credential my midlevels, my nurse practitioners, my physician assistants, et cetera, and I need to demonstrate integration with primary care services.  So, these are just three of many, many things that we picked.  And really, the answers are kind of the same when you talk about all of these.


Health plans, health insurance carriers, payers, we’re all driven by a couple of things, regulations both state and federal; our market requirements, meaning the geography that we’re in, what we need for that market, maybe we’re in a health plan, maybe we’re not – in exchange rather, maybe we’re not – and so those things will be different.  If we’re in an exchange, we have kind of different needs in that market than if we are not in the exchange.


But the important thing is to know even when there are federal guidelines sometimes they smash into state guidelines, and even when the federal guidelines, rule we still have to make some adjustments.  So, it can be a slow process.  The thing to come away with is we’re working the same way you are to try and manage all of these new regulations.


So, the regulations that have come out of healthcare reform as well as sort of standard insurance company regulations as well as individual insurance company guidelines.  We’re all – as you could see here, we say requirements vary by state – certainly that’s true – but requirements vary by health plans.


And that’s important for you to know because what you won’t hear me say today is here is how health plans do this.  And the reason for that is we all do things a little bit differently, even to get to the same end, even to contract with ECP, even to become qualified health plans, we’re all getting to the same end, but we do it a little differently.


So, when Candy spoke about not assuming, don’t assume that because you have contracted with one healthcare provider, you now know how to do it.  You may not.  And simply because we’re all doing it a little bit differently, important to understand those differences.  And honestly, not try to – not try to learn the individual nuances of every single one but to be careful and learn what you need to know to get your contract done or to decide you don’t need to contract with a given healthcare carrier.


Again, it’s a change for all of us.  We’re getting used to you as well.  Remember, we haven’t dealt with public or private but publicly funded agencies very often in our history.  Typically, our members were not using your services.  And for exchanges, except in some rural areas, we didn’t really have a strong need.  So, we have to learn about you and your services and we might have to change some of the ways we do things based on how you guys work.  So, all of that kind of myth versus reality, don’t assume anything.  If you’re not sure about something, simply ask a question.


I think we can go ahead.  Thank you.  So, in that (same), asking questions, we thought we’d offer you a few things that you might want to think about asking when you’re talking with any insurance carrier, when you’re talking to someone about getting a contract with them.  And this is not meant to be a comprehensive list.


Certainly, there are more things that you’ll want to know and more details probably on each one of these things but this is really to get you thinking about the idea that what you don’t want to do is just let the insurance carrier come to you and say, “ABC.  The end.”  You want to be sure you’re asking the questions you need to know to figure out what's right for your agency as well.


So, typical things, what plans are available in my geographic area and will you offer a qualified health plan on the insurance marketplace.  Things two things are really important because obviously if there is a state or a federal exchange in your market, in your given location, you’re going to want to know whether a given carrier like Cigna is part of that.  Cigna is not in the exchanges in every state.


So, it’s important for you to understand where we are and where we aren’t because whether we want you in our network and how we go about doing that might be a little bit different if we are in an exchange or we’re not.  But you still want to know about all our other plans in your market.  Because generally, for Cigna, for example, when we contract with providers, we do it for all our plans.  So, you would be part of not only the exchange but any other plans that we offer, which means you could see any Cigna members.


That may or may not be the case with every carrier.  As I said, we’re all a little different.  So, you may find some carriers who contract with you just for services under the exchange and other who contract with you for all services for all plans.  So, you want to know about that whether – not only whether we’re just in the exchange but if you’re being contracted is it’s just for the exchange or for all the plans that that health plan offers.


What are the requirements to be contracted and are there different requirements?  As I said, we’re all a little bit different in how we do this but  you want to know what is it that we’re looking for so that you can respond to us to tell us if you have that or you don’t.  And if you don’t, why you still think you should be part of our network.  That’s that part about are there exceptions.


So, we all have rules but, you know, rules are made to be broken and so sometimes we do make exceptions.  And you know better than anyone the role you play in the healthcare in your marketplace, in your geographic area.  So, even if you don’t meet 100 percent of the criteria, you want to understand that criteria so then you can say, “Hey, I don’t meet this but here is why it’s important that I’m in your network.”


If contracted which plan options, as I said, are we just – are you just in an exchange or are you in all of the plans of a given payer?  How long does the contracting process take?  That’s a big one.  One of the things I think that public health agencies and publicly funded private agencies are surprised by is the length of time it can take to get a contract done with one of he big carriers, particularly folks like Aetna, Cigna, United, the national carriers.


Little bit less time obviously in your local carriers, but for some of the national carriers, it can take a really long time.  It can take three months or six months or nine months to get that contract completed, get it enforced to the point where you can start seeing the members of that health plan.


So, you’re going to want to ask from the beginning how long do we think this process is going to take.  I’ll give you an example.  For Cigna, once your contract is signed, we need another 30 days, a whole month, to get that contract loaded to all our systems, get your name out in the directories, all those kinds of things.  So, even if you sign it today, it would be at least 30 days before that contract was really live and effective.  It’s important for you to know when you’re trying to plan – gee, when someone walks in the door with a Cigna card, you know, can I service that person or do I have to turn them away.  So, you’re the one to have a conversation about that.


What is the length of the contract and the renewal process?  Most contracts particularly for the national carriers like Cigna, Aetna, the big ones, are what we call evergreen contracts.  And what means is there is a start date – so let’s say your contract is effective June 1st but there is not an end date.  And basically, what the contract says is, “We’re just going to keep going.”  The contract is going to stay enforced until one of us says, “We don’t want to do this together anymore.”


So, that’s how it is most of the time for many carriers.  Some carriers will indeed put an end date, which means you have to contact them prior to that end date to make sure that contract can continue.  So, it’s important for you to understand how long that is if there is an end date and what you have to do if there is an end date to make sure your contract keeps going, or if there is not an end date, obviously, you need to know that.


The point of all of these questions, as you can see, is to get you to the place where you have a good handle on what your relationship is going to be like with the healthcare company, what they’re wanting from you, what do you need to provide them, how it’s going to go in the future.  All of those are the things that you kind of need to think about.


What – if your – that last one, if you’re not interested in contracting with us now, why not and when should we contact you again.  As I said, deciding on who comes into our network encompasses a lot of factors.  Not the least of which is whether you’re in the exchange or not but things like what we call network adequacy, do we have enough of your kind of provider, your type of service or don’t we, do we need additional services or don’t we, as well as a hundred other things.


And it’s again a little different for each of us.  But if for some reason a healthcare insurance company doesn’t want to contract with you at this time, that doesn’t mean that will last forever.  So, you want to find out, you know, the reason why because then you’ll know if you can get around it at a later date and you want to know when should you touch base again.  Is this a no that’s going to last for this year, for this month, for the next five years, what do you want to do because it’s important for you to be able to plan to do that.


So, again, all these questions help you frame your work with the company.  And then what you prepare?  So, these are kinds of things that you might want to have at your disposal during your – particularly your initial conversations and then ongoing conversations with healthcare carriers.


Who is negotiating the contract for you?  Particularly in the public health agencies, we find sometimes many of them have not contracted with private insurance carriers before.  Just obviously we have contracted with you, you haven’t contracted with us.  So, sometimes folks internally don’t even know who should be negotiating and signing their own contracts.  So, make sure you can kind of figure all that out so you have the right people on your side and you have the right people on our side.  You know who the contract person in the healthcare insurance company.


Description of your structure, who’s at the helm?  Is it all midlevels?  Do you have all nurse practitioners and PA’s or do you have some MDs?  How was your agency structure?  Is there one head?  Do you come under the State Department of Health?  And is there one head at the state level but, you know, each agency has its own head?  How does that work?


Because every payer is going to ask you those questions because when we go to do a contract, we have to know things like who’s the legal entity, who are we really contracting with, who can sign the contract, who’s in charge, all that kinds of stuff, certainly, the service you provide and the locations for those services along with if you have any volume information.


Now, the volume information is going to be a little tricky because, you know, you may not have been seen private payer numbers so you don’t necessarily have information specifically for us.  But if you can tell us how many people you see in a year based on service type, those kinds of things, it gives us some idea of your size and what you might have to offer, all of your billing information, your tax IDs, your NPIs, making sure you understand how to bill a commercial payer, et cetera, also all your accreditations and credentialing information, your licensing, your Medicare certifications, all of that kind of jazz.  Again, the credentialing requirement is going to be a little bit different from company to company but certainly these are the common things that everyone is going to ask for.


And once again, that timeframe, part of that is we want to know how long it’s going to take you?  If I send you a contract and we negotiate and we’re ready to sign do you have to go to somebody at the state level for a signature and does that going to take a couple of months?  Just like you want to know how long things are going to take, so do we.


So, I don’t want to, you know, spend too much time on all of these.  There’s again probably other – a hundred other things that you might to prepare.  The point of this sort of like the last slide is to get you thinking in terms of how this conversation is going to go between this – between the insurance company and you.


Now, the other thing I’ll say and then I’ll turn it back over to Candy is a lot of what I said may sound like the insurance companies are sort of dictating and saying, “Send me this.  Tell me this.  Do this.  Do that.”  And that’s where we jump right back to that myth versus reality.  We have different cultures probably from the cultures you all operate in on a – in a public sector or a private but publicly funded sector.


We have really strict guidelines in each of our markets on how contracts are done, who we can contract with, how it all happens, what's required, and anything sort of out of the ordinary is going to require a lot of discussion and a lot of sort of exception processing.  So, it may seem rather rigid but it’s not because we don’t like you and it’s not because we don’t want you in our networks it’s just because we – those are sort of the rules we have to follow in our own organizations to keep up with all the regulations and it’s new to us.


We don’t know you well enough as a type of provider to have enough information to make really good decision so we have to ask for lots of specific stuff.  It doesn’t mean we don’t want to contract with you.  It doesn’t mean we don’t want you as part of our networks.  We do.  We just need to learn about you.  And it’s up to you to help us learn that.


So, that was kind of an earful for a couple of slides.  And I’ll turn it back over to Candy.

Candy Gallaher:
Thank you, Donna.  And as Donna noted, there are a lot of things to keep in mind as you consider contracting with entity and I see the chat windows that there are questions on how to go about doing that.


Let me just sum up some of the key considerations as you’re thinking about that and understand the health plans needs and some of their requirements, including their need to evaluate network adequacy by assuring they have the necessary number of providers to serve projected member enrollment at a given location.  And the adequacy is based on network adequacy standards, some of which CMS is outlining, and in all of the states that have network adequacy standards, they must meet those as well.


Remember to practice much of the require information you can be asked for so that when you meet with them they know that you are making a bonafide effort to contract.  Sometimes you might want to get information to them that reflect the volume of services that you already provide, and what's the profile of your client base, of your patient.


They’ll be interested in knowing the likelihood of how many of your current client base is likely to become or have already become existing health insurance marketplace enrollees especially if they are the working lower income that will benefit from subsidies and benefit from the comprehensive insurance policies that will be available to them.  And those – let the issuers know the release that you see on a regular basis, the ones who consider you their medical home so that the insurers have a better idea of the value that provide in those underserved areas.


And I want to remind you that part of these requirements really do establish the requirement for the health insurer to work within the service areas – the health service areas that might reflect underserved or low-income populations with needs that have not yet been met.  So, being able to demonstrate the value that you provide in terms of providing additional access especially if there is a likelihood of less access to providers than needed is all going to be helpful in making your services more valuable and getting the insurer to look at you in a contracting environment, also remember that certain things are negotiable and other things aren’t.


Other entities, other credentialing or a certifying entities often dictate the requirements for credentialing and some of those may not be negotiable whether it’s the national standards of a NCQA or UREC, or JCAHO or whether it’s the standards of a state, a state professional licensing standards, those are going to be requirement that health plans have to meet in order to be certified as QHP, Qualified Health Plans offered through exchanges.


Any providers that can actively report on their care management, quality improvement activities, outcomes-based measures and actions to really demonstrate that they have found ways to improve the health of their patients, are going to be the kind of things that health plans will find very valuable.  And I just echoed Donna’s remarks that each plan is different just as each safety net provider is different.  So, you want to keep this in mind as you pursue a successful health plan contracting.


And to summarize and end with a quote from Tolstoy does suggest that “the strongest of all warriors are these two - time and patience.”  So your patience will pay off, it will just take some time and in the meantime we hope to be able to provide you any additional thoughts or insights to make your effort also more successful, so thank you again and Ann I will turn it over to you to open things up for questions.

Ann Loeffler:
Great, thanks Candy.  So now we’re opening it up to your questions about contracting and we’ll take your questions through the chat box.  So when you chat your questions, again please chat to everyone and we’re going to start with some questions that we received from folks as they registered for this webinar.  And the first is a two-part question for Donna.  The first part of the question is our site is run by nurse practitioners and the health plans I’ve tried to contract with say they will only contract with medical doctors.  How can we address this barrier to contracting?

Donna Dojan:
Thanks Ann.  Well, this is a good example of how health plans can be different.  In some health plans, they are very strict about having an MD and how that all works.  It has to do with credentialing and, you know, how they manage their provider network.  Other payers, you’ll have no trouble, credentialing will be different than it would be if you had an MD.  I would say this, it is possible in some – for some health care insurance companies that you will be turned down simply because of that.  So, the conversation you want to have with them is really around the why.  What is it that they’re looking for?  Because sometimes you can get around it if there is a physician at the state level that’s overseeing you, sometimes you can get an exception made simply based on whatever arrangements you do have.


So if you’re licensed by the state to perform certain functions, sometimes just reminding payers of that is enough to make them say, OK, well let me see if I have a different way of thinking about this and that’s going to be key.  For some folks, for some of you folks it’s getting us to think about it a different way.  If that’s typically how we do it, getting to that why will help you but there is – I won’t pretend it’s not true that sometimes you’re going to be turned away simply because you don’t have a doc and in some cases you’ll get around it and in some cases you simply won’t.

Ann Loeffler:
Thanks Donna and then the second part to that question is what about our lack of hospital privileges.  We’re in a health department, so our providers don’t need hospital privileges and yet this is another barrier to contracting with health plans.

Donna Dojan:
Yes, that sort of one of those same kind of things where kind of like the MD saying, we say if you’re going to be a provider with us, you know, and some of the – it’s based on the kinds of services you offer and if you’re offering what’s typically considered physician office services, even it’s being delivered by a midlevel provider, we say we have to have an arrangement with the hospital.  I mean what if one of those people shows up at your door and is very sick and needs to be admitted.  Now that’s changing because of hospitalist.  A lot of individual physicians are no longer doing their own admitting.


They’re turning them over to hospitalist.  I think that’s one you can get around.  I know at Cigna we get around that sometimes by having a community health center give us a statement of, you know, what is your policy book basically say you will do if someone shows up and needs to be hospitalized.  Do you call an ambulance?  Do you have an arrangement with some hospital, even though you don’t have admitting privileges?  Do you have some kind of arrangement to say, we send everybody over to St. Mary’s and you know they take over from there with their hospitalist?  Something like that.


So that – this is an easier one to get around I think than the MD one and you should just sort of explore that and if you don’t have a policy or process, now is the time to start thinking about that.  What if someone showed up at my door and this was the scenario, what would I do?  If you can show a carrier that you have the plan in place, even though you don’t have privileges that should help you get around that requirement.

Ann Loeffler:
Thanks Donna.  Another question for you what does it really mean when a health plan says you don’t need more central community providers, that we don’t need more family planning providers.  We’ve often been told this by health plan who tried to contract us.  What can we do about it?

Donna Dojan:
Yes, that’s a tough one and it sort of goes, I’m looking at the chat box that goes along with the question maybe about ECPs as well.  So, we talk about network adequacy in my network, in my geography, so let’s say I’m in I don’t know Northern California, and you know I already have a certain number of a given kind of provider.  And it doesn’t matter what we’re talking about here.  It could be cardiologists, it could be laboratories, it could be community health centers, it could be anything.


Let’s say I have all the cardiologists I think I need.  As a network, I can choose to close my doors to new cardiologists.  I can say I have enough, thank you very much.  I don’t need any more, we’re good.  And that’s really what we’re talking about here, that whatever services you’re offering if we feel we’ve covered them and we’ve met all our network adequacy requirement, in most states we don’t necessarily have to take on all comers just because you show up at our door and you offer those services, doesn’t mean we have to let you in.  So, that’s going to be different in every health plan, some health plans take the attack that they want anybody who qualifies, they want to bring them in because it makes them, you know, have a bigger, broader network.


Others prefer to keep their networks to a different kind of level, in some cases that helps guarantee a little more business for the providers that they do have.  So, there’s varying rules about this in all the payers, how we manage that.  So, that is one of the hurdles that you have to get over if we think we’ve got enough cardiologists, then newer cardiologists, you’re going to have to convince why that’s not true and in fact if we have closed for that kind of service, we could get ourselves into trouble if we open up just for one because we could look like we’re treating someone more favorably than others.


So, you will have a little bit of trouble with that.  I will say because of the health exchanges, some of that stuff is falling by the wayside.  We’re seeing less of that sort of rigid, now I only want this many.  So, I don’t think you’ll have as much trouble with that going forward as you may have had in the past but it could be a slow transition and I’ll mention just since I saw it pop up in a couple of places, the whole ECP thing.  You may indeed be an essential community care provider but don’t mistake that for meaning every payer then has to take you.


Some of you know that state exchanges can have – if there is a state exchange, they do not have to follow the federal guidelines for the percentages of ECPs, most of them do.  So this year, it’s 20 percent of the ECPs, next year I believe it’s going to 30 but don’t quote me as I don’t that in front of me.  I can never remember all the steps.  So if I need 30 percent of the essential community providers in let’s day Rhode Island and I already have them, the fact that you are, doesn’t give you an edge up.  So just – I say that only because I know I’ve talked with agencies who think because they’re in ECP, that payers have to then bring them on.


That’s not always the case and there are a couple of kinds of providers that, you know, the Indian Health Care providers for example that we do have to offer contracts to everybody but we don’t have to take everybody but we don’t have to take everybody.  We have to hit that percentage and sometimes in our business because we have so many rules to follow once we hit a percentage like that we move unto the next thing because we need 30 percent ECPs and we need x number of, you know, hospitals and x number of cardiologist and x number of pediatricians.  So if we’ve met one number, we move unto the next one because it’s those same contractors that are contracting for all of those kinds of providers.  So …

Colleen Meiman:
I would just say this is Colleen Meiman from HRSA.  I just wanted to add one other fine point in there about the requirements around ECP contracting going into 2015 now.  You’re correct and first of all I want to be clear that we’re only – the rules I’m going to mention only applied to states who have federally facilitated marketplaces.  If you have – if your state runs its own marketplace, it may have different rules, it probably – chances are it does have different rules but you need to find out what those rules are.  It’s another example of how everything is different.  It’s hard to make generalizations but one piece to be aware of in addition to the requirement that QHP must contract with 30 percent of the essential community providers.


There’s one other requirement that says the ECPs are divided into six general categories like FQHC, Ryan White Providers, Family Planning Providers and a QHP must contract with at least one from each of those types of categories, one of those six categories in each county if it’s in service area.  So for instance if you are the only Family Planning Provider in – or there is two of you in one particular county.  If you’re in a federally facilitated marketplace then in 2015, the QHP will have to contract with one of them but not the other.  So just – we sent out the link for where you can find more information on that.  It’s page 22 of the document we link to in the chat box but Donna, I thought might – I just wanted to add that as one other piece.

Donna Dojan:
Yes, thanks Colleen yes and you can see folks why this gets to be so sticky.

Ann Loeffler:
And this is Ann, I’m just going to turn to the chat box.  We have a few, you know, we had a lot of questions pouring in and I’m just going to take a couple that we got through the chat box we go back to the ones that we’re provided in advance of the webinar from registrants.  So, this is a question asking about we are a local health department and our health officer does not have hospital privileges.  One of the private health insurance plans we want to contract with rejected our request because we do not have hospital privileges.  How would you approach the plan to ask and to reconsider?  So, this is just a quick question for Donna, is that similar to what you just discussed?

Donna Dojan:
Yes.  I would say, so whoever asked that question before you approach them again, you want to think about what would you do.  What would you do if someone showed up, you know, they were coming from I don’t know, family planning business let’s say and once they got in your office you realized, uh oh, you know this person has pneumonia or something or you think something is wrong.  What do you do today?  OK, so …

Ann Loeffler:
Say, hey Donna.

Donna Dojan:
… if you don’t have privileges, you want to able to say to the payer, we don’t have privileges but here’s what our plan is ,why isn’t this good enough.

Ann Loeffler:
Great, thanks and another question from the chat box is asking when do carriers usually provide information about what they will reimburse for which services?

Donna Dojan:
Is that for me too?  This is Donna.

Ann Loeffler:
Yes, Donna sorry.

Donna Dojan:
I would say OK, I don’t want to take everyone’s questions if they’re not mine.  That really is what your contract is.  So for some of you who’ve done some of the immunization stuff with us, you know, your contract really entails two pieces.  It’s sort of a document, a base document that’s full of language and all but terms that go with your contract, when is your effective date, how long do you have to submit claims, where you should submit claims, what are all the other rules you have to follow, what are we going to do, what’s Cigna going to do, you know, what do we expect from you.


And then the second half of that contract is your reimbursement.  It tells you what the services are that we’re contracting you for and how much we’re going to pay you.  So you should be looking at that as one total package.  The terms of the contract, meaning all the rules and regs mostly, you know, in word form and then the attachment to that is the reimbursement should list either codes or codes and service descriptions along with rates.

Ann Loeffler:
Great, thanks Donna.  And this next question is asking since we are a specialty clinic, will we be considered – will we still be considered in networks as an essential community provider and get the same terms as other in network providers?

Donna Dojan:
Well, so here’s the answer to that.  Contracting process is a negotiation all the time between the payer, us, insurance company and the provider, you.  So while I can’t say you will always get the same dollar amount as everybody else because that’s, you know, it depends on the services you offer, how much we need them, that sort of goes back to.  We have enough cardiologists but we’ll take you if you’ll take this rate, that kind of thing, same applies to you.


For all of us though, in this – I mean it says this in the regulation state, federal everywhere and we would all do it anyway.  If you’re with us, you’re with us.  So if we’re contracting for services, we’re not going to treat you really any differently than we’re going to treat any other provider but that doesn’t necessarily mean everybody gets the same dollar amount for the same service.  These are negotiations after all.

Ann Loeffler:
Thanks Donna and another question for you, will being certified as a Medicaid and Medicare provider in our state help us get private insurance in network status?

Donna Dojan:
I don’t know if I’d say it would help you but for those of us that do credentials for certain kinds of providers, we always look for a Medicare and Medicaid certification.  So if you have that, that’s a plus.  It’s not – it may not be the thing that puts you over the top but it’s definitely a plus.

Ann Loeffler:
Great, thanks and so this is the question for Candy and if Donna if you want to chime in as well.  We have been billing insurance since 2008 and getting paid, why do we now need to contract with insurance company?

Candy Gallaher:
Well one of the reasons is that many of the QHPs, the product that has been developed, provides for new policies based on 2014 requirement.  They’re called essentially health benefits.  They’re based on a national benchmark that came out of IOM recommendations and then went on to have states determined the second most popular small group health plans that have benefit and review whether they would adopt those.  So, many states adopted their own essential health benefit.  Some states defaulted to the federal employee basic health plan.


In every case, in the individual market in particular what you found were suddenly policies being required to cover a full new, more comprehensive set of required benefits, everybody in that state has to offer and the individual and small group market has to offer those benchmark benefit at the same levels and also be subject to other national market reform that eliminates for example annual limits on any of those services.  So, it’s a broadening of coverage, a much more coverage that many individual policies had offered and the change in the rating process that doesn’t permit any additional risk rating based on conditions or prior condition.


So what you have are more comprehensive benefits that have created certainly a broader set of coverage for individuals but at the same time it reflects cause for individuals and has happened to manage those costs, health plans have looked at ways to put together the benefits required and find the most efficient value driven quality provider that they could get in their network and as a result you will find that many of the QHP offerings in the individual market are network providers and not a larger comprehensive full panels that may have been the tradition previously.


So when you go back to the question of why are there – why are some plans are not accepting additional contract, it is simply that they are hoping to manage the cost increases of new benefits, new coverage, new rates by working together with the provider to offer those services at the best affordable prices and reimbursements.

Ann Loeffler:
Great, thanks Candy.  Here’s another question that came in with the registration.  I am the director of net QHP and some of my individual providers have been approached to contract with qualified health plans rather than with my health center.  So I contract with the organization rather than the individual provider, how do I make sure that these contracts including reimbursement rate happened at the organizational level, so that I can make sure that our billing systems and rates can accommodate the services we provide to clients who are the qualified health plan members.  And this is a question for Donna.

Donna Dojan:
Well, this is that – part of this is that some payers may not understand that the docs that you’re talking about, your individual providers are part of your organization, so there is that piece of it.  It also may be one way they’re trying to be able to contract for your services if they do have that requirement that they have to have an MD.  So, you sort of need to know may be why they’re approaching those individual provider but you also need to have your individual providers in a loop on how you want these things handled.


So in another words, your agency should have a plan for contracting with payers, with insurance carriers and part of that plan should say, you know, if Dr. Smith or Nurse Practitioner Jones or whoever individual, you know, if any of our individuals are contracted, this is what we want you to answer.  This is how we want you to handle the conversation, so you’re bringing that insurance carrier back to your agency as a whole rather than to that individual because it could be that they don’t know or it could that they’re trying to get around the, we don’t have any docs thing.  So, you have to know why but you want to have a plan for your agency.

Colleen Meiman:
Right and Donna, this is Colleen.  I just like to chime in too that there are often IT reasons why health centers tend to operate at an agency level or an organizational level but a lot of the health plans, health insurance plans I’ve been learning recently are accustomed to contracting with individual providers.  And while that seems like a little distinction, it can be a big hassle from an IT perspective for health insurance to ensure to have to update their IT system to instead of contracting with Dr. Smith and Dr. Jones, contract with community health center central or whatever.  So it just be – I think it’s important to be sensitive to some of the IT issues and administrative issues that are faced on both sides.

Ann Loeffler:
Thanks Colleen and just to piggyback on the question related to IT issues.  Here’s the question, we’ve heard that we need an electronic health record in order to contract with private health plans.  What data do we need to provide and does it had to b electronic?  And that’s a question for Donna.

Donna Dojan:
Electronic billing, is that what you mean?  Just billing or are you talking about more than electronic though?

Ann Loeffler:
Yes, it could be billing or it could be …

Donna Dojan:
OK.

Ann Loeffler:
… related to any quality report.

Donna Dojan:
OK.  So in terms of the billing piece, again I’m going to always qualify my answers, always going to be every payer is a little different.  So, there could be some out there that do require that you do nothing but electronic billing but most of us still take both paper billing and electronic that are for you to do electronic and it sounds complicated but it isn’t and we can in fact most of the payers will be willing to help you if you wanted to start doing electronic billing, help you start that process, you know, and give you some guidance and kind of help you through that but we absolutely will take – most of us will still take paper billing.


In terms of other things, what you’ll find is there will be a part in your contract, if you’re required to provide us with any ongoing data, that will be in your contract and along with that, it will say what kind of format we needed it but that’s one of those things that you can always negotiate.  If we say we want it in an, you know, XYZ electronic format and you don’t have that capability, you just wanted to talk with that contractor and say, you know, we don’t have a way to do that but here’s how I can give it to you.  You know, I can send it to you in any e-mail on an Excel sheet or whatever.  You just wanted to be sure that if you can’t do what the contract says, you negotiate that and the contract gets changed, so it doesn’t look like you’re not, you know, following your contract.

Ann Loeffler:
Great, thanks Donna and another question for you.  (RS) QHP has an all product clause that some health plans that have formed qualified health plans.  This clause ends up including us in their qualified health plans provider network without our knowing that we were included and at what rate.  How do I get this information in advance from the health plan?

Donna Dojan:
So, that’s part of the questions that we said we want you to always ask.  If I sign a contract from you, what is that I’m signing up for and if it doesn’t spell it out in the contract, you want to ask that very specifically.  I’m in Pennsylvania, what plans am I in?  Am in your exchange, yes or no?  Am I in your non-exchange plans?  Am I in all of them?  Can I see every Cigna member or is this only certain one?


So most of us want all products contracts now where you’re in all of our products, so that you don’t have to figure out when a member comes walking through the door with the Cigna or an Aetna or United HealthCare card, you don’t want to have to figure out, “Well, I can take this one, but I can’t take that one.”  So, it’s better for you if it’s an all product contract, but whether you’ll like that or whether you want to change that, you first have to know that, so be sure you’re asking that question straight out loud.

Female:
OK, thank you.  We are – this is a question for Donna – “We are a health center in contract with all insurance companies.  We have been seeing third-party administrators that pay on behalf of the self-insured employer without contract or credentials.  How do we handle the situation?  Do we contract directly with the employer, the third party administrator, or something else?”

Donna Dojan:
The answer to that is Yes, No, and Maybe.  So, I’m going to try and make this fast, so I hope it’s not too much.  A self-insured plan simply means that an employer group has a bank account that all the payments of all the claims come out.  We, Cigna, Aetna, United, all of us act as third-party administrators.


We have lots of customers.  We call them Administrative Services Only, ASO costumers, that we we’re paying the claims, but we’re pulling the money out of the employer group’s bank account, rather than pulling the money out of the Cigna bank account, that’s all what that means.  So, we could be a third-party administrator, that just means a third-party is administering the claims on behalf of the person who’s paying it, the employer group in this case.  And so, for us, it doesn’t make any difference to you as a provider where that money is coming from (where) you’re contracting with Cigna or Aetna or United.


There are other third-party administrators that are more like – they’re not – they don’t offer plans that are not third party and in other words, Cigna offers plans that are self-insured like that, but we also offer full Cigna plans, where Cigna pays bills out of the Cigna (coffers), but you can be a – you be a third-party administrator and not offer those fully insured plans.  So, those folks sometimes they contract with providers, sometimes they don’t.  Sometimes employer groups contract directly, sometimes they don’t, and it’s going to be different every single time.


So from the insurance company standpoint, it won’t make any difference at all.  If we contract with you at Cigna, you won’t even know 99 percent of the time if it’s a self-insured employer group or not, and you won’t care.  But other third-party non-insurance company administrators, it’s different for all of them, and I wouldn’t presume to answer only because they’re all very different and they all have their own rules as well.  So if they’re coming to you and asking you to contract, the contracting maybe sort of similar, but they don’t have all the same regulations to follow, so it might be a little different and I don’t want to trip you up because I don’t know all those rules.

Female:
Great.  Thanks, Donna.  And we’ll take this one last question for you, Donna.  When provider has a current – so, we just back up a little bit – counseled for affordable quality healthcare has a universal portal for credentialing for many different cares, so you can go on and get you provider’s credentials and this credentialing process will serve for contracting with a variety of health plan.  So, heres the question, “When a provider has a current counsel for affordable quality healthcare and we send in a certificate of insurance copy, the license, et cetera, why does credentialing still takes six months to some insurance carriers?”


So, Donna, I will hand that one to you.

Donna Dojan:
Gee, thanks.  Well, I’m proud to say that it does not take that long at Cigna, but there was a time when it did.  Credentialing is – so, even if all that data is there and all that information is there, think of the (CAQH) stuff as sort of the – a file.  It has a lot of information in it.  Now, the file comes to a credentialing department inside in an insurance company and that credentialing department takes that file and then still does a bunch of stuff with it.


They are looking for that experience insurance claims, judgments, lawsuits, all of those kinds of things, and they’re looking in various places for that.  They’re verifying sometimes some of the information that’s in the file, so sometimes they’re waiting for information to come back to them and so it’s like anything else.  It can – it can be lot of reasons that these things take a lot of time.  They can be waiting for information.  They can be –they can be resource, meaning they don’t have enough people to do all the work they have to do.  It can be any of those things.


I would say that since (CAQH) started and we started using them, it has been a few years now, those timeframes have shortened up for most payers, but when I said earlier, you want to find out how long the contracting process takes that credentialing process is part of that.  So you want to find out, you know, if I say to you the contract is going to take three months, you want to be sure that three months include the credentialing piece, that it’s not three months to do the contract and another three months or six months to do the credentialing.

Female:
Great.  Thanks, Donna.  And just to summarize a bit, we have some resources on our family planning website to help you support – to help support you all in your contracting effort and URL is there – on the slide there.  Part three of a three-part webinar series on Revenue Cycle Management is also on there, if you need a basic course on health plan contracting, you can find it there.


We’re also linked to a lot of the larger health plans including Aetna, Cigna, Pacific Care and United that give an overviews.  Some of them do webinars for providers interested in becoming a network provider.


We have this quick fact sheet on four steps to contracting and we have that link to the centralized credentialing resource that Donna just mentioned by the Council for Affordable Quality Healthcare, CAQH, for multiple payers, and we have a lot more resources there.  So, please do go, check out our website.


And, you know, we have four minutes left and I can’t help myself, I can squeeze in one more question for you, Donna, if you’re OK with that.  I know…

Donna Dojan:
Sure, (of course).

Female:
… (as we stopped), but we have a couple of questions.  (Ken) is asking about whether there were certain kind of services that had to be provided in order to contract?  So, for example, do we have to provide primary care?

Donna Dojan:
Well, again, you know the caveat and I’m not even going to say it.  We’re all different.  I think the point here is we want to know what your services are, so you tell us.  These are the services that you provide, then that’s what we should be contracting with you for.


Sometimes the required services gets a little tricky because now as in – as Candy explained the whole issue of what’s a required service, you know, basic, the brown silver, all that jazz – so, required services gets mixed up with who we’re contracting with.  But the bottom line is we’re contracting with you as a provider and if you only provide these 10 services, then either we want you to join our network and provide those services or we don’t.


You’re not very all familiar here, I’ll say, “Well, you know, why don’t you also do open heart surgery?”  That’s not really ours to say.  You’re coming to us for the set of services that we’re really saying Yes or No to.  So, I do think though there are some payers who have a little trouble with because they don’t know where to put you.


We have this thing at Cigna now called Community Healthcare Centers that sort of is an umbrella over most of the kind of agencies we’re talking about, but not everybody has come to that yet.  So, if they’re trying to fit you into a PCP role, you know, a primary care physician role or a specialist role or an XYZ role, then yes maybe they will have expectations about your services, but for most of us, I think we’re not doing that.  We’re more about, “Tell us what services you’re offering and then we decide if we need those services in our network.”

Female:
Great.  Thanks, Donna.


So with that, I’m going to thank everyone, Candy, Barbara, Natalie at America Health Insurance Plans, and Donna, thank you so much for taking the time.  We also like to thank our colleagues at Health Resources and Services Administration who are standing by and has been helping us with the – answering some of the questions through the chat box, (Christian Gould and Cory Lyman).


And then finally to our project officer, (Casman Weeks) for being the brain child of this – of doing this webinar.  I think we’ve got a lot of questions answered.  I want to point out to you, we also have a website here, it’s on the slide, and then we have an e-mail box if you have any kinds of questions related to implementing the Affordable Care Act.  We love to take your questions there as well.


So, thanks everyone at the Office of Population Affairs for helping to support this event and with that, we will conclude our webinar for today.


Thank you all.

Operator:
This concludes today’s conference call.  You may now disconnect.

END
