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Members Present 

Joshua M. Sharfstein, M.D.    Kenneth Apfel, M.P.A 

Therese Goldsmith, J.D., M.S.        Darrell Gaskin, Ph.D.     

Jennifer Goldberg, J.D., LL.M.            Georges Benjamin, M.D. (by phone)              

Thomas Saquella, M.A.   Rebecca Pearce, M.B.A    

Ben Steffen, M.A.     Enrique Martinez-Vidal, M.P.P. 

 

 

Opening Comments and General Updates 

Secretary Sharfstein welcomed everyone to the meeting.  He noted that, in the time since the last 

board meeting, the Exchange held a press event at which it announced the award of the Level 2 

establishment grant and unveiled the name and logo of the consumer portal, Maryland Health 

Connection.  He pointed out that the legal name of the Maryland Health Benefit Exchange did 

not change, and thus that the board’s name hasn’t changed.   

 

Dr. Sharfstein then said that at the next few meetings the board would have to make a lot of 

decisions, and that this meeting was meant to foster discussion of policy issues in preparation for 

those decisions. He then asked for opening comments from the board members. 

 

Ms. Pearce expressed her thanks for all the hard work performed by those who supported the 

grant efforts.  She went on to note that there is an additional board meeting scheduled for 

September, and that more meetings may be needed in the coming months.  She noted that, like in 

2011, the Exchange must set a large amount of policy in the fall and winter of 2012. 

 

Exchange Staffing Update 

Leslie Lyles-Smith, Director of Operations at the Exchange, announced that two new staff 

members have recently been hired.  She introduced Frank Kolb, the new Director of Policy, and 

Adrienne White, the new Fiscal Administrator. 

 

Plan Management Policy Discussion 

Tequila Terry, Director of Plan and Partner Management at the Exchange, presented to the board 

a series of key considerations around interim policies and procedures for plan management, 

which are intended to prepare the members for their meeting on September 25, 2012, when the 

final interim procedures will be enacted.  She began by presenting an overview of plan 

http://dhmh.maryland.gov/exchange/SitePages/meetings.aspx


management on the Exchange, its component functions, and the principles that guide the 

Exchange’s policy development. 

 

Next, Ms. Terry described the circumstances under which the Exchange was empowered to 

develop interim procedures.  She explained that, due to the time constraints of creating a system 

that will pass federal certification and be ready for use in the 4
th

 quarter of 2013, the Maryland 

Health Benefit Exchange Act of 2012 gave authority to the Exchange to create interim 

procedures to cover the essential steps needed for insurers to offer health plans on Maryland 

Health Connection (the HIX).  These interim procedures are intended to function for the initial 

year of Exchange operations.  Ms. Terry pointed out that the federal government has introduced 

a partnership model whereby, if states should fail to demonstrate the capability to perform 

certain functions, then the federal government will step in and fill that gap.  She emphasized that 

the Exchange intends to avoid using federal assistance in the partnership model. 

 

Ms. Terry then laid out the steps by which the Exchange is developing the interim procedures, 

noting that the procedures are currently in the penultimate step, when the Exchange gathers input 

from stakeholders before final presentation to the board.  She listed the functions for which draft 

interim procedures have been created and noted that draft interim procedures for dental and 

vision plans will be developed separately.  When asked when the dental and vision procedures 

would be presented to the board, Ms. Terry replied that the schedule is still under development. 

 

Next, Ms. Terry oriented the board to the format in which the issues around plan management 

will be displayed for their consideration.  She described an arrangement for each decision point 

broken into quadrants: 

 

 Federal and/or State Requirement(s) 

 Options 

 Key Considerations 

 Recommendations 

 

She pointed out that the Recommendations quadrant is blank in today’s presentation but that the 

recommendations would be presented to the board at their meeting on September 25, 2012. 

 

Ms. Terry then presented the issue quadrants for a range of potential draft policies. 

 

Licensure & Solvency 
Ms. Terry presented the quadrant for Licensure & Solvency, and listed two options for the board 

to consider: 

 

 Option 1 – Develop Exchange-specific licensure and solvency requirements 

 Option 2 – Defer to the Maryland Insurance Administration (MIA) for licensure and 

solvency 

 

The board engaged in a wider discussion about to what extent the Exchange should adopt a 

different approach to this and other issues than what applies in the non-Exchange market.  

Several board members felt it made sense to rely as much as possible on already existing 



mechanisms in Maryland and not to introduce additional regulation unless absolutely necessary.  

Reasons given for this approach included that less policy development time and effort would be 

required, and that less administrative burden would be placed on insurance carriers by avoiding 

duplicate effort.  The board clarified that it would not make a blanket decision to employ existing 

procedures; it would consider each issue on its own merits, but preference would be given, where 

appropriate, to using what’s already in place.  Dr. Gaskin noted that a situation could arise 

wherein another state agency—such as the MIA or the Maryland Health Care Commission 

(MHCC)—has a different priority than the Exchange, making the procedure used by that body 

unsuitable for the Exchange’s purpose. 

 

Building on that point, the board then discussed whether or not any policies they develop for use 

inside the Exchange that are different from those that operate outside the Exchange should be put 

into place in the broader market.  The argument in favor of doing so was that it would help to 

avoid adverse selection between the Exchange and the private market.   

 

Throughout this discussion, board members returned to two common themes.  First, the 

Exchange faces an extremely challenging timeline and should rely as much as possible on 

existing mechanisms. Second, the Exchange should do its best to anticipate unintended 

consequences of policy decisions so as to avoid market distortions. 

 

Finally, the board noted that the policies put in place for the first year of Exchange operations 

need not remain in force beyond that time.  Mr. Apfel suggested that the Exchange set up a 

process to gather the data necessary to determine whether an interim procedure is having the 

desired effect, having additional undesired effects, and/or best serving the goals and principles of 

the Exchange.  That data would be used to revisit the policy decisions once the Exchange is 

operating. 

 

Service Area 
Next, Ms. Terry presented the quadrant for Service Area and listed three options for the board to 

consider: 

 

 Option 1 – Allow insurers to self-define service area as long as at least a county is 

covered 

 Option 2 – Require insurers to use the same service area as the commercial market or 

managed care organization (MCO) market 

 Option 3 – Require all insurers to operate statewide 

 

The board raised several points during its discussion of this issue: 

 

 The board must consider whether to apply service area requirements at the holding 

company level or at the insurer level. 

 The Exchange should consider using the traditional 4-region division of Maryland 

(Eastern Shore, Western Maryland, Southern Maryland, and Central Maryland) rather 

than counties. 

 There may be an opportunity to use the service area policy to promote coverage 

availability in underserved areas. 



 Consideration should be given to new market entrants, especially Consumer Operated 

and Oriented Plans (CO-OPs). 

 Option 2 is the only one that uses the same standard both inside and outside the 

Exchange; market effects should be taken into account for other options. 

 Ensuring that consumers are not adversely affected by service area requirements when 

moving between carriers, such as when moving from Medicaid to subsidized individual 

exchange coverage, argues for wider service areas.  This issue crosses into the zone of 

continuity of care. 

 Many elements of the Service Area issue impact the Network Adequacy issue, and vice 

versa.  

 

Benefit Design Standards 

Next, Ms. Terry presented the quadrant for Benefit Design Standards, listing two options for the 

board to consider: 

 

 Option 1 – Defer to the MIA for benefit design review 

 Option 2 – Develop a new, separate Exchange-specific benefit design review process 

 

Ms. Goldsmith, in her capacity as Insurance Commissioner, pointed out that her agency, the 

MIA, must review benefit designs whether or not the Exchange does it.  The Center for 

Consumer Information and Insurance Oversight will release an actuarial value tool that states 

and carriers will use to determine the metal level of benefit design and, provided that it works as 

advertised, the assignment of metal levels to plans is not expected to be a burdensome task.  The 

board asked the MIA to prepare a list of tasks in benefit design review that would be done solely 

to meet Exchange requirements. 

 

Rate Changes 

Next, Ms. Terry presented the quadrant for Rate Changes and listed two options for the board to 

consider: 

 

 Option 1 – Defer to the MIA for review of rate changes 

 Option 2 – Develop a new, separate Exchange-specific review process for rate changes 

 

The board raised several points during its discussion of this issue: 

 

 The MIA currently reviews rate change requests from carriers in the individual market. 

o Sometimes the MIA approves a rate change that is different from what the carrier 

requested in its original submission. 

o The frequency of rate change requests varies by carrier, and currently come as 

often as every quarter. 

o The Exchange should have an opportunity to comment on rate change requests 

before the MIA makes its final decision. 

o Timing will be an issue: carrier submission is currently followed by a 30-day 

public comment period.  Once the MIA decision is issued, carriers must inform 

consumers at least 45 days before the rate change takes effect.   



 The Exchange should ensure that the policy around rate changes remains flexible for the 

first year; it is possible that rates could go down, as happened in the small group market 

in 1995. 

 

Marketing Standards 
Next, Ms. Terry presented the quadrant for Marketing Standards, listing three options for the 

board to consider: 

 

 Option 1 – File and Approve Policy – Require all marketing materials to be approved by 

the Exchange before use 

 Option 2 – File and Use Policy – Require all marketing materials to be filed with the 

Exchange before use, but no approval is needed 

 Option 3 – Standardized Text Requirement – Require standardized language, developed 

by the MIA and the Exchange, for all marketing materials used in the state 

 

The board requested that the Exchange prepare an estimate of the resources required to perform 

Options 1 and 2 before making its decision. 

 

The board requested further clarification of the enforcement mechanisms that would be used 

under each option.  The Exchange and the MIA are very interested in collaborating on 

establishment and enforcement of these standards.  The MIA has a Compliance and Enforcement 

unit that could be a resource for this effort. 

 

Network Adequacy 

Next, Ms. Terry presented the quadrant for Network Adequacy and listed two options for the 

board to consider: 

 

 Option 1 – Develop standardized network adequacy requirements for all insurers 

participating in the Exchange 

 Option 2 – Allow insurers to “self-define” network adequacy requirements and perform 

audits to ensure that requirements are met 

 

The board raised several points during its discussion of this issue: 

 

 Option 2 is what currently operates in the market. 

 The Exchange plans to purchase and operate network adequacy monitoring software as 

part of its information technology (IT) solution. 

 It may be unrealistic to expect an entirely new network adequacy regime to be in place in 

time for open enrollment in 2013. 

 A new network adequacy standard established only for the Exchange is likely to 

introduce market distortions. 

 Exchange populations may have different network needs than populations in the current 

market. 

 The Exchange should work to gather data in its first year of operations to inform further 

discussion on this issue once the pressure of launching the system has passed. 

 The Exchange should use what it learns to raise policy issues for statewide consideration. 



 The Exchange has an opportunity to add value in this area by acting as a proactive 

advocate for consumers where, today, consumers’ only recourse in the individual market 

is to the MIA and the Attorney General. 

 This issue impacts on, and is impacted by, elements of service areas as well as benefit 

designs. 

 The Exchange should work to ensure that policies around this issue don’t work to stifle 

innovation in the market. 

 

Essential Community Providers 
Next, Ms. Terry presented the quadrant for essential community providers (ECPs), which 

contained two options for defining ECPs: 

 

 Use the federal definition of ECPs only 

 Expand the definition of ECPs to include more provider types 

 

The quadrant also contained two options for the sufficiency standard: 

 

 Option 1 – Establish standardized requirements, including a specific number and 

geographic distribution of ECPs 

 Option 2 – Allow insurers to “self-define” standards for inclusion of ECPs 

 

The board noted that, because this issue requires a lot of its attention, a portion of its next 

meeting will be set aside for further discussion.  In preparation for that discussion, the board 

asked the Exchange to provide a strategy for collecting information from consumers regarding 

their experience of care.  Mr. Apfel noted that this is another area in which the Exchange should 

work to gather data in its first year of operations to inform further discussion on the issue once 

the pressure of launching the system has passed. 

 

Accreditation 
Next, Ms. Terry presented the quadrant for Accreditation, where the options for consideration 

amount to whether or not to allow carriers a grace period wherein they can operate on the 

Exchange without accreditation.  As she pointed out, if a grace period is allowed, the Exchange 

would have to somehow ensure that the carrier is actively seeking accreditation.  Ms. Terry said 

that, as no accreditation is available for them, Dental and Vision carriers and plans would have to 

be exempted from the requirement. 

 

Transparency Data  
Ms. Terry then presented the quadrant for Transparency Data, asking the board to consider 

whether the Exchange should require carriers to provide only those data required by federal law 

or to expand the data requirements for Maryland.  Dr. Sharfstein felt it was likely that the board 

would want to add items to the list of data required and asked the Exchange to keep transparency 

in mind as it recommends other policies. 

 

RELICC Data Tracking 

Next, Ms. Terry presented the quadrant on Race, Ethnicity, Language, Interpreter use, and 

Cultural Competence (RELICC) Data Tracking, asking the board to consider two options: 



 

 Option 1 – Develop an Exchange-specific process to collect disparity data from insurers 

 Option 2 – Require insurers to participate in the MHCC Maryland RELICC Assessment 

process 

 

The board noted that MHCC is developing its system for the entire state, and that the Exchange 

would receive data about its plans from MHCC.  Some disparities that the Exchange is required 

to track, however, are not contained in the RELICC set.  The board wishes to study the 

discrepancies between the RELICC data set and those disparities the Exchange is required to 

track. 

 

Quality 
Ms. Terry then presented the quadrant for Quality.  She presented two options for the board’s 

consideration: 

 

 Option 1 – Develop an Exchange-specific quality performance system for insurers 

 Option 2 – Require insurers to participate in MHCC’s system for quality 

 

Plan Recertification 

Next, Ms. Terry presented the quadrant for Plan Recertification.  This quadrant contained only 

one option: to define an Exchange-specific plan recertification process.   

 

The Exchange plans to have carriers undergo recertification every two years, with annual 

reviews for feedback on performance.  Mr. Saquella thought the two-year recertification 

requirement could be relaxed after 2015 to allow the Exchange some discretion to expand the 

interval to 3 or 4 years.  Ms. Pearce suggested that, since no carrier will have to undergo 

recertification in the first year of Exchange operations, this issue may not be appropriately 

handled in an interim policy. 

 

Plan Decertification 
Ms. Terry then presented the quadrant for Plan Decertification, noting simply that the Exchange 

must define a process whereby plans can be decertified.  In response to a question from Dr. 

Gaskin, she explained that the Exchange has some latitude under federal law to impose sanctions 

other than decertification on carriers, such as fines. 

 

Submission Limits 
Next, Ms. Terry presented the quadrant for Submission Limits, which laid out two options for the 

board’s consideration: 

 

 Option 1 – Establish a maximum number of benefit designs per metal level that insurers 

can offer 

 Option 2 – Allow an unlimited number of plans to be offered by insurers, provided they 

meet certification and recertification requirements 

The board raised several points during its discussion of this issue: 

 



 Some carriers have asked that the Exchange not impose limits on the number of plans 

they can offer, saying that they want to be able to test innovative product designs. 

 Some other states are working with a “rule of three,” wherein each carrier may offer three 

plan designs per metal level. 

 The Exchange must consider whether any plan submission limits will apply at the 

holding company level or at the insurer level. 

 Dr. Gaskin felt very strongly that the Exchange should not limit plan choice.  This 

member noted that consumers are accustomed to performing complex searches with a 

large number of results, and that the challenge is for the Exchange to develop an effective 

way to present the data. 

 Consumers in Massachusetts complained of too much choice on their exchange. 

 The board wants to see studies and hear advice from an expert on this topic. 

 

Standardized Plans 
Ms. Terry then presented the quadrant for Standardized Plans.  She offered two options for the 

board’s consideration: 

 

 Option 1 – The Exchange will require insurers to offer a standardized plan at each metal 

level 

 Option 2 – The Exchange will not require any plan standardization 

 

Ms. Terry noted that one argument for implementing a standardized plan policy is to provide 

consumers with a simplified choice between carriers. 

 

The board noted that a better argument for a standardized plan policy might be that it would 

afford the Exchange the ability to address deficiencies in the marketplace, such as mandating that 

each carrier offer a plan wherein a particular health care delivery method (that has markedly 

better health outcomes than other methods) must be offered. 

 

Consumer Steering 

Finally, Ms. Terry presented the quadrant on Consumer Steering, noting that, on this topic, the 

Exchange has not prepared any options for the board’s consideration.  She explained that some 

states, as well as some members of the public, are concerned about how producer compensation 

will impact consumer steering. 

 

Dr. Sharfstein noted that this is a two-part question.  First, the board must consider whether to set 

policy on this issue at all; could decisions on compensation engender enough adverse selection to 

motivate the Exchange to act?  If the answer to the first question is yes, then the board must 

consider how best to craft a policy. 

 

In the ensuing discussion, the board raised several points: 

 

 The board may not have enough information at hand to adequately address whether or not 

to set policy in this area. 

 The Small Business Health Options Program (SHOP) market is more likely to be 

vulnerable to adverse selection of this kind. 



 The Exchange could consider notifying carriers that they are alert to this issue, and that it 

would be a factor in any recertification procedure. 

 The California exchange is considering a policy mandating that producer compensation 

be the same inside and outside the exchange.  The board would like to know what 

harmful effects might result from instituting this policy. 

 

The board asked the Exchange to gather additional details from the Plan Management Advisory 

Committee members regarding their positions on this issue.  Ms. Terry noted that the committee 

has no brokers in its membership. 

 

Essential Health Benefits 
Mr. Martinez-Vidal asked for an update on the progress of establishing a set of essential health 

benefits (EHBs).  Dr. Sharfstein replied that the Maryland Health Care Reform Coordinating 

Council (HCRCC) will make the EHB selection at its meeting on September 27, 2012. 

Minutes 
A motion to approve the minutes of the August 18, 2012, meeting passed with no opposition. 

Closed Session
1
  

The board approved a motion to go into closed session. The meeting adjourned without resuming 

open session. 

                                                           
1 The meeting was closed pursuant to (1) State Government Article §10-508(a)(1), which provides that a session 

may be closed to discuss the appointment, employment, assignment, promotion, discipline, demotion, compensation, 

removal, resignation, or performance evaluation of appointees, employees, or officials over whom it has jurisdiction, 

and (2) State Government Article §10-508(a)(14), which provides a session may be closed before a contract is 

awarded or bids are opened, discuss a matter directly related to a negotiating strategy or the contents of a bid or 

proposal, if public discussion or disclosure would adversely impact the ability of the public body to participate in the 

competitive bidding or proposal process. 


