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Maryland Health Benefit Exchange Board of Trustees 

Meeting Minutes 

 
September 25, 2012 

1:00 p.m. - 4:00 p.m. 

Maryland Health Care Commission 

4160 Patterson Avenue 

Baltimore, MD 21215 
 

The materials presented in the meeting are listed on the Maryland Health Benefit Exchange webpage:  
http://dhmh.maryland.gov/exchange/SitePages/meetings.aspx 
 

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.             
Thomas Saquella, M.A.    Rebecca Pearce, M.B.A    
Ben Steffen, M.A.     Enrique Martinez-Vidal, M.P.P. 
 

Opening Comments and General Updates 
Chairman Sharfstein welcomed everyone to the meeting. Ms. Pearce announced that eight Maryland 
Health Benefit Exchange (MHBE) staff positions were posted. These positions are Procurement Manager, 
Chief Compliance Officer, Public Relations Manager, Special Assistant, Plan Management Manger, 
Human Resources Manager, Deputy Director of Internet Technology, and Deputy Director of Operations. 
Also, Wakely Consulting Group finalized their financing report, which will be posted on MHBE’s website 
for a 30-day public comment period. In November, this report will be sent to the Joint Committee on 
Exchange Financing. Additional MHBE Board meetings are scheduled for October 23rd, November 13th, 
November 27th, and December 11th.  
 
The minutes from the September 11, 2012, MHBE Board meeting were approved after edits were 
suggested by Board members.  
 

Closed Session1 
The Board approved a motion to go into closed session. The meeting resumed at about 2:20 p.m.  

Final Plan Management Recommendations 
Tequila Terry, Director of Plan and Partner Management at MHBE, presented to the Board the policy 
recommendations for four plan management areas: plan certification, plan recertification, plan 
decertification, and plan choice. These policies will be the basis for interim procedures, which will cover 
the steps needed for insurers to offer health plans on the Maryland Health Connection. Feedback on the 
draft interim procedures was received from the Plan Management Advisory Committee, legislative 
committees, and the public.  
 

                                                           
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. 

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


2 

 

Plan Certification Recommendations 

 
Licensure, Solvency, Benefit Design Standards, and Rate Changes 
 
The recommendation is to defer to the Maryland Insurance Administration (MIA) for carrier licensure, 
solvency, benefit design standards, and rate changes. The MIA is currently performing these functions in 
the marketplace.  
 
Plan Quality and Race/Ethnicity/Language/Interpreter/Cultural Competence (RELICC) 
 
The Maryland Health Care Commission (MHCC) is currently performing plan quality tasks and the 
RELICC process in the marketplace. Rather than create new processes and redundancy for carriers, it is 
recommended that MHBE defer to the MHCC.  
 
Ms. Goldberg asked if MHBE would gather data on other forms of disparities. Ms. Terry responded that 
MHBE recognizes that there may be other data elements worth tracking to understand disparities. Mr. 
Martinez-Vidal said that it would be helpful if the quality and RELICC data that are submitted to the 
MHCC can parse between MHBE populations and non- MHBE populations. Ms. Terry responded that 
MHBE’s vision is to eventually receive qualified health plan (QHP)-specific data, but that will not be 
available in the first year. Mr. Steffen added that there might be challenges with obtaining adequate 
sample sizes for small QHPs. Chairman Sharfstein said insurers will be required to participate in the plan 
quality and RELICC assessment processes for QHPs.  
 
Service Area 
 
The recommendation is to require existing insurers to use the same service area as the commercial 
market or Managed Care Organization (MCO) market. For insurers that have both commercial and MCO 
lines of business, they can select whether the commercial or MCO service area will be used for MHBE. 
For new entrants, the recommendation is to allow insurers to self-define service areas as long as at least 
a county is covered.  
 
Ms. Terry explained that MHBE chose this recommendation so that insurers have the flexibility to decide 
what is most appropriate based on their business model and their knowledge of operations in the state. A 
few Board members asked if there would be implications if an insurer offered a plan inside MHBE with an 
MCO service area and if the same plan was offered outside MHBE with a commercial service area. Mr. 
Saquella suggested that insurers should be allowed to seek a waiver. The Board members agreed that if 
an insurer has both commercial and MCO lines of business, the insurer should select the commercial 
service area to be used for MHBE. However, the insurer can seek a waiver from the MHBE Board if it has 
sound justifications.  
 
Marketing Standards 
 
MHBE recommends requiring insurers to meet existing state marketing requirements. Statewide 
marketing standards, jointly developed by MHBE and the MIA, would require the use of standardized text 
and would establish the protocols for communicating with transitioning enrollees.  
 
Ms. Terry said that MHBE is envisioning that there will be general messages incorporated into marketing 
materials. Chairman Sharfstein said that MHBE will not be creating insurers’ advertising, but MHBE will 
have a joint policy with the MIA. A part of this policy will be enforcement, and the MIA can provide that.  
 
Network Adequacy 
 
The recommendation is that MHBE will allow insurers to “self-define” network adequacy standards. The 
insurer must provide MHBE with an explanation of its year one standard for review and approval. Insurers 
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will also be required to provide MHBE with reports that are consistent with existing market requirements 
to demonstrate network adequacy. Insurers will be required to submit provider data to the CRISP 
Provider Information Management system. For year two, MHBE will determine if standardized network 
adequacy requirements are appropriate.  
 
Commissioner Goldsmith explained that if a carrier qualifies as a prominent carrier under current MIA 
regulatory requirements, the carrier is required to submit a report to the MIA annually about its network 
adequacy plan and its performance against that plan. If a carrier is not prominent, the carrier is required 
to maintain records and report as requested.  Ms. Terry said that MHBE would like all carriers to submit 
data in year one to help MHBE assess whether network adequacy is met and to help determine if a policy 
similar to the MIA’s policy should be adopted. Dr. Benjamin asked if data will be received from the MIA. 
Ms. Terry responded that the plan is to use the same data elements that the MIA already has to avoid 
creating an undue burden on insurers. However, MHBE wants to make sure that enough data are 
received to validate that network adequacy is appropriate. Ms. Terry also said that if there were new 
reporting requirements from the federal government, MHBE would adopt those as standards.  
 
Essential Community Providers (ECPs) 
 
MHBE recommends using the federal definition of essential community providers (ECPs). Insurers must 
contract with at least one ECP in each medically underserved area (MUA), medically underserved 
population (MUP), Governor-designated area, and health enterprise zone (HEZ) within the insurer’s 
service area. ECPs must provide services for medical, dental, and behavioral services, and that can be 
achieved through one or multiple ECPs. Insurers must contract with ECPs for all services for which they 
can be credentialed. ECPs must meet credentialing standards and be willing to accept at least the 
Medicaid rates. Insurers must provide MHBE with reports detailing the number of ECPs, alternate 
standard providers, and additional categories of providers not included in the federal definition. For year 
two, MHBE will determine if expanded categories and additional sufficiency requirements are needed.  
 
Chairman Sharfstein said that insurers should be able to work with MHBE to obtain waivers for ECPs who 
serve MUAs, MUPs, Governor-designated areas, or HEZs if the ECP is located just outside the area. 
Also, insurers can use ECPs to help explain their network adequacy standards. A few Board members 
agreed that ECPs is an issue that needs active monitoring. Ms. Terry said that the Center for Consumer 
Information and Insurance Oversight (CCIIO) reviewed MHBE’s model, and they did not have any 
objections. Dr. Gaskin said that MHBE should ensure that there are contracts in place for individuals in 
counties such as Worcester and Caroline where there are fewer providers. Dr. Benjamin said that medical 
societies and provider groups should be surveyed to get their perspective. Ms. Goldberg added that 
consumer groups should also be surveyed to determine if they can obtain access to services without 
unreasonable delays. Ms. Terry added that MHBE is working with the Maryland Department of Health and 
Mental Hygiene and the Community Health Resources Commission to develop ways to encourage 
collaboration and contracting between insurers and ECPs. Chairman Sharfstein said the MHBE should 
provide quarterly reports on ECPs and network adequacy to the Board.   
 
Accreditation 
 
MHBE recommends that for plan year 2014, Medicaid or commercial accreditation will be accepted from 
insurers. For plan year 2014, non-accredited insurers will have a one year grace period to become 
accredited, but they must apply for accreditation by July 1, 2013, to be eligible for the 2014 grace period. 
Stand-alone dental and vision insurers will be exempt from the accreditation requirement since URAC 
and NCQA focus on medical accreditation. The MIA Certificate of Authority will suffice to meet the 
accreditation requirements for stand-alone dental and vision insurers. For year two, MHBE will reassess 
accreditation requirements based on the new accreditation standards that become available.  
 
The Board had no questions or comments on accreditation.  
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Transparency 
 
The recommendation is that MHBE will require insurers to provide transparency data required by federal 
law in year one. In year two, MHBE will determine if additional Maryland-specific transparency data will be 
required for insurers.  
 
The Board had no questions or comments on transparency. 
 

Plan Recertification Recommendations 

 
The recommendation is that annually, MHBE will review the performance of participating health, dental, 
and vision carriers and make recommendations on areas of improvement. Performance review areas will 
include enrollment data by plan, network adequacy, quality information, and complaints/grievances. In the 
initial MHBE business agreement, insurers will be required to agree to complete corrective action plans 
based on issues identified in the year one annual review. On a biennial basis, a formal recertification 
process will occur, and MHBE will review all of the original certification data to confirm that the plan still 
meets requirements and can continue to be offered to consumers. Insurers will have the right to appeal 
recertification decisions.  
 
Chairman Sharfstein asked that the network adequacy performance review include ECPs. Mr. Martinez-
Vidal asked if MHBE would review the original certification data at the biennial review or look at new data 
using the same certification criteria. Ms. Terry clarified that MHBE would look at the original criteria, but 
based on new information that would be available at the time. Commissioner Goldsmith asked what the 
data source would be for complaints/grievances information. Ms. Terry responded that MHBE would 
collaborate with the MIA, which also receives complaints information. Also, complaint information received 
through MHBE’s call center will be aggregated and reported on. Mr. Saquella expressed concern that a 
biennial recertification would increase the workload for MHBE staff and insurers. Chairman Sharfstein 
agreed and said that after the first recertification in 2015, MHBE can re-evaluate their process.  
 

Plan Decertification Recommendations 

 
The recommendation is that MHBE may decertify any plan that fails to meet the requirements for 
recertification and fails to comply with a corrective action plan. MHBE will develop procedures for appeals 
of MHBE determinations regarding decertification of plans.  
 
Chairman Sharfstein said the recommendation should be reworded to say “or fails to comply with a 
corrective action plan.” 
 

Plan Choice Recommendations 

 
Submission Limits 
 
MHBE will allow a maximum of four benefit designs per metal level to be offered by each carrier. As an 
example, with this level of insurer participation, there would be 176 benefit designs. Additional 
catastrophic plans and cost sharing plans would also be available in addition to these. MHBE will re-
evaluate the need for carrier submission limits on an annual basis.  
 
Professor Apfel said that ideally, it would be less than four benefit designs, but this was a good 
compromise. Dr. Gaskin said that the Maryland Health Connection website should be able to lead 
consumers to make good decisions. Mr. Steffen said that in the SHOP Exchange under employee choice, 
it would be likely under one metal level and in the individual market, a similar narrowing would occur. 
Therefore, consumers won’t likely have to consider many plans. Ms. Terry said that MHBE is designing 
the IT components of the system in a way that narrows down dramatically the scope of plans based on a 
consumer’s preferences and filters. Mr. Martinez-Vidal and Ms. Goldberg expressed concern on the 
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number of plans allowed. Ms. Goldberg added that she doesn’t think consumers will know their 
preferences well enough to be able to filter through plans. Ms. Terry clarified that plans required by 
federal or state law would not count toward the benefit design maximum.  
 
Standardized Plans 
 
The recommendation is that for year one, MHBE will not require standardization beyond the Essential 
Health Benefits (EHB) benchmark. MHBE will re-evaluate the need for standardized plans on an annual 
basis based on standards for value-based design.  
 
Chairman Sharfstein said that there may be a value-based design standard required of all insurers in the 
future, but MHBE is not at that point right now.  
 
At the October 9th MHBE Board of Trustees meeting, the final plan management interim procedures will 
be presented to the Board and voted on.  

Dental and Vision Plans 

Ms. Terry provided some background information to the Board members on dental and vision plans.  

Pediatric Plans 

Pediatric dental and vision coverage are required as part of the EHB. MHBE developed three options for 
pediatric plans: 1) Require plans to be stand-alone with price disclosure; 2) Allow embedded and stand-
alone plans. Embedded plans must include price disclosure; and 3) Allow embedded and stand-alone 
plans. Embedded plans must include price disclosure. Medical-only plans are required for any insurer 
offering an embedded plan. Ms. Terry described the key considerations for these options.  

Chairman Sharfstein asked if childless adults are required to purchase pediatric dental coverage. Ms. 
Terry responded that the federal government has not answered that question, and CCIIO was asked for 
clarification. Commissioner Goldsmith said that this is an issue outside MHBE as well since EHB applies 
for individual and small group plans outside of MHBE.  

Adult Plans 

Adult dental and vision coverage are not requirements of the EHB. MHBE developed two options for adult 
plans: 1) Require all plans to be stand-alone with price disclosure; or 2) Allow embedded and stand-alone 
plans. Embedded plans must include price disclosure. Ms. Terry described the key considerations for 
these options.  

Chairman Sharfstein said that there are no subsidies for adult dental and vision coverage, so if these 
benefits are bundled in a plan, people will be forced to purchase coverage that is unsubsidized.  

Ms. Terry said public comments on dental and vision plans are being accepted through October 5th. Final 
recommendations will be presented to the Board at the November 13th meeting. Public comments on 
consumer steering and producer incentives are also being accepted through October 5th and 
recommendations will be made to the Board at the November 13th meeting. Chairman Sharfstein thanked 
Ms. Terry, Professor Apfel, and the public for their work on these issues.  

Maryland Health Insurance Plan (MHIP) MOU Ratification  

Chairman Sharfstein said that in 2014, the high-risk pool will transition to MHBE due to guaranteed issue. 
In order to facilitate the transition to MHBE, the MHIP Board is interested in establishing a memorandum 
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of understanding (MOU) with MHBE Board. Under the MOU, MHBE would help hire an executive director 
for MHIP. The MHIP executive director would eventually transition to working for MHBE.  

The MHIP Board unanimously agreed to the MOU. Mr. Steffen commented that this approach would 
ensure that the transition for the MHIP-insured population is as smooth as possible.  

The Board voted to approve the MOU. Commissioner Goldsmith abstained from the vote.  

Closing and Adjournment  

Commissioner Goldsmith said that the public comment period for the draft of the SHOP Navigator 
regulations, which are posted on the MIA website, will close on September 28th. Chairman Sharfstein said 
that the Office of Health Care Reform will post all the meeting dates for the various committees on its 
website. Chairman Sharfstein asked the Board to stay for a three-minute closed session, after which the 
meeting was adjourned.  


