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To Whom It May Concern: 

Cigna welcomes the opportunity to respond to the proposed rule issued by the Centers for Medicare & Medicaid 
Services (CMS) of the Department of Health and Human Services (NHS) related to payrnent parameters and 
provisions applicable in the individual and small group markets ("the proposed rule"). We appreciate 1-IHS' 
efforts to stabilize the Exchanges and to reduce unnecessary regulatory burdens on stakeholders, empower 
consumers, and improve affordability. 

Cigna Corporation, together with its subsidiaries (either individually or collectively referred to as "Cigna"), is a 
global health service organization dedicated to helping people improve their health, well-being, and peace of 
mind. Our subsidiaries are major providers of medical, pharmacy, dental, disability, life and accident insurance, 
and related products and services, with over 160 million customer relationships in the more than 30 countries and 
jurisdictions in which we operate. Worldwide, we offer peace of mind and a sense of security to our custoiners 
seeking protection for thernselves and their families at critical points in their lives. 

Cigna completed its merger with Express Scripts in December 2018, bringing together approximately 74,000 
employees around the world. The combination integrates two coinplementary conipanies, each with industry-
leading cost trend capabilities, which together are positioned to deliver better care, expanded choice, and drive 
down health care costs. The combined company's medical, clinical, pharmacy, behavioral and wellness insights 
empower us to deliver improved affordability, choice, predictability, and high-quality care through connected, 
personalized solutions that advance whole person health. 

Within the U.S., Cigna provides medical coverage to approximately 14.3 million Americans in the commercial 
segment, of whom almost 9 million receive integrated medical and pharmacy coverage. We also provide 
integrated coverage in the individual insurance segment in several states, both on- and off-Exchange, to about 
360,000 people. Additionally, we serve approximately 4.2 million people through our Medicare Advantage, 
Medicare Prescription Drug Program, and Medicare Supplemental products. 

Our work with employers in the U.S. reaffirms to us time and time again that employer-sponsored coverage is a 
bright spot in the U.S. health care system. Employers have proven their sustained ability to develop and 

"Cigna" is a registered service mark, and, "the Tree of Life" logo is a service mark, of Cigna Intellectual Property, Inc., licensed for 
use by Cigna Corporation and its operating subsidiaries. All products and services are provided exclusively by such operating 
subsidiaries and not by Cigna Corporation. Such operating subsidiaries include Connecticut General Life Insurance Company 
(CGLIC), Cigna Health and Life Insurance Company (CHIA, and HMO or service company subsidiaries of Cigna Health 
Corporation and Cigna Dental Heatth, Inc. 
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implement innovative programs that enhance productivity, encourage transparency, simplify choices for 
individuals, and align incentives among key participants in the health care ecosystem. The success of employer-
sponsored coverage comes from employers ability to easily offer coverage to their workers across the country 
that facilitates delivery of care at the local level with minimal need to navigate complex and potentially 
contradictory state-based regulations. We believe the employer-based segment should serve as an example in any 
attempt to irnprove the stability and functioning of the individual insurance segrnent. 

With that context as background, Cigna offers the following comments on the proposed rule. 

I. Executive Summary 
Cigna supports continuing the current practice of automatic re-enrollment in the Exchanges, as it has worked well 
for the individual insurance segment for the past few years. lf the policy is canceled, issuers would still be 
responsible for re-enrollment processes, but would lose adrninistrative support from HHS. This would be difficult 
to administer and would also result in financial and operational challenges, not to mention confusion for affected 
individuals. 

III. Provisions of the Proposed HHS Notice of Benefit and Payment Parameters for 2020 

Part 153 — Standards Related to Reinsurance, Risk Corridors, and Risk Adjustment under the Affordable 
Care Act 

Provisions and Parameters for the Risk Adjustment Program 

Risk adjustment data validation requirements when HHS operates risk adjustment 0153.630) 
We strongly recomrnend HHS consider more fundamental and structural changes to the risk adjustment data 
validation (RADV) process rather than finalizing the proposed more limited regulatory changes to the RADV 
process at this time. We believe that the current RADV process does not achieve the goals set forth by HHS — 
to confirm that diagnoses used for determining enrollee risk scores are supported and that plans are not 
receiving higher-than-appropriate payments. Health plans have seen continued variability in their results from 
the RADV prograrn, and the uncertainty from the process has created instability as health plans set their 
prernium rates for the 2020 plan year. 

Therefore, we strongly recommend HHS make 2017 a pilot year and that HHS freeze any proposals to expand 
or otherwise alter the RADV process. The RADV program has undergone significant changes year-over-year, 
putting an undue operational burden on issuers. Although HHS released issuer-specific error rates in July 
2018 for the 2016 benefit year, HHS has yet to release market error rates or demonstrate the full impact of the 
RADV results on the issuers' transfers. 

We further recommend that HHS convene a joint HHS/industry stakeholder workgroup to develop an 
effective solution to ensure the RADV process achieves its goals and accomplishes its intended purposes. A 
collaborative effort focused on identifying opportunities to improve the process and refine error rate 
methodology holds promise to yield a more workable and effective approach to RADV within an appropriate 
time period, likely a year or two. The results of this joint effort will allow the financial implications of RADV 
to be executed in a more equitable and balanced way. 
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However, in the event HHS proceeds with regulatory changes regarding RADV, we have included comments 
on the specific proposals below. 

Varying initial validation audit sample size (§153.63001)  
We do not support the proposal to increase audit sample size. We recornmend HHS maintain the current 
sarnple size liinit of 200 enrollees statewide and not finalize the approaches included in the proposed rule. 
increasing the audit sample size would create undue administrative and financial burden on plans and the 
provider community without irnproving the quality of the outcomes. 

We do not recommend using HCC Failure Rates to deterrnine sample size. There has been significant change 
in the RADV program over the years, creating continued variability in the results. Historical HCC Failure 
rates are likely not representative of true errors. We recommend HHS not change the sample size 
methodology and consider enhancing the methodology in the future only once there is sufficient credible 
experience with the program. 

Although we do not recommend changing the sample size, if HHS chooses to use issuer enrollrnent as a basis 
to determine sample size in future years, we recommend HHS uses the issuer enrollment for the year that is 
being validated. 

We do not support the proposal to extend the Neyman allocation sampling methodology to the 10th stratum of 
enrollees without HCCs. This change will likely increase the number of sampled members with HCCs and 
would create undue administrative and financial burden on plans and the provider community without 
irnproving the quality of the outconries. 

Second validation audit and error rale discrepancy reporting 01 53.630(d)(2))  
We do not support the proposal to shorten the window to confirm findings from the second validation audit to 
within 15 calendar days. While we appreciate the need for timely resolution of discrepancies prior to the 
release of the summary report on risk adjustment results by the end ofjune, we would encourage HHS to 
examine alternative ways to condense and revise tirneframes to meet this goal. 

Default data validation charges  
We support HHS proposal to calculate the default data validation charge based on enrollment for the benefit 
year being audited rather than the benefit year during which transfers would be adjusted because of the 
RADV. 

We also recommend HHS clarify the application of the proposed allocation methodology in regard to carriers 
that have exited a market but were part of the same benefit year risk pool as the noncompliant issuers. 

Second validation audit pairwise nteans test  
We recommend that HHS release universal guidelines and/or training documents to reduce variability in 
health plans' results, increase plans' compliance, and irnprove the consistency and quality of data subrnitted. 

Error eslimalion for prescription drugs 
We recominend HHS not adopt the proposal to incorporate RXCs into the error estimation methodology. We 
believe this proposal would add significant complexity to the RADV process and would increase 
administrative and financial burden on issuers and the provider community while doing little to improve the 
error estimation methodology. 
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We believe HHS should consider RXC validation to be similar to how Demographic and Enrollment 
validation is treated today (considered a data issue and not part of the error estimation methodology). In 
addition, we recommend the RXC part of the validation be a "pilot" for the 2018 benefit year to allow HI-IS 
and issuers to stand up appropriate administrative processes and gather experience. 

Risk adjustment data validation adjustments in exiting and single issuer markets and negative error rate  
outlier markets  
We support HHS proposal to not make adjustments to an exiting insurer's risk score and its associated risk 
adjustment transfers if it is found to be a negative error rate outlier. This policy aims to avoid the need for 
HHS to retroactively reopen a risk pool and potentially adjust other insurers' transfers based on an exiting 
insurer's negative error rate. Under this policy, an exiting insurer's risk score and payment transfers would 
only be reopened if it was found to have a positive error rate (and the insurer was overpaid or undercharged 
based on RADV results). 

We strongly recommend that HHS not adjust for low outliers as part of the RADV error estimation 
methodology, starting with the 2017 benefit year. We have significant concerns about the current RADV error 
estimation process and the potential for a large negative impact on many insurers' financial results for 2018. 
In addition, we are concerned that allowing carriers to have negative error rates creates potential scenarios in 
which issuers achieve a financial benefit based solely on the inconsistent RADV and EDGE submission rules 
as opposed to their ability to meet RADV's stated goal of validating prior subrnissions. This leads to further 
market instability. As HHS has acknowledged, the 2016 benefit year risk adjustment validation pilot results 
suggested that there could be a large number of negative error rate outlier issuers affecting numerous state risk 
pools. Furthermore, a recent report by Wakely Consulting that analyzed 2017 RADV results found that up to 
21 markets would experience state average risk score increases of up to 6 percent'. 

Under the current process and rules, 2017 RADV results—which are not yet known—will be used to adjust 
payment transfers for the 2018 benefit year. Premiums for 2018 (and 2019) have already been priced, so wide 
fluctuations in statewide average risk scores and payment transfers have the potential to create significant 
uncertainty for insurers and would likely have a material impact on affected insurers' finances with 
implications for both accruing for financials and financial planning. 

Although we recommend HHS make 2017 a pilot year, should HHS continue to treat 2017 as a non-pilot year, 
we further propose HHS change the group adjustment rates for high outliers to be calculated as the issuer's 
failure rate minus the upper bound of the confidence interval. The current methodology allows for carriers 
who fall right under the upper bound to have a zero issuer error rate, while carriers that fall slightly above the 
upper bound to potentially have material error rates, hence a difference of validating one HCC may result in a 
multi-million dollar financial impact. Changing the formula would allow for more equitable distribution and 
would limit the variability of the results. 

Current failure rate methodology considers an HCC to be unvalidated if a permissible medical record has not 
been supplied to the auditor. Obtaining medical records from the provider community puts significant 
administrative burden on issuers and providers. Some providers choose not to supply the information which 
negatively impacts the failure rates of the issuers. We encourage HHS to create a process to exempt issuers 

1  2017 RADV Market Average Error Rates—Wakely Consulting White Paper. February 2019. 
https://www.14akelv.com/sitesidefault/files/filestcontent/wakely-2017-radv-pre1int  inary-error-rate-study-20190213-
final 0,pclf 
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from validating HCCs for which a provider refuses to supply a nieclical record and the issuer has 
demonstrated good faith in trying to obtain that record. 

We strongly recommend that the 2017 benefit year RADV be another pilot year, thus providing a second (and 
first end-to-end) pilot year as originally planned, and encourage HHS to collaborate with the industry in 
enhancing the RADV process and error rate methodology. For future RADVs, we recommend HHS apply the 
error rates to the benefit year that is being audited, rather than to the following benefit year. Doing the 
calculation in this manner would align the results with the year that is being audited, which more accurately 
represents the true risk adjustment transfers in the risk pool. Any transfer adjustments can be netted out of the 
following year's transfer arnounts for carriers that still participate in the market to allow for an easier 
collection of the money by HHS. 

Exemptions from risk adjustment data validation  
We do not support HHS proposal to exetnpt insurers currently in liquidation or entering liquidation from 
RADV requirements. We have significant concerns that allowing such an exeinption could provide incentive 
for some plans to find ways to take advantage of the exemption without entering liquidation. 

We support the codification of a materiality threshold policy. Setting a flat materiality threshold across all 
tnarkets would not account for variations across markets. An alternative approach would be to exempt plans 
that account for less than a certain percentage of premiums in a market. lf the threshold is set at $15 million 
for all inarkets, that figure should be updated in future years to account for changes in market conditions, 
particularly in premium amounts. 

Part 156 — Health Insurance Issuer Standards under the Affordable Care Act, Including Standards Related 
to Exchanges  

Silver Loading 
Cigna opposes any proposed prohibition on silver loading and recommends HHS continue to defer to states on 
rating practices and the approval of rates. State regulators are in the best position to identify which rating practices 
will best protect consumers in their states, and most states have encouraged silver loading. Prohibiting silver 
loading would reduce affordability for customers and negatively impact the stability of the individual market, 
which runs counter to HHS' stated goal of maintaining a stable regulatory enviromnent. 

Essential Health Benefits Package 

Guaranteed Renewability Standard — Uniform Modifications 
We do not agree with HHS' interpretation of the existing uniform inodification rules as prohibiting mid-year 
formulary changes. The uniform modification rules, which prohibit issuers from making changes to health 
insurance coverage off-renewal, do not specifically describe mid-year formulary changes as impermissible 
changes to health insurance coverage. Furthermore, HHS has recognized that there inay be instances where 
inid-year formulary changes related to the availability of drugs in the market may be necessary and 
appropriate, including in the 2016 Notice of Benefit and Payment Parameters. 

Therefore, we interpret HHS' current proposal as an attempt to clarify permissions to make mid-year 
formulary changes already afforded to issuers by existing law and provide our feedback below. 
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Prescription drug benefits (§156.122) 

Mid-yearformulary changes 
Cigna is supportive of maintaining the current flexibility allowing plans and issuers to make mid-year 
formulary changes. Mid-year changes allow issuers to respond to changing market conditions, such as the 
introduction of new drugs, including generic drugs or biosimilars, mid-year drug price increases, and newly-
identified patient safety or other clinical issues. 

Issuers like Cigna maintain procedures that help ensure their formularies offer clinically appropriate coverage 
to enrollees, even if changes to those formularies are inade. In the cotninercial insurance seginent, decisions 
about formulary changes are made based on the clinical findings of a Pharmaceutical and Therapeutics 
Committee (P&T Committee). P&T Committees consist of practicing physicians, practicing pharmacists, and 
other practicing health care professionals who are required to be free of conflicts of interest with drug 
manufacturers and not employed by the issuer. The essential health benefit (EHB) rules already recognize the 
importance of the P&T Committee's role in the formulary management process. Issuers like Cigna make 
decisions to change a drug's formulary status in a manner that is consistent with the P&T Committee's 
findings, which helps ensure that a formulary change, whether effective on- or off-renewal, does not 
underrnine enrollees access to clinically appropriate drug therapies. 

Moreover, to the extent enrollees have a clinical need to remain on a particular drug that has been removed 
from the formulary or subjected to a utilization managernent requirement like step therapy or prior 
authorization, then those enrollees can continue to access that drug by obtaining the appropriate authorization 
or, as applicable, through the exception process. 

Cigna requests HHS reduce the notification requireinent from the current 120 days pre-change. Cigna 
suggests requiring 30 days' notice instead. Cigna further requests HHS narrow the requireinent to only apply 
to members enrolled in a QHP on the FFE who utilize the drug, instead of all enrollees. Notifications to 
enrollees about formulary changes should reflect prevailing industry practices. ln our experience working 
with our customers, they want information relevant to them and their medical treatment. 

Therapeutic substimion 
Cigna is supportive of the Administration's efforts to direct consumers to lower-cost drug options with similar 
outcomes, including the application of therapeutic substitution. We promote the most cost-effective 
alternatives within a therapeutic class through member and health care provider education, encouragement, 
and incentives, including point-of-sale clinical edits and step therapy. We do this by establishing our preferred 
drug lists, actively managing coverage options and coinsurance/copay structures, and supporting the drug 
therapy choices that members and providers make. Drug utilization management is built on extensive clinical 
evaluation through our national P&T Committee to ensure we establish clinical neutrality based on a drug's 
efficacy, safety, and alternatives. 

Given the biopharmaceutical horizon, Cigna recommends that biosimilars and interchangeable biologics be 
therapeutically substitutable as well. 

Prohibition on discrimination (156.125) 
Cigna believes that if a medication is approved for multiple uses, including medication-assisted treatment 
(MAT), it should not be excluded from coverage for MAT, but covered for use for other approved conditions, 
unless a health plan or pharmacy benefits manager (PBM) uses the same processes, evidence, and standards to 
inake that decision. The proposed rule uses the example of allowing coverage of a medication for a medical or 
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surgical condition but excluding coverage of that same medication for MAT. It is important to clarify that 
when looking at the use of any medication for any condition, a health plan or PBM reviews FDA-approved 
indications for use of that medication. For example, there are many medications that are used for conditions 
that would not be indicated for treatment of a substance use disorder. These exclusions/limitations are 
permitted under the Mental Health Parity and Addiction Equity Act of 2008. 

Premium adjustment percentage (156330) 
Cigna opposes the proposed change to the premium adjustinent percentage, as it will negatively impact 
affordability for customers and increase volatility that will further destabilize the Exchanges. Cigna believes it 
is inappropriate and inaccurate to include market reforms and policy changes, such as the removal of 
individual mandate penalties and the defunding of cost-sharing reduction payments, in calculating the 
premium adjustment percentage, especially because those reforms and changes may have outsized impacts in 
a market that has yet to stabilize. 

Application to cost-sharing requirements and annual and lifetime dollar limitations (156330) 

Cost-sharing requirements for keneric drugs  
Cigna has concerns with the proposal to classify ali brand drugs for which a generic equivalent is available as 
non-EHB. Cigna offers a continuum of prescription drug lists for our clients and members, which deliver 
differing amounts of clinical drug options and varying ranges of savings for clients and members alike. It is 
important that issuers retain the flexibility to look for affordability opportunities that support long-term 
clinical effectiveness. 

The proposed reclassification cannot be operationalized for the 2020 plan year as what is considered EHB and 
non-EHI3 must be reflected in federal and state filing guidelines and templates and those templates cannot be 
revised in time to meet quickly approaching filing deadlines. Therefore, if HHS finalizes the proposal, Cigna 
urges HHS to make it effective no earlier than the 2021 plan year and make it a permissive rule rather than a 
mandatory rule. 

Cost-sharing requirements and drug manufacturers coupons 
While Cigna is generally supportive of HHS' proposal to permit issuers and plans to exclude the value of drug 
coupons from plan out-of-pocket maximums, we are concerned the proposed language will restrict issuers' 
ability to address coupons to only when a generic is available for a brand name drug and only instances where 
the coupon is provided by a drug manufacturer. 

Issuers must have the flexibility to manage coupons for more than just drugs with a generic equivalent, as the 
use of coupons for drugs for which there are competitor brand versions may incentivize enrollee use of the 
higher-cost drugs. 

Cigna suggests insurers should be permitted but not required to exclude coupons from plan out-of-pocket 
maximum accumulators. Affording issuers flexibility in plan design acknowledges the significant challenges 
issuers face in identifying instances when a coupon has been used by an enrollee. Although some issuers can 
identify when enrollees use coupons for drugs obtained through an affiliated specialty or rnail order 
pharmacy, issuers have difficulty identifying when an enrollee uses a coupon to purchase a drug at a retail 
pharmacy. HHS could address this difficulty by improving the information available to issuers about drug 
coupons from drug manufacturers and other entities that offer coupons, as well as the pharmacies that redeem 
them. 
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Additionally, the final rule should include language to allow the exclusion of all coupons from accumulators, 
whether provided by a drug manufacturer or an entity primarily funded by drug manufacturers. Coupons 
often are made available by entities primarily funded by pharmaceutical inanufacturers, such as condition-
specific patient groups. Issuers need flexibility to react to the changing landscape of drug manufacturers' 
financial assistance programs. In fact, Cigna strongly encourages HHS to adopt this proposal and not defer to 
states that have yet to adopt similar policies. Despite the important role state regulators play in setting 
standards related to plan benefit designs under the Affordable Care Act, we are concerned that any such state 
laws or regulations may lack sufficient flexibility for issuers to adapt when drug manufacturers develop and 
implement new approaches to entice consumers to choose their products. 

Therefore, we recommend the language in the final rule be broad enough to empower issuers to address 
coupons generally as they identify ways to do so. 

Segregation of funds for abortion services (156.280) 
Cigna previously commented on this issue in response to the proposed Exchange Program Integrity Rule on 
January 7, 2019. For your convenience, we have reproduced those comments below. 

Cigna does not believe this proposed revision would improve Exchange program 
integrity. Issuers of Qualified Health Plans already segregate federal payments to ensure 
no premium tax credit funding is used to pay for coverage of non-Hyde services. 
Furthermore, Cigna has concerns about the unnecessary administrative burdens and 
costs to issuers and individuals associated with the significant operational and technical 
work required to implement separate billing and collection of separate payments, not to 
mention the effect on the consumer experience. Therefore, if HHS remains committed to 
this update, we recommend the qffective date be extended by at least one full calendar 
year to plan year 2020 to allow sufficient time to make the required changes. 

Thank you for your consideration of these comments. Cigna would welcorne the opportunity to discuss these 
issues with you in more detail at your convenience. 

Respectfully, 
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