
 
 

 

November 25, 2017 

 
Seema Verma 
Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-9930-P 
P.O. Box 8016 
Baltimore, MD 21244-8016 
 
Submitted electronically via www.regulations.gov 

 
Re: Patient Protection and Affordable Care Act; HHS Notice of Benefit and Payment 

Parameters for 2019 Proposed Rule (CMS-9930-P) 

 
Dear Administrator Verma: 

Founded as a single health plan in 1984, Centene Corporation (hereinafter “Centene”) has 
established itself as a national leader in the healthcare services field. Today, Centene’s managed 
care organizations service over 12.2 million members across 26 states.  Centene provides health 
plans through Medicaid, Medicare, the Health Insurance Marketplace and other Health Solutions 
through our specialty services companies.  We believe quality healthcare is best delivered 
locally. Our local approach enables us to provide accessible, high quality, and culturally sensitive 
healthcare services to our members. For plan year 2018, Centene will have QHP products in 15 
states.   

Thank you for the opportunity to review the Proposed Notice of Benefit and Payment Parameters 
for 2019 (hereinafter “Notice”).  Centene commends the Department of Health and Human 
Services, (hereinafter “HHS”) for promoting market stabilization in the Notice.  In addition to 
the proposals made within the Notice, Centene requests that HHS consider implementation of a 
12 month continuous coverage provision for the individual market. HHS has made strides in 
stabilizing the market by instituting Special Enrollment Period (hereinafter “SEP”) verification, 
however, we believe a continuous coverage provision would further help mitigate the risk 
involved with consumers who seek to enroll in coverage only after they become sick while still 
allowing those who need coverage to obtain it. Policies should be developed to encourage initial 
and maintained enrollment, as continuous enrollment is best for public health to advance the 
integrity of the individual health risk pool.      

We appreciate this opportunity to offer our comments on the proposals contained in the Notice. 
Our comments focus on key provisions of the proposal. We support HHS providing more 



2 
 

 
 

 

flexibility to the states, as well as making modifications to Risk Adjustment and the MLR 
program to promote stability.  Additionally, we request that should CMS move forward with 
allowing states to choose a new benchmark plan that it is not done until 2020 at the earliest. 
After extensive review and discussion, Centene has focused on the following key proposals and 
offers these comments. 

Proposals to Risk Adjustment  

Proposed Updates to the Risk Adjustment Model (§153.320)  

I. Recalibration Using EDGE Data 

HHS proposes to blend three years of data to recalibrate coefficients for the 2019 risk adjustment 
model using 2014 and 2015 MarketScan data and 2016 enrollee-level EDGE data. This would be 
published in early spring of 2018.  

Centene supports a phased-in use of the EDGE server data for the recalibration of coefficients. 
The phased-in approach will ease the transition from sole reliance on MarketScan to 
incorporating EDGE server data. Stating that, we are concerned with the impact of a late release 
of the coefficients on adequacy of the 2019 premium rates. Thus, we recommend that HHS 
publish the recalibrated coefficients by February 1, 2018, rather than early spring of 2018.  

II. Prescription Drugs 

HHS proposes to continue incorporating methodological improvements in the risk-adjustment 
model for the 2019 benefit year, including adding prescription drug utilization factors 
(hereinafter “RXCs”)  in the risk adjustment methodology. However, HHS proposes to remove 
the two severity-only RXCs-HCCs pairs for the 2019 benefit year from the twelve RXCs pairs 
incorporated into the adult risk adjustment model for the 2018 benefit year. HHS will retain the 
other ten RXC-HCCs pairs and continue monitoring the prescription drug utilization for 
unintended consequences. 

While Centene supports the methodological improvements to the risk adjustment program, 
including the addition of prescription drug utilization factors, we are concerned with the timing 
of the release of RXCUIs mapping to RXCs. This information is needed by issuers to adequately 
analyze how the inclusion or exclusion of specific drugs will impact risk adjustment. A listing of 
the specific RXCUIs linked to an RXC should be provided to all issuers prior to a benefit year 
and distributed via RegTap or another source widely used and available to all issuers.  

Additionally, the 2018 formulary data appears to be based on 2014 and 2015 MarketScan data. 
Drugs utilized to treat a condition can frequently change, and there are drugs in the market today 
used to treat certain RXCs, which were not available prior to 2015. Centene requests that HHS 
work with issuers to identify new drugs that treat the RXCs identified for the prescription drug 
utilization program and include these in the formulary data. Lastly, we encourage HHS to release 
the RXC-NDC mapping earlier in the year so issuers may update their formulary in advance of a 
benefit year, ideally by January 1st.  
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III. Cost-Sharing Reductions Adjustments 

HHS proposes to continue including an adjustment for the receipt of cost-sharing reductions in 
the risk adjustment model to account for increased plan liability because of increased utilization 
of healthcare services by enrollees receiving cost-sharing reductions. HHS did not adopt the 
August 10, 2017 proposed guidance regarding changes to this methodology to account for the 
rating assumptions for silver level plans.  

Centene commends HHS for maintaining these adjustments, which promote stability and 
predictability in the market. 

IV. Administrative Cost Reduction to Statewide Average Premium  

HHS proposes to continue to reduce the statewide average premium risk adjustment transfer 
formula by 14 percent to account for the proportion of administrative costs that do not vary with 
claims for 2019. 

Centene supports HHS’ continued reduction of the statewide average premium risk adjustment 
transfer formula.  

V. State Flexibility 

HHS proposes to allow state regulators to submit a proposal for an adjustment to reduce the 
calculation of the statewide average premium used in the risk adjustment transfer formula by up 
to 50 percent for an applicable benefit year in the small group market. Furthermore, HHS is 
considering allowing a similar process for the individual market.  

While Centene supports providing states more flexibility, we strongly oppose this proposal for 
both the small group and individual markets. The proposed changes to the risk adjustment 
payment transfer formula would result in a level of complexity that would create a substantial 
administrative burden in the industry that would not be effective or timely. Furthermore, the 
proposal could result in instability in the market because issuers would no longer price according 
to experience and awareness of their risk adjustment obligations, since they would not have to 
include their entire liability in the rates. Thus, to avoid disruption to the market, the proposal 
should not be adopted for either the small group or the individual markets. 

Proposals to Risk Adjustment Data Validation 

Risk Adjustment Data Validation (RADV) Requirements (§153.630) 

Centene commends HHS for instituting another pilot year for the RADV 2016 benefit year. We 
do however believe that in order for the RADV program to run properly, the pilot phase must be 
lengthened another year. The RADV program is still new for issuers in the commercial market 
and the information available is limited. In order to ensure that issuers are properly conducting 
their programs, HHS should conduct another pilot year and provide issuers a safe-harbor during 
this period. Additionally, we encourage HHS to consider coordinating a mock audit of the 2016 
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benefit year results. The mock audit would illustrate the financial implications for issuers and 
provide them with guidance on areas of improvement. As a result, this would eliminate the 
element of surprise financial results on issuers thereby avoiding disruption to the Marketplace.  

Additionally, we have found that commercial providers are not accustomed to providing medical 
records to substantiate billing, and having a longer period of time to get records would be 
beneficial. We recommend that HHS considers removing the penalty on the issuer community 
associated with incorrect diagnoses reported through EDGE due to the provider improperly 
coding the diagnosis. The issuer community should be held accountable for items that are within 
its control such as enrollment, demographic, and mapping of the claims information. Providers 
should be held accountable for providing accurate information and educated on the proper way to 
communicate this information through their billing and claims documents. It is our 
understanding that these same issues occur in Medicare Risk Adjustment, therefore, we 
encourage HHS to assist issuers in educating the provider community on best practices that could 
help alleviate this ongoing problem.  Until providers are better able to understand how RADV 
works, issuers should not be penalized for errors found in a chart review.  

Therefore, we request that HHS allow another pilot year for RADV. However, if another pilot 
year cannot be implemented, HHS should consider the mock audit. Either option would assist 
with stabilizing the market. Nonetheless, Centene provides the following comments on the 
RADV proposals. 

I. Payment Adjustments for Error Rates 

Beginning with the RADV 2017 benefit year, HHS proposes to adjust an issuer’s risk score only 
when the issuer’s error rate materially deviates from a statistically meaningful value, such as the 
central tendency of errors nationally, or to evaluate error rates within each HCC or groups of 
HCCs and then only apply error rates to outlier issuers’ risk scores within each HCC or group of 
HCCs. HHS suggests the following two approaches when applying an adjustment: 1) it will 
apply the difference between the mean error rate or the confidence interval around the 
population’s central tendency and the calculated error rate instead of the full error rate, when the 
error rate materially deviates from the central tendency; or 2) HHS will not apply any 
adjustments to issuers’ risk scores for that benefit year in the respective state risk pool, if all error 
rates in a state risk pool do not materially deviate from the national central tendency of error 
rates.  

Centene has concerns with the proposed method for evaluating error rates. The approach 
outlined by HHS will have a two-fold impact based on the calculated confidence interval, as 
issuers within the interval will not have their risk scores adjusted, while issuers who do not meet 
the interval will experience substantial and punitive adjustments. Furthermore, issuers did not 
receive data on the national average error rate from the RADV 2015 benefit year results and 
there is no clear guidance on how the national average was or will be calculated. Therefore, 
issuers lack the necessary information to estimate the impact that this method will have on their 
risk score.   
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Additionally, these adjustments may be harmful in the current environment as they rely on 
provider coding that can be better or worse than the national average depending on the state. As a 
result, this could also discourage new entrants in some states as the adjustments can vary 
significantly. If HHS does finalize this proposal, we encourage additional guidance regarding the 
calculation of the national average error rate and a mock audit of the 2016 benefit year results, 
which would illustrate how HHS would apply these adjustments. The mock audit would provide 
information on areas for issuer improvement going forward. 

Lastly, as mentioned above, Centene strongly urges HHS to consider removing the penalty on 
the issuer community associated with incorrect diagnoses reported through EDGE due to the 
provider improperly coding the diagnosis. 

II. Payment Adjustments for Issuers that have exited the Market 

HHS proposes to implement a retroactive approach for payment adjustments for issuers that have 
exited the market during or at the end of the benefit year being audited. HHS would use the error 
rate derived from the RADV process to adjust the payment transfer for the issuer’s final benefit 
year in the state market which would be concurrent with the benefit year being audited and 
reallocate the adjusted transfer amount to the other issuers in the state market for that year.  

While Centene appreciates recognition of the impact that exiting issuers have on the RADV 
process, we are concerned with the proposed retroactive approach. We agree with HHS’ 
acknowledgment that the proposed method would complicate the payment adjustment. We 
strongly encourage HHS to provide additional guidance on the method or to create a forum with 
issuers to discuss which method would result in the least disruption to the RADV process across 
multiple years.  

III. Mental and Behavioral Health Records  

HHS proposes to modify the requirement to provide an entire medical health record for mental or 
behavioral health services. If a provider is prohibited from providing a full mental or behavioral 
health record due to state or federal privacy laws, HHS proposes that a mental or behavioral 
health assessment that is routinely prepared for validation of mental or behavioral health 
diagnosis will suffice. The assessment must: 1) be signed by a qualified provider licensed to 
diagnose mental illness; 2) contain, to the extent allowed by governing privacy and 
confidentiality laws: i) enrollee’s name, ii) gender, iii) date of birth, iv) current status of all 
mental or behavioral health diagnoses, and v) dates of services; 3) include an attestation by the 
provider that relevant state or federal privacy laws prohibit him from providing the entire 
medical record; and, if applicable, 4) include written patient consent to release the assessment. 

Centene supports HHS modifying the requirements for mental or behavioral health records. We 
believe this will reduce the burden on providers, assure compliance with privacy and 
confidentiality laws, and assist with the chart retrieval process for efficiency purposes. 
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IV. Inter-Rater Reliability Rates  

Since RADV 2016 benefit year is another pilot year, HHS proposes allowing the 2016 benefit 
year to be considered an initial year of RADV and consequently allowing an initial validation 
auditor to achieve the lower inter-rater liability standard of 85 percent.  

Centene supports HHS’ proposal to lower the standard for the 2016 benefit year and reiterates 
AHIP’s recommendation that HHS maintain a public FAQ document for all internal validation 
audits to ensure that all IVA vendors are adjudicating issues consistently.  

Proposal to Quality Rating System (QRS) 

Quality Rating System (§156.1120)  

While HHS does not propose any amendments to the QRS program, it seeks feedback on types 
of social risk factors and methods, or combination of methods, which would be most appropriate 
to account for social risk factors for issuer quality reporting. Furthermore, HHS is seeking 
information on whether any of these factors could be used alone or in combination, if this 
information is already available through a current data source, or if other data should be collected 
to better capture the effects of social risk. 

Centene commends HHS for not expanding the QRS pilot to additional states for the 2018 Open 
Enrollment period; however, consistent with our previous comments, we recommend the 
suspension of the QRS program until the market stabilizes.  

The QRS program has the following issues that make the program not as effective as envisioned: 
1) the Marketplace has not yet matured, and the characteristics and size of membership blocks 
for many issuers are shifting drastically between when data is collected versus when it is posted 
(e.g. 12-18 month lag); and 2) the QRS algorithm is not well reflective of Marketplace 
demographics and it is refined frequently because of widespread exits within the issuer landscape 
which cause members to get auto-renewed with different carriers, determined by HHS hierarchy 
requirements, resulting in care disruption, HICS complaints, member confusion, and 
dissatisfaction. This issue impacts any effort that an issuer may have on improving activities 
when the target and methodology constantly changes. Thus, Centene strongly advises that HHS 
allows issuers to work directly with state regulators to leverage HEDIS and NCQA standards, as 
long as the methodology or application of these measures remains consistent across all states, for 
quality during the interim period before any other reforms are implemented.  

If HHS does finalize this proposal, we encourage collaboration with ASPE to develop a study to 
determine which socio-economic conditions have substantial impact on enrollees. We 
recommend consistency with other QRS programs, such as Medicare Advantage stars 
performance, in order to reduce administrative inefficiencies, and to have better understanding of 
how plans are performing across the various government programs. We also encourage states to 
provide information on enrollee socio-economic conditions; this is reliable information already 
obtained and available. We also recommend that HHS considers collecting information that 
would increase attention to health disparities and assist issuers in addressing these disparities. 
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Lastly, we seek clarification on how these risk factors will be utilized; will there be adjustments 
made and if so, how and to what extent?  

Proposals to EHB Benchmark Plan Options  

States’ EHB Benchmark Plan Options (§156.111)  

Annual Benchmark Selection 

HHS has proposed a number of changes to the process of a state’s Benchmark plan selection.  
HHS specifically requested input on whether these changes should be implemented for the 2019 
or 2020 plan year. 

Centene strongly recommends HHS postpone any changes to Benchmark plan selection until 
2020, or later.  The proposed timeline, wherein a state could change its 2019 benchmark plan as 
late as March 16, 2018, would greatly disrupt issuers’ ability to plan for 2019.  Many issuers, 
including Centene, begin planning for a benefit year well over a year in advance of the effective 
date of coverage.  All aspects of the form and rate filings, and QHP certification process depend 
upon the Benchmark plan from determining benefit design, pricing, and claims configuration.  
These functions cannot begin until the Benchmark plan has been selected by the state and 
analyzed by the issuer.  Furthermore, some states begin the QHP filing process as early as April, 
potentially leaving issuers only a few weeks to develop a market strategy.  We believe the 
selection of a 2019 Benchmark plan in March of 2018 would make it operationally impossible to 
implement.  Accordingly, we strongly urge HHS to delay implementation of any changes to the 
Benchmark plan selection process until 2020 or later. 

HHS has also proposed to allow states to select a new Benchmark plan on an annual basis.  In 
addition to keeping their plan year 2017 Benchmark plan, states could opt to adopt an existing 
Benchmark plan from another state, replace one benefit category of their existing Benchmark 
plan with the same category from another state’s existing Benchmark plan, or design a benefits 
package of their own. 

While Centene supports affording more flexibility to the states, we believe annual changes to 
Benchmark plans create more of a burden than a benefit to the market. We believe frequent 
changes to Benchmark plans risk causing consumer confusion.  Consumers who are happy with 
their coverage generally re-enroll in the same plan year after year.  However, changes to 
Benchmark plans force issuers to re-configure their existing benefits so that even if a plan is 
offered under the same name, it could potentially be a radically different plan, depending on the 
level of the Benchmark plan changes.  The result would be that consumers, who may have 
shopped carefully to select a plan with specific benefits will find their plan no longer meets their 
needs.  Similarly, a change in benefits is likely to change the premium.  Consumers who value 
affordability may find an unexpected increase in their premium should the Benchmark be altered. 

In addition, when issuers design a plan, its success cannot be analyzed until that plan has been 
offered on the market and utilized by consumers.  Only after implementation can issuers respond 
to the market and fine-tune plans to meet consumers’ needs.  Should a state change its 
benchmark annually, issuers will never be able build upon the previous years’ experience. 
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Frequent changes to the Benchmark plans will place a significant burden on issuers’ year over 
year, which can be a factor in determining costs.  Consistency in the Benchmark plan allows 
issuers to carry over this knowledge year over year, rather than performing reviews on an annual 
basis. 

Accordingly, Centene recommends HHS allow for Benchmark changes to occur less frequently 
than on an annual basis.  Additionally, the deadlines for selection and submission of a new 
Benchmark plan should be at least fifteen months in advance of a benefit year.  We further 
encourage HHS to recommend to states, when opting to change a Benchmark plan, that the state 
ensure adequate consumer outreach is performed so consumers are aware of the changes and the 
potential need to reexamine their coverage options. 

National EHB Standard and National Prescription Drug Standards 

HHS has also solicited comments on whether it should establish a Federal default definition of 
EHB as a longer term approach.  As part of this proposal, HHS is considering setting a national 
prescription drug benefit standard.  

At this time, Centene cannot support this proposal.  There is not enough guidance to adequately 
analyze the effect a national definition of EHB might have on the Marketplace.  Issuers would 
require additional information as to how the national standard would be assembled, what benefits 
would be included and how it would operate with state mandated benefits, as well as who would 
be required to comply with the standard (QHPs only, all plans in a state, etc.).  Should HHS 
develop a more robust proposal, we would gladly offer our comments. 

We further note that this proposal appears to go against HHS’ recent trend of returning market 
regulation to the states.  We believe states are in the best position to determine what their 
consumers need.  The standard would prevent states from seeking solutions or granting 
flexibility to issuers in order to meet their individual state needs, as they would be held to a 
standard developed at a national level.  We also note that the proposal would become 
considerably more complex given state mandated benefits, which vary from state to state.   

Additionally, as to the national prescription drug benefit standard, Centene cannot support this 
proposal.  Currently, EHB Benchmark plans level the playing field for issuers by requiring 
certain conditions be covered by every plan.  How issuers choose to provide treatment options 
for those conditions is where innovation is developed. 

Given the current state of pharmacy related matters in this country, we believe a national 
formulary would be detrimental to issuers and consumers alike.  Without flexibility in designing 
a formulary, issuers would be unable to deter usage of the most commonly abused drugs or steer 
consumers to drugs with historically better outcomes.  Additionally, if every issuer in a market is 
federally required to cover a certain drug, pharmacy manufacturers would not be incentivized to 
negotiate with carriers, as issuers would not be able to choose an alternative.  We also believe 
issuers, rather than the federal government, are in the best position to respond to the development 
and implementation of new drugs, and that removing the ability to constantly react to the latest 
pharmaceutical developments would be a misstep. 
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Finally, we have found no issues with how the current default selection of Benchmark plans 
operates, and would seek additional information as to why a change is being contemplated at this 
time. 

Proposed Rate Review Provisions 

Rate Increases Subject to Review (§154.200) 

HHS proposes to increase the federal default threshold for reasonableness review for single risk 
pool coverage from ten percent to fifteen percent.  However, states with a stricter threshold 
standard are allowed to uphold it. Furthermore, to reduce burden, states will only be required to 
file proposals when seeking a higher threshold than the federal default. Lastly, if this proposal is 
finalized, states will be responsible for communicating which threshold applies. 

Centene has no concerns with increasing the federal default threshold. However, HHS should 
require states to provide guidance on the threshold it will utilize and to communicate this 
information no later than March 1.  

Timing of Providing Rate Filing Justifications and State Posting of Rate Increases (§154.220, 
§154.301)  

HHS proposes to allow states with an Effective Rate Review program to set different submission 
rate filing deadlines for issuers that only offer non-QHPs beginning with plan year 2019. 
Additionally, HHS proposes to modify rate publication requirements: first, by allowing states to 
notify HHS within five business days of publishing any proposed or final rate filing information, 
a decrease from the current timeframe; and, second, by allowing states to post rate filing 
information on a rolling basis.  

Centene appreciates HHS’ effort to reduce burdens on states. However, we strongly advise 

against allowing states to publicize rate filing information on a rolling basis. We believe this will 
give some issuers an unfair advantage over issuers that had to either submit early because of new 
entry into a state or who chose to submit rate information prior to a state deadline. If HHS does 
finalize this proposal, we request that HHS clarify that a state must publish all issuers at the same 
time for that specific market type, regardless if the issuer is on or off exchange, and mandate that 
all states have to publish the information, as some states currently do not. Additionally, we 
encourage HHS to publish all threshold increases within a week of all QHP filings being due. 

Proposed Market Reforms, including Exchange Standards and Health Insurer Standards  

Standardized Options (§155.20) 

HHS proposes removing standardized plans as well as removing their differential display for 
plan year 2019. 

Centene strongly supports this decision.  From the initial proposal, Centene has opposed the 
offering of standardized plans as well as their differential display on Healthcare.gov.  It is our 
position that issuers are in the best position to provide innovative plan designs to respond to 
consumer and market preferences.  Our experience has shown these plans have low enrollment 
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and are more expensive than other plans within markets, and may discourage consumers from 
fully exploring all available options to find a plan that best fits their individual needs.  
Accordingly, we recommend HHS implement the proposal to remove standardized plans from 
the Marketplace in 2019. 

Functions of an Exchange (§155.200) 

HHS proposes allowing states operating a SBE-FP to set their own standards for Network 
Adequacy and Essential Community providers, rather than requiring them to enforce the FFE 
requirements. HHS further proposes that beginning in 2019 the FFE would rely on states which 
have an adequate network review process, to perform the review. Further, SBE-FPs would no 
longer be required to comply with meaningful difference requirements.  

Centene supports this proposal. We believe Network Adequacy and Essential Community 
Provider standards are best determined by the state insurance regulators who understand the 
market they regulate. Allowing states to enforce their own standards results in the best balance of 
consumer protection and network design. 

We also support the removal of the meaningful difference requirements.  At a time when some 
markets are facing a lack of options, we support any proposal which would allow issuers to offer 
the maximum amount of choices to the consumer. 

Navigator Program Standards & Standards Applicable to Non-Navigators (§§155.210 and 
155.215 

HHS proposes to remove the requirement that each Exchange must have at least two navigator 
entities and that one of these has to be a community and consumer-faced non-profit group. 
Additionally, HHS proposes to remove the requirement that each navigator entity must maintain 
a physical presence in the Exchange service area. 

Centene seeks clarification on how this would apply for states with an FFE versus an SBE. 
Centene is concerned that removing the physical presence requirement will have a detrimental 
impact on harder to reach populations. Navigators are the only known resource and form of 
support for some low income and at-risk populations. Lastly, Navigators assist populations that 
do not solely rely on Marketplace coverage, but also those individuals who are eligible for 
Medicaid or Medicare. Thus, it is beneficial for these Navigators to be domiciled and have 
visible presence in the service area they support.  

Proposed Enrollment & Eligibility Standards 

Income Inconsistencies (§155.320) 

HHS proposes a new data matching inconsistency (hereinafter “DMI”) category, which would 
apply if: 1) the consumer attested to income between 100 and 400 percent of the FPL; 2) the 
Exchange has data from the IRS and SSA that indicates the consumer’s income is below 100 
percent FPL; 3) the Exchange has not determined the consumer to have income within the 
Medicaid or CHIP eligibility standard; and 4) the consumer’s attested projected annual income 
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exceeds the income reflected in the data available from trusted data sources by a reasonable 
threshold. HHS proposes that the reasonable threshold would be established by the Exchange and 
approved by HHS, but cannot be less than 10 percent or it could be a fixed dollar amount. If the 
DMI applies, the Exchange would request additional documentation from the consumer to verify 
their income. If the consumer fails to provide the requested documentation, HHS will apply the 
current inconsistency procedure and reevaluate the consumer’s APTC and CSR eligibility based 
on the IRS and SSA data, which, as HHS stated, would result in discontinuation.  

Centene is concerned that the proposed DMI category would create a burden on low income 
individuals that may not be able to provide the necessary documentation to prove their income. 
These individuals could then be discouraged from on-going participation in the Exchanges and 
forego obtaining insurance for their medical care.  If HHS moves forward with this proposal, 
HHS should provide clear guidance to consumers on what is required to resolve this DMI. 
Additionally, HHS should ensure that any consumer who receives this DMI is not prevented 
from enrolling in a plan by being denied APTCs if they are unable to resolve the issue.  

Annual Eligibility Redetermination (§155.335) 

Currently enrollees can authorize the exchange to obtain updated tax return information for a 
period of five years. HHS seeks stakeholder suggestions on whether a shorter authorization time 
frame should be considered. 

Centene appreciates opening a discussion on whether a shorter authorization period would help 
ensure that enrollees’ applications were more accurate, updated, and fully reflective of changes 
that may affect APTC and CSR eligibility. Our concern with a shorter authorization period is 
that requiring enrollees to update their tax and income status more frequently than the current 
five years could discourage participation on the Exchanges by imposing an additional 
administrative obligation on enrollees. We suggest the alternate proposal of allowing enrollees a 
choice of authorization time spans, for example the current five years or a shorter period. 

Special Enrollment Periods (§155.420)  

HHS is proposing modifications to align the treatment of new dependents qualifying for an SEP 
with existing dependents qualifying for an SEP.  HHS is also proposing an exemption to the 
current SEP prior coverage requirement for enrollees and dependents who lived in a service area 
where no QHPs were offered through the Exchange for at least one of the sixty days prior to the 
SEP qualifying event.  Finally, HHS has proposed effective date options for SEPs relating to 
gaining or becoming a dependent and aligning SEP off-exchange with on-exchange regulations.  

Centene supports the proposed modifications to SEPs and agrees with the proposed amendments 
to add clarifying language to align off-exchange and on-exchange SEPs. Centene believes that 
aligning SEP guidelines addressing new and existing dependents for both the off-exchange and 
on-exchange markets will provide consumers with consistent SEP rules across the individual 
health insurance market. 

HHS also proposes to allow women who lose access to healthcare services that they were 
receiving through CHIP coverage for their unborn child to access an SEP for loss of minimum 
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essential coverage (hereinafter “MEC”). Eligible mothers would have up to 60 days after the loss 
of access to this coverage to qualify for the loss of MEC SEP and enroll in a QHP.  

Centene supports extending SEP availability to mothers losing health care access through CHIP 
coverage upon the birth of their child. We also support recognition of this coverage as MEC 
without requiring a special application or any additional administrative requirements being 
placed on the mother.  

Effective Dates for Terminations (§155.430)  

Existing regulations establish a 14 day notice period for enrollee-initiated terminations. 
However, HHS is not aware of any issuer challenges in processing same-day transactions to 
terminate coverage and is proposing to align the effective dates for all enrollee-initiated 
terminations to the date on which the termination is requested or on another prospective date 
selected by the enrollee. HHS also proposes to remove the retroactive termination date for 
enrollees determined newly eligible for Medicaid, CHIP, or a basic health program.  

Centene has operational concerns with the proposal as presented. There may be a lag among 
systems which reflect an enrollee’s coverage status and which are accessed by claims, provider’s 
offices, PBMs, and customer service. For example, a system used by a provider’s office to 
confirm eligibility may not immediately reflect same-day enrollee initiated termination.  The 
same applies for benefit payment systems with the risk of claim overpayments. Accordingly, we 
are opposed to shortening the current 14 day notice period.  Should HHS move forward with 
modifying the notice period, we suggest a minimum five day notice period.     

We support removal of the retroactive termination date for enrollees determined newly eligible 
for Medicaid, CHIP, or BHP which has been a source of confusion for issuers, states, Exchanges 
and consumers. 

Other Coverage that Qualifies as Minimum Essential Coverage (§156.602) and Requirements for 
Recognition as Minimum Essential Coverage (§156.604)  

HHS proposes to consider coverage from a CHIP buy-in program as coverage that meets MEC 
requirements.  HHS further requests input on whether these CHIP buy-in programs should be 
reviewed to determine whether they “substantially resemble” the states’ CHIP program or 
maintain the current requirement that they cover “substantially all” benefits in the CHIP 
program. 

Centene supports this proposal.  We believe coverage offered by a state, through CHIP or 
through a CHIP buy-in program should be recognized by the federal government as MEC.  The 
state regulators who design these programs are in the best position to determine what is in the 
best interests of their constituents.  Accordingly, we support application of the less stringent 
“substantially resemble” standard, so states may have the flexibility they need.  
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Proposals to Medical Loss Ratio (MLR) 

Reporting of Federal and State Taxes (§158.162)  

HHS proposes to allow issuers to exclude state and federal taxes from their earned premiums for 
purposes of MLR and rebate calculations.  HHS solicits comments on whether to require 
employment tax data as an informational item on the MLR Annual Reporting Form to gather 
data on whether to amend the regulation for future years. 

Centene supports the exclusion of taxes from MLR and premium rebate calculations.  With 
regard to the continued reporting of these figures, we believe HHS may be able to obtain this 
information from other sources, but would defer to HHS to determine the actual benefit of 
having this information reported.  

Formula for Calculating an Issuer’s Medical Loss Ratio (§158.221)  

HHS proposes to allow issuers to report a flat 0.8 percent of earned premium as quality 
improvement activity (hereinafter “QIA”), rather than categorizing and tracking each expense. 

We support HHS’s proposal to allow issuers to report a flat 0.8 percent of earned premium as 
QIA. We also support the option to permit issuers spending more than 0.8 percent of earned 
premium on QIA expenses to maintain the current tracking and reporting process. 

Standard for Adjustment to the Medical Loss Ratio (§158.301 and 158.321)  

HHS proposes allowing states to request an adjustment to the 80 percent Medical Loss Ratio 
where the market has become destabilized.   

Centene supports this proposal and agrees with HHS that adjustment of the MLR could 
incentivize issuers’ expansion and innovation.  However, we encourage HHS to require any 
adjustment to the MLR be applied uniformly to all issuers across a given state, rather than only 
new entrants.  Many issuers are currently on the brink of withdrawing from certain markets. 
Should a state only permit new entrants to have an adjusted MLR, issuers struggling to remain in 
the market may be unable to compete.  Accordingly, an unequal application of the adjusted MLR 
may have the unintended consequence of hastening issuers’ withdrawal. 

Other Considerations  

Finally, Centene recommends HHS revisit the subject of wellness programs on the individual 
market.  Centene is a strong supporter of these programs.  We believe providing incentives to 
members for participating in healthy behaviors like receiving a flu shot, completing wellness 
assessments, and regular checkups with their primary care provider positively affects the health 
of our members and reduces costs, which can be translated into lower premiums.  In our 
experience, the lack of guidance from the federal level has left state regulators to make their own 
decisions on legality of these programs.  In some states, these programs are considered 
impermissible premium rebates and are prohibited on the individual market.  Other states allow 
these programs.  Therefore, HHS should provide clear guidance on the allowance of wellness 
programs in the individual market, so that all states treat these programs the same.   
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We further note there is more robust federal guidance for the small group and large group 
market, and believe HHS is in a position to provide additional guidance on the individual market 
to encourage state regulators to reexamine their existing rules on wellness programs. We believe 
these programs should be encouraged by regulators at all levels, as they positively contribute to 
the health of our members and the overall health of the Marketplace. 

Thank you for your consideration. If you have any questions, please contact me at 
jdinesman@centene.com.  

Sincerely,  

 

 

Jonathan Dinesman  
Senior Vice President, Government Relations  
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