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November 27, 2017 

 

Centers for Medicare & Medicaid Services  

Department of Health and Human Services 

Attention: CMS-9930-P 

P.O. Box 8016 

Baltimore, MD 21244-8016 

 

Comments to be submitted via http://www.regulations.gov 
 

Re: Notice of Benefit and Payment Parameters for 2019  
 

Dear Administrator Verma,  

 

I am writing on behalf of Molina Healthcare, Inc. (“Molina”) in response to the Notice of 

Benefit and Payment Parameters (NBPP or “Payment Notice”) for 2019. Molina was 

founded over 35 years ago to provide quality health services to financially vulnerable 

families and individuals covered by government programs. Our commitment to serving 

low-income families and individuals led us participate in the health insurance 

Marketplaces – with the goal of seamlessly covering members as changes in eligibility 

move them between coverage programs. We are committed to ensuring the success of the 

Marketplaces and that low-and middle-income Americans have access to affordable, 

comprehensive healthcare coverage options.  We thank CMS for the opportunity to 

comment on the 2019 Payment Notice. 

Molina supports many of the proposed changes. We believe many of the changes are 

necessary to address operational and technical challenges issuers faced in the past year 

and to improve the consumer shopping experience and maintain affordable coverage 

options. We would also like to provide specific feedback on the following provisions:  

 

 

Part 153 – Standards Related to Reinsurance, Risk Corridors, and Risk Adjustment 

under the Affordable Care Act 

 

a. Proposed Updates to the Risk Adjustment Model (§153.320) 

Risk Adjustment Model Recalibration 

  

We support the incorporation of 2016 benefit year EDGE data for the 2019 benefit 

year risk adjustment model recalibration. Although the results of the model 

calibration using EDGE data are not yet available, we believe the EDGE data will 

more accurately reflect the diagnoses and corresponding costs of the individual 

market. While the MarketScan® data is a robust and representative source, it is a 

proprietary dataset derived primarily from large employers, a population that 

differs significantly in socio-economic status from individuals who enroll in 

qualified health plans through individual market Exchanges, where more than 80% 

of enrollees receive financial assistance for advanced premium tax credits and 60% 
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receive reductions in cost-sharing payments1. Furthermore, the differences in the 

socio-economic status of the population underlying the MarketScan® data 

compared to the enrollee-level EDGE data may explain certain inaccuracies of the 

current risk adjustment model, such as the under-prediction of low-cost enrollees 

and over-prediction of enrollees with high expenditures. Therefore, we support the 

use of only the 2016 enrollee-level EDGE data to recalibrate the risk adjustment 

model coefficients for the 2019 benefit year. 

 

Alternatively, if an accelerated transition to EDGE data results in excessive 

volatility in risk scores from 2018 to 2019 benefit years, we recommend a 

methodology that equally blends the 2016 enrollee-level EDGE data and only one 

year of MarketScan® data to smooth the first year of transition. 

 

 

b. Proposed Updates to the Risk Adjustment Model (§153.320) 

Timing of the Publication of Final Risk Adjustment Model Coefficients 

 

We encourage CMS to publish the final risk adjustment model coefficients for the 

2019 benefit year with the final rule so that it coincides with the commencement of 

issuers’ certification activities for the 2019 benefit year. The alternative of 

publishing the final risk adjustment model coefficients through separate guidance 

in the spring of 2018 would create undesired uncertainty in the development of 

premium rates as rate filing deadlines can vary substantially from state to state. 

    

 

c. Proposed Updates to the Risk Adjustment Model (§153.320) 

Risk Adjustment Model Predictive Ratios 
 

We encourage CMS to consider implementing changes for the 2019 benefit year to 

address a known issue with the under-prediction of low-cost enrollees and over- 

prediction of enrollees with high expenditures. CMS noted in its response to 

comments in the 2018 final payment rule that while none of the approaches would 

be implemented for the 2018 benefit year, it would consider changes for future 

years. For example, one approach included the use of a two-step constrained 

regression approach, under which an estimate for the adult risk adjustment model 

would use only the age-sex variables, followed by a re-estimate of the model using 

the full set of HCCs, while constraining the value of the age-sex coefficients to be 

the same as those from the first estimation. CMS responded that it believes the 

two-step approach would result in age-sex coefficients of greater magnitude, 

potentially helping to predict the risk of the healthiest subpopulations more 

accurately. 

 

                                                        
1 Health Plan Choice and Premiums in the 2018 Federal Health Insurance Market. October 31, 2017. 
Available at https://aspe.hhs.gov/pdf-report/health-plan-choice-and-premiums-2018-federal-
health-insurance-exchange 
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d. Overview of the payment transfer formula (§153.320) 

Administrative cost reduction to Statewide average premiums 

 

We support the policy to reduce the statewide average premium in the risk 

adjustment transfer formula to account for the proportion of administrative costs 

that do not vary with claims. However, we recommend increasing the adjustment 

for the 2019 benefit year from 14% to 16% to reflect increased administrative costs 

that have emerged since the inception of the rule, such as the return of the Health 

Insurer Fee (HIF) after a one-year moratorium. Furthermore, we recommend 

giving states more flexibility in the administrative cost adjustment to consider 

issues particular to each state, such as applicable state premium taxes.  

 

e. Proposed Updates to the Risk Adjustment Model (§153.320) 

Prescription Drugs 

  

We support the removal of the two severity-only RXCs for the 2019 benefit year 

due to the low predictive power of estimating incremental plan risk associated with 

a severe health condition. 

 

 

f. Proposed Updates to the Risk Adjustment Model (§153.320) 

Other Considerations 

  

We recommend that CMS publish preliminary risk scores that include State and 

market averages on a quarterly basis so issuers can better estimate potential risk 

transfer payments or receivables throughout the year. 

 

Part 155 – Exchange Establishment Standards 

 
a. Special Enrollment Periods (§155.420) 

Plan Options Under Select SEPs 

  

We have concerns about account receivable systems not allowing member billing 

for an enrollee and dependent in separate QHP’s.  Our position is that Member 

billing would only be allowed if the dependent was enrolled in individual 

coverage.  

 

Effective Date Options For SEPs Relating to Gaining or Becoming a 

Dependent 

 

We recommend the first day of the month following the plan selection. 

 

 

Part 156 – Health Insurance Issuer Standards Under the Affordable Care Act, 

Including Standards Related to Exchanges 
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a. User Fees (§156.50) 

Proposal for a 3% User Fee 

  

Given that HHS has substantially reduced its direct support for marketing 

activities, navigator assistance, outreach/education programs, and is planning to 

transfer the responsibility for these functions to a greater extent onto industry 

participants in the future via the expansion of direct enrollment, we do not support 

user fees being maintained at the proposed levels and would in fact, expect to see 

a reduction in the assessment going forward to better reflect HHS’ reduced 

participation in these important activities, as well as greater investment by 

industry players in them as they assume more enrollment and administrative 

functions in the future. 

 

b. States’ EHB Benchmark Plan Options (§156.111) 

We have concerns about the three Benchmark Plan options proposed under the 

NBPP because, as currently structured, they will increase administrative 

complexity and exacerbate affordability issues.  Additionally, we feel the timeline 

as proposed would cause undue burden on Issuers to build and price products 

where Benchmark will not be determined by the 3/16/2018 – the date identified in 

order to file them for the annual certification window and to be available effective 

for 1/1/19. 

 

Select Another State’s EHB Benchmark Plan 

 

We do not support this option as we see no justification for replacing an 

established and tested market based choice, which would require Issuers to 

completely rebuild base plan and limits, with another market based choice, 

including bringing in benefits from another State’s mandates, which are not 

applicable to another State and may conflict with that State’s own statutes and 

regulations. 

 

Replace category or categories from another State’s EHB benchmark plan 

 
We do not support this mix and match approach, as it would allow states to bring 

in benefit categories or state mandates from other states. This would potentially 

lead to an expansion of unwanted EHB where unwarranted, which in turn would 

drive increasing costs. 

 

Select a set of benefits to become the State’s EHB benchmark plan  

 

We do not support this option as it opens up EHB categories to be influenced by 

special interest groups, and state regulators rather than what is medically 

necessary. It is introduced as a way to reduce EHB, but we have concerns that it 

would be leveraged as a pathway for expanding benefits, which would in turn 

have detrimental impacts on overall affordability for Marketplace products. 
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Molina recommends the following options which we believe will be less 

disruptive but equally effective in providing states with increased flexibility and 

optionality for their EHB benchmark plans. 

 

Alternative Benchmark Plan Proposal #1: 
 

There is a consensus within the health insurance carrier sector about the viability 

of this option which would allow state flexibility on selection of EHB benefits 

and limits. It would enable retention of current Benchmark plans but provide 

states with the flexibility to reduce the benefit limits within the benchmark.  

Reduction of services may yield reduced cost, while also increasing affordability   
 

Alternative Benchmark Plan Proposal #2: 
 

This option adopts a similar approach as used in the State of Texas, where state 

regulators may require a fully loaded base Benchmark Plan (including state 

mandated benefits), but allow for optional plans without State mandates, with 

appropriate consumer disclosure. This could be offered with reduced set of EHB 

with disclosure, to reduce benefit set and premium cost.   

 

c. Provision of EHB (§156.115) 

Benefit Substitution 

 

We do not support plan-level substitution across categories as it could potentially 

lead to gaming and adverse selection. Further, substitution across categories 

would increase EHB complexity, materially reducing the standardization that 

allows consumers to meaningfully compare benefits across plans, which would 

have a detrimental impact on the value of consumer choice and the market signals 

generated by them. 

 

d. Premium Adjustment Percentage (§156.130) 

2019 Maximum Annual Limit on Cost Sharing 

 

We support the proposed increases. Higher OOP maximums give more flexibility 

with benefit design options while meeting AV requirements for 2019. We would 

also like to call HHS’ attention to a typo on p. 208 of the proposed rules, where 

they referenced the "2017 benefit year". It should say "2019 benefit year". As a 

result, we propose that the maximum annual limitation on cost sharing for 

enrollees in the 2017 benefit year with a household income between 200 and 250 

percent of FPL be reduced by approximately 1/5. 

 

Appendix 82 FR51111 – Other Considerations 

 
a. Encouraging Value-Based Insurance Design (VBID) Within the Individual and 

Small Group Markets 
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We support the increased use of VBID products to increase the use of cost 

effective, high value services and improve health outcomes.  We agree with the 

industry consensus that VBID is an excellent example of the best practices of the 

industry evolving, and that regulations should be updated to allow for utilization 

of VBID principles in all marketplaces, including the individual and small group 

markets. We further support the expansion of VBID-based preventive services to 

include the management of chronic conditions. High-value services that manage 

chronic conditions could then, at a plan’s discretion, be covered before a 

minimum deductible is satisfied, thus reducing or eliminating the barrier to 

seeking high value care.  For the most effective industry-wide application of 

VBID principles, we think it is important that a more granular consensus is 

achieved via collaboration between HHS and the industry on the following two 

issues: 

 
i. Common industry definitions developed to describe “chronic conditions” as 

reflected in medical and pharmacy costs in a standardized way.   

ii. Greater autonomy for health insurers on determining, within the parameters of 

most current clinical guidelines, which medical services for a chronic condition 

constitute “high value” services.  

 

We appreciate the opportunity to share these comments and look forward to continuing to 

work with CMS to provide comprehensive, affordable Marketplace coverage to 

consumers.  

 

 

Sincerely,  

 

 
 

 

Carolyn Ingram,  

Vice President, Public Policy  

 

 

 

cc: Ben Lynam, Chief Actuary 

     Janet Fosdick, Vice President, Marketplace  
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