
Affordable Care Act 
& Marketplace 
updates for 2017 



Agenda 

• What’s new in the Marketplace in 2017 
• Changes to Special Enrollment Periods 
• Renewal letters 
• Open Q&A forum 
• Closing 

Presenter
Presentation Notes
Good morning, I’m Juanita Vorel, Health Reform Manager and Product Specialist for the Individual market at Priority Health. Today, we’re going to be reviewing some of the regulatory changes that will impact both the market and your work as agents in the upcoming 2017 open enrollment period, which begins on November 1.

The agenda for today’s presentation is shown on your screen. In addition to talking about what’s new in 2017, we’ll be reviewing changes to Special Enrollment Periods and discussing the impetus behind these changes. We want to remind you of when your clients can expect their renewal letter and we’ve saved time to answer your questions about the Affordable Care Act and upcoming market changes. 

Now, a quick legal disclaimer before we begin our discussion:

This presentation provides a general overview of certain aspects of health care reform based on information currently available. It does not cover all of the requirements, and new information is released frequently. Information provided by Priority Health about health care reform should not be considered legal advice. This is an educational tool only and the effect of reform may differ depending on your circumstances.




What’s new in the 
Marketplace in 2017 

Presenter
Presentation Notes
Our first agenda item is “what’s new in the Marketplace in 2017.”



Marketplace changes 

• Benefit changes 
– Actuarial value tweaks 
– Updated out-of-pocket limits 
–  New federal standardized designs 

• Regulatory changes impacting agents 
• Future of short-term plans 

Presenter
Presentation Notes
We’ll cover the following items in this section of our webinar:
Benefit changes for 2017
Regulatory changes impacting agents and
The future of short-term plans



Benefit changes 

• Actuarial value tweaks 
• Out-of-pocket limit increased to $7,150 

for individual; $14,300 for family 
coverage 
– IRS limits for Health Savings 

Accounts remain at $6,550/$13,100 
– HSA deductibles must be at least 

$1,300/$2,600 (no change from 2016) 

Presenter
Presentation Notes
Our first topic is benefit changes. 

Every year, we have to make tweaks to benefits to ensure they fit within the actuarial value for the plan. Even when we’re pleased with how the plan is performing and consumers are satisfied with their plan as well, these tweaks are required by the federal government, specifically by the Centers for Medicare and Medicaid Services or CMS, which has oversight of the marketplace. The adjustments CMS makes each year to the trend factor within this AV calculator tool necessitates these changes. 

The change to the out-of-pocket limit, which is set by CMS annually, is an increase of three hundred dollars to seven thousand one hundred fifty dollars for 2017. The family limit is double that at fourteen thousand three hundred dollars. 

Just to make things interesting, the two federal agencies that regulate these benefit requirements – CMS and the IRS – aren’t particularly collaborative. For that reason, while the out-of-pocket limit is set at seventy one fifty, the IRS has maintained a lower maximum for HSA eligible high-deductible health plans. Good news for consumers is that the IRS retained the amounts from 2016 so the maximum out-of-pocket for an individual in an HSA plan is sixty five fifty. 

More good news for HSA consumers is that the deductible limit did not change. An individual in a high deductible health plan will have a deductible of at least thirteen hundred dollars or double that for family coverage.



Federal Standard plans 

 
• New standard plan designs to be 

offered in 2017 
• Bronze, Silver and Gold metal designs 
• Offering in 2017 optional, may be 

required in later years 
• Preferential display on HealthCare.gov 

New for 2017! 

Presenter
Presentation Notes
Likely the biggest plan design change for the individual market in 2017 is the creation of the Federal Standard plans.

Similar to catastrophic plans in which the benefit design is established in regulation and all issuers must adhere to it, the federal standard plans will be available in bronze, silver and gold metal tiers. The benefit designs are very rich with a great deal of the services offered ahead of deductible. 

CMS has made offering standardized plans optional for issuers in 2017, however they may be required in later years. Issuers are encouraged to offer at least one silver plan in 2017, though doing so is not mandatory for participation in the Marketplace.

To entice insurers into offering standardized plans, CMS has indicated these plans will be given a preferential display on HealthCare dot gov. What might that look like? We don’t actually know. CMS has been conducting consumer testing of this and other new HealthCare dot gov website features. We’ve been told that issuers will get to see the display before it goes live in November but we don’t know when that might occur. 



Agents and the Marketplace 
Requirements for a non-Exchange website 

–Display all of the information as 
presented on HealthCare.gov 
• Include a disclaimer and link to 
HealthCare.gov 

–Provide consumers ability to view all 
QHPs offered 

– Do not offer financial incentives 
 

Presenter
Presentation Notes
Each year, CMS publishes a Payment Notice that sets the regulations for market rules in the subsequent plan year. There are more than 80 pages in the 2017 Payment Notice that address the work of navigators, consumer application counselors, agents and web brokers. For that reason, we thought it would be helpful to review some of the requirements in this forum.

Agents who use their own website to sell Marketplace plans must observe a set of rules specific to non-Exchange websites.

First, agents and brokers are required to display all of the information about the plans that is presented on Health Care dot gov. You must also include a disclaimer alerting visitors that the site is not Health Care dot gov and providing visitors with a link so they may instead go to Health Care dot gov.

A non-Exchange website must provide users with the ability to view all the QHPs offered for the benefit year.

Agents are also prohibited from offering financial incentives such as rebates or giveaways to consumers for purchasing coverage through them or their agency.



Agents and the Marketplace 
Requirements for a non-Exchange website, cont’d 

–Display all QHP data provided 
– Maintain audit trails and records in an 

electronic format for a minimum of 10 
years 

– Provide opportunity for consumers to 
withdraw from agent’s process and 
move to HealthCare.gov at any time 
 

Presenter
Presentation Notes

Additional requirements for agencies that maintain a non-Exchange website include:
Display all QHP data provided
Maintain audit trails and records in an electronic format for a minimum of 10 years
Provide opportunity for consumers to withdraw from agent’s process and move to HealthCare dot gov at any time




Agents and the Marketplace 
Fraud and abuse 

– Updated standards allow HHS to 
audit an agent’s records 

– Fraud/abuse can result in an 
immediate 90-day suspension 
• Agent may respond to allegation 

– In cases in which broker’s agreement 
are terminated, State will be notified 

Presenter
Presentation Notes
While many “grace periods” and “transitional relief” allowances were offered in the Marketplace’s first three years of operation, those have all but ceased. The 2017 regulations make a big point of reinforcing the fact that the honeymoon is over. Though this language may seem harsh, it’s likely nothing you haven’t seen/read before in your Marketplace agreement.

As we reviewed on an earlier slide, the fraud and abuse regulations now permit the feds to audit an agent’s records and compel the agent to keep such records for at least 10 years.

If fraud or abuse are suspected, the Department of Health and Human Services – or H-H-S -- may suspend an agent for 90 days to allow for an investigation. During this period, the agent may respond to the allegation. HHS is required to review the evidence and make a determination of whether or not to lift the suspension within 30 days of their receipt of the agent’s rebuttal. If the agent does not persuade HHS to lift the suspension, the agent’s or broker’s agreements may be terminated. In such cases in which agreements are terminated, the governing State Insurance department will be notified. 



Agents and the Marketplace 
Standards of conduct 

– Provide consumers with correct 
information, without omission of 
material fact 

–  Discrimination is prohibited 
– Provide correct information to FFM 
– Obtain consent from enrollee(s) 
–  Protect personal health information 

Presenter
Presentation Notes
The standards of conduct governing an agent or broker in their Marketplace sales include the following requirements:

Agents must:
* Provide consumers with correct information, without omission of material fact,
regarding the Federally-facilitated Exchanges, QHPs offered through the Federally-facilitated
Exchanges, and insurance affordability programs, 
* Agents must refrain from marketing or conduct that is misleading or coercive, or discriminates based on race, color, national origin, disability, age, sex, gender identity, or sexual orientation;
(ii) Provide the Federally-facilitated Exchanges with correct information – this is an important point. You can expect increased scrutiny on how eligibility for premium assistance and subsidies are evaluated. We expect the feds to closely review trends on consumers who grossly under-report their anticipated income to receive higher assistance. Certainly incomes will fluctuate year to year and it is often hard for those who are self-employed to project their income, to address this remind your clients that they can and should update their income information as reported to the Marketplace when they realize changes throughout the year. Failure to do so can result in a surprising tax bill on April 15.

Back to standards of conduct, agents must: 

* Obtain the consent of the individual prior to assisting with or facilitating enrollment through a Federally-facilitated Exchange, or assisting the individual in applying for advance payments of the premium tax credit and cost-sharing reductions for QHPs;
* Protect consumer personally identifiable information 
* Comply with all applicable Federal and State laws and regulations.

If an agent or broker fails to provide correct information, he or she will nonetheless be deemed in compliance if HHS determines that there was a reasonable cause for the failure to provide correct information and that the agent or
broker acted in good faith.



Agents and the Marketplace 
Penalties 

• Agent may be prohibited from entering 
agreements in subsequent years 

• May be subject to civil penalties 
–  Agents may request a review of any 

penalty 

Presenter
Presentation Notes
In addition to termination of agent agreements, agents may be prohibited from selling products via the FFMs in subsequent years. Civil money penalties may also be imposed. It is important to note that agents can request a reconsideration of any penalty that is assessed against them. 



Future of short-term plans 

 
• Feds looking to put an end to short-term 

plans 
• Proposed regulation would limit any 

short-term plan sold to less than 3 
months 

• Commenting period ends August 9 

Pending final rules! 

Presenter
Presentation Notes
A few weeks ago, H-H-S, the IRS and the Department of Labor released regulations that will drastically reduce the ability to sell short-term plans that provide major medical or catastrophic coverage to beneficiaries.

Under the proposed rule, these plans must be LESS than three months in duration. The regulation cited the practice of renewing these short-term plans as one of the problems deteriorating the A-C-A’s single risk pool.

This proposed rule is a bit concerning. Limiting these plans to under three months will create problems for individuals who may be in a 90-day waiting period for their new position and, for example, worked at a small company not required to offer COBRA. Many of these consumers like the peace of mind a short-term plan provides without the high-cost and yearlong deductible of a Marketplace plan.

Further, because the State of Michigan Department of Insurance and Financial Services regulates the selling of these plans, and limits them to six months, we don’t believe additional restrictions are necessary in our state. 

Comments on these regulations are due to the IRS by August 9.



Agents and the Marketplace 

 
• Allow consumers to complete eligibility 

process from agent’s website 
• Medicare eligibility notification 
• Open enrollment period to remain 

November 1 through January 31 
through the 2018 period 

Coming in 2018! 

Presenter
Presentation Notes
We also got a sneak peak at a few things that are on the horizon for 2018.

While the regulations proposed allowing an “enhanced direct enrollment process” in 2017, these updates have been pushed back to 2018. This change will allow consumers to complete the eligibility application from their broker’s website rather than being passed over to HealthCare dot gov to do so. It is hoped that these changes will result in a better experience for the consumer.

A new notification indicator is being considered for HealthCare.gov that would alert enrollees who are age 64 that they will soon be eligible for Medicare. This is intended to improve the transition from the Marketplace plans into Medicare products as intended by the Affordable Care Act. It may also help some members avoid penalties that occur when they enroll in Medicare after their 65th birthday.

A shorter open enrollment period is on the horizon but not until the 2019 plan year. So for the coming 2017 open enrollment period and the subsequent 2018 OEP, the dates will continue to be November first through January 31st annually.





Special Enrollment 
Periods (SEPs) 

Presenter
Presentation Notes
Over the Marketplace’s first three years, Special Enrollment Periods have been offered for a multitude of reasons.

In 2014, SEPs were available for a number of scenarios that were not identified in the original statue. These included not knowing you would face a tax penalty if you didn’t have health insurance coverage among others.

Because of the differences between the populations that purchase coverage during the annual open enrollment period is very different from those who access coverage through an SEP, the government is looking to protect the risk pool by tightening up SEPs.



Changes to SEPs 
• HHS is responding to pressure from the 

market to tighten up SEPs 
• Many SEPs (i.e. those for tax hardship) 

have been closed 
• Documentation collection is new 

Presenter
Presentation Notes
The SEP changes that have been announced over the last two months are being driven by pressure from the market to protect the risk pool and ensure the market can be maintained in future years.

Among the changes have been the closing of many SEPs including those for tax hardship. There were some retroactive SEPs for 2015 that have also been closed. 

And those of you who are working with clients coming in under a special enrollment period likely have encountered the new documentation requirements. 




Proving SEP eligibility 

Documentation required to prove: 
–  Loss of minimum essential coverage 
– Change in residence 
– Birth 
–  Gaining a dependent (adoption, 

foster care, court order) 
–  Marriage 

Presenter
Presentation Notes
The Marketplace is finally catching up to the place that commercial group coverage has been for a very long time: if you are coming onto a plan mid-plan year, you must prove your eligibility due a qualifying life event.

To that end, documentation for the SEPs shown on your screen has been required since June 18.

Acceptable forms of documentation to demonstrate the loss of minimum essential coverage include a letter from an employer explaining the loss of coverage, a COBRA notification, a pay stub showing payroll contributions toward the cost of coverage, letter demonstrating loss of student health insurance, Medicaid or CHIP coverage.

Change in residence may be proven with a copy of a lease or rental agreement, a State ID or state driver’s license, school enrollment, utility bill, bank statement or pay stub.

There are six to twelve different acceptable forms of proof allowed for each SEP category, which should ensure that each individual’s scenario is covered.



Why the SEP changes? 

• SEP enrollees are greatly different from 
OEP enrollees 
– Higher claims 
– More likely to drop coverage 

• SEP impact on overall market 

Presenter
Presentation Notes
So you may be wondering why all the restrictions on special enrollment periods. As I mentioned earlier, the differences between an enrollee who purchases coverage during the open enrollment period versus those who enter via SEP are significant.

Oliver Wyman, a leading global management consulting firm, conducted a study of 2014 enrollments to determine how these enrollees vary. 

The chief findings showed that SEP enrollees have higher claims and a shorter duration of coverage.

The claims cost for SEP enrollees was 24% higher than average for the first three months they were covered in 2014. By 2015, this difference increased to 41% for the first three months of coverage.

The utilization for the first three months of coverage is particularly important when evaluating SEP enrollees because these individuals are 40% more likely to lapse in their coverage throughout the year than those enrollees who enter during open enrollment. 

The higher utilization for a shorter period of time puts dangerous strains on the overall risk pool. 



Renewal letters 



Renewal letters 

• Renewal letters will go out in early fall 
• Letter written and designed by CMS, 

insurers can’t change the content 
–  New templates coming this year 

•  Window shopping expected to open in 
mid-to-late October 



Questions? 
Dial *1 



Wrap-up 



Fall agent meetings coming 

• Watch for details on our annual fall 
agent meetings 
– Learn about our MyPriority plans for 

2017 
– Hear about trends in Michigan’s 

market 
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