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HRA Provision in Cures Act Could Be a
Shot in the Arm for Ailing Individual Market
A provision included in the 21st Century Cures Act — a massive bipartisan piece of
legislation signed by President Obama on Dec. 13 — could inject millions of lives into
the individual market and public and private exchanges.
The Cures Act, which tops $6 billion in spending, addresses everything from
streamlining medical trials to get new drugs to market, to finding cures for Alzheimer’s
and cancer, to battling the opioid epidemic. The Small Business Healthcare Relief Act,
which was attached to the bill, gives small employers (with fewer than 50 workers)
the ability to contribute pretax dollars to health reimbursement arrangements (HRAs).
The defined contributions can be used by workers to buy individual coverage inside
or outside of public exchanges, or through a private exchange. The HRAs also can be
used to offset out-of-pocket costs. Potentially, the new HRA rule could bring millions of
workers to the individual market.
The “Better Way” proposal, introduced by House Speaker Paul Ryan (R-Wis.) last
summer, emphasizes the desire to expand the use of HRAs, particularly as a tool to assist employees in purchasing insurance on the private market when no employer coverage is available, notes Paul Hencoski, a partner at KPMG LLP.
Prior to the enactment of the Affordable Care Act (ACA), about 15% of small employers used HRAs to reimburse employees’ medical costs or to help offset premiums
for plans purchased on the individual market. In 2013, HHS and the Depts. of Labor
and Treasury issued guidance prohibiting that practice, and imposed a $100 per-day
per-person penalty (up to $36,500 a year) on employers that violated the rule beginning
in 2014. Stand-alone HRAs for active employees were determined to be group health
plans under the ACA, but weren’t compliant because they violated two ACA provisions
— the rule requiring coverage of certain preventive services with no cost sharing, and
the rule that bars annual dollar caps on essential health benefits (IRS Notice 2013-54 and
ERISA Tech. Rel. 2013-3).
continued on p. 6
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Selling Plans Across State Lines: Yes, It’s
Possible, but Probably Won’t Improve Rates
The idea of selling individual and small-group health insurance across state lines
first surfaced nearly two decades ago. It’s now being pushed by President-elect Donald
Trump and Republican lawmakers as a way to break up insurance monopolies and rein
in premiums. Industry observers contacted by HPW agree that the idea is feasible. They
also agree that it will do little to improve competition or reduce coverage costs.
During a presidential debate in October, President-elect Donald Trump alluded
to “artificial lines around the states” that block carriers from moving into a new area
to compete. But there are no explicit rules that prevent carriers from selling coverage
across state lines today, notes Sean Mullin, a senior director at consulting firm Leavitt
Partners. While there is a perception that carriers could improve their risk pools by
expanding into other states, the opposite is more likely. Mullin points to the public ex-
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changes as an example. “We know the risk pool is larger
than it was before the ACA [Affordable Care Act], but it’s
generally made up of higher risk,” he explains. The goal
of insurers in the individual market isn’t to broaden the
reach of their products; rather, the goal is to focus those
products and keep the networks more aligned with the
consumers being served. If you allow a carrier to expand
its offerings to neighboring states, they’re not going to
drop the price of that product. They’re going to increase
it, he says.
Legislation introduced last year by Rep. Tom Price,
M.D. (R-Ga.), Trump’s pick to lead HHS, would require
a state regulator to defer to another state’s regulations
for new entrants. That means the insurance commissioner must be willing to withhold authority over outof-state products. The state with the fewest number of
regulations could wind up attracting the most carriers.
Moreover, state legislators would have to allow insurance products that couldn’t be sold by an in-state insurer.
Enrique Martinez-Vidal, vice president for state policy at
AcademyHealth, warns that such a rule would diminish
a state’s ability to regulate its own market. State lawmakers and regulators, for example, might not want to allow
an out-of-state carrier to sell a product with no maternity
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services if in-state carriers are required to include that
benefit.
In Price’s home state of Georgia, lawmakers passed a
law five years ago that allows out-of-state carriers to sell
their products in Georgia. The legislation would let carriers sidestep state mandates — such as mammograms
and screenings for cervical, prostate and colorectal cancer
— and offer lower coverage, according to a Dec. 9 Kaiser
Health News article. To date, the law hasn’t attracted any
outside insurers.

State Regulators Oppose Idea
The National Association of Insurance Commissioners (NAIC) staunchly opposes Price’s legislation. In
a prepared statement, NAIC warns that interstate sales
will “start a race to the bottom by allowing companies
to choose their regulator. Allowing banks to choose their
own regulator was a major cause of the current financial
crisis. Insurers will seek the regulations that allow them
to most aggressively select the healthiest risk. While
those individuals in pristine health may be able to find
cheaper policies, everyone else would face steep premium hikes if they can find coverage at all.”
Prior to the enactment of the ACA, Democratic
lawmakers pushed legislation that would allow states
to form “compacts” among themselves through which
health policies issued in one state could be sold in the
others. While the ability to create a compact is included
in the ACA, it hasn’t been used.
But the incoming Trump administration could create an environment where states are almost forced to
consider the idea, says Joel Ario, a former insurance commissioner for Oregon and Pennsylvania. He says any
future federal rules will need to make it optional to allow
outside carriers. “If states can’t opt in or out, it would be
viewed as the feds trying to undermine state markets.
Either way, I think states in general will be skeptical,” he
says. Ario is a managing director at Manatt Health Solutions, a unit of Manatt, Phelps & Phillips, LLP.

All Costs Are Local
Robert Moffit, a senior fellow in The Heritage Foundation’s Center for Health Policy Studies, says the idea
of breaking down state barriers to competition goes back
to the Constitutional Convention in 1787. The purpose of
the Commerce Clause, devised by James Madison and
other Founding Fathers, was to knock down barriers created by states and create a common market that would
promote economic growth for the country. He says
there’s no reason a national market for health insurance
can’t be created. The Federal Employees Health Benefits
Program, for example, offers federal employees a choice
of local, state and national plans. Congress, he says,
would likely need to design a regulatory framework for
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plans, which would define what the interstate policies
need to include. But he notes that coverage costs will still
reflect the costs in each market. An insurance company
domiciled in Utah might offer some of the lowest coverage costs in the country. But those rates won’t be available to consumers in Massachusetts. Local premiums
would be influenced by deals it can negotiate with providers in Massachusetts.
Martinez-Vidal agrees and says carriers can have
a hard time breaking into new markets because they’re
typically not in a good position to negotiate deals with
local provider networks. Inroads made by carriers into
other states tend to happen only through the acquisition
of existing carriers, he says.
Not being able to negotiate deals with providers
networks is a common argument for why interstate insurance sales can’t work, notes Thomas Miller, a resident
fellow at the American Enterprise Institute. “While that
can be true, you need to open the doors first to find out if
any carriers are willing to put money on the line to break
into a new market,” he says. “It might work in markets
where there is enough disparity, but it will be trial and
error. You can’t just add water and watch this take off,”
he says.
In response to demand from life insurance carriers,
NAIC in 2000 created a model compact that allowed

them to sell products regardless of where the company
was domiciled. It was up to each state to enact the compact in state law. But unlike life insurance, health insurance includes myriad provider networks, varying risks
and a wide range of prices for services. Other factors
unique to each market also influence the cost of premiums, Ario notes.
“The NAIC did it for life insurance because carriers wanted it. I have not heard any interest in doing this
from health insurers,” says Ario.
William Pewen, Ph.D., who served as senior health
policy advisor to former Sen. Olympia Snowe (R-Maine)
during the crafting of the ACA, notes that if interstate
insurance sales had been implemented, based on a
standardized product, it could have produced modest
savings of 15% or more, he says. “The ability to offer a
standardized product was compromised when ACA
benefit implementation was based on state benchmark
plans, while the absence of a uniform regulatory regime
also impacts costs,” he explains.
Contact Martinez-Vidal at enrique.martinez-vidal@
academyhealth.org, Jordana Choucair for Mullin at
jordana.choucair@leavittpartners.com, Ario at jario@
manatt.com, Pewen at pewen@vaccinology.org and
Marguerite Bowling for Moffit at marguerite.bowling@
heritage.org. G

Here’s How a Regional Non-Profit Crossed State Lines Four Times
President-elect Donald Trump and Republican
lawmakers want to give health insurers the ability to
sell individual coverage across state lines (see story, p.
1). But Minnetonka-based Medica has been doing just
that for the past several years. Last year, the regional
non-profit sold individual coverage inside and outside
the public exchanges in Iowa, Nebraska and North Dakota as well as in western Wisconsin and its home state
of Minnesota. For the 2017 plan year, the company is
selling in Kansas.
Republican lawmakers have proposed allowing
out-of-state carriers to choose just one state where they
would have to abide by mandates. Medica, however,
complies with state mandates in every state where it
files to do business. “It would be a lot simpler to file in
just one state and not have to comply with rules set by
other states,” says Dannette Coleman, senior vice president and general manager for individual and family
business at Medica.
She says the biggest challenge has been securing a
competitive provider network. While a national carrier
would likely already have some brand recognition in

3

a new market, a small carrier from Minnesota doesn’t.
Although that can make it almost impossible to build
a network in a new state, it’s possible to lease a competitive provider network in some parts of the country. The second piece of the puzzle is building brand
awareness and forging partnerships with brokers and
consulting firms, which requires some investment, she
says.
“In the individual market, which is heavily regulated, you look for states that have a neutral or favorable regulatory environment,” Coleman tells HPW.
It’s also important to seek out markets with limited
competition and an opportunity for growth, she adds.
In Iowa, for example, Medica is the only statewide carrier on the exchange. In Kansas, it competes only with
a Blues plan. “In Minnesota, we’re used to a lot more
competition,” she adds.
Medica is now in its second year in Iowa and Nebraska, and is new to Kansas. In all three states, enrollment has exceeded expectations.
Contact Greg Bury for Coleman at greg.bury@
medica.com.
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Mini-Meds Won’t Rise From the
Ashes, but EHB Rules May Ease
With the Trump administration poised to repeal (or
defund) the Affordable Care Act, will there be a resurgence of non-ACA-compliant low-cost, limited-benefit
health insurance products?
Industry observers tell HPW that such mini-med
plans are unlikely to rise up from the ashes. But there
could be a loosening of the essential health benefit (EHB)
mandates, which the ACA requires to be included in
non-grandfathered small-group and individual policies.
Republican leaders have indicated that the definition
of “major medical” insurance could default back to the
states to determine.

Mini-med policies began to fade away at the end of
2013 as the ACA took root. They can’t be defined as major medical because they typically have benefit caps and
generally don’t include prescription drug coverage.
Prior to the enactment of the ACA, state regulators
had a good deal of flexibility in how they managed the
individual and small-group markets, and they provided
insurers with flexibility in designing their products. Allowing states to define coverage rules could translate to
new flexibility for carriers to create products tailored for
specific populations.
Chini Krishnan, CEO of GetInsured, a cloud-based
private exchange platform, doesn’t think the insurance
world would embrace limited-benefit products even as
the ACA starts to unravel.

Provider-Sponsored Plans’ Medical Benefits Copay and Coinsurance Ranges,
Silver Level, Individual Market (On Exchange)
Primary Care Physician Visits
Copay

Coinsurance

Specialist Visits
Copay

Coinsurance

Insurer

State(s)

Min

Max

Min

Max

Min

Max

Min

Max

Alliant Health Plans, Inc.

GA

$30

$30

NA

NA

$60

$65

NA

NA

ATRIO Health Plans

OR

$35

$35

NA

NA

$50

$70

NA

NA

AultCare Insurance Company

OH

$10

$35

20%

20%

$25

$50

20%

20%

Avera Health Plans, Inc.

SD

$0

$30

NA

NA

$0

$65

NA

NA

Boston Medical Center HealthNet Plan

MA

$30

$30

NA

NA

$50

$50

NA

NA

Capital District Physicians' Health Plan, Inc. (CDPHP)

NY

$30

$30

10%

15%

$50

$50

10%

15%

Children's Community Health Plan

WI

$30

$30

NA

NA

$65

$80

NA

NA

CHRISTUS Health Plan

NM, TX

$10

$10

NA

NA

$35

$35

NA

NA

Community Health Choice, Inc. (CHC)

TX

$30

$40

NA

NA

$50

$75

NA

NA

Community Health Plan of Washington (CHPW)

WA

$30

$30

NA

NA

$55

$55

NA

NA

Dean Health Plan

WI

$25

$30

20%

30%

$60

$60

20%

30%

Denver Health Medical Plan

CO

$40

$40

25%

30%

$65

$65

25%

30%

Fallon Health

MA

$30

$30

NA

NA

$50

$50

NA

NA

FirstCare Health Plans

TX

$0

$25

NA

NA

$0

$50

NA

NA

Geisinger Health Plan

PA

$30

$30

NA

NA

$60

$60

NA

NA

Group Health Cooperative

WA

$20

$45

10%

10%

$45

$65

10%

10%

Group Health Cooperative of South Central Wisconsin

WI

$0

$30

30%

30%

$0

$100

30%

30%

Gundersen Health Plan

IA, WI

$0

$50

20%

50%

$0

$50

20%

50%

Health Alliance Medical Plans, Inc.

IL

$20

$40

20%

20%

$40

$80

20%

20%

Health Alliance Plan of Michigan

MI

$30

$30

30%

30%

$30

$50

30%

30%

Health First Health Plans, Inc.

FL

$25

$50

20%

30%

$0

$75

20%

30%

Health New England, Inc.

MA

$30

$30

NA

NA

$50

$50

NA

NA

Health Tradition Health Plan, Inc.

WI

$0

$75

15%

20%

$0

$125

15%

20%

Healthfirst

NY

$30

$30

NA

NA

$30

$50

NA

NA

HealthPartners, Inc.

MN, WI

$30

$30

15%

25%

$30

$65

15%

25%

Kaiser Foundation Health Plan of Colorado, Inc.

CO

$30

$30

20%

30%

$50

$50

20%

30%

Kaiser Foundation Health Plan of Georgia, Inc.

GA

$30

$30

20%

20%

$60

$65

20%

20%

Kaiser Foundation Health Plan of Hawaii

HI

$30

$30

NA

NA

$40

$40

NA

NA

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.

DC, MD, VA

$25

$30

20%

20%

$50

$50

20%

20%

Kaiser Foundation Health Plan of the Northwest, Inc.

OR, WA

$30

$35

NA

NA

$50

$70

NA

NA

Kaiser Foundation Health Plan, Inc.

CA

$5

$35

NA

NA

$8

$70

NA

NA
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“I don’t think the answer is to leap back to the dark
ages of mini-med plan policies. That’s a bridge that has
already been crossed,” he says, adding that such products often were created to take advantage of loopholes.
“The core problems of figuring out how to get Americans
health care aren’t going away, and [mini-med plans]
don’t have a meaningful place in solving any problems,”
he says.

EHB Rules Could Be Eased
A loosening of the one-size-fits-all essential health
benefits could give carriers more plan-design flexibility,
and might lead to less expensive coverage. While the 10
EHBs defined by the Affordable Care Act are important,
they don’t make sense for every individual and every
situation, says Paul Rooney, vice president of carrier relations at eHealth, Inc.

5

Krishnan says loosening the EHB rule is a worthwhile conversation. Single men, he quips, don’t need a
policy that includes pediatric services.
Noah Lang, CEO of San Francisco-based Stride
Health, agrees there is likely to be some paring back of
EHBs. The venture-backed company bills itself as an
insurance recommendation engine and works largely
with the self-employed, freelancers, part-time workers
and contractors.
Actuarial values and metallic tiers might be eliminated, too, which would open the individual market to
a wider choice of plans, Rooney suggests. While deductibles could continue to increase, individuals might be
able to use a tax credit to offset premiums. That could
prompt people to leave the group market.
Along with new plan designs, carriers might package major medical plans with other types of products,

Provider-Sponsored Plans’ Medical Benefits Copay and Coinsurance Ranges, Silver
Level, Individual Market (On Exchange), continued
Primary Care Physician Visits
Copay

Coinsurance

Specialist Visits
Copay

Coinsurance

Insurer

State(s)

Min

Max

Min

Max

Min

Max

Min

McLaren Health Plan

MI

$30

$30

NA

NA

$65

$65

NA

Max
NA

MDWise

IN

$0

$0

NA

NA

$60

$60

15%

15%

MercyCare Health Plans

WI

$0

$30

NA

NA

$0

$65

NA

NA

Minuteman Health

MA, NH

$15

$30

10%

10%

$40

$50

10%

10%

Neighborhood Health Plan

MA

$30

$30

NA

NA

$50

$50

NA

NA

Neighborhood Health Plan of Rhode Island, Inc.

RI

$25

$25

10%

10%

$50

$50

10%

10%

Network Health

WI

$0

$30

20%

20%

$0

$65

20%

20%

Paramount Insurance Company

OH

$25

$30

NA

NA

$65

$75

NA

NA

Physicians Health Plan

MI

$30

$35

20%

20%

$60

$65

20%

20%

Piedmont Community Health Plan

VA

$30

$40

30%

30%

$60

$65

30%

30%

Premier Health Plan

OH

$25

$50

10%

10%

$50

$50

10%

20%

Priority Health

MI

$20

$30

30%

30%

$20

$65

30%

30%

Prominence Health Plan

NV, TX

$40

$40

NA

NA

$100

$100

15%

15%

Providence Health Plan

OR

$25

$35

NA

NA

$50

$70

NA

NA

QCA Health Plan, Inc.

AR

$35

$35

10%

10%

$65

$65

10%

10%

Sanford Health Plan

ND, SD

$0

$30

NA

NA

$0

$65

NA

NA

Security Health Plan of Wisconsin, Inc.

WI

$0

$35

20%

30%

$0

$70

20%

20%

SelectHealth

ID, UT

$25

$35

NA

NA

$40

$60

NA

NA

Sentara Health Plans, Inc. (fka Optima Health)

VA

$25

$25

20%

20%

$50

$50

20%

20%

Sharp Health Plan

CA

$35

$35

NA

NA

$70

$70

NA

NA

SummaCare

OH

$10

$30

NA

NA

$50

$65

NA

NA

Unity Health Insurance

WI

$25

$40

30%

30%

$50

$90

30%

30%

University of Utah Health Plans

UT

$30

$30

NA

NA

$75

$75

NA

NA

UPMC Health Plan, Inc.

PA

$10

$50

20%

20%

$65

$100

20%

20%

Western Health Advantage

CA

$35

$35

NA

NA

$70

$70

NA

NA

Notes: Some plans require member to pay the deductible before PCP cost sharing begins. NA=Insurer did not employ indicated cost-share strategy
for metal level indicated.
SOURCE: Compiled from AIS’s Rx Benefit Data online database. This analysis was performed using the full set of 2017 on-exchange individual
market health plans. Visit http://aishealthdata.com/rxb for information; or http://aishealthdata.com/dashboard/rxb/demo for an interactive demo.
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such as critical illness or accident insurance, to round out
high-deductible policies. That would allow for broader
benefits with more first-dollar coverage, he suggests.

New Reg to Shrivel on the Vine
In late October, HHS and the Departments of Labor
and Treasury issued a reg (81 Fed. Reg. 75402, Oct. 31,
2016) that would significantly restrict short-term insurance policies by limiting their duration to 90 days. The
new rules are slated to take effect April 1.
Rooney suggests the Trump administration could
quash the reg immediately after taking office and allow
short-term policies to last as long as 364 days, as they do
now. “Sometimes short-term coverage absolutely makes
sense, particularly for people who are between jobs,” he
says.
Health insurers have complained that low-cost,
short-term policies skim healthy people from the risk
pool, leaving ACA-compliant plans with higher-cost
members. According to HHS, some issuers offer shortterm policies for up to 12 months, and enrollees sometimes purchase the policies as their primary form of
health coverage.

Most Need 90 Days
Sam Gibbs, executive director of AgileHealthInsurance.com, an online seller of short-term plans, says people generally need more than 90 days of coverage. The
vast majority of AgileHealthInsurance’s customers have
policies that last from three to six months. Very few have
policies for less than three months, and a few need coverage for more than six months, he says. The company
wrote 21,000 policies in the third quarter of 2016.
Short-term policies aren’t for everyone, Gibbs says,
but often make sense for early retirees and people who
are between jobs and can’t afford COBRA continuation
insurance. While they usually don’t cover services such
as mental health or maternity — and might not be available to people with pre-existing conditions — they can
be as much as 70% less expensive than a non-subsidized
bronze-level qualified health plan.
Contact Lang at noah.lang@stridehealth.com, Nate
Purpura for Rooney at nate.purpura@ehealthinsurance.
com, Krishnan at chini@getinsured.com and Gibbs at
sam@samgibbs.org. G
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Cures Act to Help Small Employers
continued from p. 1

Despite the regulations, many employers didn’t
realize they were violating the law, says Chris Byrd,
executive vice president of operations at WEX Health, a
company that provides a software and payment framework for account-based plans. Case in point: Byrd, who
is treasurer of his church, said an accountant asked him
about the HRA the church offered to its employees to reimburse individual insurance. The church had to change
the HRA to taxed cash compensation. “If there hadn’t
been a sharp-eyed accountant, and a treasurer who happened to be lobbying the Hill on this very issue, they
wouldn’t have known,” he says. “How many small businesses out there were doing the exact same thing?”
Byrd says his company was the first to raise this issue on Capitol Hill, and helped draft the initial legislative
language of the HRA bill. He says the new rule creates
an opportunity for the 70% of small employers that don’t
provide group health benefits to offer some sort of assistance to employees by making a defined contribution to
an HRA.
“It’s a great way for small employers to start to
modernize benefits in the same way that larger employers have been doing,” says John Barkett, senior director
of policy affairs at Willis Towers Watson. The potential
of adding millions of workers to the individual market
could change the calculus for insurance companies that
had seen little opportunity in that segment, he says. And
employed lives tend to be relatively healthy. “The irony
is this might have brought better risk to the public exchanges and kept carriers in the exchanges, if it had been
enacted a year ago,” he says.
In a Dec. 12 blog post, Christopher Condeluci, principal at CC Law & Policy PLLC, agreed that the legislation
will bring healthier members to the individual market.
While it won’t be enough to balance out the existing risk
pool, it should have a beneficial impact, he wrote.

Will Private Exchanges Flourish?
Howard Lapsley, a partner in Oliver Wyman’s
Health & Life Sciences practice, predicts public exchanges will fade away and become empty markets with few if
any participating carriers. What emerges from the ashes
could be a robust environment for a private exchange
platform with a whole different array of products and
benefit structures. “Anything that enables individuals or
small groups to purchase products more easily is a good
thing for the marketplace,” he says. He suggests the HRA
provision of the Cures Act will benefit private exchanges
by allowing them to offer a better value proposition to
employees and their workers. A week before the enact-
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ment of the Cures Act, Lapsley published a blog titled
“Why Private Exchanges Are Set to Flourish in the Age of
Trump.”
Byrd agrees that private exchanges could see some
growth as a result of the new law, but in the meantime,
third-party administrators will likely set up HRAs for
employers and help employees find coverage. Some
companies might come out later and offer a shopping
experience as a value-added service, he adds. He predicts
HRA adoption will begin to grow in 2017 with a continued uptick in 2018.

NFIB Praises HRA Rule
The National Federation of Independent Business
(NFIB) praised the new law for eliminating fines on small
businesses that reimburse or directly pay their employees for health care costs. “The excessive fines that would
have been issued by the IRS could have bankrupted
many small businesses,” said NFIB President and CEO
Juanita Duggan. “Reimbursing employees for the cost of
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health insurance is a very common practice among small
businesses. According to our research, many small businesses remain unaware that they are committing a violation,” she said.
The HRA bill was approved by the House by voice
vote last June, but it appeared unlikely the Senate would
take up the bill as a stand-alone measure, so it hitched a
ride on the larger Cures Act, according to Condeluci. The
HRA bill, he explained, would give small employers the
flexibility to “essentially stay in the game as a financier,
while not being weighed down by the ever-increasing
cost of sponsoring a group health plan.” Condeluci
served as tax and benefits counsel to the Senate Finance
Committee during the drafting of the ACA.
Contact Matthew Weiss for Hencoski at mweiss@
kpmg.com, Byrd at cbyrd@evolution1.com, Lapsley at
howard.lapsley@oliverwyman.com, Condeluci at chris@
cclawandpolicy.com or Melanie Meharchand for Barkett
at melanie.meharchand@willistowerswatson.com. G

HEALTH PLAN BRIEFS
u Denver-based Catholic Health Initiatives (CHI)
— one of the nation’s largest health systems — is
pulling back on its insurance business, The Denver
Post reported Dec. 15. CHI, which operates more
than 100 hospitals in 18 states, launched its own provider-sponsored health plans after acquiring managed care companies in Arkansas and Washington
state several years ago. The company, which posed
a $109.6 million loss for the fiscal year that ended in
June, is selling off some of its insurance business, according to the article. Catholic Health operates health
plans in Arkansas, Iowa, Kentucky, Nebraska, Ohio,
Tennessee and Washington, some of them with fewer
than 1,000 members. See the article at http://tinyurl.
com/hg4dzap.
u As phase one of the two-part trial wrapped up
Dec. 13, U.S. District Judge Amy Berman Jackson
grilled lawyers from Anthem, Inc., Cigna Corp. and
the Dept. of Justice over the impact Anthem’s proposed $48 billion acquisition of Cigna would have
on the large-employer market (U.S. v. Anthem, Case
No. 1:16-cv-01493). The Wall Street Journal reported
that Jackson grilled lawyers from both sides about
the evidence they had submitted to the court. “While
both sides at times faced tough questions, Anthem
appeared to have the rockier ride,” according to the
article. Anthem had argued that the merger wouldn’t
negatively impact the playing field because only

a few large insurers compete to sell benefits to the
nation’s largest employers. The judge said Anthem’s
calculations related to market-share data for competitors were “distressing.” See the article at http://
tinyurl.com/gun3e4d.
u While so-called narrow provider networks dominate individual health plans sold through the public insurance exchanges, the trend hasn’t caught
on with employers, according to a Dec. 14 report
from the Employee Benefit Research Institute (EBRI)
and Wake Forest University professor Mark Hall. In
2016, just 7% of employers with health plans offered
a narrow-network option. Also, in 2014, employers
ranked narrow networks the least effective among
several strategies to manage health insurance costs.
However, “there are signs that employers’ interest
in narrow networks may grow in the near future,”
according to Paul Fronstin, Ph.D., director of EBRI’s
Health Education and Research Program and coauthor of the report. More than a third of employers
with 5,000 or more workers now offer some type
of alternative network, including tiered or highperformance networks. Field research indicated
growing adoption of narrow networks by both large
and small employers, particularly in urban markets
around the country, according to the report, which
was based on a literature review, interviews with
human resources directors at 11 large employers, and
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field research by health policy experts in 11 states.
See the full report at www.ebri.org.

full copy of this briefing, visit http://www3.ambest.
com/bestweek/purchase.asp?record_code=256767.

u People looking to purchase insurance through
HealthCare.gov have an extra four days to shop
and still ensure that coverage begins Jan. 1. Late
on Dec. 15, HHS extended the enrollment deadline to
Dec. 19. The agency says the extension was prompted by high volume in the lead-up to the previous
deadline. HealthCare.gov CEO Kevin Counihan said
nearly a million people had left contact information in order to hold a place in the sign-up queue
for HealthCare.gov. Covered California and New
York State of Health also extended their enrollment
deadlines, but only until midnight Dec. 17, to ensure
coverage begins on the first day of the year. Since
open enrollment began Nov. 1, more than 153,000
new people in California have signed up for 2017
coverage, compared with 144,000 at this time last
year, according to the exchange. Visit the newsroom
at www.healthcare.gov.

u As of Jan. 1, 2017, Wisconsin Insurance Commissioner Ted Nickel will be president of the National Association of Insurance Commissioners,
NAIC said Dec. 13. Nickel was appointed by Gov.
Scott Walker (R) in 2011. NAIC also named Tennessee Insurance Commissioner Julie Mix McPeak
president-elect and Maine Insurance Superintendent
Eric Cioppa vice president. Texas Insurance Commissioner David Mattax was elected Secretary-Treasurer.
Visit NAIC at www.naic.org.

u As of Dec. 10, more than 4 million people have
signed up for coverage via HealthCare.gov — up
7% from the same point a year ago, CMS reported
Dec. 14. Of those, 1.1 million people are new to the
exchange. The agency noted there were more than
700,000 signups on Dec. 12 and 13, likely due to the
Dec. 15 deadline to ensure that coverage begins Jan.
1. Every two weeks, CMS provides a state-by-state
snapshot of cumulative enrollment. Florida had the
highest enrollment with about 878,000. See CMS’s
biweekly enrollment snapshot at http://preview.
tinyurl.com/zh438z3.
u A.M. Best is maintaining a negative outlook on
the U.S. health insurance sector for 2017, citing the pressure being placed on health insurers’
earnings and capitalization from the Affordable
Care Act (ACA) and growth in lower-margin product
lines, the ratings firm said Dec. 13. The company
noted that the commercial group market remains
profitable, but losses experienced on the public insurance exchanges led to a lower level of earnings
for the third consecutive year. The impact of the
incoming Trump administration was not factored
into A.M. Best’s 2017 outlook. While a repeal of the
ACA is expected in the first half of the year, the earliest significant changes could occur is 2018, although
that would depend upon when a replacement plan
is developed and passed, the company said. For the

u Overall Medicare expenditures in 2015 reached
$646.2 billion, or 20% of total health care spending, according to the latest annual health expenditures update from the CMS Office of the Actuary.
And at 4.5%, the rate of Medicare spending growth
was slightly slower than the 4.8% increase in 2014,
which CMS largely attributed to a smaller increase in
Medicare enrollment (2.7% in 2015 vs. 3.1% in 2014).
Meanwhile, Medicare per-enrollee spending growth
was fairly stable at 1.7% in 2015, compared with 1.6%
in 2014, as Medicare hospital and prescription drug
spending growth slowed. CMS attributed the slower
hospital spending (2.6% in 2014 vs. 1.7% in 2015)
to reductions in disproportionate share hospital
payments as well as a continued decline in utilization that was partially due to decreasing hospital
readmissions from 2011 to 2015. View the full data
sets and a CMS fact sheet at http://tinyurl.com/
zp7vbz7.
u Some Republican governors from the 31 states
that expanded Medicaid don’t want to pull the
program back to its pre-ACA days, The Fiscal Times
reported Dec. 14. Republican members of the Senate Finance Committee have indicated that they are
open to proposals that would maintain expanded
Medicaid coverage for millions of adults and children, even while cutting other vital elements of
Obamacare, according to the article. Senate Finance
Committee Chair Orrin Hatch (R-Utah), Sen. Chuck
Grassley (R-Iowa) and 11 other members of the committee responsible for health care legislation invited
the Republican Governors Association to a roundtable in early January to discuss possible changes
in expanded Medicaid — but without repealing
the program, according to the article. Visit http://
tinyurl.com/hq4n7ga.
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