Procedures and Criteria for Certifying a QHP
PROCEDURES FOR CERTIFYING A QHP

The ACA requires the Exchange to establish procedures for the certification of QHPs.  ACA § 1311(d)(4)(A).  The proposed rules under 45 C.F.R. § 155.1010 et. seq. propose a process that Exchanges must use when certifying health plans.  This proposed certification process is described in the chart below.  

	
	

	Procedures
	· The Exchange must establish procedures for the certification of QHPs consistent with the timing, frequency, and criteria requirements delineated below.  § 155.1010(a).

· The Exchange must establish a process to recertify QHPs that includes review of an issuer’s and QHP’s compliance with the general certification criteria (described in the chart below).  § 155.1075.  The Exchange must also establish a decertification process (described below).  §155.1080. 

	Timing
	· The Exchange must complete the certification process before the beginning of the open enrollment period.  § 155.1010(c).  

· Recertification must be complete on or before September 15th of the applicable calendar year – in advance of the annual open enrollment period beginning October 15th.  § 155.1075(b).

	Frequency of Certification
	· The Exchange has the discretion to decide to recertify QHPs annually, or on a less frequent basis, such as every other year or every three years.  76 Fed. Reg. at 41,895 (July 15, 2011).

· Regardless of the frequency of the certification process, the Exchange must monitor QHP issuers for ongoing compliance.  § 155.1010(d).  

	Decertification
	· The Exchange must establish a process for the decertification of QHPs that at least meets the following requirements: § 155.1080(b).

· The Exchange may at any time decertify a health plan if the Exchange determines that the QHP issuer is no longer in compliance with the certification criteria (described in the chart below).  § 155.1080(c).

· The Exchange must establish a process for the appeal of a decertification.  § 155.1080(d).

· Upon decertification of a QHP, the Exchange must provide notice to all affected parties including the QHP issuer, enrollees in the QHP (who then must receive information regarding a special enrollment period), HHS, and the Bureau of Insurance.  § 155.1080(e).


CRITERIA FOR CERTIFYING A QHP
In determining whether a health plan is a QHP, the Exchange is required and permitted to consider certain criteria regarding the issuer of the QHP and regarding the health plan itself.  In general, the issuer must provide evidence that it complies with the minimum certification requirements, and the Exchange must make a determination that the issuer is acting in accordance with the ACA and Exchange standards and that making the health plan available is in the interest of qualified individuals and qualified employers.  45 C.F.R. § 155.1000(c)(2) (proposed).
	Issuer Criteria
	

	Licensing
	The issuer must be licensed and in good standing to offer health insurance coverage in each state in which it offers coverage.  § 156.200(b)(4).

	Offering requirements
	The issuer must offer through the Exchange:

· At least one QHP in the silver coverage level, and at least one QHP in the gold coverage level;

· A child-only plan at the same level as each QHP offered through the Exchange; and

· A QHP that has the same premium rate as the same plan offered outside of the Exchange (if the same plan is offered outside of the Exchange).

§ 156.200(c).

	Rating variations
	· The issuer may vary premiums for the QHP only in accordance with permitted rating variations. § 156.255(a).

· The issuer must charge the same premium rate inside the Exchange as outside the Exchange if it offers the same plan outside the Exchange. § 156.255(b).

· The issuer of the QHP must cover all of the following groups using some combination: individuals, two-adult families, one-adult families with a child or children, and all other families.  § 156.255(c).

	Health care quality requirements  
	The issuer must:

· Implement and report on a quality improvement strategy consistent with standards of ACA § 1311(g);

· Disclose and report information on health care quality and outcomes described in section 399JJ of the Public Health Service Act and report to HHS at least annually pediatric quality reporting measures consistent with the pediatric quality reporting measures established under section 1139A of the Social Security Act; and
· Implement appropriate enrollee satisfaction surveys consistent with the requirements provided by HHS.
§ 156.200(b)(5).

	Marketing
	The issuer and its officials, employees, agents, and representatives must comply with applicable state laws regarding marketing and may not employ marketing practices that discourage enrollment of individuals with significant health needs in QHPs.  § 156.225.

	Risk Adjustment Program
	The issuer must comply with the standards related to the risk adjustment program under 45 C.F.R. pt. 153.  § 156.200(b)(7).

	Accreditation
	The issuer must be accredited by an accrediting entity recognized by HHS on the basis of local performance of its QHPs with respect to quality and consumer protection in the timeframe required by the Exchange, and the accreditation survey must be provided to the Exchange and HHS.  The accreditation must consider clinical quality measures, patient experience ratings, utilization management consumer access, quality assurance, provider credentialing, complaints and appeals, network adequacy and access, and patient information programs.  § 156.275.

	Segregation of Funds for Abortion Services
	The issuer must comply with state law if it prohibits coverage of abortion services in QHPs.  Also, issuers must segregate advance payments of federal premium tax credits and cost-sharing reductions to ensure that the funds are not used for abortion services.  § 156.280(a), (e).

	Additional Criteria as Determined by the Exchange (not required by ACA)
	The Exchange may implement selection criteria beyond the minimum certification standards above in determining whether an issuer is likely to act in the best interests of qualified individuals and employers.  Example criteria include the issuer’s–

· past performance, and

· quality improvement activities.

76 Fed. Reg. at 41,891-92.


	Plan Criteria
	

	Premium Rate and Benefit Information
	· QHP rates must be set for an entire benefit year or for the SHOP, the plan year, and submitted, along with QHP benefits, to the Exchange.  § 156.210. 

· The issuer must also submit required justifications for rate increases in advance of implementation of the increase and post such justifications prominently on its web site.  § 155.1020(a).  The Exchange may receive this information from the Bureau of Insurance to satisfy its obligations to receive justifications.  76 Fed. Reg. at 41,892 and 41,897.
· The Exchange must consider rate increases in its QHP determination, including consideration of–
· the justification for the rate increase,

· the rate of premium growth outside the Exchange as compared to the rate of growth inside the Exchange
§ 155.1020(b).  But HHS encourages the State to avoid duplicating the full rate review process already required under the Public Health Service Act by allowing the Exchange to use the preliminary justification collected by the Bureau of Insurance for the PHSA rate review process and also requiring the Exchange to use the same format for the rate justification as the format required by BOI for its rate justifications.  HHS also encourages the State to require the Exchange and BOI to collaborate on the form, manner, and timing of submitting rate justifications.  76 Fed. Reg. at 41,892.
· The Exchange may not consider whether the plan–

· Is a fee-for-service plan; or 

· Provides treatments necessary to prevent patients’ deaths in circumstances that the Exchange determines are inappropriate or too costly.

§155.1000(c)(2).

· In addition, the Exchange may not impose premium price controls.  Id.

	Service area of a QHP
	· The QHP service area must cover a minimum geographical area that is at least an entire county or group of counties, unless the Exchange determines that serving a smaller geographic area is necessary, nondiscriminatory, and in the best interest of the qualified individuals and employers.  § 155.1055(a).
· The QHP service area must be established without regard to racial, ethnic, language, health-status related factors, or other factors that exclude specific high utilizing, high cost, or medically-underserved populations.  § 155.1055(b).

	Network Adequacy
	· The QHP network must provide a sufficient choice of providers for enrollees. § 155.1050.

· The QHP must make its provider directory available to the Exchange for online publication and to potential enrollees in hard copy upon request.  The issuer must note in the directory the providers who are no longer accepting new patients. § 156.230(b).

· The QHP network must include a sufficient number of essential community providers that serve predominantly low-income, medically-underserved individuals.  § 156.235.

· HHS seeks comment on additional standards under which issuers would be required to maintain–

· sufficient numbers and types of providers to assure that services are accessible without unreasonable delay;

· arrangements to ensure a reasonable proximity of participating providers to the residence or workplace of enrollees, including a reasonable proximity and accessibility of providers accepting new patients;

· an ongoing monitoring requirement to ensure sufficiency of the network for enrollees; and

· a process to ensure that an enrollee can obtain a covered benefit from an out-of-network provider at no additional cost if no network provider is accessible for that benefit in a timely manner.  

76 Fed. Reg. at 41,894.

	Enrollment Processes and Periods, and Termination of Coverage
	The issuer must–

· Enroll qualified individuals during initial and annual open enrollment periods and make available required special enrollment periods.  § 156.260.  For the SHOP, issuers must permit qualified employers to purchase coverage at any time during the year.  § 155.725(b).
· Collect, accept, acknowledge receipt of, and transmit to Exchange enrollment information and premium payment, in accordance with Exchange processes.  § 156.265(a)-(d).  
· Provide new enrollees with an enrollment information package and provide required summaries of benefits and coverage documents.  § 156.265(e)-(f).

· Reconcile enrollment files with Exchange or SHOP no less than once a month.  §§ 156.265(g), 156.285(c)(4).

· Terminate coverage only as permitted by the Exchange, and provide required notices and grace periods, including for termination by SHOP issuers, notices to employers.  § 156.270.

	Transparency in Coverage
	The issuer must provide the Exchange, HHS, and Superintendent of Bureau of Insurance, with information relating to QHP coverage transparency (described below).  This information must be in “plain English,” and the Exchange must ensure that the issuer complies with guidance developed by HHS and DOL on the use of plain language.  In addition, the issuer must provide cost-sharing information in a timely manner upon request of an individual.
Information relating to QHP coverage transparency includes–

· claims payment policies and practices,

· periodic financial disclosures,

· data on enrollment and disenrollment,

· data on the number of claims that are denied,

· data on rating practices,

· information on cost-sharing payments with respect to any out-of-network coverage, and

· information on enrollee rights under title I of ACA.

§§ 155.1040(a); 156.220.

	Non-discrimination
	· The issuer, with respect to its QHP, may not discriminate on the basis of race, color, national origin, disability, age, sex, gender identity, or sexual orientation.  § 156.200(e).

	Benefit Design Standards
	· The Exchange must ensure that the QHP provides coverage for all of the following:

· essential health benefits as described in ACA § 1302(b);
· cost-sharing limits as described in ACA § 1302(c); and

· a bronze, silver, gold, or platinum level of coverage as described in ACA § 1302(e).

	Additional Criteria as Determined by the Exchange (not required by ACA) 
	The Exchange may implement selection criteria beyond the minimum certification standards above in determining whether a plan is in the best interests of qualified individuals and employers.  Example plan-level criteria include–

· reasonableness of the estimated costs supporting the calculation of the health plan’s premium and cost-sharing levels;

· enhancements of provider networks including the availability of network providers to new patients;

· service area of the QHPs (the size of a service area and the amount of choice afforded to the consumers within that area); and

· premium rate increases from years preceding the Exchange operation and proposed rate increases.

76 Fed. Reg. at 41,891-92.
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