
  
FINAL NOTICE OF BENEFIT AND PAYMENT PARAMETERS 

(NBPP) FOR 2021 & FINAL 2021 LETTER TO ISSUERS IN THE 
FFM FACT SHEET 

(CHANGES FROM THE PROPOSED GUIDANCE ARE FLAGGED IN RED)  

    
    TOPIC KEY PROPOSED CHANGES     
  

    
Essential Health 
Benefit Defrayal Policy 

CMS finalized reporting requirements for states related to 
Essential Health Benefits (EHBs) and its clarification of 
guidance on the defrayal policy originally included in the 
Affordable Care Act. 

• Those states adopting the benchmark of another state 
(per 2019 NBPP guidance) will not be subject to 
defrayal of any state mandates unless the adopting 
state has also adopted the same mandate post- 
December 31, 2011. 

• Starting in 2021, states must report annually by July 
1st on state mandates for individual and small group 
markets and whether the mandates exceed EHB via a 
CMS-generated template. For 2021, this would 
include pre- and post-12/31/11 mandates. For future 
years, states will only have to report on additions or 
changes to the baseline report. Reports will be posted 
publicly. 

• If a state fails to report, CMS will do the analysis on its 
behalf. The CMS determination would be binding and 
become part of a state’s EHB for the next year. 

    

  

    
Cost-Sharing & Drug 
Manufacturer Coupons 

CMS finalized its approach to the applicability of drug 
manufacturer’s coupons, which reverses changes finalized in 
the 2019 NBPP via guidance. 

• CMS finalized its proposal that insurance companies 
will not be required to count drug manufacturer 
coupons toward a consumer’s out-of-pocket 
maximum. 

• CMS opted not to redefine “cost sharing” providing 
issuers with the flexibility to determine how to factor 
drug coupons towards annual cost sharing limitations. 

    

  

    
Value-Based Insurance 
Design 

CMS finalized its list of value-based (VB) insurance design 
options, which defines approved approaches issuers may 
integrate into Qualified Health Plans (QHPs). Issuers will not 
be required to integrate such designs. 

• QHPs may implement some or all of these VB 
insurance design proposals, but implementation will 
not result in any preference or distinction on 
healthcare.gov. CMS will have no way to differentiate 
plans with VB designs for the 2021 plan year on 
healthcare.gov. 

• CMS will continue refining its definition of “value-
based” and its approaches to educating consumers 
about VB insurance features. 

• QHPs could drive consumer purchasing towards more 
VB care by offering higher-value services/drugs at low 
or no cost sharing, while alternatively having higher 
cost sharing for low-value services and drugs. 

    

  

    Auto Re-enrollment 

Currently, QHP enrollees through Exchanges using the 
federal platform are automatically re-enrolled in their current 
plan (or, if their current plan will not be available the following 
year, a similar plan). As it did in the proposed guidance for the 
2020 plan year, CMS once again in this year’s proposed 
guidance sought comment on modifying the automatic re-
enrollment process, this year with a focus on enrollees who 
would be automatically re-enrolled with Advance Payment 
Premium Tax Credits (APTCs) that cover the full premium. 
CMS suggested that such enrollees could be automatically re-
enrolled without an APTC or with a lower APTC unless they 
proactively renew or select new coverage. CMS’s stated goal 
was to ensure that individuals obtain an updated eligibility 
determination in order to have APTCs that will cover the full 
cost of coverage. 

With public comments demonstrating overwhelming 
opposition to this proposal, CMS announced in the final rule 
that it will not implement any changes to automatic re-
enrollment—leaving the process unchanged from prior years. 

    

  

    
Special Enrollment 
Periods 

CMS had proposed a number of changes relative to Special 
Enrollment Periods (SEPs). The final guidance largely adopts 
these changes as proposed, with a few tweaks (noted below): 

• CMS finalized its proposal to allow individuals (and 
their dependents) who are enrolled in a Silver level 
QHP to change to a QHP in the Bronze or Gold metal 
level (or, as currently allowed, any off-Exchange plan) 
if they become newly ineligible for Cost-Sharing 
Reductions. To allow Exchanges more time for 
implementation, this change will not take effect until 
January 2022. 

• CMS finalized its proposal requiring Exchanges to 
allow individuals who qualify for an SEP to enroll (via 
the Exchange) in coverage jointly with dependents 
who are currently enrolled in a QHP through the 
Exchange. 

 If the current QHP does not allow for dependent 
coverage, the new enrollee and their 
dependents can jointly change to a new plan. 
Individuals would be subject to plan choice 
limitation rules mirroring those applicable to 
dependents seeking to join their household 
members’ Exchange coverage via an SEP. 

• CMS finalized its proposal to shorten the time 
between enrollment and the effective date for certain 
SEPs on Exchanges using the federal platform. State-
based Exchanges could decide whether to adopt the 
same approach. This change will not take effect until 
January 2022 to allow Exchanges more time for 
implementation. 

• CMS finalized its proposal to streamline retroactive 
effective date rules. 

• CMS finalized its proposal to allow individuals and 
dependents who are offered Qualified Small Employer 
Health Reimbursement Arrangements (QSEHRAs) on 
a non-calendar year basis to qualify for 1) existing 
SEPs for individuals enrolled in non-calendar year 
groups, or 2) individual health insurance coverage. 

• CMS finalized its proposal to allow Exchanges to 
make retroactive terminations for enrollees whose 
requests for plan termination were not implemented 
due to an Exchange technical error. 

Related to enrollment, CMS also finalized proposals to 
institute new notice requirements relative to terminations of 
Exchange QHP coverage, as well as notice requirements 
relative to excepted benefit Health Reimbursement 
Arrangements. The new requirements will be effective for plan 
years beginning on or after 180 days following the final rule’s 
effective date. 

    

 

    

 

 


