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IN THE UNITED STATES DISTRICT COURT
FOR THE MIDDLE DISTRICT OF PENNSYLVANIA

PENNSYLVANIA :
PROFESSIONAL LIABILITY : No. 1:17-CV-02041-CCC
JOINT UNDERWRITING :
ASSOCIATION, :
:(The Honorable Christopher C.

Plaintiff, :Conner)
V.

TOM WOLF, IN HIS OFFICIAL
CAPACITY AS GOVERNOR OF THE
COMMONWEALTH OF
PENNSYLVANIA,

Defendant.

THE PENNSYLVANIA MEDICAL SOCIETY AMICUS BRIEF IN SUPPORT OF
PLAINTIFF’'S COMPLAINT AND MOTION FOR SUMMARY JUDGMENT
SEEKING A DECLARATORY JUDGMENT TO PROHIBIT A $200,000,000
TRANSFER OF PLAINTIFF’S FUNDS TO PENNSYLVANIA’S GENERAL FUND

AND NOW, comes the Pennsylvania Medical Society (“Movant” or
“Medical Society”), by and through its counsel, Gordon & Rees, and hereby
files this proposed Amicus Brief in support of Plaintiff’'s Complaint and Motion

for Summary Judgment, and sets forth as follows:

I. INTRODUCTION

On October 30, 2017, Tom Wolf, Governor of Pennsylvania, signed into

law Act 44 of 2017 (“Act 44”), which amends the State’s Fiscal Code,

3
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implements the 2017-2018 budget, and appropriates certain funds, among
other things. In efforts to pursue a balanced State budget, Act 44 required
Plaintiff, Pennsylvania Professional Liability Joint Underwriting Association
(“JUA”), to “pay the sum of $200,000,000 to the state treasurer for deposit in
the General Fund”, by December 1, 2017. Act 44, §1.3 (Fiscal Code as
amended at Article II-D, §203-D. It also includes a provision that if Plaintiff
failed to make the payment by December 1, 2017, the JUA would be instantly
abolished and all of its monies and assets transferred to the Pennsylvania
Department of Insurance Commissioner (“Commissioner”). Id. (Fiscal Code

as amended at Article 11-D, §207-D).

Plaintiff JUA filed a Complaint seeking a declaratory judgment and
injunctive relief, prohibiting the transfer of the $200,000,000 of JUA funds to
the General Fund of Pennsylvania and prohibiting the abolishment of the JUA.
By Order of November 22, 2017, this Court granted Plaintiff’'s Motion for
Preliminary Injunction and enjoined Defendant from enforcement of Section

1.3 and Section 13 of Act 44 of 2017, pending resolution of this litigation.

On January 9, 2018, this Court issued a Case Management Order,
requiring that dispositive motions and supportive briefs be filed by February

9,2018. Itis anticipated that the parties will be filing motions for summary
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judgment, which may resolve this litigation. Movant, and on behalf of its
members that include JUA policy-holders and Pennsylvania healthcare
providers, has significant interest in the outcome of the litigation, and files this
Amicus Brief in support of Plaintiff's Complaint and Motion for Summary

Judgment.

II. CONCISE STATEMENT OF THE MEDICAL SOCIETY, ITS INTEREST IN
THIS CASE, AND THE SOURCE OF ITS AUTHORITY TO FILE

Founded in 1848, the Medical Society is presently the largest physician
organization in Pennsylvania, comprised of over 16,000 physicians and
medical students, and governed by physician members, including a Board of
Trustees. Among its services, and a top priority, is advocacy for physicians at
the state government level on matters involving medical professional liability
(“MPL”) insurance and advocacy for physicians and Commonwealth residents,

patients, in advancing public policy and public health measures.

Movant previously presented this Court with an overview of
Pennsylvania’s historical, cyclical, medical malpractice crises and the impact
that they have on the MPL insurance market and to accessibility and
affordability of healthcare, in effort to explain the reason the JUA was created

and its role in MPL reform measures. (Pa. Med’l Soc’'y Amicus Brief, Doc. No.
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37, hereafter “2017 Amicus Brief”). Here, with that background, Movant
desires to address two issues that may be reached by the Court: 1.) Why the
transfer of $200,000,000 from the JUA would impair the ability of the JUA to
satisfy its contractual obligations with current and future policy-holders and
prevent it from satisfying its statutory-purpose; and 2.) If it were to be
determined that JUA funds are “excessive”, what is, or is not, appropriate

disposition of those funds.

The Middle District of Pennsylvania has inherent authority to permit the
filing and consideration of this Amicus Brief. See Amicus’s Motion for Leave to

File Amicus Brief.

III. MPL INSURANCE ENVIRONMENT: MEASURING THE FINANCIAL
HEALTH AND STABILITY OF THE INDUSTRY

Before addressing the issues of sufficiency of JUA surplus and proper
disposition of any “excess” surplus, this section presents a broad overview of
MPL insurance terminology and financial measures. These terms and

concepts are important to the issues discussed in Section IV of this Brief.

A. The MPL Insurance Contract: Payment of premium in exchange for
incurring financial risk.

An MPL insurer, with actuarial guidance, establishes annual MPL

insurance premium rates by medical specialty on an annual basis. In
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exchange for a healthcare provider’s payment of premium, the MPL insurer
and healthcare provider enter into a contract, an MPL insurance policy. The
MPL insurer agrees to pay medical malpractice claim expenses and indemnity
on the healthcare provider’s behalf when a covered claim is made against the
healthcare provider. The annual premium accumulated from all of the MPL
insurer’s policy-holders in a particular year comprises the funds that the MPL
insurer has available to pay the expenses and indemnity payments agreed to

under the insurance policy of any and all of its insureds in a given year.

In setting premium rates, an MPL insurer must be competitive with
those rates but also attempt to collect enough premium dollars to cover the
risk it has taken on across its entire insured-platform. The MPL insurer is
considered insolvent if it has not collected enough premium dollars to cover

the expenses and payments of claims.

In the Amicus’s previous Brief, two examples of MPL insurers that
became insolvent and were put into liquidation in 2017 were presented.
(2017 Amicus Brief, at p. 12). Since then, an additional MPL insurer has been
placed into liquidation by the Pennsylvania Department of Insurance
(“Department”): Health Providers Insurance Exchange (“HPIX”). HPIX did not

collect enough premium dollars to cover its payment obligations under their
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insurance policies. Accordingly, on December 18, 2017, HPIX announced that
it had agreed to liquidation and that the Department would supervise the
process. Liquidation was effective January 12, 2018, pursuant to

Commonwealth Court Order. Altman v. Healthcare Providers Insurance

Exchange, No. 1 HPI 2017, Mem. and Liquidation Order (Pa. Commw.

1/12/2018), (attached here as Exhibit “A”).

B. MPL Insurer Reserves and Surplus

In efforts to assure it can satisfy its payment obligations set forth in each
insured’s insurance policy, an MPL insurer sets aside certain incoming
premium payments so that funds are available to pay claim expenses and
awards/settlements that will occur: “reserves”. The reserve limits are also
determined with guidance from actuaries, in attempts to forecast needed
funds. In subsequent years, claims mature and an MPL insurer usually will
have a better understanding of the claims and their likely resolution -
dismissal, trial, settlement, and so forth. So, the MPL insurer will start to
release reserves if they have over-estimated the need or have had favorable
claim development, again with actuarial guidance. The released funds are
now available for other purposes (e.g., either funding the operations of the

entity or contributing to the entity’s surplus, or both).
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An MPL insurer requires capital to operate and pay expenses of the
entity. It can accumulate surplus, comprised of the funds the MPL insurer has
after deducting all liabilities from the insurer’s assets. Liabilities include the
reserves and defense costs. The accumulated funds in surplus can consist of
unused premium money, released reserves, or both, as well as investment

income from that money.

Surplus is a back-up source of funds that can be used to assure that an
MPL insurer is able to meet its contractual and statutory obligations of paying
the liabilities of its insureds. The JUA has no statutory or other required level

or limit of surplus.

C. MPL Insurance Metrics that Evaluate Financial Health and Stability
of the Industry.

The MPL insurance industry uses certain metrics as indicators of the
financial health and stability of an MPL insurer or the MPL insurance industry

that include: Loss Ratio, Combined Ratio, and Premium-to-Surplus Ratio.

o Loss Ratio: This is a ratio of an MPL insurer’s incurred losses, paid
claims, compared to the premiums earned (i.e., incurred losses/earned
premiums), expressed as a percentage. In other words, it shows
whether an insurer is collecting enough premium to cover claim
expenses and payments. The higher the loss ratio percentage, the more
indicative it is that the insurer may not be financially sound. In
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Pennsylvania, the collective MPL insurers’ loss ratio in 2016 was the
highest since 2004 at 89.59%, and this represents a jump of 23
percentage points from the prior year, 2015. Nat'l Ass'n of Insurance
Commissioners (“NAIC”) Countrywide Summary of Medical Professional
Liability Insurance 2002-2016, at p. 30, page 30 attached as Exhibit “B”.

e Combined Ratio: This is a ratio of the sum of two ratios: 1.) incurred
losses and loss adjustment expense/ earned premiums; and 2.) all other
expenses/ written premium (again, expressed as a percentage). If the
combined ratio is below 100% it indicates an underwriting profit; if
above 100% it indicates an underwriting loss. Underwriting profit is
the amount of earned premium that exists after deducting paid losses
and administrative expenses, without reliance on investment income
earned. For the first time since 2004, the industry’s combined ratio rose
over 100%. See, e.g., Eric Wunder & Brad Parker, 2016 Year-End
Financial Results for Medical Professional Liability Specialty Writers,
Medical Liability Monitor, Apr. 2017 (Vol. 42), at 5, 7.

e Premium-to-Surplus Ratio: This ratio measures the financial strength of
the insurer; the ability of the MPL insurer to absorb above-average
losses; and the ability of the MPL insurer to underwrite new policies. A
high Premium-to-Surplus Ratio indicates an insurer has lower capacity.

These financial ratios are discussed below in Section IVA, addressing the
current and forecasted status of the MPL insurance market, along with other
industry factors, to reveal continued downturn in the market and evidence of

a hardening market.

1 The 2016 claims year is the most current year for which financial information about MPL insurers is
publicly available.

10
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IV. DISCUSSION

As justification for the JUA-related Fiscal Code amendments, the
Legislature made findings that include 1.) a decline in the need for the MPL
insurance policies offered by the JUA; 2.) the JUA has excess money beyond
which is required to fulfill its statutory mandate; and 3.) the JUA funds do not
belong to JUA members or insureds, but belong to the State. Act 44 §1.3
(Fiscal Code, as amended, Article II-D §201-D(1)-(3)). These “findings”,
however, are erroneous and baseless, and do not support the JUA-related

Fiscal Code amendments for the reasons that follow.

A.  The JUA Must Be Financially-Prepared Now for the Next Hard
MPL Insurance Market.

During the medical malpractice crisis and hard market in 2002, the
Pennsylvania Legislature passed Act 13 of 2002 (“MCARE Act”). The purpose
of the MCARE Act is to ensure that medical care is available in Pennsylvania
through a comprehensive and high-quality health care system with access to a
full spectrum of hospital services and highly-trained physicians in all
specialties throughout Pennsylvania. 40 P.S. §1303.102. Such a system
requires affordable medical professional liability insurance in every part of
the state. 1d. The JUA’s role is to “offer medical professional liability

insurance to health care providers ... who cannot conveniently obtain medical

11
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professional liability insurance through ordinary methods at rates not in
excess of those applicable to similarly situated health care providers....” 40

P.S. §303.732(a).

In Act 44, one of the Legislature’s “findings” or justifications for
transferring $200,000,000 from the JUA is the Legislature’s assumption that
there is a decline in the need for JUA MPL insurance policies. Act 44 §1.3
(Fiscal Code, as amended, Article II-D §201-D(1)). This finding, however, is
not supported or supportable because the concept of, and purpose of, the JUA
should not be examined at an isolated point in time. The number of JUA-

insureds does and will naturally fluctuate.

1. Due to the Hard and Soft Market Cycles, the Number of JUA-Insureds
will Naturally Fluctuate

Due to the nature of the MPL insurance market in Pennsylvania, the
number of JUA-insureds will fluctuate, particularly as the market transitions
from a hard to soft market and vice versa. One would expect, given its
legislative purpose, for the JUA to have less policy-holders in a soft market and
more during a hard market. The data bears that out: the MPL market in
Pennsylvania is currently experiencing a soft-market and presently, the JUA
has about 250 policy holders (Sersha Hrg. Test. at 29(3-5), attached to

Defendant Wolf’s MS]J as Ex. B; see in accord Sersha Dep. Tr. at 50, lines 7-10,

12
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attached to Defendant Wolf's MS] as Ex. C). This is compared to the 2,094
policy holders the JUA had in March 2004 during a hard market. (Report from
Lawrence Lentini, President, INS Services, Inc. to Dennis Shoop, Insurance
Department (Apr. 7, 2005), at 14 (DEF000115)). Without the JUA, those
healthcare providers insured by it in 2004 would have been faced with
choosing to leave the state, to practice in less high risk specialties, or to quit
practicing medicine because those would have been the only alternatives.
The JUA, however, was present and available to perform its statutory-
mandated obligation of being available to provide MPL insurance to
Pennsylvania healthcare providers who were unable to secure affordable MPL

insurance in the traditional market.

In a Market Conduct Examination performed on behalf of the
Department, it was recognized that the JUA must direct resources and
attention to being prepared for the cyclical market. Id. Sooner or later the

market will begin to harden. Id.

2. The Market is Showing Signs of Hardening.

Industry factors and economic measures suggest that the market is
beginning to harden. The question in the industry is not if the next hard

market is going to occur, but when. Industry experts opine that the market

13
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may harden within the next few years. Susan Forray, Chad Karls, Industry's

Profitability Declines Slightly while Maintaining Overall Favorable Results,

Inside Medical Liability, Second Quarter 2017, at 50; see also Greg Chrin, MPL

Industry Financial Snapshot: Looking at 2016 and Beyond, Inside Medical

Liability, Nov. 2017, at 3, attached as Exhibit “C”.

Defense costs have risen, insurers are beginning to experience an
increase in frequency of severe claims, and some an increase in frequency of
claims, while insurers are writing policies at premium levels that many

perceive to be inadequate. Stephen Koca & Richard Lord. Has Fortune Turned

its Back on MPL Insurers?, Inside Medical Liability, Fourth Quarter 2017, at

57-59; Paul Greve & Alison Milford, Light or Heavy Headwinds? Medical

Professional Liability in 2017, Medical Liability Monitor, Oct. 2017, 42(10); at

1-5; Forray, supra, at 46.

The year 2016 brought an end to underwriting profits. Chrin, supra, at
1. Direct written premiums have been declining industry-wide every year
since 2006: in total by over $1.1 billion. Forray, supra, at 47. Much of that
loss was offset by releasing of reserves, which has recently slowed
significantly, or by investment income, which has also decreased. Id. The

release of reserves has masked deteriorating underwriting results. Id.

14
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The market has been in a downturn since about 2006, and that
downturn is expected to continue. The results are exemplified in application

of the financial health ratios:

1. Increase in loss ratios of MPL insurers: The loss ratio in 2016 was
higher than any year since 2005 at 70% and represents an increase of
17% points since 2008. Forray, supra at 48. See Graph 1 below.

Graph 1: From: Susan Forray, Chad Karls, Industry's Profitability
Declines Slightly while Maintaining Overall Favorable Results,
Inside Medical Liability, Second Quarter 2017, at 48.

2. Industry combined ratio rose above 100% for first time in a decade: The
MPL industry’s Combined Ratio was 101% for 2016, up from a low of
76% in 2008. Id. This is the first time since 2004 that the industry’s
Combined Ratio exceeded 100%. Id. See Graph 2 below.

15
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Graph 2: From: Eric Wunder & Brad Parker, 2016 Year-End Financial
Results for Medical Professional Liability Specialty Writers, Medical
Liability Monitor, Apr. 2017 (Vol. 42), at 7.

3. Increase in Premium-to-Surplus ratios: Insurers are writing less in net
premiums as a percentage of surplus. Chrin, supra, at 2.

The hardening of the market is only being slowed by the surplus of the
larger MPL insurers; however, at any time, a catastrophic event can trigger the

next hard market sooner. Chrin, supra, at 3; Joseph Harrington, Underwriting

Profits now Imperative for Medical Liability Insurers: PLUS Report, Insurance

Journal Apr. 3, 2017, https://www.insurancejournal.com/magazines/mag-

features/2017/04/03/446015.htm. Again, it is not if a hard market will

occur, but when.

When it does occur, the JUA must be financially-prepared and-ready to
perform its statutory obligations to provide MPL insurance to those

healthcare providers that the traditional market MPL insurers choose not to

16
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insure. The JUA must insure any healthcare provider that applies for
insurance through the JUA. (Sersha Dep. Tr., supra, at 96, lines 16-19). This
means all specialties and all risks. In a hard market, these healthcare
providers tend to be those practicing in the higher-risk specialties and those
practicing in specialties with other high-risk factors (e.g, emergency

medicine, obstetrics/gynecology, orthopedics, and general surgery).

While the JUA’s policy numbers are lower than they were in 2004, it is a
consequence of the soft market. The JUA’s greatest value and effect in
achieving its statutory-mandated purpose is accomplished during a hard
market. When the next hard market occurs, and it will occur, the need for JUA

insurance coverage rises and the JUA must be financially-ready.

B. The JUA Concluded in 2017 that its “Surplus” Funds are not at an
“Excessive” Level.

The Legislature concluded that the JUA has excess money beyond which
is needed to fulfill its statutory mandate. Act 44 §1.3(Fiscal Code, as amended,
Article 1I-D §201-D(1). Again, these findings are without sufficient
foundation, plus data and actuarial analyses by an independent actuary
concluded otherwise in May 2017 after performing an analysis at the

recommendation of the Department.

17
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On January 3, 2017, the Department recommended to the JUA that it
consider and determine the efficient level of surplus needed to operate the
JUA and to address how the JUA would divest itself of any excess funds should
surplus rise to an inefficient level. Trichtinger Decl. Exhibit B [Doc. 7-2]. The
Department directed the JUA to the Department’s Blues Surplus
Determination and associated Order from 2015 as a resource for the JUA as it

considered and determined an efficient amount of surplus. Id. at 2.

In that Determination, the Department used an analytical framework to
determine whether the Pennsylvania-based health insurers associated with
BlueCross BlueShield (“Blue Plans’) held excess surplus. See Determination of
the Insurance Department of the Commonwealth of Pennsylvania, In re:
Applications of Capital BlueCross, Highmark Inc., Hospital Service Association
of Northeastern Pennsylvania d/b/a Blue Cross of Northeastern Pennsylvania
and Independence Blue Cross for Approval of Reserves and Surplus, at p. 4,
n.5 (Feb. 9, 2005), (hereafter, “DOI Determination”), attached here as Exhibit
“D”.2  The JUA’s actuarial analysis considered the DOI Determination in its
analysis and suggested that the DOI Determination’s analysis was not

appropriate as-is for a similar analysis of the JUA’s surplus. Below is a

? Ultimately the Department of Insurance identified appropriate levels of surplus for the individual Blue
Plans- they had substantial surplus, but did not have inefficient surplus at the time of review.

18
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summary of the Department’s analysis and conclusion regarding the Blue
Plans’ surplus followed by a summary of the JUA’s actuarial analysis and

conclusion.

1. The 2005 Blue Plans Surplus Determination by the Department.

In 2005, the Department evaluated whether Blue Plans held “excess”, or
more appropriately “inefficient”, surplus. The Department used actuarial,
accounting, and legal analyses to determine an appropriate surplus range for

each of the Blue Plans. Id. at 8, I C(44).

The Department’s analysis recognized various factors for consideration
in its determination, along with use of a certain calculation, addressing a Risk
Based Capital (“RBC”) Ratio. Of relevance here, the Department considered
the Blue Plans’ status as non-profit entities and their inability to access capital
through issuance of equity securities; the tax-exempt status of the Blue Plans;
and short-term and long-term solvency requirements in context of the
relevant economies, competition and Pennsylvania legal requirements. Id. at

8, 17 C(45, 46, &49).

The DOI Determination noted that the most important purpose of
surplus funds is to reduce the probability, to an economically efficient level,

that claims contracted to be paid are not paid. Id. at p. 18. It explains that

19
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surplus acts as a backstop of capital to assure that unforeseen events do not
prevent the Blue Plans from meeting its obligations to its policy holders. Id.

at 10. Thus, risk identification is part of a surplus analysis.

The Determination also noted that the health insurers are particularly
vulnerable to certain risks due to the nature of the healthcare marketplace. 1d.
at 11. Additional risks noted included: market structure, health care
inflationary pressures; utilization, litigation, government programs, legislative
and regulatory mandates; and catastrophic risk, for example. Id. The
Department posited that a point exists where marginal reduction in risk must

be balanced against the benefits of using surplus in other ways. Id. at 15.

The Department stated that an efficient level of surplus occurs where
the entity does not face solvency issues from routine fluctuations in factors.
Id. at 34. At some point, the accumulation of surplus would become inefficient
and inconsistent with the Blue Plans’ status as statutory non-profit charitable
and benevolent institutions. Id. The Department concluded that surplus is
inefficient when the entity’s Health RBC ratio and consolidated risk factor
both exceed the sufficient range of surplus. Id. at 37. The sufficient /
inefficient threshold determined was: 950% for Capital Blue Cross and NEPA;

and 750% for IBC and Highmark. Id.

20
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The Department did not conclude that excess surplus belonged to the
state of Pennsylvania but rather required the Blue Plans to either justify its
surplus level or provide the Department with a plan addressing how it would
reduce surplus back to within a sufficient surplus range over a reasonable

period of time. Id. at 38.

2. Third-Party Actuarial Study of JUA Surplus

In response to the Departments’ recommendation, the JUA
commissioned an actuarial study to evaluate its surplus needs. An actuary
concluded that an organization like the JUA would need a much higher top end
surplus operating range than those determined for the Blue Plans, for the

following reasons:

1.) MPL insurance policies are written on occurrence and claims-made
bases; and the industry provides long-tailed coverage in comparison to
the Blue Plans which is a short-tailed industry;

2.) JUA must insure every provider that applies for insurance with it;

3.) the MPL insurance market has significant market swings and
underwriting volatility; and

4.) the primary insurance coverage layer may increase from $500,000 to
$750,000.

21
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Sersha 2/1/18 Dep. Tr. Exh. 11 [JUA 0010468-69]; see accord Plaintiff JUA
MSJ Ex. W. To exemplify the conclusion, the actuary presented scenarios that
looked at hardening of the market, transfer of $200,000,000 from the JUA, and
a combination of both. The analysis essentially revealed that due to the unique
nature of the MPL insurance market, the JUA needs to retain greater levels of

surplus to withstand fluctuations of the MPL insurance market.

With this information, the JUA reported to the Department, on May 1,
2017, that the JUA Board concluded the JUA’s surplus was not excessive, and
further, any divestiture of it could adversely affect its ability to meet its
obligations to policy-holders. Trichtinger Decl., supra, Exhibit C, at 1. See also
Plaintiff’'s Complaint at §{54-55. Despite this, the Legislature concluded that
the JUA has excessive surplus, and it has not submitted any information that it

had undertaken any analysis prior to enacting Act 44.

C. If JUA “Surplus” Funds are at an “Excessive” Level, Then the
Surplus Funds Should Go Towards Measures Consistent with The
JUA’s Tax-Exempt Purpose

As above, the Legislature concluded that the JUA has excess money
beyond which is needed to fulfill its statutory mandate; it further concluded
that such excess JUA funds belong to the State. Act 44 § 1.3(Fiscal Code, as

amended, Article II-D §201-D(1), (3).  Again, these findings are without
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sufficient foundation. Without conceding that the JUA funds are excessive,
the following addresses the issue of appropriate disposition of JUA excess

funds, should the Court reach this issue.

The parties agree that the “surplus” funds are comprised of JUA policy-
holder premiums and investment income therefrom. See id. at Article II-D
§201-D (2). In any event, Defendant asserts that such funds do not belong to
the JUA or its policy-holders but rather to the State. Id. at Article II-D §201-
D(2). Further, the Legislature provided that the $200,000,000 from the JUA
would be deposited in the State’s General Fund and it would be available to
the Department of Human Services for medical assistance payments for

capitation plans. Id. at §204-D.

The Legislature’s directed use of JUA funds presumably is derived from
the Department’s treatment of the Blue Plans’ surplus. In the DOI
Determination, the Department concluded that the Blue Plans, as non-profit
entities, should better define their charitable/community activities. = DOI
Determination, at 5 (] 32). For the Blue Plans, this issue was addressed by
agreement between them and the Department. See Agreement on Community

Health Reinvestment (Feb. 2, 2005), attached as Exhibit “E”.
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Pursuant to that Agreement, each Blue Plan was to commit to using
funds for community health reinvestment, annually. Id. at Section 1. The
Agreement identified “permitted Community Health Reinvestment
Endeavors”: (1) health insurance coverage programs for low income and/or
uninsured persons; (2) other programs or means of subsidizing or providing
healthcare coverage and/or services to persons unable to pay for them; and
(3)other community healthcare-related uses, as approved by the Department

of Insurance. Id. at Section 2(e)(i)-(iii).

During its evaluation of the Blue Plans, the Department received public
comments about disposition of the Blue Plans’ surplus. Suggestions included:
keeping the funds in surplus to allow the Blue Plans to remain solvent in a
fluctuating health care market; reducing premium rates; and fulfilling their
charitable and benevolent responsibilities such as providing more benefits for
the uninsured. DOI Determination at 6 (Y 33-35). The Department
recognized the need for a certain level of surplus to address factors such as a
fluctuating market. Id. at 10-11. It rejected the use of excess funds to reduce
premium rates on a “rollback” basis, given procedural difficulties associated
with such a measure. Id. at 17-18. It did however conclude that in some

circumstances it would be appropriate to charge premium rates on a go-
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forward basis that do not include a premium “load”, where surplus is

sufficient. Id.at 18.

The Department also concluded that because of the tax-exempt status of
the Blue Plans, their use of surplus should be connected to its purpose of a
tax-exempt entity. Thus, their agreement provided for subsidizing of health
insurance for low income and/or uninsured persons, because it is an activity
tied to the Blue Plans’ charitable purpose of providing financial assistance to

Pennsylvanian’s unable to pay for health insurance.

The tax-exempt purpose of the JUA differs and therefore the treatment
of any of its surplus should not be the same as the disposition of the Blue
Plans’ surplus. The JUA is a tax-exempt 501(c)(6) organization, for the
purpose of improving medical professional liability insurance business
conditions by assuring that all healthcare providers, regardless of their level
of risk, are afforded access to medical professional liability insurance. See

Plaintiff’'s Complaint at 19.

Accordingly, if a decision must be made about what to do with excess
JUA funds, it should not be to give the money to the State; nor to pay for health
insurance, but rather, following the Department’s analysis, any excess JUA
funds should go towards benefiting the JUA's non-profit purpose. Here, thatis
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supporting and furthering the business of providing MPL insurance to

Pennsylvania healthcare providers at an affordable rate.

While the Medical Society does not propose to determine what such
activities should be; examples for purposes of this analysis include:
supporting Pennsylvania healthcare provider continuing medical education
programs; educating the healthcare community about the JUA and its
purpose; or supporting MPL risk mitigation programs and strategies.
Accordingly, any use of surplus funds of the JUA should be used for purposes

linked to its charitable/tax-exempt purpose.

V.  CONCLUSION

There remains a valid need for the insurance coverage offered by the
JUA given the cyclical nature of the MPL insurance market. The JUA plays a
vital role in filling a gap that permits quality healthcare providers to obtain
MPL insurance and continue to practice in the state. Accordingly, the JUA
must be financially-prepared for the next hard market, which requires it to
accumulate surplus, perhaps greater than that which a traditional market
insurer would accumulate and certainly different than that required for a

Pennsylvania health insurer.
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Relying on actuarial analysis, the JUA Board in 2017 concluded that
divestiture of its surplus could adversely affect the ability of the JUA to fulfill
its obligations to provide accessible and affordable MPL insurance coverage to
those Pennsylvania healthcare providers who, for whatever reason, cannot
obtain such insurance at reasonable rates in the standard market. However,
should it ever be determined that the JUA is holding “excessive” surplus, the
excessive surplus should not go to the State, just as excess surplus of the Blue
Plans did not go to the State. Any “excessive” surplus should be put to use to
further the JUA’s tax-exempt purpose of improving medical professional
liability insurance business conditions by assuring that all healthcare
providers, regardless of their level of risk, are afforded access to medical

professional liability insurance.

Respectfully Submitted,

GORDON & REES

Date: February 14,2018 BY:___/s/ Maggie M. Finkelstein, Esquire
Maggie M. Finkelstein, Esquire
Attorney I.D. No. 86305
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Harrisburg, PA 17101
Tele: 717-589-4600
Attorney for The Pennsylvania Medical
Society

27



Case 1:17-cv-02041-CCC Document 68 Filed 02/14/18 Page 29 of 30

CERTIFICATE OF WORD COUNT
I, Maggie Finkelstein, Esquire, hereby certify that the foregoing Amicus

Brief contains 4,876 words.

Dated: February 14, 2018 /s/ Maggie M. Finkelstein, Esquire
Maggie Finkelstein, Esquire




Case 1:17-cv-02041-CCC Document 68 Filed 02/14/18 Page 30 of 30

CERTIFICATE OF SERVICE

AND NOW, 14th day of February, 2018, I, Maggie M. Finkelstein, Esquire,
hereby certify that I did serve a true and correct copy of the foregoing via the
Middle District Electronic Filing System:

Kevin J. McKeon
kjmckeon@hmslegal.com

Dennis A. Whitaker
dawhitaker@hmslegal.com

Hawke, McKeon, Sniscak & Kennard
100 North 10t Street

Harrisburg, PA 17101

Counsel for Plaintiff

Nicole J. Boland
nboland@attorneygeneral.gov
Office of Attorney General

Civil Litigation Section

Strawberry Square

15t Floor

Harrisburg, PA 17120

Counsel for Defendant Governor Wolf

Jonathan F. Bloom

jbloom@stradley.com

Stradley, Ronon, Stevens & Young, LLP

2600 One Commerce Square

Philadelphia, PA 19103

Counsel for Intervenor Defendant, The General Assembly of the Commonwealth
of Pennsylvania

/s/ Maggie M. Finkelstein
Maggie M. Finkelstein

1138678/36360101v.1



Case 1:17-cv-02041-CCC Document 68-1 Filed 02/14/18 Page 1 of 6

IN THE COMMONWEALTH COURT OF PENNSYLVANIA

Jessica K. Altman

Acting Insurance Commissioner ,
of the Commonwealth of
Pennsylvania,

Plaintiff
V.
Healthcare Providers Insurance

Exchange, :
Defendant : No. 1HPI2017

MEMORANDUM and LIQUIDATION ORDER

AND NOW, this 12th day of January, 2018, upon consideration of the
“Petition for Review in the Nature of a Complaint for Order of Liquidation” (Petition
for Liquidation) filed by Jessica K Altman, Acting Insurance Commissioner of the
Commonwealth of Pennsylvania, for the liquidation of Healthcare Providers
Insurance Exchange (HPIX) pursuant to Article V of The Insurance Department Act
of 1921 (Act),' on the grounds of HPIX’s consent to liquidation and its insolvency,
it is hereby ORDERED that:

1. The Petition for Liquidation is GRANTED, and HPIX is ordered
to be liquidated pursuant to Article V of the Act (Article V).

2. Acting Insurance Commissioner, Jessica K. Altman, and her

successor in office, if any, is hereby appointed Statutory Liquidator of HPIX and

P Act of May 17,1921, P.L. 789, as amended. Article V was added by the Act of December
14,1977, P.L. 280, as amended, 40 P.S. §§ 221.1 —221.63.
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directed to take possession of HPIX’s property, business and affairs in accordance
with Article V and to administer them pursuant to the orders of this Court.
3. The Liquidator is hereby vested with all the powers, rights and

duties authorized under Article V and other applicable statutes and regulations.

ASSETS OF THE ESTATE

4. The Liquidator is vested with title to all property, assets, contracts
and rights of action (assets) of HPIX of whatever nature and wherever located, as of
the date of filing the Petition for Liquidation. All assets of HPIX are hereby found
to be in custodia legis of this Court, and this Court asserts jurisdiction as follows:
(a) in rem jurisdiction over all assets wherever they may be located and regardless
of whether they are held in the name of HPIX or in any other name; (b) exclusive
jurisdiction over all determinations as to whether assets belong to HPIX or to another
party; (c) exclusive jurisdiction over all determinations of the validity and amounts
of claims against HPIX; and (d) exclusive jurisdiction over the determination of the
priority of all claims against HPIX.

5. To protect the assets of the HPIX Estate and facilitate this
liquidation, the Liquidator is directed to:

a) Inform all banks, investment bankers, companies, other entities or

other persons having in their possession the property of HPIX, that they

must deliver these assets im”r'rdlédia‘tely to the Liquidator, and not
disburse, convey, trahsfer, pledge, assign, hypothecate, encumber or in
any manner dispose of the same without the prior written consent of the

Liquidator.
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b) Inform all attorneys employed by or retained by HPIX or performing
legal services for HPIX as of the date of this Order that, within 30 days
of notification, they must report to the Liquidator the name, company,
claim number (if applicable) and status of each matter they are handling
on behalf of HPIX; the full caption, docket number and name and
address of opposing counsel in each case; an accounting of any funds
received from or on behalf of HPIX for any purpose and in any
capacity; and, further, that the Liquidator need not make payment for
any unsolicited report.
¢) Inform any entity that has custody or control of any data processing
equipment and records, including all types of electronically stored
information, belonging to HPIX, to transfer custody and control of this
equipment and information to the Liquidator, upon her request.
d) Inform any entity furnishing claims processing or data processing
services to HPIX to maintain such services and transfer any such
accounts to the Liquidator, upon her request.
6. HPIX’s directors, officers and employees shall: (a) surrender
peaceably to the Liquidator the premises where HPIX conducts its business; (b)
deliver all keys or access codes thereto and to any safe deposit boxes; (c) advise the
Liquidator of the combinations and access codes of any safe or safekeeping devices
of HPIX or any password or authorization code or access code required for access
to data processing equipment and to access the files and data stored or saved thereon;
(d) identify and deliver to the Liquidator all the assets, books, records, files, credit

cards, and other property of HPIX in their possession or control, wherever located;
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(e) cease transacting business on behalf of HPIX; and (f) advise and cooperate with

the Liquidator in winding up the affairs of HPIX.

NOTICE OF LIQUIDATION

7. In addition to thé notice requirements of Section 524 of Article V,
40 P.S. § 221.24, regarding the expediency and manner of the Liquidator’s notice,
as well as the requirement that claimants be notified that they are required to file
their claims with the Liquidator along with proper proofs thereof as mandated by
Section 538 of Article V, 40 P.S. § 221.38, and keep the Liquidator informed of any
change in address, the Liquidator shall publish notice in newspapers of general
circulation where HPIX has its principal places of business that: (a) explains the
procedure by which claims against the estate of HPIX may be submitted to the
Liquidator; (b) provides the address of the Liquidator’s office for the submission of
claims; and (c) notifies the public of the right to present a claim, or claims, to the
Liquidator. The Liquidator’s notice shall not establish a deadline for the filing of
proofs of claim.

8. Within thirty (30) days of giving notice of the Order of
Liquidation, as set forth in Section 524 of Article V, 40 P.S. § 221.24, and of the
procedures for filing claims against the Estate of HPIX, the Liquidator shall file a
report with the Court demonstrating, in reasonable detail, the date and manner notice

was given.
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DISTRIBUTION OF ESTATE ASSETS

9. Any and all distribution of assets pursuant to Sections 544 and 546
of Article V, 40 P.S. §§ 221.44, 221.46, including those in payment for costs and
expenses of Estate administration, shall be made under the direction and approval of

the Court.

e A

P. Kévin Brobson, Judge

Certified from the Record
DEC 2 8 2017
5 And Order Exit
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Mational Association of Imsurance Commissioners

COUNTRYWIDE SUMMARY
OF MEDICAL PROFESIONAL LIABILITY INSURANCE

2002 - 2016

DIRECT DCC LOSS &
NUMBER OF DIRECT PREMIUM DIRECT PREMIUM  DIRECT LOSSES EXPENSE DCC

YEAR STATE INSURERS WRITTEN EARNED INCURRED INCURRED RATIO
2002 PA 96 499,019,236 457,056,582 510,822,752 142,514,639 142.94
2003 PA 118 594,797,448 563,602,422 551,724,420 157,334,476 125.81
2004 PA 114 757,252,819 716,059,403 507,617,142 162,659,809 93.61
2005 PA 114 738,331,321 709,352,877 438,579,817 116,394,054 78.24
2006 PA 114 768,371,115 742,412,952 364,830,652 151,046,397 69.49
2007 PA 117 734,624,041 709,802,215 376,955,816 102,916,712 67.61
2008 PA 121 741,133,188 722,210,743 308,922,755 130,067,183 60.78
2009 PA 125 741,495,683 721,187,234 342,079,338 146,170,071 67.70
2010 PA 128 726,053,577 706,504,002 315,026,343 140,914,239 64.53
2011 PA 133 707,463,046 704,898,018 360,733,402 124,230,569 68.80
2012 PA 140 705,849,379 696,539,552 287,992,578 136,351,316 60.92
2013 PA 141 693,933,213 695,893,209 353,736,301 163,279,581 74.30
2014 PA 142 654,086,726 628,844,504 308,764,067 119,194,657 68.05
2015 PA 150 655,077,332 664,782,473 303,549,930 140,311,887 66.77
2016 PA 147 684,053,209 666,807,153 378,865,440 218,525,885 89.59
PA Average 127 693,436,089 673,730,223 380,680,050 143,460,765 79.94

2002 PR 14 55,577,839 56,528,762 43,725,454 19,218,781 111.35
2003 PR 13 57,349,710 57,134,862 60,015,346 18,221,446 136.93
2004 PR 13 55,313,894 57,948,816 28,842,947 10,749,336 68.32
2005 PR 10 52,434,282 51,177,026 24,908,097 10,880,895 69.93
2006 PR 13 60,704,083 55,294,613 3,094,527 9,362,737 22.53
2007 PR 18 62,981,659 62,014,796 34,470,100 15,790,488 81.05
2008 PR 17 62,568,101 61,778,417 -3,969,195 14,831,243 17.58
2009 PR 16 72,675,450 64,107,237 10,468,463 8,903,037 30.22
2010 PR 16 67,890,409 66,758,849 28,904,489 11,459,342 60.46
2011 PR 15 70,690,532 69,493,418 25,338,313 12,181,549 53.99
2012 PR 16 69,427,899 69,815,833 34,630,485 13,552,063 69.01
2013 PR 15 69,337,498 70,550,813 38,315,903 13,189,827 73.01
2014 PR 14 68,651,296 68,272,203 26,397,438 11,721,569 55.83
2015 PR 17 66,843,739 68,165,226 23,782,249 14,780,424 56.57
2016 PR 19 68,267,022 66,294,864 21,564,098 18,862,218 60.98
PR Average 15 64,047,561 63,022,382 26,699,248 13,580,330 64.52

2002 RI 51 33,096,266 30,956,561 26,770,899 7,543,821 110.85
2003 RI 49 35,125,921 36,654,624 40,101,786 7,431,575 129.68
2004 RI 47 38,849,730 34,764,462 16,138,807 10,784,628 77.45
2005 RI 41 38,466,822 34,516,852 15,530,214 11,200,078 77.44
2006 RI 38 39,567,713 46,868,864 27,135,169 1,391,833 60.87
2007 RI 42 47,543,469 47,397,829 18,778,562 15,380,232 72.07
2008 RI 44 44,920,164 45,238,353 32,338,370 7,717,803 88.54
2009 RI 49 45,764,559 44,567,325 15,948,378 4,239,265 45.30
2010 RI 50 47,082,730 44,328,564 31,700,614 6,802,101 86.86
2011 RI 51 38,559,054 43,000,402 19,597,013 6,775,661 61.33
2012 RI 55 42,721,218 40,409,648 42,257,266 9,886,719 129.04
2013 RI 55 43,397,760 42,670,526 26,477,854 7,137,131 78.78
2014 RI 59 38,622,814 40,539,835 16,325,452 9,431,497 63.53
2015 RI 69 31,129,493 34,357,407 37,912,434 4,361,947 123.04
2016 RI 67 29,171,748 28,022,638 33,259,851 8,525,879 149.11
RI Average 51 39,601,297 39,619,593 26,684,845 7,907,345 90.26

© 2017 National Association of Insurance Commissioners
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MPL Industry Financial
Snapshot: Looking

and Beyond

at 2016

By Greg Chrin, FCAS, MAAA, Senior Manager, Deloitte Consulting LLP

The medical professional liability (MPL) industry has a long
history of ups and downs. The last cycle, which began in the
early months of 2004, has provided 13 straight years of posi-
tive returns on surplus for MPL insurers. However, as the old
adage states, “All good things must come to an end.” While
the industry continues its profitable ways, the flow of those
returns has slowed considerably. The returns of 10% to 20%
seen between 2006 and 2012 have been replaced by returns
in the low single digits. (Figure 1)

The lower returns are driven by a number of factors, including
an increasingly competitive underwriting environment, a shift
toward self-insurance by some of the most profitable risks,
lower investment returns, and a reduction in the favorable
reserve releases coming from older years.

Figure 1. MPL Industry Return on Surplus
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MPL insurers reported a calendar year net loss ratio of 74%
for 2016. During the profitable years of 2006 through 2012,
the comparable loss ratio was 7 percentage points (pp) lower,
at 67%, as shown in Figure 2. Conversely, the accident year
net loss ratio of 91% for 2016 is on par with the 90% posted
for 2006 through 2012. Therefore, the increase in the calen-
dar year loss ratio is primarily a consequence of a decrease in
the benefit derived from prior-year reserve releases. The ben-
efit from prior reserve releases for 2016 is only 17 pp com-
pared with 23 pp for 2006 through 2012. It is expected that
the benefit will continue to decrease as newer accident year

loss ratios increase and risk margins included in the initial acci-
dent year ultimate loss ratio selections decrease.

While we don’t expect the benefits to turn into penalties, as
happened in 2002 through 2004, within the next few years,

Figure 2. MPL Industry Calendar Year and Accident Year Loss Ratio
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softening in MPL pricing and volatility in the marketplace due
to healthcare legislation could impact the overall trend going
forward if it is not properly monitored and addressed in rate

filings and underwriting decisions.

As underwriting results have fallen off, so too have the invest-
ment returns achieved by MPL insurers. For the years 1996
through 2009, insurers could count on double-digit investment
returns to supplement their underwriting results. Since 2009,
much like many other lines of insurance, investment returns
for MPL have continued to regress, now hovering around 5% of
surplus.

Inside Medical Liability

Online November 2017
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Figure 3. MPL Investment Returns on Surplus
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Compounding the impact of reductions in overall investment
returns, insurers are writing less in net premiums as a per-
centage of surplus, as shown by the line in Figure 3. Various
strategies have been employed by insurers to redeploy the
capital, including mergers and acquisitions, new products, and
trying to attract new customers. However, it has proved diffi-
cult for many insurers to redeploy the surplus they accumu-
lated during the period 2006 to 2012.

The MPL industry appears to be close to a transition from a
soft market into a hard market, but there is little doubt that
the transition has been the slowest in recent history. The in-
dustry has experienced some pockets of pain (e.g., over-
turned caps, large awards, competitive pressures, etc.), but
there hasn’t been a catastrophic industry event like the MPL
crisis of the early 2000s that drove combined ratios north of
130%. As a result, the current pain may not be enough to
push the industry to harden in the next three years.

Premiums

Over the past decade, direct written premiums have been
slowly declining, at a rate of about 1% per year. This period of
slow and steady decline follows the period of sharp increases
related to the MPL crisis of the early 2000s, when premium
levels increased from $3.2 billion in 2000 to $8.4 billion by
2006. The decline in premiums since 2006 has been related to
patient safety efforts that have culminated in a lower fre-
quency of claims, as well as exposures, which has meant that
the market linked with hospitals and physicians has retained
more of the risks.

During the late 1990s, MPL insurers retained approximately
90% of the direct business written, as shown in Figure 4. Dur-
ing the MPL crisis, MPL insurers looked to spread risk through
reinsurance; ultimately reaching a 71% net-to-direct ratio by
2005. Since 2006, the industry has settled on a new normal
retention level of approximately 80%. Reinsurers have been
willing to share in the current profitability of the business, but
are very cautious about the increasing severity of claims and
the occurrence of batch claim events.

Figure 4. Premium Growth in the MPL Industry
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Loss ratios

The tightening of the bands since 2005 shows the reduction in
benefits experienced from prior-year reserve reductions. As
shown in Figure 5, the cumulative benefit from reserve releas-
es has been decreasing since 2005. Each band represents a
year of development. The tightening of the bands since 2005
shows the reduction in benefits experienced from prior-year
reserve reductions.

Figure 5. Cumulative Reserve Development, by Year
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Prior to the MPL crisis of the early 2000s, the downward trend
in development in the first three development years was ro-
bust. It wasn’t until the fourth development year that reserve
releases quickly dried up and reverted into reserve increases.
That shift was very dramatic, compared with the current slow-
ing of reserve releases. There does not appear to be much
concern about a new MPL crisis; rather, the data have shown
a more tempered narrowing of calendar and accident year
results.

\ —

2015
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While the reserve reductions have been decreasing, the initial
ultimate loss ratio selections (Figure 6, blue line) have been
fairly steady since 2006. The current ultimate loss ratio selec-
tions (Figure 6, green line) have been increasing annually by
about 4% since 2006. Based on historical reserve develop-
ments, we can expect that the current ultimate loss ratio se-
lections will flatten out a little and exhibit a slightly less signifi-
cant trend, but the trend on accident years is nonetheless
expected to increase in future years.

Figure 6. Development of Ultimate Loss and LAE Ratios

Development of Ultimate Loss & LAE Ratios
140.0%
130.0%
120.0%
110.0%
100.0%
90.0%

80.0%

Ultimate Loss & LAE Ratio

70.0%

60.0%

o
RS
»

=)
&

N P OO D D PSS LD

S S S N N N

F PSS E S S
= Initial Ultimate === Current Ultimate

Source: SNL Financial.

Surplus

In 2016, the surplus for MPL insurers grew by a modest 2%.
This is a significant slowdown from the double-digit annual
growth experienced between 2006 and 2013, but slightly
better than was posted 2015, as shown in Figure 7.

Figure 7. MPL Industry Surplus
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Conclusion

For several years, the MPL industry has lingered in the softer
side of the underwriting cycle. Recent years show that the
industry appears to be experiencing some pain and may indi-
cate the beginning of some hardening, going forward. Howev-
er, hardening typically happens after a catastrophic industry
event. The current pain has been gradual, and it may not be
sufficient to push the industry to a hard market in the next
three years.

In the meantime, insurers are currently weathering the storm
via mergers and acquisitions, combined with innovation in
products and operations. The good times may be coming to

an end, but future success will depend on insurers’ capacity to
adapt to the shifting market. Leon Megginson may have said it
best: “It is not the strongest or the most intelligent who will
survive, but those who can best manage change.”

'Decrease in the 2014 net to direct ratio in Figure 4 is heavily impacted by Medical Pro-
tective’s loss portfolio agreement with related parties.

Background

Our analysis included 192 MPL insurers that wrote a com-
bined $7.2 billion of direct written premiums in 2016. We
focused on insurers whose direct written premium was
more than 75% related to medical professional liability. By
restricting the study to primary MPL insurers, we are able
to review returns on surplus and investment income rele-
vant to MPL insurance without major interference from the
impact of other lines of insurance.

Our review period includes data from the past 20 years
(1996-2016) as reported by MPL insurers in their annual
statutory financial statements and captured by SNL Finan-
cial. We have reviewed direct and net written premiums,
calendar and accident year net loss & LAE ratios, other un-
derwriting expenses incurred, net investment income
earned and surplus as regards to policyholders. Throughout
this article, the term “loss ratio” includes both loss and loss
adjustment expense as reported within the statutory finan-
cials.

For related information, see www2.deloitte.com.

Greg Chrin, FCAS, MAAA, is Senior Manager, Deloitte Consulting LLP.
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BEFORE THE INSURANCE DEPARTMENT OF THE
COMMONWEALTH OF PENNSYLVANIA

In Re: : Pursuant to the Health Plan Corporations

:  Act, Act of November 15, 1972, P.L. 1063,
Applications of Capital BlueCross, : No. 271, as amended, 40 Pa. C.S.A. §§6101
Highmark Inc., Hospital Service Association : ef seq., 6301 et seq.

of Northeastern Pennsylvania d/b/a Blue
Cross of Northeastern Pennsylvania and
Independence Blue Cross for Approval of

Reserves and Surplus
Misc. Docket No. MS05-02-006

DETERMINATION
AND NOW, on this 9th day of February, 2005, pursuant to the Health Plan Corporations
Act, and after consideration of the documents, studies and public comments received, M. Diane
Koken, Insurance Commissioner of the Commonwealth of Pennsylvania, hereby makes the
following Determination concerning the applications of Capital BlueCross (“CBC”), Highmark
Inc. (“Highmark”), Hospital Service Association of Northeastern Pennsylvania d/b/a Blue Cross
of Northeastern Pennsylvania (“NEPA”) and Independence Blue Cross (“IBC”) (collectively the

“Blue Plans”) for approval of their reserves and surplus:

FINDINGS OF FACT

A. Identity of Applicants

1. The Blue Plans are, at the parent level, not-for-profit corporations engaged in the
business of maintaining and operating non-profit hospital plans and professional health
services plans. 40 Pa. C.S.A. §§6101-6127, 6301-6335. In 1938, these types of legal
entities were established as “charitable and benevolent institutions” exempt from taxation
by the Commonwealth and its political subdivisions, 40 Pa. C.S. §6103(b), §6307(b), and
are commonly recognized as “insurers of last resort.”

2. The four Pennsylvania Blue Plans differ dramatically in terms of size and level of
diversification.
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3. CBC is a Pennsylvania domiciled non-profit hospital plan incorporated in 1938 and
headquartered in Harrisburg, Pennsylvania, with five wholly owned for-profit insurance
subsidiaries: ~Capital Advantage Insurance Company (CAIC), Keystone Health Plan
Central, Avalon Health, Ltd., Capital Administrative Services, Inc., and Consolidated
Benefits, Inc. CBC Application Materials at CBC 00107.

4. CBC is an independent licensee of the Blue Cross Blue Shield Association and operates
under the Blue Cross service mark to offer hospital care coverage in central Pennsylvania
and the Lehigh Valley. In addition, it offers physician services under the Blue Cross (not
Blue Shield) service mark, through CAIC.,

5. CBC and its subsidiaries claim they have nearly 1,000,000 members in the central portion
of the state.! Pennsylvania direct written health premiums in 2003 totaled
$1,762,752,061. This is one of several possible measures of CBC’s business risk. This
amount does not include amounts collected solely for administrative services provided.

6. Highmark is a Pennsylvania domiciled non-profit health plan corporation, and was
created by the consolidation of Medical Service Association of Pennsylvania, Inc. and
Veritus, Inc. in 1996 and is headquartered in Pittsburgh, Pennsylvania. The predecessor
companies were created in the 1930’s,

7. Highmark operates under all sections of the Health Plan Corporations Act, encompassing
both hospital plans and professional health service plans.

8. Highmark operates Highmark Blue Cross Blue Shield and Highmark Blue Shield, and
has a number of wholly owned or controlled insurance subsidiaries, including: Keystone
Health Plan West, Inc. (“KHPW?”); HealthGuard of Lancaster, Inc. (“HealthGuard”);
United Concordia Companies, Inc.; HVHC Inc. (and its subsidiaries Davis Vision, Inc.
and Davis Vision of Michigan, Inc.); Highmark Life & Casualty Group, Inc.; Alliance
Ventures, Inc.; HCI Inc.; Industrial Medical Consultants, Inc.; Highmark Casualty Ins.
Co.; Highmark Life Ins. Co.; Highmark Life Ins. Co. of New York; Highmark West
Virginia Inc., d/b/a Mountain State Blue Cross Blue Shield, Inc.

9. Highmark has a number of partially owned or controlled subsidiaries, including:
Gateway Health Plan, LP; Inter-County Health Plan, Inc.; Inter-County Hospitalization
Plan, Inc.; and Medmark Inc. Highmark Financial Statement as of March 31, 2004, at
Schedule Y; Financial Statement as of June 30, 2004, at Schedule BA, Notes to Financial
Statements; Highmark Application Materials at 00401-00405.

10.  KHPW and HealthGuard provide managed care health insurance coverage; the remaining
subsidiaries provide other insurance coverages and serve as investment vehicles for
Highmark. Highmark Application at 00620-21.

! See, e.g., https://'www.capbluecross.com/Press+Room/.
2
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11.  Highmark is an independent licensee of the Blue Cross Blue Shield Association and
operates under the Blue Cross or Blue Shield service marks to offer hospital care
coverage and professional health services throughout western and central Pennsylvania.
In addition, Highmark partners with NEPA and IBC to offer professional health services
in their service areas in northeastern and southeastern Pennsylvania.

12. Highmark and its subsidiaries claim to have 3,800,000 members in the western and
central regions of the state. Pennsylvania direct written health premiums in 2003 totaled
$6,605,972,813. Direct written premiums for all business in 2003 totaled
$7,718,743,276. This is one of several possible measures of Highmark’s business risk.
These figures do not include amounts collected solely for administrative services it
provides.

13. IBC is a Pennsylvania domiciled non-profit hospital plan corporation incorporated in
1938 and headquartered in Philadelphia, Pennsylvania.

14, IBC has a number of wholly and partially owned or controlled insurance subsidiaries,
including: Keystone Health Plan East, Inc.; QCC Insurance Company; AmeriHealth
HMO, Inc.; Inter-County Hospitalization Plan, Inc.; Inter-County Health Plan, Inc.; Vista
Health Plan, Inc.; AmeriHealth Casualty Ins. Co.; AmeriHealth Ins. Co. of NIJ;
Healthcare Delaware, Inc.; Independence Insurance, Inc.; La Cruz Azul de Puerto Rico.
Financial Statement as of June 30, 2004, Schedule Y; Financial Statement as of
December 31, 2003, Notes.

15. IBC is an independent licensee of the Blue Cross Blue Shield Association and operates
under the Blue Cross service mark to offer hospital care coverage in the 5-county
southeastern region of Pennsylvania. In addition, it partners with Highmark Blue Shield
to provide professional health services coverage.

16.  IBC and its subsidiaries claim to have 3,500,000 members nationwide, and principally
operate in the southeastern region of the state.’ Pennsylvania direct written health
premiums in 2003 totaled $7,119,546,589. The direct written premiums for all business
totaled $7,972,861,893. This is one of several possible measures of IBC’s business risk.
These amounts do not include amounts collected solely for administrative services
provided.

17. . NEPA is a Pennsylvania domiciled non-profit hospital plan corporation incorporated in
1938 and headquartered in Wilkes-Barre, Pennsylvania.

2 See, e.g., https://www.highmark.com/hmk2/about/newsroom/pr020105.shtml. See also
https://www.highmark.com/hmk2/about/newsroom/pr012605.shtml.

3 See, e.g., http://www.ibx.com/news_events/press_releases/2005/2005 01 31.htmi.
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NEPA owns HMO of Northeastern Pennsylvania, Inc., d/b/a First Priority Health. First
Priority Health is a non-profit stock corporation licensed by the Commonwealth to
operate a health maintenance organization since October 31, 1986. NEPA also owns
First Priority Life Insurance Company, Inc., a domestic stock life insurance company
organized pursuant to the laws of the Commonwealth. Other wholly or partially owned
subsidiaries in the NEPA holding company system include Universal Managed Care,
Inc., Erin Group Administrators, Inc., and Eastern Physicians Group, PC. 2003 Annual
Report at 6.

NEPA is an independent licensee of the Blue Cross Blue Shield Association and operates
under the Blue Cross service mark to offer hospital care coverage in a 13-county region
of northeastern Pennsylvania. In addition, it partners with Highmark Blue Shield to
provide professional health services coverage.

NEPA and its subsidiaries claim to have 600,000 members, principally in the
northeastern region of the state.* Pennsylvania direct written health premiums in 2003
totaled $597,691,466. This is one of several possible measures of NEPA’s business risk.
It does not include amounts collected solely for administrative services provided.

Highmark, CBC, IBC and NEPA are members of the national Blue Cross Blue Shield
Association (“BCBSA”). The BCBSA establishes the territories in which its members
may operate and standards for financial solvency and strength of its members.

Background

The Department held a public informational hearing on September 4, 2002 to gather
information about the reserve and surplus® levels of the Pennsylvania Blue Plans, to hear
from interested parties, and to facilitate deliberation of this issue. Information received at
the hearing is available on the Department’s website, www.insurance.state.pa.us.

Following that informational hearing, the Department issued additional data calls.

As a result of analyzing information received at and after that hearing, the Department
concluded that the Blue Plans collectively held substantial reserve and surplus amounts,
and that there was likely a level at which accumulating additional surplus by the Plans
would be inefficient.

4 See, e.g., http://www.bcnepa.com/news releases/cardio risk.htm.

> A discussion of the distinction between "reserves" and "surplus" is in section A.1. below.
Throughout this report, "reserves" means monies set aside to pay for incurred but unpaid claims;
"surplus" means the capital that remains after all liabilities have been deducted from a
company’s assets.
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25.  Pursuant to its express authority under the Health Plan Corporations Act ("HPCA")®, on
January 5, 2004, the Department advised the Blue Plans of its intention to initiate an
application process for approval of their reserves and surplus.

26.  In addition to allowing for the application itself, the statute permits the Department to
seek additional materials to assist it in its analysis of the efficient reserve and surplus
levels of the Plans. 40 Pa. C.S.A. §§6102(e); 6124(a),(b); 6329(a), (b).

27. A notice advising the public of this Application Process, and inviting public comment
thereon, was issued in the January 17, 2004 Pennsylvania Bulletin. 34 Pa. B. 458.

28.  On April 15, 2004, the Blue Plans each submitted their respective applications.

29. On August 6, 2004, the Department issued a second Notice, Notice 2004-07, at 34 Pa.B.
4340, advising the public of the availability of the applications and additional
documentation for public comment. These materials are available electronically on the
Department's website, www.insurance.state.pa.us, as well as in hard copy in its public
room in Harrisburg, and in its regional offices in Philadelphia and Pittsburgh.’

30. A thirty-day public comment period ran from August 16, 2004 through September 14,
2004, and was extended to September 24, 2004 in response to numerous requests by
legislators, various consumer advocates and other interested persons.

31.  The Department received 329 public comments, all of which were also provided to the
four Blue Plans. A list of the comments received is available on the Department's
website.

32.  The majority of the public comments opposed the current surplus levels, claimed them to
be excessive, and questioned the uses of surplus by the Blue Plans. These comments
advocated a variety of uses for surplus.

640 Pa. CS.A. §§6101-6127, 6301-6335.

7 The public availability of the applications was delayed due to litigation commenced in the
Commonwealth Court by CBC and NEPA challenging the subject application process on various
grounds. Highmark also filed a separate action. The matters are captioned, Highmark Inc. v.
Pennsylvania Insurance Department and M. Diane Koken, Commissioner, Cmwlith. Ct. Docket
No. 47 MD 2004; Capital BlueCross, et al. v. M. Diane Koken., Commissioner, and Pennsylvania
Insurance Department, Cmwlth. Ct. Docket No. 172 MD 2004. CBC and NEPA sought
injunctive relief, claiming that their applications and related materials were proprietary and
confidential. The Department contested these actions. The Court denied CBC’s and NEPA's
attempts to secure a preliminary injunction and further ruled that the materials submitted by the
Blue Plans, with the exception of certain proprietary materials, should be made available for
public comment. All of the legal actions remain pending at the time of this Determination.

5
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33. Four comments suggested that the surplus levels should be maintained to allow the Blue
Plans to remain solvent through the vicissitudes of the health care market.®

34.  Approximately 20% of the commenters, including legislators and trade groups, called for
reduced premium rates, generally taking issue with increasing health care costs.’

35.  In addition to public comments seeking reduced premium rates or other rate relief,
commenters, including legislators, industry members, and other advocates, suggested that
the Blue Plans were not fulfilling their charitable and benevolent responsibilities, and that
the surplus should be used for those purposes, including providing more benefits to the
uninsured, particularly through adultBasic.'’

8 See, e.g, September 1, 2004 Comment from Carol Jenkins; August 27, 2004 Comment from
Thom Pesta; September 3, 2004 Comment from Jim Benna; August 11, 2004 Comment from
James A. Murnock.

? See, e. g, June 17,2004 Comment from Mike Bendick; August 27, 2004 Comment from Becky
Burdick; August 31, 2004 Comment from Pamela C. Kamody; August 31, 2004 Comment from
Rita Berardino; September 1, 2004 Comment from John M. Gregorowicz; September 1, 2004
Comment from Diane D. McDowell; September 3, 2004 Comment from John & Norene Nelson;
September 8, 2004 Comment from Donald W. LaVan, M.D; and September 9, 2004 Comment
from Thelma Reese. Legislators and other public figures seeking rate relief include: September
9, 2004 Comment from Rep. Tony DeLuca; September 8, 2004 Comment from Rep. Phyllis
Mundy; September 14, 2004 Comment from Rep. Thomas Tigue; Undated Comments from the
City of Philadelphia and its Mayor’s Office of Consumer Affairs; September 24, 2004 Comment
from the Association of Pennsylvania State College and University Faculties; and September 8,
2004 Comment from the Pennsylvania AFL-CIO. See also, e. g., comments concerning rebates —
August 19, 2004 Comment from Susette Higdon, August 23, 2004 Comment from Sally/John
DiRico, August 28, 2004 Comment from Dorothy Renziehausen, November 15, 2004 Comment
from William A. Levinson; concerning rate freezes, September 7, 2004 Comment from Andrew
T. Panian.

' Numerous legislators, industry members, and other advocates suggest surplus monies should
be used to further a charitable mission. See, e.g., September 24, 2004 Comment from Sen.
Richard Kasunic; Undated Comments from the City of Philadelphia and its Mayor’s Office of
Consumer Affairs; September 24, 2004 Comment from Community Legal Services, the
Pennsylvania Health Law Project, Philadelphia Citizens for Children & Youth, Action Alliance
of Senior Citizens of Greater Philadelphia, Consumer Health Coalition, and the Philadelphia
Unemployment Project; September 24, 2004 Comment from Insurance Federation of
Pennsylvania; March 22, 2004 & September 22, 2004 Comments from Geisinger Health Plan;
September 10, 2004 Comment from Hospital and Healthsystem Association of Pennsylvania;
and September 24, 2004 Comment from HealthAmerica. See also, August 25, 2004 Comment
from Dale Mertz; and September 24, 2004 Comment from Kaye L. Weiss.

6
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36.  Fifty commenters questioned administrative and capital expenditures by the Blue Plans,
including executive salaries and perks, event sponsorships, “magnificent” headquarters
buildings, investments in start-ups, and advertising."!

37.  Five comments suggested that the Blue Plans should not be permitted to remain tax
exempt; rather, they should function in law as they appear to function in fact — as for-
profit entities.'?

38.  Certain technical comments were also submitted addressing some of the specific
accounting issues presented in the Blue Plans’ Applications.'

39.  The Blue Plans were permitted an opportunity to respond to the public comments.

40.  CBC, Highmark and IBC submitted supplemental responses on or before October 8,
2004.

41. On October 21, 2004, the Department submitted additional questions to the Blue Plans,
many of which were the result of questions or assertions raised in the public comments.

42.  The Blue Plans responded to those additional questions in early November, 2004. All
non-confidential, non-proprietary information in the responses was made available to the
public through the Department’s website, public room and regional offices.

1 See, e. 8., concerning the Blue Plans advertising — June 22, 2004 Comment from William A.
Levinson, June 22, 2004 Comment from Leo Davis, June 23, 2004 Comment from Gregory A.
Gower, June 24, 2004 Comment from Annette Palutis, September 16, 2004 Comment from
Lucinda Wiebe; concerning impressive headquarters’ buildings — September 7, 2004 Comment
from George Dudash; concerning event sponsorships — August 31, 2004 Comment from Rita
Berardino, September 11, 2004 Comment from James A. Kelly, Jr., August 24, 2004 Comment
from Bob Valeriano; concerning executive salaries — January 22, 2004 Comment from Richard
P. Haaz, August 28, 2004 Comment from Loretta E. Stona, August 31, 2004 Comment from
George Rosenberg; and concerning risky investments — August 11, 2004 Comment from Jim
Eisenhower, August 26, 2004 Comment from Rita C. Donnelly.

12 See, e.g, August 27, 2004 Comment from Jeff Susa, September 1, 2004 Comment from John
M. Gregorowicz, September 2, 2004 Comment from John L. Drederice, September 7, 2004
Comment from Andrew T. Panian.

B See, e. g September 24, 2004 Comment from the Pennsylvania Medical Society; Report from
Larry Kirsch, IMR Health Economics, LLC attached to September 24, 2004 Comment of
Community Legal Services, et al.
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C. Department Procedures

43.  As part of its analysis of the Blue Plans’ applications, the Department reviewed and
considered all public comments and the Blue Plans’ responses to the comments.

44.  In reviewing and considering the Blue Plans’ applications, the Department undertook an
extensive actuarial, accounting and legal analysis to determine an appropriate surplus
range for each Plan.

45.  The Department considered the Blue Plans’ status as non-profit corporations, including
the inability of such Plans to access capital through the issuance of equity securities and
their insulation from market forces, and their status as the “insurer of last resort.”

46.  The Department further considered the benefits derived by the Blue Plans from the
statutory exemption from taxation by the state and its political subdivisions. 40 Pa.
C.8.A. §§6103(b), 6307(b).

47.  The Department also analyzed proposed alternative means of measuring surplus as
suggested by the Blue Plans.

48.  As part of its analysis, the Department considered the best means of measuring surplus,
as well as the corporate structure of each Blue Plan.

49.  The Department considered the Blue Plans’ short-term and long-term solvency
requirements in the face of the respective economies, competition, and Pennsylvania
legal requirements.

50.  The Department’s technical and regulatory expertise is uniquely suited to perform
analyses that require the interplay of actuarial, accounting and legal considerations.
DISCUSSION

The reserve and surplus levels of the four Pennsylvania Blue Plans have been the subject
of much public debate over the years. This debate has occurred in the context of the larger
public debate over the availability and affordability of health care generally — a debate seen on

both the national stage and in every corner of the Commonwealth.'* The focus of this analysis is

on the financial solvency and strength of the Blue Plans, a matter within the Department’s

" The Department recognizes that the healthcare affordability debate raises many other issues
that are beyond the scope of this Determination, including availability of healthcare for the
uninsured, tort reform, healthcare provider reimbursement levels, increased utilization of
technology, patient safety, and so forth.
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discretion pursuant to the Health Plan Corporations Act (“HPCA™), 40 Pa. C.S.A. §§6101-6127,
6301-6335. In enacting the HPCA, the General Assembly recognized that the Department is
uniquely qualified to assess the reserve and surplus levels of the Blue Plans in Pennsylvania, a
qualification upheld by our courts. The Department undertook the application process pursuant
to the HPCA to address this issue of concern to many citizens of the Commonwealth.

As the Department analyzed the appropriate operating ranges for surplus among the
various Blue Plans, the Department reviewed all information presented in the Blue Plans'
submissions and the public comments. As discussed in this Determination, the maintenance of
appropriate levels of surplus is important for many reasons. Some are specific to each Blue Plan,
but the most important reason is applicable to all, and that is to remain adequately solvent.
Protection of these companies’ financial health is paramount for the millions of citizens in the
Commonwealth who receive health insurance and other services from the Blue Plans.”> On the
other hand, as Health Plan Corporations, these are unique entities subject to special laws and
regulations, and analyzing whether the surplus levels are becoming inefficient is also the
responsibility of the Department. As noted above, many of the public comments focused on the
Blue Plans’ charitable obligations. This Determination analyzes the adequacy and efficiency of
the surplus levels of each of the Blue Plans. However, the Department’s review of the Blue
Plans’ applications and the public comments also led to a recognition that the Blue Plans’
charitable or community activities should be better defined, and this is addressed in a separate

Agreement on Community Health Reinvestment dated February 2, 2005.16

1> Business generated by the not-for-profit entities within the Blue Plans and health maintenance
organizations within the Blue Plans have no guaranty fund protection against insolvency.

' The Agreement on Community Health Reinvestment is posted on the Department’s website,
Wwww.insurance.state.pa.us.
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A. Relevant Insurance Concepts

1. Reserves and Surplus

As a preliminary matter, it is important to clarify the terms “reserves” and “surplus.”"’
Reserves and surplus are collectively the sums of money held by an insurance company for such
purposes as paying claims, covering unexpected losses, and financing new initiatives.
"Reserves," specifically loss reserves, also referred to as "claims unpaid," represent a Plan's best
estimate of the funds it needs to pay for claims that have been incurred but not yet paid: they are
liabilities. "Surplus," however, represents what a Plan has in capital after all liabilities have been
deducted from assets. Like all licensed insurance entities in the Commonwealth, the Blue Plans
are required to file annual financial statements with the Department. See 40 Pa. C.S.A.
§§6125(a), 6331(a). Those financial statements include statements of reserve and surplus levels.

2, Sources of Risk

Necessary to any analysis of what constitutes efficient surplus levels is a recognition of
the purposes for which, in fact, surplus might be used. At its most basic level, surplus represents
a backstop of capital to ensure that unforeseen contingencies do not render a Blue Plan unable to
meet its obligations to its policyholders. Surplus also funds the growth needs of Blue Plans. The
level of risk to which an insurer is subject significantly impacts what level of capitalization is
appropriate. As discussed further herein, this is recognized by the National Association of

Insurance Commissioners (“NAIC”) RBC formulas.!® To analyze the uses for surplus, one must

t7 Historically, the term "reserves" (in applicable statutes and in accounting practices) included
what is referred to as "surplus." In this Determination, they will have distinctly different
meanings, thereby meriting this discussion.

'® The RBC formulas developed by the NAIC were adopted into Pennsylvania law in 1997 (for
life RBC and for property and casualty RBC) and in 2000 (for Health RBC). 40 P.S. §§221.4-A,
221.5-A; 40 P.S. §221.4-B. Hereinafter, RBC as applied to health organizations, shall be
referred to as “Health RBC.”

10
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first review the risks faced by a health plan corporation.

There are many sources of risk to which the Blue Plans are subject. The RBC formulas
identifies credit, investment, underwriting, and other operating risks faced by insurers. But
beyond these risks, all of which are identifiable on a company's balance sheet, there are
additional risk factors. These may vary by company and can substantially affect the operating
risks of an insurer. These include, inter alia: liquidity; leverage; diversification; market
structure; degree and quality of reinsurance; degree and quality of risk management facilities;
health care inflationary pressures; utilization; general economic conditions; litigation;
government programs; legislative and regulatory mandates; catastrophe risk; and reputational
risk. Health insurers are particularly vulnerable to many of these risks due to the nature of the
health care marketplace.

Health care regulation and the inflation of health care costs are two of the most obvious
risks for health insurers. There are frequently new requirements arising on either the state or
federal level that necessitate the development of new products, the change of procedures, or the
enhancement of technologies. For example, on the state level, this was seen when managed care
plans were required by law to implement complaint and grievance procedures,'® and when
insurers have been required to adjust coverages to meet new statutory mandates, such as those
for diabetic supplies®® and maternity hospital stays.”’  On a federal level, an unforeseen change
in operational requirements occurred with legislation for medical savings accounts a few years
ago; more recently, there has been legislation to permit health savings accounts. In addition to

new insurance products and processes, there are medical advances and changes in the

PAct 68 of 1998, 40 P.S. §§ 991.2101-991.2193.
20 Act 98 of 1998, 40 P.S. § 764e.

2 Act 85 0f 1996, 40 P.S. §§1581-1584.
11
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marketplace that increase the costs of coverage. The increasing number of bariatric surgeries is
but one current example of such a medical advance®’; the large number of expensive
pharmaceuticals available and advertised directly to the public is another.

Several risk elements merit further discussion. First, the Blue Plans each identify a
variety of additional catastrophic sources of risk to their operations. For example, Highmark
identifies terrorism, class action law suits and public health outbreaks. Highmark 00014, 00017.
CBC identifies "... epidemics ..., Aids ..., and other catastrophes such as terrorist attacks.”
CBC 00039. NEPA states that:

BCNEPA is particularly susceptible to the economic impact of an epidemic or

catastrophe .... [and] is subject to the risk of adverse investment market

fluctuations. For example, volatility in the financial markets was evident in the

aftermath of the September 11, 2001 terrorist attacks, whereby investment

carrying values were greatly impacted.
BCNEPA 00010. Clearly such risks are real. Nevertheless their low probability of occurrence
or unforeseeable or catastrophic nature recommend that they are most efficiently prepared for
through a combination of government, industry-wide, societal and individual company specific
initiatives. The reality is, no individual insurer can or should be permitted to collect or
accumulate enough premiums to cover any and all catastrophic events no matter how remote or
unforeseeable.

Second, underwriting risk is universally identified by the Plans as an especially
problematic and significant operational risk. It is difficult to manage and diversify this type of
risk. This risk is the most significant operational risk facing these Plans. See, e.g., Highmark,

October 8, 2004 Letter at Milliman Report page 5 (first listed “major risk” category is “rating

adequacy and fluctuation”); CBC October 8, 2004 Letter at Sherlock Report page 2 (“[CBC]’

2 See, e.g., "Blues Plans Try New Approaches to Reducing Obesity-Related Illnesses at

http://www.aishealth.com/Bnow/120104c¢.html.
12
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profits are limited by its competitive environment ... [t]he level of profits earned by [CBC] is
determined by its ability to effectively manage its costs and appropriately price its services. For
instance, excessive premium rates will attract additional competition and excessively low rates
will harm earnings”).

So concerned are the Blue Plans with underwriting risk that several of them suggest
measures of surplus to explicitly measure the Plans' ability to sustain negative underwriting
returns. For example, Highmark's consulting actuary, Milliman USA, suggests measuring
surplus by days of claim and expense payments in reserve. In fact, Milliman suggests, after
certain “Monte Carlo” simulations, that:

... Highmark's surplus should be sufficient to withstand cumulative operating

losses over a multi-year period of the magnitude of 14-19% of annual claims and

expenses for the enterprise.

Highmark 00670. The Department recognizes and agrees with the Blue Plans that underwriting
risk is a significant operational risk. However, simply measuring underwriting risk by measuring
underwriting leverage to surplus via a measure of claim and expense payments in reserve, as
suggested by Milliman, is not an appropriate tool to compare the various Blue Plans. Such a tool
ignores the dramatic differences in underwriting volatility associated with size and diversity
among these entities.

Another risk the Blue Plans claim is the absence of access to capital markets through the
issuance of equity securities. For example, CBC notes in its application that:

Unlike for-profit commercial insurers, which have ready access to lower cost

capital through the sale of equity securities, CBC must look solely to its surplus in

order to fund the growth and development of new infrastructure ... or rely on high

cost debt.

CBC 00039. Similarly, Highmark noted that “[u]nlike many of the health insurance companies

with which it must compete for business in Pennsylvania and nationally, Highmark does not

have access to capital from public stock offerings.” Highmark 00620. See also NEPA 00014
13
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("BCNEPA does not have at its discretion the capital flexibility possessed by for-profit
companies, whereby capital can be raised through company stock offerings™).

Applied to the Blue Plans, such statements are potentially inaccurate. First, such
statements seem to imply that owner equity is a "cheaper" or even "no cost" source of funding.
In fact, just the opposite is often the case. Since equity-supplied funding is not contractually
guaranteed a specific return, a higher return than interest yields is demanded over time to
compensate for additional risk.”® Further, often overlooked in this discussion are the operational
advantages engendered by a not-for-profit structure. The Blue Plans are in fact not subject to the
operational constraints to which publicly traded for-profit corporations are subject. The Plans do
not have to earn a market-determined rate of return on owner-supplied equity.?*

The fact that the Blue Plans are not subject to all of the efficiency constraints imposed by
competitive capital markets is critical to the need of the Department to set standards for efficient
surplus levels. One can reasonably argue that each additional dollar of available surplus reduces

a Plan's probability of ruin® and increases the likelihood that the Plan will be able to meet its

23 See, e.g., Zvi Bodie, Alex Kane, & Alan J. Marcus, “Investments”, Irwin McGraw-Hill, 4t
ed., 1999 (entire text, but especially Part 3: “Equilibrium in Capital Markets”).

2 See, e.g., September 24, 2004 Comment of Insurance Federation of Pennsylvania, at 1-2
(“The threshold question is whether the Blues plans [or any insurer] can have ‘excess surplus,’
with the Blues plans suggesting they cannot. That may be true with for-profit insurers in a
competitive market, where the demands of shareholders, investors and competition are the best
regulators and distributors of excess surplus. It is not true, however, with the Blues — each of
which is a non-profit corporation, albeit with varying degrees of for-profit subsidiaries, and each
of which faces limited competition from other insurers and limited [and controlled] competition
from one another that has enabled the Blues to enjoy dominant market shares in their regions.”)

2 “Probability of ruin” is a term used to express the likelihood that an insurance company will
become insolvent.
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obligations. This is essentially a central argument posited by each Blue Plan as to why none of
their surplus is "excess." 2

While this argument is correct on a certain level, it fails to provide any guidance for
determining an outcome based on recognized principles of economic efficiency. That is, the
argument fails to acknowledge the diminishing nature of the marginal reduction in probability of
ruin or default from successive dollars of surplus. It also fails to balance this marginal reduction
in risk against the benefits of using these same surplus funds in an alternative fashion. Clearly,
the Blue Plans are not subject to all of the capital market efficiency constraints that promote the
efficient allocation and use of capital by publicly traded ﬁrms.

Finally, the Department recognizes that much of this risk can be managed and reduced
through diversification, pooling, reinsurance, and other techniques. Indeed, the surplus of the
various Blue Plans is in significant measure invested in relatively low risk, high quality
government and corporate fixed income instruments. In addition, these investments are
generally held for long periods, with an investment horizon sufficient to mitigate the risk of short
term interest rate fluctuations. Nevertheless, the nature of  insurance — a risk-spreading

mechanism — means that, regardless of risk management efforts, each of the Blue Plans is subject

to a variety of sources of risk.

%6 See Highmark 00012 (“Highmark must operate within a surplus range that assures the
company will have a high probability of viable operations on an ongoing basis™). See also CBC
00038 (“reserves and surplus are the sole source of satisfying member and provider claims; they
serve as the ultimate ‘backstop’ to protect against unforeseen contingencies™); IBC 00004
(regarding using RBC as a measure for a maximum level of surplus, “[IBC] cannot be
comfortable that such a maximum level would allow us to give our customers and members the
financial security they expect”); BCNEPA 00019 (business plan includes goals of “[a]dequate
surplus to serve the long-term needs of BCNEPA, its policyholders, subscribers, customers and
communities,” “[l]inkage of surplus to increasing risks,” and “[f]lexibity to address the evolving
and ever-changing dynamics of the health insurance industry”).
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3. The Rate Process and Surplus Considerations

A third concept that is essential to understand in the context of the Department’s surplus
analysis — and one that figured prominently in the public comments — is that of how rates are
regulated and how they might be impacted by a surplus analysis. There is a misperception that
the Department pre-approves each and every rate that any Blue Plan (or any other insurer)
charges for any of its products. In fact, the Department has the authority to review some
premium rates prior to use, while others are only subject to enforcement initiatives if they are
later determined to be unlawful. The Blue Plans are subject to rate regulation for some, but not
all, of their rate filings. Rates for individual accident and health products are subject to filing
with the Department prior to implementation to assure that the rates are satisfactorily supported
and comply with all applicable laws, regulations and statements of policy. 40 P.S. §3803(c).
Similarly, certain rates for group products offered by entities within the Blue Plans that are
hospital plan corporations, professional health service plan corporations, as well as group filings
by HMOs, are subject to filing with the Department prior to use, in order to assure that the rates
are not excessive, inadequate, or unfairly discriminatory. 40 P.S. §3803(e). All other rates in
use, including group rates offered by commercial entities, are only subject to Department review
after they are already in use to ascertain whether they are unfairly discriminatory in a way that
would constitute an unfair insurance practice. See 40 P.S. §1171.5(a)(7).

When the Department does review rate filings, there are principally two components of a
rate filing that are analyzed. The first component is the “pure premium.” This is the actuarially
developed projection of the cost of paying for claims, adjusted for future inflation and statistical

irregularities. The second component is the addition of other “loads.” Loads typically include
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amounts to cover taxes, administrative expenses,”’ agent commissions, and other contingency
loads, such as profit. The contingency loads are at the heart of many of the comments received.
Contingency loads are there in the event actual losses exceed the actuaries’ projected cost of
paying for claims. Profit loads are designed to provide returns to investors in for-profit
companies for assuming risk.”®

In the public comments the Department received, many commenters discussed rates in
the context of suggesting rate relief in the form of rebates or premium reductions. These
comments are based on the assumption that customers’ premium payments have necessarily
contributed to the surplus levels of their respective Blue Plans. This may be, in part, a correct
assumption; surplus is, in essence, profits derived from either underwriting profit, or from

»  However, attempting to target accumulated surplus to one group of

investment gains.
ratepayers over another is an inherently problematic and potentially inequitable notion. In fact, a
rate rollback, or a rate freeze, could prove detrimental to the marketplace.

First, current non-Blue Plans consumers might leave their current insurer to go to a

temporarily less expensive Blue Plan. The effect could very well be to drive other insurers out of

the market. In time, this would leave consumers with no competitive alternatives to the Blue

%" There were many public comments that questioned why the Department does not dictate or bar
specific administrative expenditures incurred by the Blue Plans, particularly in the context of rate
approvals. The administrative expense factors for those products that are filed before the
Department for rate approval are presented on an enterprise-wide, allocated basis.

28 Not-for-profit entities use a risk and contingency factor, but not a profit load, though that
factor may result in increased surplus levels. Some of the Blue Plans have for-profit subsidiaries
which do include profit loads in their rates. Those profits do accrue for the benefit of the parent
companies.

%% Note that insurers such as the Blue Plans have limitations on where they can invest money in
the market, since they have a responsibility to ensure sufficient funds are available to pay all
incurred claims. See 40 Pa. C.S.A. §§6123, 6330 (Blue Plans required to follow rules for life
insurers) and 40 P.S. §504.2 (life insurance company investment rules); see also Annual
Statements at Summary Investment Schedule and at Schedule D, Part 1.
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Plans. Second, a rate rollback would benefit only the current targeted subscribers, and then only
on a short-term basis. Those consumers who paid premiums to a Blue Plan for years, or only
recently ceased paying premiums, would receive no commensurate benefit from a rollback.
Even more fundamentally, it would be impossible to allocate surplus dollars to particular rate
payers in any fair way — as it is impossible to tell whose premium dollars, or even which
product’s premium dollars, actually constitute the surplus dollars in the company’s collective
surplus account.

However, there is a correlation between rates and surplus that suggests it is appropriate in
some circumstances to provide recompense to subscribers through the rate process. Particularly,
where a Blue Plan has sufficient surplus, forward-looking rate relief would assure that additional
surplus is not cumulatively derived from premium income. Thus, for example, it would be
appropriate to charge rates that do not include a risk and contingency factor when a Plan has a
sufficient level of surplus.

4. Uses for Surplus

The surplus generated by the Blue Plans, whether from underwriting profit or investment
gains, exists for many purposes. Clearly the most important purpose for surplus funds,
particularly in light of policyholders’ need for health care, is to reduce policyholder risk by
reducing to an economically efficient level the probability that claims contracted to be paid are
not paid. Risk Based Capital, discussed below, is one tool that can be used for analyzing the
Blue Plans’ ability to meet this purpose.

The Department is well aware of the intense regulatory environment in which health
entities operate, and of the corresponding requirement for surplus monies to fund, for example,
product initiatives, wellness initiatives, mandated benefits, and technological advances — whether

mandated by law or required for efficient business operations. However, surplus is not
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necessarily diminished by such ventures. In fact, improving technology or other operational
efficiencies or investing in another company via acquisition is simply an alternative way to
invest surplus. Such an investment often is a vehicle for diversification. Diversification can, in
fact, reduce risk and ultimately augment surplus.

The Department does not discount the regulatory environment in which the Blue Plans
operate or the many purposes for which surplus may be held. However, identifying the uses for
surplus is only part of the analysis. More important is determining which uses are most efficient.
Most for-profit firms are constrained in this regard by the efficiency of the capital markets vis-a-
vis owner-supplied funds. As noted previously, the Blue Plans are immune to this constraint.
The Department must take this into account when determining what are efficient operating
ranges.

S. Appropriate Use of Risk Based Capital (RBC) as a Tool

There is a substantial statutory and regulatory framework in place to monitor the essential
solvency of these Plans. This includes the Health RBC Act, 40 P.S. §§221.1-B-221.15-B, which
became effective for use with the annual statements filed in early 2001. The Health RBC Act
uses risk-based capital ("RBC") as a tool to monitor an insurer's financial solvency. This is
currently the best tool available to regulators to quantify the financial strength of an insurer.*

RBC is a valuable tool developed by the NAIC to measure the risks faced by insurers and

to identify a level of surplus necessary to minimize the threat of insolvency resulting from the

3% The Department is not alone in using RBC to measure financial strength. For example, within
the last several weeks, the National Securities Clearing Corporation has proposed to use RBC to
evaluate the market strength of insurers. National Underwriter, January 24, 2005. See also June
7, 2002 letter from Steven D. Putziger, Executive Director, Brand Protection & Financial
Services, Blue Cross Blue Shield Association, to Stephen J. Johnson, Deputy Insurance
Commissioner, at p. 2 (Exhibit to Response to Question 43 in Capital BlueCross's Comments at
the Department's September 4, 2002 Public Informational Hearing (hereafter “Putziger Letter”)
(BCBSA use of RBC to measure financial strength of member companies).
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measured level of risk.>! RBC requirements were developed to assist regulators in identifying
insurers in a deteriorating or weak capital position and to authorize regulatory action based solely
on RBC results to avoid or minimize the impact of insolvencies. Effective solvency regulation
requires the use of RBC as a fluid measure of capital requirements that takes into account the
differences in risks facing different insurers at different periods in time. Though RBC is one of a
number of tools used to monitor an insurer's financial solvency, it is arguably the most
universally understood and recognized tool existing to evaluate when an insurer is weakly
capitalized. RBC is a formulaic approach to the calculation of minimum capital requirements
that reflects risks associated with the business operations of each insurer.

The RBC formula compares an insurer's total adjusted capital to its authorized control
level ("ACL") RBC. ACL RBC is defined as "the amount of a health organization's authorized
control level RBC calculated under the RBC formula in accordance with the RBC instructions.”
40 P.S. §221.1-B. ACL RBC is further defined as a mandatory trigger point for regulatory
intervention by the Department. 40 P.S. §221.1-B. Because RBC is a tool that the Department
works with regularly in the context of financial solvency concerns, the Department is uniquely
qualified to adapt the tool to use it as a measure of financial strength as well.

It is important to note that an RBC ratio of 200% is not a minimum "acceptable" ratio; it
is merely a regulatory bright line indicator that an insurer may be weakly capitalized. That is, a
200% RBC level triggers required action by the company and the Department due to a concern
over solvency. See 40 P.S. §§221.1-B (definition of “Company action level RBC”), 221.5-B

Company action level event). Since 200% RBC is recognized as a "danger" level, a healthy
p

31 The RBC formulas include factors to measure credit, investment, underwriting, and other
operating risks faced by insurers. For health insurers, those risks include: Asset Risk, Affiliates;
Asset Risk, Other; Underwriting Risk; Credit Risk; and Business Risk.
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company necessarily would normally maintain an RBC level above 200%. As the NAIC
Research Quarterly for Winter 2002 states:

Most companies fall into the "no action" level [above 200%)]. This level does not
necessarily mean the insurer is in strong financial condition. It simply means the
insurer has not triggered one of the regulatory intervention levels. An insurer can
be in weak financial condition and still pass the RBC test.

Necessarily, then, the Department must take such a minimum acceptable surplus level into
account when reviewing appropriate surplus operating ranges for the Blue Plans. The fact that
200% RBC is a discernible trigger for regulatory action does not mean that it would be
appropriate to assume that it is also a clear demarcation of insufficiency or excessiveness. Were
it so, the addition of one cent would make a company have excessive surplus, while the
subtraction of one cent would render them troubled. On the other hand, neither does it mean that
there are not levels at which accumulating additional surplus would become inefficient or
excessive. Stated differently, the question is: at what point is the statistical likelihood of
insolvency so remote that a surplus level at or above that point would be considered inefficient?

The Blue Plans have each argued in their application submissions that RBC is not an
appropriate tool to use when determining an appropriate surplus operating range for each
individual plan. For example, NEPA states that it

... strongly believes that the risk based capital ("RBC") methodology in its

statutorily prescribed current form does not appropriately serve the purpose of

identifying a level of surplus that is adequate to protect the viability of NEPA, ....

The current RBC methodology identifies the minimum acceptable surplus levels

to operate an insurance company, and does not aid in determining an appropriate

level of surplus for a well-managed going concern or the level of surplus

necessary to allow, for example, business growth or diversification, service

enhancements or catastrophe management. Moreover, RBC establishes a

regulatory minimum level of capital based upon quantifiably measurable risk and

does not set a standard for a specific, targeted surplus level. Indeed, the RBC

formula does not consider many of an insurer's unique facts and circumstances

nor does the formula take into account an insurer's future needs and business
decisions.

NEPA 00008. See also, e.g., CBC 00040-00044; Highmark 00011, 00013; IBC 00004-00005.
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In spite of the protestations of the Blue Plans, however, it is with good reason that the
Department uses RBC as a foundational concept in this analysis of efficient surplus operating
ranges. It is extremely convenient to couch these discussions in terms that are commonly
understood by the parties. Authorized control level RBC and the ratio of actual surplus to this
formula amount are such convenient terms. This should not be construed to imply that the
Department has relied exclusively on the RBC formulas or RBC-specific information to
distinguish among companies or to derive appropriate operating ranges. But the RBC concept
establishes a healthy and commonly accepted reference point in language, terms and technique
commonly understood by regulators and insurers alike. To deny RBC its place as a cornerstone
and foundation to any analysis regarding efficient surplus operating ranges would be imprudent.

Further, while the Blue Plans oppose the concept of using RBC for anything other than a
minimum solvency standard, it should be noted that the national Blue Cross Blue Shield
Association ("BCBSA") itself uses RBC for purposes to measure both solvency and financial
strength. BCBSA maintains a licensure minimum of 200% RBC, the same as the statutory
"danger" level, and an early warning level of 375% RBC. At its upper category of 800% RBC,
the BCBSA makes the "presumption ... that the Plan is sufﬁciently strong to meet its obligation
to its insureds well into the future."** If the national organization of which the Blue Plans are
members uses RBC as a measure of "financial strength," those same Blue Plans should not be
heard to argue that the Department may not do the same.

Finally, it must be recognized that RBC is not used by the Department in isolation or as

an absolute criterion for an efficient operating range. The RBC ratios set by statute establish

32 See Putziger Letter at 2. The Department finds the Putziger letter, which was submitted to the
Department prior to the initiation of the Application Process, more persuasive than the later
statement filed by CBC, where BCBSA construes NAIC materials to argue that "it is
inappropriate to utilize [RBC] as a barometer of financial strength." CBC 00052.
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minimums, below which an operating range should not likely drift. At the same time, however,
while not perfect, RBC is the most efficient measuring tool available to evaluate and express
surplus adequacy or excess. In fact, the NAIC continues to refine and enhance the RBC tool and
to develop new tools based on the experience of the states and the industry. For this reason, each
Blue Plan, factoring in all considerations of the possible efficient use of surplus, will have its
own level above which further accumulation of surplus would be inefficient and above which the
divestiture of excess surplus would be appropriate, and those levels may be expressed using an

RBC ratio.

B. Introduction to Analyvtical Framework

The Department has completed its review of the materials submitted by the Blue Plans in
support of their applications for approval of their reserve and surplus levels. In particular, the
Department reviewed the Blue Plans’ independent actuarial reports supporting the various Plans'
reported reserve levels, and has also thoroughly reviewed the Plan submissions regarding an
* appropriate operating range for surplus as measured by the RBC formula. Aftér consideration of
these submissions and additional public comment, the Department has identified a surplus
operating range for each of these Plans.

Before deciding appropriate surplus levels, it was first necessary to determine whether all
balance sheet items were reported correctly and uniformly. Failure to address such differences in
reporting among otherwise similar entities could lead to inequities with regard to appropriate
surplus operating ranges. The Department took a variety of measures to assure accurate and
uniform reporting, including, review of claim expense reserves, review of reinsurance
arrangements, and consolidation of Plan results across corporate entities. Review of reserves and

- reinsurance was done to assure accurate balance sheet reporting and straightforward accounting
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operations. Consolidated analysis was necessary to assure that accurate measures of corporate
risk elements leveraging surplus are related to available surplus for the entire entity.

In addition to assuring the uniform reporting of balance sheet items, it was necessary to
address the differences among the Plans. The Blue Plans criticized the use of RBC for this very
reason. For example, NEPA stated that

... the RBC formula does not consider many of an insurer's unique facts and

circumstances nor does the formula take into account an insurer's future needs and

business decisions.
BCNEPA 00008. IBC noted:

The formula has not been designed to differentiate among adequately capitalized

companies. Therefore, it would be entirely inappropriate to use this formula to

rate or rank adequately capitalized companies.

IBC 00004. The Department agrees that RBC may not adequately account for all differences
among the Plans. Yet the Department considers RBC as a critical component of its analysis, and
expresses its conclusions regarding operating ranges in terms and values understood by all, such
as total adjusted capital and authorized control level RBC. Therefore, the Department has
considered operational, structural and other differences among the Plans in determining an
efficient operating range for policyholder supplied surplus.

It is in specific recognition of the dynamic environment within which the Blue Plans
function that the Department chose an efficient operating range for individual plan surplus levels.
The Department has identified a unique sufficient operating range of surplus for each Plan that
takes into account the probabilistic lessons from the past and provides some cushion for future
contingencies. These ranges were selected after consideration of the risk profile of each Plan.
These ranges were also selected to comport with our mission to protect consumers from the risks

of nonpayment of healthcare claims that result from financial difficulty. We utilize RBC to

express these ranges. RBC, as discussed above, is an appropriate tool for expressing operating
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ranges because RBC reviews past experience to gauge in a probabilistic sense the range of
possible outcomes that may impact an insurer. RBC then identifies a minimum acceptable
probability of ruin threshold that all companies are required to meet.*?

1. Proper Corporate Unit to Review for Capital Adequacy Determination

One of the public commenters notes that "an extremely important threshold issue" is the
reporting level at which capital adequacy is reviewed. That commenter goes on to state that:

...the appropriate basis for this inquiry is the range of surplus needed by the

applicants on a consolidated basis, i.e., the parent companies together with their

insurance subsidiaries and affiliates. Since each of the Plans operates within a

holding company structure and has a substantial and growing stake in subsidiaries

and affiliates — for profit and not for profit — ...A financial analysis from the

perspective of the Consolidated Company is the only way for the Department and

the public to develop a comprehensive and accurate picture of the financial

strength of the applicants.

September 24, 2004 Comment of Community Legal Services, et al., at page 2 of attached report
from Larry Kirsch, IMR Health Economics, LLC [hereafter “Kirsch Report”]. The Department
agrees with this comment and had, in fact, independently reached the same conclusion.

Each of Pennsylvania’s Blue Plans operates under a holding company structure, doing
business through one or more affiliates. The Blue Plans face and manage risk through holding
company systems of increasing complexity. A company that has no subsidiaries or affiliates
runs the risk that its ordinary business growth might not continue at a regular pace, thus creating
a greater risk of instability for the company. However, companies that have subsidiaries and

affiliates protect themselves by having more than one entity generating business growth at a

time. The result of this diversification is that there is less risk that the parent and all of its

33 To illustrate, consider an analogy from the physical world of a river and a dam or dike. Before
designing a dam or dike, engineers will examine historical water levels, rainfall patterns, known
changes in landscape and hydrology, and other factors. They will then design the dam or dike to
assure that it will withstand the rigors of future storms with some reasonably rigorous level of
confidence. In the same way, RBC captures past experience and other factors, allowing an
actuarial gauge of the “rigors” of future events for an insurer.
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subsidiaries and affiliates will have irregular business growth at the same time. Thus, a
diversified company is using that diversification to manage its risk. Because each of the Blue
Plans has used diversification to manage its risk, it is therefore prudent to analyze risk in
recognition of that diversification.

An appropriate means of performing that analysis is to consolidate balance sheets and
financial information. A consolidated analysis is necessary in order to relate all of the risk
elements for the corporate entity to its actual surplus. No individual company balance sheet
shows all assets, all liabilities and all surplus for the combined corporate entity. The parent
balance sheet does show the combined surplus, however, it does not show the combined assets
and combined liabilities whose risk actually leverages this surplus. This is because the company
specific balance sheet is only intended to show the operations of the individual company, not the
entire corporate entity.

By reviewing risk and surplus on a consolidated basis, the Department can get an
accurate portrait of the corporate entities’ operating characteristics for comparison purposes.
The Department consolidated each Plan's financials sufficiently to allow this analysis. The
Department considered this analysis among other factors in selecting an operating range for each
Plan's surplus.

2. Consolidation and RBC

As discussed above, the RBC formula for health organizations (“Health RBC formula™)
provides a well recognized and understood tool for evaluating the capitalization of an insurer.
When the Health RBC formula is applied to a parent Blue Plan, the analysis centers on the parent
company’s balance sheet, but also evaluates the risk factors of its affiliates. The affiliates’ risk
factors are included in the parent’s calculation as components of Asset Risk — Affiliates with

RBC (HO0), Asset Risk — Other (H1), and Credit Risk (H3). See NAIC 2004 Health RBC
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Overview and Instructions. The Department utilized the Health RBC formula as one means to
examine the capitalization requirements of Blue Plans on a consolidated basis.

In order to further examine the impact of a Blue Plan’s size, level of diversification and
corporate structure on its capitalization requirements, the Department also applied the RBC
formulas as if the four Blue Plans had filed consolidated balance sheets (“consolidated risk factor
analysis”).>* To this end, the Department treated each individual Blue Plan and its insurance
company subsidiaries and affiliates, listed on Schedule Y of the Annual Statement, as one
corporation. Using the total adjusted capital values reported in each Blue Plan’s 2003 Annual
Statement, the Department then derived a consolidated risk factor ratio for each Blue Plan.

First, the Department divided each Blue Plan and its affiliates by type of entity (property
and casualty, life, and health). For each Blue Plan and its health affiliates, the Department
calculated the various RBC values by sub-category. In performing this calculation, the
Department treated the affiliates as part of one corporation, rather than as separate entities
producing only asset and credit risk. The Department summed the sub-category values within
each entity and then across all entities. The Department then applied the Health RBC formula
utilizing these values. To the extent that a Blue Plan had non-health insurance affiliates, the
Department then applied the relevant formula for that subsidiary — either the property and
casualty formula or the life formula. The Department used the health, property and casualty, or
life formula, depending on the nature of the subsidiary, to preserve the integrity of the three

distinct RBC formulas. Finally, the Department combined the results of the different formulas

3% The primary difference between the Department’s consolidated risk factor analysis and the
RBC methodology is that the covariance adjustment is applied at the consolidated holding
company level in the Department’s analysis but at the individual subsidiary level in the RBC
methodology. Arithmetically, it is an issue of whether numbers are summed before or after the
square root has been taken. Conceptually, both methods should produce the same result. The
fact that the results may differ based on the level and type of diversification at the subsidiary and
holding company levels illustrates why the Department employs both methods.
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and divided them into the Blue Plans’ total adjusted capital values to produce a “consolidated
risk factor ratio” for each Blue Plan.

3. Additional Alternative Models

The Blue Plans and the commenters who provided economic analysis variously suggest
either simply that RBC is an inappropriate model to use or that an alternative model of their own
making should be developed and used for the purpose of deriving an operating range for
individual Blue Plan surplus. For example, CBC posits that RBC is a static model and argues
that a dynamic model would be more appropriate. Highmark criticizes RBC and suggests
simulating historical underwriting cycles in order to estimate a surplus level sufficient to weather
adverse underwriting results for some period of time. At least one commenter suggested an
alternative model based on a less volatile underwriting cycle.”® It is instructive to recognize that
a 'model' is an abstraction of reality. All models represent a simplification. Consequently, any
model, whether dynamic or static, involves judgments, whether explicit or implicit.

Nevertheless, the Department undertook to test the alternative measures of surplus
adequacy proposed by the Blue Plans and developed its own actuarial analysis of the Blue Plans’
relative underwriting risk and underwriting risk leverage. The Department utilized the actuarial
notions of the total variance of the sum of a sample, the coefficient of variation, index values and
leverage to surplus to compare the underwriting risk differences among the Plans.

C. Applving the Framework

While we cannot precisely measure risk, RBC ratios, surplus and appropriate operating
ranges for each given moment, due to both the dynamic nature of business and the limitations of
these actuarial and accounting tools, we can develop bounds for these values. This is why the

Department is setting forth a “sufficient” operating range for each Blue Plan. Rather than

3% See Kirsch Report at 12,
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determining exactly how much risk each individual Plan has assumed, the Order below classifies
the Blue Plans with regard to various measures of risk by distinguishing relative risk. The
Department used three mechanisms for evaluating the relative risks of the four Blue Plans: (1)
RBC; (2) consolidated risk factor analysis; and (3) actuarial analysis of the Blue Plans’ relative
underwriting risk. These three mechanisms enabled the Department to determine appropriate
surplus operating ranges for each Blue Plan.

The first mechanism is the RBC approach developed by the NAIC, discussed above, and
adopted by Pennsylvania for use by health insurers in 2001. Using this methodology
demonstrates that the smaller Blue Plans, CBC and NEPA, have higher RBC ratios, which
typically indicate less risk, even though the smaller Blue Plans’ size and comparatively limited
diversification might suggest otherwise. Nevertheless, the RBC methodology is helpful as one
measure of risk.

The second mechanism, the consolidated risk factor approach, is discussed at Section
B.2. above. It applies the Health RBC formula as if the Blue Plans had filed consolidated
financial statements. Essentially, this methodology aggregates all risk and all diversification at
the holding company level. As noted in footnote 34 aboVe, theoretically, the two methodologies
should produce the same result. The fact that they do not in all cases demonstrates the value in
looking at risk both ways. Using the consolidated risk factor approach in analyzing the Blue
Plans demonstrated that the smaller plans may be exposed to more risk than reflected by the

RBC model.
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Table 1 — Consolidated Risk Factor Ratios

Corporate Entity | Consolidated Risk
Factor Ratio
Highmark 687
IBC 397
CBC 767
NEPA 867

While the Department will not set forth in this document the Blue Plans’ actual 2003
Health RBC levels,*® for comparison purposes, the Department’s comparison of the RBC and the
consolidated risk factor ratios illustrated that the smaller, less diversified Blue Plans had notably
lower consolidated risk factor ratios than Health RBC ratios. The larger Blue Plans showed
significantly less variation.

Finally, the Department undertook to test the alternative measures of surplus adequacy
proposed by the Blue Plans and developed its own actuarial analysis of the Blue Plans’ relative
underwriting risk. It should be noted that several simple measures of leverage®’ are employed
commonly throughout the insurance industry as convenient measures of risk. Two of the more
common are the surplus to premium ratio and the surplus to reserve ratio. The former is a
measure of underwriting risk. It is essentially the measure advocated by Highmark and its
consulting actuaries Milliman, as well as others, as an alternative to RBC. However, as
illustrated below, this measure suggested by the Blue Plans themselves does not adequately

account for the differences among the four Blue Plans.

3 Actual RBC levels are confidential pursuant to 40 P.S. §221.1-B.

37 Yeverage in the insurance context means how much risk, as measured in dollars by an
accounting value, is supported by each dollar of surplus. The greater the leverage, or risk per

dollar of surplus, the greater the risk of a failure to perform, all other things being equal.
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A simple example, dividing surplus by direct written premiums, illustrates the flaws in

the Blue Plans’ underwriting exposure analysis. Table 2 presents these values by corporate

entity.

Table 2 - Underwriting Exposure

Corporate Entity | Direct Written | Total Adjusted Surplus | Surplus to
Premium Premium
Ratio
Highmark $7,718,743,276 $2,194,249,672 28%
IBC $7,972,861,893 $840,916,664 11%
CBC $1,762,752,061 $515,476,773 29%
NEPA $597,691,466 $404,694,781 68%
This table demonstrates that:
. IBC has leveraged its surplus the most by this measure.
o The smallest plan, NEPA, is the least leveraged at 68% of a year in reserve as

compared to the other plans. This appears counter-intuitive since NEPA is the
smallest and is arguably subject to the greatest underwriting risk among the
Pennsylvania Plans.
This latter point suggests that the underwriting exposure measure proposed by Milliman does not
adequately address differences among the Plans, especially with regard to size and
diversification. In fact, it ignores dramatic differences in potential underwriting results due to
size.

As discussed, in order to conduct its own actuarial analysis of the relative underwriting
risk assumed by the Blue Plans, the Department consolidated the financial statements of the Blue
Plans and their affiliates. The Department then used the formulas for both the mean and the
variance of the sum of a random sample. The Department also used the coefficient of variation

to evaluate the magnitude of dispersion of a random variable by comparing actual dispersion to

the expected value. This was accomplished by taking the ratio of the standard deviation to the
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expected value. The standard deviation is the square root of the variance. This statistic has
many uses.”® The Department used the coefficient of variation statistic to compare the
underwriting risk assumed by each of the Blue Plans.

The Department measured the underwriting risk differences among the Plans, using the
actuarial notions of the total variance of the sum of a sample, the coefficient of variation, index
values and leverage to surplus. First, the coefficient of variation is a statistic. It is defined as the
ratio of the standard deviation to the expected value. This statistic is a measure of variation
around the expected or average value. As such, it is a measure of risk. We have a measure of
the expected value of the underwriting results: the sum of the premium dollars collected. Using
certain actuarial assumptions, the Department then calculated for each Blue Plan the unique
multiple of the common standard deviation that its unique underwriting risk profile generates.
The resulting coefficients of variation were indexed. (For convenience and clarity of
presentation, NEPA, as the smallest plan but with the largest coefficient of variation, served as
the base value for the indexing process.) The indexed values are: Highmark — 28%; IBC — 27%;
CBC - 58%, and NEPA — 100%.

These indexed values allow the Blue Plans to be ranked according to their relative
underwriting risk. This analysis examined the potential variability in underwriting results in
relation to premiums collected. The results of the Department’s underwriting risk analysis
coincide with the results of the Department’s consolidated risk factor analysis. Highmark and
IBC have almost identical indexed values which are significantly lower than those of the smaller

Blue Plans, CBC and NEPA. Because of their large premium volume, Highmark and IBC

operate with less exposure to underwriting volatility (relative to collected premiums) than either

3% For example, the coefficient of variation might be used to measure one’s own risk in stock
returns.
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CBC or NEPA. In other words, the larger more diversified Blue Plans are comparatively less
exposed to variations in underwriting results than the smaller Plans.

The Department next considered the potential impact of surplus on underwriting
volatility. This was accomplished by taking the ratio of underwriting risk, shown above, to
underwriting exposure shown earlier. Again, these values can be presented as an index with
NEPA as a base value. The results show coefficients of variation using an underwriting risk
leverage analysis of: Highmark — 66%; IBC — 176%; CBC — 135%; and NEPA - 100%. The
results of this underwriting risk leverage analysis demonstrate that Highmark, because of its
large premium volume and surplus, operates with substantially less exposure to underwriting risk
leverage than the other three Plans. IBC and CBC are the most leveraged by this measure.

Considering the results of the RBC analysis, consolidated risk factor analysis, and

actuarial analysis of underwriting risk and the underwriting risk leverage indicates the following:

® Because of its premium volume and surplus level, Highmark operates with less
exposure to underwriting volatility than the smaller Blue Plans, CBC and NEPA, and
any underwriting volatility that Highmark experiences poses less risk to its surplus
than any of the other Blue Plans.

e In view of size and level of diversification, Highmark and IBC are comparable.
The difference in their surplus levels, and resulting exposure to underwriting risk
leverage, must be accommodated in establishing an appropriate surplus operating
range.

® Due to their smaller premium volumes, CBC and NEPA are more exposed to
underwriting volatility than either Highmark or IBC, and, due to their surplus levels,
are more exposed to underwriting risk leverage than is Highmark.

e In view of their size and level of diversification, CBC and NEPA are comparable.

They are exposed to similar levels of underwriting volatility and underwriting risk

leverage. Their differences from the larger Plans must be accommodated in
establishing a different appropriate surplus operating range.

These conclusions were considered by the Department in establishing appropriate surplus

operating ranges for the Blue Plans.
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D. Efficient, Sufficient and Inefficient Surplus Levels

The foregoing discussion demonstrates that many variables must be considered in
determining an efficient surplus level for a Blue Plan. An economically efficient level of surplus
is the level at which a Blue Plan does not face solvency issues from routine fluctuations in
factors such as underwriting results and returns on its investments. For Blue Plans, there is a
continuum of efficient levels of surplus ranging from the lowest point to the highest, over which
further accumulation of surplus would potentially become inefficient and inconsistent with the
Blue Plans’ status as statutory non-profit charitable and benevolent institutions.

As discussed in Sections A.5. and B.2., above, the Department is using Health RBC ratios
— a well established and understood means of expressing financial solvency and strength — and
consolidated risk factor ratios to express the sufficient surplus operating range for each Blue
Plan. The Department used both methodologies because they present different perspectives on
the risks associated with the Blue Plans based on their different corporate structures. If the two
ratios differ, the Department is using the lower of the two, that is, the more conservative estimate
of the Blue Plan’s financial strength. This is appropriate: by using the more conservative
expression of risk measurement, the Department is guarding against the potential of accounting
or infrastructure changes triggering a determination of inefficient surplus. Stated differently, the
Department is using the approach that will best protect the interest of consumers who depend on
the Blue Plans for payment of their health care claims.

1. Efficient and Sufficient Surplus Levels

The optimally efficient level of surplus for each Blue Plan necessarily varies among the
Plans and the unique circumstances they may face at any given point in time. For purposes of

this analysis, the Department does not believe that identifying specific points for an efficiency
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floor is necessary or helpful.** Rather, this analysis focuses on what are the appropriate upper
bounds of efficiency.

In the upper end of each Blue Plans’ range of efficient surplus levels, there is a surplus
operating range where a Blue Plan maintains a sufficient level of surplus, such that the
Department believes the Plan has sufficient surplus and should not seek to include risk and
contingency factors in its filed premium rates. As explained above, one component of rates may
be a “load” for risk and contingency. See footnote 28, above. But since the purpose of such
loads is to assure that surplus levels are not drained below a safe operating level by a greater than
expected incidence and severity of claims, if surplus is sufficient, such that any reasonably
probable “drain” will not reduce surplus below a safe operating level, then there is arguably no
purpose for accumulating additional surplus directly from ratepayers. For the Blue Plans,
functioning largely outside of the market constraints of for-profit business enterprises, this
limitation on further surplus development where the surplus level is already sufficient is a
reasonable means to help to keep Pennsylvania healthcare premiums more affordable. On the

other hand, when a Blue Plan’s surplus level is below its sufficient surplus operating range, but

** In light of the many public comments on this issue, the Department does note that any
assertion that a lower bound to the operating range should be below Company Action Level
RBC, or 200%, as maintained by some commenters, is questionable. The Department believes
that operation at or near this level may indicate the existence of significant solvency concerns.
On the other hand, the BCBSA has identified 375% of ACL RBC as an “Early Warning Level,”
where it “intensifies its financial monitoring [because the Plan is] judged to have a heightened
risk of falling below the licensure minimum capital requirement in the foreseeable future.”
Further, BCBSA believes that companies whose RBC ratios fall below 375% are less capable of
providing the level of products and services that the marketplace associates with the Blue brands.
See Putziger Letter. Whether 375% is an appropriate floor for an efficiency analysis is also
subject to debate, and would necessarily require an analysis of a particular Blue Plan’s situation
as it approaches or drops below that level.
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remains efficient, it may properly apply a risk and contingency factor to its filed premium rates
in order to increase its surplus to provide an even more robust level of protection for its
policyholders and to fund future growth needs.

Approximately 50% of all insurers (life, health, and property and casualty) operate at
RBC ratios below 600%. Essentially, an RBC ratio of 600% represents the median surplus
operating ratio for all insurers, which are predominantly for-profit entities. A sufficient surplus
operating range for the Blue Plans must take into account the limitations and advantages of their
non-profit status, as well as each Plan’s unique circumstances that may impact its surplus
requirements, including size and diversification. Of the four Pennsylvania Blue Plans, Highmark
and IBC are the largest and most diversified. As a result of their size and corporate structure,
Highmark and IBC have greater opportunities to access capital than the other Blue Plans.

For Highmark and IBC, the Department finds that a sufficient surplus operating range, as
measured by Health RBC ratios and consolidated risk factor ratios, is 550% to 750%. This range
recognizes these Blue Plans’ size and level of diversification, but allows fluctuation to 750%,
considering the inability of non-profit corporations to access capital markets through the sale of
equity securities. Choice of this range also accommodates the differences in underwriting risk
leverage between Highmark and IBC. IBC’s Health RBC and consolidated risk factor ratios are
lower than Highmark’s.*°

For CBC and NEPA, the Department finds that a sufficient surplus operating range, as
measured by the Health RBC ratios and consolidated risk factor ratios, is 750% to 950%. A

higher level of capitalization is recognized as sufficient for CBC and NEPA, because

0 This should not be construed as implying that IBC is somehow in a less advantageous position
than Highmark from a surplus efficiency standpoint. In its application, IBC invited the
Department to assure its members that it is in an appropriately secure financial position. IBC
00010. In fact, this would appear to be the case.
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comparatively, they lack the size and diversification to compensate for their more limited access
to capital.

2. Inefficient Surplus Levels

When a Blue Plan is above its sufficient surplus operating range, and thus outside the
continuum of efficient levels of surplus, it has accumulated surplus at an economically inefficient
level that is likely inconsistent with the Blue Plans’ status as statutory non-profit, charitable and
benevolent institutions. When the Blue Plan’s Health RBC ratio and consolidated risk factor
ratio both exceed the sufficient range established above, the Blue Plan will be presumed to be
maintaining an economically inefficient level of surplus. In such instances, the Department will
require the Blue Plan to justify its surplus level, or if its surplus level is excessive, provide a plan
to the Department illustrating how it will reduce its surplus level back to within its sufficient
surplus operating range over a reasonable period of time.
E. Conclusion

An appropriate sufficient operating range for the Blue Plans, as measured in terms of the
Health RBC formula or the Department’s consolidated risk factor analysis, is 750-950% for CBC
and NEPA, and 550-750% for IBC and Highmark. The difference between the ranges is due to
considerations of size and level of diversification, as well as distinctions in underwriting risk
volatility and underwriting risk leverage. Surplus amounts exceeding the sufficient operating
range will be presumed to be inefficient. Based on 2003 year-end financial reports, the
Department finds that Highmark, CBC and NEPA operated within their sufficient surplus
operating ranges during calendar year 2003. The Department further finds that during calendar
year 2003, IBC operated within an efficient operating range.

Those Plans in the sufficient surplus operating range have no need for a risk and

contingency factor to be applied to their filed rates. If any Plan accumulates surplus such that
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its Health RBC ratio and consolidated risk factor ratio rise above its sufficient operating range, it
will be presumed to have an inefficient surplus level. In addition to having no need for a risk and
contingency factor on filed rates, a Plan having a presumptively inefficient surplus level will
need to justify its surplus level or file a plan with the Commissioner explaining how it will adjust
its surplus below the applicable upper bound in a reasonable timeframe. Such a plan must be
filed with the Department not later than ninety days after the Department determines that the
Plan’s Health RBC ratio and consolidated risk factor ratio exceed the established sufficient
ranges.

Accordingly, the following Order is hereby entered.
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BEFORE THE INSURANCE DEPARTMENT OF THE
COMMONWEALTH OF PENNSYLVANIA

In Re: :  Pursuant to the Health Plan Corporations

. Act, Act of November 15, 1972, P.L. 1063,
Applications of Capital BlueCross, : No. 271, as amended, 40 Pa. C.S.A. §§6101
Highmark Inc., Hospital Service Association : ef seq., 6301 ef seq.

of Northeastern Pennsylvania d/b/a Blue
Cross of Northeastern Pennsylvania and

Independence Blue Cross for Approval of
Reserves and Surplus . Misc. Docket No. MS05-02-006

ORDER
Upon consideration of the foregoing Determination, the Insurance Commissioner of the
Commonwealth of Pennsylvania (“Commissioner”) hereby makes the following Order:
1.  An appropriate sufficient operating surplus range for the Pennsylvania Blue Plans,' as
measured by the lower of Health RBC ratios or consolidated risk factor ratios is: for

Highmark and IBC, 550-750%, and for CBC and NEPA, 750-950%.

2. Operating at levels above the upper levels of the respective sufficient operating surplus
ranges, as set forth in paragraph 1 above, will be presumed to be inefficient.

3. For calendar year 2003, Highmark, CBC and NEPA operated within their sufficient
surplus operating ranges. IBC’s surplus level was efficient.

WHEREFORE, the applications of the Blue Plans for approval of their reserves and
surplus are hereby denied in part and approved in part, subject to this Order and the following

conditions:

' The Pennsylvania Blue Plans are Capital BlueCross (“CBC”), Highmark, Inc., d/b/a Highmark
Blue Cross and d/b/a Highmark Blue Cross Blue Shield and d/b/a Highmark Blue Shield
(“Highmark”’), Hospital Service Association of Northeastern Pennsylvania d/b/a Blue Cross of
Northeastern Pennsylvania (“NEPA”) and Independence Blue Cross (IBC”) (collectively the
“Blue Plans”).
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a. The Department will determine whether a Blue Plan is operating within the
sufficient operating range on an annual basis (based on the Blue Plans’ Health
RBC ratios, as reported annually pursuant to 40 P.S. §221.2-B, and where
necessary, a consolidated risk factor analysis). No Pennsylvania Blue Plan shall
include a risk and contingency factor in its filed premium rates unless and until
the lower of its Health RBC ratio or consolidated risk factor ratio for the
preceding calendar year is below the lower bound of its sufficient operating

surplus range.

b. If a Blue Plan’s Health RBC ratio and consolidated risk factor ratio exceed the
upper bound of its sufficient operating range (as determined annually by the Blue
Plan’s RBC Report filed pursuant to 40 P.S. §221.2-B, or as calculated by the
Department), that Blue Plan must, within ninety (90) days, file a report with the
Commissioner justifying its current surplus level or file a plan with the
Commissioner explaining how the Blue Plan will divest itself of surplus in a
manner that benefits its policyholders, such that its surplus level will result in its
Health RBC ratio or consolidated risk factor ratio dropping back into the
sufficient operating surplus range, with such divestiture to occur in a manner and

within a period of time deemed reasonable by the Commissioner.

c. Each Blue Plan shall make available to the Department such information as may
be required to allow the Department to verify compliance with this Determination.
Any such information that is proprietary or confidential shall be clearly marked
prior to submission to the Department, and shall be accorded confidential
treatment and not disclosed by the Department to the public except by agreement
with the Blue Plan or pursuant to Court Order. Upon receipt of any request from
a third party for that designated information, the Department will notify the Blue
Plan of the request to allow the Blue Plan to intervene or otherwise seek
additional protections from having to disclose such information. The Department
may, but does not have to, assist the Blue Plan with any efforts to maintain the

confidentiality of the information in any Court proceeding.

d. When evaluating any written report concerning inefficient surplus levels or a plan
for the divestiture of excessive surplus under subparagraph b. above, the
Department may retain attorneys, appraisers, independent actuaries, independent
certified public accountants or other professionals and examiners, the cost of

which shall be borne by the Blue Plan subject to review.
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This Order is effective immediately.

M. DIAéE KOKEN t

Insurance Commissioner
Commonwealth of Pennsylvania
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AGREEMENT
ON
COMMUNITY HEALTH REINVESTMENT

This Agreement on Community Health Reinvestment (the “Agreement”) is made
this 2" day of February 2005, by and among the Insurance Department of the Commonwealth of
Pennsylvania (the “Department”), by Patricia H. Stromberg, in her capacity and pursuant to her
authority as Deputy Insurance Commissioner, and Capital Blue Cross (“CBC”), Highmark Inc.
(“Highmark™), Independence Blue Cross (“IBC”), and Hospital Service Association of
Northeastern Pennsylvania, d/b/a Blue Cross of Northeastern Pennsylvania (“NEPA”)
(collectively, the “Parties”™).

Recitals

A. CBC, Highmark, IBC and NEPA (collectively, the “Blue Plans”), are not-for-
profit health plan corporations operating pursuant to the provisions of the Health Plan
Corporations Act, 40 Pa. C.S. §§ 6101, et seq., 6301 et seq. and are subject to regulation by the
Department.

B. CBC, IBC, and NEPA have traditionally and voluntarily engaged in a variety of
community activities ("Community Activities").

C. Highmark has traditionally and voluntarily engaged in a variety of Community
Activities. These efforts have included, but have not been limited to, full compliance with
certain social and charitable health care endeavors required under a 1996 Decision and Order of
the Insurance Commissioner (the "Commissioner"), Docket No. MS96-04-098.

D. The Community Activities of the Blue Plans have been designed in part to
improve health care, to make health care more affordable and accessible, and to benefit the

communities in the Blue Plans' respective service areas.
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E. The Department énd the Blue Plans wish to formalize their understanding relating
to the existence, nature, and scope of the Blue Plans' Community Activities on a prospective
basis.

F. This Agreement is intended to be a complete and total resolution of the issue of
the Blue Plans' Community Activities (sometimes referred to, inter alia, as "social mission,”
"charitable and/or benevolent endeavors," or "community activities") raised in the Department's
Notice dated January 17, 2004, up to and including the period of this Agreement.

NOW THEREFORE, in consideration of the foregoing and the mutual covenants and
agreements hereinafter set forth, and for other good and valuable consideration, the receipt and
sufficiency of which is hereby acknowledged, and intending to be legally bound, the Parties
agree as follows:

1. Each Blue Plan agrees to an annual financial commitment to Community
Activities in the form of an annual community health reinvestment (the "Annual Community
Health Reinvestment") for calendar years 2005 through 2010.

2. For purposes of this Agreement:

(a) "Health Premiums" means all Pennsylvania direct written health premiums
reported by the parent and its Health Subsidiaries and Affiliates (as
defined below) in their Annual Statements in proportion to any respective
ownership interest. The term "Health Premiums" does not include
administrative service business income or Medicare and Medicaid
program premiums. "Health Premiums," as defined in this Agreement, are
those premiums currently reported at Schedule T, Pennsylvania line,

columns 3 and 6 of each Plan's Annual Statement.
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(b)

(c)

(d

(e)

"Medicare and Medicaid Premiums" means all Pennsylvania direct written
Medicare and Medicaid Premiums reported by the parent and its Health
Subsidiaries and Affiliates in their Annual Statements in proportion to any
respective ownership interest. "Medicare and Medicaid Premiums" are
those premiums currently reported at Schedule T, Pennsylvania line,
columns 4 and 5 of each Plan's Annual Statement.

"Health Subsidiaries and Affiliates" means all Pennsylvania domiciled

entities writing health insurance coverage.

"Health Premium/State Income Tax" means all actual Commonwealth

state income taxes and state premium taxes incurred on Health Premiums

reported to the Pennsylvania Department of Revenue by the parent and its

Health Subsidiaries and Affiliates in proportion to any respective

ownership interest.

"Permitted Community Health Reinvestment Endeavors" means:

(1) Health coverage programs for low income and/or uninsured
persons, including, but not limited to, adultBasic, CHIP, Special
Care or any similar successor programs;

(i1) Other programs or means of subsidizing or providing healthcare
coverage and/or healthcare services to persons who are determined
under applicable and recognized standards to be unable to pay for
such coverage or services or to be without access to affordable
healthcare services or coverage, including, but not limited to, rate

subsidies for HIPAA and HCTC, rate subsidies for individual
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programs paid by any Blue Plan that have not been collected from
group premiums, and operating subsidies for public health provider
programs; and

(iii)  Other community healthcare-related expenditures, distributions or
utilizations approved by the Department, which approval shall not
be unreasonably withheld.

§3) "RBC" means "risk based capital" as that term is defined at 40 P.S.

§§ 221.1-B, et seq.

3. On or before December 1 of each calendar year, each Blue Plan shall submit to
the Department an application (the "Application") for review by the Department setting forth the
Blue Plan's proposed expenditure, distribution or other utilization of its Annual Community
Health Reinvestment for the following calendar year. For calendar year 2005, the Application
will be due March 1, 2005.

4, The Annual Community Health Reinvestment shall be calculated as follows:

(a) For calendar year 2005, 1.6% of Health Premiums plus 1.0% of Medicare
and Medicaid Premiums as reported on each Plan's 2003 Annual
Statement minus Health Premium/State Income Tax.

(b) For each succeeding calendar year in the period 2006-2010, 1.6% of
Health Premiums as projected for that year by the respective Blue Plan
plus 1.0% of Medicare and Medicaid Premiums as projected for that year
by the respective Blue Plan minus Health Premium/State Income Tax as
projected for that year by the respective Blue Plan. Beginning in calendar

year 2007, and each year thereafter through 2011, on or before April 1 of
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(©)

(d

each year, each Blue Plan shall submit to the Department a reconciliation
of its Annual Community Health Reinvestment as provided in its
Application for the prior calendar year against actual premium reported
and taxes incurred for that prior calendar year. Subject to Department
approval, such reconciliation shall state the manner and time within which
any adjustments shall be made, and each Blue Plan shall appropriately
adjust for any excess or deficiency in the actual Annual Community
Health Reinvestment amount as calculated based on actual premium and
taxes for the prior calendar year.

Notwithstanding any other provision of this Agreement, beginning with
the Application for year 2007 and for each calendar year thereafter for the
term of this Agreement, the total Annual Community Health Reinvestment
of any Plan shall not exceed 107.5 percent (107.5%) of the total Annual
Community Health Reinvestment for that Plan in the immediately
preceding calendar year.

Notwithstanding any other provision in this Agreement, each Blue Plan
agrees that in the event that a Blue Plan's total Annual Community Health
Reinvestment amount decreases from one year to the next in excess of 5%,
the percentage used to determine the Commonwealth Directed Low
Income Health Insurance Portion (as defined in paragraph 5) for that Blue
Plan shall be adjusted for that year such that the Commonwealth Directed
Low Income Health Insurance Portion for that Blue Plan shall decrease by

no more than 5% of the amount of the Commonwealth Directed Low
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Income Health Insurance Portion for that Blue Plan from the prior year.
In no event, however, shall the adjusted percentage used to determine the
Commonwealth Directed Low Income Health Insurance Portion for that
Blue Plan exceed 100% of that Blue Plan's total Annual Community
Health Reinvestment amount.

5. Each Blue Plan agrees that the Annual Community Health Reinvestment for each
Plan shall be expended, distributed or utilized in the respective service area of that Plan and
solely for Permitted Community Health Reinvestment Endeavors. Sixty percent (60%) of the
Annual Community Health Reinvestment for each calendar year of this Agreement shall be
dedicated to providing health insurance through state-approved programs for persons of low
income, including but not limited to adultBasic (the "Commonwealth Directed Low Income
Health Insurance Portion"). In the event that the Commonwealth Directed Low Income Health
Insurance Portion cannot be expended, distributed or utilized in the calendar year in which it is
dedicated, such amounts shall be expended, distributed or utilized in succeediné years.

6. Any Blue Plan participating in the adultBasic program or any alternative program
to benefit persons of low income in any calendar year subject to this Agreement, will receive
approval of rates for 2005 and thereafter for adultBasic, and to the extent applicable for such
alternative programs, as filed with the Department, or in the event such approval of rates as filed
is not received, such Blue Plan will receive a credit for Actual Underwriting Losses for
adultBasic, and to the extent applicable, for such alternative programs, against the sixty percent
(60%) number defined in paragraph 5 above or the Blue Plan will provide a credit to the

Commonwealth for adultBasic Actual Underwriting Gains. The term "Actual Underwriting
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Losses/Gains" means premiums earned less claims incurred, less administrative expense costs
directly associated with the program as recorded on the Blue Plan's internal financials.

7. Each Blue Plan shall make available to the Department such information as the
Department may reasonably require to verify the calculation, expenditure, distribution or use of a
Blue Plan's Annual Community Health Reinvestment. Any such information that is proprietary
or confidential, including such information that is set forth in an Application, (the "Confidential
Information") shall be clearly marked prior to submission to the Department, and shall be
accorded confidential treatment by the Department and not disclosed by the Department to any
third party except by agreement with the Blue Plan or pursuant to Court Order. Upon receipt of
any request from a third party for Confidential Information, the Department will notify the third
party that the Confidential Information will not be provided. In the event that a third party
institutes an action to compel the Department to disclose the Confidential Information, the
Department will inform the affected Blue Plan of the Court Order in sufficient time to allow the
Blue Plan to intervene or otherwise seek additional protections from having to disclose the
Confidential Information. The Department may, but does not have to, assist the Blue Plan with
any efforts to maintain the confidentiality of the information in any Court proceeding but in no
event shall the Department oppose any such effort.

8. This Agreement may be modified or waived as to an individual Blue Plan,
provided notice of the application for modification or waiver is provided to each of the other
Blue Plans five (5) business days in advance of when said modification or waiver is sought from
the Department. The modification or waiver shall be in writing and executed by the Department
and said individual Blue Plan. Relief from the Annual Community Health reinvestment

obligation may be granted by the Commuissioner without application for modification or waiver if
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a Blue Plan’s RBC ratio drops 100 points within a twelve (12) month period or below the Blue
Cross Blue Shield Association’s early warning level which is currently at 375% RBC, or if the
Commissioner determines other good cause exists for such relief, or upon written application by
a Blue Plan for other good cause shown, which includes but is not limited to any circumstance
which significantly impairs, diminishes, impedes or otherwise compromises a Blue Plan’s ability
to meet its Annual Community Health Reinvestment obligation as that obligation is defined in
this Agreement, or any circumstance which suggests that the need for the Annual Community
Health Reinvestment is significantly diminished, or in the event any court of competent
jurisdiction issues a decision or order against any Blue Plan or legislation is enacted that
substantially alters the terms or purpose of this Agreement. A decision by the Commissioner not
to grant the requested modification or waiver will be in the form of a determination, as to which
judicial review is available as provided by Pennsylvania law. After a Blue Plan seeks
modification or waiver of the Agreement under this paragraph, the passage of sixty (60) days or
any decision by the Commissioner that does not satisfy the Blue Plan’s request for modification
or waiver shall constitute a determination, as to which judicial review is available as provided by
Pennsylvania law.

9. In the event a Blue Plan submits a written application seeking modification of or
relief from its Annual Community Health Reinvestment obligation, the Department may retain
attorneys, appraisers, independent actuaries, independent certified public accountants or other
professionals and examiners, the cost of which shall be borne by the Blue Plan seeking such
modification or relief. The Blue Plan's obligation hereunder will not exceed $75,000.

10. Notwithstanding any other provision to the contrary, all obligations of a

respective Blue Plan shall terminate and the Agreement shall become null and void as to that
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Blue Plan: (i) in the event that the Blue Plan no longer is a Health Plan Corporation under 40
Pa.C.S. §§ 6101 ef seq., 6301 et seq.; or (i1) in the event legislation is enacted that impacts the
state tax payments or assessments of a Health Plan Corporation in a manner that is intended to or
has the effect of being adverse and discriminatory to the Blue Plans in comparison to other
insurers and obligates that Blue Plan to make state tax payments or assessments greater than the

contributions required under this Agreement.

11. After the effective date of this Agreement, if disputes arise relating to the
implementation of the Agreement or any of its terms or conditions, the Parties agree that the
dispute shall be submitted to the Commissioner for resolution. Thereafter, the passage of thirty
(30) days or any decision by the Commissioner that does not resolve the dispute in a manner
acceptable to the Blue Plan shall constitute a determination, as to which judicial review is
available as provided by Pennsylvania law.

12. This Agreement and the Annual Community Health Reinvestment hereunder shall
supersede and replace Highmark's required "social or charitable health care endeavors"
obligations pursuant to the 1996 Decision and Order of the Commissioner.

13. Neither the entry into this Agreement, nor the discussions in connection with its
negotiation and execution, shall constitute evidence of wrongdoing or culpability or an
admission by any Party of liability or obligation to any other Party for any purpose, or a waiver
of any defense or position any Party could raise in any forum.

14. Unless sooner terminated as provided herein, this Agreement shall terminate and
have no further force and effect after December 31, 2010, except to the extent necessary for any

Blue Plan to adjust for any excess or deficiency as required by paragraphs 4 or 6 for any prior

calendar year.
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15.  This Agreement may be executed in one or more counterparts, all or any of which
shall be regarded for all purposes as one original, and constitute and be but one and the same
instrument. Delivery of the executed Agreement by facsimile or other electronic means shall be
equally effective as the delivery of the original Agreement.

16. Nothing in this Agreement, express or implied, is intended to, nor shall it in any
way be construed to, create or convey any rights or remedies in or to any individual or entity
other than the Parties, nor shall this Agreement or any provision hereof constitute a waiver or
relinquishment of any legal right of any Party to otherwise challenge or appeal any action or
decision hereunder or arising from any other action of any other Party.

17. In the event any dispute arises among the Parties with regard to the interpretation
of any term of this Agreement, all of the Parties shall be considered collectively to be the
drafting party, and any rule of construction to the effect that ambiguities are to be resolved

against the drafting party shall be inapplicable.

18. All prior discussions, agreements and understandings concerning the subject of
this Agreement are completely merged and integrated into this Agreement.

19. This Agreement and all amendments, supplements,‘modiﬁcations, waivers and
consents shall be governed by and construed in accordance with the laws of the Commonwealth
of Pennsylvania.

20. No part of this Agreement shall be modified or waived in any respect except by a
writing.

21. By its signature affixed hereto, each Party acknowledges that it has read this

Agreement, fully understands the agreements, covenants, obligations, conditions, and terms

10
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contained herein, and has had the advice of counsel pertaining thereto, prior to the time of
execution.

22. The Parties agree and acknowledge that each provision of this Agreement,
including the Recitals and the terms, form the essential subject matter of this Agreement and the
Recitals and the terms of this Agreement shall not be severable.

23. Each Party represents and warrants that it has the requisite power and authority to
enter into this Agreement and that the signatory is duly authorized to execute this Agreement on
behalf of that Party.

24. This Agreement shall be binding upon all Parties and their successors and assigns.

25. The division of this Agreement into paragraphs and subparagraphs and the use of
captions and headings in connection therewith, are solely for convenience and shall have no legal

effect in construing the provisions of this Agreement.

PENNSYLVANIA INSURANCE DEPARTMENT

D

I £ . </ 3

BY: - JofALe ca \K/ '\)’é/amf»‘{;’icf/\
Patricia H. Stromberg /
Deputy Commissioner

CAPITAL BLUE CROSS

BY:

Anita M. Smith

President and Chief Executive Officer
HIGHMARK INC.
BY:

Kenneth R. Melani, M.D.
President and Chief Executive Officer
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behalf of that Party.

24. This Agreement shall be binding upon all Parties and their successors and assigns.
25. ' The division of this Agreement into paragraphs and subparagraphs and the use of
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PENNSYLVANIA INSURANCE DEPARTMENT

BY:

Patricia H. Stromberg
Deputy Commissioner

CAPIT

AL CROSS ——
BY: % @4’1/(7%/

Anita M. Smith
President and Chief Executive Officer

HIGHMARK INC.

BY:

Kenneth R. Melani, M.D.
President and Chief Executive Officer
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PENNSYLVANIA INSURANCE DEPARTMENT

BY:
Patricia H. Stromberg
Deputy Commissioner
CAPITAL BLUE CROSS
BY:

Anita M. Smith
President and Chief Executive Officer

HIGHMARK INC.

BY: MQ N\rLQQw«J ks

Iéénneth R. Melani, M.
President and Chief Executive Officer
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HOSPITAL SERVICE ASSOCIATION OF
NORTHEASTERN PENNSYLVANIA

BY:

Denise S. Cesare
President and Chief Executive Officer

INDEPENDENCE BLUE CROSS

NNy~

Josizley. Frick
Presidenit and Chief Executive Officer
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HOSPITAL SERVICE ASSOCIATION OF

NORTHEASTERN PENNSYLVANIA
) ~C
BY: k A,tf LAY JRMAS

Denl S. Cesare { C)
President and Chief Executive Officer

INDEPENDENCE BLUE CROSS

BY:

Joseph A. Frick
President and Chief Executive Officer
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