
 

 

 

 

 

March 1, 2019 

The Honorable Seema Verma 

Administrator  

The Centers for Medicare and Medicaid Services 

7500 Security Blvd. 

Baltimore, MD 21244 

 

Submitted via the Federal Regulations Web Portal, http://www.regulations.gov 

RE: DETAILED COMMENTS ON ADVANCE NOTICE OF METHODOLOGICAL CHANGES 

FOR CALENDAR YEAR (CY) 2020 FOR MEDICARE ADVANTAGE (MA) CAPITATION 

RATES, PART C AND PART D PAYMENT POLICIES AND 2020 DRAFT CALL LETTER 

Dear Administrator Verma: 

The Blue Cross Blue Shield Association (BCBSA) appreciates the opportunity to provide 

comments on the Advance Notice of Methodological Changes for Calendar Year (CY) 2020 for 

the Medicare Advantage (MA) CMS-HCC Risk Adjustment Model and Advance Notice of 

Methodological Changes for CY 2020 for MA Capitation Rates, Part C and Part D Payment 

Policies and 2019 Draft Call Letter. 

BCBSA is a national federation of 36 independent, community-based and locally operated Blue 

Cross and Blue Shield (BCBS) companies (Plans) that collectively provide healthcare coverage 

for one in three Americans. For more than 80 years, Blue Cross and Blue Shield companies 

have offered quality healthcare coverage in all markets across America – serving those who 

purchase coverage on their own as well as those who obtain coverage through an employer, 

Medicare and Medicaid. Today BCBS Plans serve millions of Medicare beneficiaries in 

Medicare Advantage (MA) and Stand-Alone Part D (PDP) options. 

Overall, we support many of the provisions in the Advance Notice and Draft Call Letter and 

thank the Centers for Medicare and Medicaid Services (CMS) for its continued attention to 

policies that create more efficiencies for plans and providers, promote flexibility, innovation, and 

transparency, and improve the value of MA and Part D for Medicare beneficiaries. 

 

We would like to highlight several issues, which are discussed in more detail below, along with 

many other topics in our detailed comments attached.  
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Plan year 2020 poses unique challenges to Medicare Advantage (MA) and Part D plans. The 

recent Proposed Rule to remove the Safe Harbor for drug manufacturer rebates under the 

federal Anti-Kickback Statute (OIG 0936-P) poses uncertainty as to the CY 2020 bidding cycle. 

While we recognize changes are needed, we have initial concerns with this proposal’s impact 

on premiums in Part D, the proposed implementation date of Jan. 1, 2020, potential legal 

hurdles to a front-end discount model, and application to Medicaid. We are examining 

alternative proposals that meet the objectives defined by HHS-OIG for a reformed drug 

payment/negotiation system.  

The concerns related to the Safe Harbor proposal are especially challenging for MA and Part D 

plans in 2020 while uncertainty remains on whether or not Congress will extend a moratorium 

on the Health Insurer Tax (HIT) for 2020.  

Additionally, CMS has yet to finalize the methodology for calculations for Risk Adjustment Data 

Validation (RADV) settlements for those audits completed in 2011, 2012 and 2013 as well as 

those audits moving forward. Concerns with the proposed methodology and the agency’s 

projection of collecting more than $4 billion from MA RAVD audits over the next ten years poses 

challenges for plans from a financial stability perspective. We will be submitting comments on 

the RADV proposals before the April 30th deadline.  

We encourage CMS to provide guidance on bid preparation that would mitigate uncertainty 

related to these various concerns and prevent any disruption for beneficiaries. 

As to the Rate Announcement and Call Letter, BCBSA recommends: 

 Release of more data and transparency in regards to the Normalization Factor to ensure 

all stakeholders are informed about the methodology and underlying data trends to 

ensure confidence in the accuracy of CMS’ normalization approach. 

 Implementation of the Alternative Payment Conditions Count (PCC) model (using 

encounter data as a diagnosis source) in a three year equally phased approach that 

would implement a blend of 33 percent PCC for 2020. 

 Increased flexibility as to the definition of a chronically ill patient and new flexibilities for 

supplemental benefits that would include services in the areas of nutrition, nutrition 

counseling, and transportation to enable the innovative supplemental benefits many 

BCBS Plans are interested in providing in 2020, as described in our comments. 

 Strengthening the Star Ratings system by increasing stability in measures, changes to 

the Categorical Adjustment Index (CAI), and adjustments to the extreme and 

uncontrollable circumstances policy, among other topics. 

 Improving End Stage Renal Disease (ESRD) payment and risk adjustment methodology 

leading up to 2021 when more beneficiaries will have access to MA. 

 Consideration of issues affecting Puerto Rico and their payments, which we have 

included as a separate attachment to our comments. 
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We appreciate your consideration of our comments and attached documents. If you have any 

questions or need additional information, please contact Jane Galvin, Managing Director, 

Regulatory Affairs at Jane.Galvin@bcbsa.com. 

 

Sincerely, 

 
Kris Haltmeyer  

Vice President, Legislative & Regulatory Policy  

Office of Policy & Representation 
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DETAILED COMMENTS ON ADVANCE NOTICE OF METHODOLOGICAL CHANGES FOR 

CALENDAR YEAR (CY) 2020 FOR MEDICARE ADVANTAGE (MA) CAPITATION RATES, 

PART C AND PART D PAYMENT POLICIES AND 2020 DRAFT CALL LETTER 

 

ADVANCE NOTICE PART I: ADVANCE NOTICE OF METHODOLOGICAL CHANGES FOR CALENDAR YEAR 

(CY) 2020 FOR THE MEDICARE ADVANTAGE (MA) CMS-HCC RISK ADJUSTMENT MODEL 

 

Payment Condition Count (PCC) Model 

 

Issue #1: Proposed PCC Model vs. Alternative Model 

The 21st Century Cures Act directs CMS to take into account the total number of diseases or 

conditions of an individual enrolled in an MA plan and states that CMS shall make an additional 

adjustment under such subparagraph as the number of diseases or conditions of an individual 

increases (1853(a)(1)(C)(i)(I)). The statute states that CMS must phase-in any changes to risk 

adjustment (including this change and previously listed changes, such as adding new codes), 

“over a 3-year period, beginning with 2019, with such changes being fully implemented for 2022 

and subsequent years.” 

 

Last year, CMS considered two models, and ultimately proposed to use the “Payment Condition 

Count (PCC) Model.” This year, CMS proposed the same PCC Model as last year as well as an 

alternative PCC Model that has three additional HCCs: HCC51 Dementia with Complications; 

HCC52 Dementia without Complication; HCC159 Pressure Ulcer of Skin with Partial Thickness 

Skin Loss. 

 

Recommendation #1: BCBSA recommends that CMS implement the alternative PCC Model 

that includes additional dementia and skin ulcer HCCs for 2020. Though we support 

implementation of this model to comply with statute, BCBSA encourages CMS to work with 

stakeholders, especially plan actuaries and financial managers, to ensure implementation is 

effective, limits disruption, and that the model is adjusted in future years when appropriate.  

 

Rationale #1: A predictable risk adjustment model is crucial to a stable MA program.  

Adjustments and updates to the model are an inevitable part of the process. However, these 

changes must be made in a way that limits disruption in payments and administrative functions 

for plans. We appreciate that CMS has increased transparency and provided additional time for 

comment. Additionally, the 21st Century Cures Act did not offer a specific new payment model, 

but a concept as to the need to address beneficiaries with multiple conditions. Therefore, CMS 

and plans should work together to ensure PCC effectively addresses the intent of Congress.  

 

Issue #2: PCC Model Phase-In Timeline 

The 21st Century Cures Act requires that any changes to risk adjustment payment must be 

phased-in over a three-year period. Last year, CMS proposed to phase in the proposed PCC 
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Model over four years, commencing in 2019, starting with a 25 percent PCC (75 percent 2017 

CMS-HCC Model) phase-in in year one and completing phase-in in 2022 to comply with statute. 

Ultimately, CMS concluded that it complied with the statute to delay the start of PCC 

implementation to 2020. This year, CMS proposes to start implementation in 2020 with a 50 

percent PCC phase-in (50 percent 2017 CMS-HCC Model) with phase-in completed in 2022. 

CMS does not specify the 2021 phase-in blend. 

Recommendation #2:  BCBSA recommends that CMS phase-in the alternative PCC Model 

equally over three years: 33 percent in 2020, 66 percent in 2021 and 100 percent in 2022.  

 

Rationale #2: BCBSA understands that CMS must comply with statute and phase in the new 

model by 2022. However, we think that CMS should take a gradual approach to phase-in in year 

one to give plans time to implement the new model and to prevent disruption. Last year, CMS 

recommended a 25 percent PCC blend in year one and equal phase-in over four years. We 

recommend that CMS take a similar approach over the proposed three year phase-in, dividing 

phase-in equally over three years. 

 

Issue #3: PCC Specifications: Count Threshold, Data Years for Calibration 

As in CY 2019, the PCC model proposed for PY 2020 includes: the additional conditions for 

mental health, substance use disorder, and Chronic Kidney Disease (added last year, in 

compliance with the Cures Act); coefficients determined by 2014 diagnoses predicting 2015 

cost; and a cap for count variables included at 10 conditions. 

Recommendation/Rationale #3: BCBSA supports CMS’ continued inclusion of the above 

codes, the calibration years used, and the 10 condition count cap.  

 

Issue #4: Encounter Data System (EDS) as Diagnosis Source for PCC 

For PY 2020, proposes to calculate PCC risk scores calculated using diagnoses from encounter 

data (and Fee-for-Service (FFS) claims and Risk Adjustment Processing System (RAPS) 

inpatient records) and calculate 2017 CMS-HCC risk scores using RAPS (and FFS claims). 

Recommendation #4: BCBSA agrees with CMS that is makes sense – for operational 

simplicity – to pair EDS with the PCC and RAPS with the 2017 CMS-HCC. However, we 

reiterate our concerns about the intersecting complexities of increasing the use of EDS and 

implementing a new PCC model. Therefore, in line with our recommendation above to start the 

PCC phase-in at 33 percent in 2019, we think an increase from 25 percent to 33 percent of the 

use of encounter data as a diagnosis data source is appropriate. (See below for more detailed 

recommendations on EDS phase-in.) 

 

Rationale #4: We thank CMS for its partnership in gradually phasing in EDS and soliciting 

feedback, and remain committed to working together to ensure successful implementation. It 

would create operational complexities to calibrate both the PCC model and 2017 CMS-HCC 

model to EDS and RAPS, effectively requiring plans to navigate four risk score for each 

beneficiary. Thus, it is appropriate to link PCC with EDS and 2017 CMS-HCC to RAPS.  
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Encounter Data as a Diagnosis Source for Risk Adjustment 

 

Issue #1: Phase-In to Encounter Data System (EDS) for Risk Adjustment 

In 2020 CMS proposes to implement 50 percent PCC Model using EDS (supplemented with 

RAPS and FFS data) as a diagnosis source blended with 50 percent 2017 CMS-HCC using 

RAPS (with FFS data). CMS proposes a 100 percent PCC (and thus EDS) phase-in for 2022 (to 

comply with statute as it relates to PCC phase-in), but does not specify the PCC or EDS phase-

in blend level for 2021.  

 

Though BCBS Plans continue to improve their EDS experience with CMS, many Plans continue 

to face operational challenges and see a decrease in their risk scores and payment with the 

phase-in of EDS. Whatever the EDS level is in 2020, it is still crucial that improvements be 

made to EDS and that operational issues be resolved.   

 

Recommendation #1: As described above, we think it is prudent to link PCC Model phase-in 

and EDS phase-in, and we think both should be increased to 33 percent in 2019. However, we 

caution that tying PCC Model phase-in to EDS marries EDS phase-in to a strict statutory phase-

in timeline, which may not allow for any course corrections that are needed. While we support 

EDS phase-in, this rigidity gives us concern due to the challenges with EDS implementation, 

including inaccuracies and operational burdens.  

 

We recommend that CMS continue to increase transparency and engage in ongoing dialog with 

plans to address challenges with new risk model and/or EDS implementation. CMS should 

continue to work with plans to ensure there is a transparent, accountable process around EDS 

submissions. BCBSA looks forward to facilitating discussions with BCBSA member Plans and 

CMS to ensure CMS has the operational feedback it needs to enact improvements. 

 

Additionally, we continue to support the use of RAPS data, including inpatient data, to support 

EDS data, though we encourage more guidance to understand why such supplementary data is 

necessary and what the long term plan is for this approach.  

 

Rationale #1: A gradual phase-in of a PCC Model that is paired with EDS as a diagnosis 

source necessitates a measured increase in EDS for 2020. Thus, we conclude an increase from 

25 percent to 33 percent of the use of encounter data as a diagnosis source is appropriate. Not 

only will this allow an appropriate year one phase-in level of the new PCC Model, it also 

achieves the goal of continued, gradual EDS phase-in.  

 

Though it is important to keep moving forward on the EDS phase-in, EDS should be stable 

before such data is solely relied upon as the basis for risk adjusted payments to plans. We 

would like to reiterate concerns outlined in reports by the Government Accountability Office 

(GAO), the Office of the Inspector General (OIG), and Milliman describing the implementation 
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concerns with the phase-in of EDS as a source for diagnosis for risk adjustment in MA.1,2,3,4 In 

an internal survey we conducted last year, BCBS Plans reported an average difference between 

their EDS risk score and RAPS risk score in 2017 of -2.58 percent.5 Impacts among those who 

responded to our survey ranged from -7.0 percent to -0.4 percent. Additionally, in the FY 2019 

President’s Budget estimated that the transition to encounter data will reduce plan payments by 

approximately $11.1 billion over 10 years, underscoring the financial impacts of the phase-in 

and suggesting phase-in should be gradual as not to de-stabilize the MA market.  

 

  

                                                           
1 OIG: "Medicare Advantage Encounter Data Show Promise for Program Oversight, But Improvements are Needed.” 

January 2018. https://oig.hhs.gov/oei/reports/oei-03-15-00060.asp  
2 GAO. “Medicare Advantage: Limited Progress Made to Validate Encounter Data Used to Ensure Proper Payments.” 

January 2017. https://www.gao.gov/assets/690/682145.pdf 
3 GAO. "Medicare Advantage: CMS Should Fully Develop Plans for Encounter Data and Assess Data Quality Before 

Use.” July 2014. https://www.gao.gov/assets/670/665142.pdf 
4 Milliman White Paper: “Medicare Advantage’s transition from RAPS to EDS Risk Scores: 2017 impact”. February 

2018. http://www.milliman.com/insight/2018/Medicare-Advantages-transition-from-RAPS-to-EDS-risk-scores-2017-

impact/ 
5 Based on survey to all BCBSA Plans in January, 2018. Results based on 14 Plan responses to the questions “What 

is the percentage difference between your Plan’s EDS risk score and RAPS risk score for payment year 2017?” 
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ADVANCE NOTICE PART II: ADVANCE NOTICE OF METHODOLOGICAL CHANGES FOR CALENDAR 

YEAR (CY) 2020 FOR MEDICARE ADVANTAGE (MA) CAPITATION RATES, PART C AND PART D 

PAYMENT POLICIES AND 2020 DRAFT CALL LETTER 

 

ATTACHMENT I. PRELIMINARY ESTIMATES OF THE NATIONAL PER CAPITA GROWTH PERCENTAGE 

AND THE NATIONAL MEDICARE FEE-FOR-SERVICE GROWTH PERCENTAGE FOR CALENDAR YEAR 

2020 

 

Growth Rates 

 

Issue #1: MA Growth Percentage and FFS Growth Percentage (Non-ESRD & ESRD) 

CMS’ current estimate of the change in the national per capita MA growth percentage 

(NPCMAGP)/Total USPCC (Non-ESRD) for aged and disabled enrollees combined in 2020 is 

4.84 percent (2019 was 5.44 percent). This estimate reflects an underlying trend change from 

2019 to 2020 in per capita cost of 3.76 percent (2018-2019 was 4.05 percent). The proposed 

FFS United States per capita cost (USPCC) Non-ESRD update from 2019 to 2020 is 4.52 

percent. The proposed update is higher than recent finalized FFS USPCC updates: 2019: 4.08 

percent; 2018: 2.73 percent; 2017: 3.1 percent. CMS estimates an effective growth rate of 4.59 

percent in 2020; this is down from the finalized 5.28 percent in 2019, but up from 2.7 percent in 

2018 and 3.1 percent in 2017. The proposed FFS USPCC for dialysis-only ESRD is 1.48 

percent. This is significantly lower than the 2019 update of 5.07 percent and more in line with 

the 2018 of 1.57 percent. The volatility of these updates highlights the difficulties CMS continues 

to have in accurately estimating MA ESRD payment. The effective MA growth rate, which is 

reported in the CMS Fact Sheet, estimates the nationally-averaged update to rates.  

Recommendation #1: BCBSA appreciates the updated growth rate. We continue to encourage 

CMS to share details related to the underlying methodology and data trends in the growth 

percentages.  

 

Rationale #1: Increased transparency, including data releases outside of the regular Rate 

Notice releases, allows plans to accurately trend FFS and MA growth rates in order to prepare 

bids and plan for future years. This is increasingly important as we see rapid changes in both 

the MA and FFS markets that impact utilization, cost, and other data affecting MA payment.  

 

ATTACHMENT II: CHANGES IN THE PART C PAYMENT METHODOLOGY FOR CY 2020 

 

MA Benchmarks and Rebates 

 

Issue #1: Benchmark Caps 

No policy change. Though CMS shares the concerns stakeholders have raised, CMS has not 

identified an approach under section 1853(n)(4) of the Affordable Care Act (ACA) to eliminate 

application of the rate cap or exclude the bonus payment from the cap calculation. 
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Recommendation #1: BCBSA continues to urge CMS to use its administrative authority to lift 

the caps on benchmarks. BCBSA has previously submitted a legal analysis that provides the 

agency with a pathway to accomplish this goal. We would be glad to discuss this analysis again 

for possible paths for action on this issue.  

 

Rationale #1: Millions of beneficiaries enrolled in 4+ Star rated plans do not have access to the 

full benefits they are entitled to because their plan is not receiving the full quality bonus 

payments, (QBP) it has earned. As plans look more to supplemental benefits, shortfalls in 

revenues have a significant impact on what plans can do for their chronically ill beneficiaries. 

 

Quality Bonus Payments  

 

Issue #1: Contract Consolidations and QBP 

The Bipartisan Budget Act of 2018 amended Section 1853(o)(4) of the Social Security 

Administration (SSA) and CMS previously finalized regulations stating that when two or more 

contracts consolidate, for the first year following the consolidation the QBP would be the 

enrollment weighted average of what would have been the QBP ratings of the surviving and 

consumed contracts using the contract enrollment in November of the year the Star Ratings 

were released. The regulations are applicable to contract consolidations approved on/after Jan. 

1, 2019 (and therefore will affect 2020 QBP ratings). 

Recommendation #1: We continue to support this change.  

 

In addition, we would like to express a concern raised by a BCBS Plans about the methodology 

CMS uses for follow-up surveys on the Health Outcomes Survey (HOS) longitudinal measures 

for contracts that are consolidated. Particularly, we believe that this methodology may 

disproportionately benefit or adversely impact contracts’ HOS results and undermine the 

objectives of the HOS program. Given this apparent flaw, we recommend that CMS consider 

revising its current methodology to weight the follow-up survey response based on relative 

membership size for consumed and surviving contracts effective for Star Rating 2020 to prevent 

any additional inequities or gaming of the system.   

 

Rationale #1: BCBSA reiterates support for CMS’ goal to ensure that Star Ratings are 

administered in a fair and equitable manner with the ultimate goal of improving quality for 

beneficiaries and that “gaming” among contracts by organizations is not an acceptable practice.  

 

We believe amending the current methodology in the way recommended above will help further 

this goal. The current methodology during contract consolidation pulls an equal number of 

beneficiaries for follow-up survey from both the consumed and surviving contracts, resulting in a 

situation where the overall performance on the HOS longitudinal measures could be falsely 

elevated or reduced depending on the performance of the consumed contract. Given this, a 

contract may have the opportunity to acquire or “consume” a smaller, higher performing H 
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contract, which may falsely inflate their HOS results because of the current methodology. 

Conversely, contracts with poor performing “consumed” plans are negatively impacted by this.  

 

Calculation of Fee for Service Cost 

 

Issue #1: Calculation of FFS Cost 

The FFS cost for each county is a product of: (1) the FFS USPCC, and (2) a county-level 

geographic index called the average geographic adjustment (AGA). For 2020, CMS proposes to 

continue to incorporate refinements developed in prior years to update the claims data used to 

calculate the AGAs and to continue the repricing of historical data in the AGA calculation. CMS 

proposes to implement a refinement to the methodology used in the ratebook to include Health 

Profession al Shortage Areas (HPSAs) bonus payments. BCBSA was most disappointed that 

CMS did not adopt the MedPAC recommendation to base FFS costs only on beneficiaries 

enrolled in both Part A and Part B. 

 

Recommendation #1: BCBSA supports the continued refinements and repricing to FFS cost 

calculation. However, we continue to strongly encourage CMS to use only data from FFS 

Medicare beneficiaries with both Part A and Part B to calculate MA benchmarks.  BCBSA was 

disappointed that this calculation was not in the Advance Notice. However, we applaud CMS for 

continuing to make this adjustment for Puerto Rico. (See below.) 

 

Rationale #1: MedPAC and others support this recommendation because it would promote 

equity in county benchmarks and reflects trends in counties with a large percentage of 

individuals in FFS only enrolled in Part A (and in some case only Part B).   

 

Issue #2: Average Geographic Adjustment (AGA) Methodology 

In line with previous years, CMS proposes to add the 2017 cost and enrollment data so the five-

year rolling average will be based on FFS claims data from 2013–2017. CMS is also proposing 

to continue to adjust historical FFS experience to reflect shared savings and losses or episode 

savings and losses experienced under innovation center models and demonstration programs.   

Recommendation #2: BCBSA supports updates to AGA to ensure accuracy. However, we 

encourage CMS to reach out to plans to explore potentially instituting a different approach (e.g., 

AGA update every three years) for implementing changes to this calculation. 

 

Rationale #2: Though it’s important to ensure accuracy in the AGA, some BCBS Plans have 

expressed concerns with the unpredictability of recent annual AGA changes, which has made 

bid preparation more difficult. 

 

Accurate Payment for Puerto Rico 

 

BCBSA is aware of the unique situation that affects the BCBSA member Plan operating in 

Puerto Rico. To capture these challenges, we have attached a document to these comments 
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that discusses all of the issues affecting the Plan and would ask the agency to review these 

issues and respond in a favorable manner to address concerns in the Final Announcement. 

BCBSA supports all of the recommendations offered in the Attachment. 

 

ESRD Rates 

 

Issue #1: ESRD Rates 

CMS proposes to continue the enhancements to the ESRD data system and projection 

methodology the agency incorporated last year. However, CMS does not propose major 

changes to ESRD rates to improve accuracy, which continues to be a financial challenge for 

plans. 

Due to recent statutory changes, beginning in 2021, all individuals with ESRD and eligible for 

Medicare will be able to enroll in MA. As we move closer to this start date, it is vital to ensure 

that ESRD related costs are accurately represented in MA payments. However, current data 

show that MA ESRD payment is significantly lower than the cost of these complex beneficiaries.  

Recommendation #1: BCBSA continues to be concerned with MA ESRD payment rates and 

the need to ensure the ability of plans to sustain the high costs of these patients year to year. It 

is critically important that CMS consider steps to improve ESRD payment adequacy, both 

related to benchmark calculation and ESRD risk adjustment, particularly as we look toward 

2021 and full integration of ESRD individuals into MA. (See below for more discussion of ESRD 

Risk Adjustment.) Attached please find the recently released Wakely report that outlines the 

significant issues with current CMS payments to plans for those with ESRD and the need to 

correct these payments in CY 2020 and beyond. BCBSA continues to recommends that CMS 

revisit the ESRD payment methodology.  

 

Additionally, in an effort to support the increase in ESRD member population, we ask that CMS 

move enrollees with a dialysis diagnoses reported into the ESRD payment and risk adjustment 

segment automatically. The current process requires an extensive documentation process that 

adds significant administrative burden to members, providers, and health plans. 

 

Rationale #1: The MA program needs to be ready to handle an influx of new ESRD patients in 

2021 and to make sure inadequate payment does not create new risks for plans that could lead 

to financial instability, especially in small plans. The payment methodology must account for the 

fact that due to the effects of dialysis provider concentration and network adequacy 

requirements, Plans are often unable to negotiate reasonable reimbursement rates for dialysis 

services. This, among other factors, results in Plans not having ESRD rates adequate to pay for 

the true costs of caring for this complex, high-cost population. Inadequate payment for complex 

patients negatively impacts beneficiary care and inhibits the ability of plans to improve care 

coordination, reduce cost and innovate ways to improve beneficiary outcomes. 

 

MA Employer Group Waiver Plans 
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Issue #1: EGWP Payment Methodology 

In 2019, CMS completed the transition to administratively-set rates for EGWPs (using a bid-to-

benchmark methodology) and does not propose a change for 2020. CMS initially intended to 

phase-in by 2018, but delayed implementation based on stakeholder feedback. CMS proposes 

to maintain the EGWP payment policy that was finalized for 2019, where EGWP funding is 

based on individual market bids, weighted for EGWP enrollment in PPO v. HMO plan types. 

Recommendation #1: We continue to support CMS’ decision to account for the difference in 

PPOs and HMOs and we encourage CMS to continually monitor EGWP payment methodology. 

 

Rationale #1: It is important to maintain stability in the EGWP market to ensure that EGWP 

Plans continue to grow and satisfy the elements of their contracts with states, unions and other 

employers. EGWPs are a growing portion of MA as more states and employers turn to the MA 

program for its ability to control costs and provide high quality, comprehensive coverage with 

care management.   

 

Issue #2: Allowing EGWPS to Buy Down Part B Premiums 

CMS is proposing to permit MA EGWPs to buy down Part B premiums for their enrollees using 

a portion of the MA payment, consistent with the rules for non-EGWP, individual MA plans. To 

facilitate this change, CMS is proposing to collect a Part B premium buy-down amount in the 

EGWP’s Plan Benefit Package (PBP).  

 

Recommendation #2: BCBSA supports CMS’ proposal to give MA EGWPs the ability to buy 

down Part B premiums and strongly encourages the agency to finalize as proposed.  

 

Rationale #2: This new flexibility creates parity between individual and EGWP MA plans and 

will enable benefit designs that better meet beneficiary needs. 

 

Risk Adjustment Models 

 

See “Advance Notice Part I” for CMS-HCC Risk Adjustment Model (non-ESRD) comments. 

 

Issue #1: ESRD Risk Adjustment Model for CY 2020 

CMS uses a separate model to calculate the risk scores applied in payment for the Part A and 

Part B benefits provided to beneficiaries in ESRD status when enrolled in MA plans. For 

CY2019, CMS recalibrated the ESRD risk adjustment model with more recent data and updated 

the Medicaid factors to be concurrent with the payment year. For CY2020, CMS proposes 

implementing a revised CMS-HCC ESRD risk adjustment model (CY2020 ESRD model) 

calibrated with diagnoses filtered using the approach CMS currently uses to filter encounter data 

records to calculate encounter data-based risk scores for enrollees in MA plans and certain 

demonstrations (but not for enrollees in a PACE organization). This change in filtering approach 

for the recalibration of the CMS-HCC ESRD model is the same change CMS made for the 

CY2019 CMS-HCC risk adjustment model, used to calculate risk adjusted payments for non-
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ESRD beneficiaries enrolled in a MA plan (and as proposed for CY2020). CMS proposes that 

this CY2020 ESRD model be used to calculate the encounter databased risk score, that is then 

blended with the RAPS-based risk score. 

Recommendation #1: BCBSA applauds CMS for its recent work to improve the ESRD risk 

model, including its recent report to Congress (as mandated by the 21st Century Cures Act).  

 

In preparation for the 2021 Rate Notice, we request that CMS engage with stakeholders 

regarding further revisions to the ESRD risk model for 2021, when more ESRD beneficiaries will 

have the opportunity to enroll in an MA plan. To ensure effective feedback, we request that 

future updates to the ESRD risk adjustment model be communicated under a similar timeline as 

the CMS-HCC model with at least 60 days to review and submit comments on all risk 

adjustment model proposals.  

 

Additionally, in an effort to support the increase in ESRD member population, we ask that CMS 

move enrollees with a dialysis diagnosis reported into the ESRD segment automatically. The 

current process requires extensive documentation that adds significant administrative burden to 

members, providers, and health plans.  

Rationale #1: As discussed above, BCBSA continues to have concerns that ESRD payment is 

currently inadequate to properly manage these complex patients, such as steps necessary to 

halt the progression of the disease and invest in care innovations in order to improve outcomes 

and quality of life for these patients. MA plans that serve ESRD patients have experienced 

significant swings in payment rates over the last several years that have a direct impact on 

beneficiaries by making it challenging to design stable benefit packages that limit year-to-year 

changes. In order to give plans enough time to properly analyze any contemplated updates. 

 

Issue #2: ESRD Dialysis Model New Enrollee Segment Adjustment 

As discussed previously, due to changes in the 21st Century Cures Act, all individuals with 

ESRD will have the choice of enrolling in MA starting in 2021. Currently, a new enrollee factor is 

applied to a new member in MA. CMS has proposed a 14.9 percent reduction to the ESRD 

dialysis model risk scores for the dialysis new enrollee segment. The proposed downward 

adjustment is intended to correct for over prediction identified in analytic work presented in 

CMS’ December 2018 report titled, “Report to Congress: Risk Adjustment in Medicare 

Advantage”. CMS has said it doesn’t have enough data to calculate the new enrollee factor 

without additional data, and, thus, its modeling sample also includes continuing enrollees who 

have been on dialysis for three years or less to increase its sample size for modeling purposes. 

CMS stated that to address sample size issues, it added dialysis continuing enrollees on 

dialysis for three years or less to the dialysis new enrollee segment for purposes of reliably 

estimating the ESRD dialysis model. This sampling approach resulted in an estimate that 

suggested the risk adjustment model over predicts dialysis new enrollee costs.  
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Recommendation #2: We have concerns with CMS’ application of the new enrollment segment 

adjustment. We recommend that CMS amend how it applies new enrollee factors in the ESRD 

model, especially in preparation of a likely influx of new ESRD enrollees in 2021. If work to re-

examine the methodology cannot completed by the Final Notice April 1, we strongly recommend 

that at a minimum, CMS not apply the proposed 14.9 percent reduction for CY 2020. 

Postponing the proposed reduction would afford time for CMS to re-evaluate the dialysis new 

enrollee segment of the ESRD model and the need to augment the sample size. 

Another option, since this scenario of an influx of new ESRD enrollees is new to health plans, is 

for CMS to consider a special mechanism for this situation. A potential approach is to allow 

members to become full-risk eligible if a HCC is identified during the calendar year; if no HCCs 

are identified a new enrollee factor would be applied.   

Rationale #2:  

BCBSA has concerns that the inclusion of data for individuals in year two and distorts the data 

and results in the false conclusion that year one experience should be downwardly corrected. 

This is not the data observed by BCBS Plans and could lead to serious underpayment issues 

for this population in 2021 with this influx of new ESRD beneficiaries.  

Issue #3: ESRD Risk Adjustment Report to Congress 

The 21st Century Cures Act requires the Secretary to submit to Congress a report on the MA 

risk adjustment model and the ESRD risk adjustment model every three years, starting with a 

report due no later than Dec. 31, 2018. CMS released its first report with Part I of the 2020 

Advance Notice. The report included information on the performance of these risk adjustment 

models by providing a wide range of predictive ratios.  

 

Recommendation #3: We recommend that future reports to Congress include more actionable 

information to inform improvements to ESRD payment accuracy.  

 

Rationale #3: As discussed, payment accuracy is crucial to the successful implementation of 

the 21st Century Cures Act and intent of Congress to extend the option of MA to all ESRD 

beneficiaries – ensuring they have equal access to the high-value, coordinated care with out of 

pocket protections MA offers.  

 

Medicare Advantage Coding Pattern Adjustment  

 

Issue #1: Coding Intensity Adjustment 

For 2020, CMS proposes to apply the statutory minimum MA coding pattern adjustment of 5.90 

percent. 

 

Recommendation #1: We support CMS’ decision to implement the statutory minimum for 

coding intensity. 
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Overall, we continue to reiterate that it is fundamentally flawed to conclude that any observed 

coding trend differences between FFS and MA data are driven by inappropriate coding on the 

part of MA plans and provider partners. Additionally, we encourage CMS to evaluate the new 

trend of improved FFS coding patterns accuracy, as CMS described in its Normalization Factor 

comments.    

 

Rationale #1: Accurate risk adjustment is essential for stable MA payment, especially as other 

major changes are enacted, such as the addition of new codes, the phase-in of a new PCC 

Model, and increased use of EDS as a diagnosis source. It’s also essential to improving 

outcomes in Medicare. For example, as CMS reports, the increased prevalence of alternative 

payment models in FFS has led to increasing coding accuracy in FFS, which should be viewed 

as a positive development for beneficiary care. Thus, CMS should not penalize MA plans for 

accurate coding that actually demonstrate the value of MA plans diagnosing and appropriately 

managing members’ conditions 

 

It is important that CMS continually conduct transparent, comprehensive evaluations that ensure 

the various mechanisms CMS employs to ensure accurate MA payment – the risk adjustment 

calibration, rebasing, Normalization Factor updates, coding intensity adjustments, benchmark 

calculation methodologies, RADV policies, etc. – are working effectively in tandem and are 

sensitive to underlying trends changes in a fast moving MA and FFS environments. 

 

Normalization Factors  

 

Issue #1: Normalization Factor Methodology 

The Normalization Factor serves two main purposes in the MA risk adjustment models:  

1) It keeps the average risk score at 1.0 for beneficiaries in FFS Medicare so that risk 

scores in the payment year align with the FFS rates used for payment. This helps 

account for shifting coding patterns or demographic changes, such as the aging-in of the 

baby-boomers. 

 2) Since the risk adjustment model isn’t calibrated every year, updating the 

Normalization Factor annually stabilizes payments between risk model calibration years. 

 

CMS proposes the same Normalization Factor methodology as 2019, but describes that 

underlying trends result in a predicted Normalization Factor update that results in a -3.08 

percent nationally averaged impact on plan revenue. Specifically, CMS states that the FFS risk 

scores that underlie the Normalization Factor calculation have been increasing at faster rate due 

to changes in demographics, implementation of ICD-10, and an incentive to report diagnosis 

codes more completely in alternative payment models. CMS expects the effect on the change in 

average risk score from implementing ICD-10 to stabilize moving forward, but anticipates the 

other dynamics impacting FFS code trend will continue to put upward pressure on FFS risk 

scores.  
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The proposed MA Normalization Factor for the 2017 CMS-HCC model is 1.075, the PCC model 

normalization factor is 1.069. These are preliminary Normalization Factors and could change in 

the Final Announcement.  

 

Recommendation #1: BCBSA encourages CMS to provide more data and transparency to 

ensure all stakeholders are informed about the methodology and underlying data trends to 

ensure confidence in the accuracy of CMS’ normalization approach. Suggested data include: 

more information on the change from ICD-9 to ICD-10; a better understanding of the change in 

2015-2016 FFS risk score changes; and other information and data related to the factor 

calculation and how it compares to previous years’ methodologies. 

 

Rationale #1: Normalization is key to ensure an accurate risk adjustment model between 

calibrations, especially when underlying trends affect FFS and MA. Over the past few years, the 

Normalization Factor methodology has become an area of confusion and uncertainty for MA 

organizations. Changing methodologies (from linear to quadratic and back again), issues with 

denominator years, interaction with ICD-9 and ICD-10 codes, and changing patterns in FFS risk 

score patterns cause concerns. These concerns are compounded while CMS is phasing in new 

risk adjustment models, all of which need different Normalization Factors.   

 

This year, plans note that the growth in the FFS risk score is unusual compared to historical risk 

score trends and want to better understand what portion of this change is attributable to each 

force CMS describes, i.e. implementation of ICD-10, demographics shifts, coding pattern 

changes in FFS Medicare. A better understanding of the underlying data trends strengthen a 

plan’s ability to incorporate these factors into their future modeling and ensure a stable MA 

payment model. Additionally, plans are especially interested in working with CMS to ensure that 

the improved coding practices in FFS are appropriately considered in the various risk 

adjustment mechanisms. 

 

ATTACHMENT III. CHANGES IN THE PAYMENT METHODOLOGY FOR MEDICARE PART D FOR CY 2020 

 

Issue #1: Update of the RxHCC Model 

CMS is considering implementing one of two recalibrated RxHCC models in CY 2020: the 

2014/2015 RxHCC model or the 2015/2016 RxHCC model and seeks stakeholders’ comments. 

The 2020 normalization factor for the RxHCC model calibrated on 2014/2015 data is 1.043 and 

1.035 for the RxHCC model calibrated on 2015/2016 data. The RxHCC model based on 

2014/2015 data has a 2015 denominator and the model calibrated on 2015/2016 data has a 

2016 denominator. 

Recommendation #1: We recommend that CMS implement the 2014/2015 RxHCC model due 

to multiple factors, including concerns about data instability due to the blend of ICD-9 and ICD-

10 and impact of high-cost Hepatitis C medication on 2015 data. We also request more 

clarification on how the impact of normalization on the net differences between the two models. 
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Rationale #1: Though there is usually a preference for updated data to improve model 

accuracy, new years of data should only be migrated into the RxHCC model when there is 

certainty that the impact of the migration to ICD-10 diagnoses coding has been taken into 

account. Until that time, CMS continue to use the 2014/2015 data to recalibrate the RxHCC 

model. 

 

Issue #2: Part D Risk Sharing 

CMS does not propose any changes, but it discussed its authority to make adjustments to Part 

D risk corridors, including establishing a risk corridor with higher threshold risk percentages for 

Part D risk sharing. Widening the risk corridor would increase the risk associated with providing 

the Part D benefit and reduce the risk-sharing amounts provided (or recouped) by CMS. While 

CMS may widen the risk corridors, the statute does not permit CMS to narrow the corridors 

relative to the 2011 thresholds. CMS has evaluated the risk-sharing amounts for 2008–2017 to 

assess whether they have decreased or stabilized. A steady decline or stabilization in the Part D 

risk-sharing amounts would suggest that Part D sponsors have significantly improved their 

ability to predict Part D expenditures. However, CMS has found that risk-sharing amounts 

continue to vary significantly in aggregate from year to year and among Part D sponsors in any 

given year. Therefore, CMS concluded it was not appropriate to adjust the risk corridors 

parameters at this time and the agency will continue to evaluate the risk-sharing amounts each 

year to determine if wider corridors should be applied for Part D risk sharing.  

 

Recommendation #2: We applaud CMS’ work to evaluate the appropriate Part D benefit 

design, including risk corridors, and supports its decision to not propose any changes.  

 

Rationale #2: It is important to maintain stability in Part D, especially as major changes to 

rebates are considered. Any changes to the Part D benefit should be done holistically and with 

the main goal of reducing beneficiary drug costs.  

 

ATTACHMENT VI: DRAFT CY 2020 CALL LETTER   

 

Star Ratings 

Issue #1: Technical Expert Panel 

Following the final CY 2019 Call Letter, CMS’ current Part C&D Star Ratings contractor (RAND 

Corporation) established a Technical Expert Panel (TEP) comprised of representatives across 

various stakeholder groups to obtain feedback on the Star Ratings framework, topic areas, 

methodology, and operational measures. BCBSA has recommended the establishment of such 

a panel in previous comments to match similar panels charged with rating for other Medicare 

segments. 

Recommendation #1: BCBSA supports the establishment of this Technical Expert Panel as 

well as CMS’ commitment to transparency by codifying the methodology for the Parts C and D 
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Star Rating program in notice and comment rulemaking. We request that CMS ensure that the 

proceedings and recommendations from the TEP are transparent to the whole stakeholder 

community.  

 

Rationale #1: Many other segments of Medicare have a technical panel for their measurement 

activity so establishment of this panel puts MA Star Ratings on a level playing field with other 

quality measurement systems in Medicare.  

 

Issue #2: Star Ratings Cut Points 

CMS assigns stars for each numeric measure score by applying one of two methods: clustering 

or relative distribution with significance testing. Each method is described in detail in the 

Technical Notes. Relative distribution with significance testing is applied to determine valid star 

cut points for Consumer Assessment of Healthcare Providers and Systems (CAHPS) measures. 

Clustering is applied to other Star Ratings measures. The cut points to determine star 

assignments for all measures and case-mix coefficients for the CAHPS survey and Health 

Outcomes Survey (HOS) will be updated for 2020 Star Ratings using the most current data 

available. 

 

Recommendation #2: We continue to recommend that CMS establish pre-determined cut 

points for Star measures in advance of the measurement period.   

 

Rationale #2: Developing and releasing cut points in advance of the measurement period will 

promote transparency and stability and are directionally helpful for orienting quality improvement 

activities and provides a helpful guidepost for plans working to improve quality and star 

performance. 

 

Issue #3: Measure Updates for 2020 Star Ratings 

In the final CY 2019 Call Letter, CMS adopted several measure updates from the Pharmacy 

Quality Alliance (PQA) for 2020 Star Ratings. In this draft Call Letter, CMS proposes the 

following additional updates for 2020 Star Ratings: 

 Medication Adherence (ADH for Hypertension (RAS Antagonists), Medication Adherence for 

Diabetes Medications, and Medication Adherence for Cholesterol (Statins) (Part D). In line 

with PQA measure updates for the 2018 measurement year, CMS proposes to exclude 

beneficiaries who elected to receive hospice care at any time in the measurement period 

and apply this change to the 2020 Star Ratings (instead of applying a Proportion of Days 

(PDC) adjustment for hospice enrollment as is currently done). This change would narrow 

the population covered by the measure with no other changes. 

 Statin Use in Persons with Diabetes (SUPD) (Part D). In the CY 2019 Call Letter, the SUPD 

measure was added to the 2019 Star Ratings with a weight of 1 as a first year measure. 
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Therefore, for the 2020 Star Ratings (based on 2018 data) and subsequent years, CMS 

proposes a weight of 3 as is standard practice for an intermediate outcome measure. 

 Additionally CMS proposed that starting with the 2021 Star Ratings, Patients’ Experience 

and Complaints and Access measures will receive a weight of 2. 

Recommendation #3: BCBSA supports CMS’ proposal to update the ADH measure to exclude 

beneficiaries who elect hospice care at any time.  

However, we disagree with assigning the SUPD measure an increased weight 3 (from 1).  

Additionally, we continue to have concerns with CMS’ decision to give Patients’ Experience and 

Complaints and Access measures a weight of 2 in the 2021 Star Ratings. We advocate for CMS 

to adopt changes to the improve the measures to ensure plans are rewarded for improved 

quality, while not adversely impacting consistently high-performing plans. 

Rationale #3: Because compliance for the SUPD measure requires only a single fill of a statin, 

we disagree that SUPD is an outcome measure. In order for a medication to truly contribute to 

an outcome, it should require measured adherence over a course of treatment. A BCBS Plan 

raised this concern previously, and CMS responded that the SUPD measure is an intermediate 

outcome measure because it is the “percent of the number of plan members 40-75 years old 

who were dispensed at least two diabetes medication fills and received a statin medication fill.” 

However, in this description, the multiple fills referenced are the two diabetes medication fills 

needed for denominator qualification, not numerator compliance. Adherence only requires one 

statin medication fill, which does not provide indication that the patient is continuing to take the 

medication. We, therefore, maintain that the SUPD measure should not be classified as an 

intermediate outcome measure with the corresponding weight of 3, and urge CMS to reconsider 

this proposed change.   

Additionally, BCBS Plans note that CMS should consider consolidating the measures of statin in 

use in persons with diabetes (SUPD), statin therapy for patients with cardiovascular disease 

(SPC), and the current statin adherence measure into a single statin measure. Managing 

around the technical variations of each metric may distract health plans from focusing on overall 

clinical quality improvement. 

 

We are concerned with CMS’ decision to give Patients’ Experience and Complaints and Access 

measures a weight of 2 in the 2021 Star Ratings. CMS currently calculates the improvement 

measures in determining a contract’s overall Star Rating using a methodology that calls for 

either inclusion of both Quality Improvement (QI) measures or exclusion of both QI measures. 

However, the current approach can potentially penalize plans who have consistently high 

performance in either the Part C or Part D group of measures, year over year. A more 

appropriate approach would, therefore, be for CMS to calculate MA plans’ overall Star Ratings 

separately for Part C and Part D with and without the improvement measures to first determine 

if the corresponding QI measure should be included in the overall Star Rating calculation.  

Issue #4: Temporary Removal of Measure from 2020 Star Ratings 
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Due to the release of new hypertension treatment guidelines from the American College of 

Cardiology and American Heart Association, NCQA is updating the High Blood Pressure HEDIS 

measure for 2019. In response to these structural changes, CMS is proposing the temporary 

removal of the Controlling High Blood Pressure (Part C) Star Rating for 2020, to be reintroduced 

in 2022.  

Recommendation #4: BCBSA supports this proposal. 

Rationale #4: BCBSA agrees with CMS to temporarily remove the measure due to the release 

of new treatment guidelines. 

Issue #5: 2020 Star Ratings and the Categorical Adjustment Index 

The Categorical Adjustment Index (CAI) was first implemented in the 2017 Star Ratings 

program as CMS’ interim response to address the within-contract disparity in performance 

associated with a contract’s percentages of beneficiaries with low income subsidy and dual 

eligible (LIS/DE) and disability status. 

For the 2020 Stars program, CMS is proposing to expand the adjusted measure set for the 

determination of the CAI values. For the 2020 CAI adjusted measure set, CMS is proposing that 

all measures identified as candidate measures will be included in the determination of the 2020 

CAI values. A measure will be included as a candidate measure if it remains after applying the 

following four bases for exclusions: the measure is already case-mix adjusted for SES; the 

measure is not a beneficiary-level issue but rather a plan or provider measure; the measure is 

scheduled to be retired or revised during the Star Rating year in which the CAI is being applied; 

or the measure is applicable to only Special Needs Plans (SNPs). CMS also proposes to 

eliminate the prior requirement of absolute differences and consistency in findings among 

contracts.   

Recommendation #5: BCBSA supports CMS’ continued efforts to address the impact of socio-

economic and disability status on Star Ratings and appreciates CMS’ attention to stakeholder 

feedback on this issue. In particular, we reiterate our past recommendation to examine all 

measures that are not currently case mix adjusted, rather than just a subset, to assess 

appropriateness of inclusion in the CAI.  

To this end, we support the proposed expansion of the adjusted measure set. However, it is 

important to note that this change represents an impactful change to the CAI adjustment 

methodology and some BCBS Plans expressed concerns about implementation impacts.  

We urge CMS to continue working with plans to identify a long-term solution to the impact of 

dual status and SES on Star Ratings. We understand that the CAI is a temporary solution, but 

we urge CMS to work quickly to evaluate the options recently proposed by the Health and 

Human Services (HHS) Assistant Secretary for Planning and Evaluation and develop a longer-

term, meaningful fix. 

Additionally, we alert your attention to a potential typo on page 115 of the Draft Call Letter, 

Table 3, Row of “D5”, it appears the numbers should be “39.480724 to 100.000000”, not 

“9.480724 to 100.000000”.  



21 
 

 

Rationale #5: We agree that beneficiary-level characteristics have a meaningful impact on Star 

Ratings and that it is critical to allow plans that care for the program’s most vulnerable 

beneficiaries to compete on an equal playing field. However, in our experience, the CAI is 

insufficient to address this important problem and we look forward to working with CMS to reach 

a long term solution.   

Issue #6: Extreme and Uncontrollable Circumstances Policy (Double Effected Counties) 

CMS proposes to adjust the 2020 Star Ratings to take into account the effects of extreme and 

uncontrollable circumstances that occurred during the performance period, similar to the 

methodology used for the 2019 Star Ratings. To promote transparency around the disaster 

adjustments, in future data releases CMS plans to provide additional information on which 

contracts were eligible for disaster adjustments. 

Recommendation #6: BCBSA appreciates CMS’ proposal to release more information, which 

is consistent with our previous suggestions to provide transparent information on contracts 

eligible for disaster adjustments.  

Rationale #6: Recent extreme events have been very disruptive to BCBS Plans, and since we 

anticipate more of these events in the future, we appreciate the work of CMS to ensure BCBS 

Plans can prevent disruption for beneficiaries. This information will help the process by ensuring 

all plans are aware of which contracts are eligible for disaster adjustments in a given year. 

Issue #7: Extreme and Uncontrollable Circumstances Policy (Identification of Affected 

Contracts)  

CMS proposes that affected contracts would be contracts that meet all of these criteria during 

the performance period for the Star Ratings:  

1) The service area is within an “emergency area” during an “emergency period” as defined 

in Section 1135(g) of the Act.  

2) The service area is within a county or county-equivalent entity designated in a major 

disaster declaration under the Stafford Act and the Secretary exercised authority under 

Section 1135 of the Act based on the same triggering event(s).  

3) A certain minimum percentage (25 percent for measure Star adjustments or 60 percent 

for exclusion from cut point and reward factor calculations) of the enrollees under the 

contract must reside in a FEMA-designated Individual Assistance area at the time of the 

extreme and uncontrollable circumstance.  

 

Recommendation/Rationale #7: We recommend encouraging CMS to lower the threshold 

from 25 percent to 20 percent of membership impacted by extreme and uncontrollable 

circumstances and holistically assess the impact of natural disasters on the quality performance 

of contracts.  
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We encourage CMS to look at disasters in aggregate, rather than per incident, and seek 

clarification on how to calculate the relative percentages of enrollees impacted by the extreme 

and uncontrollable circumstances policy. 

Issue #8: Extreme and Uncontrollable Circumstances Policy (Star Adjustments)  

For CAHPS, HOS, HEDIS and other measures, affected contracts would receive the higher of 

the 2019 or 2020 Star Ratings. For doubly-affected contracts affected by disasters in both 2018 

and 2019, CMS proposes affected contracts receive the higher of the 2020 Star Rating or what 

the 2019 Star Rating would have been in the absence of any adjustments that took into account 

the effects of the 2017 disaster for each measure. 

Recommendation #8: BCBSA recommends CMS modify its proposal to use the higher of the 

previous three years of data, not just two, when regions have been affected by multiple years of 

natural disasters. Specifically, have CMS consider taking the higher of the 2020 Star Rating, the 

2019 Star Rating (in the absence of any adjustments that considered the effects of the 2017 

disaster), or the 2018 Star Rating for each measure. We believe that the disaster adjustment 

should be utilizing data from a disaster-free year. By including at least one year of data (Rating 

Year 2018, Measurement Year 2016) unaffected by natural disasters, it will provide a more 

accurate representation of our performance rather than using two years of data impacted by 

natural disasters. 

Additionally, we request that CMS implement these adjustments in a way that holds harmless 

those contracts not impacted by extreme and uncontrollable circumstances. For example, CMS 

could consider including the actual earned scores for these contracts not including the adjusted 

scores in the curve for setting overall cut points and then adjust for these contracts after the cut 

points have been calculated. 

Recommendation #8: For certain geographies that have dealt with persistent natural disasters, 

including wildfires and hurricanes, using the higher of 2019 or 2020 Star Ratings would merely 

use two years’ worth of flawed data and not fairly account for plan performance. Though we 

understand CMS’ apprehension about older data continuing to be pulled forward in the Star 

Ratings, our primary concern with the proposed methodology is that by only receiving the higher 

of the 2020 Star Rating or what the 2019 Star Rating would have been in the absence of any 

adjustments that considered the effects of the 2017 disaster, the contracts that are doubly 

affected will not have an accurate representation of their performance.  

Issue #9: Extreme and Uncontrollable Circumstances Policy (Cut Point Adjustments)  

When deriving the cut points from the clustering algorithm for non-CAHPS measures, CMS 

proposes to exclude the numeric values for affected contracts with 60 percent or more of their 

enrollees in the FEMA-designated Individual Assistance area at the time of the disaster. 

Similarly, CMS proposes that affected contracts with 60 percent or more of their enrollees 

impacted would also be excluded from the determination of the performance summary and 

variance thresholds for the Reward Factor.  
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Recommendation/Rationale #9: BCBSA recommends that CMS should exclude contracts 

from cut point calculations even if fewer than 60 percent of their enrollees are in FEMA-

designated Individual Assistance areas at the time of the disaster. We propose that CMS should 

use 25 percent as the threshold for both the Star Rating adjustment and cut point adjustment in 

order to appropriately apply this adjustment. 

Issue #10: 2020 Star Ratings Measures 

In the measure Members Choosing to Leave the Plan (Parts C&D), CMS proposes to use 

additional data to identify beneficiaries leaving a contract due to a move out of the contract 

service area since a move out of the service area is considered an involuntary enrollment. 

Recommendation #10: BCBSA appreciates and supports CMS’ proposal to use additional data 

sources to identify beneficiaries leaving a contract due to a move out of the contract service 

area to ensure those individuals are appropriately excluded from this measure. In addition, we 

request that CMS provide plans with additional information regarding how the additional 

beneficiaries will be identified (i.e., from what data sources) and the underlying data to promote 

transparency and permit plans to reconcile our data with data in CMS’ system. We would like 

the agency to again consider our recommendation to provide an exclusion for members who 

disenroll from a plan within one H-contract and enroll in another plan within a separate H-

contract offered by the same parent organization. 

Rationale #10: When a member switches from one H-contract to another under the same 

parent organization, there is an adverse impact to the Star rating for the first H-contract. This 

assumes that a poor experience was the key driver behind the member’s decision to leave 

his/her H-contract. However, this is not always the case. Health plans continue to drive 

innovation and improvement across their product offerings, and the needs and priorities of 

members change over time. Therefore, health plans are working to ensure they offer products 

that meet these evolving needs. Just as a beneficiary may choose to switch from one PBP to 

another within the same H-contract, he or she may also elect to move to another H-contract 

entirely. This is especially true in dynamic markets that feature continuous and transformational 

changes across health system. As health plans innovate to meet these market demands, their 

Star ratings should not suffer should beneficiaries ultimately remain with the same parent 

organization. Therefore, we recommend the development of an exclusion within the Members 

Choosing to Leave the Plan measure (Part C and Part D) that address this issue. 

Issue #11: 2020 Star Ratings Measures: New Display Measures 

CMS proposes the following new 2020 Display Measures: 

 Transitions of Care (Part C)  

 Follow-up after Emergency Department Visit for Patients with Multiple Chronic 

Conditions (Part C) 

 Medicare Plan Finder (MPF) Price Accuracy (Part D)   

 

Recommendation/Rationale #11:  
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 We continue to have concerns about data collection for the Transitions of Care (Part C) 

measure. We urge CMS to further review the data collection processes and notification 

timelines for this measure and its impact on non-integrated health plans prior to 

incorporating into the Star Ratings program as a confirmed measure.  

 We have concerns with the potential inclusion of the Follow up after Emergency 

Department Visit measure in Star Rating calculations until a baseline has been 

established. The measure is complex, and must be verified to ensure the proposed 

timeline is operationally feasible and clinically meaningful. For example, one member 

Plan suggested CMS evaluate a timeframe of 30-days as well as a broader definition of 

follow up visits, (i.e. face to face, office visit, telephone, web, home visit, etc.) 

 For the MPF Price Accuracy measure, we recommend CMS take into account the 

volatility of the market for pharmaceuticals and create allowances for price swings that 

may occur too rapidly for a plan to update the MPF (or for a beneficiary to become 

aware of such an update). Instead, it may be more feasible to highlight those changes 

that are likely to be most impactful to beneficiary decision making such as drugs or plans 

that are persistent outliers. In addition, some discrepancies may be unknowable to the 

plan prior to the distribution of the drug to the beneficiary because some plan contracts 

contain terms that require pharmacies to offer their members their absolute lowest price 

on the day of the sale, leaving plans unaware and unable to provide beneficiaries with 

prior notification of pricing changes.   

 

Rationale #11: BCBSA supports measures assessing the effectiveness of transition processes, 

discharge follow-up, price accuracy, and other measures to improve the quality of care. 

However, we urge CMS to review implementation to ensure effectiveness and prevent 

unnecessary burden and provider abrasion. 

Issue #12: Retired Display Measure for 2020 

CMS has determined not to continue the Transition Monitoring Program Analysis (TMPA) and 

Formulary Administration Analysis (FAA) for CY 2019 and will discontinue display of these 

measures. 

Recommendation #12: BCBSA does not have any comment on this proposal. 

Issue #13: Potential Changes to Existing Display Measures 

CMS proposes the following changes to existing 2020 display measures 

 Use of Opioids at High Dosage and from Multiple Providers and Antipsychotic Use in 

Persons with Dementia (APD) (Part D): In line with PQA measure updates for the 2018 

measurement year, CMS proposes to implement an updated methodology for the 2020 

display page measures (based on 2018 data) that calculate total days’ supply.  

 Problems Getting Information and Help from the Plan and Problems with Prescription Drug 

Benefits and Coverage Disenrollment Reasons Survey Composite Measures (Part D): To 

strengthen CMS’ ability to monitor contract performance and increase the reliability of 
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information provided to beneficiaries on these measures, CMS proposes to pool the two 

most recent years of survey data for these composites and their component items for all 

contracts.  

Recommendation #13: We urge CMS to carefully consider how to align measurement and 

reporting across measures. In an effort to keep all opioid programs aligned, we encourage CMS 

to align opioid-related measures with Overutilization Monitoring System (OMS) criteria. 

Rationale #13: BCBSA believes that careful alignment of measures within the Star Ratings 

framework and with the OMS criteria will promote efficiency in measurement and reporting. 

Furthermore, accurately tracking the day’s supply of opioids at high dosage and from multiple 

providers is important to addressing inappropriate opioid use. Using common definitions and 

criteria will help ensure tracking can be as easily understood and actionable as possible.  

Issue #14: Potential Changes to Existing Star Ratings 

CMS describes potential changes to existing measures, and notes that they will monitor any 

additional measures developed by NCQA or PQA for potential incorporation into the Star 

Ratings for 2021 or later. 

Recommendation/Rationale #14: BCBSA has the following recommendations as CMS 

considers changes to existing measures and potential new measures for 2021 and beyond: 

 We support the proposed changes to the Plan All-Cause Readmissions (Part C) measure to 

more accurately assess the percentage of hospital discharges resulting in unplanned 

readmissions within 30 days of discharge.  

 BCBSA is concerned with CMS’ proposal to retire the standalone Medication Reconciliation 

(Part C) measure and immediately replace it with the Transitions of Care measure, which 

includes a Medication Reconciliation Post-Discharge indicator. (Please see Transition of 

Care measure concerns.) 

 We recommend that CMS retire the Osteoporosis Measures (Part C), since NCQA is 

currently re-evaluating measures that would address osteoporosis in older women, and 

Plans do not believe these measures are clinically meaningful. Health plans must be able to 

intervene within six months of a reported fracture in order to fulfill this measure. However, 

plan sponsors face significant barriers in exchanging timely data with clinical partners, 

obtaining up-to-date patient contact information, and connecting with patients around a 

fragility fracture. As such, it is often difficult for health plans to provide the bone mineral 

density assessment or osteoporosis treatment within six months of such a fracture to satisfy 

the measure.  

 Care for Older Adults – Functional Status Assessment Indicator (Part C). No comments at 

this time. 

 Hospitalization for Potentially Preventable Complications (Part C). No comments at this time. 
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 Medication Adherence (ADH) for Hypertension (RAS Antagonists), Medication Adherence 

for Diabetes Medications, and Medication Adherence for Cholesterol (Statins) (Part D). We 

note that recently, the Food and Drug Administration (FDA) issued a recall for Irbesartan, 

Losartan and Valsartan drugs. However, CMS does not mention any adjustments for this 

measure regarding this issue. These recalls and/or shortage of drugs may negatively affect 

the adherence measures, so we consider that these drugs should be adjusted for the time 

periods in which the recalls were made.  

 In their discussion of the Medication Adherence (ADH) for Hypertension (RAS Antagonists), 

Medication Adherence for Diabetes Medications, and Medication Adherence for Cholesterol 

(Statins) (Part D) measure, CMS states that they will test using encounter data to obtain 

diagnosis code information for other Part D measures (not just the Medication Adherence 

measure), and due to the complexity of these data files, CMS would need to change the 

frequency of the Patient Safety reports from monthly to quarterly. CMS asks for feedback on 

the trade-off of less frequent reports versus including encounter data to improve the ability to 

identify IP and SNF stays, ESRD beneficiaries and other exclusions. BCBSA strongly 

encourages CMS to keep the frequency of receipts of these Patient Safety reports on a 

monthly basis. The availability of adherence rate information in the Patient Safety reports is 

crucial to driving outcomes related to medication adherence and patient safety. Patient 

Safety reports allow plans to take appropriate action and better calibrate their activities of 

the course of the performance period. Maintaining at least monthly release of these crucial 

reports significantly outweighs any incremental gains in measure exclusion accuracy that 

may result from the use of encounter data for this purpose. 

 Antipsychotic Use in Persons with Dementia (APD) and Statin Use in Persons with Diabetes 

(SUPD) (Part D). We support this measure. 

 Concurrent Use of Opioids and Benzodiazepines (COB), Polypharmacy Use of Multiple 

Anticholinergic (ACH) Medications in Older Adults (Poly-ACH), and Polypharmacy Use of 

Multiple Central Nervous System (CNS)-Active Medications in Older Adults (Poly-CNS) (Part 

D). BCBSA recommends CMS consider appropriate exclusions for these measure, such as 

long-term care facilities. We also express concern that the Polypharmacy measures target 

many of the drugs that were included in the soon-to-be-retired HRM measure; the majority of 

the medications on the Polypharmacy list are included in the most current Beers list. Most 

plans limited utilization of HRMs through formulary utilization management tools and as a 

result, experienced a great deal of pushback from providers. In the 2017 call letter, CMS 

communicated to plans that the HRM measurement was being moved from a star rating to a 

display measure for the same reason. We feel that the plans will encounter similar negative 

reactions from providers with these new measures. In addition, several drugs in the 

Polypharmacy measures are Protected Class Drugs, so plans will not be able to use 

formulary utilization management tools to limit utilization. The plans need clear guidance 

from CMS as to whether they want to protect or limit access to these drugs. We suggest 

that, especially for complex measures like the Polypharmacy measures, CMS consider 
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sharing the same code developed and used by CMS for the reporting of this measure with 

the plans.  

Issue #15: Health Outcomes Survey (HOS) for I-SNPs 

For the 2019 survey administration, HOS Baseline is optional for Institutional Special Needs 

Plans (I-SNPs) per the HOS measure specifications. For 2020 survey administration, CMS 

proposes to exclude beneficiaries enrolled in I-SNPs at the plan benefit package (PBP) level 

from HOS Baseline. The proposed reporting requirements for MA contracts that offer one or 

more I-SNPs are as follows: Contracts with only one PBP, or with multiple PBPs that are all I-

SNPs, are excluded from Baseline HOS; contracts with at least one non-I-SNP PBP are 

required to report HOS Baseline if 500 or more enrollees remain after I-SNP enrollees are 

removed. 

 

Recommendation #15: BCBSA supports this change and recommends CMS expand this 

exclusion to include FIDE-SNP LTC-eligible members living in the in institutional and community 

settings eligible for Elderly Waiver services to be consistent.  

 

Rationale #15: This is a significant issue for states that do not have I-SNPs. Dual-eligible 

beneficiaries, including those residing in institutional settings, are enrolled in FIDE-SNPs due to 

state integration efforts. Many states, such as Minnesota, have focused on “de-institutionalizing” 

seniors and have large populations of frail seniors in community placements with significant 

long-term services and supports. It is important to support these efforts, including removal of 

problematic administration of the HOS Baseline. 

 

Issue #16: Potential New Measure Concepts 

In this section, CMS describes potential new measures for CY 2021 and beyond, including 

cross-cutting topics on NCQA work related to measure digitization and exclusions for advanced 

illness. 

Recommendation/Rationale #16: 

 Cross-Cutting Topic – Measure Digitalization (Part C). We support the shift toward 

digitization of measures and recommends CMS work closely with NCQA to determine an 

appropriate timeline to deployment to avoid industry disruption. 

 Cross-Cutting Topic – Exclusions for Advanced Illness (Part C). We support this change and 

are interested in the methodology used to identify qualifying members. In addition, we would 

support telehealth being considered an eligible visit for both HEDIS and Risk Adjustment. 

 Physician/Plan Interactions (Part C & D). We applaud CMS’ focus on interoperability and 

look forward to being a continued partner in this space, including responding to recent 

Proposed Regulations on the topic. We recommend CMS delay development and 

implementation of measures until interoperability regulations are finalized. 
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 Patient-Reported Outcome Measures (Part C). Current PROMs (improving and maintaining 

physical/mental health) are general measures of health-related quality of life, with the 

advantage of being broadly inclusive -- beneficiaries are eligible to respond to the questions 

regardless of any specific diagnosis or experience of specific symptoms. If CMS intends to 

evaluate the effectiveness of plan benefits or activity on targeted PROs (e.g., pain, social 

support), the study design may become more complex and inclusion criteria more restrictive. 

Also, for plans that are not integrated with healthcare delivery systems, the ability to impact 

certain treatment outcomes may be onerous. At the same time, measuring the specific, 

known key drivers of health-related quality of life for aging adults (i.e., minimized impact of 

pain on daily function, maintaining social connection vs. isolation) could more clearly 

articulate CMS' expectations for beneficiary outcomes, which are now somewhat "buried" in 

the complexity of the HOS VR-12. Targeted PROMs could also be more meaningful to 

beneficiaries as they weigh plan options. Our past concerns with the HOS longitudinal 

measures have mostly been regarding our FIDE- SNP member population, who average 82 

years of age and consistently have a two-year mortality rate of 25 percnet (as measured by 

the HOS). For this population, where we're also being tasked with palliative and end of life 

care, the face validity to expect improvement or maintenance of health status is 

questionable. While case-mix adjustment is intended to reduce any negative impact on HOS 

scores for plans with inherently sicker or more disadvantaged beneficiaries, plans have 

questioned whether the adjustments are sufficient to address key factors such as social 

determinants of health. However, one could expect these concerns to remain with more 

targeted PROMs, unless CMS is able to clearly demonstrate the adequacy of their 

adjustment methodology. Finally, while Plans report they have not attempted to collect 

alternative PROMs, they welcome the opportunity to explore the possibilities and are 

heartened by CMS' willingness to consider alternatives to the HOS that are most salient to 

health plans and beneficiaries. Another approach to measure outcomes might better be 

addressed by evaluating PROMs that may be directly addressed through support or 

intervention, including: pain; fatigue; anxiety; depression; substance abuse; social supports. 

 Pain Management (Part C). No comments at this time. 

 Adherence to Antipsychotic Medications for Individuals with Schizophrenia (Part C). No 

comments at this time. 

 Antibiotic Utilization Measures (Part C). We do not support expanding this measure as 

written. While we agree that antibiotic over-prescribing is a major concern, limiting the 

measure to include only patients seeking office visits may penalize plans and care systems 

who appropriately and effectively keep patients with minor illness out of the office through 

strong patient education, nurse line consultation, and telemedicine programs and 

recommends CMS revise the measure to include other ambulatory care settings. 

 Diabetes Overtreatment (Part C). We agree diabetes overtreatment is a concern for certain 

older adults, we would request NCQA share more details on how these specific older adults 

will be identified for the denominator and more specific detail on what A1C level and 

medications would be used to determine the numerator. 
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Issue #17: Removal of Measures from 2022 Star Ratings 

CMS may remove a measure from the Star Ratings program when: (i) the clinical guidelines 

associated with the specifications of the measure change such that the specifications are no 

longer believed to align with positive health outcomes; or (ii) the measure shows low statistical 

reliability. CMS is proposing to remove Adult BMI Assessment (Part C) and Appeals Auto-

Forward (Part D), Appeals Upheld (Part D).  

Recommendation #17: We support removal of the Adult BMI Assessment (Part C) measure 

from both the Star Ratings Program and the display page. However, we do not support removal 

of the Part D measures (Appeals Auto-Forward & Appeals Upheld).  

Rationale #17: The Part D appeals measures provide insight into how our overall Part D 

appeals process is functioning.  With each of these measures, we are keeping the member 

experience in the forefront of how we process each appeal. We are concerned that if this 

measure is retired, the quality of the process will decrease and affect member experience. 

Issue #18: Measurement and Methodological Enhancements Under Consideration  

CMS indicates that it is exploring the feasibility of testing web options for some existing 

beneficiary surveys. CMS welcomes feedback from plans about their experiences conducting 

web surveys with their members. 

Recommendation #18: BCBSA supports maximizing participation in surveys and we think 

online options would be of value, but a move to make web surveys the exclusive opportunity to 

complete surveys would be premature at this time. 

Rationale #18: CMS should be cautious of limitations while exploring this change. Many Plans 

have only been able to capture email addresses for a small percentage of beneficiaries. Some 

Plans do offer an online portal for members to access their plan documents and claims, but do 

not know the volume or percentage of MAPD members accessing the portal. Many Plans have 

begun to identify opportunities for members to submit and update email addresses, but do not 

currently consider email an effective primary or even secondary means of contacting Medicare 

members. 

Plan Corrections 

Issue #1:  

CMS is not proposing changes to this process. As in past years, after bids are approved, CMS 

will not reopen the submission gates to correct errors identified by the organization or plan 

sponsor until the plan correction window in September.  

Recommendation #1: BCBSA requests more flexibility for Plans in the bid process and CMS’ 

recognition that errors occur despite plan’s best efforts to avoid them. Timelines are tights and 

there is a high volume of information which can change even after plans submit their bids. The 

intention of the plan corrections window should be to ensure that beneficiaries receive accurate 

and complete information, but CMS currently allows no room for inconsequential changes.    
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Rationale #1: BCBSA asks CMS to recognize that the bid process moves quickly and that 

information can be constantly changing, which increases the chance for errors. 

Innovations in Health Plan Design 

Issue #1:  

CMS describes the Medicare Advantage Value-Based Insurance Design Model (MA-VID) and 

the Part D Enhanced Medication Therapy Management (MTM) model tests but does not make 

any specific proposals. 

Recommendation #1: Although this section does not address CMMI’s new Part D Payment 

Modernization Model, we would like to take this opportunity to note that this demonstration is not 

currently open to EGWPs.  

Rationale #1: Given the large proportion of MA-PD beneficiaries enrolled in these plans, CMS 

may want to consider allowing these plans to participate moving forward. 

Total Beneficiary Cost 

Issue #1:  

CMS’ proposed methodology for developing the CY 2020 out-of-pocket costs (OOPC) model is 

consistent with last year’s methodology. 

In mid-April, CMS will provide plan specific CY 2020 TBC values and incorporate technical and 

payment adjustments in the TBC calculation to account for changes from one year to the next. 

CMS is proposing to maintain the 2019 TBC change threshold of $36.00 PMPM for most plans 

to provide flexibility in addressing medical and pharmacy inflation and benefit design and 

formulary changes. CMS requests comment on whether the $36.00 PMPM threshold should be 

higher or lower for CY 2020.  

Recommendation #1: BCBSA would like to reiterate our recommendation from last year that 

CMS should eliminate the TBC and collaborate closely with the plan community to ensure that 

any alternate approach for determining whether plan bids propose too significant an increase in 

cost sharing or decrease in benefits from one plan year to the next is sound and enables truly 

meaningful assessments by beneficiaries. 

If CMS retains the TBC, we recommend that CMS consider potential impacts from the proposed 

changes to the Anti-Kickback Statutes related to prescription drug rebates. If the proposed rule 

is adopted, the $36.00 PMPM threshold may need to be adjusted to account for this significant 

change. 

Rationale #1: It is imperative that beneficiaries have the information they need to identify a plan 

that will provide the quality care and most desired benefits based on their unique needs, at the 

lowest cost. The TBC test only compares a plan to itself year-over-year, and fails to capture 

many supplemental benefit offerings. Therefore, to empower beneficiaries to take advantage of 

the new benefits that plans are able to provide, CMS should improve the resources available for 
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beneficiaries to more fully and accurately compare plans by incorporating the value of new 

benefits in its OOPC calculations and eliminate the TBC evaluation in future years.   

Maximum Out of Pocket (MOOP) Limits 

Issue #1:   

For CY 2021, CMS is considering whether to establish a third MOOP limit (referred to as the 

intermediate MOOP limit) that would be calculated as the approximate midpoint between the 

mandatory and voluntary MOOP limits for a year.   

Recommendation #1: BCBSA supports the establishment of a third MOOP or voluntary 

intermediate MOOP limit. We are also supportive of additional flexibilities for the service 

category cost sharing standards, including establishing nominal cost sharing limits during the 

first 20 days of a SNF stay for both lower and intermediate voluntary MOOP limits. To provide 

plan sponsors with adequate information to analyze and consider the potential implementation 

of these new flexibilities, we urge CMS to release guidance with additional detail around 

flexibilities under consideration well in advance of bid submission deadlines.   

However, we believe that CMS must work with plans to design changes so, for example, an 

intermediate MOOP does not add unwarranted complexity without adding much meaningful 

flexibility for plans in benefit design. If CMS does pursue this additional MOOP limit, we 

recommend that details should be released as soon as possible.  

Rationale #1: The introduction of an intermediate MOOP limit will provide plans with the option 

of offering more flexible benefit designs to deliver more high-value plan options to beneficiaries. 

This flexibility is increasingly important as CMS has allowed sponsors to develop specialized 

plans that are better tailored to beneficiaries’ chronic conditions.  

However, to better understand the scope of the potential cost sharing flexibilities available under 

the intermediate MOOP, we urge CMS to provide additional details and guidance as soon as 

possible. This will allow plan sponsors to determine whether to elect to use the intermediate 

MOOP or the lower MOOP and the associated flexibilities for the service category cost sharing 

standards.  

 

Enforcement Actions for Provider Directories 

Issue #1:  

CMS notes that the accuracy of MAO provider directories continues to be a concern and that 

data collected demonstrates there has been a lack of improvement in the accuracy of provider 

directories over the past three years. The agency acknowledges the complexity of assuring 

accurate directories while noting that CMS will continue its focus on and work with stakeholders 

to improve provider directory accuracy. 

Recommendation #1: BCBSA appreciates CMS’ acknowledgement of the efforts of plans and 

others to improve provider directories and the complexity of the problem. We look forward to 

continued work with CMS to improve provider directory accuracy. 
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Some BCBS Plans have presented ideas and questions for CMS to consider while we work 

together to figure out how best to improve provider directory accuracy, including: 

 Require practitioners to maintain their demographic information in a system that can be 

accessed by any plan. CAQH is a good source; however, CMS should identify an 

additional source for those that choose not to use CAQH. 

 Place penalties on practitioners who do not keep their demographic information up to 

date. 

 Relax the validation to twice per year so that it is less cumbersome for larger 

groups. This may help with their willingness to work with plans. 

 Monitor complaints received about directory accuracy. Are the number of complaints 

proportionate to the time, effort and cost that plans put towards ensuring accuracy. 

 Can CMS educate participating Medicare providers about provider data accuracy by 

issuing notices to practitioners to align with notification to plans? Some of the push back 

is that providers do not believe it is a CMS requirement and/or do not believe the 

importance of the validation process. Practitioners maybe more open to cooperation if 

notification of importance came directly from the source. 

 Can CMS incentivize participating Medicare providers to keep provider data accurate, 

i.e., via MIPS program?  

 Use Provider Data Accuracy audit learning acquired to set and/or suggest industry 

standards for elements posing challenges to plans as it relates to practice limitations. 

This would lead to improved member experience and ensure members have visibility to 

the detail necessary. 

 Educate plans during formal audits that responses provided directly to CMS that differ 

from the plan will negatively impact the provider record on plan directories. 

 Show more flexibility within standards and conform to plan current processes vs forcing 

plans to conform to CMS methodology  

 Can CMS urge and/or require that  as a condition of the practitioner accepting the plan's 

patients that they also agree to keep their demographic information accurate for both MA 

and traditional Medicare coverage 

 We support an industry wide single source solution such as CAQH. 

 

Rationale #1: Plans are investing in costly and intensive resources to develop in good faith 

accurate provider directories and will continue to explore ways to have these directories as 

accurate and up to date as possible. 

Medicare Advantage Organizations Crossing Claims Over to Medicaid Agencies 

Issue #1:  

For most dually eligible individuals, Medicaid is responsible for Medicare deductibles and 

coinsurance for services under Parts A and B, within certain limits, regardless of whether the 

individual is in Medicare FFS or a MA plan. Since 2001, CMS automatically forwards claims 

under Medicare FFS to state Medicaid agencies and other secondary payers to process for 
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covering cost-sharing. Under this automatic claims crossover process, providers do not need to 

submit separate claims to both Medicare and the state Medicaid agency. Recent regulations 

require Medicaid managed care plans to enroll in the automated crossover process, but 

providers serving dually eligible individuals in MA have no guarantee of an automated crossover 

process. 

 

CMS is seeking to identify ways to extend the benefits of the crossover process for cost-sharing 

claims for dually eligible individuals in MA plans. CMS seeks comments on ways to promote MA 

plans automatically crossing over cost-sharing claims to state Medicaid agencies and Medicaid 

managed care plans for dually eligible individuals.  

 

Recommendation #1: BCBSA agrees with CMS that facilitating cross-over claims is important 

and that processes should be improved. We recommend that CMS work with providers and 

states to facilitate more coordinated billing processes and provide for greater clarity and 

smoother claims management and payment, particularly in cases where a member receives 

emergency care outside of his or her home state. 

Rationale #1: Plans note that there can be significant claims management challenges when a 

member receives emergency services out of area. These situations frequently require out-of-

state providers to bill systems and entities with which they are unfamiliar.  

CMS should provide states and managed care entities with greater clarity on the procedures for 

payment of claims and cost-sharing, especially for beneficiaries receiving emergency care in 

other states. States and CMS must work together on a uniform process to handle these cross-

over claims and any cost-sharing that may be due related to the service. 

 

Special Supplemental Benefits for the Chronically Ill 

Issue #1:  

CMS is soliciting comments on whether plans should have the flexibility to determine what is a 

chronic condition that meets the statutory standard (“is life threatening or significantly limits the 

overall health or function of the enrollee”) and if CMS should consider alternative approaches to 

determining what meets this criterion. In the Draft Call Letter, CMS has proposed a baseline for 

this definition to include the list of chronic conditions found in the Medicare Managed Care 

Manual.  

Recommendation #1: BCBSA appreciates CMS’ implementation of provisions in the Bipartisan 

Budget Act of 2018 that will provide plans with more flexibility in the supplemental benefits they 

provide.  

We believe that MA plans should be able to able to determine their own definition of a chronic 

condition that is life threatening or significantly limits the overall health or functioning of the 

enrollee.  
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BCBSA also supports the new definition of “non-primarily health related” and the terms 

“reasonable expectation” which we believe will allow for greater innovation with supplemental 

benefits. We thank the agency for these changes. 

We appreciate the broad discretion CMS is providing MA organizations to develop items and 

services they may propose as SSBCI as long as the item or service has a reasonable 

expectation of improving or maintaining the health or overall function of the enrollee as it relates 

to the chronic disease. In particular, we believe that CMS should approve supplemental benefits 

that include nutrition services and counseling on nutrition, since research shows that these 

services, such as nutrition counseling, delivery of healthy prepared meals and/or convenient 

access to affordable, healthy foods for individuals who reside in food deserts can improve the 

health of individuals and overall reduce healthcare spending. The BCBS Institute, a recently 

formed organization supported by BCBSA and focused on social determinants, has done 

significant work in this area. We attach a detailed discussion of their anticipated service delivery 

model that CMS should find appropriate for Medicare Advantage members in Appendix 1. 

Rationale #1: The definitions of chronically ill in the Medicare Managed Care Manual were 

adopted for Special Needs Plans and may not be appropriate for the application of 

supplemental benefits. For example, older beneficiaries who may have other diseases than 

those enumerated in Chapter 16b, may have a condition that limits their functioning and these 

limitations might be lessened through special supplemental benefits. In establishing this 

flexibility for MA plans, CMS could require those plans to have documentation of how these 

standards were applied within the plan and require that the documentation be part of the plans’ 

manuals. A more flexible approach will improve the ability of MA plans to manage their own 

members and ensures that plans can employ whatever is necessary to ensure the improved 

functioning of their members.   

We look forward to continuing to work with CMS on these issues, including related to work by 

the Blue Cross Blue Shield Institute℠, which is a subsidiary of BCBSA and is forging disruptive 

business alliances to address the social and environmental conditions that affect 60 percent of 

health outcomes. Nutritional health represents a significant contributory factor for community 

health. In particular, the estimated 47 to 69 million Americans living in nutritional deserts have 

worse health outcomes associated with the lack of access to healthy nutritional options. The 

impact of addressing nutritional deserts results in improved health outcomes and consumption 

of healthcare resources.  

The clinical impact of nutritional planning includes improved health and weight-loss 

benefits, particularly for those individuals with nutritionally sensitive chronic conditions 

such as diabetes, hypertension, coronary artery disease and obesity. In addition, recently 

published medical literature indicates proper nutrition improves mental health and 

depression risk, which is known to dramatically impact such chronic conditions and the 

utilization patterns of those with chronic conditions.   

Improving nutritional health through the delivery of healthy prepared meals can 

significantly impact the health of individuals and the overall utilization of healthcare 

https://www.bcbs.com/institute
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resources. By providing between one and four healthy meals per week, short-run savings 

indicate avoidance of emergency department and hospitalizations per calendar year 

resulting from improved nutritional behavior. Long-run savings capture annual cost 

savings associated with the long-run estimated reduction in chronic conditions such as 

hypertension and diabetes prevalence resulting from improved nutritional 

behavior.  Annual short-run savings from avoidable emergency room visits and avoidable 

hospital admissions are estimated to be close to $1 billion annually. 

The BCBS Institute’s service delivery model is designed to provide individuals residing in 

nutrition deserts with affordable, convenient access to healthy foods. The model 

enhances individuals’ nutritional patterns while fostering a strategic relationship with local 

entities, such as retail grocery stores, and prepared meal companies, that tailor solutions 

to meet specific community needs.  

The service model begins with the identification of nutritional deserts that are associated 

with suboptimal health outcomes and avoidable healthcare service utilization patterns, 

such as avoidable emergency room visits. The objective is to overcome the specific types 

of barriers to nutritional health identified at the local level. For example, gainfully 

employed individuals living in a nutritional desert would benefit from different nutritional 

program options than individuals recently discharged from the hospital due to a 

nutritionally-sensitive condition, such as heart failure. To achieve the objective of reducing 

the impact of nutritional deserts, one component of the service delivery model is to foster 

the establishment of a relationship with a dietitian or “nutritional health coach.” By 

establishing such a relationship, the individual is more likely to create and maintain 

nutritional planning that is tailored for their unique needs and the community 

characteristics in which they reside.   

Providing transportation for in-person meetings with a local dietitian or nutritional health 

coach at no cost to the individual is one component of the model that enables an 

individual to foster a relationship with a local nutrition resource. For such a model, the 

dietitian and the individual would establish a nutritional plan for a defined period. Through 

consultation with the dietitian, the individual would receive support for the defined period 

to maintain a nutritional plan. In addition, retail grocery partners could provide enhanced 

services that go beyond onsite options to include meal kit preparation, online coaching or 

home delivery of meal services.   

Providing medically-tailored meals for recently discharged members is another component of 

the model. The selected population would receive medically-tailored meals through support 

provided by local healthcare providers and in collaboration with food service partners. The 

extension of nutritional support beyond the traditional time-bound windows, and beyond recently 

discharged patients, will ensure that members obtain the maximum health benefit and that 

healthcare cost savings are maximized. 

To reduce risk of type 2 diabetes, hypertension, and other nutritionally-sensitive chronic 

conditions, the service delivery model can foster relationships with young adults in college 
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or recent college graduates that may find it difficult to maintain proper nutritional habits. In 

this example, the model allows the selection of nutritional health coach through the 

software application and maintenance through a mobile messaging platform.  

We hope to continue conversations with CMS on these efforts by the Blue Cross Blue 

Shield Institute℠ and other ways to improve outcomes.   

Opioid Treatment 

Issue #1: Medicare-Covered Opioid Treatment Program Services Beginning in CY 2020 

Section 2005 of the Substance Use–Disorder Prevention that Promotes Opioid Recovery and 

Treatment for Patients and Communities Act established opioid use disorder treatment services 

furnished by Opioid Treatment Programs (OTPs) as a Medicare Part B service beginning in 

2020. Medicare health plans including all MA plan types, cost-based plans, and PACE 

organizations must provide OTP services as a Medicare-covered benefit and must enter cost-

sharing for OTP services in PBP service category B7k as appropriate. Plans must provide 

enrollees with a level of access to Medicare-covered services that is consistent with prevailing 

community patterns of care in the areas where the network is being offered (§422.112(a)(10)). 

Recommendation #1a: CMS should clarify what opioid agonist and antagonist treatment 

medications are covered under Part B versus Part D.  

Rationale #1a: Considering the range of medications that fall under this umbrella, additional 

clarity around how CMS interprets these treatments would be helpful as Plans consider their 

benefit structures and formularies. For example, naloxone is typically not considered a 

physician-administered drug however it also cannot be self-administered. 

Recommendation #1b: We recommend that the provided OTP services should include 

informing beneficiaries and providers about the availability of methadone for the treatment of 

opioid use disorder (OUD).  

Rational #1b: Availability represents a meaningful change for all Medicare beneficiaries and 

providers and is a reversal of long-standing Medicare benefit standards. We believe effective 

education of beneficiaries and providers will improve uptake of these services, improving the 

health of beneficiaries struggling with OUD. BCBSA is committed to ensuring access to 

medication assisted therapy (MAT) for patients who need it as research shows that when 

prescribed and monitored safely, MAT medications have been found to have no adverse effects 

on a patient’s intelligence, mental capability, physical functioning or employability,6 but have 

meaningful benefits to individuals’ health and wellbeing.  

Recommendation #1c: We recommend CMS allow for a one-year exemption for new OTPs 

that are not enrolled in Medicare but that a Plan has identified as a quality program.  

                                                           
6 https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat).   

https://www.bcbs.com/institute
https://www.bcbs.com/institute
https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat
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Rationale #1c: We believe CMS’ intent with its proposed coverage and payment requirements 

is to ensure beneficiaries are receiving care from high-quality providers. While we support this 

aim, we understand that the availability of OTPs can be limited in some areas, and many do not 

initially undergo the process to enroll in Medicare. To help support optimal beneficiary access to 

these services, we believe that if a plan has been able to identify a high-quality OTP then 

beneficiaries should be able to access that provider while the provider completes the Medicare 

enrollment process. A one-year exception, as CMS has allowed for in previous similar 

circumstances, should be sufficient for these providers to become fully engaged in the Medicare 

program. Furthermore, CMS could use this one-year exception to engage OTP practitioners, 

including methadone-only providers, to develop the capacity to meet integrated treatment plan 

provision characteristics consistent with Substance Abuse and Mental Health Administration 

(SAMHSA) standards.  

Recommendation #1d: We ask that CMS provide additional detail on what it considers 

adequate in terms of access to services, including what role telehealth can play in 

supplementing access and how the definition of adequacy varies between rural and urban 

environments. 

Rationale #1d: While BCBSA strongly supports CMS’ goal to provide meaningful access to 

patients with OUD treatment needs, availability of quality treatment providers and facilities 

varies widely across the country. We believe any network adequacy requirements should 

appropriately account for this variation to patients are being directed to high-quality services that 

will meet their needs.  

Issue #2: Non-opioid Pain Management Supplemental Benefits 

CMS encourages MA organizations to consider Part C benefit designs for supplemental benefits 

that address medically-approved non-opioid pain management and complementary and 

integrative treatments. 

 

CMS also encourages MA plans to consider benefit designs that provide supplemental benefits 

for non-opioid pain management and complementary and integrative treatments, such as peer 

support services. 

Recommendation #2: CMS should provide additional details on what it considers evidence-

based treatment. We also recommend that CMS consider strategies to increase the ease with 

which providers can contract to provide these services. 

Rationale #2: There are many non-opioid pain management treatments, but there is limited 

industry consensus around which have sufficient evidence to be considered meaningful 

alternatives. Furthermore, many of these services extend beyond services provided in a clinical 

setting (e.g., yoga). For example, would CMS consider massage an approvable non-opioid pain 

management treatment that sponsors could offer members? We encourage CMS to consider 

the recommendations made by the Pain Management Best Practice Inter-Agency Task Force 

(Task Force) as guidance on appropriate, evidence-based non-opioid pain management and 

complementary and integrative treatments. The Task Force was created by the 2016 
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Comprehensive Addiction and Recovery Act and recently released a draft report on pain 

management best practices. 

Issue #3: Tiering for Naloxone 

CMS encourages Part D sponsors to place, at a minimum, naloxone products on their plans’ 

generic tier(s), and further, to place these products on tiers that provide for $0 or low cost-

sharing. They further note that benefit designs which inappropriately restrict access to naloxone 

products will not be approved.  

Recommendation #3: We recommend that CMS clarify which products it encourages Part D 

sponsors to offer at zero or low cost-sharing.  

Rationale #3: While BCBSA supports beneficiary access to naloxone and other opioid reversal 

drugs, there are a number of different modalities on the market with significant price 

differentials. We believe that offering lower cost, easy to administer products such as the 

naloxone nasal spray at zero or low cost sharing is reasonable, but requiring all naloxone 

products in this tier could unintentionally lead to higher premiums for beneficiaries if the 

products are widely used and/or price escalation for products that do not have direct market 

competition (e.g., the auto-injector branded product, Evzio).  

Issue #4: Naloxone Co-Prescribing 

CMS encourages the co-prescribing of naloxone with opioid prescriptions to beneficiaries who 

are at high risk for overdose. CMS also encourages plan sponsors to ensure authorizations are 

in place for beneficiaries who are more susceptible to opioid-associated harm, and suggests 

that Part D sponsors also consider more innovative approaches, such as patient-specific 

pharmacy messaging to alert pharmacists to provide naloxone to at risk beneficiaries taking 

opioids in states that allow for standing naloxone orders. CMS also recommends targeted 

education of prescribers and enrollees on co-prescribing of naloxone to prevent accidental 

overdoses and to sensitively address the needs of persons with opioid use disorders. CMS 

welcomes comments on the feasibility of co-prescribing naloxone with concurrent opioid 

prescriptions when clinically appropriate (as defined by CDC Guidelines and HHS guidance.) 

Recommendation #4: BCBSA does not recommend standardized co-prescribing.  

Rationale #4: While we agree cost should not be a primary concern in accessing these life-

saving drugs, it is worth noting that there have been significant price increases in the cost of 

opioid overdose reversal drugs, like naloxone. Inappropriately co-prescribing could impose 

additional burden on patients. It could also further incentivize drug manufacturers to raise prices 

as was seen with the price of Evzio, an auto-injector formulation overdose reverser. The price 

for this product increased significantly the month before the Centers for Disease Control and 

Prevention’s (CDC) released co-prescription guidelines. As additional evidence, the Senate 

Committee on Homeland Security and Governmental Affairs, Subcommittee on Investigations 

released a report in November 2018 that found over the last four years the manufacturer of 

Evzio raised the price of the drug more than 600 percent, resulting in a cost to taxpayers of 

more than $142 million. 

https://www.hhs.gov/ash/advisory-committees/pain/reports/index.html
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With the existing high burden of drug prices on consumers, it is important not to recommend or 

require additional prescriptions that are not necessary for all patients.  

Furthermore, according to MedPAC, an estimated 30 percent of Medicare beneficiaries live 

alone. These treatments typically cannot be self-administered given the circumstances of use. 

To address the need for these products in ways that will be most meaningful to the broad 

Medicare population, we recommend expanding access to naloxone by promoting:  

- Standing orders at pharmacies 

- Distribution through local, community-based organizations 

- Access and use by law enforcement officials (e.g., inclusion in EMS/firefighter supplies)  

- Training for basic emergency medical service staff on how to administer the drug 

- Continued provider education on situations where co-prescribing may be appropriate, 

along with general opioid prescribing best practices and acknowledgement that co-

prescribing does not increase liability risk  

- Continue to raise the public’s awareness of, and educate them on, opioid risks 

 

However, we do support flexibility for providers to co-prescribe based on beneficiaries’ individual 

circumstances in the following high-risk situations which are in line with CDC’s 

recommendations:  

- Patients who are prescribed a morphine equivalent dose of 50 mg or more  

- Concurrent prescription or over-the-counter medications for benzodiazepines, 

antipsychotics, antiepileptics, muscle relaxers, hypnotics and antihistamines 

- Patients who have been taking opioids for more than 30 days (i.e., chronic rather than 

acute pain)  

- Patients in a medication-assisted treatment program or with a history of substance use 

disorder 

 

Special Needs Plan (SNP) Provisions 

Issue #1: Physical Exam Supplemental Benefit for Special Needs Plans (SNPs) 

Beginning CY 2020, SNPs may offer the Physical Exam supplemental benefit that is currently 

available to Non-SNP MA plans. To be considered an Annual Physical Exam that qualifies as a 

supplemental benefit by CMS, the exam would be provided by a qualified physician or qualified 

non-physician practitioner. 

Recommendation #1: BCBSA requests that CMS provide additional clarification on this 

proposal.  

Rationale #1: CMS should clarify whether the proposal would allow for a supplemental physical 

exam in addition to the Annual Wellness Visit, or if it would simply be a more comprehensive 

Annual Wellness Visit. Second, we request additional clarification on whether this supplemental 

benefit would be allowed for C-SNP, D-SNP, and I-SNP plans, or only certain types? We also 
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note that some member Plans have FIDE-SNPs that provides coverage for physical exams 

beyond those required in an annual wellness visit and thus would not offer it as a supplemental 

benefit. 

Issue #2: D-SNP Administrative Alignment Opportunities 

CMS discusses its efforts to provide administrative flexibility to facilitate efforts by state 

Medicaid agencies and MA organizations to use D-SNPs to integrate coverage of Medicare and 

Medicaid benefits.  

CMS seeks comment from stakeholders on all of these initiatives (described on page 165), 

including the operational challenges that MA organizations or states may face in accessing 

these mechanisms for Medicare-Medicaid integration and any requests to clarify relevant 

policies in our guidance. In addition, CMS seeks suggestions for additional administrative 

alignment initiatives the agency could pursue either through rulemaking or through 

subregulatory guidance. 

Recommendation #2: We urge CMS to pursue greater process and application standardization 

and uniformity to reduce operational burdens for plan sponsors operating in multiple states. We 

also request that CMS maintain coordination and integration as an option without requiring the 

plan to become a D-SNP. 

Rationale #2: We recommend that CMS focus on developing model language, documents and 

standardized practices with respect to contracting and approval. In particular, with respect to 

fully integrated dual eligible SNPs (FIDE SNPs), the current state and federal model review 

processes can lead to contradictory recommendations and duplicative filings and negotiations 

between the state and federal review agencies. With regards to default enrollment, we also 

recommend CMS evaluate whether to update the current default enrollment process to ensure 

beneficiaries are enrolled in the highest-value option in their area, which we believe would both 

be valuable to the beneficiary and grow the MA program in a thoughtful way.  

Issue #3: D-SNP “Look-Alike” Plans: 

CMS describes concerns with D-SNP look-like plans and notes that it plans to monitor D-SNP 

look-alike marketing, including through in-field surveillance, and is considering additional 

regulatory, subregulatory, and compliance steps to ensure that plans’ marketing to dually 

eligible beneficiaries is compliant with CMS rules. 

CMS seeks comments on: impacts of D-SNP look-alike plans for Medicare beneficiaries, 

including dually eligible individuals; the MMPs, D-SNPs, and other healthcare providers who 

serve such beneficiaries; state Medicaid agencies; and the coordination of Medicare and 

Medicaid coverage.  

Recommendation #3: BCBSA supports CMS’ ongoing focus on ensuring marketing aimed at 

dual eligible beneficiaries is accurate and not misleading. We request that CMS provide 

additional detail regarding the type of plan it is defining as a “look-alike.” We recommend that in 

any future policymaking towards the fact that these types of coordination plans are sometimes 

in markets where D-SNPs are limited or unavailable given various market factors. 
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Rationale #3: BCBSA agrees that advancing integration for individuals dually eligible for 

Medicare and Medicaid is critically important, and this involves a transparent process by which 

beneficiaries can select plans that truly best meet their owns needs.  

Interoperability and Prior Authorization Coordination 

Issue #1: Participation in the Da Vinci Project and Promoting Private Sector Payer 

Documentation Requirement Lookup Services 

In 2018, CMS began: (1) developing a prototype Documentation Requirement Lookup Service 

for the Medicare FFS program; (2) populating it with the list of items/services for which prior 

authorization is required by the Medicare FFS program; and (3) populating it with the 

documentation rules for oxygen and Continuous Positive Airway Pressure (CPAP) devices 

required by the Medicare FFS program. In this Call Letter, CMS encourages all payers, 

including, but not limited to, Medicare Advantage organizations and Part D plan sponsors, to 

also: (1) develop a similar lookup service; (2) populate it with their list of items/services for which 

prior authorization is required; and (3) populate it with the documentation rules for, at least, 

oxygen and CPAP. The standards and protocols for the CMS Medicare FFS lookup service 

were developed by the standards setting organization Health Level 7 (HL7) through its private 

sector project, the Da Vinci project. Using the HL7 Fast Healthcare Interoperability Resources 

(FHIR) standard, the Da Vinci project developed a FHIR standard for electronic Coverage 

Requirements and Documentation Rules Discovery transactions. Private sector payers are 

encouraged to use these FHIR-based transaction standards in developing their lookup services. 

Recommendation #1: BCBSA is a participant in the Da Vinci project and supports CMS’ call to 

the industry to utilize the HL7 FHIR-based standard for coverage requirements determination 

(CRD) and documentation template and rules (DTR) discovery. We recommend that CMS take 

an active role in forging industry consensus on at least two additional high-value, burdensome 

medical procedures for CRD and DTR, beyond the rules for oxygen and CPAP. We also 

recommend that CMS promote the use of published standards and focus on providing virtual 

and face-to-face regional training opportunities for the private sector regarding understanding 

and implementing these standards – training at the overview, detailed and hands-on levels. 

Lastly, CMS should encourage greater private sector participation in the standards development 

process at organizations like HL7, WEDI, NCPDP and X12. 

Rationale #1: As a member of the by-invitation-only Da Vinci project, and similar standards 

development and implementation projects run by the private sector, BCBSA will be promoting 

with BCBS Plans the utilization of the Da Vinci FHIR-based standards as developed for the 

identified use cases, like CRD and DTR discovery. Reducing the burden on providers will be 

enhanced if medical procedures can be added, beyond oxygen and CPAP. We believe that 

CMS promotion in the Medicare FFS and its other government programs would be enhanced by 

also providing educational and training opportunities for the intended adopters and end-users of 

these standards. Standards-based solutions are the guaranteed route to interoperable data 

transaction systems, ultimately ensuring data access and usability to patients and healthcare 

stakeholders. 
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RFI: Barriers for MA Plans or Providers in Using Risk Based Arrangements for Pharmacy 

Design 

Issue #1 

CMS is soliciting comment on the potential use of risk based arrangements for pharmacy 

benefits in contracts between MA plans and contracted non-pharmacy providers. CMS believes 

risk-based arrangements in contracting for pharmacy benefits may be a tool to drive down the 

cost of Part B and Part D drugs and requests information on the barriers, feasibility and benefits 

or drawbacks of these types of arrangements.  

Recommendation #1: In response to this RFI, we raise a few concerns, including: 

 Part D revenue process today would draw out payment reconciliation with providers 

(possibly over course of years). 

 Providers need better tools to assist with drug decision-making. This includes real-time 

benefit tools and other means to access information about low cost formulary 

alternatives at the time of prescribing. 

 There would be difficulty in constructing a meaningful trend and benchmark that 

providers are actually accountable for give drug price volatility and introduction of new 

drugs. 

 We could see interference of things like rebates and benefit design that may have 

conflicting incentives between provider, payer and member. 

Rationale #1: We are committed to working with CMS to find ways to reduce prescription costs 

in Medicare and improve risk-based and outcomes-based pharmaceutical contracting to 

improve value for beneficiaries.  

BCBS believes outcomes-based contracting is most effective when both the payer and 

manufacturer agree to focusing on the best interests of the member by agreeing to equal 

financial risk. BCBS Plans and members are wasting significant dollars on lesser clinically 

effective drugs. As a result, key stakeholders are pressured to implement market-based 

solutions that would deliver higher performing drugs at lower costs. One such potential market-

based solution is outcomes-based contracting, in which rebates and discounts are tied to a 

drug’s clinical performance on the member population. Although fundamentally sound in theory, 

outcomes-based contracting can be risky from a practical standpoint. Perceived regulatory 

barriers, data access and lack of transparency are some of the issues to implementing 

outcomes-based contracting. However, a main threat to outcomes-based contracting is 

agreeing to the parameters of the contract between the payer and manufacturer. Applicable 

drug therapies, simple and clinically significant outcome measures, reasonable timeframes and 

fair compensation are critical to achieve the goal of sharing equal financial risk between the 

payer and the manufacturer. BCBS believes outcome-based contracting, if structured properly, 

is one of several tools available that can potentially help deliver high-quality drugs to members 

at affordable costs.  

Formulary Submissions 
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Issue #1: Changes for CY 2020 Formulary Submissions 

For CY 2020, CMS proposes to provide plans with an Excluded Drug reference file, which is a 

supplemental file submitted by plans sponsors who intend to provide coverage of Part D 

excluded drugs as part of their benefit offering. CMS proposes that this file would mirror the 

format of the current FRF. 

Recommendation #1: BCBSA agrees with these proposed changes for formulary-related files. 

Rationale #1: These proposed changes will create new efficiencies for the program. 

Benefit Review 

Issue #1:  

CMS proposes to maintain the minimum monthly cost-sharing OOP cost difference between 

basic and enhanced PDP offerings at the $22 threshold that was established for CY 2019. CMS 

notes that it is working to refine the way it determines meaningful difference between basic and 

enhanced stand-alone PDPs.  

Recommendation #1: We request that CMS clarify the $22 OOPC differential requirement 

between basic and enhanced plans. Specifically, the final notice should specify that an 

enhanced plan must have OOPC at least $22 lower than the basic OOPC. In additional to the 

$22 OOPC differential required between a basic and enhanced plan. There should an additional 

requirement that the basic plan have a lower premium, in order to reduce confusion for 

Medicare beneficiaries. 

Rationale #1: It is important to ensure benefit design specifics are clear for Medicare 

beneficiaries. 

Tier Composition  

Issue #1:  

Similar to 2019, CMS proposes to maintain a maximum threshold of 25 percent generic 

composition for the non-preferred brand tier for CY 2020. 

Recommendation #1: BCBSA reiterates our prior year objection to this 25 percent threshold. 

Rationale #1: The 25 percent threshold does not take into account the methodology that might 

lead a plan sponsor to place a drug on the non-preferred brand tier.  

Improving Access to Part D Vaccines 

Issue #1:  

CMS does not propose policy changes but encourages Part D sponsors to offer a $0 vaccine 

tier or to place vaccines on a formulary tier with low cost-sharing to encourage access. 

Recommendation #1: BCBSA recommends that CMS define the vaccines that should be 

offered for $0 cost-sharing or placed on a formulary tier with low cost-sharing.   
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Rationale #1: While some vaccines are essential to good health, such as the shingles vaccine, 

others may be elective, such as vaccines for foreign travel.  It therefore may not be appropriate 

to place all vaccines on a $0 cost-sharing tier. 

Improving Access to Generics and Biosimilars 

Issue #1:  

CMS  is considering (as an alternative to the tier composition policy above) discouraging or 

prohibiting plan sponsors from placing generics on brand formulary tiers and brand drugs on 

generic formulary tier, and eliminating the non-preferred drug tier. Under this policy, generics 

would be part of generic formulary tiers and brands would be part of brand formulary tiers. CMS 

solicits comment on the impacts of adopting this policy. 

Recommendation #1: We strongly urge CMS not to pursue a policy which would prevent the 

mixing of generic and brand drugs on formulary tiers, as this policy would increase beneficiary 

cost sharing and may reduce beneficiary choice.  

Additionally, we feel that automatic inclusion of newly available generics on generic tiers would 

greatly increase cost as there is typically little cost relief relative to brand pricing when generics 

are released. CMS should continue to allow plans to place newly approved generics with similar 

pricing as the brand equivalent in Tiers 3-5; and to move these drugs to generic tiers when the 

pricing is appropriate. 

Rationale #1:  CMS’ proposed policy would have the opposite intended effect, by reducing 

beneficiary access to the most cost-effective and clinically appropriate medicines. The impacts 

of this change would be accentuated if OIG finalizes the safe harbor rule to require rebates at 

POS.  

To control costs for beneficiaries and the Part D program, plan sponsors include a mix of 

generic and brand drugs on tiers to incentivize utilization of the most cost-effective medications. 

Plan sponsors use clinical expertise to ensure appropriate coverage of clinically effective 

medication options. By placing higher-cost generics on brand tiers, Part D sponsors have been 

able to maintain very low cost sharing for drugs on the preferred and non-preferred generic 

tiers, making drugs more affordable and accessible to beneficiaries. Low out-of-pocket costs 

help facilitate widespread utilization of generic drugs, as demonstrated by high generic 

dispensing rates in the Part D program. As of 2016, generics made up 86 percent of all 

prescriptions paid for by Medicare Part D,[1] and many plans’ generic dispensing rate is 

approaching 90 percent.  

Mandating the placement of generic drugs on formularies removes plan sponsor flexibilities to 

manage drug costs, increasing average cost sharing higher. Additionally, if generic drug 

manufacturers know that their product will have guaranteed coverage on a lower cost tier, this 

could negate the incentive for manufacturers to enter the generic market with competitive 

                                                           
[1] https://aspe.hhs.gov/system/files/pdf/259326/DP-Multisource-Brands-in-Part-D.pdf 

https://urldefense.proofpoint.com/v2/url?u=https-3A__aspe.hhs.gov_system_files_pdf_259326_DP-2DMultisource-2DBrands-2Din-2DPart-2DD.pdf&d=DwQFAg&c=aIUDzRSH0GV4AQi9KEcOBQ&r=fphiOH_S73MfGThgFRUj6Ey1sAI77jlQ0gUKskiIpus&m=YOk-RNMHLMerWpEQOBoODb11iCeJ1DM7vUWEnQVE63I&s=rfOVU0j2TfYArslwMO30m2wuEGZS0vu0Grpdnz86rv0&e=
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pricing and/or discounting policies, leading to generic drug price inflation. These combined 

effects would ultimately reduce beneficiary access to clinically effective medications and 

increase program costs.   

Also, biosimilars currently do not offer enough price relief to be classified as generics. A 

biosimilar and generic status should not exclude a drug from qualifying for Tier 5 according to 

the pre-defined cost threshold. These policies would put undue risk on plan sponsors and 

promote increased drug spend via utilization. Classifying biosimilars as generics with generic 

co-pays and excluding biosimilars and generics from the Specialty tier would eliminate 

incentives for manufacturers to offer their formulations at a significantly lower price than the 

brand drug. 

In addition to the overall impacts on all Part D plans, this policy would significantly impact 

EGWPs’ ability to provide affordable retiree drug coverage. Like other Part D plans, EGWPs 

also encourage retirees to choose lower-cost generic alternatives by placing higher-cost drugs, 

including high-cost generics, on the preferred brand and non-preferred drug tiers. If CMS moves 

forward with removing the non-preferred drug tier, EGWPs would need a specific waiver to 

continue to cover drugs in a non-preferred brand tier. Alternatively, EGWPs would be required 

to cover generic drugs that are on the non-preferred tier today under the non-Medicare 

supplemental drug plan which wraps around the Part D plan. Covering non-preferred drugs on 

the non-Medicare supplemental drug plan would further complicate the drug coverage offered 

by EGWPs and would reduce savings to the Part D program.   

If the agency moves forward with this policy, we seek further clarification on the expectation that 

plan sponsors automatically include FDA-approved, therapeutically equivalent generics on 

generic formulary tier. We would like CMS to clarify whether the expectation applies regardless 

of whether the plan covers the brand version of the drug, or other more cost-effective dosing 

and medication forms of the drug. The pricing of different formulations of drugs can vary 

substantially, and some newer formulations of drugs (even generics) may be higher cost without 

providing any additional clinical benefit. If CMS were to require a plan sponsor to automatically 

cover any newly approved generic drugs on the generic tier, this would significantly undermine 

plan flexibility to manage costs and target certain conditions where there may be many lower 

cost options, including over-the-counter treatments (OTCs) that are as clinically appropriate and 

effective. For example, some plans chose not to cover Celebrex and the generic Celecoxib 

because many lower cost and clinically effective options are already widely available to 

beneficiaries.  

PDP Crosswalk Policy 

Issue #1:  

Historically, CMS has allowed PDPs that wish to terminate existing plan benefit packages 

(PBPs) at the end of a contract year to transfer, or crosswalk, enrollees to new plans in the 

following contract year under certain circumstance, and CMS restricts PDP sponsors’ ability to 

reenter the PDP market for two years after they exit.   
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CMS is not proposing any changes for 2020, but solicits comments on ideas to update the 

circumstances under which CMS allows plan sponsors to crosswalk beneficiaries from one PBP 

to another and on the application of the two-year ban that it may take into consideration for 

future policy changes.  

Recommendation #1: We support reinstating the ability to terminate PBPs and crosswalk 

enrollees to new plans for future plan years. We believe it is appropriate for CMS to allow 

beneficiaries to be transferred from a basic to an enhanced alternative benefit design with a 

similar or better formulary and minimal increase in premiums. Accordingly, CMS should facilitate 

greater flexibility in the crosswalk policy and implement appropriate criteria to allow plans to 

crosswalk beneficiaries from basic to enhanced alternative benefit designs, beginning in plan 

year 2020.  

Rationale #1: We welcome the flexibility in the Part D policies to create and adjust plans to best 

serve their members. 

PDP Non-Renewal Policy Clarifications 

Issue #1:  

Under current policy, PDP sponsors who non-renew their Part D contracts with CMS may not 

re-enter a new stand-alone PDP contract for two years following the effective date of the non-

renewal. CMS believes the policy goals promoted by the two-year ban are applicable to a 

sponsor’s non-renewal of its individual market plans in one or more PDP Regions, but of less 

than its entire PDP sponsor contract. Accordingly, a sponsor’s decision to discontinue offering 

individual market PDPs in a PDP Region is its own form of contract non-renewal, triggering the 

application of the two-year ban. CMS notes that the two-year ban policy only applies to PDP 

Regions where a sponsor is discontinuing its participation in the individual market; the ban has 

no impact on a sponsor’s eligibility to begin offering plans in another PDP Region, through a 

service area expansion, where it has not previously been offering individual market PDPs. 

CMS requests comments on the impact of the two-year ban policy on the plan’s evaluation of 

whether to enter or exit the individual market in a PDP Region. 

Recommendation #1: We do not have substantive comments on the impacts.  

Improving Drug Utilization Review Controls in Medicare Part D 

Issue #1: Part D Opioid Overutilization Policy 

CMS proposes to continue its 2019 Medicare Part D opioid overutilization initiatives, including 

the drug management programs codified in the 2019 Parts C & D Final Rule and the Improved 

Opioid Safety Alerts announced in the 2019 Final Call Letter. 

Recommendation #1: BCBSA urges CMS to take a more active role in communicating broad 

policy changes to address the opioid crisis and protect at-risk beneficiaries. 

Rationale #1: BCBSA shares CMS’ commitment to addressing the opioid epidemic. 
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Issue #2: 2020 Proposals to Address the Opioid Epidemic  

CMS proposes number of additional policies for 2020 to help Medicare plan sponsors prevent 

and combat opioid overuse, including strategies to promote co-prescribing of naloxone, 

promoting medically-approved non-opioid pain management as a Part C supplemental benefit, 

and implementing the PQA opioid overuse measure. 

Recommendation #2: We recommend CMS to allow overrides for chronic pain, cancer-related 

pain, pain related to palliative care or terminal illness and pain related to sickle cell disease.  

Additionally, we encourage CMS to consider ways to address the increasing misuse of 

amphetamines. 

Rationale #2: BCBSA shares CMS’ commitment to addressing the opioid epidemic and offers 

comments on many of CMS’ specific proposals elsewhere in our comment letter. However, we 

also recognize that there are patients with conditions that lead to sever chronic pain, such as 

sickle cell disease, that warrant the use of opioids, sometimes at doses well beyond guidelines 

for the general population. There is evidence emerging that the crack down on opioid 

prescribing, while having positive impacts on the opioid epidemic, has resulted in creating 

barriers to access for these patients who have a real need for these medications. We encourage 

CMS to allow overrides for these circumstances to reduce barriers and help these patient 

function as normally as possible.   

While opioid misuse continues to be a major issue across the country, there is emerging 

evidence that misuse of other substances, including amphetamines, are on the rise. We believe 

action can be taken to address this trend now protect beneficiaries and help prevent another 

national crisis. 

Part D Mail-Order Refill Autoship 

Issue #1:   

CMS proposes that beginning in 2020, interested Part D sponsors may offer an opt-in voluntary 

auto-ship program for refills of established therapies. This proposal would replace the current 

affirmative prior consent step required for sending refills not initiated by the beneficiary and 

permit sponsors to offer an optional auto-ship option for refills of drugs that a beneficiary has 

been on for at least four consecutive months, with no fewer than two beneficiary shipping 

reminders provided prior to sending.   

Recommendation #1: BCBSA appreciates this change in policy and supports CMS’ proposal. 

In order to allow beneficiaries to take full advantage of an auto-ship program, we request that 

CMS modify the proposal to allow an opt-in, auto-ship if the beneficiary is expected to take a 

certain medication for more than four months, and limit the notices or reminders to once during 

the initial four months and not after that period.  

We also support the proposal to discontinue auto-shipments for beneficiaries in hospice or 

skilled nursing facilities to avoid waste.  
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Rationale #1: Auto-shipping for refills of established therapies can help with medication 

adherence, which improves health outcomes, and can save beneficiaries money by accessing 

lower-costs in mail order programs.  
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Changes to ESRD Beneficiary 
Eligibility Creates Increased 
Financial Risk for Medicare 
Advantage Organizations 

The 2016 21st Century Cures Act enacts a 
significant change in Medicare Advantage (MA) 
eligibility for beneficiaries with end stage renal 
disease (ESRD).  Beginning in 2021, ESRD 
beneficiaries can select a MA plan during open 
enrollment regardless of previous coverage.  
Previously, these beneficiaries could generally 
only obtain MA coverage under limited 
circumstances.  For example, an enrollee could 
remain in an MA plan if the ESRD diagnosis first 
occurred after the beneficiary was already 
enrolled (unless an ESRD-SNP was available in 
the area). 

Currently, about 120,000 ESRD beneficiaries 
are enrolled in MA plans, which represents about 
0.65% of all MA enrollees1.  While the proportion 
of ESRD beneficiaries in MA is low, the health 
expenditures are very high relative to the 
population size – around 5% of MA spending.  
Given the upcoming statutory change, a large 
percentage of the 410,000 ESRD beneficiaries 
that are in FFS Medicare could switch to MA.  If 
all ESRD beneficiaries enrolled in MA, they 

                                                
1 2019 projection from CMS April 2, 2018 Final 
Announcement 

would then represent about 2.7% of MA 
enrollment. Given that the average allowed 
PMPM for an ESRD beneficiary is almost nine 
times that of a general enrollment beneficiary, 
the impact to total average claims would be even 
more significant.  If all ESRD beneficiaries 
enrolled in MA, we estimate that the proportion 

of claims attributable to ESRD beneficiaries as a 
percentage of total would increase from 5% to 
20%.  

The potential influx of ESRD beneficiaries into 
MA plans represents a potential financial 
challenge to those plans if the Centers for 
Medicare and Medicaid Services (CMS) does 
not change the current MA payment structure for 
ESRD enrollees. If no changes are made, 
beneficiaries could see an increase in premiums 
or a decrease in benefits in order for MAO’s to 
maintain their current financial position. 

The 21st Century Cures Act requires a number of 
evaluations of payment model accuracy, 

A potential influx of ESRD enrollees in 
MA creates renewed focus on ESRD 
payment accuracy. 
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including ESRD risk adjustment, and how to 
most accurately measure functional status of 
ESRD beneficiaries.  

This paper provides an overview of the current 
rules and financial data for ESRD enrollees in 
MA.  This paper also summarizes the changes 
enacted in the 21st Century Cures Act and 
highlights the potential impact to plans and 
beneficiaries if CMS does not modify the ESRD 
payment methodology 

 

Current Status 

ESRD Definition and MA Eligibility  

CMS defines those as eligible for Medicare due 
to ESRD status as individuals with permanently 
non-functioning kidneys who require either 
regular dialysis treatments or a kidney transplant 
to remain alive. Currently any individual with 
ESRD status is eligible for Medicare, however 
not all ESRD members are eligible for Medicare 
Advantage (MA).  

Within the broad status of ESRD, there are three 
subsets of beneficiaries that define how 
payments are made to Medicare Advantage 
plans: Dialysis, Transplant, and Functioning 
Graft. Dialysis status, which includes those 
currently receiving dialysis treatment, makes up 
the majority (approximately 85%) of the ESRD 
population. Transplant status, which comprises 
less than 1% of the ESRD population, is effective 
from the date of transplant to three months after. 
Beginning with the fourth month post-transplant, 
a member moves to Functioning Graft status 
(approximately 15% of the population), as long 
as the member has not returned to dialysis. If the 
member receives dialysis at any time after the 
transplant, they revert back to dialysis payment 
status.  

MA Payments for ESRD Beneficiaries 

Under Medicare Advantage, MA organizations 
submit “bids” for non-ESRD beneficiaries - a bid 
represents the estimated cost to provide Original 
Medicare benefits.  This bid is compared against 
a benchmark for medical costs in the fee-for-
service (FFS) system, adjusted to reflect the 
expected risk score of the MA organization’s 
non-ESRD population.  MA organizations are 
paid this bid, plus a percentage (50%, 65%, or 
70%) of the difference between the risk-adjusted 
benchmark and the bid, which is called the 
“rebate”.  MA organizations must allocate rebate 
payments to fund additional benefits above and 
beyond Original Medicare.  For example, MA 
organizations might choose to provide richer 
Part C and D benefits (above and beyond the 
Original Medicare benefit of 20 
% coinsurance), or offer supplemental 
dental,hearing, or vision benefits funded through 
the rebate.  

MA organizations are paid differently for ESRD 
beneficiaries in comparison to the general 
enrollment population. In general, Medicare 
Advantage organizations do not submit bids for 
ESRD beneficiaries.  Instead, organizations are 
paid a risk adjusted benchmark; however the 
payment varies depending on the type of ESRD 
status.   

For beneficiaries in Dialysis status, MA 
organizations get paid based on statewide 
ESRD benchmarks published by CMS, adjusted 
for an ESRD Dialysis risk adjustment model 
factor.  The ESRD Dialysis benchmark is derived 
from FFS dialysis cost data for each state and is 
calculated similarly to the Part C benchmarks for 
the general risk pool.  

For beneficiaries in Transplant status, CMS 
provides three months of payments to plans to 
cover the cost of kidney acquisition and costs 
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surrounding and related to the transplant. CMS 
develops payments using FFS hospital stay 
payments for the transplant and professional 
services provided for the hospital stay and two 
months after discharge.  

For enrollees in Functioning Graft status, MA 
organizations get paid based on the standard 
MA benchmark rates. For this population the 
standard MA benchmark is risk adjusted using 
the corresponding ESRD HCC model and is not 
subject to the rebate percentage reduction on 
savings.  

In all cases, since there is not a “bid” amount for 
ESRD beneficiaries, MA organizations are paid 
the full benchmark amount, and there is not an 
adjustment as there is for non-ESRD 
beneficiaries for a portion of the difference 
between the plan bid and the CMS benchmark 
(i.e rebate percentage).  Plans must offer the 
same additional benefits above and beyond 
Original Medicare that are offered to non-ESRD 
enrollees. 

Current Medicare Advantage Plan Member 
Premium, MOOP, and Dialysis Benefit Trends 

Based on publicly available nationwide 2019 
PBP data published by CMS, plans offered by 
MA organizations generally have relatively low 
premiums, with attractive cost sharing 
provisions.  Wakely has found that about 49% of 
MA plans have a $0 premium, and 43% of plans 
have a premium above $0, but less than $100.   

Unlike in Original Medicare, plans offered by MA 
organizations are required to have a limit on 
member out of pocket (MOOP) cost that is no 
greater than $6700 annually.  We found that only 
about 35% of plans have a MOOP this high; 58% 

                                                
2 Based on S&P Market Intelligence for 1Q2018 and 
2Q2018 (plans filing orange blanks). 
3 November 23, 2016, “Caring for ESRD 
Beneficiaries in Medicare & Medicare Advantage”, 

have a MOOP between $3,400 and $6,700, and 
7% of plans have a MOOP less than $3,400.  

Beneficiary cost sharing for dialysis services in 
plans offered by MA organizations is most 
commonly 20% coinsurance; however, many 
plans offer lower coinsurance, or alternatively 
copays that equate to less than 20% of the 
average unit cost.  About 80% of all plans use 
coinsurance for dialysis, and 86% of those use 
the maximum coinsurance value of 20%.  The 
remaining 20% of plans require a copay amount 
of $30 or less for dialysis services.  

Medicare Advantage Financial Experience for 
ESRD Beneficiaries 

MA organizations experience an average 
medical loss ratio (MLR) of about 86.5%2.  
Wakely client bid data was evaluated to identify 
the difference in reported MLR experience 
between ESRD and non-ESRD members. For 
2017,  the average non-ESRD/non-Hospice 
MLR was about 86.6%; whereas, the ESRD 
MLR was about 112%, suggesting that the 
payments derived from the current ESRD 
payment model fall well short of covering claim 
expenses. 

We believe one likely cause of the significantly 
higher MLR for ESRD members is that the MA 
benchmark calculation is based on the cost of 
benefits in Original Medicare, which do not 
include a cap on member out of pocket (MOOP) 
costs.  The Better Medicare Alliance also noted 
in a November 2016 paper3 that MA plans often 
are unable to negotiate dialysis reimbursement 
rates near 100% of Medicare reimbursement 
levels.   

available at 
https://www.bettermedicarealliance.org/policy-
research/resource-library/caring-esrd-beneficiaries-
medicare-medicare-advantage 
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As noted above, MA plans are subject to an out 
of pocket max which can be no greater than 
$6700 annually.  Given the frequency (as much 
as three times per week) and cost of dialysis 
treatment (FFS cost of around $225 per 
treatment), a beneficiary receiving dialysis 
treatment is much more likely than a non-ESRD 
beneficiary to hit a cap on member out of pocket 
costs.   

To estimate the potential impact of adding a 
MOOP to Original Medicare, we analyzed the 
2016 limited data set (LDS) costs pre and post 
MOOP. For the general enrollment population 
with an Original Medicare plan design, the 
impact to plan liability after applying a $6,700 
and $3,400 MOOP is 2.7% and 5.4%, 
respectively. For ESRD Dialysis beneficiaries 
with an Original Medicare plan design, the 
comparable MOOP impact is much higher – 
8.7% for a $6,700 MOOP and 13.0% for a 
$3,400 MOOP. Therefore, the difference 
between the Part C benchmarks and expected 
costs under an MA plan with a MOOP is much 
greater for ESRD Dialysis beneficiaries than for 
non-ESRD beneficiaries.  

Table 1 shows the percentage and PMPM 
impact of these MOOP levels based on 2016 
LDS data. 

Table 1 - 2016 LDS Costs by MOOP Level 

 

 

 

 

21st Century Cures Act 

Section 17006 of the 2016 21st Century Cures 
Act amends the Social Security Act to allow 
enrollees with end stage renal disease to enroll 
in Medicare Advantage plans.  This change is 
effective as of January 1, 2021.  

Beyond this core change, the Act also prescribed 
that organ acquisition costs for kidney 
transplants are to be excluded from the 
determination of the MA benchmark.  MA plans 
will not be responsible for kidney acquisition 
costs nor expenses related to an organ donor. 

The Act did not mandate any specific changes to 
the calculation of the ESRD Dialysis benchmark 
rates or to non-ESRD Part C benchmark rates, 
beyond the exclusion of organ acquisition costs. 

The Act also requires the Health and Human 
Services Secretary to consider incorporating a 
quality measure specific to ESRD coverage into 
the Star Rating system, revise the Medicare 
Advantage risk adjustment model to include 
additional factors regarding chronic kidney 
disease, and evaluate the ESRD risk adjustment 
model. 

Impact Analysis for Medicare 
Advantage Organizations (MAOs) 

Enrollment 

Given that ESRD members will have the 
opportunity to voluntarily enroll in general 
enrollment MA plans, ESRD members will now 
almost certainly be a higher percentage of the 
total MA population.  

Estimating how much of the current FFS ESRD 
population will be attracted to MA plans will be 
significantly influenced by the expected out-of-
pocket difference between MA plan offerings and 

MOOP Level
Population Type None $6,700 $3,400 

 Non-ESRD/Non-Hospice $774 $795 $816
ESRD Dialysis $6,891 $7,494 $7,786

 Non-ESRD/Non-Hospice -          2.7% 5.4%
ESRD Dialysis -          8.7% 13.0%

 Non-ESRD/Non-Hospice -          $21 $42
ESRD Dialysis -          $602 $894

Paid PMPM

% Change vs. 
No MOOP
PMPM Change 
vs. No MOOP
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Original Medicare (potentially with a Medicare 
Supplement policy attached).  

As highlighted in the Member Premium, MOOP, 
and Dialysis Benefits section, there are a 
number of MA plans that offer richer dialysis 
benefits than FFS as well as a high proportion of 
plans with a $0 premium. These plans must offer 
a MOOP no higher than $6,700, and many offer 
a lower MOOP amount.  The low premiums and 
MOOP protections will likely be attractive to 
ESRD enrollees in FFS.  In particular, ESRD 
beneficiaries with dialysis status have very high, 
consistent monthly expenses.  It will be relatively 
straightforward for them to analyze whether the 
monthly premiums and annual cost sharing 
expenses in an MA plan are likely to result in 
lower out-of-pocket expenses than FFS, or FFS 
with a Medicare Supplement plan. 

We would expect that any current ESRD 
beneficiary with a Medicare Supplement plan 
covering Part B coinsurance will experience 
lower out-of-pocket expenses than most MA plan 
offerings, unless the MA plan has very low 
premiums combined with low dialysis cost 
sharing. 

It is important to note, however, that the 
availability and affordability of Medicare 
Supplement policies varies by State.  Not all 
ESRD beneficiaries will be able to purchase a 
Medicare Supplement policy as there are varying 
rules with respect to guaranteed issuance of 
policies.  Also, many states allow significant 
“rate-up” of premium levels for disabled 
beneficiaries. 

It will be important for MA organizations to 
assess current Medicare Supplement enrollment 
in the states in which they operate in order to 
determine the potential for significant increase in 
ESRD enrollment.   

 

 

Financial Impact to MAOs if there are No 
Changes to the ESRD Payment System 

As noted at the beginning of this paper, the 
ESRD penetration in MA plans could move from 
the current 0.65% to as high as 2.7%. If average 
ESRD penetration in MA plans moved to our 
estimated maximum of 2.7%, we calculate that 
plan profits could decrease by 1.72%.  Put 
another way, if plans wanted to maintain their 
current profit levels, member premiums would 
have to increase by about $16 PMPM, or 
benefits would have to be pared back by a 
similar magnitude. 

Table 2 displays a few scenarios of the impact of 
increased ESRD MA enrollment on member 
premium, using 2017 Wakely client data. We 
found that the total MLR increased about 0.8% 
each time we increased the assumed ESRD mix 
percent by 0.5%. We also found that the total 
premium would have to increase about $4 
PMPM in each scenario iteration to remain at the 
current MLR.  

Table 2 – Required Premium Change 

ESRD Mix 
% 

Premium Increase 
Required to Remain at 

Current MLR 

0.65% $0.00 

1.15% $3.96 

1.66% $7.96 

2.16% $11.98 

2.67% $15.95 

 

If no changes are made to the current ESRD 
payment calculation, even a small increase in 
ERSD members as a percent of total will have a 
material impact on benefits and/or premiums for 
MA plans’ total population.   
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In the 2019 Final Announcement, CMS 
implemented a revised ESRD risk adjustment 
model that reflected a recalibration using more 
recent FFS cost data. The core structure of the 
ESRD risk adjustment did not change, so it is 
unclear whether the change will have any impact 
on the losses that MA plans have experienced 
for ESRD members.  While the new model may 
improve predictive accuracy of the relative costs 
of ESRD members, it will not correct the 
apparent shortfalls in payment if the underlying 
MA benchmarks are inadequate. 

Conclusion 

In summary, there is evidence which suggests 
the current ESRD payment system is not 
adequate to cover the high costs generated by 
ESRD members. The change in eligibility rules 
and MOOP requirements under Medicare 
Advantage are likely to make MA plans attractive 
to the nearly 80% of total ESRD beneficiaries 
who are not currently enrolled in an MA plan.  
Due to the high costs of ESRD beneficiaries, 
even a small increase in ESRD enrollment will 
create financial challenges for MAOs.  While the 
financial impact may vary for different MAOs and 
in different parts of the country, we believe that 
many MAOs will be forced to increase member 
premiums, decrease benefit offerings, or both if 
no changes are made to ESRD payment. 

We strongly encourage CMS to investigate this 
issue further and consider adjustments to the 
ESRD payment system that will allow MAOs to 
continue to offer attractive benefits at reasonable 
premium levels to all beneficiaries, including new 
ESRD enrollees. 

 

 

  

Caveats and Limitations 

Tim Courtney is a member of the American 
Academy of Actuaries and meets the 
qualification standards for sharing the 
information in this paper. To the best of our 
knowledge and belief, this information is 
complete and accurate. This paper was 
sponsored by Humana, Inc.  

 

Please contact one of the authors directly with 
any questions or to follow up on any of the 
concepts presented here.   
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