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      Humana Inc. 
      500 W. Main St. 
      Louisville, KY 40202-2946 
      www.humana.com 

 

 
March 01, 2019 
 
Mr. Demetrios Kouzoukas, Principal Deputy Administrator and Director, Center for Medicare  
Ms. Jennifer Lazio, F.S.A., M.A.A.A., Director, Parts C & D Actuarial Group, 
Office of the Actuary, Centers for Medicare & Medicaid Services 
7500 Security Boulevard  
Baltimore, Maryland 21244 
 
RE:  Humana Inc. 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 Mr. Kouzoukas and Ms. Lazio: 
 
This letter is in response to the Centers for Medicare and Medicaid Services (CMS) request for 
comments on the 2020 Part C and Part D Payment Policies and 2020 Call Letter advance notice rule as 
issued on January 30, 2019.   
 
Humana Inc., headquartered in Louisville, Kentucky, is a leading health care company that offers a wide 
range of insurance products and health and wellness services that incorporate an integrated approach 
to lifelong well-being. As one of the nation’s top contractors for Medicare Advantage (MA) with 
approximately 3.94 million members and Medicare Prescription Drug Plans (PDPs) with approximately 
4.4 million members, we are distinguished by our nearly 30-year, long-standing, comprehensive 
commitment to Medicare beneficiaries across the United States.1 These beneficiaries – a large 
proportion of whom depend upon the Medicare Advantage program as their safety net and many in 
underserved areas – receive integrated, coordinated, quality, and affordable care through our plans.  
 
We highlight the issues below as we believe they have the potential to significantly and adversely impact 
the future direction and growth of the Medicare Advantage program. This program remains the largest, 
most successful, and comprehensive, integrated care delivery model in Medicare.  
 
Summary of Humana’s Key Issues and Recommendations 
 

 MA Coding Pattern Adjustment – We urge CMS to finalize its proposal to apply the statutory 
minimum MA coding pattern adjustment of 5.9 percent. 

                                                           
1
 CMS Medicare Advantage, Cost, PACE, Demo, and Prescription Drug Plan Organizations - Monthly Report by 

Contract - February 2019 file 

http://www.humana.com/
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 End State Renal Disease (ESRD) Rates: The 21st Century Cures Act expands eligibility for ESRD 
beneficiaries to enroll in a MA plan regardless of previous coverage beginning in 2021. Prior to 
its implementation, we recommend that CMS take the following steps to ensure that MA plan 
payments accurately reflect the costs of MA ESRD beneficiaries: 1) adjust MA benchmarks for 
ESRD dialysis beneficiaries to reflect the impact of maximum out-of-pocket (MOOP) cost 
requirements in MA; 2) conduct research to evaluate if smaller geographical area ESRD rates can 
be developed; and 3) work with antitrust regulators to address the highly-concentrated nature 
of the dialysis provider market. 
 

 Controlling High Blood Pressure Stars Rating Measure: We are concerned that CMS’ proposal to 
move the Controlling High Blood Pressure measure to the display page could negatively impact 
industry focus, provider performance, and, more importantly, the overall health outcomes of 
the millions of Medicare beneficiaries with high blood pressure. We strongly urge CMS to 
leverage the flexibility outlined in 42 CFR § 422.164(d)(2) to continue collecting performance 
data for the legacy measure and include it in Stars Ratings until the updated measure has been 
on display for two years.   
 

 Formulary Tier Composition: We urge CMS to continue giving plans flexibility in determining the 
most appropriate tiering nomenclature for their benefit design, including the ability to mix 
brand and generic drugs within the Non-Preferred Drug tier. While we understand that CMS is 
attempting to help beneficiaries understand drug affordability, tier placement of a particular 
drug and its status as a generic or a brand does not directly correlate with affordability in many 
instances. There are other factors in formulary development that are contemplated by 
Pharmacy and Therapeutics (P&T) committees such as evidence-based, clinical efficacy and 
status as a biosimilar or an interchangeable biologic that drive formulary placement. Humana 
encourages CMS to continue to allow the plan sponsor P&T Committees to construct 
formularies with either a Non-Preferred Brand tier or a Non-Preferred Drug tier. 
 

As always, we value this opportunity to provide comments and are pleased to answer any questions you 
may have with respect to the comments below. We hope that you consider our comments as 
constructive feedback aimed at ensuring that together we continue to advance our shared goals of 
improving the delivery of coverage and services in a sustainable, affordable manner to Medicare 
beneficiaries, focused on improving their total health care experience.   
 
Sincerely, 
 

 
 
Mark A. Newsom 
Vice President, Public Policy  
 
  



 
 

3 
 

Advance Notice Part I 
 
Proposed Payment Condition Count (PCC) Model Specification 
Section 17006(f) of the 21st Century Cures Act requires CMS to make improvements to the risk 
adjustment model including taking into account the total number of diseases or conditions of an 
individual enrolled in MA. Accordingly, CMS proposes a PCC model with the same set of variables as the 
CMS-Hierarchical Condition Category (HCC) model implemented in 2019 except with additional variables 
that take into account the number of conditions a beneficiary has. The model proposed for 2020 
includes the additional conditions for mental health, substance use disorder, and chronic kidney disease 
(CKD). Coefficients are determined by 2014 diagnoses predicting 2015 cost, and diagnoses were selected 
utilizing the Current Procedural Terminology/Healthcare Common Procedure Coding System 
(CPT/HCPCS) filtering method that is utilized for encounter data risk score calculation. 
 

Humana comments: We appreciate CMS’ efforts to maintain payment stability, with a focus on 
predictive validity by decile of risk, under the mandates of the law. As we have articulated 
elsewhere, it would have been preferable that the 21st Century Cures Act allow CMS more 
discretion in determining the utility of implementing these changes. We believe adding the total 
number of diseases or conditions to the model alone has limited predictive value. Indeed, CMS 
has presented data showing these changes have very limited impacts on both the R2 and the 
predictive ratios by decile of the model.2 Humana believes these changes add more complexity 
to a model that had already been modified several times in recent years.   
 
While we fully acknowledge that the PCC model specification was mandated by Congress, we 
urge CMS to refrain from making additional changes to the risk adjustment model in CY 2020 
and 2021. As detailed in the chart below, CMS has implemented significant changes to the MA 
risk score model on a nearly annual basis for the last 20 years. Moving forward, we recommend 
that CMS, to the greatest extent possible, limit the number and scope of changes to the risk 
adjustment model in order to ensure a predictable and stable risk adjustment system for MA 
plans. 
 

Historical Changes to the CMS Risk Score Model, 2000-2020 
 

Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

2020 
(Advance 
Notice) 

50% 2017 
CMS-79HCC   
 6-
Community 
Split 
 
50% 2020 
PCC CMS-   
83HCC Model 

TBA TBA 2017 CMS-
79HCC 
Model:  
Risk 
Adjustment 
Payment 
System 
(RAPS) & fee-
for-service 
(FFS) data   
 

CMS is planning to implement Payment 
Count Condition (PCC) Model proposed 
in 2019  
 
Proposed PCC model includes separate 
factor for count of conditions, which 
will start with 4-6 conditions 
depending on the model segment and 
will be capped at 10 conditions 
 

1. Also considering an alternative model 

                                                           
2
 CMS, Risk Adjustment Research and Findings, October 24, 2018; CMS, Advance Notice of Methodological Changes 

for Calendar Year (CY) 2020 for the Medicare Advantage (MA) CMS-HCC Risk Adjustment Model (Part 1), December 
20, 2018 
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Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

2020 PCC 
CMS-83HCC  
Model:  
Encounter 
Data System 
(EDS), RAPS 
Inpatient 
only, & FFS 
data 

that includes three additional HCCs for 
dementia and pressure ulcers 

2019 

75% 2017 
CMS-79HCC   
  6-
Community 
Split 
 
25% 2019 
CMS-83HCC   
without 
Count  
Variables 
            

1.041 – 2017 
CMS-HCC 
Model 
 
1.038 – 2019 
CMS-HCC  
Model  
 
Estimated using 
a linear 
function 

5.90% 2017 CMS-
79HCC 
Model:  
RAPS & FFS 
data   
 
2019 CMS-
83HCC 
Model:  
EDS, RAPS 
Inpatient 
only, & FFS 
data 

21
st

 Century Cures Act requires 
modifications to risk adjustment, 
accounting for total number of 
diseases/conditions of individual and 
evaluating select disorders (Mental 
Health/Substance Abuse, Chronic 
Kidney Disease)  
 
Decision to implement updated CMS-
HCC model without count variables for 
2019 and begin phase-in of proposed 
Payment Condition Count model in 
2020 
 
HCCs created using International 
Statistical Classification of Diseases and 
Related Health Problems (ICD-9) codes, 
but ICD-10 codes mapped to HCCs in 
order to calculate risk scores 
 
In Advance Notice, CMS sought 
comments on 3 publicly-discussed 
coding intensity methodologies as well 
as alternative methods; decided to 
apply statutory minimum  

2018 

2017 CMS-
79HCC 6 
Community 
Split 

1.017 
 
Estimated using 
a linear 
function 

5.91% 85% RAPS & 
FFS 
15% EDS & 
FFS 

Revised method for estimating 
normalization factor; quadratic 
method highly sensitive to year-over-
year (YoY) changes in average risk 
scores & CMS not confident in large 
increase being predicted 
 
Increased RAPS weight to provide 
payment stability while providing an 
incentive for plans to submit complete 
data 

2017 

2017 CMS-
79HCC 6 
Community 
Split 

0.998 
 
Estimated using 
a quadratic 
function 

5.66% 75% RAPS & 
FFS 
25% EDS & 
FFS 

Model update includes replacing single 
community segment with 6 separate 
model segments (non-dual aged, non-
dual disabled, full benefit dual aged, 
full benefit dual disabled, partial 
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Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

benefit dual aged, partial benefit dual 
disabled) and updates to disease 
interactions 
 
Dual status based monthly during 
payment year (previously based on 
base year) 

2016 

2014 CMS-
79HCC 

0.992 

 

Estimated using 
a quadratic 
function 

5.41% 90% RAPS & 
FFS 

10% EDS & 
FFS 

 

2015 

33% 2014 
CMS-79HCC 
67% 2013 
CMS-70HCC 

0.978 – 2014 
CMS-79HCC          
Model 
 
0.992 – 2013 
CMS-70HCC 
Model 
 
Estimated using 
a quadratic 
function 

5.16% N/A Beginning with payment year 2015, 
ACA-specified minimum coding 
intensity adjustments. From 2015 to 
2018, the adjustment must be no less 
than the adjustment from the prior 
year increased by 0.25%. The 
mandated minimum will end once CMS 
begins risk modeling based upon MA 
diagnoses and expenditures rather 
than FFS diagnoses and expenditures. 
 
Revised method for estimating 
normalization factor to better capture 
the increased proportion of younger 
beneficiaries (baby boomers); also 
used four years of data instead of two. 
 
CMS sought comments on a proposal 
to exclude diagnoses identified during 
a home visit that are not confirmed by 
a subsequent clinical encounter for 
payment purposes; did not implement 
proposal  

2014 

75% 2014 
CMS-79HCC 
25% 2013 
CMS-70HCC 

1.026 – 2014 
CMS-79HCC            
              Model 
1.041 – 2013 
CMS-70HCC  
              Model 
 
Estimated using 
a linear 
function 

4.91% N/A Model update includes recalibration 
and clinical revision of HCCs (increase 
from 70 to 79 HCCs) 
 
CMS decided to delay requiring 
Medicare Advantage Organizations 
(MAOs) to flag diagnoses collected in 
an MA Enrollee Risk Assessment 
(HRAs); CMS was considering excluding 
diagnosis data from HRAs for risk 
adjustment purposes 

2013 
2013 CMS-
70HCC 

1.028 
 

3.41% N/A Model recalibration, no change in 
HCCs; used 100% FFS claims 
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Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

Estimated using 
a linear 
function 

(previously used 5% sample)  

2012 2009 CMS-
70HCC 

1.079 
 
Estimated using 
a linear 
function 

3.41% N/A No model changes to minimize change 
during first year of blended 
benchmarks under ACA 
 
MAOs required to submit encounter 
data beginning in 2012 (The final 2009 
Inpatient Prospective Payment System 
rule clarified CMS has authority to 
require MAOs to submit encounter 
data for each item/service provided to 
MA enrollees) 
 
CMS published ACA-Mandated Risk 
Adjustment Evaluation 

2011 2009 CMS-
70HCC 

1.058 
 
Estimated using 
a linear 
function 

3.41% N/A Implement new enrollee risk score 
model for Chronic Special Needs Plans 
(C-SNP) members to account for 
condition(s) these members must have 
as a condition of enrollment, as 
required by ACA 
 
Based on interpretation of 
Congressional intent regarding changes 
in Part C payment methodology, did 
not implement model changes (intend 
to implement in 2012) 

2010 2009 CMS-
70HCC 

1.041 
 
Estimated using 
a linear 
function 

3.41% N/A Implemented coding adjustment factor 
as mandated by Deficit Reduction Act  

2009 2009 CMS-
70HCC 

1.030 
 
Estimated using 
a linear 
function 

N/A N/A Model recalibration, no change in HCCs 
 
Normalization factor estimated using a 
standard of 5 years of data 
 
CMS summarized findings of Coding 
Intensity Study (Stayers, Leavers, 
Joiners); decision to not make a coding 
intensity adjustment for 2009 
 
CMS moves to a standard set of codes 
against which to validate diagnoses 
received from plans into a risk 
adjustment system; therefore, RAPS 
will only accept ICD-9 codes that are 
valid for two fiscal years (2008-2009) 
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Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

2008 2007 CMS-
70HCC 

1.040 
 
Estimated using 
a linear 
function 

N/A N/A As required by Deficit Reduction Act, 
CMS studied differences in coding 
patterns between FFS and MA 
(conducted 2 studies); decision to not 
make a coding intensity adjustment for 
2008 

2007 2007 CMS-
70HCC 

1.029 
 
Estimated using 
a linear 
function 

N/A N/A Model recalibration, no change in HCCs 
 
Beginning in 2007, normalization factor 
applied to risk scores instead of the 
ratebook. 

2006 25% 
demographic 
75% 2004 
CMS-70HCC 

1.050 
 
Estimated using 
a polynomial 
time trend 
regression 
model 

N/A N/A Decision to delay implementation of 
updated model until 2007 to avoid 
additional uncertainty since 
implementing new bidding and 
payment methodology in 2006 as 
required by The Medicare Prescription 
Drug, Improvement, and 
Modernization Act (MMA) 

2005 50% 
demographic 
50% 2004 
CMS-70HCC 

1.050 
 
Estimated using 
a polynomial 
time trend 
regression 
model 

N/A  N/A  

2004  
 
70% 
demographic 
30% 2004 
CMS-70HCC 

 
1.050 
 
Estimated using 
a polynomial 
time trend 
regression 
model 

N/A N/A Introduce CMS-HCC model which 
incorporates a subset of ICD-9 
inpatient, outpatient and physician 
diagnosis codes & places them into 70 
disease groups (HCCs) 
 
Calibrated model separately for long-
term institutionalized population 

2003 90% 
demographic 
10% PIP-DCG  

N/A N/A N/A The Medicare Prescription Drug, 
Improvement, and Modernization Act 
of 2003 (MMA) changes term 
Medicare+Choice to Medicare 
Advantage 
 
Model blend percentages remain the 
same due to the Benefits Improvement 
and Protection Act of 2000 (BIPA) 

2002 90% 
demographic 
10% PIP-DCG  

N/A N/A N/A Model blend percentages remain the 
same due to the Benefits Improvement 
and Protection Act of 2000 (BIPA) 

2001 90% 
demographic 
10% PIP-DCG  

N/A N/A N/A Model blend percentages remain the 
same due to the Benefits Improvement 
and Protection Act of 2000 (BIPA) 
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Payment 
Year 

Model(s) Normalization 
Factor(s) 

Coding 
Intensity 

EDS/RAPS Additional Information 

2000 90% 
demographic 
10% PIP-DCG  
(Principal 
Inpatient 
Diagnostic 
Cost Group) 

N/A N/A N/A Balanced Budget Act (BBA) mandates a 
risk adjustment payment methodology 
including information on beneficiaries’ 
health status be implemented no later 
than January 2000  
 
Model based on inpatient diagnoses 
only 

 

Alternative Payment Condition (APC) Count Model Specification 
By law, CMS will have to implement a model in 2020 that takes into account the number of conditions a 
beneficiary may have, in order to be able to complete the phase-in of the model by 2022. Although CMS 
is proposing the PCC model for payment year (PY) 2020, the agency also presents for consideration an 
APC model that is similar to the proposed PCC model except that it has additional HCCs for Dementia 
and Pressure Ulcers. 
 

Humana comments: We agree with CMS that an APC model holds potential promise for 
improving the MA risk adjustment system in the future. As CMS continues to explore the APC 
model, we urge the agency to be open and transparent with all stakeholders throughout the 
development process. 
 

Three-Year Phase in 2019-2022 
The 21st Century Cures Act requires that any changes to risk-adjusted payments under section 
1853(a)(1)(C)(i) resulting from the implementation of section 1853(a)(1)(I) must be phased-in over a 3-
year period, beginning with 2019, with such changes being fully implemented for 2022 and subsequent 
years. For PY 2020, CMS proposes to continue to phase in the implementation of proposed changes to 
the risk adjustment model by calculating risk scores using the sum of: 50 percent of the risk score 
calculated with the proposed “Payment Condition Count” CMS-HCC model and 50 percent of the risk 
score calculated with the 2017 CMS-HCC model. 
 

Humana comments:  We support CMS’ proposal to continue to phase in the implementation of 
proposed changes to the risk adjustment model by calculating risk scores using the sum of: 50 
percent of the risk score calculated with the proposed “Payment Condition Count” CMS-HCC 
model and 50 percent of the risk score calculated with the 2017 CMS-HCC model. 

 
Encounter Data as a Diagnosis Source for 2020 
For PY 2019, CMS calculated risk scores by adding 25 percent of the risk score calculated using diagnoses 
from encounter data, FFS claims, and RAPS inpatient records with 75 percent of the risk score calculated 
using diagnoses from all RAPS records and FFS claims. For PY 2020, CMS proposes to calculate risk scores 
by adding 50 percent of the risk score calculated using diagnoses from encounter data, FFS claims, and 
RAPS inpatient records with 50 percent of the risk score calculated with diagnoses from all RAPS records 
and FFS claims.  
 

Humana comments: Humana supports the continued transition to relying more on encounter 
data in the calculation of risk scores for 2020. Humana appreciates the ongoing collaboration 
with CMS to make improvements to the encounter data system and process. Through this 
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collaboration and in previous comment letters, we have provided details regarding the various 
issues and challenges we have experienced. As previously shared with CMS, Humana believes 
there is opportunity to improve the EDS filtering logic.   
 
Humana remains concerned with certain editing processes in the EDS, including the filtration 
logic and several independent analyses that have demonstrated the negative impact on risk 
scores from these policies.3 Moreover, the President’s Fiscal Year 2019 Budget specifically states 
that the proposed transition to encounter data is designed to reduce MA plan payments. The 
Department of Health and Human Services (HHS) Budget in Brief estimates that the transition to 
encounter data will reduce plan payments by approximately $11.1 billion over 10 years.4 We do 
not believe the original intent of the encounter data system was to specifically reduce aggregate 
MA payments. Indeed, responding to concerns in 2015 over the encounter data filtration logic 
stated, CMS stated that the “policy being implemented through this filtering logic is the one that 
CMS has already established (e.g., which service types and physician specialties are allowable 
sources of diagnoses) and the filtering logic will not change the rules regarding risk adjustment 
allowable diagnoses.”5 Finally, in the CY 2017 Rate Notice, CMS stated that, “because the 
encounter data system accepts diagnoses obtained through chart review, MAOs will be able to 
submit the same diagnoses that they have been submitting into the RAPS. Given that the 
encounter data system does not change the definition of acceptable diagnoses or limit their 
submission, CMS anticipates that the risk scores calculated using encounter data will reflect the 
same coding trend as those calculated with RAPS-based diagnoses. CMS will monitor the impact 
of using encounter data-based diagnoses on risk scores and risk score trends.”6  
 

Humana supports the following approach to the encounter data issue: 
 

1) We request that CMS enhance EDS filtering logic to include CPT and HCPCS codes currently 
accepted with RAPS and rejected by the EDS filtering logic. These are codes that, when the 
service includes acceptable provider types and locations, the code descriptions indicate the 
services are performed in the physical presence of the patient, i.e. face-to-face contact in a 
medical setting with the valid provider type. Furthermore, as previously stated, these codes 
are currently accepted today in RAPS with acceptable provider types and locations. For 
example, assume CPT 99238, hospital discharge services, is submitted on a claim with the 
rendering provider identified as an acceptable provider type for risk adjustment and 
performed in an inpatient center. This would indicate that the patient and the provider were 
present for the service in a valid medical site, which should be recognized as acceptable for 
the EDS filtering logic. Humana will provide the codes for consideration for inclusion in a 
letter directly to CMS that will follow these comments.  
 

                                                           
3
 Avalere, “RAPS-EDS Collaboration Research Project,” January 2017; Milliman, “Medicare Advantage’s transition 

from RAPS to EDS risk scores: 2017 impact,” February 2018 http://us.milliman.com/insight/2018/Medicare-
Advantages-transition-from-RAPS-to-EDS-risk-scores-2017-impact/; and Wakely Consulting Group, "Impact of EDS 
on MA Risk Scores," September 2016. 
4
 HHS, Fiscal Year 2018 HHS Budget in Brief, p. 68. https://www.hhs.gov/sites/default/files/fy-2019-budget-in-

brief.pdf 
5
 CMS, “Announcement of Calendar Year (CY) 2016 Medicare Advantage Capitation Rates and Medicare Advantage 

and Part D Payment Policies and Final Call Letter,” April 6, 2015 
6
 CMS, “Announcement of Calendar Year (CY) 2017 Medicare Advantage Capitation Rates and Medicare Advantage 

and Part D Payment Policies and Final Call Letter," April 4, 2016 

http://us.milliman.com/insight/2018/Medicare-Advantages-transition-from-RAPS-to-EDS-risk-scores-2017-impact/
http://us.milliman.com/insight/2018/Medicare-Advantages-transition-from-RAPS-to-EDS-risk-scores-2017-impact/
https://www.hhs.gov/sites/default/files/fy-2019-budget-in-brief.pdf
https://www.hhs.gov/sites/default/files/fy-2019-budget-in-brief.pdf
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2) We also request that CMS enhance EDS filtering logic to include CPT and HCPCS codes not 
currently being accepted with RAPS nor EDS filtering logic. These are codes that, when the 
service includes acceptable provider types and locations, the code descriptions indicate the 
services are performed in the physical presence of the patient, i.e. face-to-face contact in a 
medical setting with the valid provider type. For example, assume a claim is submitted that 
contains CPT 95961, initial hour of attendance by a physician for functional cortical and 
subcortical mapping by stimulation and/or recording of electrodes on brain surface to 
provoke seizures, with a valid provider type for risk adjustment. The code description 
ensures that both the patient and the provider were in contact in a medical facility and, as a 
result, should be accepted in RAPS and EDS filtering logic. Humana will provide the codes for 
consideration for inclusion in a letter directly to CMS that will follow these comments.  

 

Advance Notice Part II 
 

Attachment I. Preliminary Estimates of the National Per Capita Growth Percentage and the National 
Medicare Fee-for-Service Growth Percentage for Calendar Year 2020  
CMS continues to provide timely data to the industry about potential future changes impacting the 
program, including preliminary estimates of growth rates and potential changes in bid instructions as 
outlined in the Actuarial User Group calls.  
 

Humana comments: We thank CMS for its past efforts to improve the timeliness and level of 
detail regarding the factors used in the calculation of projected growth rates. We encourage 
CMS to continue providing more granular information regarding methodologies and analysis 
related to the development of the county benchmarks.  

 
CMS estimates that the national per capita MA growth percentage for aged and disabled enrollees 
combined in CY 2020 will be 4.845 percent. The Advance Notice also details preliminary estimates for 
FFS growth and additional information regarding the calculation of FFS costs. 
 

Humana comments: Because 2020 is a leap year, we expect an increase in utilization of services 
due to the additional number of days in the year. In addition, our past experience indicates that 
weekdays have higher utilization than weekends and holidays; calendar years with a higher-
than-average number of weekdays have a higher-than-average amount of claims payments.  As 
the table below indicates, there is an increase in both the number of days in 2020 as well as the 
number of weekdays.  
 

 
 
Based upon our analysis of claim utilization and claim relativity by day of the week, we expect 
claims in 2020 to increase by 0.42 percent over 2019 for the combination of more days in the 
year and more workdays.  
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As a result, we strongly urge CMS to revise their preliminary claims trend assumptions to 
account for the leap year and the higher-than-average number of weekdays in CY 2020 and 
the expected increase in claim payments.  

 
Attachment II B2. Additional Adjustment to FFS per Capita Costs in Puerto Rico 
For the past three years, the Secretary has directed the Office of the Actuary to adjust the FFS 
experience for beneficiaries enrolled in Puerto Rico to reflect the nationwide propensity of beneficiaries 
with zero claims. On average, 14.5 percent of A&B Puerto Rico FFS beneficiaries were found to have no 
Medicare claim reimbursements per year, compared to a nationwide, non-territory proportion of 6.0 
percent of FFS beneficiaries without Medicare spending. These results were applied to the Puerto Rico 
FFS experience, resulting in an average increase in the standardized per-capita FFS costs in Puerto Rico 
of 4.5 percent for 2012 through 2016. Accordingly, a 4.5 percent adjustment was then applied to the 
pre-standardized Puerto Rico FFS rates supporting the CY 2019 ratebook development. CMS is 
considering whether a similar adjustment should be applied for 2020 and welcomes comments 
regarding a similar update to Puerto Rico’s experience in the development of the 2020 FFS rates. 
 

Humana comments: Humana appreciates CMS’ ongoing efforts to improve the ratebook 
development methodology, and we recommend that CMS consider a similar adjustment be 
applied for 2020.  

 
CMS is aware of concerns raised by stakeholders regarding the FFS data used to establish MA 
benchmarks in Puerto Rico, with particular regard to the impact of Hurricane Maria that occurred in 
2017. Stakeholders have suggested adjusting the 2017 FFS data used in the ratebook development for 
Puerto Rico. CMS reviewed the trends in the 2017 FFS data and found that, while some counties in 
Puerto Rico did experience decreased per-capita costs, other counties beyond Puerto Rico, including 
counties that were not impacted by any natural disasters, also experienced decreases in per-capita costs 
in 2017. For ratebook development, CMS uses five years of FFS experience for each county. According to 
CMS, this methodology provides for stability in the rates despite local or regional short-term events such 
as natural disasters.  
 

Humana comments: Humana appreciates CMS’ consideration of public input and suggestions 
regarding methodological changes that may be appropriate. Humana supports using five years 
of FFS experience for each county as a way to mitigate annual fluctuations and anomalies in 
the data.  

 
Attachment II Section D. End Stage Renal Disease (ESRD) Rates 
CMS proposes several revisions and enhancements to the calculation of 2020 ESRD MA benchmarks. 
 

Humana comments: The enactment of the 21st Century Cures Act expands eligibility for ESRD 
beneficiaries to enroll in a MA plan regardless of previous coverage. We recommend that CMS 
take steps to ensure that MA plans are adequately paid for ESRD Dialysis beneficiaries given 
differences in benefit requirements between Medicare FFS and MA. Specifically, we recommend 
that CMS adjust MA benchmarks for ESRD Dialysis beneficiaries to reflect the impact of 
maximum out-of-pocket (MOOP) cost requirements in MA. Dialysis beneficiaries incur 
significantly higher claims costs compared to non-dialysis beneficiaries, making them more likely 
to reach the MOOP threshold. According to an analysis by the Wakely Consulting Group, PMPM 
paid claim costs were significantly higher for ESRD Dialysis beneficiaries compared to non-
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ESRD/non-hospice beneficiaries ($6,891 and $774 respectively).7 This cost differential results in 
the MOOP impact being significantly higher in both dollar and percentage terms for the dialysis 
population compared to the non-dialysis population. For ESRD Dialysis beneficiaries with an 
Original Medicare plan design, the impact to plan liability of applying a $6,700 MOOP is 8.7 
percent ($602 PMPM) and the impact of a $3,400 MOOP is 13.0 percent ($894 PMPM). In 
contrast, for a non-ESRD/non-hospice beneficiary with an Original Medicare plan design, the 
impacts are just 2.7 percent ($21 PMPM) and 5.4 percent ($42 PMPM) respectively. 
 
Because of this change in eligibility requirements outlined in the 21st Century Cures Act, ESRD 
members will almost certainly grow to be a higher percentage of the total MA population. 
According to the Wakely analysis, if all ESRD beneficiaries choose to enroll in MA plans, ESRD 
members as a percent of total MA enrollment will increase from approximately 0.65 percent to 
2.7 percent, resulting in a 1.72 percent increase in benefit costs.8 This increase in costs is driven 
by the fact that a beneficiary receiving dialysis treatment is much more likely than a non-ESRD 
beneficiary to hit the MA MOOP. An analysis of cost data from the United States Renal Data 
System reveals that the average beneficiary would exceed the MA minimum MOOP threshold 
because of the standard 20% Part B coinsurance alone. This is likely a conservative estimate 
given that it does not include OOP costs associated with inpatient care, which represent over 30 
percent of total costs for ESRD beneficiaries.9 
 

 
Source: United States Renal Data System 

                                                           
7
 Wakely Consulting Group, Increased ESRD Beneficiary Enrollment Flexibility Presents a Potential Financial 

Challenge for Medicare Advantage Plans in 2021. Available at 
https://www.wakely.com/sites/default/files/files/content/increased-esrd-beneficiary-enrollment-flex-presents-
potential-financial-challenge.pdf 
8 Ibid. 
9
 United States Renal Data System, 2018 Annual Data Report. Available at https://www.usrds.org/adr.aspx 

https://www.wakely.com/sites/default/files/files/content/increased-esrd-beneficiary-enrollment-flex-presents-potential-financial-challenge.pdf
https://www.wakely.com/sites/default/files/files/content/increased-esrd-beneficiary-enrollment-flex-presents-potential-financial-challenge.pdf
https://www.usrds.org/adr.aspx
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CMS is required under the statute to establish a separate payment rate for individuals with 
ESRD, but the statute does not dictate any specific mechanism for calculating that rate.  We 
encourage CMS to exercise its authority in order to adjust the ESRD rates to more accurately 
reflect costs. 
 
We also recommend that CMS conduct additional research to evaluate if smaller geographical 
area ESRD rates can be developed, even with small FFS enrollment numbers.  The statewide 
rates currently utilized to calculate ESRD benchmarks are not an accurate benchmark for MA 
plans located in urban markets.  We believe that county rates may be possible if OACT were to 
develop “credibility” adjustments for geographical areas with small ESRD FFS enrollment.  The 
county benchmark could be a blend of the actual county data with the statewide data, or, in 
some instances, could be strictly the statewide data for a county with no ESRD data credibility, 
or could be the actual county data if ESRD data is fully credible.   We strongly encourage CMS to 
complete this research in time for its inclusion in the Announcement of CY 2021 MA Capitation 
Rates and MA and Part D Payment Policies. 
 
Further, we recommend that CMS work with antitrust regulators to take steps to address the 
highly-concentrated nature of the dialysis provider market. Over the past two decades, the 
dialysis provider industry has undergone rapid consolidation, with the two large dialysis 
organizations (LDOs) now operating 72.5 percent of all dialysis stations in the United States. 
These two LDOs operate more than 3,900 facility locations across the country, approximately 
the same number of Best Buy, Target and Publix Super Market stores combined.10  
 

 
Source: Dialysis Facility Compare

11
 

 
Studies have shown that the likelihood of a county with two dialysis treatment facilities having 
both of those facilities affiliated with the same corporate parent entity has increased over time 

                                                           
10

 See https://catalyst.nejm.org/the-big-business-of-dialysis-care/ 
11

 Medicare Dialysis Facility Compare, downloaded from https://data.medicare.gov/data/dialysis-facility-compare 
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and that the markets experiencing the most demand for dialysis services are the markets that 
have grown more concentrated more quickly.12 We analyzed the composition of the dialysis 
market by hospital service area (HSA) using the Center for Medicare and Medicaid Service’s 
(CMS) Dialysis Facility Compare data. An HSA is a collection of zip codes whose residents receive 
most of their hospitalizations from that area. On average, patients in a given HSA have access to 
just three dialysis facilities, and 72 percent of dialysis stations are run by the two large LDOs. 
Furthermore, in nearly 50 percent of HSAs, there is only one dialysis facility available to 
patients.13 

 
While patient access to dialysis and the capacity to respond to increased demand for dialysis has 
thus far remained adequate, the high concentration in this market raises concerns about the 
consolidation’s impact on competition, quality of care, innovation, and costs. While there have 
been some marginal improvements in quality of care and clinical outcomes for patients with 
ESRD, such as decreased hospitalizations and readmission rates, Medicare spending on 
beneficiaries with ESRD has doubled since 2003.14 This is in part because market concentration 
makes it difficult to negotiate adequate provider payment rates for dialysis services. As CMS 
implements this statutory change to MAO access for beneficiaries with ESRD, CMS should 
recognize that outside of MAOs and CMS’ ESRD Seamless Care Organizations (ESCOs), clinical 
treatment methods for these beneficiaries have remained unchanged for decades. As 
beneficiaries move to MAOs primarily for financial reasons, CMS can best spur further treatment 
improvement and modernization by updating MAO network adequacy standards and clinic 
certification guidelines to further emphasize home care models of treatment, clinics that use 
freestanding dialysis machines, and the use of telehealth for nephrology care in rural areas.   
 

We also believe it is important that MAOs and other stakeholders have the opportunity to 
evaluate the current experience of ESRD beneficiaries in Medicare FFS to understand the 
demographic and clinical characteristics of the population, as well as the financial implications of 
enrollment of this population into MA. We note that the Limited Data Set (LDS) files that 
comprise the 5 percent sample and 100 percent Standard Analytic Files include such data on 
ESRD beneficiaries. The LDS Denominator file has been replaced with the Master Beneficiary 
Summary File (MBSF), and now includes month-level Medicare status code that allows us to 
identify ESRD beneficiaries monthly. We appreciate the addition of ESRD status at a month level 
but still lack the data that would allow identification of all five ESRD statuses (Dialysis, Graft 1, 
Graft2, Post-Graft1 and Post-Graft2) similar to what exists in the Risk Adjustment Factor Type 
(RAFT) field on the Medicare Advantage Monthly Membership Report (MMR). We request this 
information be included on the 100 percent MBSF Files and, by extension, to the five percent 
Limited Data Set MBSF Files or a similar proxy. These additional fields are needed in order to be 
able to study the impact that expanded enrollment of ESRD beneficiaries in Medicare Advantage 
may have on clinical quality, benchmarks, and risk adjustment. 

 
  

                                                           
12

 See https://www.ftc.gov/sites/default/files/documents/reports/profit-status-amp-industry-evolution-health-
care-markets-evidence-dialysis-industry/wp314.pdf  
13

 Dialysis Facility Compare. Note: We mapped zip codes of dialysis facilities in the CMS dataset to HSAs using a 
2016 zip code to HAS crosswalk file published by the Dartmouth Atlas of Health Care. This file is available online at: 
http://www.dartmouthatlas.org/tools/downloads.aspx?tab=39  
14

 USRDS 2017 annual data report 

https://www.ftc.gov/sites/default/files/documents/reports/profit-status-amp-industry-evolution-health-care-markets-evidence-dialysis-industry/wp314.pdf
https://www.ftc.gov/sites/default/files/documents/reports/profit-status-amp-industry-evolution-health-care-markets-evidence-dialysis-industry/wp314.pdf
http://www.dartmouthatlas.org/tools/downloads.aspx?tab=39
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Attachment II Section F. MA Employer Group Waiver Plans (EGWPs) 
For CY 2020, CMS is proposing to continue the payment methodology implemented for MA EGWPs 
finalized in the 2019 Rate Announcement. In addition, CMS proposes to permit MA EGWPs to buy down 
Part B premiums for their enrollees, using a portion of the Part C payment. Any MA EGWP that chooses 
to use a portion of its payment to buy down the Part B premium must do so in accordance with 
uniformity of benefit rules and apply such Part B premium buy-down amount consistently to every 
beneficiary enrolled in the EGWP. Those MA EGWPs that choose to use a portion of their payment to 
buy down the Part B premium for their enrollees will have that amount reduced from their capitated 
payment. 
 

Humana comments: Humana supports the agency’s proposal to continue using the CY 2019 
MA EGWP payment methodology in CY 2020. We also strongly support CMS’ proposal to allow 
MA EGWPs to reduce beneficiary costs by buying down Part B premiums, as this will lead to 
more consistency between individual and group MA plans.  

 
Group quoting occurs throughout the year, with the arrangements typically finalized after the 
initial submission of plan benefit packages (PBP’s) in June. In 2016 and prior years when Part B 
buy-down was previously permitted, a component of these arrangements has been the Part B 
buy-down amount. Given the uncertainty around which Part B buy-down amount may 
ultimately be agreed upon, multiple PBP’s were filed with only differing Part B buy-down 
amounts. To minimize potential increases in the number of PBPs, Humana recommends that 
CMS establish a process using segment ID to facilitate additional flexibility with Part B buy-
downs. Each segment ID would correspond to the amount of Part B buy-down, established as a 
whole dollar, up to the same maximum Part B buy-down amount as non-EGWP plans. However, 
a PBP for each unique segment ID would not be filed (only the segment “000” would be filed). 
This would allow EGWP carriers to offer a range of Part B buy-down amounts, without having to 
file additional PBPs. 
 
Humana understands that there may be system limitations or other operational considerations 
in pursuing this option, and we stand ready to partner with CMS to determine and implement 
the necessary changes to facilitate this proposal for plan year 2021.  
 
Additionally, many large group prospects interested in MA EGWPs seek quotes from EGWP 
sponsors prior to the release of the bid-to-benchmark ratios in April. In order to provide 
prospective groups more accurate quotes, we recommend that the CMS Office of the Actuary 
(OACT) publish preliminary 2021 bid-to-benchmark ratios with the early preview in November 
2019 or with Part I of the Advanced Notice in December 2019, based upon estimated 2020 
membership weights. In addition, publishing revised 2021 estimates with Part II of the 
Advanced Notice, in February 2020, using preliminary actual 2020 membership weights would 
also be appreciated.  

 
Attachment II Section K. MA Coding Pattern Adjustment 
For CY 2020, CMS proposes to apply the statutory minimum MA coding pattern adjustment of 5.9 
percent. 
 

Humana comments: We strongly support CMS’ proposal to apply the statutory minimum coding 
pattern adjustment. 
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Attachment II Section L. Normalization Factors 
The preliminary 2020 normalization factor estimated from the 2017 CMS-HCC model is 1.075, and for 
the proposed PCC model it is 1.069. CMS also notes that the risk scores that underlie the normalization 
factor calculation have been increasing at a faster rate. CMS posits a number of reasons for this 
increase, including changes in demographics, the reported health status in the Original Medicare 
population, and the implementation of ICD-10. While CMS expects the effect of the change in average 
risk score from implementing ICD-10 to stabilize moving forward, the agency believes that demographic 
trends, an incentive to report diagnosis codes more completely in alternative payment models (which 
are increasing in penetration), and a changing case mix in Original Medicare may continue to put 
upward pressure on Original Medicare risk scores. In response, CMS proposes to maintain the same 
methodology in 2020 as that utilized in 2019 for calculating the normalization factor. 
 

Humana comments: We appreciate the information provided by CMS in the Advance Notice 
regarding the reasons for the increase in the preliminary normalization factor for 2020 in 
comparison to 2019, and believe it would be helpful for additional numeric detail regarding 
the magnitude of each of the reasons noted. Regarding the incentives to report diagnosis codes 
more completely in FFS alternative payment models, which are increasing in penetration, we 
note that this should result in coding patterns that are increasingly more consistent between 
MA and Medicare FFS. 

 
Attachment III. Changes in Payment Methodology for Medicare Part D for CY 2020  
 
Attachment III. Section A – Update of the RxHCC Model  
For CY 2020, CMS is proposing to implement an updated version of the RxHCC risk adjustment model 
used to adjust direct subsidy payments for Part D benefits offered by stand-alone Prescription Drug 
Plans (PDPs) and Medicare Advantage-Prescription Drug Plans (MA-PDs) to reflect the 2020 benefit 
structure. The RxHCC model for CY 2020 will have the same structure as the model implemented in PY 
2018, but will be updated based upon the 2020 benefit structure gap parameters. 
 
The RxHCC model used in CY 2018 and CY 2019 is calibrated on 2014 diagnoses and 2015 expenditure 
data from the prescription drug events (PDE) records. CMS recommends the continued use of 
2014/2015 data in order to maintain stability and reflect a year of diagnoses submitted under a single 
classification system. 
 

Humana comments: Humana recommends utilizing the 2014/2015 RxHCC model for the 
reasons CMS has stated in its recommendation of this model. 

 
Attachment III. Section C – Part D Risk Sharing  
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 does not believe it is appropriate to adjust the 
parameters and will apply no changes to the current threshold risk percentages for contract year 2020. 
 

Humana comments: Humana believes that the analytic approach CMS has taken with respect to 
Part D risk sharing is appropriate. We support the proposal to apply no changes to the current 
threshold risk percentages for contract year 2020. 
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Attachment IV: Draft CY 2020 Call Letter  
 
Section I – Parts C and D 
 
Enhancements to the 2020 Star Ratings and Future Measurement Concepts 
 
Statin Use in Persons with Diabetes (SUPD) 
CMS proposes to change the measure weight from single-weighted to triple-weighted for the 2020 Star 
Ratings. 
 

Humana comments: We recommend that CMS maintain the SUPD measure as a single-weighted 
measure rather than a triple-weighted intermediate outcomes measure. The SUPD measure is 
closely aligned with single-fill medication measures such as the Rheumatoid Arthritis 
Management and Osteoporosis Management HEDIS measures, which are both classified as 
single-weighted process measures, as the focus is on initiation of therapy, not chronic 
utilization. Furthermore, we are concerned that the proposal appears at odds with the agency’s 
current classification and weighting of the Statin Therapy in Patients with Cardiovascular Disease 
measure, which has requirements for compliance similar to those of the SUPD measure (i.e. a 
one-time fill). 

Controlling High Blood Pressure (CHBP) 
CMS is proposing to move the CHBP measure to the Display Page for Star years 2020 and 2021 due to 
the National Committee for Quality Assurance (NCQA) revising the blood pressure target and making 
some structural changes to the measure. CMS intends to return the CHBP measure to the Stars program 
for 2022 Star Ratings. 
 

Humana comments: We do not support this proposal. We are concerned that moving CHBP to 
the display page could negatively impact industry focus, provider performance, and, more 
importantly, the overall health outcomes of the millions of Medicare beneficiaries with high 
blood pressure. The use of blood pressure control in outcome-focused care models plays a vital 
role in helping health practitioners ensure patients get the care they need to manage their high 
blood pressure and improve their overall health outcomes.15 Humana and many other plans 
have acknowledged the importance of the relationship between blood pressure and overall 
health by implementing value-based payment models that reward providers for high-quality 
care, including their performance on Stars Rating measures, such as CHBP. Humana is highly 
concerned that removing the CHBP measure could have unintended consequences that will 
adversely impact beneficiaries; MA plans and providers may be encouraged to focus on other 
services and outcomes being actively measured by CMS rather than CHBP.  
 
According to CMS Parts C and D Stars Rating performance data from November 2018, 45 
percent of MA contracts had a rating of 3 Stars or less on the CHBP measure.16 MA plans have 
a finite amount of resources to improve Star Ratings performance. If CMS elects to move the 
CHBP measure to the display page, some MA plans may elect to spend less time and resources 

                                                           
15

 https://www.cdc.gov/sixeighteen/bloodpressure/index.htm 
16 Part C and D Stars Rating Performance Data, available online at https://www.cms.gov/medicare/prescription-

drug-coverage/prescriptiondrugcovgenin/performancedata.html. Of the 364 contracts with a Star Rating listed in 
the November 2018 dataset, 45 percent have a Star Rating of 3 or less and 17 percent have a Star Rating of 2 or 
less. There was no data available for 207 contracts.   

https://www.cdc.gov/sixeighteen/bloodpressure/index.htm
https://www.cms.gov/medicare/prescription-drug-coverage/prescriptiondrugcovgenin/performancedata.html
https://www.cms.gov/medicare/prescription-drug-coverage/prescriptiondrugcovgenin/performancedata.html
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on the management of high blood pressure, and instead focus on those measures directly tied 
to plan payment. Given the considerable room for improvement among MA plans, and the 
significant impact of high blood pressure on beneficiary health and total Medicare spending, 
we strongly urge CMS to leverage the flexibility outlined in 42 CFR § 422.164(d)(2) to continue 
collecting performance data for the legacy CHBP measure and include it in Stars Ratings until 
the updated measure has been on display for two years.    
 
Approximately one in every three US adults has high blood pressure with higher prevalence 
rates in the Medicare population. Of those individuals with high blood pressure, only half of 
them have their blood pressure sufficiently controlled, causing a large number of downstream 
health issues resulting in poor health outcomes and higher costs. Uncontrolled high blood 
pressure threatens quality of life and is directly correlated to numerous co-morbidities. Often, 
high blood pressure is undetected and causes significant damage to multiple body systems over 
time, potentially leading to heart attacks, strokes, heart failure, kidney disease/failure, vision 
loss, angina, microvascular disease (MVD), and peripheral artery disease (PAD). Simple blood 
pressure checks and blood pressure control – which are both central to the CHBP metric – are 
the first steps to prevention.17 These simple and cost-effective actions not only help improve 
health outcomes but also result in health savings. According to research published in 2018, it is 
estimated that medical costs associated with hypertension account for approximately $131 
billion in annual health expenditures.18 
 
According to our own internal data, 62.6 percent of Humana’s MA members have been 
diagnosed with hypertension. Given our experience managing this population, Humana is 
concerned about the potential adverse consequences of de-emphasizing hypertension control.     
Recent research has emphasized the importance of managing hypertension control. For 
example, a study of resistant hypertension found that uncontrolled hypertension was more 
likely to be associated with the negative consequences of progression to dialysis, ischemic heart 
disease, heart failure, and stroke.19 Patients with chronic kidney disease have particularly poor 
blood pressure control. Furthermore, a multiyear study from the Cleveland Clinic observed that 
patient blood pressure control in a kidney disease clinic varied from 13 to 37 percent of patients 
having their blood pressure under control.20 There are also studies that illustrate the connection 
between hypertension and heart failure. A study of seniors over the age of 65 identified that 
patients with heart failure were statistically more likely to have uncontrolled than controlled 
hypertension.21 Lastly, there is also clinical research highlighting the prevalence of hypertension 
in stoke patients. In a study of over 25,000 patients in Sweden, more than 90 percent of patients 
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 http://www.heart.org/en/health-topics/high-blood-pressure/health-threats-from-high-blood-pressure 
18

 https://www.cdc.gov/sixeighteen/bloodpressure/index.htm 
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Kalantar-Zadeh, MD, PhD, and Steven J. Jacobsen, MD, PhD.  Comparative risk of renal, cardiovascular, and 
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88(3): 622–632. 
20

 https://my.clevelandclinic.org/departments/urology-kidney/outcomes/745-hypertension-control-in-chronic-
kidney-disease 
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 Anand Iyer, BS, Mustafa I. Ahmed, MD, Gerasimos Filippatos, MD, PhD, O James Ekundayo, MD, DrPH, 
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with the diagnoses of stroke and hypertension had uncontrolled hypertension.22 On a positive 
note, intensive monitoring of blood pressure has been associated with significant reduction in 
blood pressure as evidenced in a study from Zillich et al.23 Consistent emphasis on blood 
pressure monitoring and control results in significant reductions in morbidity – and healthcare 
costs – particularly in patients aged 65 years or greater. All of these data points explain the 
need to have continual and effective monitoring in place to ensure that MAOs have the tools 
to effectively manage beneficiary high blood pressure.   
 
In addition to the concerns identified with high blood pressure and hypertension, there is also a 
strong connection between high blood pressure and kidney disease. Data analyzed by the 
Centers for Disease Control (CDC) estimates that one in seven adults in the U.S., or 30 million 
people, have chronic kidney disease. One in three American adults are at risk for kidney disease 
and 96 percent of those with early kidney disease (stages one and two) are unaware that they 
have CKD. Risk factors for kidney disease include diabetes, high blood pressure, heart disease, 
obesity and family history.24 High blood pressure is the number two cause of kidney failure 
accounting for about one-fourth of all cases.25 More than half with CKD have high blood 
pressure. High blood pressure increases the chance that kidney disease will worsen. As a result, 
the kidneys are less able to do their jobs to maintain health.  Additionally, the kidneys may stop 
removing waste and extra fluids in the body. The extra fluid in the body can build up and raise 
blood pressure even more, creating a cycle that is nearly impossible to manage.26 High blood 
pressure is also one of the leading causes of kidney failure, more commonly referred to as ESRD. 
People with kidney failure must either receive a kidney transplant or go on dialysis. Every year, 
high blood pressure causes more than 25,000 new cases of kidney failure in the United States.27 
Of the new cases of ESRD reported in the U.S., high blood pressure is the root cause of 29 
percent of those new cases, according to the CDC.28 More than $100 billion in annual Medicare 
costs is spent for all people with CKD. Each year, Medicare spends $87,000 per dialysis 
patient and $32,500 for a transplant patient. Early detection and prevention of chronic kidney 
disease could save a substantial percentage of these costs.29 Of the opportunities to prevent 
CKD, the two most significant are controlled high blood pressure and high blood sugar levels. 30 
The clinical data speaks for itself in stressing the importance of holding MAOs and providers 
accountable for helping manage a beneficiary’s high blood pressure.  
 
Beyond the direct clinical evidence, we believe the modification made by NCQA to the CHBP 
measure is clinically insignificant and does not warrant removal to the Display Page. The 
debate around the most appropriate blood pressure measures for various subpopulations 
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continues to evolve with the Joint National Committee (JNC), the American Heart Association 
(AHA), and the American College of Cardiology (ACC) publishing recommendation updates. We 
are reminded of a similar debate that occurred between the American College of Medicine and 
American Diabetes Association regarding appropriate control levels of HgbA1c for individuals 
with diabetes, particularly those 65 years and older. Both examples demonstrate the need for 
continued vigilance as practicing physicians will continue to treat the lower target when 
appropriate as they adapt to the evolving science. While Humana understands that CMS is 
attempting to ensure that the Stars metrics meet evolving accrediting body standards, we 
believe that the clinical risk to beneficiaries is too great for this metric to be removed from 
observation for several years.  

 
It should also be noted that the decision to remove the CHBP measure appears to conflict with 
CMS’ recent regulatory changes to the Stars program. The final rule entitled, “Medicare 
Program; Contract Year 2019 Policy and Technical Changes to the Medicare Advantage, 
Medicare Cost Plan, Medicare Fee-for-Service, the Medicare Prescription Drug Benefit 
Programs, and the PACE Program,” (CMS-4182-F) stated that plans would receive notice of 
removal of measures from the Star Ratings prior to the measurement year.31 The CHBP measure 
was observed for the 2018 performance year and thus the proposal to remove the CHBP metric 
from the Star Ratings, for a measurement year that is already complete, does not comply with 
the agency’s regulation. 
 

2020 Star Ratings Program and the Categorical Adjustment Index (CAI) 
CMS proposes to expand the adjusted measure set for determining 2020 CAI values. For the 2020 CAI 
adjusted measure set, CMS is proposing that all measures identified as candidate measures be included 
in the determination of the 2020 CAI values. A measure will be included as a candidate measure if it 
remains after application of the four bases for exclusions. 
 

Humana comments: We support the changes to criteria for measure inclusion in the CAI 
calculation. 

 
2020 Categorical Adjustment Index (CAI) Values 
CMS proposes updated CAI values that modify both the LIS/DE groupings and the final applied CAI 
values. The Disability Quintile groupings would remain relatively unchanged. 
 

Humana comments: We support the proposed changes to the criteria for measure inclusion in 
the CAI calculation. 

 
Extreme and Uncontrollable Circumstances Policy 
CMS proposes to continue the existing policy for adjusting the calculation of Star Ratings for Parts C and 
D organizations impacted by extreme and uncontrollable circumstances. The proposed policy would 
make adjustments to take into account the potential impact on contracts when there are extreme and 
uncontrollable circumstances during the performance period or measurement period for MA and Part D 
plans. 
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 https://www.federalregister.gov/documents/2018/04/16/2018-07179/medicare-program-contract-year-2019-
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Humana comments: We applaud CMS for continuing their Star Ratings adjustment policy for 
MA and Part D organizations impacted by extreme and uncontrollable circumstances. An 
appropriate adjustment is particularly critical for those plans, like Humana, that serve 
geographic areas disproportionately impacted by natural disasters. Since 2016, the Federal 
Emergency Management Association (FEMA) has officially declared more than one hundred 
natural disasters across the U.S., including hurricanes, wildfires and severe storms/flooding.32 At 
the time of these disasters, nearly one-third of Humana’s MA/MA-PD and stand-alone PDP 
members (27 percent) resided in counties listed in the disaster declarations.33 As shown in 
Figure 1 below, Humana’s membership is strongly concentrated in the southeastern region of 
the country, which has been disproportionately impacted by natural disasters over the past 
three years. Florida, Georgia, and Alabama alone experienced 14 natural disasters, including 
Hurricanes Hermine and Matthew in 2016, Irma and Nate in 2017, and Florence and Michael in 
2018. 
 
Humana Membership in FEMA Disaster Declaration Areas (2016-2018) 

 

 
Sources: Open FEMA Disaster Declarations Summary dataset (as of 10/19/2018); CMS monthly enrollment files by 
contract/plan/state/county 
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 County-level membership was approximated for the month of each disaster using the publically available CMS 
monthly enrollment files by contract/plan/state/county, available online at https://www.cms.gov/Research-
Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MCRAdvPartDEnrolData/Monthly-Enrollment-by-
Contract-Plan-State-County.html To protect the privacy of Medicare beneficiaries, contract/plan/county 
combinations with between 1 and 10 members are suppressed. A value of 5 was imputed for suppressed member 
counts.   
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 County-level membership was approximated for the month of each disaster using the publically available CMS 
monthly enrollment files by contract/plan/state/county, available online at https://www.cms.gov/Research-
Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MCRAdvPartDEnrolData/Monthly-Enrollment-by-
Contract-Plan-State-County.html. To protect the privacy of Medicare beneficiaries, contract/plan/county 
combinations with between 1 and 10 members are suppressed. A value of 5 was imputed for suppressed member 
counts.   
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Based upon our experience, we strongly support CMS’ Star Ratings mitigation methods for 
contracts and enrollees materially affected by extreme and uncontrollable circumstances. 
However, the Advance Notice states eligibility for extreme and uncontrollable circumstances 
adjustment ("disaster adjustment") will be based upon the starting date of the disaster. We are 
specifically concerned with the disasters that impacted Puerto Rico beginning in the fall of 2017. 
FEMA’s original disaster declaration was set to expire in December 2017 but was extended until 
mid-June 2018 due to the ongoing recovery efforts on the island.34 For example, as recently as 
April 2018, Puerto Rico suffered a near-total blackout of electricity as part of continuing efforts 
to rebuild the power grid destroyed by Hurricane Maria.35 These ongoing impacts continued to 
limit the ability of beneficiaries to receive necessary screenings and other services, as well as the 
plan’s ability to impact quality performance on the island. Under the proposed regulation, there 
will be no adjustment to Star Ratings to account for these ongoing impacts. We recommend 
that CMS treat Puerto Rico as suffering from an ongoing disaster in 2018 as well as establish 
broader guidelines to adjust for ongoing disaster impacts in other areas.   

 
Additionally, we recommend that CMS consider excluding disaster-impacted areas from the 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) and Health Outcomes 
Survey (HOS) selection criteria to avoid unnecessary burden for members already facing 
hardship, regardless of the contract meeting, or exceeding, the 25 percent threshold.  
 
Furthermore, we appreciate and agree with CMS' desire to not rely upon older data for Star 
Ratings. However, the proposed adjustments for Doubly Affected contracts would severely 
disadvantage these contracts by requiring them to use measure rates and Stars impacted by 
extreme and uncontrollable circumstances from either the current year or the prior year. This is 
contrary to singularly-affected contracts, which receive the better of a non-impacted rate and 
Star or an impacted rate and Star. This may result in doubly-affected contracts being assigned 
inappropriate Star Ratings for their true quality and ultimately result in impacts to beneficiaries 
if the contract Star rating changes. We propose that CMS establish a more robust hold-
harmless provision for doubly-impacted contracts. For example, CMS could implement a 
methodology that calculates a given measure for a contract based upon the best of: 1) the 
current year; 2) the prior year without disaster adjustment; 3) the current year industry 
average; or 4) the current year plan sponsor average for the measure. 

 
Members Choosing to Leave the Plan 
CMS proposes to exclude members that move out of the service area from the numerator because these 
are considered involuntary dis-enrollments and should not be counted against the measure. This 
proposal would exclude from the numerator dis-enrollees for which the new contract service area does 
not overlap with the old contract service area. 
 

Humana comments: We support CMS’ proposal to exclude members who move out of the 
service area from the numerator. Furthermore, we maintain our position that enrollees who 
move from contract to contract under the same parent organization who are not expressing 
dissatisfaction, which the measure implies by nature, but rather are moving to a product that 
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 https://www.phe.gov/emergency/news/healthactions/phe/Pages/pr-maria-16Mar2018.aspx  
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 https://www.washingtonpost.com/national/puerto-rico-back-in-darkness-after-island-wide-
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more closely aligns with their healthcare needs. We support this practice and believe enrollees 
should enroll in a plan that best suits their unique needs and that a health plan’s Star ratings 
should not be negatively impacted as a result. For example, an enrollee may move from a 
Humana HMO plan to a Humana PPO plan in order to have access to a broader network. 

 
Transitions of Care 
CMS proposes to include the Transitions of Care measure with the following four indicators on the 2020 
display page: 

1. Notification of Inpatient Admission: Documentation of primary care practitioner notification of 
inpatient admission on the day of admission or the following day. 

2. Receipt of Discharge Information: Documentation of primary care practitioner receipt of specific 
discharge information on the day of discharge or the following day. 

3. Patient Engagement After Inpatient Discharge: Documentation of patient engagement (for 
example, office visits, visits to the home, or telehealth) provided by primary care practitioner 
within 30 days after discharge. 

4. Medication Reconciliation Post-Discharge (which is currently a HEDIS measure): Documentation 
of medication reconciliation within 30 days of discharge. 

 
Humana comments: We support CMS’ effort to bring greater focus to the post-discharge 
provider-patient relationship, but due to the complexities of the data collection for the 
majority of the Transition of Care indicators, we do not support CMS’ adoption of the measure 
for the Display Page or the Star Ratings.   
 
Two of the indicators (Notification of Inpatient Admission and Receipt of Discharge Information) 
are focused on documentation completed by the primary care practitioner, which can only be 
validated through medical record retrieval. For health plans that are not vertically integrated 
with primary care practitioners, this method of data collection is unreliable and may not be able 
to capture the full scope of notifications of inpatient admissions and discharge information.  

 
In addition, health plans face limitations in meeting the specifications of the Medication 
Reconciliation Post-Discharge indicator. While health plans have the ability to support the 
completion of medication reconciliations within 30 days of discharge via registered nurses and 
pharmacists, we are limited in our ability to ensure this information is documented in the 
outpatient medical record to fully satisfy the specifications of the measure. While we are 
communicating the completion of the medication reconciliation with the patient’s treating 
physician, if the physician does not document the medication reconciliation or code for the 
service in the post discharge follow-up visit, the gap in care is not closed from a technical 
specification perspective.   

 
Follow-up after Emergency Department Visit for Patients with Multiple Chronic Conditions 
CMS is proposing to adopt a new HEDIS measure assessing follow-up care provided after an emergency 
department visit for patients with multiple chronic conditions. This measure includes the percentage of 
emergency department (ED) visits for members 18 years and older who have high-risk multiple chronic 
conditions who had a follow-up service within 7 days of the ED visit between January 1 and December 
24 of the measurement year. CMS is proposing to include this measure on the 2020 display page. 
 

Humana comments: Based on our analysis of a full-month sample of ED claims from the 2017 
measurement year, we have concerns around the timely receipt of these claims, allowing ample 
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time to impact the measure. In our analysis, less than 30 percent of claims were received 
within seven days of the ED visit, and less than 5 percent of the claims were received in the 
first four days. Given this lag in claims submission by hospital emergency departments, health 
plans may not receive data in a timely manner to ensure that patients receive a follow-up 
with their PCP within seven days. Additionally, it is not uncommon for this population to be 
diagnosed with multiple chronic conditions, but seek care in the emergency department for 
reasons other than their chronic conditions (e.g. falls or urinary tract infection). As a result, we 
recommend that CMS not adopt this HEDIS measure for Stars. 

 
Medicare Plan Finder (MPF) Price Accuracy 
CMS proposes enhancements to the MPF Price Accuracy measure to better measure the reliability of a 
contract’s MPF advertised prices. The modified measure would be a display measure for 2020 and 2021. 
CMS is also considering whether to add the measure to the 2022 Star Ratings. Pending such a change, 
CMS proposes to continue to include the current MPF measure in the Star Ratings with no changes to 
the current methodology. 
 

Humana comments: We concur with CMS’ proposal to publish the modified measure as a 
display measure for 2020 and 2021 before potentially adding it to the 2022 Star Ratings. We also 
support the agency’s proposal to continue to include the current MPF measure in the Star 
Ratings using the current methodology. 

 
Transition Monitoring Program Analysis (TMPA) and Formulary Administration Analysis (FAA) (Part D) 
CMS proposes to remove the TMPA and FAA measures from the display page for the 2020 ratings year 
due to continuous improvement to the measures and the duplicative nature of these oversight projects. 
 

Humana comments: In order to reduce burden on plans, we recommend that CMS finalize its 
proposal to retire the TMPA and FAA measures. As CMS highlights in the Call Letter, both 
measures are unnecessarily duplicative of other oversight monitoring projects.36  

 
Use of Opioids at High Dosage and from Multiple Providers (OHDMP) and Antipsychotic Use in Persons 
with Dementia (APD) (Part D) 
CMS proposes to implement an updated methodology for the 2020 display page measures (based on 
2018 data) that calculate total days’ supply. The recommended changes also apply to the Use of Opioids 
at High Dosage (OHD) and Use of Opioids from Multiple Providers (OMP) measures; also 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) measures. 
 

Humana comments: We support the proposed changes to the methodology for calculating a 
beneficiary’s total days’ supply, which are in alignment with Pharmacy Quality Alliance (PQA) 
recommendations and will result in a more accurate representation of utilization. 

 
Problems Getting Information and Help from the Plan and Problems with Prescription Drug Benefits and 
Coverage Disenrollment Reasons Survey composite measures (Part D) 
CMS proposes to pool the two most recent years of survey data for these composites and their 
component items for all contracts. Plan reports distributed in 2019 based on the 2018 survey fielding 
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would pool 2017 and 2018 survey data to generate the Problems Getting Information and Help from the 
Plan and Problems with Prescription Drug Benefits and Coverage composite measures. 
 

Humana comments: We do not support the proposal on multi-year data points as it would be 
misleading due to the iterative process of plan design changes. By utilizing two years, the 
measure would be utilizing older data, which appears to contradict CMS' philosophy utilizing the 
most recent data available as discussed in the Extreme and Uncontrollable Circumstances 
proposal. We recommend that CMS use the more recent year's data because it would provide 
the most accurate and timely information to potential members regarding the experiences of 
enrollees who have voluntarily left the plan. With regard to reliability, we believe the primary 
value of the disenrollment reasons survey is to help plan sponsors improve enrollee experience 
to continuously reduce voluntary disenrollment. If a given plan has survey results that may be 
statistically unreliable in a given year due to a low number of enrollees to survey or a low survey 
response rate, we recommend masking results for publication on the display page and giving 
plan sponsors the result to continue to improve disenrollment. We recommend that the 
masking message be changed from "CMS found issues with this plan's data" to "This plan had 
too few dis-enrolled beneficiary responses to display this measure.” 

 
Plan All-Cause Readmissions 
CMS proposes the following changes to Plan All-Cause Readmission measure: 1) the addition of 
observation stays as hospital discharges and readmissions in the denominator and the numerator; 2) 
removing individuals with high frequency hospitalizations; 3) combining the 18-64 and 65+ age groups as 
the updated measure specifications are adopted; and 4) utilizing NCQA’s new recommendation of 150 
as the minimum denominator. CMS further proposes to move the revised measure to the Display Page 
for the 2021 and 2022 Star Ratings and return the revised measure to the Stars program for the 2023 
ratings. 
 

Humana comments: We support the changes CMS is proposing for the Plan All-Cause 
Readmissions measure. 
  

Osteoporosis Measures 
Based on updated information, CMS is evaluating whether changes are required for two osteoporosis 
measures: 1) Osteoporosis Testing in Older Women (Display Page); and 2) Osteoporosis Management in 
Women (OMW) Who Had a Fracture (Stars Measure). NCQA is also reviewing the bone mineral density 
tests to assess their appropriateness in assessing or diagnosing osteoporosis. Any changes to the 
measures will be included in HEDIS 2020. 
 

Humana comments: We support the changes NCQA is proposing to the OMW measure. 
However, due to the changes described in the proposed 2020 HEDIS Technical Specifications, we 
propose that CMS consider moving OMW to the Display page for the 2021 Star Ratings. This 
would allow plans and providers sufficient time to adjust to the revised guidance.   

 
Medication Adherence (ADH) for Hypertension (RAS Antagonists), Medication Adherence for Diabetes 
Medications, and Medication Adherence for Cholesterol (Statins) 
CMS proposes to include skilled nursing facility (SNF) stay data in the exclusions from the numerator and 
denominator of these measures, which are scheduled to be included in the 2021 Star Ratings. Utilizing 
encounter data, CMS also plans to test obtaining diagnosis code information for other Part D measures 
(not just the Medication Adherence measures) such as for exclusions. Additionally, CMS is asking for 
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feedback on the trade-off of less frequent Patient Safety reports versus including encounter data in 
order to improve the agency’s ability to identify inpatient and SNF stays, ESRD beneficiaries, and other 
exclusions.  
 

Humana comments: We support the changes proposed for the Medication Adherence measure 
such as including SNF stay data and encounter data for ESRD for a more accurate representation 
of adherence performance. We further support utilizing encounter data for inpatient and SNF 
stays for the proportion of days covered (PDC) adjustment, in addition to the Common Working 
File (CWF) data, due to the improved ability to identify these stays. Additionally, we encourage 
the testing of utilization of diagnosis code information for all of the Part D measures for 
exclusions. We believe this supports greater accuracy of the measures in identifying correct 
members for inclusion and exclusion. We continue to support the Acumen reports being issued 
on a monthly basis, even with these process changes, but would be amenable to quarterly 
reports (or propose bi-monthly reports). 

 
Use of Opioids from Multiple Providers and/or at High Dosage in Persons without Cancer 
The PQA finalized changes to these measures for the 2019 measurement year in the 2019 PQA Measure 
Manual to better align with the CDC Guideline for Prescribing Opioids for Chronic Pain. CMS is proposing 
to include all three revised measures on the 2021 display page (using 2019 data), and is also considering 
including the measures in 2023 Star Ratings, but would do so utilizing the formal rulemaking process.  
 

Humana comments: We support PQA's mission to collaboratively promote appropriate 
medication use, but have concerns with the simultaneous addition of four measures related to 
medication use. We also support CMS’ proposal that Part D sponsors implement a concurrent 
opioid and benzodiazepine POS soft edit. We have experience with this soft edit and have found 
that, when applied to long-acting (LA) opioids and benzodiazepines, this edit was triggered 
nearly 40,000 times in January 2018, preventing thousands of concurrent prescriptions from 
being dispensed. For short-acting (SA) opioids and benzodiazepines, the triggering of this edit is 
expected to be between five to seven times higher over this same time period. 
 
Additionally, we support CMS addressing the issue of polypharmacy. We also view 
polypharmacy measures as preferable to the existing high-risk medication (HRM) measure 
discussed in our comments. However, as CMS moves forward, we recommend the agency 
continue to evaluate Part D plans’ ability to impact these measures. We also encourage CMS to 
explore additional opportunities within FFS to influence prescriber behavior and reduce 
inappropriate polypharmacy by aligning these efforts with the Merit-based Incentive Payment 
System (MIPS). 

 
High Risk Medication (HRM) and Diabetes Medication Dosing (DMD) 
CMS proposes to retire the HRM and DMD display measures for 2021 and no longer report these 
measures in the Patient Safety reports for the 2019 measurement year. 
 

Humana comments: We support the retirement of these measures. The retirement of the HRM 
measure will allow for better focus on the polypharmacy measures, which include several 
overlapping medications to the HRM measure, and will continue to be addressed through 
additional methods.  

 
Exclusions for Advanced Illness 
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For HEDIS 2020, NCQA is considering expanding the exclusions to allow clinical data to be utilized to 
identify individuals with advanced illness and frailty. NCQA is also exploring methods to identify 
individuals who require nursing home-level care who reside in the community. If approved, updates to 
HEDIS measures for any additional exclusions would be incorporated in HEDIS 2020. CMS will review the 
updates at that time to determine whether the regulations permit incorporation of the updates into the 
Star Ratings without rulemaking. 
 

Humana comments: We support the HEDIS specification change to include clinical data to 
identify individuals with advanced illness and frailty. 

 
Interoperability Measures 
CMS is seeking public comments on ways to measure health plans’ progress in maximizing their 
capabilities to exchange health information with other plans, health care providers, and others and to 
provide beneficiaries access to their health data. CMS will also be including the interoperability-sensitive 
HEDIS Transitions of Care measure in the 2020 display measures and is considering it for possible 
inclusion in the future for Star Ratings. 
 

Humana comments: Humana is encouraged by CMS’ interest in developing an interoperability 
measure for the Star Ratings program, and we look forward to partnering with the agency to 
define an appropriate interoperability measure. We also applaud HHS for the two recently-
issued rules on interoperability and data sharing.37 While we intend to comment separately on 
the interoperability rules, the proposals are aligned with Humana’s approach to providing data 
to our members and providers for the purpose of “increasing the seamless flow of health 
information, reducing burden on patients and providers, and fostering innovation by unleashing 

data for researchers and innovators.”
38  

 
Appeals Auto-Forward, Appeals Upheld 
CMS proposes to retire the Appeal Auto-Forward and Appeals Upheld measures from the Star Ratings 
beginning with the 2022 Star Ratings. CMS is soliciting feedback as to whether the measures should be 
maintained as display measures, or retire them completely.  
 

Humana comments: We support CMS’ proposal to retire the Part D IRE measures from the 2022 
Star Ratings. 

 
Special Supplemental Benefits for the Chronically Ill (SSBCI) 
In accordance with the Bipartisan Budget Act of 2018 (Public Law No. 115-123), MA plans will be 
permitted to offer Special Supplemental Benefits for the Chronically Ill (SSBCI) beginning in 2020.  SSBCI 
include supplemental benefits that are not primarily health related and/or offered non-uniformly to 
eligible chronically ill enrollees, as defined in Section 1852(a)(3)(D)(ii). SSBCI are not required to be 
primarily health-related when they are provided to chronically ill enrollees if certain conditions are met 
and must have a reasonable expectation of improving or maintaining the health or overall function of 
the enrollee as it relates to the chronic disease. 
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Humana comments: Humana appreciates the broad discretion that CMS is allowing plans in 
developing SSBCI proposals and processes for determining eligible members. To avoid delays in 
the desk review and bid approval processes, we recommend that CMS establish a voluntary 
provisional review and approval process for plans that wish to submit proposals and/or 
discuss SSBCI items and services prior to bid submission. As long as plans meet other bid and 
PBP requirements and SSBCI is not materially different from the provisionally-approved 
proposal, review time during desk review will be minimized and plans will have additional time 
to implement SSBCI processes. 

 
CMS solicits comment on whether plans should have 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. 
 

Humana comments: The current definition of a chronic condition, as defined in section 20.1.2 of 
Chapter 16b of the Medicare Managed Care Manual, excludes individuals with functional 
limitations for whom SSBCI could help prevent medical events including hospitalization, and 
improve or maintain health and overall function. A 2017 study found robust evidence that the 
onset of difficulties with activities of daily living (ADL), the most common measure of functional 
limitations, significantly and substantially reduced age-eligible MAO beneficiaries’ Health-
Related Quality of Life (HRQoL), as measured by the CDC-developed Healthy Days metric. The 
study concluded that prevention strategies focused on ADLs would benefit member health and 
well-being.39 While individuals with functional limitations may also have a chronic condition, this 
is not always the case. Due to varying definitions of “disability” and differing eligibility criteria 
across support programs, persons with functional limitations and their caregivers are often on 
their own to coordinate care. As a result, almost two-thirds of those with functional limitations 
who live in the community receive support exclusively from family, friends, and volunteers.40 
One study of how people enter the long-term care system documented the unmet long-term 
care needs that occur for persons who lacked coordination of care.41  
 
Further, many medical and social supports that enable people with functional limitations to 
maintain their health and independence are not available to beneficiaries unless they 
experience a severe medical event, at which time, such services are typically available only for a 
limited duration or after an individual exhausts their financial resources and qualify for 
Medicaid. Humana recommends CMS incorporate functional limitations into the definition of 
a chronic condition to enable plans to better prevent hospitalization and adverse health 
outcomes among all our members in need of intensive care coordination. 
 

                                                           
39

 Lyu W, Wolinsky FD. The Onset of ADL Difficulties and Changes in Health-Related Quality of Life. Health Qual Life 
Outcomes. 2017;15(1):217. Published 2017 Nov 6. doi:10.1186/s12955-017-0792-8 
40

 U.S. Department of Health and Human Services, Informal Caregiving: Compassion in Action (Washington: DHHS, 
June 1998) 
41

 S.M. Allen and V. Mor, “Unmet Need in the Community: The Springfield Study,” in To Improve Health and Health 
Care 1997: The Robert Wood Johnson Foundation Anthology (San Francisco: Jossey-Bass, 1997), 132–160. 



 
 

29 
 

Generally, functional limitations are measured using ADLs and instrumental activities of daily 
living (IADLs), although other instruments have been used.42 Because MAOs are able to capture 
member difficulty with ADLs through a number of methods, such as the in-home wellness 
assessment, annual wellness visit, and care coordination activities, we believe that this measure 
– as long as the limitations are chronic and persistent, rather than acute – is appropriate. 
 
Humana further recommends adding to the list of chronic conditions identified in section 
20.1.2 of Chapter 16b of the Medicare Managed Care Manual: Old Myocardial Infarction and 
Chronic Obstructive Pulmonary Disease. Both are clinical conditions associated with increased 
one-year mortality and are included in the Charlson Comorbidity Index (CCI), a common tool 
utilized by clinicians to measure mortality risk.43 Conditions such as Chronic Obstructive 
Pulmonary Disease (COPD) are not only associated with increased mortality, but are costly to 
the health system, with costs for Humana members with COPD 48.3 percent higher PMPM than 
the average Humana member. Such patients would likely benefit from increased care 
coordination and targeted supplemental benefits.  
 

In general, MA organizations have broad discretion in developing 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. However, such items and 
services may not include capital or structural improvements to the home of the enrollee that could 
potentially increase property value (e.g., permanent ramps, and widening hallways or doorways) in 
order to ensure that enrollees are receiving an appropriate level of benefits and to avoid any anti-
kickback implications or taxable improvements. 
 

Humana comments: As previously mentioned, Humana applauds CMS for indicating that MA 
organizations will have “broad discretion” in developing SSBCI. With this, CMS acknowledges 
that many factors contributing to an individual’s overall health cannot be directly linked to 
medical services or treatments. It is estimated that approximately one-half of the factors 
influencing health are attributable to social and environmental factors.44 Among these factors 
are the safety, security, and accessibility of one’s home. While home modifications to make a 
house more accessible to seniors and people with disabilities or functional limitations could 
potentially increase property value under certain circumstances, such as being located in a 
community with a higher-than-average number of senior citizens, the greatest value of these 
modifications is to the individual who is able to remain in their home.  
 
For example, according to the American Elder Care Research Organization, the cost of a 
wheelchair ramp typically ranges between $1,200 and $2,400, including labor and materials, 
while the projected, average monthly cost of assisted living is $4,000 and over $7,000 for a 
shared room in a nursing home.45 Therefore, even a generous increase in the average home 
value ($223,900) of five percent, plus the high-end cost of a ramp, would be exceeded by the 
cost avoidance of assisted living in less than four months. 
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CMS itself has previously recognized the impact addressing issues in the home can have on 
individuals with difficulties with ADLs. The Center for Medicare and Medicaid Innovation’s 
(CMMI) Community Aging in Place, Advancing Better Living for Elders (CAPABLE) program aimed 
to reduce the effect of disability on low-income seniors through interdisciplinary care teams 
designed to address individual capacities and the senior’s home environment. The care team 
included an occupational therapist, nurse, and a handyman to make targeted home 
modifications to assist participating seniors with the ADLs and IADLs with which they had 
difficulty. Over the course of a five-month period for a participating CAPABLE program, 75 
percent of participating dual-eligible seniors saw a reduction in their difficulties with ADLs and 
the average improvement in physical function was 49 percent (from difficulties with an average 
of 3.9 of 8.0 ADLs to 2.0). In addition to improvement in ADLs, participants in this CAPABLE 
program also experienced a 53 percent decrease in depressive symptoms.46 
 
Humana recommends CMS allow MAOs discretion to make structural home modifications in 
cases of permanent functional limitation due to age, chronic condition, or disability when 
there is a reasonable expectation that such modification will prevent injury, exacerbation of 
illness, or necessity of perpetual institutional care. In many cases, beneficiaries must spend 
down their assets to qualify for coverage of long-term care. Some home modifications could 
support independent living, while avoiding personal hardship and cost-shifting to the Medicaid 
program. 

 
CMS also solicits comments on the limits of these supplemental benefits discussed here and whether 
the agency should permit consideration of other factors such as financial need in determining 
permissible supplemental benefits for chronically ill enrollees. 
 

Humana comments: Allowing MAOs discretion in developing SSBCI will ensure a holistic 
approach is taken to enhance health outcomes for the Medicare population. However, not all 
members – even those with the same diagnoses – have the same needs. The literature clearly 
demonstrates that health is influenced by more than just medical-specific factors.47 Indeed, 
social determinants of health (SDoH), such as food security, housing, transportation, availability 
of resources, safe communities, and social interaction, among others, also play a role in the 
overall health of all individuals. In many cases, these SDoH amplify the impact on an individual’s 
health-related quality of life beyond the disease burden. Our research leveraging the CDC-
developed Healthy Days measure to examine health-related quality of life has found that food 
insecure individuals had nearly twice as many physically unhealthy days per month as food 
secure individuals (13.68 days versus 7.44), as well as more than twice as many mentally 
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unhealthy days per month (12.91 days versus 6.10).48 We have also found that loneliness, as 
measured using the UCLA Loneliness Scale,49 is strongly associated with more unhealthy days 
among the MA population.50 
 
Therefore, Humana encourages CMS to allow MAOs to apply additional criteria, such as 
positive screening for a health-related social need using a validated tool, when determining 
eligibility for SSBCI. Leveraging validated comprehensive tools, such as The Accountable Health 
Communities Health-Related Social Needs Screening Tool developed by CMS, or social need-
specific tools, such as The Hunger Vital Sign™ or the UCLA Loneliness Scale, to develop and 
target SSBCI will enable MAOs to quantify the social-need burden on members, test 
interventions and measure the benefit. We further applaud CMMI for including non-uniform 
benefit design for supplemental benefits by socioeconomic status in the Value-Based Insurance 
Design program. This is a valuable opportunity to contribute to the ample body of research that 
supports the return on investment of addressing health-related social needs as gaps in care. 

 
Interoperability and Prior Authorization Coordination 
CMS encourages all payers, including but not limited to Medicare Advantage organizations and Part D 
plan sponsors, to align with the Da Vinci Project’s Coverage Requirements and Documentation Rules 
Discovery work by: (1) developing a similar lookup service; (2) populating it with their list of 
items/services for which prior authorization is required; and (3) populating it with the documentation 
rules for, at least, oxygen and CPAP. 
 

Humana comments: Humana welcomes the opportunity to comment on interoperability as it 
relates to prior authorizations. Prior authorization optimization has long been a focus of 
Humana and we believe new technologies and approaches being jointly explored by CMS and 
Humana, as part of industry initiatives such as Da Vinci and FHIR (Fast Healthcare 
Interoperability Resources), are important in driving this forward. The administrative costs spent 
across the healthcare ecosystem processing prior authorizations are significant. Surveys 
published by the American Medical Association (AMA) found that physicians spend 
approximately 15 hours per week on prior authorizations.51 Health Affairs concluded that “when 
time is converted to dollars, practices spent” $31 billion annually on prior authorizations,52 while 
Medical Economics extrapolated the annual provider administrative costs to $69 billion.53 Health 
plan costs are also sizable, with Humana spending approximately $20 million per year on 
authorization processing. 
 

However, prior authorizations remain an effective tool for promoting efficacy and patient safety, 
as well as mitigating healthcare costs more broadly. We believe the fundamental purpose of 
prior authorizations is to push actionable information up-stream and inform care choices before 
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services are rendered. This is a noble purpose that is lost within a process that is often not 
simple, transparent, or consistent. Achieving interoperability between physician office digital 
health records and payer authorization rules systems would reduce and, potentially eliminate, 
the administrative costs and service delays noted above, while maintaining the objectives and 
benefits of prior authorizations. 
 

Similar to CMS, Humana is taking steps to increase transparency around its authorization rules, 
including developing lookup services that indicate when a prior authorization is required and 
what information is needed to approve that authorization quickly. Humana, as a member of HL7 
and a key player in Da Vinci, is actively helping to develop prior authorization implementation 
guides and use cases, such as ‘Coverage Requirements Discovery’ and ‘Documentation Rules and 
Templates.’ These initiatives, based upon FHIR technology, will enable provider and payer 
systems to more easily and efficiently communicate directly within the provider workflow. This 
interoperability model will allow providers to see, in their electronic health record (EHR), if a 
prior authorization is needed for a specific patient based on the requesting provider or 
requested procedure, the patient’s health status and need for the service, and the coverage 
policy and requirements for the patient’s particular health plan, among other necessary 
information. In addition, payer systems will interactively request information from the 
provider’s EHR to facilitate determination of additional documentation requirements and 
provide timely authorization decisions. 
 

We anticipate that benefits derived from this interoperability model will include reduced time 
between diagnosis and treatment because of real-time exchange of information as well as 
improved interaction and collaboration between payers and providers by automating clerical 
functions and allowing providers more time to focus on clinical functions. The model will provide 
additional efficiency in both the authorization process, through the automated population of the 
Health Insurance Portability and Accountability Act (HIPAA) 278 request, and in claim 
processing, due to improved coding during the service ordering process.  
 

Current HIPAA rules can limit the sharing of information between payers and providers for 
administrative functions deemed part of core operations, including prior authorization 
processing, but fewer restrictions apply when information is shared for the purposes of 
treatment. Maximizing interoperability can pose challenges when the latitude afforded to 
providers with respect to information-sharing does not align with that afforded to payers. We 
request that CMS take steps to reduce limitations on sharing information between providers, 
payers, and technology intermediaries that act on behalf of providers and payers, in support 
of full data transparency and interoperability.  
 

Humana encourages CMS to continue supporting interoperability initiatives and prohibiting 
information blocking. While prior authorization remains a friction point in the industry, we now 
have the capability and the willingness of providers, EHR vendors, and payers to achieve positive 
change with the advancement of FHIR technologies. 

 
Section III – Part D  
  
Changes for CY 2020 Formulary Submission: Improving Access to Opioid-Reversal Agents 
CMS strongly encourages Part D plan sponsors to, at a minimum, place naloxone products on their 
plan’s generic tier(s). CMS further encourages the placement of these products on tiers that allow for no 
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cost-sharing or a small cost-share. Benefit designs that inappropriately restrict access to naloxone 
products for members for which the drug is clinically appropriate will not be approved. CMS also 
provides recommendations and requests comments to improve access to naloxone, including co-
prescribing of naloxone with opioid prescriptions for those at an increased risk for abuse. 
 

Humana comments: We support CMS’ efforts to address the opioid crisis and to improve access 
to opioid-reversal agents by placing generic naloxone products on a plan sponsor’s generic tier. 
CMS’ encouragement to include all naloxone products on a generic or select care tier does not 
comport with the fact that only two of four formulations of naloxone are currently FDA-
approved generic drugs. Further, Humana has already taken an evidence-based approach to the 
formulary and tier placement of naloxone agents. Humana provides access to two generic 
naloxone agents (naloxone injection solution and naloxone injection syringe) on generic cost-
sharing tiers and one brand agent (Narcan nasal spray) on the lowest brand name cost-sharing 
tier—all without prior authorization or step therapy requirements. It is unnecessary to cover 
every naloxone agent (such as Evzio injection) if clinically appropriate and cost-effective 
alternative treatments are present on lower cost-sharing tiers. We have significant concerns 
with CMS adopting a policy requiring all naloxone products be placed on generic cost-sharing 
tiers. Past experience with the existing protected class policy (which CMS has proposed to 
fundamentally change) vividly illustrates our concerns. As we have previously noted, the 
protected class policy has had negative effect on competition and has fundamentally 
undermined the development of evidence-based formularies. We are concerned that adopting a 
policy of including all opioid reversal agents on generic cost-sharing tiers will only create a new 
“protected class” that would be subject to the same erosion of competition and undermining of 
evidence-based formulary development that we have previously noted in our comments to the 
agency.54  
 
Rather than being prescriptive about the type of opioid reversal agent that should be covered 
and the corresponding tier, we recommend CMS allow plan sponsors to utilize their P&T 
committees for evidence-based decision-making on appropriate tier placement and access to 
opioid-reversal agents. Overly-prescriptive drug coverage policies may affect market 
competition, especially as new branded therapies are reviewed and approved by FDA.   
 

Part D Benefit Parameters for Non-Defined Standard Plans: Tier Composition 
CMS will continue to afford Part D plan sponsors the flexibility to determine the cost-sharing structure 
that is most appropriate for their benefit design, including the ability to mix brand and generic drugs 
within the Non-Preferred Drug tier. CMS notes, though, that plan sponsors will continue to have the 
option of selecting a Non-Preferred Brand tier or a Non-Preferred Drug tier, but not both. CMS will 
continue to evaluate the brand/generic composition of the Non-Preferred Brand tier as part of the bid 
review process by maintaining a maximum threshold of 25 percent for generic composition on the Non-
Preferred Brand tier in CY 2020. CMS reminds Part D sponsors that they have the option to choose a tier 
model that incorporates a Non-Preferred Drug tier label if a larger proportion of generics will be 
included on that tier. 
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Humana comments: We support continued flexibility to determine the cost-sharing structure 
that is most appropriate for our benefit design, including the ability to mix brand and generic 
drugs within the Non-Preferred Drug tier. Since the cost of a brand-name drug is not guaranteed 
to be lower than a generic, any requirement to name tiers “brand” or “generic” would not help 
the member understand which tier has a more affordable drug. We would also note that tiers 
labeled “brand” or “generic” do not adequately account for biosimilars and interchangeable 
biologics. We recommend that CMS continue to provide plan sponsors with the decision-making 
authority through Pharmacy and Therapeutic (P&T) Committee-developed policy to determine 
effective population-based health management of medication therapy through the formulary 
development process. P&T Committees provide assessments on clinical appropriateness and 
therapeutic alternatives based upon clinical guidelines, peer-reviewed literature, and 
compendia. Placing restrictions on activities of the P&T Committee would hinder the 
committee’s ability to independently make coverage decisions and compromise the quality of 
patient care. Humana encourages CMS to continue to allow sponsors to select a Non-Preferred 
Brand tier or a Non-Preferred Drug tier. Humana’s current formulary design includes 10 percent 
or less of brand medications on the Preferred Generic and Generic tiers, with the supermajority 
of those two tiers composed of generic medications. CMS states that placement of all generic 
drugs on lower tiers would lower out-of-pocket costs for members and produce savings for the 
Medicare Program. On the contrary, eliminating the Non-Preferred Drug tier would increase 
costs to members through higher premiums and higher cost-sharing. While moving certain high-
cost generic drugs to lower tiers may produce savings for some members through reduced out-
of-pocket cost-sharing, it would result in all members experiencing higher monthly premiums. 
While we support CMS’ underlying goal of reducing out-of-pocket costs for Medicare Part D 
beneficiaries, we are concerned that a requirement to place all generics on lower formulary tiers 
would generally require a relative combination of an increase in the cost-sharing of lower-cost 
tiers and premiums increases.  
 
There are numerous exceptions where generic medications do not provide cost savings or do 
not demonstrate equivalent therapeutic benefit to warrant placement on a lower tier. As 
generic class sizes grow and competition increases, we encourage the continued flexibility to 
evaluate the cost-effectiveness of each medication in the class in order to determine tier 
placement. The oral bisphosphonate class of drugs utilized in the treatment of osteoporosis in 
post-menopausal women illustrates this phenomenon. Alendronate (the generic version of 
Fosamax) is placed on tier 1 or 2, ibandronate (the generic version of Boniva) tablets is placed 
on tier 2, and risedronate (the generic version of Actonel) is placed on tier 4. This formulary 
placement allows plans to create behavioral changes that drive members to the more cost-
effective medication choice. Generally, an increased number of generic competitors correlates 
strongly with lower formulary tier placement of a generic and the Food and Drug Administration 
(FDA) has proven that generic drug prices are reduced with each additional market entry of a 
generic competitor.55 
 
As a corollary, the price of generic medications erodes over time due to competition within the 
generic therapeutic class. Requiring the immediate placement of all FDA-approved generic 
medications on a lower formulary tier would only increase program costs. For example, when a 
manufacturer launches a generic medication, the manufacturer charges as much as the market 
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will bear as long as there is no significant competition. When the generic version of Gleevec first 
launched, the medication was priced at a high cost, and the price only eroded over time due to 
additional generic competitors entering the marketplace. 
 

Section III – Part D: Part D Benefit Parameters for Non-Defined Standard Plans 
For CY 2020, CMS is proposing to maintain the minimum monthly cost-sharing out-of-pocket costs 
(OOPC) difference between basic and enhanced PDPs at a value of $22 but indicated that it is working to 
“refine” the way this value is established. 
 

Humana comments: Humana is appreciative of CMS’ proposal to stabilize OOPC differentials 
across contract years. This stabilization should minimize unnecessary disruption to Part D 
beneficiaries. However, Humana believes CMS should give PDP sponsors the same flexibility 
available to MA-PD plan sponsors by eliminating the meaningful difference requirement and 
removing the PDP three-plan limit. This would allow plan sponsors to implement new benefit 
designs more closely aligned with current and future beneficiary needs rather than modifying 
existing plans to comply with actuarial calculations and arbitrary plan count limits. 
  
When CMS eliminated the meaningful difference requirement, it had several stated goals in 
making these changes, including improving  “competition, innovation, [and] available benefit 
offerings” for Medicare Advantage beneficiaries and “encouraging competition and plan 
flexibilities while still providing PDP choices to beneficiaries that represent meaningful choices in 
benefit packages.”56 Humana examined the resulting variation in the market and found that 
there was a significant increase in the number of Medicare Advantage plans offered in 2019 and 
a similar effect for Part D offerings. While the increase is impressive, Humana believes there are 
additional steps that can be taken to maximize PDP beneficiary choice. Humana’s position is that 
removing the meaningful difference requirement in conjunction with removing the PDP plan 
count limit (maximum of three plans per region) will provide sponsors needed flexibility to offer 
new demand-centric, innovative plans, while continuing to serve existing beneficiaries who are 
content with legacy plans. 
 

CMS proposes to maintain the current brand copayment maximums of $47 for the preferred 
brand/brand tier and $100 for the non-preferred brand and non-preferred drug tiers.  
 

Humana comments: Humana recommends that CMS make an inflationary adjustment to the 
maximum copayments for preferred brand and non-preferred drug tiers, similar to the 
inflationary adjustment that was finalized for the 2016 plan year. This CY 2020 proposal 
maintains the current maximum $47 preferred brand tier copayment and the $100 non-
preferred brand and non-preferred drug tier copayments, with no adjustment for inflation, 
despite continued cost trend increases for brand drugs that exceed the Consumer Price Index 
(CPI) and Part D Annual Percentage Increase (API). The increase in maximum copays from the 
2015 to 2016 benefit year (from $45 to $47 for preferred brands and $95 to $100 for non-
preferred brands) allowed benefit designs to better account for increasing brand name drug 
price inflation. In the absence of an increase in the maximum copayments, generic drug tier 
copayments must increase to maintain basic plan actuarial equivalence to the standard benefit. 
At the same time, a brand name drug manufacturer’s annual price increases are insulated from 
the consumer’s economic and behavioral purchasing decisions because beneficiaries are less 
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aware of the true cost of the drug. Making inflationary adjustments to the maximum preferred 
and non-preferred brand tier copayments for CY 2020 plans would more accurately account for 
the increases in brand drug prices. 

 
Section III – Part D: Improving Access to Generic and Biosimilar Medicines  
CMS encourages plans to prioritize the placement of generics and biosimilars through favorable tier 
placement and solicited comments as to whether they should be placed at low cost generic tiers. 
 

Humana comments: Similar to generic products, biosimilars frequently launch at prices similar 
to the innovator products until there is competition on the market. The majority of biosimilars 
on the horizon are for high-cost specialty drugs (e.g. Humira, Enbrel, Avastin, Rituxan). If these 
biosimilars have the expected 10-20 percent launch price discount to the innovator products, 
they may not be signaling pricing strategies that drive competition. We recognize the 
importance of biosimilars as low-cost alternatives to innovator products and support the lower 
tier placement of biosimilars provided there is sufficient market growth and competition that 
results in price erosion. We recommend allowing biosimilars to be placed at parity status on the 
formulary compared to their innovator products until there is sufficient competition in the 
market to drive prices down.  
 
Additionally, we strongly recommend that any medication, including biosimilars and generic 
medications, remain eligible for specialty tier placement if their cost exceeds the specialty tier 
threshold established by CMS through the annual Final Rate Notice and Call Letter. Due to the 
high rate of specialty medication approvals by the FDA in recent years, a large proportion of 
generics in the near future will also be specialty medications. Requiring any drug that meets the 
specialty tier cost threshold to be placed on a lower tier would result in higher government 
direct subsidy and reinsurance payments to compensate for the associated lower member cost-
sharing contribution. Furthermore, this practice would lead to higher costs for Medicare 
beneficiaries due to a necessary increase in premiums and potentially higher cost-share 
requirements in non-specialty drug tiers. 
 

Section III – Part D: PDP Crosswalk Policy and Solicitation of Comments 
CMS is interested in ideas on changes to regulation, sub-regulatory guidance, policy, and procedures 
that would promote greater flexibility in the crosswalk policy while protecting beneficiaries from 
significant cost increases, benefit reductions, and other disruptions. CMS is particularly interested in 
comments regarding whether crosswalks from basic to enhanced alternative benefit designs should be 
approved in future years and, if so, under what circumstances.  
 

Humana comments: As noted in our prior comments, Humana fully supports CMS’ commitment 
to promoting choice and flexibility for beneficiaries. However, PDP sponsors’ inability to 
crosswalk beneficiaries from a basic plan to an enhanced alternative plan, in conjunction with 
the PDP three-plan limit, restricts sponsors’ ability to do so. In order to promote choice and 
flexibility, Humana recommends CMS allow sponsors to crosswalk beneficiaries from a basic 
plan to an enhanced alternative plan and also eliminate the PDP plan count limit. To protect 
beneficiaries from significant cost increases, benefit reductions and other disruptions associated 
with crosswalks, Humana recommends CMS utilize a comprehensive measure of beneficiary 
value. This value could include plan premium and estimated beneficiary out-of-pocket cost. In 
this proposal, as long as the proposed crosswalk results in a comprehensive beneficiary value 
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that is equal to or superior to the plan from which the beneficiary is cross-walked, CMS would 
approve the proposed crosswalk. 

 
In Humana’s comments specific to OOPC, we describe our rationale for removing the PDP three-
plan limit, which will allow plan sponsors to implement new benefit designs more closely aligned 
with current and future beneficiary needs. Removing the PDP three-plan limit will help promote 
choice and flexibility, diminish the need for sponsors to non-renew contracts in select PDP 
regions and, consequently, diminish the need for CMS to impose a two-year ban on sponsors 
that non-renew contracts. 

 
Section III – Part D: Mail Order Auto-Ship Modifications 
CMS proposes, starting in 2020, to permit interested Part D plan sponsors to offer an opt-in voluntary 
auto-ship program for refills of established therapies. Similar to the auto-ship exceptions in place 
currently, CMS expects pharmacies or plan sponsors to obtain member confirmation/consent as a 
condition of enrollment in an auto-ship program at least annually and as needed (such as when a 
member reports an unneeded or unwanted order, or cannot be contacted). Once voluntarily opting into 
an auto-ship program for refills, members must be given an opportunity to select on a prescription-by-
prescription basis which, if any, of their medications they want refilled and shipped or delivered 
automatically. 
 

New Prescriptions 

Humana comments: Humana has significant concerns with the auto-ship proposal.  The 
proposed changes do not address poor member experiences that have resulted from 
components of existing policy related to requirements for obtaining a member’s consent for 
new prescriptions. The Final 2014 Rate Notice and Call Letter required patient consent for all 
new prescriptions, including prescriptions that are electronically prescribed or otherwise 
initiated by a prescriber.57 A subsequent Health Plan Management System (HPMS) memo 
clarified that plans must provide a full refund to members for unneeded or unwanted new 
prescriptions in the absence of obtaining consent provided that the plan confirm at least 
annually with members their choice to continue to be enrolled in the automatic delivery 
program.58  
 
In 2018, 94 percent of all new prescriptions that required annual consent (7.9 million) fulfilled at 
Humana’s network mail-order pharmacy were associated with 1.7 million members in the 
automatic delivery program who elected through the annual consent process to receive all 
prescriptions (new and refill prescriptions) without individual authorization to dispense the new 
prescription. The remaining six percent of new prescriptions (510,060) were associated with 
183,065 members who elected to provide affirmative consent for each individual new 
prescription (see the table below). The average Turn-Around-Time (TAT) for prescriptions 
associated with members who selected annual consent for all prescriptions (new and refill) was 
2.5 days while the TAT for members selecting affirmative consent for every new prescription 
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was 3.5 days.59 TAT is a quality measure that Humana closely monitors to ensure members 
receive superior service and experience from our network mail-order pharmacy. Quality 
customer service and delivery experience are paramount to Humana Mail Pharmacy and, in 
2018, it received the JD Power Award for the highest-rated mail-order pharmacy in the 
country.60 
 

 Humana Calendar Year 2018 Part D Mail Order Auto-Ship Program 

 Annual Consent for All 
Rxs 

 Annual Affirmative Consent for New 
Rxs Only 

Prescriptions 7,987,168 510,060 

% of All New Rxs 94% 6% 

Unique Members 1,780,444 183,065 

Avg. (Mean) TAT 2.5 Days 3.5 Days 

 

However, monitoring the quality of the service experience through average TAT is not a holistic 
approach. Metrics that only focus on the TAT mean fail to capture the unfortunate outlier 
member experiences. These outlier member experiences are of concern to Humana and our 
data analysis finds the root cause of poor member experience is often associated with the 
affirmative member consent policy for new prescriptions associated with the existing auto-ship 
policy. Frequency distribution analysis (see the chat below) reveals that 31 percent  of new 
prescriptions requiring affirmative consent for dispensing and shipment from a member have a 
TAT of five days or greater (max of 26 days) — two times the average TAT for members choosing 
annual consent for all prescriptions. The normal curve line of this frequency distribution should 
align to a normal bell curve. However, there is not a normal distribution of the data as the 
normal curve is skewed to the right due to the outlier member experiences of longer TAT (see 
the chat below). 
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2018 Distribution of TAT for New Rxs Requiring Member Consent to Dispense 
 

 
The frequency distribution analysis focuses the implications of the existing policy at the level of 
an individual member experience and the ramifications of a delay in a member receiving their 
medication. To illustrate, a Humana member faced a delay in having an urgent surgery because 
delivery of a new prescription was delayed due to the member consent being required for the 
delivery of new prescriptions not initiated by the member. This member was prescribed an 
anticoagulant medication prior to a scheduled surgery. Consistent with the referenced CMS 
guidance on this topic, this member elected to provide affirmative consent for all new 
prescriptions sent by his mail-order pharmacy. During the week after the electronically-
prescribed prescription order was received by the pharmacy from the prescriber, three 
unsuccessful attempts to the member were made to obtain consent to dispense this new 
prescription. While the member ultimately received the prescription through the mail-order 
pharmacy clinical escalation process, the member communicated that the prescriber submitted 
the prescription electronically to the pharmacy, which meant that the medication was needed 
and wanted. 
 
As already mentioned, our frequency distribution data analysis has demonstrated that at least 
31 percent of new prescriptions requiring a member’s affirmative approval are associated with a 
poor member service experience due to existing CMS policy regarding new prescriptions. At the 
same time, we agree that mail-order pharmacies should have a return policy that provides a 
specific safeguard allowing members to return new prescriptions to the pharmacy in the event 
that a new prescription initiated by a prescriber is unneeded or unwanted. Humana 
recommends that the existing auto-ship policy for new prescriptions be modified to include an 
option to institute a specific return policy that is only applicable to new prescriptions not 
initiated by the member. We recommend that plans have the flexibility to institute a refund 
policy for new prescriptions received by mail-order pharmacies, and not initiated by the 
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member, that states a plan will offer a refund (and delete the PDE) on a new prescription 
requested that is unneeded or unwanted.   
 

Refill Prescriptions   
 
CMS proposes that plan sponsors implementing an auto-ship program for refills of established therapies 
will include no less than two shipping reminders prior to dispensing based upon the member’s stated 
preference (by phone, email, text, direct mailing, or other comparable means of communication).  
Reminders should include relevant information, including the name of the prescription medication, 
applicable cost-sharing, scheduled shipping date, and how to cancel the order.    
 

Humana comments: Humana supports CMS efforts to promote auto-ship refill programs and 
the voluntary opt-in design of the program. Automatic refill programs are an effective strategy 
to improve medication adherence and improve outcomes. These programs anticipate and 
initiate prescription refill reminder requests and, as a result, prescription refills may be delivered 
before a member exhausts their medication supply.   
 
Published peer-reviewed literature has shown that the average adherence in patients with 
diabetes is 67.5 percent and is lower than that found among patients with many other 
conditions.61 A separate systematic review regarding adherence to medications for diabetes 
showed that average adherence to oral hypoglycemic agents ranged from 36 to 93 percent.62 
CMS has responded to these concerns, poor clinical outcomes, and the quality repercussions of 
medication non-adherence by including measures of medication adherence within the Medicare 
Part D Star ratings program.   
 
A recent study quantified the effect of an automatic prescription refill program on three 
adherence metrics utilized by CMS within the Medicare Part D Star ratings. Patients enrolled in 
the automatic prescription refill program were significantly more likely to be adherent to their 
medications. The proportion of adherent patients ranged from 73.6 percent to 76.4 percent for 
standard refill cohorts and 77.5 percent to 83.6 percent for automatic refill cohorts, and patients 
in the automatic refill program were significantly more likely to be adherent to the statin, 
Medication Adherence for Hypertension (RASA), and diabetes Star ratings (p<0.05 for all).63  
 
However, Humana has concerns with the breadth of requirements that were proposed for 
inclusion in shipping reminders, regardless of the media in which they are delivered. Members 
who voluntarily exercise to opt-in to an auto-ship program behaviorally self-select this service. 
This alone should mitigate general CMS concerns related to medication waste, returns of 
unneeded or unwanted medication, and member complaints because the member has 
proactively made this request. Because they self-select this service, efforts should focus on 
making this a seamless process for the member that safely provides their prescriptions in the 
most efficient manner. Humana recommends that the existing auto-ship policy requiring 
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annual consent be modified to include an option to institute a specific return policy that is 
only applicable to members who opt-in to the refill auto-ship program. We recommend that 
plans have the flexibility to institute this refund policy in lieu of the requirement to obtain 
annual consent where the plan will offer a refund (and delete the PDE) on a refill prescription 
requested that is unneeded or unwanted.   
 
Proper program design, coupled with a suite of member protections that we are proposing as 
alternatives, is an appropriate balance between driving toward improved health outcomes that 
programs designed to support medication adherence can provide and any CMS concerns with 
waste associated with unwanted or unneeded medications. Specifically, providing applicable 
cost-sharing in the shipping reminder associated with an individual claim is a value that cannot 
be accurately known until the claim has been submitted to the plan and affirmatively 
adjudicated. As you know, prescription claim adjudication would not occur until after the 
member has received refill reminders. There are numerous reasons that would contribute to the 
inaccuracy of cost-sharing communicated in refill reminders if this requirement is finalized as 
proposed — most notably changes in member cost-sharing obligations associated with 
progression through the phases of the benefit.64 In the standard Part D drug benefit alone, non-
low income cost-sharing for a generic drug could be 100 percent, 25 percent, 37 percent, or 5 
percent depending upon the benefit phase and the accumulation of the member’s Total Drug 
Costs (TDC) and True Out of Pocket Costs (TrOOP). As an alternative to providing cost-sharing 
information on the refill reminders, Humana recommends that plans have the flexibility to 
provide members who have opted into the auto-ship program the option to have additional 
controls in place where members can set a cost-sharing threshold of their choice which 
requires the pharmacy to contact the beneficiary for affirmative approval if the out-of-pocket 
cost threshold is exceeded prior to dispensing and shipment. 
 
The requirement to provide the shipping date on the member reminders raises similar concerns 
and Humana recommends the removal of this as part of the content of the refill reminders. The 
date a medication ships could be modified after prescription adjudication for a number of 
internal and external reasons which limits the accuracy of the shipping date included on the 
reminder. In addition, Humana’s mail-order pharmacy already provides accurate, real-time 
prescription delivery tracking through common carriers (USPS, UPS) on a member’s online mail-
order pharmacy account.   
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