
 
 

February 13, 2023 

Chiquita Brooks-LaSure 
Administrator  
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
Attention: CMS-4201-P 
7500 Security Boulevard 
Baltimore, MD 21244 
 

Re: Medicare Program; Contract Year 2024 Policy and Technical Changes to the Medicare Advantage 
Program, Medicare Prescription Drug Benefit Program, Medicare Cost Plan Program, Medicare Parts A, B, 
C, and D Overpayment Provisions of the Affordable Care Act and Programs of All-Inclusive Care for the 
Elderly; Health Information Technology Standards and Implementation Specifications 

Dear Administrator Brooks-LaSure: 

The National MLTSS Health Plan Association (MLTSS Association) appreciates the opportunity to provide 
input on the Contract Year 2024 Policy and Technical Changes to the Medicare Advantage Program, 
Medicare Prescription Drug Benefit Program.1  

The MLTSS Association represents managed care organizations (MCOs) that have Medicaid managed care 
contracts with one or more states and take risk for long-term services and supports (LTSS) provided under 
Medicaid.2  Our members assist states in delivering high-quality LTSS at the same or lower cost as the fee-
for-service system with a particular focus on ensuring beneficiaries’ quality of life and ability to live as 
independently as possible. Our members also offer integrated care options, including Highly Integrated 
Dual Eligible Special Needs Plans (HIDE-SNPs) and Fully Integrated Dual Eligible Special Needs Plans (FIDE-
SNPs). We cover a significant number of enrollees in MLTSS plans and integrated plans, including national 
plans and regional and community-based plans. 

Advancing integrated care for dually eligible beneficiaries has been a top priority for the MLTSS Association 
since its inception. Dually eligible beneficiaries make up twenty percent of Medicare and fifteen percent of 
Medicaid enrollees but one-third of the cost in both programs. Notably, less than ten percent of full-benefit 
dually eligible beneficiaries are enrolled in programs that integrate Medicare and Medicaid. Given that over 
40% of dually eligible beneficiaries use LTSS, the MLTSS Association recognizes the potential of integrated 

 
1 87 Fed. Reg. 79,452 (Dec. 27, 2022). 
2 Members include Aetna, AmeriHealth Caritas, CareSource, Commonwealth Care Alliance, Elevance Health, Inclusa, 
LA Care Health Plan, Molina Healthcare, UPMC Community HealthChoices, and VNS Health. 
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care programs to improve health and outcomes for older adults and individuals with disabilities. In fact, the 
MLTSS Association has developed a set of policy proposals to advance integrated care.   

Given our membership and the individuals we serve, we frame our recommendations around the following 
core principles: 

• Advancing Health Equity: We appreciate CMS’ focus on advancing health equity and improving the 
care delivery of vulnerable populations, including dually eligible individuals and those with 
disabilities. The dually eligible population is 62% female (compared to 53% Medicare only), 30% 
black or Hispanic (as compared to 10% Medicare-only), and 75% live under the federal poverty 
level (compared to 11% Medicare-only).3 As noted above, many have LTSS needs, and Medicare 
spends over twice as much on medical care for community-dwelling dually eligible individuals who 
need LTSS compared to those who do not. Advancing health equity and ensuring these individuals 
have a care delivery system equipped and incentivized to manage their complex conditions is 
paramount. Given that these are the populations that we serve, we frame our recommendations 
from the perspective of how CMS’ proposals can best advance the needs of dually eligible 
individuals and individuals with disabilities. Accordingly, we also highlight throughout this letter 
policies that may disproportionately impact D-SNPs and the populations we serve.  

• Systems-Based Approach: CMS proposes a number of changes to Star Ratings to better address 
health equity, incorporate learnings from the COVID-19 pandemic, and be responsive to industry 
concerns. Of note, this includes introduction of the Health Equity Index, revisions to several Star 
Ratings measures, reduction in CAHPS weights, removal of cut point guardrails, and changes to the 
hold harmless policy. In isolation, we anticipate each of these changes to have varying impacts on 
vulnerable populations, including dually eligible individuals and those with disabilities. We implore 
CMS to assess the impact of these changes in their totality on vulnerable populations, to ensure 
these changes, when taken together, still further CMS’ mission to advance health equity in 
underserved populations.  

• Informed Implementation: We support CMS’ areas of focus that aim to improve access and quality 
of care in vulnerable populations, including the Health Equity Index, education to improve digital 
health literacy, updated translation standards, and expansion of the Medication Therapy 
Management (MTM) program. However, we have concerns regarding implementation and 
potential for unintended consequences associated with many of these proposals. We recommend 
a methodological, collaborative approach to implementing these changes that provide 
opportunities for data collection, plan feedback, and ongoing evaluation. 

 
3 ATI Advisory. A Profile of Medicare-Medicaid Dual Beneficiaries. June 2022. Available at: 
https://atiadvisory.com/wp-content/uploads/2022/06/A-Profile-of-Medicare-Medicaid-Dual-Beneficiaries.pdf 

https://www.mltss.org/post/the-national-mltss-health-plan-association-s-policy-proposals-to-advance-integrated-care-1
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Implementation of Certain Provisions of the Bipartisan Budget Act of 
2018, the Consolidated Appropriations Act, 2021, and the Inflation 
Reduction Act of 2022 
Applying D-SNP Look-Alike Requirements to PBP Segments 
We appreciate CMS’ continued commitment to pursuing a greater level of integration for all dually eligible 
beneficiaries and the proposed limitations on D-SNP look-alikes. As we noted in our response to the 2020 
Advance Notice, the MA-only look-alike plans draw enrollees away from highly- and fully-integrated plans 
that would better serve their full range of dual eligibles’ health care, behavioral health, and LTSS needs, 
while receiving the higher payment rate associated with serving the greater needs of dual eligibles. 
Competing non-integrated look-alike plans do not meet D-SNP requirements to have a CMS-approved 
model of care, assessments, and care plans; or to coordinate Medicaid benefits through either an aligned 
Medicaid plan or state Medicaid agency contract. The Association believes dually eligible beneficiaries are 
better served in an integrated plan, and thus, in areas with highly- or fully-integrated plan options, they 
should have a choice among these available integrated modalities rather than misleading look-alike plans.  
Therefore, the Association strongly supports CMS’ proposed contract terms, limitations, and bases for 
termination with look-alike plans.   

We also wish to highlight a concern unique to partial dually eligible beneficiaries and their ability to enroll 
in managed care due to state-specific policy decisions. The current CMS prohibition on D-SNP look-alike 
plans limits regular MA plans from having an enrollment comprised of 80% or more dually eligible 
beneficiaries. Notably, this 80% threshold also applies to partial duals. However, in states that limit D-SNP 
enrollment to full-benefit dually eligible beneficiaries, such as Massachusetts and New Jersey, partial duals 
run the risk of no longer having a managed care option in Medicare. In these states, regular MA plans may 
be incentivized not to enroll partial duals given the 80% look-alike threshold.  

In further developing its D-SNP look alike policies, we recommend CMS consider the unique state-by-state 
policy decisions that may inadvertently limit managed care options for partial duals. Coordination Only D-
SNPs (CO-DSNPs) are needed to provide a place for partial duals to continue receiving the value that DSNPs 
provide, such as supplemental benefits and the care coordination provided through individualized care 
plans. Yet, we recognize that this is a state choice and therefore recommend that in states that exclude 
partial duals from CO-DSNPs, that these dual eligible members not count toward the DSNP look-alike 
threshold. CMS may consider alternative approaches, such as working with Congress to require such states 
that limit D-SNP enrollment to full benefit duals to require their D-SNPs to have a separate Plan Benefit 
Package for partial duals, as Pennsylvania and Virginia have already done. This separate PBP would still be 
required to adhere to D-SNP requirements. 

Transitional Coverage and Retroactive Medicare Part D Coverage for Certain Low-Income 
Beneficiaries Through the Limited Income Newly Eligible Transition (LI NET) Program 
The MLTSS Association supports CMS’ proposal to permanently establish the LI NET program and preserve 
access to essential Part D coverage for low-income individuals. The LI NET program has successfully 

https://4f0f409e-ff1d-4495-9d3a-c77910ae8af4.usrfiles.com/ugd/4f0f40_85100dbbcae94bc0b225b8f4ed50bc84.pdf
https://4f0f409e-ff1d-4495-9d3a-c77910ae8af4.usrfiles.com/ugd/4f0f40_85100dbbcae94bc0b225b8f4ed50bc84.pdf
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provided a low-barrier process for Medicare beneficiaries to immediately or retroactively receive coverage 
for their medications.  

Expanding Eligibility for Low-Income Subsidies Under Part D of the Medicare Program 
The MLTSS Association supports the expansion of full Low-Income Subsidy (LIS) benefits to individuals up 
to 150% of the federal poverty level, allowing more beneficiaries to access the program.  

Enhancements to the Medicare Advantage and Medicare Prescription 
Drug Benefit  
Health Equity in Medicare Advantage 
Medicare Advantage (MA) Provider Directories 
The MLTSS Association supports CMS’ efforts to improve beneficiary access to information about network 
provider availability, cultural and linguistic capabilities, and ability to prescribe medications for opioid use 
disorder (MOUD) by enhancing MA provider directories. We also recommend CMS provide notice,  
educational materials, and standardized tools for providers to provide plans this newly required data. Our 
member plans have tried to collect information on the cultural and linguistic capabilities of their in-network 
providers, with limited response from the providers. Further, we believe that this data could be 
incorporated into a national provider directory as proposed last year, to minimize the need to providers to 
report this information to multiple payers on an ongoing basis.4 

Additionally, the Consolidated Appropriations Act of 2023’s provision removed the waiver requirement for 
physicians to prescribe medications for opioid use disorder (MOUD). In light of this new policy, we 
recommend that CMS withdraw this portion of the proposal, as the number of providers able to prescribe 
MOUD is predicted to rapidly expand.  

Digital Health Education for Medicare Advantage (MA) Enrollees Using Telehealth 
The MLTSS Association supports CMS’ proposal to address telehealth access disparities by incorporating 
digital health literacy screening and education requirements. While the desires and preferences of 
participants should always drive the decision of when and whether to use technological supports, there are 
beneficiaries who prefer using technology to grow their own independence and reduce reliance on paid 
staff. We generally believe that expanding the use of video and telephonic services to deliver and manage 
care has created benefits during the COVID-19 pandemic and holds promise for future efforts. 
Consequently, we believe that the proposed digital health literacy screening and education program would 
increase awareness and address some of the common barriers to telehealth access.  

There are numerous examples of telehealth technologies that have enabled home- and community-based 
services (HCBS) participants to maximize their personal autonomy; for example, using sensory technology 
to monitor when someone with cognitive limitations or memory loss leaves their bed and returns to bed in 
the middle of the night; or, “Med Minders”, which capture data on individual medication uptake and 
contacts a family member or neighbor when a medication has not been taken as scheduled. One plan has 

 
4 87 Fed. Reg. 61,018 (October 7, 2022). 

https://www.congress.gov/bill/117th-congress/house-bill/2617
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been piloting the increased use of technology to support individuals at home while reducing the reliance 
on additional staff and has seen the same or better outcomes with supporting individuals versus having 
paid staff continuously onsite.  

However, for people with disabilities to realize these benefits, they must be aware of the telehealth options 
available to them and have the knowledge, skills, and accommodations necessary to access the services. 
Medicare beneficiaries may face numerous barriers to using digital health tools, including education and 
awareness gaps, lack of appropriate adaptive equipment or aids, lack of affordable broadband services, and 
lack of access to hardware and software needed to run digital health programs. Plans will need flexibility to 
appropriately assess and address the individual digital health literacy needs of the beneficiaries they serve. 
We appreciate that the proposal does not include explicit implementation requirements and emphasizes 
plans’ ability to implement innovative solutions to these challenges.  

Additionally, we recommend CMS convene a digital health literacy working group to review the rapidly 
evolving digital health landscape, growing body of evidence, and develop a set of recommended best 
practices to address the diverse challenges Medicare beneficiaries face. Membership may include CMS and 
HHS digital health and education experts, states, MA plans, and advocates who can represent perspectives 
of beneficiaries facing a range of digital access challenges such as:  

• Residents of rural or frontier areas,  
• Individuals with physical disabilities, hearing impairments, and vision impairments,  
• Individuals with cognitive and behavioral disabilities, 
• Individuals with Limited English Proficiency,  
• Dually eligible individuals, and 
• Older adults.  

Behavioral Health in Medicare Advantage 
The MLTSS Association has previously advocated for the consideration of LTSS needs in advancing 
behavioral health care and integrated care initiatives, including the anticipated Congressional mental 
health package.5 Behavioral health, LTSS, and integrated care are inextricably linked – three-quarters of 
LTSS users are dually eligible individuals, and 41% of dually eligible individuals have at least one mental 
health diagnosis.6,7 The dually eligible population is particularly high-risk and high-cost due to the complex 
intersection of medical and socioeconomic factors as well as the convoluted patchwork between the two 
programs. Consequently, there is great value in ensuring D-SNPs can provide whole-person care to 
beneficiaries, including their physical, behavioral, and long-term care, and social needs. As such, the MLTSS 

 
5 MLTSS Association. CMS Make Your Voice Heard RFI Response. November 2022. Available at: https://16805b35-
3b53-4bc9-880a-c0b207d6cc71.usrfiles.com/ugd/16805b_357309c7276d49f4a4eee3969b99047d.pdf 
6 Centers for Medicare and Medicaid Services. Medicaid 1115 Demonstration Evaluation Design Plan: Managed 
Long-Term Services and Supports. January 2019. Available at: https://www.medicaid.gov/medicaid/downloads/final-
eval-dsgn-mltss.pdf 
7 Medicare-Medicaid Coordination Office. People Dually Eligible for Medicare and Medicaid Fact Sheet. March 2020. 
Available at: https://www.cms.gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Coordination/Medicare-Medicaid-Coordination-Office/Downloads/MMCO_Factsheet.pdf 
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Association is generally supportive of CMS’ proposal to improve access to behavioral health care coverage 
in Medicare.  

However, we urge CMS to consider how the rapidly changing behavioral health provider landscape will 
impact plans’ ability to meet the proposed requirements. Even before the COVID-19 public health 
emergency, there was a severe mental health and substance use disorder professionals shortage in rural 
and underserved communities.8 And, much like the rest of the health care industry, the increasing 
pressures due to the public health emergency, moral injury and burn-out, are anticipated to cause 
additional providers to leave the industry.9 Consequently, Congress, federal agencies and states are all 
simultaneously exploring opportunities to increase the number of behavioral health providers. We ask that, 
in addition to the proposed behavioral health provider specialty types, CMS consider updates that would 
support the expansion of telehealth for behavioral health services, including increasing the telehealth credit 
for behavioral health specialty providers. 

Additionally, as we previously noted, the Consolidated Appropriations Act of 2023’s provision removed the 
waiver requirement for physicians to prescribe medications for opioid use disorder (MOUD). We ask that 
CMS consider how the possible expansion in the number of physician prescribers will impact the 
implementation of the proposed specialty provider type requirements. .  

Updating Translation Standards for Required Materials and Content 
The MLTSS Association supports CMS’ intention to better serve individuals with limited English proficiency, 
visual impairments, or other communication needs by requiring plans to provide translated materials and 
accessibility aids for beneficiaries. Our member plans are committed to providing culturally competent and 
accessible services and health information to their beneficiaries. As noted in CMS’ proposal, Medicare-
Medicaid Plans (MMPs) and MA plans have made significant investments to develop systems to collect and 
respond to beneficiary translation and interpretation requests. D-SNPs are also subject to translation 
requirements set by state Medicaid agencies. We recommend that CMS defer to states’ translation 
requirements, which are based on the states’ understanding of their populations and access needs.  

While the Association agrees with CMS’ assertion that translated materials improve beneficiaries’ 
experiences of care and outcomes, developing high-quality, accurate, and plain language translated 
materials may take several days or weeks per document to prepare, test, and return to beneficiaries. CMS 
should consider opportunities to balance the benefits and costs of providing standing translations for 
standardized and individualized beneficiary communication materials.  

Plans will be able to readily develop translated libraries of standardized documents, such as new enrollee 
welcome letters and notices about appeal and grievance rights. Once these documents are developed and 

 
8 Health Resources and Services Administration. Behavioral Health Workforce Projections, 2017-2030. Available at:  
https://bhw.hrsa.gov/sites/default/files/bureau-health-workforce/data-research/bh-workforce-projections-fact-
sheet.pdf 
9 Substance Abuse and Mental Health Services Administration. Addressing Burnout in the Behavioral Health 
Workforce through Organizational Strategies. 2022. Available at:  
https://store.samhsa.gov/sites/default/files/SAMHSA_Digital_Download/pep22-06-02-005.pdf 

https://www.congress.gov/bill/117th-congress/house-bill/2617
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tested, they can be quickly provided to all beneficiaries who speak that language.  While an initial time and 
resource investment will be required of the plans, the resulting translated documents could be made 
available on a standing basis, resulting in improved beneficiary communication with minimal delays.  

However, non-standardized communications, such as individualized care plans, would each need to be 
individually translated as they are developed and revised with the beneficiary. This may cause significant 
delays in beneficiary communication and the completion of the planning process, and significantly increase 
the number and complexity of documents that plans would need to translate. An alternative method for 
ensuring that beneficiaries receive communication in their preferred language could include providing an 
oral interpretation of these documents first, and written translations upon the beneficiary’s request. The 
interpretation process will also create additional opportunities to engage limited-English Proficiency 
beneficiaries in the care planning process and ask questions of their health care plan provider.  

Medicare Advantage and Part D Marketing 
The MLTSS Association appreciates CMS’ efforts to strengthen beneficiary protections and enable them to 
select a plan that best meets their needs. As CMS develops and finalizes its marketing proposals, we first 
reiterate the challenge around communicating the unique benefits D-SNPs offer to dually eligible 
beneficiaries.   

D-SNPs are uniquely situated to offer supplemental benefits that complement the Medicaid covered 
services available to dually eligible beneficiaries. However, for such benefits to meaningfully drive 
beneficiary behavior in plan selection and retention, as well as motivate beneficiary uptake of the benefits 
themselves, the context and intent of those offerings must be appropriately expressed. For example, some 
D-SNPs offer the option to choose from an array of supplemental benefits that best fit their need. However, 
the intent behind this is to allow for a holistic assessment and coordinated planning of beneficiaries’ 
available Medicaid and Medicare services with the support of care managers. Thus, while on its face an “a 
la carte style” approach to benefits may carry marginal interest for some beneficiaries, its true efficacy is 
reached when the relationship of that benefit set to beneficiaries’ broader coverage is explained to 
beneficiaries. 

CMS should recognize the barriers of communicating the unique benefits of D-SNPs to beneficiaries and 
work with stakeholders to develop communication tools that outline the value of integrated products. For 
example, CMS can include additional information on the benefits of D-SNPs within the Medicare and You 
Handbook and update the Medicare Plan Finder with information on integrated care products. CMS should 
also consider developing materials targeting caregivers, who often make health coverage decisions on 
behalf of the beneficiary. We also recommend that CMS collaborate with other stakeholders and develop 
national educational materials on the benefits of integrated care. These materials should translate the 
responsibility placed on D-SNPs to holistically manage the care of beneficiaries as well as outline the 
tailored supplemental benefits provided. 

MA plans attempt to solve this barrier by developing D-SNP-specific education materials on their websites 
and printed mail. These materials are intended to educate beneficiaries, providers, advocates, and 
representatives on the unique and tailored benefits that D-SNPs offer and how D-SNPs differ from non-SNP 
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MA plans. We recommend CMS create similar materials in broker training programs as a means of further 
propagating the value of integrated delivery systems. 

We also note a specific marketing proposal that would create barriers to in-person sales conversations. 
CMS proposes to separate education events from sales events and require a 48-hour waiting period 
between the scope-of-appointment (SOA) card being filled out and the sales meeting. Our members report 
that in-person conversations are often the most effective way to share information about the complex 
array of integrated care options with dually eligible beneficiaries. However, dually eligible beneficiaries, 
especially those with functional limitations, face greater challenges in arranging time and transportation to 
attend in-person conversations than Medicare-only beneficiaries. Requiring beneficiaries to attend two 
separate in-person meetings will create a disproportionate burden for dually eligible beneficiaries and may 
impact plans’ ability to effectively communicate the benefits of integrated care products. For these reasons, 
we recommend CMS withdraw these two proposals. 

Part D MTM Program 
CMS proposes a series of changes that would almost triple the number of beneficiaries eligible for MTM by 
1) requiring plan sponsors to target all the core chronic diseases identified by CMS, 2) lower the maximum 
number of drugs a plan may require from 8 to 5, and lower cost threshold criteria.  

Dually eligible beneficiaries can be a medically complex population that requires intensive care 
management supports, including management for multiple chronic conditions. This is especially true for 
those with LTSS needs – 59% of Medicare beneficiaries living in LTC facilities and 39% of those living in the 
community have four or more chronic conditions. These same beneficiaries also have high drug utilization 
rates – with those living in facilities averaging 12 prescriptions annually and those living in the community 
averaging 13 prescriptions annually.10  

Consequently, the MLTSS Association supports access to care management programs, like the MTM 
program, which ensures beneficiaries are given the support they need to optimize their medication use and 
reduce the risk of adverse events. However, while we agree in concept with expanding access to the MTM 
program – we caution against rapid eligibility expansion, which may diminish the current impact the 
program has on beneficiaries and overwhelm the current supply of pharmacists available to conduct 
portions of MTM, including Comprehensive Medication Reviews (CMRs).  

Given the varied needs of dually eligible individuals receiving LTSS, it is critical that MTM programs are 
adequately tailored towards these populations. A rapid expansion of the program may force a scaling of 
MTM elements that compromises and dilutes the program’s ability to address individual beneficiary needs. 
D-SNPs will be disproportionately impacted by the eligibility expansion, who may find under the new criteria 
that the majority of their member population is now eligible for the MTM program, making it highly 
unfeasible for the plan to adequately reach and offer the MTM program to all of their members. In addition, 

 
10 Senior Care Pharmacy Coalition. Understanding the Long-Term Care Needs of the Medicare Population and the 
Role of Long-Term Care Pharmacies in Addressing this Need. July 2021. Available at:  
https://seniorcarepharmacies.org/wp-content/uploads/Medicare-Beneficiary-LTC-Needs-and-Role-of-LTC-
Pharmacies-FINAL.pdf 
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some MTM program participants may already be enrolled in other care management programs, causing 
member abrasion and confusion.  

Rather, if CMS is intent on the expansion, CMS should implement the MTM expansion in a more thoughtful, 
stepwise fashion, broadening the eligibility criteria over several years to provide plans with time and notice 
to gather the internal and external resources necessary to develop a robust MTM program to more 
individuals with varied needs, including those who are dually eligible. Alternatively, CMS can also explore 
making further adjustments to the existing MTM program, such that plans have the resources to provide 
more intensive care management to those most complex enrollees. Finally, if the MTM program is 
expanded, this would constitute a significant change to the associated Star Ratings measure, which then 
would need to be moved to the display page. 

We also seek additional clarification on the exact requirements of CMS’ expanded eligibility criteria. 
Specifically, we ask CMS to clarify whether plans are expected to cover all conditions listed under the ten 
core disease states, or if plans are able to select specific conditions within each disease state. For example, 
for mental health-related conditions, CMS should clarify whether plans need to target all conditions, 
including depression, schizophrenia, bipolar disorder, and other chronic or disabling mental health 
conditions.  

Part D Recoupment of Underpayments 
CMS proposes to require Part D sponsors to refund incorrect collections of premiums and cost sharing and 
recover underpayments of premiums and cost sharing. They also propose establish a lookback period and 
timeframe to complete overpayment and underpayment notices, as well as a de minimis threshold for 
refunds and recoveries.  

The MLTSS Association requests clarification if such recoupments of underpayments will apply to dually 
eligible beneficiaries. There are socioeconomic barriers for such beneficiaries that must be considered in 
accordance with CMS’ initiatives to improve health equity outcomes.  

Medicare Advantage/Part C and Part D Prescription Drug Plan Quality 
Rating System 
In each of our proposals below, we offer our perspective on how the proposed Star Ratings changes may 
impact dually eligible beneficiaries and those with LTSS needs. We appreciate CMS’ modeling of the impacts 
of these proposals on Star Ratings. However, given the number of changes that will have varying impacts 
on different populations, we also implore CMS to assess the impact of their proposals in totality on 
vulnerable populations and the plans that serve them. For example, while the Health Equity Index (HEI) 
reward may incentivize plans to improve care delivery for dually eligible beneficiaries, we anticipate that 
the removal of guardrails and Tukey outlier deletion policy will have a negative impact on D-SNPs.  

We also highlight the elevated role supplemental benefits play in D-SNPs, which often cover expanded 
health-related benefits at higher rates compared to other MA plans. Primarily health-related benefits allow 
MA plans to cover supplemental benefits related to services such as adult day care, home-based palliative 
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care, in-home support services, and caregiver support. D-SNPs may also be subject to requirements in their 
State Medicaid Agency Contracts to cover certain expanded supplemental benefits. As a result, D-SNPs are 
particularly vulnerable to benefit crowd-out and struggle to provide supplemental benefits that meet the 
full needs of their beneficiaries and remain competitive in the market, which often demands coverage of 
certain medical services excluded from Medicare FFS, including vision, dental, and hearing. Consequently, 
Star Ratings changes that negatively impact an MA plan’s ability to offer supplemental benefits will have an 
outsized impact on D-SNPs and their ability to provide the services their members need.  

Health Equity Index Reward 
The MLTSS Association supports CMS’ efforts to improve health equity through revisions to the current 
reward factor within the Star Ratings program. We also support CMS’ decision to reward high performance 
across recipients of low-income status (LIS) subsidies, dually eligible individuals, and those who have a 
disability, given their complex health and health-related social needs of these populations.  

However, to ensure the HEI appropriately accomplishes CMS’ mission to reduce health disparities and 
mitigates any unintended consequences, we recommend CMS employ a more careful, methodological 
approach in developing, piloting, and implementing the HEI reward. Specifically, CMS should keep in mind 
the following considerations: 

• Removing the current iteration of the reward factor may disproportionately impact plans serving 
dually eligible individuals and individuals with disabilities, the very populations the HEI is designed 
to positively influence. The new HEI reward factor also applies a two-sided, net zero approach to 
plan performance by ranking measure performance into thirds, which may further harm certain 
health plans. Given the importance of the current reward factor in funding supplemental benefits 
for medically complex individuals, its replacement could potentially work against CMS’ health 
equity goals. CMS should evaluate the relative impact of the new HEI reward and its ability to 
compensate for any negative impacts in plans serving these vulnerable populations. 
 

• CMS proposes to not calculate the HEI reward for contracts with less than 500 enrollees, excluding 
them from being eligible for the reward. While we understand CMS’ concerns of measure reliability 
for these small contracts, this policy may incentivize health plan enrollment of dually eligible 
beneficiaries into larger non-D-SNP contracts, which lack the integration requirements that D-SNPs 
have.  
 

• The HEI may also incentivize health plans to selectively enroll or avoid certain groups of 
beneficiaries, based on how certain dually eligible beneficiaries may impact calculation of the HEI 
reward. This runs contrary to CMS’ current efforts to remove incentives for MA plans to enroll 
specific groups of beneficiaries to benefit from Medicare’s risk adjustment program.  
 

• There may be other additional social risk factors that should be incorporated into the index. Dually 
eligible individuals and those with disabilities are a diverse, heterogeneous population. We want 
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to ensure that the HEI best captures and incentivizes performance across those most vulnerable 
beneficiaries. 
 

To better understand the potential for selection issues and other unintended consequences of the new 
reward, we recommend CMS initially pilot the HEI and share data with health plans to help ensure the 
reward is structured in a way that best incentivizes plans to reduce health disparities and minimizes any 
unintended consequences that may otherwise impact these same populations. If CMS is intent on 
implementing the revised framework, we also recommend a longer transition period before the measure 
is ultimately implemented, including first placing the HEI reward on the display page for two years to collect 
additional data.  

CMS also requested feedback on potential additional ways to identify enrollees who have disability that 
could be incorporated over time, including how the agency could expand the definition to include enrollees 
who develop a disability after aging into the Medicare program. One frame of reference CMS can explore 
is including the definition of disability under the Americans with Disabilities Act (ADA), which is far more 
inclusive in its scope and has an established federal administrative structure around it. We support a more 
inclusive definition of disability to ensure the care experiences of more vulnerable beneficiaries are 
captured and assessed.11   

Measure Weights 
The MLTSS Association appreciates CMS’ willingness to listen to concerns regarding challenges associated 
with the CAHPS survey, including the potential to devalue health outcomes and preventive care, create 
misalignments in healthcare quality, and the low overall response rates. The generalized questions the 
survey asks are also not well suited to assess the experience of individuals coping with multiple chronic 
conditions and being served multiple specialty providers.  

However, we also wish to draw a distinction between those patient experience and access measures that 
are within a plan’s control compared to those that are not. While certain measures, including the CAHPS 
survey measures, are subjective, others, such as the appeal and call center measures, more objectively 
measure health plan actions and can be directly influenced by the health plan.  

We thus support CMS finalizing a compromise where patient experience/complaints and access measures 
are divided into two categories: those that are outside of a health plans control, such as the CAHPS survey 
measures, and those beneficiary experience measures within the health plan’s control. The former category 
would receive a weight of 2, and the latter category would receive a weight of 4, better enabling and 
incentivizing health plans to dedicate resources to improving performance in measures the plan can directly 
control. If CMS disagrees in a differential approach to these measures, the agency could set all consumer 
experience/complaints and access measures to a weight of 3.  

We also reiterate that dually eligible beneficiaries are a unique population with complex care needs, 
including management of multiple chronic conditions, behavioral health, LTSS, and social service needs. D-

 
11 See 42 U.S.C. § 12102 and 29 C.F.R. § 1630.2. 



12 
 

SNPs are also subject to model of care requirements, in which beneficiaries benefit from an individualized 
care plan and interdisciplinary care team that is managed to meet these needs. Consequently, dually 
eligible beneficiaries interact and develop a relationship with their health plan in a fundamentally different 
way compared to other MA plan members, and ultimately are patient populations with differing levels of 
acuity and resultant health outcomes. Consequently, CAHPS-associated measures as they are currently 
defined may not accurately capture the unique experience of these beneficiaries.  

More broadly, we emphasize that the Star Ratings system is not tailored to or responsive to the populations 
served by D-SNPs. Several studies have found an association between dual eligibility and lower Star Ratings, 
with much of the association being attributed to the disproportionately medically complex nature of the 
dually eligible population.12 A such, we recommend CMS explore how to better account for these 
differences, both in CAHPS and other measures, to ensure MA plans and D-SNPs operate on a more level 
playing field in assessing quality.  

Star Ratings Measure Changes 
Medication Adherence Measure Changes: Starting with 2028 Star Ratings, CMS proposes to implement risk 
adjustment based on sociodemographic status (including age, gender, dual/LIS status, and disability status) 
for the Medication Adherence measures for diabetes, hypertension, and cholesterol. The MLTSS 
Association supports these adjustments, given the given the clinical differences in these patient 
populations, especially those medically complex populations with LTSS needs. Risk adjustment will help 
ensure the unique complexities of D-SNP populations are accounted for in Star Ratings calculations 
compared to broader MA plans. CMS also proposes to remove these measures from the Categorical 
Adjustment Index. We request that CMS monitor Star Ratings impacts before moving the revised adherence 
measures off the display page.  

Addition of Concurrent Use and Polypharmacy Measures: Starting with 2026 Star Ratings, CMS proposes 
to add the following measures, starting with 2026 Star Ratings: 

• Concurrent Use of Opioids and Benzodiazepines 
• Polypharmacy Use of Multiple Anticholinergic Medications in Older Adults 
• Polypharmacy Use of Multiple Central Nervous System Active Medications in Older Adults 

We understand CMS’ intent to include these measures in Star Ratings to help plans identify enrollees at 
risk for certain adverse events, and encourage appropriate prescribing when clinically necessary. However, 
the medically complex individuals we serve are often on several medications for chronic conditions, 
including management of pain. Providers carefully assess what regiment works best for any given individual, 
and incorporation of these measures may disrupt a course of treatment that is already working for a 
particular patient. Consequently, the complex clinical decision making factoring into the  concurrent use of 
these medications that varies on an individual basis may not be best suited to a Star Ratings measure. We 
recommend these measures not to be included in Star Ratings. If they are included, they should be case-

 
12 Sorbero, M. and Paddock, S. Adjusting Medicare Advantage Star Ratings for Socioeconomic Status and Disability. 
The American Journal of Managed Care. September 2018. Available at:  https://www.ajmc.com/view/adjusting-
medicare-advantage-star-ratings-for-socioeconomic-status-and-disability 
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mix adjusted to account for medically complex patients where the benefits outweigh the risks associated 
with concurrent use of these medications.   

Improving or Maintaining Physical and Mental Health Measures: Due to the COVID-19 pandemic, CMS 
elected to remove the Improving or Maintaining Physical Health and Improving or Maintaining Mental 
Health measures from 2022 and 2023 Star Ratings.13 We recommend CMS not to return these measures 
to Star Ratings, given their limited utility in medically complex, high-needs populations. Self-reported health 
status is often reflective of an individual’s current living situation and health conditions, such as housing, 
safety, and food insecurity, which disproportionately impact the populations we serve, including dually 
eligible individuals. Improving health status may also not be the focus for certain populations we serve, 
such as those on palliative care. Furthermore, we believe that those with complex chronic and degenerative 
behavioral or mental health conditions should receive the best standard of treatment and support 
regardless of imperfect measures that associate improvement or maintenance with quality of care. If these 
measures are to be moved back, we implore CMS reassess how to better acknowledge the needs of these 
medically complex populations in the measure definitions.  

Guardrails and Tukey Outlier Deletion 
Starting with 2024 Star Ratings, CMS proposes to remove guardrails that restrict the maximum allowable 
movement of non-CAHPS measure cut points, reasoning that caps on upward movement have 
inadvertently inflated certain Star Ratings, and caps on downward movement have deflated certain Star 
Ratings. Aligning with this change, CMS will also apply a new Tukey outlier deletion methodology for non-
CAHPS measures in 2024, which will identify and remove certain outliers prior to developing Star Ratings 
cut points.  

While CMS reasons that the Tukey outlier deletion and the removal of the guardrails will increase stability 
in the cut points, the changes will have a disproportionate impact on Star Ratings performance among 
contracts serving beneficiaries with social risk factors, including those that are dually eligible. Specifically, 
the Association for Community Affiliated Plans has estimated that the removing the Tukey outlier policy 
would result in 14% of D-SNP contracts losing their Quality Bonus Payments (QBPs) and 27% losing their 
rebate dollars in 2024 Star Ratings, compared to 7% and 20% of non-D-SNPs, respectively. These losses in 
Star Ratings are larger than the average gain D-SNPs receive from the Categorical Adjustment Index (CAI) 
and the Health Equity Index combined.  

The Tukey outlier deletion and removal of the guardrails are thus contrary to CMS’ efforts to advance health 
equity in vulnerable populations, including dually eligible beneficiaries enrolled in D-SNPs. The MLTSS 
Association recommends CMS to delay its outlier deletion and guardrail removal policies until the 
disproportionate impact of the policy on dually eligible beneficiaries can be appropriately assessed.  

 
13 Centers for Medicare and Medicaid Services. HPMS Memos for WK 1 August 2-6. 2021. Available at: 
https://www.cms.gov/httpseditcmsgovresearch-statistics-data-and-systemscomputer-data-and-systemshpmshpms-
memos-archive/hpms-memos-wk-1-august-2-6 
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Hold Harmless Policy 
CMS proposes to apply the improvement measure hold harmless policy to only contracts with 5 stars for 
their highest rating, beginning with 2026 Star Ratings. Currently, the policy applies to contracts with 4 or 
more stars. CMS implemented the quality improvement measure as an incentive for health plans to 
improve their measure scores. They originally acknowledged unintended consequence of penalizing plans 
that have achieved high scores – as it would increasingly difficult to produce statistically significant 
improvements year-over-year. Consequently, the hold harmless policy assures such plans are not penalized 
for only modest gains after reaching the 4-star threshold.  

By changing the threshold to 5 stars, CMS is penalizing these plans, reducing the incentives for 
improvement, and introducing additional volatility into Star Ratings. Of note, CMS press release reporting 
2023 Star Ratings highlights the fact “72% of people currently in Medicare Advantage plans that offer 
prescription drug coverage are enrolled in a plan that earned four or more stars in 2023,” indicating that 
CMS views 4 or more stars as a successful benchmark of a high quality plan.14  

CMS itself notes that the change would result in $19 billion in cuts to the Medicare Advantage program 
over the next decade. Given that Star Ratings impact available rebate dollars and supplemental benefit 
offerings, we caution how potential reductions in supplemental benefits disproportionately impact D-SNPs 
and the members they serve. As previously stated, dual eligibility can be associated with lower star ratings 
– indicating that D-SNPs may be disproportionately impacted by the changes to the hold harmless policy. 
We recommend CMS to maintain the current hold harmless policy in place. 

Conclusion 
Overall, the National MLTSS Health Plan Association appreciates CMS’ efforts to advance health equity 
within its Medicare Advantage and Part D programs, and recommend a careful, informed implementation 
process that considers the totality of its impacts on the vulnerable populations we serve.  We welcome the 
opportunity to work with CMS to operationalize the policy changes proposed in this rule. If you have any 
questions, please contact me at mkaschak@mltss.org.  

Sincerely,  

 
Mary Kaschak 
Chief Executive Officer 

 
14 Centers for Medicare and Medicaid Services. CMS Releases 2023 Medicare Advantage and Part D Star Ratings to 
Help People with Medicare Compare Plans. October 2022. Available at:  https://www.cms.gov/newsroom/news-
alert/cms-releases-2023-medicare-advantage-and-part-d-star-ratings-help-people-medicare-compare-plans 
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