
 
 
March 7, 2022 

Chiquita Brooks-LaSure 
Administrator  
Centers for Medicare & Medicaid Services 
U.S. Department of Health and Human Services 
Attention: CMS–4192–P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244 

Re: Medicare Program; Contract Year 2023 Policy and Technical Changes to the Medicare Advantage and 
Medicare Prescription Drug Benefit Programs 

Dear Administrator Brooks-LaSure: 

The National MLTSS Health Plan Association (MLTSS Association) appreciates the opportunity to provide 
comments on the Medicare Program; Contract Year 2023 Policy and Technical Changes to the Medicare 
Advantage and Medicare Prescription Drug Benefit Programs proposed rule, published in the Federal 
Register on January 12, 2022.1 

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 currently cover the large majority of all 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 
more than seventy-five percent of Medicaid LTSS beneficiaries are dually eligible, the MLTSS Association 
recognizes the potential of integrated 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. The proposed rule underscores the importance of these proposals to enhance 

 
1 87 Fed. Reg. 1842 (Jan. 12, 2022). 
2 Members include Aetna, AmeriHealth Caritas, Anthem, CareSource, Centene Corporation, Commonwealth Care 
Alliance, Inclusa, LA Care Health Plan, Molina Healthcare, UPMC Community HealthChoices, and VNSNY CHOICE 
Health Plans.  

https://mltss.org/wp-content/uploads/2021/07/MLTSS-Assn-Integrated-Care-Policy-Proposals-July-2021.pdf
https://mltss.org/wp-content/uploads/2021/07/MLTSS-Assn-Integrated-Care-Policy-Proposals-July-2021.pdf
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coordination between Medicare and Medicaid programs, ease the administrative burden on states, and 
create a seamless enrollment experience for beneficiaries.  

The MLTSS Association applauds CMS in its ongoing efforts to advance the experience of individuals dually 
eligible for Medicare and Medicaid. The adjustments included in this proposed rule represent the most 
significant regulatory changes to Dual Eligible Special Needs Plans (D-SNPs) and Medicare-Medicaid Plans 
(MMPs) since the implementation of the Bipartisan Budget Act of 2018. We support CMS’ broad vision of 
continuing to further integrate Medicare and Medicaid plans, advancing health equity, and improving the 
beneficiary experience. While we appreciate the directional intent of CMS in this proposed rule, we believe 
that the proposed policies in this rule should be coupled with guardrails and incremental steps to mitigate 
against potential unintended consequences. Described in more detail below, we recommend CMS: 

• Provide additional guidance on the implementation of enrollee advisory committees, including 
confirmation of flexibilities afforded to enrollees in participating (e.g., teleconferencing) 

• Allow for increased flexibility in its proposal to standardize social risk factor questions in HRAs to 
minimize duplication and leverage existing data collection efforts plans have already implemented 
with state partners 

• Provide necessary supports to states to operationalize finalized policy changes to D-SNP integration 
requirements 

• Apply the frailty adjuster to all highly integrated products 
• Consider the unique financing, quality, and enrollment realities of D-SNP-only contracts 
• Facilitate data-sharing between plans and states for applicable integrated plans and coordination 

of Medicaid and MA supplemental benefits 
• Withdraw the MOOP limit provision 
• Work with states that wish to keep their MMP demonstration programs as they currently operate 

while identifying opportunities for program permanency 

Improving Experiences for Dually Eligible Beneficiaries 
The proposed rule offers an ideal opportunity to improve the effectiveness, efficiency, and access to care 
for dually eligible beneficiaries. The following comments provide the MLTSS Association’s detailed response 
to CMS’ proposed policy changes.  

Enrollee Participation in Plan Governance 
CMS proposes that any MA organization offering one or more D-SNPs in a state must establish and maintain 
at least one enrollee advisory committee to solicit direct input on enrollee experiences. The committee 
should include a reasonably representative sample of individuals enrolled in the D-SNP(s) and must, at a 
minimum, solicit input on ways to improve access to covered services, coordination of services, and health 
equity among underserved populations. CMS allows D-SNPs flexibility as to the specific frequency, location, 
format, participant recruiting methods, or other parameters for these committees beyond minimum 
requirements. 
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The MLTSS Association generally supports incorporating the perspective of beneficiaries into plan 
structures. As mentioned in the proposed rule, MLTSS plans are required to establish and maintain a 
member advisory committee that includes at least a reasonably representative sample of the LTSS 
population covered under the plan’s contract. We appreciate that CMS has aligned D-SNPs with MLTSS 
plans by allowing D-SNPs flexibility in designing enrollee advisory committees and by allowing a D-SNP that 
is affiliated with a Medicaid managed care plan to use one enrollee advisory committee that is reasonably 
representative of both the LTSS and D-SNP populations. 

The MLTSS Association encourages CMS to continue to allow plans broad flexibility in the development of 
enrollee advisory committees to best reflect the type of D-SNP models currently in place and the complexity 
of the dually eligible populations enrolled. Existing requirements for MMPs, PACE, and MLTSS plans 
demonstrate that enrollee advisory committees improve plans’ ability to meet enrollees’ needs by 
providing them with a deep understanding of the populations they serve. Since beneficiaries participating 
in advisory committees should be representative of both LTSS and non-LTSS enrollees, we request CMS 
provide additional clarity on how this proposal is to be implemented, including: 

• Confirmation that plans can make these advisory committees accessible (e.g., via teleconferencing) 
to all members who would like to participate, with appropriate accommodations as needed 

• Guidance on permissible payments to members for serving as expert consultants to the plans for 
services rendered via advisory committees 

• Continuing to allow plans flexibility in building their advisory committees while ensuring that a 
“representative sample” be representative of language and disability status as demographic 
characteristics 

• Separate discussion topics for LTSS and non-LTSS enrollees 

Standardizing Housing, Food Insecurity, and Transportation Questions on Health Risk 
Assessments (HRA) 
CMS proposes that, starting in 2024, SNPs would be required to include one or more standardized 
questions on the topics of housing stability, food security, and access to transportation as part of their 
HRAs. As proposed, the standardized questions would be published in sub-regulatory guidance. 

The MLTSS Association supports the intent of CMS’ proposal to capture social risk factors in D-SNP HRAs to 
create a full picture of a beneficiary’s needs. We agree with CMS that collecting information about social 
risk factors is essential due to the impact of these factors on enrollees’ health care. Since LTSS and dually 
eligible beneficiaries have the most complex needs, we recognize the importance of CMS’ ability to identify 
at-risk populations with social determinants of health (SDoH) measures that can help to develop targeted 
interventions. 

However, we are concerned of the high risk of this policy creating inefficiencies and added assessment 
burden on dually eligible individuals who are asked similar, but not identical, information in Medicaid 
managed care and D-SNP HRAs. Most D-SNPs already incorporate questions addressing social risk factors 
into their HRAs and actively work with state partners to simplify data collection tools and ensure the process 
is not burdensome for beneficiaries.  
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We recommend CMS allow plans to capture the required SDoH information using their own methods of 
member data collection, including but not limited to HRAs, and then crosswalk it to the standardized items 
preferred by CMS. Given that questions about SDoH may be viewed as personal, this process would drive 
towards increased standardization while providing greater flexibility and sensitivity in how and when the 
data are received, including allowing the questions to be asked by the person on the care team with the 
greatest trust of the beneficiary. We also recommend that CMS work with plans and policy experts to 
develop an acceptable equivalence of validated instruments to one standardized scale. Using this 
methodology, multiple data sources would be able to feed into the SDoH data that CMS collects.  

If CMS proceeds with requiring standardized questions in HRAs, the MLTSS Association recommends CMS 
modify this proposal with the following changes to allow for a more deliberate and incremental pathway 
towards standardization – these adjustments will utilize data collection efforts plans have already solidified 
with states while providing CMS with comparative data: 

• Request additional feedback from plans and incorporate this feedback into finalized standard 
questions on social risk factors, given plans’ experience capturing this information, prior to 
releasing sub-regulatory guidance. 

• Initially gather information on one or two questions per major SDoH topic so that plans can begin 
to incorporate standardized questions into their HRAs while continuing to use most of their own 
already-tested questions with beneficiaries. 

• Delay implementation of standardized questions until contract year 2025 to allow CMS to test the 
proper language and for plans to complete necessary programming.  

We also encourage CMS to provide additional guidance to plans on intended next steps after collecting this 
data, and subsequent action plans will be expected to take. The development of SDoH questions in HRAs 
could be further informed by the ultimate goal of these data collection efforts.  

Refining Definitions for FIDE SNPs and HIDE SNPs 
Starting in 2025, CMS is proposing to amend the definition of a FIDE SNP to require that all FIDE SNPs have 
exclusively aligned enrollment. The proposal would newly preclude partial-benefit dually eligible individuals 
from enrolling in FIDE SNPs. FIDE SNPs must cover all Medicaid primary care and acute care services (which 
does not include Medicaid NEMT) and Medicare cost sharing, all LTSS covered under a state Medicaid 
policy, behavioral health services for plan year 2025 and subsequent years, and Medicaid home health and 
durable medical equipment. CMS proposes to update the definition of a HIDE SNP to require all HIDE SNPs 
have a capitated contract with the state Medicaid agency that requires the HIDE SNP to cover, at a 
minimum, Medicaid LTSS or Medicaid behavioral health services.  

CMS will also codify current CMS policy allowing limited carve-outs in FIDE SNPs and HIDE SNPs for Medicaid 
LTSS and behavioral health services if the carve-out applies to a minority of eligible enrollees or constitutes 
a small part of the total scope of services provided to eligible enrollees.   

Finally, for plan year 2025 and subsequent years, CMS is proposing to amend the definitions of FIDE SNP 
and HIDE SNP to require that capitated contracts with the state Medicaid agency include at least the service 
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area of the D-SNP contract. Currently, a D-SNP can meet the requirements to be designated a FIDE SNP and 
HIDE SNP even if only a small portion of enrollees are in the same service area as the affiliated Medicaid 
plan. The companion Medicaid plan may have a larger service area than the D-SNP. 

The MLTSS Association applauds CMS for encouraging states to move towards a higher level of integrated 
care for dually eligible beneficiaries. The refined definitions of FIDE SNPs and HIDE SNPs will encourage 
states to carve in LTSS for individuals that need these services the most.  

However, we believe that the provisions in this proposed rule should be paired with adequate supports for 
states in operationalizing these changes to D-SNPs. For example, Medicaid RFP and D-SNP contract 
timelines vary widely across states, which could prove to be challenging in aligning service areas during 
each procurement cycle. Targeted technical assistance from CMS could help states mitigate this issue.  

As the COVID-19 pandemic is winding down, we recognize that states are focused on numerous priorities 
(e.g., eligibility redeterminations), resulting in a lack of capacity to establish the most effective path forward 
for Medicare-Medicaid integration. Many states may default to a less integrated system due to these 
challenges. We recommend several proposals to ease the burden on states and ensure a robust path 
forward for integrated care: 

• CMS, in collaboration with external stakeholders, develop educational materials to be used on 
the national level on the benefits of integrated care with the goal of increasing beneficiary, 
provider, State Health Insurance Assistance Programs (SHIP, and other counseling entities), and 
MA broker awareness and knowledge of integrated care products, including the policy changes 
that are to be finalized in this proposed rule 

• CMS work with Congress to require states develop a formal strategy to integrate Medicaid and 
Medicare coverage for full-benefit dually eligible beneficiaries 

• CMS work with Congress to provide states with increased funding (through FMAP or grant 
program) to operate and improve integrated care programs 

• CMS provide additional clarification through the rulemaking process on how the Agency plans 
to work with states that currently have LTSS or behavioral health carve-outs to open a pathway 
for more integrated models through D-SNPs. For example, California’s D-SNP Policy Guide lays 
out a specific framework for improving care for dually eligible beneficiaries in D-SNPs.  

Additionally, we recommend CMS apply the frailty adjuster to all highly integrated products, including HIDE 
SNPs, to encourage increased integration and inclusion of LTSS. Applying the frailty adjuster to all highly 
integrated products would more appropriately address the needs of the dually eligible population served 
by these more integrated plans that are limited by state policy decisions, acknowledge state contracting 
differences, and incentivize coordination-only D-SNPs to enter into the Medicaid managed care market.  

The MLTSS Association recognizes that integrated plans are impacted by independent Medicaid market 
decisions as well as state policy decisions, and the frailty adjuster may not necessarily result in exponential 
growth of HIDE SNPs. Nevertheless, we believe CMS should use its federal Medicare authority to encourage 
plans to enter into the Medicaid markets if they so choose. In 2022, almost every state will have at least 
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one coordination-only D-SNP, but only seventeen states will have a HIDE SNP.3 A broader application of the 
frailty adjuster could allow plans to become more competitive in Medicaid markets, signaling states to 
develop policies that shift towards a higher level of integration.  

Further, the distinction between HIDE SNPs and FIDE SNPs and PACE is predicated on aligned enrollment 
and contracted Medicaid services, rather than the acuity level of populations served, a critical factor in the 
calculation of the frailty adjustment. In the integrated care market, the population that HIDE SNPs serve 
have a similar level of acuity as FIDE SNPs and PACE, resulting in HIDE SNPs at a market disadvantage 
without the application of the frailty adjuster, for factors outside of their control. We recognize that CMS 
is allowing states to require MA organizations create separate plan benefit packages – one for exclusively 
aligned enrollment and the other for unaligned enrollment – to allow the organization to maintain FIDE 
SNP status; however, we believe this nuanced approach would create an additional layer of complexity for 
states and plans alike.  

Finally, we encourage CMS to provide additional guidance to states and plans to crosswalk certain 
beneficiaries from FIDE SNPs to appropriate plans. This includes transitioning unaligned and/or partial-
benefit dual eligible beneficiaries to new plans, such as existing HIDE SNPs, due to the inclusion of 
exclusively aligned enrollment in the revised FIDE SNP definition.  

Additional Opportunities for Integration through State Medicaid Agency Contracts  
CMS proposes to work with states to facilitate compliance with contract terms when states: 1) pursue D-
SNP exclusively aligned enrollment, 2) require an MA organization to create separate contracts that only 
include one or more D-SNPs within the state, and 3) require such D-SNPs to use integrated enrollee 
materials. CMS would allow MA sponsors to move D-SNP members into any D-SNP-only contract created 
under this proposal for the same product type (HMO, PPO, etc.) under the same parent organization for 
the following contract year. For D-SNPs in D-SNP-only contracts, CMS would also coordinate with state 
Medicaid officials on sharing data from CMS’ Health Plan Management System (HPMS), share major 
findings from program audits of D-SNP-only contracts, and receive state input on provider network 
exceptions.  

The MLTSS Association appreciates that CMS recognizes the unique needs and circumstances of dually 
eligible beneficiaries as compared to the broader Medicare population. There is undeniable value in such 
efforts, and we support further exploration and iteration on them.  

However, we recommend CMS consider alternatives to D-SNP-only contracts to reach the same intended 
result. The current proposal, if finalized, will introduce substantial administrative burden on plans to create 
and manage separate contracts, including administering beneficiary surveys for a higher number of MA 
contracts. If CMS’ goal is to enable D-SNPs to be compared on quality measures separately from non-D-
SNP plans, CMS could consider alternative methods for gathering D-SNP data or creating a subcategory of 
D-SNPs for quality reporting purposes. These alternatives would have no impact on quality bonuses and 

 
3 Data pulled from CMS’ Integration Status for Contract Year 2022 D-SNPs. 
https://www.cms.gov/files/document/smacdsnpintegrationstatusesdatacy2022.xlsx 
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simply allow CMS, states, and plans to compare D-SNP outcomes so that stakeholders can be aware of best 
practices and successful strategies.  

We believe it is important to account for the differences between D-SNP plans and overarching MA 
contracts to mitigate unintended consequences. The MLTSS Association notes that California considered 
pursuing a similar proposal to require D-SNPs to establish their own contracts, but the state has since 
moved away from such a proposal due to the challenges associated with implementation. Alternatively, 
Massachusetts is pursuing a similar strategy that includes policy changes and guardrails. Specifically, CMS 
must consider the unique financing, marketing, quality, and enrollment realities of D-SNPs’ disadvantaged 
position in caring for beneficiaries with complex needs. Below we describe major considerations for CMS 
in developing policies for D-SNPs and the MA program as a whole, particularly if CMS proceeds to finalize 
D-SNP-only contracts.  

Enrollment. Although total D-SNP enrollment has increased in recent years, D-SNPs continue to have lower 
enrollment than other MA plans. CMS itself notes that D-SNP-only contracts could lead to outsized sampling 
errors for quality ratings and other assessments due to typically low enrollment in D-SNPs and greater 
average acuity among their members. 

Star Ratings system. Several studies have found an association between dual eligibility and lower Star 
Ratings.4 If CMS finalizes its proposed policy, consideration should be given to modifying Star Ratings 
methodology for D-SNP-only contracts. For example, CMS could develop some initial display metric 
intended to build an evidence base that is unique to D-SNPs (besides just the Care for Older Adults 
measures). CMS should consider further engagement with stakeholders to identify a long-term and 
comprehensive solution to the impact of beneficiary-level demographics and social risk factors on Star 
Ratings.  

State-specific quality rating systems. Due to the critical differences between D-SNPs and other MA plans 
and the absence of a federal quality measurement system for D-SNPs, several states have designed their 
own state-specific quality measurement systems, which could result in D-SNP-only contracts’ inability to be 
compared across states. This situation is analogous to years-long difficulty of comparing HCBS programs 
and quality measures across states.  

CAHPS and HOS surveys. Consumer Assessment of Healthcare Providers and Systems (CAHPS) and Health 
Outcomes Surveys (HOS) account for more than a quarter of overall CMS Star Ratings. CMS should consider 
the added administrative burden of administering these surveys to a higher number of MA contracts. This 
administrative burden combined with the complex needs of dually eligible beneficiaries could result in D-
SNP-only contracts that are disadvantaged from the start. 

Multi-state contracts. Because states have the option to require D-SNP-only contracts, this proposal could 
prove to be disruptive for multi-state contracts that include D-SNPs. It would be important for CMS to 

 
4 https://www.ajmc.com/view/adjusting-medicare-advantage-star-ratings-for-socioeconomic-status-and-disability 
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provide additional detail on implementation of D-SNP-only contracts for the specific states that adopt this 
approach and the implications for states that do not. 

All of these factors have implications on performance measures, rate setting, and the bonus payments that 
D-SNPs are able to reinvest into supplemental benefits, compared to other MA plans. We encourage CMS 
to thoroughly consider these factors on the impact of the MA program as a whole.  

CMS is also requesting feedback on whether there are ways to take two elements of MMP financial 
methodology and apply them to D-SNPs: 1) integrated MLRs; and 2) consideration of the expected impact 
of benefits provided by MA organizations on Medicaid cost and utilization in the evaluation of Medicaid 
managed care capitation rates for actuarial soundness.  

While the MLTSS Association agrees that CMS should provide appropriate incentives for states to pursue 
integrated care (e.g., via integrated financing or shared savings), we question whether an integrated D-SNP 
MLR would be the best pathway for this given our concerns around the utility and accuracy of an integrated 
MLR. Specifically, there are significant differences between how MLR is calculated for Medicare and 
Medicaid. In addition, plans would still be required to report their Medicaid MLR separately, and the 
integrated MLR would not be used for anything other than as an additional display measure.  

We also believe there is limited impact of the benefits provided by MA organizations on Medicaid cost and 
utilization, discussed further below in the Coordination of Medicaid and MA Supplemental Benefits section. 
Thus, there would likely be limited impact to the evaluation of Medicaid managed care capitation rates for 
actuarial soundness.  

We recommend CMS continue to work with stakeholders to develop policies that integrated financing for 
D-SNPs. The MLTSS Association stands ready to collaborate with CMS in the exploration of alternative 
integrated financing mechanisms for shared savings and financial incentives for states.  

Definition of Applicable Integrated Plan Subject to Unified Appeals and Grievances 
Procedures 
Starting in 2023, CMS proposes to expand the definition of applicable integrated plan to include D-SNPs 
that meet the following conditions: 1) state policy limits the D-SNP’s enrollment to beneficiaries enrolled 
in an affiliated Medicaid managed care plan, 2) each enrollee’s Medicaid managed care benefits must be 
covered under a capitated contract between the MA organization and a Medicaid MCO, and 3) Medicaid 
coverage under the capitated contract includes primary care, acute care, and at least one of home health, 
DME, or nursing facility services.   

The MLTSS Association supports an improved member experience for dually eligible beneficiaries to 
enhance health equity. By expanding the definition of an applicable integrated plan, we believe this policy 
could provide a larger number of dually-eligible beneficiaries with the ease of a single appeal pathway for 
Medicare and Medicaid benefits.  

If this policy is finalized, we recommend CMS work closely with plans to come into compliance by taking 
steps to facilitate data-sharing between plans and states, so that both entities are aware of state-specific 



 

9 
 

timeframe or notice standards as well as items or services that are fully covered by either Medicaid or 
Medicare. We also recommend delaying the effective date to 2024, which would allow plans the necessary 
time to update their grievances and appeals processes and IT systems.  

Attainment of the Maximum Out-of-Pocket (MOOP) Limit 
CMS proposes to revise the regulations governing the MOOP limits for MA plans to require that all costs 
for Medicare Parts A and B services accrued under the plan benefit package – including cost-sharing paid 
by any applicable secondary or supplemental insurance and cost-sharing that remains unpaid because of 
limits on Medicaid liability for Medicare cost-sharing under lesser-of policy and the cost-sharing protections 
afforded certain dually eligible individuals – is counted towards the MOOP limit. Additionally, CMS is 
proposing to specify that MA organizations are responsible for tracking out-of-pocket spending accrued by 
enrollees and must alert enrollees and contracted providers when the MOOP limit is reached. 

The MLTSS Association is opposed to this policy proposal, and we strongly caution CMS against the 
unintended consequences that may ultimately lead to fewer supplemental benefits for those who need 
them the most. This policy change disproportionately affects D-SNPs serving a large population of full-
benefit dually eligible beneficiaries. Higher PMPM costs will likely result in a reduction in the rebate dollars 
available for D-SNPs to spend on supplemental benefits, resulting in D-SNPs becoming less attractive to 
dually eligible beneficiaries and less competitive compared to regular MA plans in the same markets. As 
such, the change in the MOOP calculation may drive more dually eligible beneficiaries into MA-only plans. 

In addition, the MOOP’s calculation based on the accrual of all cost-sharing in the plan benefit package 
simply shifts the costs from states to Medicare. This change in calculation means cost-sharing would accrue 
faster towards the MOOP, at which point Medicare would pay for 100% of Parts A and B coverage. The 
rapid accrual incentivizes providers to run unnecessary tests and procedures so that a beneficiary’s MOOP 
is reached quickly, resulting in a shift away from the strides made in value-based contracting. For fully 
integrated Medicare-Medicaid plans that have negotiated single fee schedules with providers, the 
proposed rule change would not affect provider payments or member cost sharing. 

Coordination of Medicaid and MA Supplemental Benefits 
CMS is seeking feedback on how states and D-SNPs can further coordinate Medicare and Medicaid benefits, 
given the increasing overlap in Medicaid benefits and non-medical supplemental benefits.  

The MLTSS Association believes that additional coordination of Medicare and Medicaid benefits would be 
difficult to operationalize due to varied reporting requirements and lack of data-sharing to coordinate 
Medicaid and Medicare enrollment and eligibility. If CMS chooses to move forward with policies requiring 
states and D-SNPs to further coordinate MA supplemental benefits, we recommend CMS facilitate 
improvements in data-sharing processes between states and D-SNPs, including but not limited to the 
following actions. 

We recommend states: 



 

10 
 

• Provide a complete list to plans of all covered Medicaid services, regardless of whether they are 
required to be provided by the D-SNP, to ensure plans can best coordinate and avoid duplication 
of benefits 

• Provide D-SNPs with member-level information on eligibility and enrollment in waiver programs 
and Medicaid managed care, data that plans often receive through a third-party source 

• Provide D-SNPs with the contact information of community-based organizations that help to 
coordinate benefits and services 

We recommend D-SNPs: 

• Be required to send the state a list of all supplemental benefits so that a state can determine if 
overlap exists and whether to bill the D-SNP first 

• Develop a process to clearly identify to the state when a service provided is a Medicare 
supplemental benefit or a Medicaid benefit.  

With regards to the potential impacts of MA supplemental benefits on Medicaid services and rates, we 
expect the impact to be nearly negligible due to the limited financing, duration, and quantity of MA 
supplemental benefits. Beneficiaries typically exhaust the limited MA supplemental benefits that may 
overlap with Medicaid benefits quickly, which would then lead them to utilize Medicaid services. While 
CMS is considering the expected impact of MA benefits on Medicaid costs, we also encourage CMS to 
consider the potential impact of Medicaid benefits (particularly LTSS) on lowering Medicare cost and 
utilization. 

Notwithstanding our view on the inconsequential impact on rates, in order to further evaluate the impact 
of MA supplemental benefits on Medicaid capitation rates for actuarial soundness, the MLTSS Association 
believes it would be important to develop a clearer process for identification of Medicare and Medicaid 
expenditures, as MCO encounter data varies by MCO and state significantly. We recommend CMS work 
closely with managed care plans, state Medicaid agencies, and their actuaries to ensure Medicare vs. 
Medicaid claim liabilities are identified and there is actuarial soundness in any adjustments to Medicaid 
capitation rates using data that is consistent with actuarial standards of practice for data quality. 

Finally, with MA supplemental benefits increasingly expanding, we caution states against viewing MA 
supplemental benefits as a replacement for Medicaid benefits. An increased use of MA supplemental 
benefits may only be useful to address a beneficiary’s needs until they are fully eligible to receive or begin 
to receive MLTSS services (i.e., on waiting lists). Further, we are concerned that if states require plans to 
offer certain supplemental benefits, then this may have a negative impact on D-SNPs’ ability to compete 
against regular MA-only plans. Given the limited financing for these benefits, plans may not have enough 
rebate dollars left over to fund additional benefits tailored to their population or needed to compete within 
a highly competitive market. This may lead dually eligible beneficiaries to select MA-only plans with more 
robust supplemental benefit offerings over more integrated products, despite the numerous ways D-SNPs 
are designed to better address their needs. 
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Converting MMPs to Integrated D-SNPs 
If CMS finalizes the proposals in this rule that facilitate or require greater integration, CMS could work with 
the states participating in the FAI during CY 2022 to develop a plan for converting MMPs to integrated D-
SNPs. The process would depend on each state’s circumstances, but CMS intends to work closely with 
states and other stakeholders to ensure a potential transition is as seamless as possible for MMP enrollees. 
To that end, CMS is considering use of 1115A authority to facilitate the transition of MMP enrollees to D-
SNPs operated by the same parent organization, subject to state approval, unless enrollees choose 
otherwise. 

The MLTSS Association applauds CMS for requesting feedback from stakeholders on the future of MMPs. 
We recognize the value in developing a more permanent solution for this demonstration, and support CMS’ 
intent to explore all potential transitions from MMPs to another integrated product.  

However, the MLTSS Association recommends allowing MMPs to continue in states that wish to keep their 
demonstration programs as they currently operate. Several states have developed specific approaches to 
MLTSS via MMPs, have evidence of success, and have widespread support from the advocacy community 
within the state.  

To that end, it is critical that CMS ensures there is no disruption in coverage for MLTSS beneficiaries, 
particularly in states where MLTSS benefits are only offered through MMP or where MMP is the only 
integrated product available (e.g., South Carolina and Illinois, among others).5 In some states, MMPs 
represent the only MLTSS option. For example, MLTSS has not been approved by Ohio’s state legislature, 
so the beneficiaries’ transition from an MMP to a D-SNP would be burdensome and disruptive, with a high 
likelihood that beneficiaries would instead receive their LTSS benefits through a fee-for-service system. 

We believe the numerous flexibilities that would be lost in this conversion of MMPs to D-SNPs would be a 
disservice to states that have developed specific approaches to integrated care. For example, passive 
enrollment is a voluntary enrollment mechanism that enrolls beneficiaries into the most integrated care 
plan with the choice to opt out. Given the challenges of communicating the value of integrated care to 
dually eligible beneficiaries among the overwhelming number of Medicare coverage options, passive 
enrollment is an important tool for decreasing beneficiary confusion and growing enrollment in integrated 
care. 

Another key characteristic of MMP that has encouraged states to adopt further integrated care policies is 
the built-in shared savings. In MMP, CMS and the participating state establish specific aggregate savings 
percentages for each year of the demonstration, which are applied to Medicare Parts A and B and Medicaid. 
Through this process, both Medicaid and Medicare payers share in the contribution to the capitation rate 
and in the savings achieved through the demonstration regardless of underlying utilization patterns. This 
integrated approach to savings incentivizes states to shift towards higher Medicare-Medicaid integration.  

 
5 Data pulled from CMS’ Integration Status for Contract Year 2022 D-SNPs. 
https://www.cms.gov/files/document/smacdsnpintegrationstatusesdatacy2022.xlsx  

https://www.cms.gov/files/document/smacdsnpintegrationstatusesdatacy2022.xlsx
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Finally, several states currently use MMP-specific quality measures that are very specific to the populations 
served by plans. Some states have quality measures built into their contracts that are targeted to a specific 
population and may be challenging to transfer to SMACs and/or the Star Ratings system.  

Given the diverse approaches within states, a simple transition from MMPs to D-SNPs may not be seamless, 
and CMS should consider the variety of complex scenarios in individual states and unintended 
consequences. CMS comments seeking feedback in this proposed rule seem to favor circumstances where 
a managed care organization is operating both an MMP and another integrated product within a state. In 
states that do not have that alignment, there is bound to be a high degree of confusion among beneficiaries 
and an added layer of complexity for state Medicaid agencies and managed care plans.  

If this proposal to transition MMPs to D-SNPs is finalized, CMS should ensure these critical elements of 
MMPs are not lost in the transition to the D-SNP model. For example, in the past, CMS has used its authority 
in section 1851(c)(1) of the Social Security Act to allow limited passive enrollment of dually eligible 
beneficiaries into integrated programs if they were previously in an integrated program that was 
discontinued. CMS may consider exploring the full extent of its authority to develop mechanisms for 
beneficiaries to elect MA enrollment and identify opportunities to expand the use of passive enrollment of 
dually eligible beneficiaries into an integrated D-SNP product. We also recommend CMS provide 
clarification on the transition timeline as necessary so that plans and states can prepare adequately.  

Request for Comment on Data Notification Requirements for Coordination-Only D-SNPs 
On January 1st, 2021, a new data notification requirement for D-SNPs became effective: D-SNPs must notify 
the state Medicaid agency of hospital and skilled nursing facility (SNF) admissions for at least one group of 
high-risk full-benefit dual eligible individuals. Given this requirement was in effect during a PHE, comments 
are requested from MA organizations, states, and other stakeholders, describing their implementation 
experiences, in addition to suggestions for improving future rulemaking related to this topic. 

The MLTSS Association supports this policy and recommends that both the state Medicaid agency and the 
Medicaid managed care plan (if applicable) be notified of SNF admissions for at least one group of high-risk 
full-benefit dual eligible individuals to enhance coordination and reduce fragmentation with MLTSS 
programs.  

Conclusion 
Overall, the National MLTSS Health Plan Association urges the need for coordination and integration 
between Medicare and Medicaid benefits to create a seamless experience for dually eligible beneficiaries. 
We welcome the opportunity to work with CMS to operationalize the policy changes in this proposed rule. 
If you have any questions, please contact me at mkaschak@mltss.org.  

Sincerely,  

 
Mary Kaschak 
Executive Director 
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