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REDUCING BURDENS IN THE 

MA AND PART D PROGRAMS 
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Reducing Burdens in the MA & Part D 

Programs

▪ Preclusion List

▪ FDR training & oversight

▪ Marketing & open enrollment

▪ Lengthening mandatory timeframes

▪ MLR reporting

7



Preclusion List –

Out With the Old, in With the New

Medicare Enrollment (OLD)

▪ Requires enrollment of Part

D prescribers regardless of

possible level of risk posed.

▪ Medicare health & drug

plans adjudicate claims

based on review of

Medicare’s enrollment data.

Preclusion List (NEW)

▪ Prevents payment for Part

D drugs prescribed by

demonstrably problematic

providers.

▪ Plans completing same task

using preclusion data in

place of enrollment data.
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Preclusion List – General Requirements

▪ Part D drug prescribers & MA services/items providers are no longer required
to enroll in Medicare in order for Part D drug or MA service/item to be
covered.

– Prescriber enrollment requirement has been replaced with a claims payment-oriented
approach.

▪ Part D plan sponsor will be required to:

– Reject (or require its pharmacy benefit manager to reject), a pharmacy claim for a Part D
drug if the individual who prescribed the drug is included on the “preclusion list.”

▪ Similarly, an MA service or item will not be covered if:

– The provider that furnished the service or item is on the preclusion list.

▪ Exclusions

– Urgent & emergency Part C services/Part D drugs

– Administrative services

▪ PACE organizations held to the same requirements as MAOs.
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Preclusion List – Purpose 

▪ Why?

– Reduces burden on Part D prescribers & MA providers without
compromising program integrity efforts.

– Despite extensive outreach efforts by CMS:

• Approximately 340,000 to 420,000 prescribers (35% of the total 1.5M
prescribers of Part D drugs) have yet to enroll or opt out.

• 120,000 MA network providers are not currently enrolled.

– Preclusion list will be simpler to operationalize than an enrollment
requirement – far fewer service and prescription claims will be impacted
under Parts C & D.

– Based on these figures and CMS’ concerns for potential access to care
issues, CMS believes that this outweighs benefits gained from requiring
enrollment.
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Preclusion List – Anticipated Savings/Costs

Year MA Providers/Suppliers 

& Part D Prescribers

Part D sponsors/PBMs

2019 Saves $34.4 million 

because of removal of 

requirement to enroll in 

Medicare as a 

prerequisite for furnishing 

health care items & 

services.

Costs $9.3 million 

because of programming 

& staff resources needed 

to produce & send 

required notifications to 

enrollees & prescribers. 

2020 & future years No savings Costs are negligible 

(below $50,000).
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Preclusion List – Logistics 

▪ Single preclusion list will include all affected individuals & entities for Part
C & Part D.

– Available via secure server from which plans will download the cumulative file.

• Not intended to be publicly available except as required by law.

– Updated once every 30 days.

– Will include:

• Prescriber/provider’s NPI

• Name

• Tax identification number

• Time period for which each prescriber/provider is precluded

• Address data

– CMS intends to make available to plans by January 1, 2019.
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Preclusion List – Functionality 

▪ How?

– Plans to integrate list into claims adjudication process in order to
appropriately adjudicate pharmacy claims in real-time at the point of sale.

• If sponsor pays pharmacy claim involving prescription written by precluded
prescriber in error, CMS expects sponsor would not recoup payment from
pharmacy since pharmacy will not have access to preclusion list.

– CMS’ intent is to operationalize the preclusion list similar to how the OIG
exclusion list is operationalized currently.

– Plan will have at least 30 calendar days to intake into their system the
most current preclusion data.

– Part D sponsor or its PBM must not reject a pharmacy claim for a Part D
drug or deny a request for reimbursement unless the sponsor has
provided written notice to the beneficiary.
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Preclusion List – Who Makes the Cut?

▪ How does an individual or entity end up on the preclusion list?

– Either:

• Currently revoked from the Medicare program and under an active reenrollment bar, or

• Have engaged in behavior for which CMS could have revoked the individual or entity if they had been
enrolled in Medicare, and

– CMS determines the underlying conduct that led, or would have led, to the revocation is detrimental to
the best interests of the Medicare program.

• CMS considers the following factors;

– The seriousness of the conduct involved;

– The degree to which the prescriber’s conduct could affect the integrity of the Part D program; and

– Any other evidence that CMS deems relevant to its determination.

▪ If a prescriber/provider is placed on the OIG/SAM exclusion list, they will also be
placed on the preclusion list.

– Plans only need to send one notice to beneficiaries notifying them of the prescriber’s/provider’s
exclusion or preclusion.

– CMS will address which list will take precedence for purpose of notifying the beneficiary and/or
provider/supplier in the event of a payment denial.

• CMS is unable to combine both lists.
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Preclusion List – Provider Notice

▪ CMS would send written notice to the prescriber via letter of his or her
inclusion on the preclusion list.

– Notice would contain:

• Reason for inclusion on the preclusion list,

• Inform prescriber of his or her appeal rights

• Date on which the provider’s reenrollment bar will end and he/she will be eligible to begin
prescribing or furnishing services.

– Once provider has exhausted first level appeal process or has not submitted an appeal
within 60 days, an additional 90-day period will lapse prior to their addition to the
preclusion list (during which time the plan can begin working to transition the beneficiary
to a new prescriber/provider).

• Beneficiaries and Part C & D plans will not be notified of the provider’s preclusion status until after
this period to avoid negative consequences for provider whose preclusion status is not yet final.

• Plans have 30 days to intake the preclusion data & 60-day beneficiary notification period.

– Claims will not be denied until expiration of the additional 60-day beneficiary notification period.
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Preclusion List – Provider Appeals

▪ Appeals from precluded providers due to placement on the list will
be handled by CMS.

▪ Subsequent updates to the list will provide any newly added
provider with a 60-day appeals window but will not provide a 90-
day period.

– After implementation beneficiaries may not be notified that they may have
received a prescription or services from a provider that is now precluded.

– Appeals process is intended to permit prescriber/provider to challenge
CMS’ placement of the prescriber/provider on the list and not to challenge:

• the underlying reason for the revocation,

• OIG exclusion, or

• Other adverse action that led to preclusion list inclusion.
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Preclusion List – Provider Appeal Process

Initial 
Determination

Reconsideration 
(60 days)

Administrative 
Law Judge (ALJ) 

Hearing

Departmental 
Appeals Board 

(DAB)
Judicial Review
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Preclusion List - Reinstatement

▪ Preclusion list will include periods for which
prescriber/provider unable to receive Medicare
reimbursement or submit prescriptions reimbursable by
Medicare program.

▪ If prescriber/provider reinstated after further appeal:

– list will be adjusted to remove prescriber/provider’s period of
preclusion, and

– provider no longer subject to payment prohibition.

▪ Removal would be applied retroactively.

– Provider/prescriber would need to resubmit any claims denied as a
result of the preclusion.
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Preclusion List – Beneficiary Notice

Part C

▪ Whether the notice

originates from CMS or

plans will be addressed in

guidance outside of

rulemaking.

▪ Notice will be provided to

beneficiaries at least 60

days prior to the prescriber

or provider being added to

the list.

Part D
▪ Part D sponsors required to

provide impacted beneficiaries

with a 60 day advance notice.

▪ Provide advance written notice

to any beneficiary who has

received a prescription from a

prescriber on the preclusion

list as soon as possible but no

later than 30 days after

publication of the most recent

preclusion list.
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Preclusion List – Nuances

▪ CMS has discretion not to include a particular individual on (or remove individual from) the
preclusion list if exceptional circumstances exist regarding beneficiary access to prescriptions.

– CMS will take into account:

• Degree to which beneficiary access to Part D drugs would be impaired; and

• Any other evidence CMS deems relevant.

▪ Sponsors and PBMs would not be required to retroactively reject claims based on effective date of
revocation.

– For unenrolled prescribers, the date of the behavior that could serve as a basis for an applicable revocation.

▪ Beneficiaries will not be permitted to appeal the application of the preclusion list to a particular
prescriber, individual, or entity.

– If payment is denied because prescriber/provider is on preclusion list, beneficiary will not have the right to
appeal.

– With respect to plans’ ability to respond to beneficiary questions concerning provider’s inclusion on
preclusion, CMS will furnish guidance outside of rulemaking.

▪ MAOs can establish enrollment in Medicare as a contracting condition.

– Providers who order or refer (such as dentists who refer oral biopsies for interpretation to a pathology lab)
continue to need to enroll for certain ordered or referred services to be reimbursed.

▪ CMS is not requiring that MAOs reference the preclusion list when paying non-contract providers,
though it would be a best practice.
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Preclusion List – Compliance Issues

▪ What happens if a Plan pays an individual/entity on the preclusion list?

– CMS determines appropriate compliance action on a case-by-case basis.

– CMS will weigh key factors:

• Beneficiary harm, &

• Duration, &

• Extent of compliance failure.

▪ If Plan fails to utilize most up-to-date list, Plan at risk of paying for
prescriptions written by precluded prescribers.

▪ MAOs required to ensure contracted providers are properly credentialed &
not on the preclusion list.

– When periodically re-validating credentialed providers MAO should also re-verify
their contracted providers are not on the preclusion list.
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FDR training & oversight - Background

▪ Current regulations require compliance programs for Part C &

Part D sponsoring organizations that must include training

and education between the compliance officer and the

sponsoring organization’s:

– Employees,

– Senior administrators,

– Governing body members, as well as

– First-tier, downstream and related entities (FDRs).
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FDR Training & Oversight

Mandatory Use of CMS
Training (OLD)
▪ Requirement applicable beginning

1/1/16.

▪ CMS developed web-based
standardized compliance program
training modules and established
that FDRs were required to
complete the CMS training to
satisfy the compliance training
requirement.

▪ FDRs only have to complete
compliance training once annually.

▪ FDRs could provide certificate of
completion to all Part C & Part D
sponsoring organizations they
served.

Compliance Training No Longer
Required of FDRs (NEW)
▪ Eliminates CMS requirement for

FDRs (such as agents and
brokers) to complete Parts C & D
compliance program and FWA
training.

– Deeming of training requirements is
no longer relevant.

▪ Compliance training will still be
required of MA & Part D
sponsoring organizations, their
employees, chief executives or
senior administrators, managers,
and governing body members.
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FDR Training & Oversight – Why? 

▪ Affords sponsors much greater flexibility in designing an FDR oversight
structure that best suits the needs of each sponsor’s organization.

– Sponsoring organizations are free to choose the most effective and efficient method
for ensuring all their FDRs are in compliance with all applicable laws, rules,
regulations, and Medicare requirements.

• Example: training attestations, reports, routine monitoring & auditing, and/or corrective
actions.

– Sponsoring organizations should continue to evaluate contractual arrangements
with FDRs to ensure appropriate levels of accountability for compliance are in
place.

• If sponsors choose to include compliance program training requirement as part of contract
with FDRs that is a private contractual matter between the FDR and sponsoring
organization.

▪ CMS training content did not alleviate the large administrative burden
associated with compliance training and was too generic to be helpful to
most FDRs.
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Marketing & Open Enrollment

▪ Eliminates the Medicare Advantage Disenrollment Period (MADP) at the
end of 2018 and establishes, beginning in 2019, a new open enrollment
period (OEP) to be held from January 1 to March 31 each year.

▪ The OEP allows individuals enrolled in an MA plan to make a one-time
election during the first 3 months of the calendar year to:

– Switch MA plans, or

– To disenroll from an MA plan and obtain coverage through Original Medicare.

▪ Affords newly MA-eligible individuals (those with Part A & Part B) who
enroll in a MA Plan the opportunity to make a one-time election during the
first 3 months in which they have both Part A & Part B to:

– Change MA plans, or

– Drop MA coverage and obtain Original Medicare
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Marketing & Open Enrollment

▪ MA organization has the option to voluntarily close one or more of its MA
plans to OEP enrollment requests.

– If an MA plan is closed for OEP enrollments, then it is closed to all individuals in the
entire plan service area who are making OEP enrollment requests.

▪ All MA plans must accept OEP disenrollment requests, regardless of
whether or not it is open for enrollment.

▪ The OEP permits changes to Part D coverage for individuals who, prior to
change in election during the OEP, were enrolled in an MA plan.

– Eligibility to use the OEP is available only for MA enrollees.

– Ability to make changes to Part D coverage is limited to any individual who uses the
OEP; however OEP does not provide enrollment rights to any individual who is not
enrolled in an MA plan during the applicable 3-month period.

– Individuals who use the OEP to make changes in MA coverage may also enroll in
or disenroll from Part D coverage.
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Marketing & Open Enrollment

▪ OEP permits individuals to switch to any MA plan in which

they are eligible to join, including:

– Switches from PBP to PBP,

– Contract to contract under a MA organization, or

– From one MA organization to another.

▪ Individuals that use the OEP to make a change would

generally retain that coverage for the remainder of the

coverage year unless they qualify for another SEP.
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Marketing & Open Enrollment – Prohibitions 

▪ Does not allow for Part D changes for individuals enrolled in

Original Medicare, including those with enrollment in stand-

alone PDPs.

▪ Individuals with enrollment in Original Medicare or other

Medicare health plans, such as cost plans, are not able to use

the OEP to enroll in an MA plan, regardless of whether or not

they have Part D.

▪ Unsolicited marketing is prohibited during this period.

– 5-Star MA plan may market and enroll the rest of the year.
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Marketing & Open Enrollment – Examples 

▪ An individual enrolled in an MA-PD plan may use the OEP to

switch to:

– Another MA-PD plan;

– An MA-only plan; or

– Original Medicare with or without a PDP.

▪ An individual enrolled in an MA-only plan can switch to:

– Another MA-only plan;

– An MA-PD plan; or

– Original Medicare with or without a PDP.
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Marketing & Open Enrollment – Election 

Periods

Election Period Available Considered “Used”

Part D IEP Based on when first 

eligible for Part D

Upon effective date.

MA OEP (must meet OEP 

requirements)

Annually Upon application date.

SEP – 5-Star plans Ongoing Available as long as 

election is in 5-Star plan.

SEP – PACE Ongoing for enrollment 

into PACE; two month 

window after 

disenrollment from PACE.

Available as long as 

election is in PACE plan; 

upon application date for 

election subsequent to 

PACE disenrollment. 

SEP – Institutionalized Ongoing if moving 

into/residing in facility; two 

month window after 

moving out of facility.

Available while in facility;

upon application date for 

election subsequent to 

moving out of facility. 30



Marketing & Open Enrollment – Election 

Periods

Election Period Available Considered “Used”

SEP – CMS/State 

Assignment 

Within 3 months of 

assignment or notification 

of assignment, whichever 

is later.

Upon application date.

SEP – Change in 

Dual/LIS Status

Within 3 months of status 

change or notification of 

change, whichever is 

later.

Upon application date. 

Dual SEP Ongoing – One use per 

calendar during the first 

nine months of the year.

Upon application date.

AEP Annually Multiple elections can be 

submitted during AEP, last 

rec’d will be considered 

the choice. 31



Lengthening mandatory timeframes

▪ Changes timeframe for issuing decisions on payment
redeterminations from 7 calendar days from the date the plan
sponsor receives the request to 14 calendar days from the date the
plan sponsor receives the request.

– This 14-day timeframe for issuing a decision related to a payment request
will also apply to the IRE reconsideration.

▪ Results in a more thorough review of the payment request which
may lead to fewer unfavorable decisions due to insufficient
information to support the request.

– Permits plan sponsors to better prioritize requests for coverage;

– Helps plan sponsors efficiently allocate resources to more time-sensitive
pre-service requests where beneficiary has not yet obtained the drug.
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Lengthening mandatory timeframes

▪ Limited to payment requests where the enrollee has already
received the drug.

– When coverage is approved, plan must make payment to affected enrollee
no later than 30 days after date plan sponsor receives the redetermination
request.

– The change to a 14 calendar day adjudication timeframe will not change
the time plan sponsor has to issue payment to the enrollee.

▪ CMS believes this change will:

– enhance efficiency in adjudication of these types of cases,

– reduce adverse payment decisions, and

– reduce the number of late cases that have to be auto-forwarded to the
IRE.
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Lengthening mandatory timeframes

▪ Audit protocols and related materials will need to be modified

to comport with the new 14 calendar day payment timeframe

for redeterminations in order to measure plan performance in

meeting this timeframe.
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MLR reporting – Background 

▪ MLR is expressed as a percentage, generally representing the percentage of revenue
used for patient care rather than for such other items as administrative expenses or
profit.

▪ For contract year 2014 and subsequent contract years, MA organizations and Part D
sponsors are required to report their MLRs and are subject to financial and other
penalties for failure to meet the statutory requirement that they have an MLR of at least
85%.

▪ Several levels of sanctions for failure to meet the 85% minimum MLR requirement,
including:

– Remittance of funds to CMS,

– Prohibition on enrolling new members, and

– Ultimately contract termination.

▪ Creates incentives for MA organizations & Part D sponsors to reduce administrative
costs (marketing costs, profits, & other uses of funds earned by plan sponsors), and
helps to ensure taxpayers and enrolled beneficiaries receive value from Medicare
health & drug plans.
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MLR reporting – Changes  

▪ Changes MLR calculation by including in the MLR numerator,

as quality improvement activities (QIA) all expenditures:

– for fraud reduction activities, or

– For Medication Therapy Management (MTM) programs.

▪ Revises MLR reporting requirements to significantly reduce

amount of MLR data MA organizations & Part D sponsors

submit to CMS annually.
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MLR reporting – Fraud Reduction Activities

▪ Includes fraud prevention, fraud detection, and fraud recovery.

▪ No longer include in incurred claims the amount of claims
payments recovered through fraud reduction efforts, up to the
amount of fraud reduction expenses.

– All expenditures for fraud reduction activities will be included in the MLR
numerator as QIA, even if such expenditures exceed the amount
recovered through fraud reduction efforts.

– As a result, MA organizations and Part D sponsors will no longer have the
same level of incentive to just pursue recovery of paid fraudulent claims,
and may now be further incented to invest in fraud prevention.

▪ Exclusion of costs directly related to upgrades in health information
technology that are designed primarily or solely to improve claims
payment capabilities does not apply to costs that are related to
fraud reduction activities.
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MLR reporting – MTM 

▪ Activity must:

– Improve health quality;

– Increase likelihood of desired health outcomes in ways capable of being objectively
measured and producing verifiable results;

– Be directed toward individual enrollees, specific groups of enrollees, or other
populations as long as enrollees do not incur additional costs for population-based
activities, and

– Be grounded in evidence-based medicine, widely accepted best clinical practice, or
criteria issued by recognized professional medical associations, accreditation
bodies, government agencies or other nationally recognized health care quality
organizations.

▪ Permits all prospective payments for approved and permissible MTM
services under the Part D Enhanced MTM model to be treated as QIA for
purposes of MLR reporting.

▪ Encourages sponsors to expand access to these programs.
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MLR Reporting – Regulatory Changes to 

Medicare MLR Reporting Requirements

▪ Will not affect MLR reporting until MLR data for contract year

2018 is submitted in 2019.

– Desk reviews of MLR data submitted for contract years 2016 and 2017

will not be affected by the changes to the reporting requirements.

▪ Medicare MLR reporting requirements will be limited to the

following data fields:

– Organization name

– Contract number

– Adjusted MLR

– Remittance amount
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MLR Reporting – Impact 

▪ Reduction to MLR reporting burden

– MA organizations & Part D sponsors would spend 11 fewer hours per

contract performing the following tasks:

• Reviewing the MLR report filing instructions and external materials and to

input all figures and plan-level data in accordance with the instructions;

• Drafting narrative descriptions of methodologies used to allocate expenses;

• Performing an internal review of the MLR report form prior to submission;

• Uploading and submitting the MLR report and attestation; and

• Correcting or providing explanations for any suspected errors or omissions

discovered by CMS during initial review of the submitted MLR report.
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BENEFITS FLEXIBILITY
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related” but

definition expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related” but

definition expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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Benefits must be “available and accessible to each 
individual…within the plan service area” and premium may not vary. 

Social Security Act, §§ 1852(d) and 1854(c).

MA plans must be offered with uniform benefits, premium, and cost-
sharing throughout the plan's service area. 

42 C.F.R. § 422.100(d)(2).

Uniform Benefit Requirement
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Targeted health status/disease state must be based on a diagnosed 
condition, rather than functional status or medical complexity. 

Health criteria must be objective and measurable.

Plan provider must diagnose member or affirm diagnosis.

Uniform Benefit Requirement
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related” but

definition expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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Supplemental Benefits

Pre-2019

• Primary purpose is to prevent, cure 
or diminish an illness or injury. 

• Primary purpose cannot be comfort, 
cosmetic or daily maintenance

Post-2019

• Primary purpose is to:

• Diagnose, prevent, or treat an 
illness or injury, 

• Compensate for physical 
impairments, 

• Act to ameliorate the 
functional/psychological impact of 
injuries or health conditions, or 

• Reduce avoidable emergency and 
healthcare utilization.

• Not cosmetic, comfort, general use, 
or social determinant purposes.

Definition of “Primarily Health Related”
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Supplemental Benefits

• Focus directly on a member’s healthcare
needs

• Be medically appropriate

Items and services 
must:

• Physicians orders will not be required (no 
change from status quo)

• Lower standard of “recommended”

• Considerations for MAOs regarding 
documentation

Licensed provider 
must recommend

supplemental items 
and services:
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Supplemental Benefits

Adult Day 
Care

Non-Skilled 
Home Care

Home-
Based 

Palliative 
Care

Respite 
Care & 

Caregiver 
Support

Pain Mgmt. 
Services

Standalone 
Memory 
Fitness

Safety 
Devices
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Supplemental Benefits

“Targeted” 
Supplemental 

Benefits

“Chronic” 
Supplemental 

Benefits

“Standard” 
Supplemental 

Benefits
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related;” definition

expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related;” definition

expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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Benefits Flexibility in the MA Program

Bipartisan Budget Act of 2018

▪ Chronically Ill Enrollees

– CMS may waive uniform benefit

requirement

– Supplemental benefits do not

have to be primarily health related

▪ Telehealth

– MAOs may cover telehealth

benefits beyond Original Medicare

as basic benefits

▪ Effective: CY 2020

Final Rule / Final Call Letter

▪ All enrollees

– Uniform benefit requirement

reinterpreted to permit targeting

– Supplemental benefits must still be

“primarily health related;” definition

expanded

▪ Meaningful difference eliminated

▪ VBID Expansion

▪ Effective: CY 2019
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MAOs can offer telehealth as a “basic benefit” only if coverage is 
limited to the coverage criteria under Original Medicare (e.g., rural 
originating sites)

MAOs can offer more expansive telehealth benefits as supplemental 
benefits, but must be paid for entirely by rebate dollars or by 
members through increased premiums and cost-sharing

Telehealth Expansion

Current Telehealth Benefits Under MA
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▪ Effective Date: CY 2020

▪ Applicability: All members

▪ Scope of Change: MAOs may offer telehealth benefits beyond Original Medicare

coverage as part of basic benefits

▪ Impact:

– Financial significance of coverage under basic benefits versus supplemental benefits

– Marketability vis-à-vis Original Medicare

– Cost and access

– Significance for telehealth industry

▪ Next Steps: Public notice and comment by November 30, 2018

Telehealth Expansion

Expanded Telehealth Benefits Under BBA
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STAR RATINGS
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Star Ratings

Final Call LetterFinal Call Letter

Changes to 
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methodology 

2019 Star Ratings

2020 QBP
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Contract 
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2020 Star Ratings

2020 QBP

Final RuleFinal Rule

Codification of 
framework and 
general policies

2021 Star Ratings

2022 QBP
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Star Ratings

Final Call LetterFinal Call Letter

Changes to 
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2019 Star Ratings
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Contract 
consolidations

2020 Star Ratings

2020 QBP

Final RuleFinal Rule

Codification of 
framework and 
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2021 Star Ratings

2022 QBP
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Star Ratings – Changes to Measure Set

• Statin Use in Persons with Diabetes (SUPD) (Part D)

• Statin Therapy for Patients with Cardiovascular Disease (Part C)

New 
measures

• Medication Adherence for Hypertension (RAS Antagonists) (Part D)

• Medication Adherence for Diabetes Medications (Part D)

• Medication Adherence for Cholesterol (Statins) (Part D)

• Members Choosing to Leave the Plan (Part C & D)

Revised 
measures

• Beneficiary Access and Performance Problems (BAPP) (Part C & D)
Removed 
measures
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Star Ratings – Final Call Letter

MPF Price Accuracy (Part D)

Reducing the Risk of Falling (Part C)

Categorical Adjustment Index

Other Adjustments
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Star Ratings – Future Areas

Readmissions
Alcohol and 
Substance 

Abuse

Telehealth 
and Remote 
Technologies

CMMI
Innovation 

Models

Care 
Transitions

Emergency 
Care Follow-

Up

Care 
Coordination

Depression 
and Anxiety

Chronic 
Condition 

Management
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Star Ratings 

Final Call LetterFinal Call Letter

Changes to 
measures and 
methodology 

2019 Star Ratings

2020 QBP

BBABBA

Contract 
consolidations

2020 Star Ratings

2020 QBP

Final RuleFinal Rule

Codification of 
framework and 
general policies

2021 Star Ratings

2022 QBP
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Star Ratings – Contract Consolidation

Apply for any year for which the Star Rating is primarily based on data 
before the consolidation

Effective for consolidations approved on or after January 1, 2019

Star Rating for surviving consolidated contract:

Old method – apply Star Rating of surviving 
contract to consolidated contract

New method – calculate based on enrollment-
weighted average of consumed and surviving 

contract

63



Star Ratings

Final Call LetterFinal Call Letter

Changes to 
measures and 
methodology 

2019 Star Ratings

2020 QBP

BBABBA

Contract 
consolidations

2020 Star Ratings

2020 QBP

Final RuleFinal Rule

Codification of 
framework and 
general policies

2021 Star Ratings

2022 QBP
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Star Ratings – Codification 

Star 
Ratings

Request 
for 

Comment

Call 
Letter

Final 
rules

Technical 
Notes
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Star Ratings – Data Integrity Policy

Reduction for data that are “inaccurate, 
incomplete, or biased”

Vague
• Three concrete reasons for 

downgrade

• AND for “additional concerns that 
data inaccuracy, incompleteness, or 
bias have an impact on measure 
scores”

Automatic 1-Star
• Retained, with the exception of 

appeals-related measures
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Star Ratings – Data Integrity Policy

(1) Error rate is 20% or 
more

(2) Projected number of 
cases not forwarded is 
10 or more
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Star Ratings – Categorical Adjustment 

Index

Codifying an “interim” adjustment

One notable change in measure selection

Exclusion criteria

- Measure is already case-mix adjusted

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

- Measure is scheduled to be retired or revised

- Measure is applicable only to SNPs
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RISK ADJUSTMENT MODEL

69



Risk Adjustment – CY 2019 Model

Chronic Kidney Disease

Substance Use 
Disorder

Mental Health

Encounter Data

Payment Condition 
Count Model
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Risk Adjustment – Payment Condition 

Count Model

21st Century Cures Act – “take into account the total number of 
diseases or conditions of an individual enrolled in an MA plan”

Add coefficient to count the number of individual’s conditions

Which conditions to count?

Timing?
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ENCOUNTER DATA
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Encounter Data – History and Issues

• Authority to require submission for each item and service

• Uses: risk adjustment model; quality review; program evaluation

• Gradual transition from RAPS data to encounter data

• 25% encounter data / 75% RAPS data

• Up from 15% in 2018

History and Current Use

• Implementation challenges

• Lower risk scores

Industry Concerns and Recent Issues
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Encounter Data – Monitoring

• Failure to complete end-to-end certification

• Failure to submit any encounter data records

• Excessive submission of encounter data records at end of 
risk adjustment submission window

Operational performance

• Extremely low volume of overall encounter data records

• Extremely low volume of inpatient encounter data records

• Extremely low volume of professional encounter data records

• Extremely low volume of outpatient encounter data records

Completeness

Accuracy
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Encounter Data – Mitigating Steps

Supplement encounter data with 
RAPS inpatient data

Slower transition from RAPS data to 
encounter data
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