
 
March 7, 2022 

 

Ms. Chiquita Brooks-LaSure 

Administrator 

Centers for Medicare & Medicaid Services 

7500 Security Boulevard 

Baltimore, MD 21244-1850 

 

RE: CY 2023 Medicare Advantage and Part D Proposed Rule (CMS-4192-P) 

 

Dear Administrator Brooks-LaSure: 

 

On behalf of Patients Rising NOW (PRN), I am pleased to submit comments regarding the CY 

2023 Medicare Advantage and Part D Proposed Rule (CMS-4192-P).  PRN supports to 

provisions on the proposed rule to lower out of pocket Medicare Part D prescription drug costs 

and improve transparency, the patient voice, and health equity in Medicare Advantage (MA) and 

Part D.              

  

PRN advocates for patients with serious and chronic conditions to have access to life-improving 

and life-saving therapies and services. Access to such treatments and services is essential, and it 

spans affordability, insurance coverage and physical access. To support improved access, we are 

committed to engaging patients, caregivers, clinicians, media, health policy experts, payers, 

providers, and others to foster people-centered discussions about the entire U.S. healthcare 

system.  

 

Patients purchase health insurance to minimize their financial exposure to healthcare costs and 

provide a critical safety net for catastrophic health events. Over 51 million American rely on 

Medicare Advantage or Part D to play this role; however, it seems every year patients are paying 

more in health insurance premiums only to pay more in out-of-pocket costs.  The opacity of 

health insurance has made it difficult to understand how much anything actually costs and has 

diminished the patient’s ability to determine their financial responsibility for any health 

intervention.   

 

The proposed rule addresses this in three key areas:  

 

Part D Price Concessions at the Point of Sale  

PRN supports the proposal that would require Part D plans to apply all price concessions they 

receive from network pharmacies to the point of sale, so that the beneficiary can also share in 

the savings. Redefining the negotiated price as the baseline, or lowest possible, payment to a 

pharmacy will reduce beneficiary out-of-pocket costs and improve price transparency and market 

competition in the Part D program.  
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People enrolled in Part D who need medicine, especially expensive drugs, currently miss out on 

direct savings from direct and indirect remuneration (DIR) fees and pay more out of pocket 

because of it.  It is the negotiated price for a drug at the point of sale which is reported to CMS 

and used to calculate beneficiary cost-sharing.  In this case, any savings achieved go to the 

insurance company or PBM, not the patient.   Some have argued that directing their savings on 

drug costs to health plans results in lower premiums for those enrolled in Part D plans.   

However, this approach means that people in Part D plans are actually paying a larger share of 

the actual cost of a drug when they need mediation.  This is unacceptable. 

 

Additionally, while PRN applauds the long overdue CMS proposal to expose the hidden DIR 

fees taken by pharmacy benefit managers on prescription purchases, it does not do enough for 

patients. Namely, the proposal continues to allow PBMs to keep all other rebates instead of 

passing those to the patient. 

 

A genuine step toward transparency and lowering drug costs would be giving the patient the 

rebates, discounts and coupons that they believe they are getting. Passing the manufacturer 

discounts to the patients would return an estimated $180 billion to patients every year, while this 

proposal would return an estimated $9 billion annually – a drop in the bucket of what they 

deserve. 

 

PRN urges CMS to pass through all rebates for patients at the point-of-sale. including rebates 

from drugmakers, administrative fees above fair market value, price concessions for 

administrative services, legal settlements affecting Part D drug costs, pharmacy price 

concessions, drug costs related to risk-sharing settlements, or other price concessions or similar 

benefits. 

 

MA Network Adequacy 

Health plans must not only be transparent; they must also offer timely and accurate information 

for patients. Previous efforts to force health plans to be simpler and more transparent have so far 

been unsuccessful, but the need for such clarity has only grown.  Providing better information to 

patients should start when an individual joins a health plan.  We support the proposal to require 

that plan applicants demonstrate they have a sufficient network of contracted providers to care 

for beneficiaries before CMS will approve an application for a new or expanded MA plan.  

 

Enrollee Input on D-SNP Operations 

PRN believes that the true measure of value in our healthcare system starts and ends with the 

concerns and goals of patients. Patients know best what makes a meaningful difference to them, 

and they have a key role to play alongside all other stakeholders in determining intended 

outcomes and priorities.  PRN supports the proposal requiring that all D-SNPs establish and 

maintain one or more enrollee advisory committees and that D-SNPs consult with advisory 

committees on issues related to health equity. Inclusion of beneficiaries (patients) on advisory 

committees concerning their care should be a standard requirement for all health plans. 

 

Issues unaddressed which the proposal should include: 

 

Oversight of MA Coverage and Care Denials 
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Prior authorization requires physicians to obtain pre-approval from Medicare Advantage (MA) 

plans for medical treatments or tests before rendering care to their patients. While prior 

authorization can play a role in ensuring people receive clinically appropriate treatments and 

helping control the cost of care, the process can result in cumbersome burdens for providers, 

taking precious time away from patient care and delaying needed medical intervention.  

 

An ongoing concern, in 2018, the U.S. Department of Health & Human Services’ (HHS’s) 

Office of the Inspector General raised concerns after an audit revealed that MA plans ultimately 

approved 75% of requests that were originally denied. The process for obtaining this approval is 

tedious, lengthy, and typically requires physicians or their staff to spend the equivalent of two or 

more days each week negotiating with insurance companies – time that would be better spent 

taking care of patients. 

 

PRN urges CMS to act to protect patients from unnecessary delays in care by streamlining and 

standardizing the prior authorization, bring in needed transparency, and increase oversight to the 

MA program.  This could be accomplished by establishing an electronic prior authorization 

(ePA) program and requiring MA plans to adopt ePA capabilities and having the HHS Secretary 

establish a list of items and services eligible for real-time decisions under an MA ePA program. 

 

The ePA program should be designed in a way that would standardize and streamlining the prior 

authorization process for routinely approved items and services; ensuring prior authorization 

requests are reviewed by qualified medical personnel; and increases transparency around MA 

prior authorization and its use for patients and their providers. 

 

Step-therapy for Part B drugs in MA 

People with chronic illnesses often experience step therapy in their care journey. Step therapy 

can be an important tool to contain the costs of prescription drugs; however, when 

inappropriately used, this practice can undermine the clinical judgment of healthcare providers 

and put patients’ health at unnecessary risk. Step therapy protocols can cause unnecessary delays 

in care, or worse, require patients to try ineffective or potentially dangerous medications before 

finding the treatment most suited to their needs. The results for patients may include delayed 

access to the most effective treatment, severe side effects, and irreversible disease progression. 

 

PRN urges CMS to rescind the 2019 final rule permitting Medicare Part B plans, including those 

administered through Medicare Advantage, to impose step therapy on new starts of Part B drugs 

and take steps improve step therapy protocols and ensure patients are able to safely and 

efficiently access the best treatment for them.  CMS should require health plans to provide a 

clear exception process for any medication step therapy protocol to help ensure patients are able 

to safely and efficiently access treatment.   

 

MA plan should establish a clear, transparent, and timely process for a beneficiary or physician 

to request an exception to a step therapy protocol, and grant a request for exemption if: 

• A patient already tried and failed on the required drug.  

• The required drug is reasonably expected to be ineffective, and a delay of treatment 

would lead to severe or irreversible consequences; is contraindicated or will likely cause 
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harm to the patient; or will prevent a patient from working or performing Activities of 

Daily Living.  

• Patient is already stable on their current medication and that drug has been covered by 

their previous or current insurance plan. 

 

Health plans should be required to respond to an exemption request within 72 hours in all 

circumstances or, of a patient’s life is at risk, a response within 24 hours. 

 

 

 

Sincerely, 

 

 

 

Terry Wilcox 

Co-Founder & Executive Director, Patients Rising Now 


