Medicare Advantage Plans

What is a Medicare Advantage Plan?

Medicare Advantage Plans are health plan options approved by Medicare and offered by a variety of private companies.  These plans are sometimes referred to as “Part C” plans.    Medicare Advantage Plans have at least the same benefits as Medicare Part A and Part B, and most plans offer additional benefits which vary according to plan.  Examples of additional services beyond “traditional” Medicare that may be provided in some Medicare Advantage Plans are prescription drug, transportation, vision, hearing and dental coverage. 
Who is eligible for a Medicare Advantage Plan?

For a person to be eligible for a Medicare Advantage Plan, he or she must live in the plan’s service area, be enrolled in Medicare Part A and Part B, and not have end-stage renal disease (a person may continue in the Medicare Advantage Plan if he or she develops end-stage renal disease while enrolled in the plan).  In most cases, people with existing health problems may enroll in a Medicare Advantage Plan.  A person with a Medicare Advantage Plan is still in the Medicare program, still has Medicare rights and protections, and must continue to pay the monthly Medicare Part B premium ($93.50 in 2007).  Medicare will then pay a set amount each month to the beneficiary’s Medicare Advantage Plan to provide for the beneficiary’s health care.
How much does a Medicare Advantage Plan cost?
Some Medicare Advantage Plans charge a monthly premium in addition to the Medicare Part B premium.  If the Plan offers a prescription drug plan, there may be a prescription drug premium or deductible.  These additional premiums or deductibles vary by Plan (see attached chart for 2007 cost comparisons for Medicare Advantage Plans available in Missoula County).  Beneficiaries in a Medicare Advantage Plan pay an out-of-pocket co-payment for services.  If a beneficiary chooses to see a provider outside of the Plan’s network, the beneficiary will usually pay a higher co-payment for services.  There may also be co-insurance fees for oxygen or durable medical equipment.
What is a PPO and a PFFS?
PPO:  A local or regional Preferred Provider Organization is a type of health plan in which beneficiaries have lower co-payments if they use doctors and hospitals on the plan’s list (in network).  Beneficiaries may go to any doctor or hospital not on the plan’s list, but it will usually cost the beneficiary more money.  Beneficiaries in a PPO do not need a referral to see a specialist.  A regional PPO has a larger service area than a local PPO.
PFFS:  A Private Fee for Service Plan is a type of health plan in which beneficiaries may go to any doctor or hospital that accepts the terms of the plan’s payment (this varies by plan); there is no list of “network” providers.  Beneficiaries do not need a referral to see a specialist.  To be eligible, the beneficiary must live in the plan’s service area, but the beneficiary is able to receive treatment anywhere in the United States as long as the provider is willing to accept the terms of the plan’s payment.  It is important to be aware that a PFFS plan may allow providers to charge you up to 15 percent more for services than what the plan will pay for services you receive.  This extra cost is in addition to the fees you may already be paying in co-payments or coinsurance.  If you are considering a PFFS plan, find out if the plan allows providers to charge you more than the amount paid for services by the plan.
Do all Medicare Advantage (MA) Plans include prescription drug coverage?

Not all Medicare Advantage Plans include prescription drug coverage.  Some Medicare Advantage Plans will include prescription drug coverage that is equal to or better than a standard Medicare Part D plan.  If no prescription drug coverage is offered within the plan, then the beneficiary will need to enroll in a standard Medicare Part D plan if he or she wishes to have a prescription drug plan.  The Medicare Advantage Plans that contain prescription drug coverage are called Medicare Advantage Plans with Prescription Drugs, or more commonly referred to as MA-PD.  Once a beneficiary enrolls in a MA-PD he or she will not be able to change plans again until the next annual enrollment period unless he or she qualifies for a special election period.
May I dis-enroll from a Medicare Advantage Plan?
A beneficiary is allowed to dis-enroll from a MA plan by choosing another MA plan and filing an enrollment form with a new plan.  If the beneficiary is returning to traditional Medicare, then he or she must send a signed and dated letter to the current MA plan asking to dis-enroll in the plan.  These changes must be done during the appropriate enrollment period.
What are the enrollment periods for Medicare Advantage Plans?

▪The initial enrollment period occurs three months before Medicare eligibility, the 
month a beneficiary becomes Medicare eligible, and three months after for a total of 7 months.
▪The annual election period is November 15 through December 31, which is the same as Medicare Part D plans.
▪The special election periods (SEP) apply only in specific circumstances.

▪The open enrollment period is January 1 through March 31 for Medicare Advantage Plans only

What is a special election period (SEP)?

A special election period works similar to the open enrollment period allowing a person to change plans, but a person must qualify for a SEP by meeting one of the following criteria:

▪The beneficiary has a change of residence and moves outside a plan’s coverage area.  The SEP begins with either the date of the permanent move or the date the individual has notified the MA of the permanent move.  It is the beneficiary’s responsibility to notify the MA that they are moving out of the coverage area.  If notified in advance, the SEP may begin the month before the move, or if the individual notifies the plan the month the move has taken place, the SEP begins at that time.  If the MA learns that the individual has been out of the coverage area for more than six months, the SEP starts at the beginning of that six month period.  In all cases, the SEP lasts for two months beyond the initial start date.

▪The beneficiary has moved into or out of institutional care, such as a skilled nursing facility or assisted living facility.

▪This is the first time the beneficiary joined a Medicare Advantage Plan and he or she has dropped a Medigap coverage plan within the last 12 months.  The SEP begins with the effective date of the MA plan coverage. 

▪The beneficiary has enrolled in a Medicare Advantage Plan upon entitlement to Medicare benefits at age 65 within the last 12 months.  The SEP begins with the effective date for MA coverage.
▪The Medicare contract with the MA is terminated or discontinued in the 

beneficiary’s area

▪The MA plan substantially violates the contract with the beneficiary
What are the Medicare Advantage Plan pros and cons?
    Advantages of MA plans:

▪The monthly cost may be lower and more predictable with set co-payments
▪There may be additional benefits beyond what traditional Medicare offers, such    

  as vision and dental services
▪There is more emphasis on preventative care

▪There is no need to purchase a separate Medigap policy
▪Plans cannot screen applicants as compared to Medigap plans which are allowed  

  to health screen after the first six months of eligibility
▪You do not need a referral to see a specialist

▪A PFFS plan may be used anywhere in the United States if the provider accepts 

  the terms of the plan’s payment
▪If your income and assets are too high to qualify for Medicaid or other 

  supplemental programs that help offset health care costs, a MA plan could 

  provide affordable access to health care for a person who is in good health
Disadvantages of MA Plans:
▪If you have healthcare needs that require you to see a doctor on a regular basis, a 
  MA plan may be more costly
▪Some MA plans charge monthly premiums in addition to the Medicare Part B 

  premium, which may be costly depending on the additional services provided by  

  the plan.
▪If the MA plan does not offer prescription drug coverage and the beneficiary 

  wants this service, he or she will have to enroll in a separate Medicare Part D 

  plan

▪Some MA plans charge a daily co-payment for each day of an inpatient hospital 
  stay (traditional Medicare charges a deductible but no daily co-payments for the 

  first 60 days of a hospital stay)
▪Under traditional Medicare the beneficiary is covered anywhere in the United 

  States, but a PPO requires the provider to be in-network and a PFFS requires the 

  provider to accept the terms of the plan’s payment (not every provider accepts)
▪If the beneficiary has retiree health coverage offered by a former employer to 

  supplement Medicare or in place of traditional Medicare, he or she may lose

  these benefits by signing up for a A plan (talking to the former employer is 

  recommended in this situation)
Preferred Provider Organizations (PPO):
▪PPO plans require the beneficiary to use providers in the plan’s “network” or else 

  be charged higher co-insurance and co-payments; this may require the 
  beneficiary to change primary care physicians or specialists if the doctors are not 

  listed in the network
▪If a beneficiary travels outside the PPO’s service area only emergency and 

  urgently needed care will be covered by the plan, so a PPO may not be a cost 
  effective option for a beneficiary who frequently travels outside the service area
▪A PPO may drop a beneficiary from the plan if he or she permanently moves 

  outside the plan’s service area 
Private Fee for Service Plans (PFFS):

▪A beneficiary with a PFFS plan may have higher out-of-pocket expenses because 
  some PFFS plans allow providers to charge the beneficiary 15 percent more than 
  the total amount the plan will pay for health care services.  If you enroll in a 

  PFFS plan, make sure you know whether the plan allows providers to bill the 

  beneficiary more than the amount the plan will pay for services.
▪While a beneficiary with a PFFS plan does not have to chose providers from a 

  network, the beneficiary must ensure the provider agrees to the terms of the 

  PFFS plan for payment and it is NOT true that every provider accepts PFFS
▪Medicare and PFFS plans negotiate contracts on an annual basis so your plan 

  could decide to leave Medicare or change the benefits, premiums or co-payments 

  each year
How do I decide if I should enroll in a Medicare Advantage (MA) Plan?
It is important for beneficiaries to choose the medical insurance plan that will best meet his or her needs and MA plans are not a good option for everyone.  A beneficiary should make an informed decision when enrolling in a medical insurance plan.  The following simple guidelines may help avoid problems and disappointments in the future by assisting the beneficiary in making the wisest enrollment choice:
1. Accessibility of doctors and hospitals

Find out if you may continue to see the doctors you know and trust if you join a certain plan.  Your doctor or specialist might be in one plan’s network, but not in another’s.  Even if your doctor is in a plan’s network, he or she may leave that network at any time.  Determine if you are able to choose which hospital you want as a provider.  If you are thinking of choosing a PFFS plan, make sure you know which providers accept the plan’s payment because it is NOT true that every provider accepts PFFS plans.
2. Extra benefits
The supplemental benefits offered by Medicare Advantage Plans vary widely and may change every year.  If you want to join a plan because of the prescription drug benefit, make sure that the plan covers the drugs you need and you understand any limits that may apply.
3. Cost

Determine the cost of any monthly premiums and co-payments associated with different health care services.  Find out if there is an annual deductible for services or if the beneficiary must pay more out-of-pocket if services are obtained outside the plan’s service area. 
4. Quality and reputation

Medicare Advantage Plans are offered by a variety of different insurance companies.  If a beneficiary calls a plan to ask for more information, the beneficiary should note the type of customer service he or she received, whether the customer service representative was friendly, helpful, or responded to the questions in a clear and timely manner.  If a beneficiary has friends or relatives currently using a Medicare Advantage Plan or who have in the past, he or she should ask about their experiences with the MA plan.

5. Know your rights

No matter which plan you choose, understand your rights as a patient and consumer.  If you believe you have been unfairly denied any Medicare covered benefits, you have the right to appeal.  Know how to use your medical insurance plan’s complaint system and understand how appeals and grievances are managed.  If you receive a denial notice, send a copy of the notice, if possible a letter from your provider explaining your need for the denied service, and a letter requesting a review to the insurance company that issued the denial.  
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