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SOCIAL SECURITY & MEDICARE 
 
Social Security Office Closings 
On Friday, November 25th all Social Security field offices will be closed to the public.  
Employees who work the day after Thanksgiving will focus on backlog reduction. 
 
Medicare A & B Cost Sharing Amounts for 2012 
The Medicare Part A and B premiums, co‐payments, and deductibles have been 
adjusted effective 1/1/12.  Updated charts are attached.    



 
Extra Help & Medicare Savings Program Asset Guidelines Increase 
CMS has increased the Extra Help asset limits effective 1/1/12.  In accordance with 
IPPA, the Medicare Savings Program asset guidelines will also be increased to 
irror those of Extra Help.  These guidelines will be as follows: 

M
m
 

Extra Help 
Benefit 
Level 

Marital 
Status 

2011 
Asset Limit 

2012 
Asset Limit 

Full Extra Help  Single  $8,180  $8,440 
  Married  $13,020  $13,410 

Partial Extra Help  Single  $12,640  $13,070 
  Married  $25,260  $26,120 

*
 
These limits include $1,500 per person for burial expenses 

Medicare Savings Program 
Marital 
Status 

2011 
Asset Limit 

2012 
Asset Limit 

Single  $6,680  $6,940 
Married  $10,020  $10,410 

*These limits do not include $1,500 per person for burial expenses 
 
Recent CMS Mailings 
On 10/28/11, CMS mailed MA Reassignment Notice 11443 (blue paper) to 
approximately 48,000 people with Medicare nationwide.  This notice informs people 
who qualify for Extra Help and whose Medicare Advantage Plan is leaving the 
edicare Program that they’ll be reassigned to a new Medicare drug plan if they M

don’t join a new plan on their own by December 31, 2011. 
 
On 10/26/11, CMS mailed Reassignment Notice 11208 (blue paper) to 
approximately 11,000 people with Medicare nationwide.  This notice informs people 
who qualify for Extra Help and whose Medicare Prescription Drug Plan is leaving 
the Medicare Program that they’ll be reassigned to a new Medicare drug plan if they 
don’t join a plan on their own by December 31, 2011. 
 
On 11/2/11, CMS mailed Reassignment Notice 11209 (blue paper) to approximately 
771,000 people with Medicare nationwide.  This notice informs people who qualify 
for Extra Help, were auto‐enrolled, and whose Medicare Prescription Drug Plan 
premium will be increasing above the LIS benchmark in 2012, that they’ll be 
eassigned to a new premium‐free drug plan if they don’t join a new plan on their r
own by December 31, 2011.   
 
Although recipients of these 3 blue letters will be re‐enrolled into another plan if 
they do not act during Open Enrollment, there is no guarantee that the new plan will 
meet their prescription drug needs.  Therefore, it is still important that they 
investigate their plan options.  



 
On 11/9/11, CMS mailed Choosers Notice 11267 (tan paper) to approximately 1.4 
million people nationwide.  This notice informs people who qualify for Extra Help 
and chose a Medicare Prescription Drug Plan on their own that their plan’s premium 
will be above the LIS benchmark for 2012, and they’ll be responsible for paying a 
ortion of the premium  themselves if they stay in that plan for 2012. The notice 
ncludes a list of PDP plans in the region available for $0 premium. 
p
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CMS Training Library  
CMS maintains an online training library for the use of partners, information givers, 
and trainers who share in‐depth information about Medicare programs.  The library 
ncludes training modules, job aids, tool kits, fact sheets, and web resources.  The 
ibrary can be accessed 
i
l here. 
 
SHIP Navigator Newsletter 
The latest edition of the SHIP Navigator newsletter is attached.   
 
Hospital Observation Status and Medicare 
In a recent alert, the Center for Medicare Advocacy illustrates the problematic 
consequences that can occur when a Medicare beneficiary is classified as “in 
observation” rather than “admitted” at a hospital.  This alert is attached. 
 
New Qualified Independent Contractor 
Reconsideration requests, the second level in the Medicare appeals process, are 
processed by the Qualified Independent Contractor (QIC), who was previously 
RiverTrust Solutions. Effective November 15, 2011, C2C Solutions, Inc. will take over 
the QIC contract and begin processing reconsideration requests for all four of the 
Durable Medical Equipment Medicare Administrative Contractors (DME MACs).  
C2C Solutions, Inc. also holds the QIC contract for Medicare Part B Reconsiderations 
in the Northern Jurisdiction.  Requests for reconsideration should be sent to C2C 

 is the address and contact information for C2C Solutions, Inc. Solutions, Inc. Below

C2C Solutions, Inc.  
Attn: DME QIC  
P.O. Box 44013  
Jacksonville, FL 32231‐4103  
 
MEDICARE ADVANTAGE & PRESCRIPTION DRUG PLANS 
 
More than 25% of Medicare PDP’s Get Poor Rating 
Kaiser Health News has reported that nationwide 25% of Medicare Prescription 
Drug Plans received poor ratings.  A poor rating is defined as less than 3 stars on 
Medicare’s 5‐star quality rating system.  The article from KHN is attached. 

http://www.cms.gov/NationalMedicareTrainingProgram/TL/list.asp


 
MASSHEALTH & THE CONNECTOR 
 
MassHealth Application Changes 
This past year, MassHealth introduced a new section to its applications to help 
determine Massachusetts residency.  This “Visitor” section asked the applicant if 
he/she was visiting Massachusetts and, therefore, not a resident.  In October, this 
section was replaced with a “Residency” section, which asks the applicant if he/she 
is a Massachusetts resident with the intention to stay.  While a “no” response to the 
previous “Visitor” question would indicate that the applicant meets the residency 
requirements, the same “no” response in the new “Residency” section indicates that 
the applicant does not meet the residency requirements.  As a result, it is important 
o note which version of the application is being completed in order to ensure a 
orrect eligibility determination. 
t
c
 
New section: 

 
 

PRESCRIPTION ADVANTAGE 
 
2012 Rate Schedule Guides 
The 2012 Prescription Advantage Rate Schedule Guides have been printed.  The 
guide is attached and a supply will be sent to each Regional Director.  Since the 
guides were printed prior to the release of the new Extra Help resource limits, an 
insert will be included with the correct amounts when an application is requested.  
The rate sheet will be corrected when it is due to be reprinted.  
 
MISCELLANEOUS 
 
UPDATE: Dental Plans in Massachusetts 
The last edition of The Beacon included a link to the Division of Insurance’s list of 
dental plans sold in Massachusetts.  Since then, the Commonwealth has revamped 
heir websites and the link is no longer functioning.  The new link can be found t here, 
nd a PDF file is attached. a
 
Affordable Care Act Implementation 
The Center for Medicare Advocacy has compiled a timeline of ACA policy 
implementations.  The attached document outlines changes that went into effect in 
2010 and 2012, along with changes scheduled for 2012.   
 

http://www.mass.gov/ocabr/consumer/insurance/health-insurance/health-care-access-bureau/individual-products-and-plans/dental.html


THE SHINE SPOTLIGHT 
 
Seeking Nominations! 
The SHINE Spotlight shares interesting stories or notable achievements of the many 
dedicated SHINE Counselors across the state.  To nominate a SHINE Counselor to be 
featured in this section, contact Chris Ciano at christopher.ciano@state.ma.us.  
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Contact SHINE State Staff 
 

Cynthia Phillips  
Director 

cynthia.phillips@state.ma.us
 

Chris Ciano 
Assistant Director 

christopher.ciano@state.ma.us
 

Jennifer Syria 
Field Operations Manager & Training Coordinator 

jennifer.syria@state.ma.us
 

Richard Miranda  
Program Coordinator 

richard.miranda@state.ma.us
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medicareadvocacy.org http://www.medicareadvocacy.org/2011/11/preserving-access-to-necessary-care-ending-
hospital-observation-status/


Ending Hospital “Observation Status” || CMA
The Center for Medicare Advocacy has heard increasingly about beneficiaries throughout the country
whose entire stays in a hospital, including stays as long as 14 days, are classified by the hospital as
outpatient observation.  In some instances, the beneficiaries' physicians order their admission, but the
hospital retroactively reverses the decision.  As a consequence of the classification of a hospital stay as
outpatient observation (or of the reclassification of a hospital stay from inpatient care, covered by Medicare
Part A, to outpatient care, covered by Medicare Part B), beneficiaries are charged for various services they
received in the acute care hospital, including their prescription medications.  They are also charged for their
entire subsequent SNF stay, having never satisfied the statutory three-day inpatient hospital stay
requirement, as the entire hospital stay is considered outpatient observation.


The Medicare statute and regulations authorize payment for skilled nursing facility (SNF) care for a
beneficiary who, among other requirements, was a hospital inpatient for at least three days before the
admission to the SNF.  The Center has written repeatedly about difficulties in calculating hospital time for
purposes of using Medicare's post-acute SNF benefit.  In the past, the Center's primary focus was how time
in observation status and in the emergency room was not counted by the Medicare program when that time
was followed by a beneficiary's formal admission to the hospital as an inpatient.[1] Recently, however, this
new barrier to hospital and SNF coverage has emerged and increased.


This barrier to coverage and care directly impacted one of the Center's clients, Lee Barrows of Connecticut. 
Mrs. Barrows described her husband's five-day stay in a Connecticut hospital as an observation patient and
denial of Medicare payment for his subsequent SNF care:


He was taken to a room where he remained for eight days… on the fifth day a neurologist, flanked by [my
husband's] doctor and a social worker, ushered me into the hall and said 'we're sorry, but your husband was
never admitted.'  I was stunned with disbelief.  Wrist band, IV, PT, low-salt diet due to unusually high blood
pressure… criteria for admission seemed obvious.  I tearfully blurted out that I was going to fight this,
whereupon [they] both gave me the thumbs up sign saying that this happens once or twice a week.


Neither the Medicare statute nor the Medicare regulations define observation services.  The only definition
appears in various CMS manuals, where observation services are defined as:


a well-defined set of specific, clinically appropriate services, which include ongoing short term treatment,
assessment, and reassessment, that are furnished while a decision is being made regarding whether
patients will require further treatment as hospital inpatients or if they are able to be discharged from the
hospital.[2]


In most cases, the Manuals provide, a beneficiary may not remain in observation status for more
than 24 or 48 hours.[3]


Even if a physician orders that a beneficiary be admitted to a hospital as an inpatient, since 2004 CMS has
authorized hospital utilization review (UR) committees to change a patient's status from inpatient to
outpatient.  Such a retroactive change may be made, however, only if (1) the change is made while the
patient is in the hospital; (2) the hospital has not submitted a claim to Medicare for the inpatient admission;
(3) a physician concurs with the UR committee's decision; and (4) the physician's concurrence is
documented in the patient's medical record.[4] CMS explains that retroactive reclassifications should occur
infrequently, "such as a late-night weekend admission when no case manager is on duty to offer
guidance."[5]


Appeal Rights


When a beneficiary is placed in observation status by the attending physician, a hospital may be required to
give the patient an Advance Beneficiary Notice (ABN) of noncoverage in order to shift liability to the
beneficiary.  A critical issue for CMS is whether the service meets the requirements of a Part B-covered
service.  If the service is a Part B service, but it "falls outside of a timeframe for receipt of a particular
benefit,"[7] then the hospital must give the beneficiary an ABN.  If the service is not a Part B service, an ABN
is not required to shift liability to the beneficiary, though the hospital may voluntarily give the patient such
notice.  Although the precise application of these principles to observation services has not been addressed
in any administrative or court decision, the Center believes that placement of a beneficiary in observation
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status for more than 24 or 48 hours should lead to the requirement that the hospital give the patient an
ABN.


Under the Medicare Act, when a determination is made that a service was not medically necessary and that
Medicare will not pay for it, payment will nevertheless be made if the beneficiary did not know, and could not
reasonably be expected to know, that payment would not be made.[8] A beneficiary is presumed not to know
"that services are not covered unless the evidence indicates that written notice was given to the beneficiary
[bold font in original]."[9] A provider must inform a beneficiary when services are not medically necessary; its
failure to do so will relieve the beneficiary of responsibility of paying for the service.[10]


If a hospital UR committee determines that a patient's inpatient stay is not medically necessary and should
be reclassified as outpatient observation, CMS explicitly requires that the beneficiary be notified promptly in
writing.[11] The notice is necessary so that the beneficiary "is fully informed about the change in status and
its impact on the co-insurance and deductible for which the beneficiary would be responsible."[12]


In the Center's experience, hospitals are not giving patients an ABN when beneficiaries are assigned to
observation status in the hospital for time periods exceeding 24 or 48 hours.


Congressional Efforts and Legislation


A Congressional briefing on "observation status," sponsored by Congressman Joe Courtney (D. CT), was
held to highlight the harm being caused to Medicare beneficiaries' when their stays in acute care hospitals
are labeled "outpatient observation" rather than inpatient admissions. The Center for Medicare Advocacy
organized and chaired the briefing for Congressional staff. A broad coalition of organizations including
AARP, the Alzheimer's Association, the American Medical Association, the American Medical Directors
Association, Leading Age, and the National Committee to Preserve Social Security and Medicare urged
Congress to support pending legislation which would ensure a full and fair Medicare program.


Center senior policy attorney Toby S. Edelman outlined the problem of observation status and called on
Members of Congress to support the bipartisan legislation, the "Improving Access to Medicare Coverage Act
of 2011," which is filed in both the House of Representatives (H.R. 1543) and the Senate (S. 818). She also
called for support for Congressman Courtney's alternative efforts to secure an administrative resolution.


Also testifying at the briefing were representatives of the American Health Care Association (Gail Sheridan, a
nursing home operator from Minnesota) and the American Medical Directors Association (Eric Tangalos,
M.D., professor of medicine at the Mayo Clinic).


Litigation


Although both bills mentioned above have bi-partisan support, there has been no action to pass them, and
the harm to beneficiaries continues.  Thus, on November 3, 2011, the Center for Medicare Advocacy, and
co-counsel National Senior Citizens Law Center, filed a lawsuit on behalf of seven individual plaintiffs from
Connecticut, Massachusetts, and Texas who represent a nationwide class of people harmed by the illegal
"observation status" policy and practice.


The case, Bagnall v. Sebelius (No. 3:11-cv-01703, D. Conn), states that the use of observation status
violates the Medicare Act, the Freedom of Information Act, the Administrative Procedure Act, and the Due
Process Clause of the Fifth Amendment to the Constitution.


To stay on top of the issue, register now for our December webinar at:
https://salsa.democracyinaction.org/o/777/p/salsa/event/common/public/?event_KEY=72136, and see
http://www.medicareadvocacy.org/medicare-info/observation-status/ for more information and to hear a
recording of the news conference regarding Observation Status and the Bagnall case.


What You Can Do 


The Center would like to hear about your experiences as we work to solve the hospital observation problem. 
In the meantime, the Center suggests that:


Beneficiaries appeal from hospital and SNF notices that they do receive so that the Medicare program
can make an initial determination of coverage.


Beneficiaries who do not receive a notice from the hospital should file a request with the Medicare
Administrative Contractor, asking that the contractor review the information and determine whether
they met the inpatient criteria.
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Beneficiaries should appeal denials of Medicare coverage for the subsequent SNF stay at the same
time as they appeal their observation status in the hospital.


Beneficiaries who are billed for prescription drugs during their hospital stay should use their Part D
plan's process for submitting claims from an out-of-network pharmacy (assuming the hospitals'
pharmacies do not participate in Part D plans, as most do not).


Conclusion


All time in a hospital – whatever it is called, including admission or observation – should be considered
inpatient hospital care for Medicare Part A and Skilled Nursing facility coverage.  Beneficiaries who have paid
into the Medicare system for years should be able to get Part A hospital payment and nursing home care
coverage when they need it, regardless of the label attached to their time in the hospital.  It is unfortunate
that this hasn't been the case.  Hopefully the legislative and court efforts now underway will soon ensure that
it is remedied.


________________________________


[1] Litigation challenging CMS's method of calculating hospital time was unsuccessful.  Estate of Landers v.
Leavitt, 545 F.3d 98 (2d Cir. 2008).
[2] Medicare Benefit Policy Manual, CMS Pub. 100-02, Chapter 6, §20.6; same language in Medicare Claims
Processing Manual, CMS Pub. 100-04, Chapter 4, §290.1.
[3] Id.
[4] Medicare Claims Processing Manual, CMS Pub. No. 100-04, Chapter 1, §50.3, originally issued as CMS,
"Use of Condition Code 44, 'Inpatient Admission Changed to Outpatient,'" Transmittal 299, Change Request
3444 (Sep. 10, 2004).
[5] CMS, "Clarification of Medicare Payment Policy When Inpatient Admission Is Determined Not To Be
Medically Necessary, Including the Use of Condition Code 44: 'Inpatient Admission Changed to Outpatient,'"
MedLearn Matters (Sep. 10, 2004).  Use of Condition Code 44 is not intended to serve as a substitute for
adequate staffing of utilization management personnel or for continued education of physicians and hospital
staff about each hospital's existing policies and admission protocols.  As education and staffing efforts
continue to progress, the need for hospitals to correct inappropriate admissions and to report condition code
44 should become increasingly rare. Question and Answer 3.
[6] Id. Use of Condition Code 44 is not intended to serve as a substitute for adequate staffing of utilization
management personnel or for continued education of physicians and hospital staff about each hospital's
existing policies and admission protocols.  As education and staffing efforts continue to progress, the need
for hospitals to correct inappropriate admissions and to report condition code 44 should become increasingly
rare.
[7] Medicare Benefit Policy Manual, CMS Pub. 100-02, Chapter 6, §20.6.C.
[8] 42 U.S.C. §1395pp, 1879 of the Social Security Act.
[9] Medicare Claims Processing Manual, CMS Pub. 100-04, Chapter 30, §30.1.
[10] Hospital ABNs are discussed in CMS, "Preliminary Instructions: Expedited Determinations/Reviews for
Original Medicare," Transmittal 594, Change Request 3903 (June 24, 2005), which will be put in the
Medicare Claims Processing Manual, Chapter 30, at §80.  This Transmittal includes 10 different forms for
Hospital –Issued Notices of Noncoverage (HINNs), none of which addresses observation status.
[11] CMS, "Clarification of Medicare Payment Policy When Inpatient Admission Is Determined Not To Be
Medically Necessary, Including the Use of Condition Code 44: 'Inpatient Admission Changed to Outpatient,'"
MedLearn Matters (Sep. 10, 2004).
[12] CMS, "Clarification of Medicare Payment Policy When Inpatient Admission Is Determined Not To Be
Medically Necessary, Including the Use of Condition Code 44: 'Inpatient Admission Changed to Outpatient,'"
Question 8, MedLearn Matters (Sep. 10, 2004).
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Stars in the States


Nationally, 28% of Medicare’s 
rated prescription drug plans 
that will be available to seniors 
in 2012 get poor ratings from 
federal officials. 


Here is the percentage of rated 
plans in each state that get 
fewer than 3 stars on a scale of 
1-5.:


Alabama 50%


Alaska 40%


 
 
More Than 25% Of Medicare Drug Plans 
Get Poor Ratings 
TOPICS: MEDICARE, QUALITY, MARKETPLACE


By MARILYN WERBER SERAFINI
KHN Staff Writer
NOV 01, 2011


This story has been updated from an earlier version.


As seniors consider prescription drug plan options during the current open season, they may want to 
take into account new ratings that are out from federal officials. More than a quarter of Medicare's 
rated prescription drug plans that will be available in 2012 scored poorly. 


The Centers for Medicare and Medicaid Services is 
putting these plans on notice that, unless they take steps 
to improve their performance over the next few years, 
they face expulsion from Medicare. 


CMS this month revised the way it rates Medicare drug 
plans to focus more on quality, and many plans' ratings 
fell from 2011 to 2012. The criteria changed to stress 
clinical outcomes, such as whether a patient takes his 
medication the way he is supposed to, in addition to 
process measures, such as how long a patient is kept on 
hold when calling the plan. In judging 2012 plans, CMS 
for the first time considered whether patients kept up 
with medications for diabetes, hypertension and 
cholesterol, and it also considered complaints lodged 
against plans, and the numbers of people who choose to 
leave plans. 


While the new system labeled more plans as poor performers, CMS says 
this will likely lead to better options for the 28 million elderly and disabled 
beneficiaries who rely on those plans to help pay for their medications. 


“We have raised our standards, and we are not apologizing for that,” said 
Jonathan Blum, deputy administrator and director for Medicare at CMS, 
who stressed that benefits have not disappeared. “We will push as hard 
as we can to elevate performance. … If plans are getting worse, we 
expect them to get better.” 


Page 1 of 3More Than 25% Of Medicare Drug Plans Get Poor Ratings - Kaiser Health News


11/21/2011http://www.kaiserhealthnews.org/Stories/2011/October/26/quarter-of-Medicare-drug-plan...







American Samoa 0%


Arizona 48%


Arkansas 47%


California 42%


Colorado 46%


Connecticut 43%


Delaware 42%


Florida 42%


Georgia 47%


Guam 0%


Hawaii 40%


Idaho 40%


Illinois 44%


Indiana 48%


Iowa 42%


Kansas 39%


Kentucky 48%


Louisiana 50%


Maine 46%


Maryland 42%


Massachusetts 43%


Michigan 44%


Minnesota 42%


Mississippi 47%


Missouri 50%


Montana 42%


Nebraska 42%


Nevada 48%


New Hampshire 46%


New Jersey 43%


New Mexico 43%


New York 31%


North Carolina 43%


North Dakota 42%
Northern Mariana 
Islands


0%


Ohio 48%


Oklahoma 43%


Oregon 40%


Pennsylvania 39%


Puerto Rico 81%


Rhode Island 43%


South Carolina 53%


South Dakota 42%


Tennessee 50%


Texas 42%


Utah 39%


Vermont 43%


Virgin Islands 0%


Virginia 50%


Washington 40%


Traditional Medicare does not cover most prescription drug costs for 
beneficiaries, but they can voluntarily buy private Medicare Part D drug 
plans. CMS rates the prescription plans according to a star system, with 
five stars indicating the highest quality and one star the lowest. That 
system is similar to ratings for the private Medicare Advantage health 
plans that about a quarter of seniors choose instead of traditional 
Medicare. 


Nationally, of the 557 rated drug plans that will be available for next year, 
24 percent get the top ratings of four or five stars, and about half fall in the 
middle with three stars. Another 28 percent score below three stars; only 
one comes in below two. 


However, many of the lower-rated plans are in multiple states, which 
compounds the problem when looking at the local level. As a result, even 
though one quarter of plans across the country rate poorly, when 
evaluating plans available in each state, most states have at least 40 
percent of their plans receiving fewer than three stars. 


Only four states come out better. In New York, just 31 percent of drug 
plans get the lowest marks, and in Kansas, Pennsylvania and West 
Virginia, 39 percent of plans do. 


At the other end, at least half of drug plans available in Alabama, 
Louisiana, Missouri, South Carolina, Tennessee and Virginia rated 
poorly. 


Open enrollment for Medicare drug plans for 2012 began on Oct. 15 and 
closes Dec. 7. Premiums vary widely since some plans cover more drugs 
than others, or charge higher co-payments and deductibles.


Blum emphasizes the importance of comparison shopping every year, 
and says that the new performance measures should help. "People pay 
the most attention to premiums. We want them shopping for the best 
value and quality," he said. 


Earlier this month, CMS proposed a new rule that would allow it to oust 
plans that score below three stars for three consecutive years. 


The rule would take effect in 2013, and would also allow CMS to 
terminate low-performing Medicare Advantage health plans on the same 
timetable. 


The low-performing prescription plans are also a problem for many people 
who qualify for both Medicare and Medicaid, the joint federal-state health 
care program for the poor. If they don’t choose a plan, they are by law 
assigned randomly to drug plans with average or below-average costs. 
More than half of those drug plans (52 percent) get just two stars, 
according to Avalere Health, a health care consulting company. 


"There is certainly room for improvement," said Avalere CEO Dan 
Mendelson. "What we want is fours and fives."


There are nearly 9 million of these "dual eligibles" in the United States. 
Most are seniors, but about a third are younger people with disabilities, 
and more than half have annual incomes below $10,000. 
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Washington D.C. 42%


West Virginia 39%


Wisconsin 45%


Wyoming 42%


© 2011 Henry J. Kaiser Family Foundation. All rights reserved.


Low-income beneficiaries can do their homework and switch plans, but 
like other seniors most do not even look for new options. In an October 
survey, KRC Research, a public opinion firm, asked Medicare 
beneficiaries if they would shop around for a new plan during open 
enrollment, but only 3 in 10 said they were likely to do so. 


According to Avalere, 5 percent of the plans available to dual eligibles 
have a rating of four or five stars, and 43 percent have three stars, 
according to Avalere. 


Despite the new ratings, the KRC survey found that nearly 90 percent of seniors were satisfied with 
their Medicare drug plans, and that more than half were very satisfied. They say that the cost is 
reasonable, that the coverage is good, and that their plan works well. 


KHN reporter Christopher Weaver contributed to this report. 
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DEVAL L. PATRICK  GREGORY BIALECKI 


GOVERNOR SECRETARY OF HOUSING AND 
ECONOMIC DEVELOPMENT 


 
TIMOTHY P. MURRAY BARBARA ANTHONY 


LIEUTENANT GOVERNOR UNDERSECRETARY OF CONSUMER AFFAIRS 
 AND BUSINESS REGULATION 
 
 JOSEPH G. MURPHY 


  COMMISSIONER OF INSURANCE 


 
INDIVIDUAL DENTAL EXPENSE INSURANCE POLICIES 


THAT MEET THE REQUIREMENTS OF  
MASSACHUSETTS’ REGULATION 211 CMR 42.00 


 
 Company Name        Approval Date 
 
1. AMERICAN FAMILY LIFE ASSURANCE COMPANY OF COLUMBUS 
 1932 Wynnton Road 
 Columbus, GA 31999-0001 
 (800) 992-3522 
 
 Policy #s: 
 A-81100-MA dental insurance policy 08/20/04 
 A-81200-MA  dental insurance policy 08/20/04 
 A-81300-MA  dental insurance policy 08/20/04 
 A-81400-MA  dental insurance policy 08/20/04 
 
2. AMERICAN PROGRESSIVE LIFE & HEALTH COMPANY OF NEW YORK 
 P. O. Box 13547 
 Pensacola, FL 32591-3547 
 (800) 645-4116 
 
 Policy #s: 
 PRDEN 03 MA 1


3. BLUE CROSS AND BLUE SHIELD OF MASSACHUSETTS, INC. 


 dental insurance policy 04/08/05 
 


 401 Park Drive, Landmark Center 
 Boston, MA  02215  
 (800) 422-3545 
 
 Policy #s: 
 DENT SR (1-1-2012) 2


                                                 
1 Plan enrollment limited to individuals age 65 or older. 
2 Plan enrollment limited to individuals age 65 or older. 


 dental insurance policy 09/02/11 


 


COMMONWEALTH OF MASSACHUSETTS 
Office of Consumer Affairs and Business Regulation 


DIVISION OF INSURANCE 
1000 Washington Street, Suite 810 • Boston, MA  02118-6200 


(617) 521-7794   http://www.mass.gov/doi 







INDIVIDUAL DENTAL EXPENSE INSURANCE POLICIES 
 


 Company Name         Approval Date 
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4. DENTAL SERVICE OF MASSACHUSETTS, INC. 
 (d/b/a Delta Dental of Massachusetts) 
 465 Medford Street 
 Boston, MA  02129-1454 


800-872-0500 
 
 Policy #s: 
 DDP-PPA5 dental insurance policy 11/07/07 
 
5. RENAISSANCE LIFE AND HEALTH INSURANCE COMPANY OF AMERICA  


P.O. Box 738 
Greenwood, IN 46142 
(888) 791-5995 
 
Policy #s: 
INVD-100A  


 Indemnity (INVD-101A/AA) dental insurance policy 10/02/08 
 PPO (INVD-101/PPO)  dental insurance policy 10/02/08 
 Table of Allowance (INVD-101A/TOA) dental insurance policy 10/02/08 
 
6. TIME INSURANCE COMPANY  


501 East Michigan Avenue 
Milwaukee, WI 53201-0624 
(800) 800-1212 
 
Policy #s: 


 8079.POL.MA dental insurance policy 11/30/10 
 
7. UNITED CONCORDIA INSURANCE COMPANY 3


                                                 
3 United Concordia Insurance Company intends to begin marketing the individual insured dental preferred provider  plan in late 
 March with the earliest possible effective dates for plan applicants being April 1, 2011. 


 
 Northwoods Crossing Office Park 
 4401 Deer Path Road 
 Harrisburg, PA  17110 
 (866) 568-6099 
 


Policy #s: 
 MAIN01-03101/CIC  dental insurance policy 12/28/10 
 Schedule of Benefits 
 Plan 100 MAINS-1-0309; 
 Plan 300 MAINS-3-0309; and 
 Plan 500 MAINS-5-0309 
 





		AMERICAN FAMILY LIFE ASSURANCE COMPANY OF COLUMBUS

		AMERICAN PROGRESSIVE LIFE & HEALTH COMPANY OF NEW YORK

		BLUE CROSS AND BLUE SHIELD OF MASSACHUSETTS, INC.
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 18th Annual SHIP Directors' Conference


 


Save the Date—2012 Annual SHIP Directors' Conference! 


The SHIP Conference Planning Subcommittee is happy to announce that the 18th 
Annual SHIP Directors’ Conference will take place June 4 – 7, 2012, at the 
Marriott Marquis (http://www.marriott.com/hotels/travel/atlmq-atlanta-marriott-
marquis/), located in Atlanta, Georgia.


The conference is an opportunity for the SHIP Directors and staff to network with 
colleagues; share replicable activities and initiatives; discuss lessons learned, 
important policy and advocacy issues with CMS officials and others; and learn 
about new Medicare programs.


Look for more details in the coming months on conference tracks, how to submit 
an abstract, and how to register.


We look forward to seeing you in Atlanta! 


 AEP Corner
 


Open Enrollment Ends December 7


Remember, the Medicare Annual Enrollment Period (AEP) ends early this year. 
You have until December 7 to make sure your health and drug coverage still 
meets your needs. 


If you're happy with your current coverage, you don't need to do anything. But 
make sure you understand any upcoming changes to your plan's costs or 
benefits. 


If you want to change plans, or if you need help in choosing the right plan, visit 
www.medicare.gov and get personalized information about plans in your area.
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A Q&A With Fairfax County (VA) SHIP Manager Howard 
Houghton


Virginia’s Fairfax County SHIP Manager Howard Houghton has seen and done a lot 
in his 15 years with the program. Working on hearings and appeals related to 
social security disability claims in his “past life” as legal aid paralegal made his 
move to the SHIP a “lucky strike.”


Perhaps at the most inopportune time — the very middle of the 2011 AEP 
volunteer trainings, outreach engagements, cable TV tapings and podcasts — 
SHIP Navigator caught up with this person who likened himself to “Johnny 
Appleseed” in the Kaiser Health News article “SHIPs Can Help Seniors Save Money 
on a Medicare Drug Plan” (see below). 


Here’s what Mr. Houghton had to say to SHIP Navigator about his experience 
during this AEP.


Q: What effects has changing the AEP had?


A: We started outreach earlier because of the month-earlier change in the AEP. 
Unfortunately, a lot of people were unaware of the change, so preparing earlier 
isn’t what they were doing. I saw the ads on TV myself, so maybe people just 
weren’t paying attention. I am concerned, though, that if people were unaware of 
the change in the opening date, that they will also be unaware of the earlier 
deadline.  


We’ve been putting up posters all over our offices, placing stickers on everything 
being distributed, and publishing notices in our newsletters to spread the word. 


Q: What were this year’s most frequently asked questions?


A: They included:


How much will the plans cost next year versus this year?•
Will the plans cover all my medications?•
How come I have to pay more hitting mid-year (i.e., hitting the “doughnut 
hole”)?


•


Do I have to change my Medigap Plan? •


It’s hard for older adults to get their arms around some of these issues after 
they’ve been doing things the same way for so many years.


Q: Were there any surprises this AEP?


A: There were more Advantage Plans coming to our region. Because of the 
Patient Protection and Affordable Care Act, last year we lost a few plans, but 
there were a couple new ones this year. People are still confused about the 
program even though it has been in effect for five years. 
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The Plan Finder also was somewhat surprising. We could do a run on prescription 
drugs for a beneficiary one day, and another day there will be differences in the 
prices quoted. This causes us to take more time to get through a beneficiary’s 
review. We have to be cautious because people rely on us, and we rely on the 
Plan Finder. 


There are more than 113,000 Medicare beneficiaries in Fairfax County. It’s a 
dense population within a small area. I bounce around everywhere to senior 
centers, residences and community centers. This year I did my very first podcast, 
and tomorrow [November 18], I’m doing another one on Buyer’s Remorse: how 
to disenroll from a Medicare Advantage plan. We’ve also done a cable TV show 
and posted a toolbox online. We’re hoping these tools will help teach family 
members of beneficiaries to pick up the mantle and help them. And that will help 
us concentrate on those among our county’s beneficiaries without families. They 
are the ones who need us the most.


SHIPs Can Help Seniors Save Money On a Medicare Drug Plan


By Susan Jaffe


Three weeks after suffering a heart attack, Bernie Hollander came to a recent 
meeting at Leisure World in Silver Spring with his wife, Rose, to learn about the 
Medicare drug plans being offered next year.


“I’m a heart patient, I’m a diabetic — I have a lot of problems,” said Hollander, 
81, who lives in the retirement community. But getting the expensive medications 
he needs isn’t one of them.


He was at the meeting to get updated advice from Leta Blank, head of the 
Montgomery County Senior Health Insurance Assistance Program. SHIP, as it is 
commonly known, helped him sort through dozens of insurance policies last year 
to find one that would cover the eight drugs he takes. His medications cost 
$14,000 through the end of September, and his share of the bill was $5,000.


“The SHIP tells you basically what is your best value for your dollar,” he said.


Funded by the federal Older Americans Act and local jurisdictions, SHIPs help 
people navigate Medicare, the federal health care program that serves 46.5 
million older or disabled Americans. There is a SHIP in nearly every county, 
providing advice over the phone, in person and at public meetings. Some SHIP 
counselors even make house calls.


This is their busy season: The annual open enrollment period for Medicare drug 
plans — also known as Part D plans — began last month and runs until December 
7. Although drug coverage is optional, millions of Medicare beneficiaries enroll in 
a plan, and choosing the right one can be tricky.
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They can also get advice about Medicare Advantage managed care policies, which 
are also open for enrollment now, and offer medical coverage within a network of 
health care providers along with, in many cases, drug coverage.


Drug coverage is optional for Medicare beneficiaries. But seniors who want it must 
search dozens of policies covering different drugs from different pharmacies at 
different prices. For 2012, there are 30 drug plans offered in Virginia and 31 in 
Maryland and the District. Insurers can modify benefits and pricing from one year 
to the next. And drug prices can change as often as every four weeks. SHIP 
counselors can help untangle the details.


Surveys have shown that once seniors choose a drug plan, most stay in it even if 
there are cheaper alternatives as years go by. But they would be smart to take a 
fresh look every autumn: In a study presented in October, researchers examined 
the plans used by about 270 California seniors and found that three-quarters of 
them would save an average of $450 if they changed plans in 2011.


“Never, ever assume that if your drugs are covered this year they will be covered 
next year,” said John Glowacky of the Arlington office of the Virginia Insurance 
Counseling and Assistance Program, which is part of SHIP. “And just because you 
have a no-deductible plan now, there’s no guarantee that it will remain a no-
deductible plan.”


In the District and Maryland, premiums for six of the top 10 drug plans will rise in 
2012 by as much as 16 percent, according to an analysis for Kaiser Health News 
by Avalere Health, an independent research firm. In Virginia, premiums for half of 
the 10 plans with the highest enrollment are going up by as much as 17 percent 
next year.


To help find the best buy, SHIP counselors use the online “plan finder” at the top 
of Medicare’s website. Users enter their Zip code and the names of the drugs they 
are taking, plus other information. The website then produces a list of plans 
covering those drugs at nearby pharmacies and their estimated annual cost. 
(Before choosing a plan, SHIP counselors recommend calling the insurer to verify 
the information.)


At the District’s SHIP — the Health Insurance Counseling Project at the George 
Washington University Law School — seven law students, backed by their 
professor Suzanne Jackson, handle some of the tougher cases. Seniors can also 
get help from another lawyer, a program director and community volunteers. 
Counselors make regular visits to senior centers across the city. Last year they 
held more than 70 Medicare meetings and helped nearly 3,000 people 
individually.


In Fairfax County, SHIP manager Howard Houghton trains volunteers to help 
beneficiaries shop for coverage, speaks at senior centers and records podcasts for 
the county’s website.
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“Like Johnny Appleseed,” he says, he crisscrosses his territory to reach as many 
of the county’s 113,000 Medicare beneficiaries as possible.


Even though the Medicare drug benefit took effect five years ago, some area 
seniors still don’t use it. Robert Townes, 77, of Arlington, couldn’t afford the 
medicine to treat his high blood pressure and other health problems and would 
often skip doses or cut pills in half because they cost $700 a month. 


In September, Glowacky — from the Virginia SHIP — helped Townes enroll in a 
Medicare prescription drug policy and get a federal government subsidy to pay for 
coverage. Now he pays $50 a year for drugs that come in the mail every three 
months.


“I feel like a different person,” he said. “I’m doing pretty good for an old man.” 


This article was reprinted from kaiserhealthnews.org with permission from the 
Henry J. Kaiser Family Foundation. Kaiser Health News, an editorially independent 
news service, is a program of the Kaiser Family Foundation, a nonpartisan health 
care policy research organization unaffiliated with Kaiser Permanente.


  Volunteer Engagement
 


Tobi Johnson Shows Us How to Totally Rock the First 90 
Days of Being a Volunteer Manager


By Shari Ilsen


Perhaps the most beautiful phrase a volunteer manager can read showed up on 
page 5 of Tobi Johnson’s new e-book, The New Volunteer Manager: The First 90 
Days: “You are not alone.”


As Ms. Johnson, a nonprofit and volunteer management consultant with decades 
of experience in creating and expanding impactful programs, explains in the book, 
all nonprofits focus on these simple questions:


How can you connect with volunteers who share the same passion for your 
cause? And how do you work in partnership with them to bring about change for 
the common good? These questions may be simple, but the answers are certainly 
not.


Ms. Johnson has organized these answers for us into easy, readable pieces. The 
21 tips in her e-book are targeted to new volunteer managers, but in my mind 
they can also help current and even veteran managers to optimize their programs 
and improve their volunteers’ experiences.
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There are three general themes that I found over and over again in Ms. Johnson’s 
book. I think she also did a great job in providing practical advice on how 
volunteer managers can apply these concepts right away to their programs:


Measuring Impact is Important


“Describe What Success Looks Like” is Tip 2, and Ms. Johnson emphasizes the 
value of having a long-term vision for your volunteer program, a vision that 
provides clarity of purpose and will guide you in your planning.


Tip 16 delves deeper into what it takes to achieve this purpose: metrics. We must 
evaluate our programs on an ongoing basis, both quantitatively and qualitatively. 
And, proving that she really does “get” volunteer managers, Ms. Johnson includes 
a comprehensive list of the metrics that we should be tracking.


Be Clear With Volunteers


I think it can be stated outright: Your volunteer program will not succeed if you 
do not establish and maintain clear communication with your volunteers. Ms. 
Johnson builds on this statement throughout the e-book.


First, make sure you’re speaking a language your volunteers can understand. 
“Volunteers don’t want to hear a bunch of internally focused 501(c)(3) speak 
made up of jargon they don’t understand,” she says. (Actually, I don’t know 
anyone who wants to hear that.)


Second, be clear about your expectations of them — and their expectations of 
you. If you’re on different pages about what they’ll be doing and what they’ll be 
getting out of their experience, it’s not going to work. Ms. Johnson suggests 
crafting a strong and concise volunteer position description, as well as a volunteer 
bill of rights.


Finally, it’s important to establish a system that supports and enriches your 
volunteers throughout their time with you. A well-designed volunteer handbook 
will help guide them and clear up confusion about roles and responsibilities. It’s 
also important to build your community by providing valuable content and 
information on a regular basis. Social media and e-mail are great tools for this. 
Use them to tell your story and that of your volunteers and beneficiaries. 
(Incidentally, this could be a great job for a volunteer!)


Harness the Power of Networks


Ms. Johnson does a great job of exhibiting the potential that each of us has to 
amplify our impact via our networks. To foster greater community and 
productivity within your volunteer team, utilize technologies like wikis to facilitate 
collaboration. Also, encourage existing and experienced volunteers to contribute 
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at a deeper level to the development of the program. This gives them a greater 
feeling of ownership and a stake in your goals.


It’s also important to work closely with other departments and colleagues in your 
nonprofit. Building these strong bridges will ensure that they are there to support 
you when you need it and will teach you all the ways in which your program can 
help them, thus increasing your potential impact.


Don’t underestimate the value of your personal network, either. Your friends, 
family, former coworkers, and even LinkedIn contacts will be useful resources for 
you when you need advice or a hookup.


Finally, forming external partnerships with other groups and organizations will 
enable you to accomplish far more than you ever could with just your nonprofit’s 
budget, time and manpower, and you’ll increase your impact without having to 
pull 30-hour days. Ms. Johnson includes a caution to establish a formal 
partnership agreement that is simple and to the point and that is a research-
based factor of success for nonprofit collaborations.


And what do you do after you finish the e-book? What happens after the 90 days? 
Your learning is not done! There are lots of resources to help you continuously 
improve your skills, from the VolunteerMatch Learning Center to Ms. Johnson’s 
group Tobi Johnson & Associates, to the Council for Certification in Volunteer 
Administration. But this e-book is a great place to start and a great resource to 
come back to when looking for ways to improve.


Click here to download the e-book, and learn more from Ms. Johnson by following 
her blog.


This complete review is available at the VolunteerMatch website.


  CMS Communication 


CMS Announces New Medicare Protections


Beginning on January 1, 2012, CMS will conduct demonstration projects that will 
strengthen Medicare by aiming at eliminating fraud, waste, and abuse. Reductions 
in improper payments will help ensure the sound future of the Medicare Trust 
Fund and protect Medicare beneficiaries who depend upon it. 


Recovery Audit Prepayment Review will allow Medicare Recovery Auditors 
(RACs) to review claims before they are paid to ensure that the provider 
complied with all Medicare payment rules. These reviews will focus on seven 
states with high populations of fraud- and error-prone providers (FL, CA, MI, 
TX, NY, LA, IL) and four states with high claims volumes of short inpatient 
hospital stays (PA, OH, NC, MO) for a total of 11 states. 


•


Prior Authorization for Certain Medical Equipment demonstration will require 
Prior Authorization for certain medical equipment for all people with Medicare 
who reside in seven states with high populations of fraud- and error-prone 


•
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providers (CA, FL, IL, MI, NY, NC and TX). This demonstration will help ensure 
that a beneficiary’s medical condition warrants their medical equipment under 
existing coverage guidelines. 
The Prior Authorization demonstration will be implemented in two phases. 
During the first phase (the first three to nine months), the Medicare 
Administrative Contractors will conduct prepayment reviews on certain medical 
equipment claims. The second phase, for the remainder of this three-year 
demonstration, will implement prior authorization, a tool utilized by private-
sector health care payers to prevent improper payments and deter the 
fraudulent provision of items or services.


•


Part A to Part B Rebilling: The third initiative will allow hospitals to rebill for 90 
percent of the Part B payment when a Medicare contractor denies a Part A 
inpatient short stay claim as not reasonable and necessary due to the hospital 
billing for the wrong setting. Currently, when outpatient services are billed as 
inpatient services, the entire claim is denied in full. This demonstration will be 
limited to a representative sample of 380 hospitals nationwide that volunteer 
to be part of the program.


•


  Partner and Aging News 


Dear Marci Medicare Answers


Dear Marci, 
My drug costs at the pharmacy suddenly increased and my pharmacist said it’s 
because I’m in the coverage gap. What is the coverage gap and how do I get out? 
—Mark (Rhinebeck, New York)


Dear Mark,  
The coverage gap — or as it’s more commonly known, the “doughnut hole” — is 
one of the four coverage periods that people with Medicare Part D can be in 
during the year. Many people find out they’ve reached the doughnut hole when 
they unexpectedly get a big bill at the pharmacy. 


You reach the doughnut hole after you have gone through the deductible and 
initial coverage periods. This year, you enter the doughnut hole when your total 
drug costs reach $2,840. Your total drug costs are what you and your plan have 
spent on covered prescriptions since the start of the year. In 2012, you enter the 
doughnut hole when your total drug costs reach $2,930.


Your costs at the pharmacy temporarily increase when you’re in the doughnut 
hole. In the past, people were usually responsible for the full cost of their 
prescriptions during this period. However, because of health reform, people 
started getting discounts this year on drugs they bought while in the doughnut 
hole. In 2011, people in the doughnut hole get a 50-percent manufacturer’s 
discount on covered brand-name drugs and a 7-percent government subsidy on 
covered generic drugs. These discounts will increase every year until 2020, when 
the doughnut hole will be gone. Next year, in 2012, the discount on covered 
brand-name drugs will stay the same (50 percent), and the discount on covered 
generics will go up to 14 percent. 
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So, how do you get out of the doughnut hole? In 2011, you get out of the 
doughnut hole and into the fourth coverage period (catastrophic coverage) when 
you have spent $4,550 out of pocket on drugs since the start of the year. In 
2012, this amount will increase to $4,700. This amount includes what you’ve paid 
out of pocket, but it does not include your premium or anything your plan paid 
toward your drugs. Click here to see a full list of what counts to get you out of the 
doughnut hole. 


People reach the doughnut hole at different times. Some may never enter the 
doughnut hole, while others reach it very early in the year. Whether you get to 
the doughnut hole depends on your drug costs. 


There are ways to get help in paying for your drugs in the doughnut hole. Click 
here for more information.


—Marci


The Medicare Rights Center sponsors Medicare Interactive, an online resource 
that translates complicated Medicare benefits information into “what-does-this-
mean-for-me?” advice for professionals and web-savvy consumers. The Medicare 
Rights Center also has two great hotlines staffed by expert counselors. People 
with Medicare can call (800) 333-4114. Professionals working with people with 
Medicare can call (877) 794-3570. 


The National SHIP Resource Center is pleased to include the Dear Marci question-
and-answer feature from the Medicare Rights Center. Look for updated Dear Marci 
features in this section of the SHIP Navigator. Content is provided by the 
Medicare Rights Center and has not been written or reviewed by CMS or the 
National SHIP Resource Center. The Medicare Rights Center is a national, not-for-
profit consumer service organization that works to ensure access to affordable 
health care for older adults and people who have disabilities through counseling 
and advocacy, educational programs and public policy initiatives.


Disaster Assistance Grants for SUAs


Administration on Aging (AoA) grants awarded under this announcement are to 
provide disaster reimbursement and assistance funds to those State Units on 
Aging (SUAs) and federally recognized Tribal Organizations that are currently 
receiving a grant under Title VI of the Older Americans Act (OAA), as amended. 
These funds only become available when the President of the United States 
declares a national disaster and may only be used in those areas designated in 
the issued disaster declaration. Eligible SUAs and Title VI grantees should discuss 
all disaster applications with AoA regional staff before submitting a formal 
application. Click here for more info on this funding opportunity. Applicants must 
apply for this grant through http://www.grants.gov.
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Report: Disparities for Older LGBT Adults


Caring and Aging with Pride, the first national federally funded project to examine 
lesbian, gay, bisexual and transgender (LGBT) aging and health, reveals 
significant health disparities impacting LGBT older adults as they age. The 
project’s report — “The Aging and Health Report: Disparities and Resilience 
Among Lesbian, Gay, Bisexual, and Transgender Older Adults” — found that:


Nearly one-half have a disability, and nearly one-third report depression. •
Most LGBT older adults (91 percent) engage in wellness activities. •
Almost two-thirds have been victimized three or more times. •
Thirteen percent have been denied health care or received inferior care. •
More than 20 percent do not disclose their sexual or gender identity to their 
physician. 


•


About one-third do not have a will or durable power of attorney for health care.•


Report: Protecting Older Investors


As the population ages and the incidence of Alzheimer’s disease and other 
dementias grows, an increasing number of older investors are at risk of having 
diminished capacity to transact business. AARP’s Public Policy Institute undertook 
a study to assess financial services professionals’ awareness of diminished 
financial capacity and current industry practices and protocols for serving clients 
who may lack the ability to make financial decisions. This report, “Protecting 
Older Investors: The Challenge of Diminished Capacity,” proposes avenues for 
developing policy and practice solutions to protect vulnerable investors.


Social Security Launches New Spanish Online Services


Michael J. Astrue, Commissioner of Social Security, announced that the agency’s 
most popular online services, the applications for retirement and Medicare and for 
Extra Help with Medicare prescription drug costs, are now available in Spanish. 
The new online services are available at www.segurosocial.gov, the robust 
Spanish version of Social Security’s award-winning website, 
www.socialsecurity.gov. People interested in planning for retirement can get an 
immediate, personalized estimate of their Social Security benefit by using the 
Retirement Estimator at www.segurosocial.gov/calculador.


An Update on ACOs


After the backlash against health maintenance organizations (HMOs) as the 
solution, two decades later the next great hope of many has become Accountable 
Care Organizations (ACOs). “Accountable Care Organizations in Medicare and the 
Private Sector: A Status Update” from the Robert Wood Johnson Foundation and 
the Urban Institute provides an overview of ACOs, their origins, and the current 
status of Medicare and private health plans adopting this model.
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  Affordable Care Act Corner 


Seniors Save More Than $1.2 Billion on Prescriptions


So far this year, more than 2.2 million people with Medicare have saved more 
than $1.2 billion on their prescriptions, for an average of $550 per person, CMS 
announced on November 4. And more than 22.6 million seniors and people with 
disabilities have taken advantage of at least one free Medicare preventive benefit, 
including the new Annual Wellness Visit made possible by the Patient Protection 
and Affordable Care Act (Affordable Care Act). 


“Thanks to the Affordable Care Act, seniors are getting cheaper prescription drugs 
and free preventive care,” said CMS Administrator Donald M. Berwick, MD. 


Under the Affordable Care Act, people with Medicare can receive many preventive 
services at no charge, including diabetes screening, some cancer screenings and 
help to quit smoking. 


People with Medicare across the country are also receiving cheaper prescription 
drugs. Thanks to the Affordable Care Act, seniors and people with disabilities 
receive a 50-percent discount on covered brand name drugs in the Medicare Part 
D coverage gap, also known as the “doughnut hole.” The coverage gap discount is 
set at 50 percent on covered brand name drugs again in 2012. Coverage in the 
doughnut hole will progressively increase each year until the coverage gap closes 
in 2020. 


In addition to doughnut-hole discounts, average premiums for Medicare Part D 
prescription drug plans will remain virtually unchanged in 2012. Medicare also 
recently announced that average Medicare Advantage premiums will drop by 4 
percent next year. Part B premiums, which cover outpatient services including 
doctor visits, will only rise $3.50 per month for most beneficiaries in 2012, and 
some will see a decrease. These changes will be more than offset by the average 
Social Security cost of living increase ($43 per month for retired workers). 


CMS is highlighting plans that have achieved an overall quality rating of five stars 
with a high-performer or “gold star” icon on Medicare’s Plan Finder — 
www.medicare.gov/find-a-plan. 


For more information about how the Affordable Care Act closes the doughnut hole 
over time, go to http://www.medicare.gov/Publications/Pubs/pdf/11493.pdf. 


For state-by-state information on the number of people who are benefiting from 
discounts in the doughnut hole in 2011, go to https://www.cms.gov/Plan-
Payment/.


For state-by-state information on utilization of free preventive services and the 
Annual Wellness Visit, go to http://www.cms.gov/NewMedia/02_preventive.asp.
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For more information on Medicare’s prevention benefits, go to the Share the 
News: Share the Health! website — http://www.medicare.gov/share-the-
health/ — or call (800) MEDICARE.


To read the full CMS press release, follow this link: 
http://www.cms.gov/apps/media/press/release.asp?Counter=4158.


  Calls and Trainings
 


Open Door Forums


The next Special Open Door Forum on the Inpatient Rehabilitation Facility 
(IRF) Quality Reporting Program is scheduled for Tuesday, November 29, 
2011, from 2 p.m. to 4 p.m. EST. Please dial in at least 15 minutes prior to call 
start time. To participate by phone, dial (800) 837-1935 and reference 
conference ID 21834666. TTY and communications relay services are available 
for the hearing impaired. For TTY services, dial 711 or (800) 855-2880, and a 
relay communications assistant will help you. An audio recording and transcript 
of this Special Open Door Forum will be posted to the Special Open Door Forum 
website at 
http://www.cms.gov/OpenDoorForums/05_ODF_SpecialODF.asp#TopOfPage 
and will be accessible for downloading on or around December 9, 2011, and 
will be available for 30 days. 


•


The next CMS Skilled Nursing Facility (SNF)/Long-Term Care (LTC) 
Open Door Forum is scheduled for Thursday, December 1, 2011, at 2 p.m. 
EST. Please dial in at least 15 minutes prior to call start time. To participate by 
phone, dial (800) 837-1935 and reference conference ID 93952052. TTY and 
communications relay services are available for the hearing impaired. For TTY 
services, dial 711 or (800) 855-2880, and a relay communications assistant 
will help you. An encore recording of this call can be accessed by dialing (855) 
859-2056 and entering conference ID 93952052. The recording will be 
accessible the following Monday or business day and will expire after three 
business days.


•


The next CMS Hospital and Hospital Quality Open Door Forum is 
scheduled for Tuesday, November 22, 2011, at 2 p.m. EST. Please dial in at 
least 15 minutes prior to call start time. To participate by phone, dial (800) 
837-1935 and reference conference ID 93948900. TTY and communications 
relay services are available for the hearing impaired. For TTY services, dial 711 
or (800) 855-2880, and a relay communications assistant will help you. An 
encore recording of this call can be accessed by dialing (855) 859-2056 and 
entering conference ID 93948900. The recording will be accessible beginning 
four hours after the call has ended and will expire after three business days.


•


The next CMS Ambulance Open Door Forum is scheduled for Wednesday, 
December 14, 2011, at 2 p.m. EST. Please dial in at least 15 minutes prior to 
call start time. To participate by phone, dial (800) 837-1935 and reference 
conference ID 93960159. TTY and communications relay services are available 
for the hearing impaired. For TTY services, dial 711 or (800) 855-2880, and a 
relay communications assistant will help you. An encore recording of this call 


•
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can be accessed by dialing (855) 859-2056 and entering conference ID 
93960159. The recording will be accessible beginning four hours after the call 
has ended and will expire after three business days.


 SHIP Directors' Corner
 


2011 Dates to Remember


November 
30 
CNYGEC: Elective - New Developments in Medication Use in Older Adults 
8 a.m.-5 p.m. EST in Brooklyn, New York, at the Brooklyn Campus of the 
Department of Veterans Affairs New York Harbor Healthcare Net


Observances


American Diabetes Month 
For more information, please visit the American Diabetes Association website at 
http://www.diabetes.org/in-my-community/programs/american-diabetes-month/.


National Alzheimer’s Disease Awareness Month  
For more information, please visit the Alzheimer’s Association website at 
http://www.alz.org.


National Hospice/Palliative Month  
For more information, please visit the National Hospice and Palliative Organization 
website at http://www.nhpco.org/i4a/pages/index.cfm?pageid=5754.


National Native American Heritage Month  
For more information, please visit the federal government’s National Native 
American Heritage Month website at http://nativeamericanheritagemonth.gov/.


December 
6  
SHIP Forum Call (3 p.m. EST)


6-7 
WISER Retirement Security Symposium  
“A Lifetime Financial Journey: Helping Women Achieve Retirement Security”  
Washington, D.C. 
For questions, call (202) 393-5452. To RSVP, e-mail your contact information to 
lhinz@wiserwomen.org.


  Prevention Corner
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Drinking and Thinking


Moderate drinking may reduce your risk of dementia. A review of more than 100 
studies indicates this is the case in men and women, young and old.


“These studies found no significant difference between moderate drinkers and non
-drinkers in terms of their cognitive performance. Moderate or light drinking was 
associated with a reduced risk of developing dementia,” said Edward Neafsey at 
Loyola University in Chicago. 


Neafsey defined moderate drinking as no more than two drinks a day for a man 
and one drink a day for a woman. There was no difference in the effects alcohol 
had on men versus women. 


The study in the journal Neuropsychiatric Disease and Treatment was supported 
by the National Institutes of Health.


For more on “HealthBeat,” follow this link: www.hhs.gov.


Go4Life Campaign Focuses on Fitness for Older Adults


Being physically active is vital to maintaining health and independence as we age, 
and a new federal campaign for people aged 50 years and older will help them to 
get active and keep going. Introduced by the National Institutes of Health (NIH), 
the Go4Life campaign encourages sedentary older adults to reap health benefits 
by making physical activity part of their daily lives. Only 25 percent of people 
aged 65–74 years say they engage in regular physical activity. 


“If we want to become a healthy and fit nation, we need to increase the number 
of Americans who are healthy at every stage of life,” said U.S. Surgeon General 
Regina Benjamin, M.D., M.B.A. “Go4Life provides older adults with the tools and 
resources to get moving and keep moving. With the release of the National 
Prevention Strategy, we are moving our health care system from a focus on 
sickness and disease to a focus on wellness and prevention.” 


Some specific benefits of exercise for health and aging include:


Fitness and cardiorespiratory health: In one study, moderately fit women 
and men had a 50-percent lower risk of type 2 diabetes, hypertension, 
coronary heart disease, obesity and some cancers when compared with their 
low-fit peers. High-fit people obtained additional benefit, typically another 10–
15-percent lower risk.


•


Reduced pain, better function with osteoarthritis: In a clinical trial of 
people age 60 years and older with knee osteoarthritis, those who participated 
in an aerobic exercise or resistance exercise program reported less pain and 
better function than those in the group assigned to a health education 
program.


•
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Preventing diabetes: Results from the NIH-sponsored Diabetes Prevention 
Program, which examines ways to prevent or delay the development of non-
insulin-dependent diabetes, found that people over age 60 years who were at 
high risk for diabetes reduced their risk by 71 percent by adopting a moderate 
exercise routine and a low-fat diet. 


•


“An important part of active aging is being healthy and staying fit,” says Assistant 
Secretary for Aging Kathy Greenlee, who heads the Administration on Aging at 
HHS. “I look forward to working with NIH and the growing number of campaign 
partners in the aging network to distribute to seniors around the country these 
tips on how to get active and stay active.” 


For more information, visit the complete press release at 
http://www.nia.nih.gov/NewsAndEvents/PressReleases/PR20111019go4life.htm. 


  Share Your News and Announcements


Please send us your news items and announcements, such as recent awards, 
recognitions, news releases, media coverage and staff changes. Feel free also to 
submit story ideas and suggestions. Send your submissions to 
SHIP@cms.hhs.gov.


« Go Back to e-Newsletter


To subscribe, please enter your e-mail address at http://www.meetinglink.org/ship/subscribe.htm. 
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2012 Medicare Part A Benefits and Gaps 
(Chart outlines gaps in Medicare coverage. Refer to Medicare & You Handbook for more 


Information about Medicare benefits.) 
Coverage Beneficiary Pays Medicare Pays 


Medicare Part A    
Inpatient Hospital Care* 
  Days 1-60 
  Days 61-90 
  Days 91-150 (lifetime reserve days) 
  All additional days 
Semiprivate room and board, general 
nursing, and other hospital services and 
supplies. 


 
$1156 deductible 


$289 per day 
$578 per day 


All costs 


 
Balance 
Balance 
Balance 
Nothing 


Skilled Nursing Facility Care*  
  Days 1-20 
  Days 21-100 
  All additional days 
After three-day hospitalization and 
admitted to a skilled nursing facility 
approved by Medicare within 30 days of 
discharge. 


 
Nothing 


$144.50 per day 
All costs 


 
All costs 
Balance 
Nothing 


Home Health Care 
Part-time or intermittent skilled care, home 
health aide services 


Nothing  


                  


Up to 35 hours per 
week 


 
 


Durable Medical Equipment and 
Supplies       20% of approved 


amount 


80% of approved 
amount  


Hospice Care 
Pain relief, symptom management and 
support services for the terminally ill.      


Small co-payments for 
inpatient respite and 


drugs 


 
Balance 


Blood For first 3 pints All but first 3 pints 
per calendar year 


 
*A benefit period provides 90 days of hospital care, if needed.  A new benefit period begins each 
time the beneficiary is out of the hospital or has not received skilled nursing care from any other 
facility for 60 consecutive days.  
 
Part A Premiums for Voluntary Enrollee (individuals who must purchase Part A): 


          30-39 work quarters   $248/month in 2012 
 0-29 work quarters  $451/month in 2012 


 
Refer to Medicare & You Handbook for more information about Medicare benefits. Or call 
Medicare at 1-800-633-4227 TTY: 1-877-486-2048 
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     2012 Medicare Part B Benefits and Gaps  
(Chart outlines gaps in Medicare coverage. Refer to Medicare & You Handbook for more 
information about Medicare benefits.)  


Coverage Beneficiary Pays Medicare Pays 


Medicare Part B    
 Medical Expenses  
• Doctors’ services 
• Inpatient and outpatient medical 


services and supplies  
• Physical and speech therapy 
• Diagnostic tests 
• Ambulance services 
Medicare also pays for other medically 
necessary services, see Medicare 
Handbook. 


 
$140 deductible* plus 
20% **of Medicare's 
approved amount. 


 
Limited charges above the 


approved amount may apply 
for some Part B providers. 


 
80% of Medicare’s approved 
amount after $140 deductible 


has been met. 
 


 60% for most outpatient 
mental health services -will 
increase each year -80% by 


2014 


Clinical Lab Tests 
Blood tests, urinalysis, and more. 


Nothing for tests if medically 
necessary. 


Generally 100% of approved 
amount. 


Home Health Care 
Part-time or intermittent skilled care, 
home health aide services 


Nothing  


 


Up to 35 hours per week 
 


 


Durable Medical Equipment and 
Supplies 


After $140 deductible, you 
pay 20% of approved 


amount 


80% of approved amount after 
$140 deductible 


Outpatient Hospital Treatment After $140 deductible, you 
pay a co-payment according 


to the service. 


Medicare payment to hospital 
based fee schedule. 


Blood 
 


For first 3 pints, plus 20% of 
approved amount (after $140 


deductible).  


80% of approved amount 
(after $140 deductible and 
starting with the 4th pint). 


*       Once you have incurred $140 of expenses for Medicare-covered services in any year, the Part B    
deductible does not apply to any further covered services you receive for the rest of the year. 
**      Part B Coinsurance is paid after you have met the annual Part B deductible of $140 for covered 
services in 2012.  Most beneficiaries will pay $99.90 for the 2012 Part B premium. Beneficiaries with 
higher incomes will pay higher Part B premiums.  The premium for these members will range from 
$99.90- $319.70. 


 
Services Not Covered by Medicare (partial list only):  Private Duty Nursing, Experimental 
Procedures, Care Outside of the U.S., Custodial Care at Home, Custodial Care in Nursing Home, 
Outpatient Prescription Drugs, Hearing Aids, Eyeglasses ( generally), Most Chiropractic 
Services, Dental Care, Acupuncture, or Private Hospital Room. 





		Medicare Part B 






2012 Medicare Premiums 
 
Part A Premium             
About 99 percent of Medicare beneficiaries do not pay a premium for Medicare Part A. Individuals who 
did not work 40 quarters will be responsible for a Part A premium based on the amount of quarters they 
worked.  
0-29 quarters   $451/month               
30-39 quarters  $248/month   
 
Part B Premium 
The monthly standard Medicare Part B premium in 2012 for all Medicare beneficiaries is $99.90. 
 
As required in the Medicare Prescription Drug, Improvement, and Modernization Act of 2008, the Part B 
premium a beneficiary pays each month is based on his or her annual income. Specifically, if a 
beneficiary’s “modified adjusted gross income” is greater than the legislated threshold amounts the 
beneficiary is responsible for a larger portion of the estimated total cost of Part B benefits. In 2012, the 
Affordable Care Act requires Part D enrollees whose incomes exceed the same thresholds pay a monthly 
adjustment amount.  The monthly Part D adjustment will be taken out of a beneficiary’s Social Security 
check and paid to Medicare. These enrollees will pay the regular plan premium to their Part D plan. Social 
Security will inform beneficiaries of their adjustment. Appeals procedures will be included. 
 


 The 2012 Part B monthly premium and Part D adjustment amount are based on ones 2010 tax return. 


Beneficiaries who file Will pay a 


an individual tax return,    
with income: 


married with  
a joint tax return,         


with income: 


Married with a 
separate tax return 
from their spouse, 


with income: 


Monthly Part 
B Premium 


of: 


Monthly Part 
D Adjustment 


of: 


Less than or equal to        
$85,000 


Less than or equal to 
$170,000 


Less than or equal to 
$85,000 $99.90 $0  


Greater than               
$85,000                  


and less than or equal to     
$107,000 


Greater than               
$170,000                 


and less than or equal to 
$214,000 


  $139.90 $11.60 


Greater than               
$107,000                 


and less than or equal to     
$160,000 


Greater than               
$214,000                 


and less than or equal to     
$320,000 


  $199.80 $29.90 


Greater than               
$160,000                 


and less than or equal to 
$214,000 


Greater than               
$320,000                 


and less than or equal to     
$428,000 


Greater than             
$85,000                 


and less than or equal to    
$129,000 


$259.70 $48.10 


Greater than               
$214,000 


Greater than               
$428,000 


Greater than             
$129,000 $319.70 $66.40 
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Prescription Advantage Customer Service l 1-800-AGE-INFO (1-800-243-4636); Press 2 l TTY (toll free) for the deaf and hard of hearing 1-877-610-0241              SIDE 1


Prescription Advantage Rate Schedule Guide for Members Eligible for Medicare               Effective January 1, 2012


Medicare provides ‘Extra Help’ to lower costs for beneficiaries with limited income and resources. Prescription Advantage requires all applicants who  
may qualify for Extra Help to apply for this benefit. You may qualify for Extra Help if your income is at or below the S1 income and your resources (other 
than your home) are no more than the current Medicare limits: $12,640 single, $25,260 married.  


Co-payment Assistance: Once co-payment assistance begins, you pay no more than the co-payments listed above for covered drugs. Prescription 
Advantage pays any additional amount. Prescription Advantage only pays for drugs covered by a drug plan EXCEPT for benzodiazepine drugs. 
*Co-payments for benzodiazepine drugs for Category S0 members are $7 for generic and $18 for brand name. All other categories are as listed.


Out-of-Pocket Spending Limit: When your total spending for deductibles (if any) and co-payments reaches the annual out-of-pocket spending limit,    
Prescription Advantage will cover 100% of all co-payments for the remainder of the plan year. Note: Benefits for new members begin on the effective 
date of Prescription Advantage coverage. Any costs incurred prior to the effective date cannot be applied towards the out-of-pocket spending limit.


Note: If you are under age 65 and disabled, your income cannot exceed the S2 income limits listed on the chart above.


Category S0 - Members receive FULL Extra Help from Medicare.  Prescription Advantage will provide immediate co-payment assistance for benzodiazepine drugs only.
Category S1 - Members receive PARTIAL Extra Help from Medicare and immediate co-payment assistance from Prescription Advantage.


Category
                   Income if single                   Income if married Generic co-payments


per 30-day supply
Brand name co-payments


per 30-day supply
Annual out-of-pocket


spending limitYearly $ Monthly $  Yearly $ Monthly $


S0 0 - 14,702 0 - 1,226 0 - 19,859 0 - 1,655 No more than $2.60* No more than $6.50* N/A


S1 0 - 16,335 0 - 1,362 0 - 22,065 0 - 1,839 No more than $7 No more than $18 $1,470


Categories S2, S3, S4 - Members pay their drug plan’s deductible (if any) and co-payments until the total retail costs of covered prescription drugs reaches $2,930.
                                      - After the cost of covered drugs reaches $2,930, co-payments are no more than the amounts listed below.


Category
                   Income if single                   Income if married Generic co-payments


per 30-day supply
Brand name co-payments


per 30-day supply
Annual out-of-pocket


spending limitYearly $ Monthly $  Yearly $ Monthly $


S2 0 - 20,474 0 - 1,707 0 - 27,655 0 - 2,305 $7 $18 $1,635


S3 20,475 - 24,503 1,708 - 2,042 27,656 - 33,098 2,306 - 2,759 $12 $30 $2,045


S4 24,504 - 32,670 2,043 - 2,723 33,099 - 44,130 2,760 - 3,678 $12 $30 $2,450


Category S5 - Members pay a $200 annual enrollment fee to Prescription Advantage.
                      - Members pay their drug plan’s deductible (if any) and co-payments until their out-of-pocket costs for covered prescription drugs total $3,260 as a 
                        Prescription Advantage member in the calendar year 2012. Once members spend $3,260, they will pay $0 for prescription drugs covered by their plan.


Category
                   Income if single                   Income if married Generic co-payments


per 30-day supply
Brand name co-payments


per 30-day supply
Annual out-of-pocket


spending limitYearly $ Monthly $  Yearly $ Monthly $


S5 32,671 - 54,450 2,724 - 4,538 44,131 - 73,550 3,679 - 6,130 Drug plan co-payment Drug plan co-payment $3,260







Prescription Advantage may be able to offer primary prescription drug coverage to Massachusetts residents not eligible for Medicare.• 
If you are under age 65 and disabled, your income cannot exceed the Category 2 income limits listed on the chart below.• 
If you become eligible for Medicare, it is your responsibility to inform Prescription Advantage.• 


Category


Income if single Income if married Annual 
out-of-
pocket 


spending
limit


Individual
quarterly


deductible


RETAIL co-payments
per 30-day supply


MAIL ORDER co-payments
per 90-day supply


Yearly $ Monthly $ Yearly $ Monthly $ Level 1 Level 2 Level 3 Level 1 Level 2 Level 3


1 0 - 14,702 0 - 1,226 0 - 19,859 0 - 1,655 $735 $0 $7 $18 $40 $14 $36 $80


2 14,703 - 20,474 1,227 - 1,707 19,860 - 27,655 1,656 - 2,305 $1,470 $0 $7 $18 $40 $14 $36 $80


3 20,475 - 24,503 1,708 - 2,042 27,656 - 33,098 2,306 - 2,759 $2,045 $65 $12 $30 $50 $24 $60 $100


4 24,504 - 32,670 2,043 - 2,723 33,099 - 44,130 2,760 - 3,678 $2,450 $110 $12 $30 $50 $24 $60 $100


5 32,671 - 54,450 2,724 - 4,538 44,131 - 73,550 3,679 - 6,130 $3,260 $220 $12 $30 $50 $24 $60 $100


6 54,451 or over 4,539 or over 73,551 or over 6,131 or over $5,445 $350 $12 $30 $50 $24 $60 $100


Prescription Advantage Customer Service l 1-800-AGE-INFO (1-800-243-4636); Press 2 l TTY (toll free) for the deaf and hard of hearing 1-877-610-0241              SIDE 2


Monthly Premium:
You are not required to pay a monthly premium to receive Prescription Advantage benefits.


Deductibles and Co-payments:
Each quarter, you must pay the deductible amount (if any) listed. Once the deductible is paid, you pay only the co-payments for the remainder of 
that quarter.


Annual Out-of-Pocket Spending Limit:
If your total spending for deductibles and co-payments reaches your spending limit amount, Prescription Advantage will cover your co-payments for the                   
remainder of the Plan year for all covered drugs. 


How to Determine Which Drugs are Covered:
Prescription Advantage uses a Plan formulary, which is a list of prescription drugs available to members. The Plan formulary is developed, reviewed 
and updated by a select panel of pharmacists. For detailed information regarding your medications and whether or not they are covered, please call                          
Prescription Advantage Customer Service or check the Prescription Advantage website at www.800ageinfo.com.


Prescription Advantage Rate Schedule Guide for Members Not Eligible for Medicare    Effective January 1, 2012








medicareadvocacy.org http://www.medicareadvocacy.org/2011/11/health-care-reform-update-where-are-we-and-
whats-up-for-2012/


Where Are We, and What’s Up for 2012? || CMA
The Affordable Care Act (ACA), passed in March 2010, has been implemented steadily over the past two
years.[1]  Implementation of various provisions will continue next year and in 2013, with the core of the ACA
– expanded health insurance coverage for nearly 30 million people – occurring in 2014.[2]


ThisAlert will review some of the important consumer-oriented provisions of the law that are already in effect
and look at what is coming in 2012, with an emphasis on Medicare and Medicaid provisions.


2010 Implementation


Changes for Consumers


Increased age for dependent coverage of adult children.  Among the most touted – and earliest
to be implemented – of the provisions effective in 2010 was the required increase to age 26 for private
insurance coverage of adult children.  This provision allowed parents who had family coverage to
continue to insure their adult children several years after the previously common cut-off date.


Coverage of Preventive Benefits.  The law requires new health plans to provide coverage without
cost-sharing for preventive services rated as A or B by the U.S. Preventive Services Task Force.


Medicare Beneficiary Drug Rebate Program.  This provision, a precursor to the gradual
elimination of the Medicare Part D coverage gap known as the donut hole, provided a one-time, $250
rebate to all Part D beneficiaries who entered the donut hole in 2010.


Medicaid Coverage for Childless Adults.  The law created a state option to expand coverage to
childless adults with incomes up to 133% of the Federal Poverty limits (about $1,200/month for one
person).  Such coverage will be required beginning in 2014.


Pre-existing Condition Insurance Plans (PCIPs).  Every state has a plan, operated by either the
state or the federal government, to insure individuals who have been uninsured for at least six months
due to a pre-existing condition.  In 2011, the federal government liberalized rules for the plans it
operates in 23 states and the District of Columbia.  According to the Kaiser Family Foundation, about
18,000 people were enrolled in PCIPs in March 2011.[3]


Consumer Protections in Insurance.  These provisions prohibit certain insurance practices that
harm consumers, including placing lifetime limits on the dollar value of coverage, rescinding coverage
(except in cases of fraud), denying children coverage in general based on pre-existing conditions or
denying coverage for specific pre-existing conditions in children.


Policy Changes


Comparative Effectiveness Research.  The law authorized a Patient-Centered Outcomes
Research Institute to conduct research into the comparative effectiveness of various medical
interventions.


Establishment of Office for Dual Eligibles.  This office, now called the Medicare and Medicaid
Coordinating Office, was established to improve care for those Medicare beneficiaries who also have
Medicaid and to promote more efficient and cost-effective methods of providing their care.  In its two
years of operation, the MMCO has launched an alignment initiative to identify and address those
areas where differences in Medicare and Medicaid law create problems for beneficiaries.  It has also
promoted the development of integrated care initiatives by states, to more effectively coordinate and
manage care for dual eligibles.  More than 40 states are engaged in the initiative at various levels of
development.


Medicaid Community Based Services.  The provision offers states new options for providing
community based services through their State Plan process.


2011 Implementation


Changes for Consumers


Closing the Medicare Drug Coverage Gap.  2011 is the first year of a multi-year phase out of the
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"donut hole" that requires Medicare Part D plan enrollees to pay the full price for their drugs after a
certain threshold of coverage has been met and until a catastrophic limit has been met.  For 2011,
beneficiaries pay only 50% of the cost of brand name drugs in the donut hole and 93% of the cost of
generic drugs.


Medicare Preventive Services.  This provision requires Medicare to eliminate cost-sharing for
Medicare-covered preventive services rated as A or B by the U.S. Preventive Services Task Force.  It
also waives the Medicare deductible for colorectal screening and authorizes coverage for an
individualized prevention plan.


Changes to Increased Medicare Premiums for Higher-Income Beneficiaries.  Since 2007,
Medicare beneficiaries with incomes above a certain level have been required to pay higher Part B
premiums.  The ACA froze the income level at which such premium surcharges apply at $85,000/year
through 2019 and expanded the surcharge to also apply to Part D premiums.


Policy Changes


Medicare Extra Payments. For the years 2011 through 2015, Medicare will pay a 10 percent bonus
for primary care services; it will also pay a 10 percent bonus to general surgeons practicing in areas
with a shortage of health professionals.


Medicare Advantage (MA) Payment Changes.  Beginning in 2011, Medicare Advantage payments
are restructured at an increasingly smaller percentage of original Medicare rates.  Prior to the
restructuring, MA payments were, on average, 13% higher than those for traditional Medicare.[4]  Also
beginning in 2011, MA plans are prohibited from charging higher cost-sharing than original Medicare
for skilled nursing facility care, chemotherapy and kidney dialysis.


Center for Medicare and Medicaid Innovation.  The law requires the establishment of such a
Center, with authority to test myriad innovative payment and delivery systems that improve outcomes
and decrease costs, or improve outcomes without increasing costs, or decrease costs without
worsening outcomes.  The Innovation Center has collaborated closely with the Medicare and Medicaid
Coordinating Office to test models for improving care for dual eligibles.


2012 Implementation


Medicare Independence at Home Demonstration.  This provision creates a demonstration
program to provide high-need Medicare beneficiaries with primary care services in their home.


Accountable Care Organizations (ACOs) in Medicare.  This provision of the law allows physicians
and hospitals to organize with other health care professionals into voluntary organizations that can
share with Medicare in savings generated from caring for certain Medicare beneficiaries if the ACOs
meet designated quality standards.  Final regulations implementing the ACO program were published
on October 20, 2011.[5]


Medicare Advantage (MA) Plan Payments.  The restructured payments that began in 2011
continue. Rebates paid to certain MA plans are also reduced.  In addition, MA plans with four or five
stars on a five star quality rating system are entitled to bonuses.  The Centers for Medicare &
Medicaid Services has expanded the bonus payment program to include plans with three stars.[6]


Medicare Value-Based Purchasing.  Beginning October 1, 2012, Medicare will pay hospitals based
on their performance on certain quality measures and will move toward making such payments
applicable to skilled nursing facilities, home health agencies and ambulatory surgical centers.


Reduced Medicare Payments for Hospital Readmissions.  Beginning October 1, 2012, Medicare
will reduce payments to hospitals for preventable readmissions within 30 days.


Data Collection to Reduce Health Care Disparities.  Effective March 23, 2012, the ACA requires
the collection and reporting of certain data on race, ethnicity, sex, primary language, and disability
status.


Conclusion


The provisions described here are just a few of the most salient provisions of the ACA that become effective
each year.  For more information about the ACA and its impact on Medicare, see the Center’s previousAlerts
available at: http://www.medicareadvocacy.org/articles/weekly-update-archive/.


[1]As referenced in previous Alerts, Health Care Reform consists of two separate laws, the Patient Protection
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and Affordability Care Act of 2010 (PPACA), Pub.L. 111-148 (March 23, 2010), and the Health Care and
Education Reconciliation Act of 2010 (HCERA), Pub. L. 111-152 (March 30, 2010). The laws often are
collectively referred to as the Affordable Care Act (ACA).
[2] The Urban Institute, "America Under the Affordable Care Act" at
http://www.urban.org/publications/412267.html (site visited Oct. 25, 2011).
[3] Kaiser Family Foundation Health Reform Source Implementation Timeline at
http://healthreform.kff.org/timeline.aspx (site visited Oct. 25, 2011).
[4] See, e.g., MedPAC Report to Congress: Medicare Payment Policy (March 2010) noting that in 2010,
overall payments to plans average an estimated 113 percent of original Medicare fee-for-service (FFS)
spending; available at:  http://www.medpac.gov/documents/Mar10_EntireReport.pdf.
[5]  See: http://www.ofr.gov/OFRUpload/OFRData/2011-27461_PI.pdf.  The final rule is set for publication in
the Federal Register on November 2, 2011.
[6]See CMS Press Release, November 10, 2010,  "Medicare Announces Quality Bonus Payment
Demonstration for Medicare Health Plans" available at:  http://www.cms.gov/apps/media/press/release.asp?
Counter=3883&intNumPerPage=10&checkDate=&checkKey=&srchType=1&numDays=3500&srchOpt=0&src
hData=&keywordType=All&chkNewsType=1%2C+2%2C+3%2C+4%2C+5&intPage=&showAll=&pYear=&year
=&desc=false&cboOrder=date. 
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