State Regulators Want Answers From CMS On Hospitals Exiting MA
Plans
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CHICAGO -- State insurance regulators have been wrestling with how to protect
residents who enroll in a Medicare Advantage plan that is no longer accepted by a
hospital in their area and plan to demand guidance from HHS after a department official
failed to attend the National Association of Insurance Commissioners’ Senior Issues
Task Force session during the group’s annual meeting last month. The commissioners
also plan to suggest HHS provide a blanket special enroliment period (SEP) for
residents in areas where a hospital system has backed out of an MA contract.

According to various reports, hospitals have become increasingly frustrated with
Medicare Advantage plans’ slow reimbursement process and excessive prior
authorization reviews, spurring them to consider dropping the private plans in which
more than half of Medicare beneficiaries are enrolled. On Aug. 2, Becker’s Hospital
Review printed a partial list of hospitals no longer taking all or some of the MA plans in
their region, which consists of 17 systems across 15 states.

Meanwhile, state insurance regulators have been asking CMS for guidance on how they
can protect consumers who enroll in an MA plan that no longer covers their preferred
provider.

In particular, the regulators want to make sure the impacted beneficiaries will be
able to switch to traditional Medicare and to enroll in Medigap.

State insurance regulators hoped to query an official from CMS’ Medicare Drug &
Health Plan Contract Administration Group (MDHPCAG) during the summer meeting in
Chicago, but to the frustration of several regulators, the official did not attend the
meeting.

CMS staffer Derrick Claggett, who works with the division responsible for establishing
SEPs, was at the session and stepped up to offer some insights into the process, while
stressing that he cannot speak for MDHPCAG.

There is an SEP available in the case of significant provider changes, which also allows
beneficiaries to switch to traditional Medicare and buy a supplemental, or Medigap plan,
to help with co-pays. Under this process, Claggett explained, MDHPCAG determines
whether a significant provider change has occurred, and, if so, the plan must inform
affected beneficiaries.



With the caveat that he could only speculate, Claggett suggested that MDPHCAG staff
were unable join regulators because they’re busy reviewing several network changes --
and they could be developing a comprehensive response to NAIC’s concerns

HHS also has authority to create SEPs for people whose care may be disrupted by a
provider change, Claggett said. However, that SEP is provided on an individual, case-
by-case basis.

Nebraska Deputy Commissioner Martin Swanson stressed the problem is that
beneficiaries are not aware of the changes and wondered whether there was an option
for HHS to just declare that an SEP is available so it's not up to the individual.

Health lawyer William Schiffbauer reminded commissioners that the HHS secretary
does have broad authority to create SEPs. NAIC could ask the secretary to issue a
blanket statement so that residents would have access to an SEP without having to
request it, he suggested.

Andrea Seip of the lowa Insurance Division said she is concerned about CMS not
showing up to the meeting or offering solutions to regulators. She said it is probably
“past time” to write CMS considering the delays in receiving guidance -- and to get
legislators involved. Seib also said the letter should include the request for a blanket
SEP. -- Amy Lotven(alotven@iwpnews.com
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