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To the caregivers






USER’S GUIDE

Explanations of Medicare and how to make informed decisions on its use can match the complexity of the program itself. Hence this new edition of “Get What’s Yours for Medicare” opens with a shorthand guide.

Part A covers inpatient care, including drugs, provided by hospitals, skilled nursing facilities, and hospice programs. It is funded by a portion of the Social Security payroll tax. The Part A hospital fund always seems only a few years away from running short of money.

Part B covers outpatient expenses, including doctors, clinics, and outpatient programs run by and even inside hospitals. It also covers medical equipment such as crutches and wheelchairs that have been prescribed by doctors and other licensed caregivers. Drugs administered in a doctor’s office or other outpatient setting are covered by Part B.

Parts A and B comprise Original Medicare, sometimes called Traditional Medicare.

Part C is Medicare’s formal designation for Medicare Advantage (MA) insurance programs, which are provided by private insurance companies. MA plans are purchased by more than half of Medicare enrollees.

Part D private insurance plans cover prescription drugs taken at home—a different classification than drugs administered in Part A and Part B settings.

People with Original Medicare usually buy a Part D plan. Many also purchase private Medigap supplemental insurance, which provides out-of-pocket protection for things Original Medicare covers but does not fully pay. You must buy these plans separately; they don’t come packaged together as they do with MA coverage.

People with Medicare Advantage (MA) plans need to be enrolled in Parts A and B. They usually must pay those premiums before enrolling in MA plans. Part D is bundled into most MA plans but can be purchased by anyone on Medicare as a stand-alone product. MA plans have separate annual out-of-pocket ceilings on health care and Part D expenses.

MA plans are legally obligated to cover anything covered by Parts A and B, except for hospice care; MA plans mostly use Original Medicare to provide hospice to plan members. They also may cover expenses that Original Medicare is not allowed to cover, such as routine dental, hearing, and vision needs, plus health club memberships.

Authors don’t recommend that readers tear up their books, but I am doing just that. Feel free to cut out this User’s Guide—carefully, please!—and use it as a bookmark. (Or, copy it.) If you need a refresher, this guide will be close at hand. Cross-references to terms are included in the Glossary and FAQs.






1 GET IT RIGHT!


Medicare today is far different from the program I described in the 2016 edition of Get What’s Yours. New laws and rules already in place guarantee future changes. The first part of this book explains Medicare policies that affect the medical care you may need now.

The next part explores how Medicare will be changing, and what you need to know to get the most from Medicare in the years ahead. This includes programs that did not exist or were in test mode in 2016. Accountable care organizations, to name one major trend, are health care practices designed to provide better care for less money. No one talked about them in 2016, yet by 2030 the government hopes everyone with Original Medicare will be in one.

This change is part of an equally large shift toward what’s called managed care, which includes private Medicare Advantage plans. Like it or not, managed care is shorthand for care that can be controlled by providers, not patients. Its aim, at its best, is to provide less but better care, improve health outcomes, and put a lid on runaway health costs.

The forces remaking Medicare also extend to the very definition of health care. Medicine affects only about 20 percent of your well-being. Your daily habits affect your health more than the doctors, drugs, and medical treatments that we’ve come to define as health care. Increasingly, however, medical professionals and government policymakers are reaching into that other 80 percent to approve new covered services. The buzz phrase is “social determinants of health.” Examples are adequate nutrition, safe housing, and transportation for health appointments.

The places where we receive health care are changing, too. Soaring costs to run hospitals and nursing homes, plus staffing challenges, are fueling a return to the American home as the preferred place to receive health care. There’s a big dose of technology in this shift.

I’ve tried to address these issues. But I also feel an obligation, to readers and the 22 million people1 who work in health care, to describe what successful health care can look like and to explain how to get it.

There is a relentless stream of health care horror stories—about care that is denied, of poor quality, overpriced, or provided by people and institutions that are supposed to have our backs but do not.

There aren’t many stories that describe care that is accessible, effective, and affordable. I applaud the journalists and researchers trying to root out the bad actors and practices in health care. But good news in health care has value. If you don’t know what good care looks like and how to get it, how can you be an informed patient?


TAKE A DEEP BREATH

It is easy to get lost in the program’s complexity.

Original Medicare has a set of rules that govern what it covers and what you and your insurer pay for care. The increasingly popular Medicare Advantage plans are allowed to cover expenses that Original Medicare cannot, but these differences are modest compared with the medically necessary care that covers everyone with Medicare.

The sales pitches from private Medicare plans can be relentless, especially during the annual enrollment period each fall when people with Medicare can choose new plans. The plans’ marketing efforts generated so many public complaints a couple of years ago that Medicare regulators issued what amounted to a cease-and-desist order.2 It told health insurers to tone down the rhetoric and misleading product pitches.

These warnings included private insurance brokers as well. Brokers help about a third of Medicare users to enroll and, later, choose plans during the program’s various open enrollment periods. They certainly know more about Medicare than most of us, and their advice is free, so what’s not to like?

The problem is that it can be impossible to tell good advice from bad. The nonprofit Commonwealth Fund talked to about thirty Medicare insurance brokers in a series of focus groups. It confirmed what you might suspect: their financial interests may differ from yours.3

“Brokers and agents are not required to contract with all available plans in an area, nor are they required to offer all plans to beneficiaries,” the report said. “Brokers and agents who don’t offer all plans in an area are required to disclose that fact to their clients, though they are not required to disclose what proportion of plans in the area they sell, or how their compensation differs across plans.”

Also:


	“Most brokers and agents said they are paid more to enroll people in Medicare Advantage plans than in traditional Medicare.”

	
“According to brokers and agents, the commission structure of Medigap [supplement] plans incentivize the sale of plans charging high premiums.”

	“Commissions for stand-alone Part D plans were viewed as too low and not worth the time—creating some problems for beneficiaries.”



The Fund shared its seventy-thousand-word transcript of these sessions. For the most part, I thought the brokers were well-informed and credible when they said they tried to put consumers’ interests before their own. But they do have to make a living.

My point is not to denigrate or advise you to avoid brokers. They can provide a valuable service. My point, and indeed a major goal for this book, is to provide you with the tools you need to figure out if the advice you’re getting is sound.

Medicare and Medicaid insure two out of three adults in this country, including older persons, younger persons with disabilities, and those with low incomes. Now nearing its sixtieth birthday, Medicare has evolved to become the yardstick by which all health plans—private and public alike—are measured.

It is a big and important job, and it’s hardly a secret that the people involved in our nation’s health system can get it wrong. Get What’s Yours will help you deal with bad medicine and bad advice. It will emphasize ways to anticipate mistakes and avoid them in the first place.

It will tell you how to enroll in Medicare, how to choose the best package of Medicare plans for you, and how to use the often-excellent coverage provided by these plans.

It will, in short, tell you how to “Get It Right!”





THE VALUE OF DOING YOUR MEDICARE HOMEWORK

Charlene Emerson’s questions about Medicare would not make for a story in your local paper. Her needs are not particularly unusual or dramatic—a quality she shares with nearly all the people who depend on Medicare for health care that is, for the most part, acceptable. This is not to gloss over Medicare’s flaws.

But to the credit of this program, founded in 1965, it provides mostly affordable and acceptable care to 70 million people, including the nation’s most frail and disabled people. In the process, Medicare is not only a health insurance program but an often-overlooked element of a successful retirement that shapes the quality of our later years. While Charlene’s Medicare coverage, narrowly defined, covers only her, it also affects her family.

Charlene was seventy when we spoke, a mother of four, grandmother of seven, and daughter of Georgia, a ninety-year-old woman with dementia. Divorced at thirty-five, Charlene has developed life and financial skills that have allowed her to look out not only for herself but, at various times, for many family members.

“A couple of years ago, unfortunately, my youngest daughter was diagnosed with brain cancer,” she told me in an interview. “I was working full-time up until that time. And when she was diagnosed, I immediately quit work, and proceeded to help out with her and her kids and her husband, and everything. And thankfully, she’s doing well. She’s gone through surgery, radiation, and chemo, and everything’s in abeyance at this moment.”

Charlene then got her old job back as a paralegal in the Los Angeles area, where she shares a home with a grown granddaughter. She works a reduced schedule except when litigation goes to court “and it’s all hands on deck.”

Georgia, her mother, raised Charlene in Colorado and had long lived in a town outside Denver. “My stepdad passed, gosh, about thirteen years ago now, I think. And my mom was doing okay…. But a few years into it, she started going downhill. She was calling my sister all the time, you know, saying that the neighbor was trying to get her, and she would go out to the store and get lost. And the police would have to come find her and then bring her home.”

Charlene and her siblings decided to put her mother in a private assisted living facility. Her fees were covered by the proceeds from selling her mother’s home. “She was in the assisted living part of it for five years or so, but then she was diagnosed with Lewy body dementia, and started leaving the facility. They ended up moving her over into memory care. She’s been there now a couple of years. Well, the selling of her house has covered this for her for all these years, but she’s running out of money.”

The facility does not accept Medicaid and, rather than moving her to one that does, Charlene was considering selling a rental property, which she estimated would pay for her mother’s care for another ten years or so. “I’ve read that when you move people like that, they just go downhill. And I just don’t want that for her at all…. Other than her mental facilities, she’s healthy as a horse.”

Doing more research, Charlene learned about Medicare’s high-income surcharges. If she sells the property, her income will increase enough to trigger higher monthly premiums for Parts B and D of Medicare, which cover outpatient and drug expenses.

“And I was just like, yikes, I understand it’s only temporary, but I’m not sure how temporary it is. I know it’s for at least one year, but I don’t know if it goes more than a year or not.” She contacted me to ask if there was any way to mitigate this. The answer was no, but the surcharge would last only one year, and I explained how to work with Medicare to make sure it was not mistakenly charging her longer than this.

After we spoke, Georgia’s health deteriorated, and she was placed in a hospice program. Charlene is paying these expenses out of her savings. Should her mom survive long enough, she still has the option to sell one of her properties.

During our conversations, Charlene talked about her retirement planning and the investment and other financial decisions that have been part of this process for her, including considering buying private long-term care insurance, which she decided against.

“I decided to self-insure, which is why I bought the rental property and tried to save as much as I could,” she said in a matter-of-fact tone. “If push comes to shove, and my kids need to stick me some place, there’ll be funds there.

“I’ve saved a lot during my years, and I’ve got a pretty nice nest egg with savings and a stock portfolio,” she explained. “I also have other rental property, so [selling a property to fund her mother’s care] wouldn’t affect me too badly. Other than that, are you ever sure you will have enough?”

Charlene’s mom passed away after we spoke, but her planning efforts remain a valuable guide. She did her homework and asked the right questions. This revised edition of Get What’s Yours for Medicare aims to help you do the same.




A SHARED PATH TO GETTING IT RIGHT

Charlene had a solid knowledge of Medicare. Suzanne and Gigi admitted they were starting from scratch. They are fourth-generation residents of Hawai’i whose families migrated there in the 1890s. They moved away to pursue lives and careers. Suzanne is a lawyer who also did nonprofit work and has lived in Northern California and Massachusetts. Gigi was a caterer, mother, and housewife, and later, a nurse case manager involved in foster care for older persons. She has lived in Chicago, Southern California, Galveston and eastern Texas, and Melbourne, Australia.

Gigi was born in 1948, Suzanne in 1955. They got married in 2013, shortly after same-sex unions became legal. They moved back to Hawai’i and plan to retire there. Suzanne sought me out for help. When we spoke, they were covered by her employer health plan but needed to enroll in Medicare soon. Suzanne took the lead and asked me for help navigating the transition to Medicare.

“I’m pretty healthy,” she said. “I am at some risk of breast cancer and have vision and dental care needs. Gigi has had two knee replacements and has autoimmune disease complications, plus hearing and dental care needs.”

Medicare has a set of common rules that people navigate differently to reach their own health destinations. These rules are the subject of later chapters, but the path these two women took, and how they came to their decisions, provides a great introduction.

We talked for a long time!

Suzanne: I’m going to take a couple months off and then see what life has to offer. Basically, I’ve been working for forty years. I know the thrill! Eventually, I may have to go back to work for a state job for a couple more years, to qualify for a partial pension. Otherwise, I’ve screwed up my retirement plan!

I just signed us up for Medicare Part A. I also signed up for Part B, but we’re waiting for Medicare to confirm that Gigi has signed up as well. I’m a little nervous about it. But once I do that, then I suppose I need to worry about a drug plan? And then about some sort of umbrella plan? I guess this is kind of where we’re at.

Phil: You’ve already alluded to the two paths into Medicare. One thing to keep in mind is that you and Gigi will have individual plans. There’s no group plan in Medicare. It’s not like employer coverage, where you can have a spouse covered on your policy. You need to have separate policies.

The approach commonly used by people with sufficient financial resources is to get original Medicare—Part A and Part B—a private Part D insurance drug plan, and a Medigap supplement plan. Original, or Traditional Medicare, as it’s also known, lets you choose to be treated by any health provider in the country who accepts Medicare. Having this freedom of choice is a big plus.

The second pathway is to get a private Medicare Advantage (MA) insurance plan. These plans are generally cheaper than the first pathway and are permitted to cover things Original Medicare does not. The potential limitation is that you must use a care provider in your plan’s provider network.

MA insurers form these networks to drive bargains with local doctors and hospital systems to build local networks. Medicare pays the plans to insure you. The plans use a small part of these payments to provide expanded coverage to you, and often make a spectacular profit in the process. MA plans are favored by younger retirees who are healthy.

More than half of those on Medicare have Medicare Advantage. So, obviously, they’ve become popular. However, lower costs and expanded coverage might not matter to you if your preferred doctors and other health providers aren’t in your plan’s network.

For drug coverage, Original Medicare and Medicare Advantage follow the same rules. In terms of your medical care, it’s rare, but not unheard-of, for one to cover something the other won’t.

MA plans are more likely to challenge and deny claims than original Medicare. They’re also sticklers for what’s called prior authorization,4 which means you’ve got to get approval and acknowledgment that your procedure is covered before you get care. Original Medicare often doesn’t require advance approval for office visits and other routine items. If it’s covered by Medicare, Original Medicare will pay for it.

Original Medicare pays only 80 percent of covered care for Part B services—doctors, medical equipment, and other outpatient care. You are responsible for the other 20 percent. That 20 percent exposure could be 20 percent of a big number! Medicare supplement plans (Medigap) close most and in some cases the entire 20-percent gap.

You need to keep one thing in mind about Medigap. When you first enroll in Medicare, you have a six-month period to get a Medigap plan without being charged a higher rate because of your age or underlying health condition. This period provides what are called “guaranteed access rights.”

If you have Original Medicare and then decide you want Medicare Advantage, you will need to give up your Medigap plan. If you later change your mind, the insurers in your state that sell Medigap plans may not be required to sell you one, because you no longer have guaranteed access rights. If they do sell you a plan, they can charge you more based on your age and preexisting medical conditions.

For this reason, if you have Original Medicare and a Medigap plan, you should think carefully before switching to a Medicare Advantage plan. Check whether you could reacquire a Medigap plan on acceptable terms. That’s most relevant for Gigi because she’s got underlying health conditions. This gets a little complicated, but I’m dwelling on it because Medigap is important.

There are ten different kinds of Medigap plans. They are designated by different letters of the alphabet. All plans with the same letter must cover the same things in all states. The big difference among plans is that insurers are free to charge whatever they like. So, it’s important to price-shop for Medigap.

Suzanne: So, you’re saying two companies can offer me the same plan for different prices? And they’re offering me the same plan?

Phil: Yep, they are. Some Medigap plans offer a few additional features, but they do not fundamentally alter the coverage. For example, I have a Medigap plan that includes a health club membership.

Suzanne: Where do you find these plans?

Phil: They’re regulated at the state level, so check with your state insurance department for a list of Medigap insurers active in Hawai’i. There’s also a Medicare website at https://www.medicare.gov/medigap-supplemental-insurance-plans that lets you look for Medigap plans.

To take advantage of that web page, you need to set up what’s called a “My Medicare” account.5 Have you done that?

Suzanne: I think I have.

Phil: The good thing about your My Medicare account is that if you set it up carefully, you can include any prescription medications you take. And when you look for a stand-alone Part D drug plan or a private Medicare Advantage Part D plan, your drug and related information will flow into this search process. So, it’s possible to shop these plans online—at https://www.medicare.gov/plan-compare—to get an accurate understanding of their cost and what they cover. That’s relevant for Gigi because you told me she takes an expensive drug—Humira—and you want to make sure it’s covered.

Suzanne: Yeah, my doctor has already said that could be an issue. And there were other medications.

Phil: Each of you will have to set up your own My Medicare account. Your My Medicare page also keeps track of the status of your Medicare enrollment. So, in your case, for example, Suzanne, when you log on to My Medicare, it should show that you’re enrolled in A and B and should show you the effective enrollment dates.

Also, I would start calling 1-800-MEDICARE on a regular basis, on Gigi’s behalf, to make sure that her application is in process.

Suzanne: I have the documents. I had to get my employer to verify both of our coverages. And then I heard back quickly that we were all signed up, and then I didn’t hear anything from them. And I happened to be having a call about Medicare for my mother, because my father recently passed away, and while I was on it, I said, “Can you check on this?” And they said, “Oh, we’re waiting for another form,” for Gigi, which they had never told me. So, then I had to get that from my prior employer. And I got that.

Phil: The problem is that the burden of making sure you’re signed up is on you, not them. Some of the people who get in the worst predicaments are the smartest people because they’re used to negotiating sophisticated systems. They’re confident about their abilities to navigate things. And so, they make certain assumptions.

And in the case of Medicare, those assumptions may be wrong. So, you need to be aggressive on your own behalf. Once you’ve entered the information on drugs and entered your zip code, My Medicare can help you shop for Medicare plans. The tool is geared toward helping people take advantage of the annual enrollment period, which runs each year from Oct. 15 through Dec. 7.

That doesn’t apply to you because you’re not in open enrollment. You will be new enrollees in Medicare and can enroll as soon as you’re eligible. The information must be fully updated each October and is effective the following Jan. 1. This information covers private Medicare Advantage plans, Part D drug plans, and Medigap plans. It also includes the premiums and deductibles for Original Medicare. Most people with MA get a Medicare Part D plan bundled in as part of their MA plan.

That wound up going on for a while, didn’t it? You can ask me any questions on your mind.

Suzanne: Okay. What is the sequence? We’ve got Part A for both. I have Part B and I have to verify that Gigi also has Part B. And then do I do Part D plans for both of us? And then do I look at a Medigap plan?

Phil: After Gigi has Part B, the next thing you want to decide is which pathway into Medicare do you want? Do you want to add Medigap? Or do you want Medicare Advantage?

If you decide on Original Medicare, you should next explore getting a stand-alone Part D plan and Medigap. You want to make sure that you’re protected and don’t have any lapse in your health insurance. You have an eight-month special enrollment period that starts when your employer insurance ends. After you’re enrolled, you have two months to get a Part D drug plan and six months during which you’ll have guaranteed issue rights for getting a Medigap plan.

But don’t wait this long! You want to have everything in place before your employer insurance ends. That way, when you step off a curb, and break your ankle, which people our age do on a regular basis, you’re not going to have big medical bills that you’re unprepared to deal with.

And this may seem a little daunting, but you can do all this in a day and do a good job of it. This time should also include speaking with the insurance companies that you think you may be interested in doing business with. Confirm with them that their coverage is as it appears online. You must hunker down, have some coffee, sit in front of a computer, and accept that you may spend part of the day on hold.

One of the things I’ve found in answering thousands of reader Medicare questions over the years is that people will do almost anything to avoid talking to an insurance company. We’ve been programmed not to like them. But you need to talk to them! Be patient, and exercise what I call “pleasant persistence.” Keep smiling and never give up. And if you keep at it, you’ll have a good outcome.

Suzanne: I’m going to assume that Gigi is going to go Medigap and that I could go Medicare Advantage. Although to be simpler, I might do the same thing that she does.

Phil: One other thing to be aware of is that if you sign up with a Medicare Advantage plan, you must deal with only that company. You’ll get a single statement that covers all your medical care and drug use. With Original Medicare, you need to deal with separate companies for medical care, drugs, and Medigap claims. Those are three different paper flows.

Suzanne: So, if I sign up myself for Medicare Advantage, and then in a year, I want to switch to Medigap?

Phil: You may have to pay more. Because after that six-month period expires, Medigap insurers can charge you more money because of your age, or any underlying health conditions. And in some cases, they may not have to sell you a policy. But these people are in business to make money. Not selling you a policy is not a good way for them to make money! The more likely scenario is that you have to pay more. The amount depends on your circumstances.

There are ten Medigap plans, each designated by a different letter of the alphabet. Over time, new letter plans have been introduced and other plans dropped. The result is a lineup with these letters: A, B, C, D, F, G, K, L, M, and N.

A letter G Medigap plan is the most comprehensive letter plan that’s now available to new Medicare enrollees. It covers everything except your annual Part B deductible. Once you’ve paid that, Plan G pays for all insured expenses that Medicare does not pay completely.

Suzanne: That seems safest, especially for Gigi.

Phil: If you’re looking at Medigap plans, and you want a plan that covers everything that’s possible, then letter G would be a good plan for that. But I’m sending you an Internet link—https://www.medicare.gov/pubs/pdf/10050-Medicare-and-You.pdf—that will trigger a download of the current version of “Medicare & You,” a document that explains what the different letter plans cover. I’ve been doing this for so long that I know that the table comparing plans is on page 11!

Suzanne: Do you know the difference between G and C plans?

Phil: Letter C and F plans provide what are called first-dollar coverage, which means they also cover your Part B premium. They were far and away the most popular Medigap plans. But several years ago, the government ended these plans for new enrollees; people who already had them could keep them.

Suzanne: So, once I’m sure Gigi has Part B, I would probably sign up for a Part D plan and then look for the best Medigap plan, certainly for Gigi. And then see if it’s worth my getting a Medicare Advantage plan because I don’t have that many doctor bills. So, I need for each of us to have A, B, and D?

Phil: And Medigap, if that’s the way you decide to go.

Suzanne: And if I go Advantage, it includes everything?

Phil: It does. You’re going to have to pick a plan, most likely based on its provider network and Part D plan. Most of them offer drug coverage bundled into the plan. But they can have different premiums and copayments, and the same drug might have different prices in different plans. Again, these plans provide coverage for routine dental, hearing, and vision needs. Original Medicare is not allowed to cover these things.

The shopping tool that you can access through your My Medicare account should help walk you through all this.

The other big thing to check in evaluating Medicare Advantage is whether the doctors and health providers you’d like to see are in a plan’s provider network. So, before I’d consider Medicare Advantage, I would call the doctors who are important to me and say, “Do you participate in any Medicare Advantage plans?”

Suzanne: And if it’s Medigap, basically they’re covered?

Phil: Yes, if you have a Medigap plan, if Medicare covers a procedure, Medigap will pay the remainder of what Medicare does not pay, to the extent of a particular letter plan’s terms. You can see in that chart that part G covers nearly everything. It also covers a foreign medical emergency, which is important, because Original Medicare doesn’t cover you outside the United States.

Suzanne: This is already so helpful! I’ve been like a deer in the headlights on all of this. I have been muddling my way through it.

Two months later, Suzanne sent me an update on how things turned out:

“We’re all signed up! What an ordeal though. We ended up going the Medicare supplement Plan G route for both of us.

“Getting Gigi confirmed for both Medicare Plan B and Medigap was an extra ordeal, mainly I think due to having to confirm her prior coverage under my employment plan. I had to call Medicare multiple times because they didn’t notify me that they were missing anything for her even after they confirmed all my information.

“The tool on the Medicare website to compare Medicare Advantage supplement and drug plans was extremely helpful. It’s a pile of paperwork and I’m swimming in emails and we have three new cards each to carry around. It took about four months total from when I started reviewing it all.”

Suzanne and Gigi got it right. You can, too. Read on, beginning with a detailed look at what Medicare does and does not cover.








2 MEDICARE RULES [image: ] There’s No Insurance for Complexity


Medicare provides comprehensive insurance with rules to match. Rules to protect the rights of beneficiaries. Rules to provide access to medically needed care. Rules that require people to be treated with respect and given the chance to understand the medical advice and care instructions they receive.

These rules, developed over the years and often driven by politics, are not sitting out in the open and broadcasting their existence. You need to know them, or at least know in general that such rights exist. And for far too many people, the doctor is definitely not in when it comes to consumer knowledge of beneficiary and patient rights.

“No one told me” was such a common lament when I wrote the first edition of this book that it became the title of the opening chapter. It included the story of a corporate litigator who could intimidate opposing counsel and, I suspect, some judges. After finally admitting she was no match for Medicare, she learned from her mistakes and got the coverage that met her needs. I am happy to report she is approaching her nineties and has moved into a supportive retirement community.

In reporting and researching this edition of Get What’s Yours, I seldom came across the “no one told me” phrase. People are more knowledgeable about Medicare today. The aging of America has been shining a spotlight on aging and care issues almost since the first Baby Boomers began turning 65 in 2011. The needs and views of older folks have moved onto the national stage, magnified by social media.

What hasn’t changed about Medicare since the first edition of this book is that there are three sets of decisions that, if properly handled, greatly increase your odds of making Medicare work for you, and not the other way around.


	
1. Enroll at the right time. Medicare has many different enrollment periods. You need to pick the period that matches your situation.

	
2. Like Gigi and Suzanne, you need to choose the right mix of Medicare coverage. There are two main paths. One is Original Medicare (Parts A and B), perhaps with a private Medigap supplement plan. The second is a private Medicare Advantage plan.

	3. Understand what your Medicare plans cover and how to use them.




WHEN THERE’S TOO MUCH OF A GOOD THING

Enrolling in Medicare can be overwhelming. There are no private insurers or big marketing push to promote Original Medicare. This job is done largely by the Centers for Medicare & Medicaid Services (CMS), directly and through contractors it hires. The result is often a communications vacuum. Social Security handles a major administrative load for Medicare, and the clarity of its outreach efforts can leave a lot to be desired. But at least Social Security does this through its own employees, not cadres of outside contractors.

You can, in theory, find out nearly everything you need to know by going to Medicare.gov and spending hours hunting for information that you didn’t know you needed. Finding a needle in a haystack is tough enough, but at least you know what the needle looks like. What if you don’t? Or if no one tells you to look for the needle in the first place? Or how to find it?

Sheena Iyengar1 is a leading expert in how people make choices. One of her most famous experiments involved a food store where shoppers were asked to taste a new line of thirty jams on a display table and were told they would get a dollar off on any of the new jams they later chose to buy. A few days later, the store repeated the promotion, but instead of displaying thirty flavors of jam, only six were on the table. People tended only to look at jams when there were thirty on display but the level of actual jam sales was ten times higher at the table where only six were offered. Too much choice can be a bad thing. People’s minds become overloaded. They struggle to make a decision.

So it is with the various Medicare insurance products offered by private insurers. Thousands of private Medicare Advantage plans are offered across the country. A typical consumer can choose from forty or fifty plans available where they live; most also include coverage for Part D. The number of Part D plans may be equally extensive, which can make for more consumer confusion.

Whatever the exact number of plans you can choose from, it’s clear there is too much jam on the Medicare table for people to make good choices. Behavioral psychologist Barry Schwartz2 teaches at Swarthmore College and is the author of The Paradox of Choice: Why More Is Less.

“People make worse decisions when there are lots of options,” Schwartz once told a meeting about Medicare policy choices convened by KFF (formerly the Kaiser Family Foundation), which tracks and explains health care issues. “This is especially true when the things people are deciding about are multidimensional and complicated, as for example, choice of a prescription drug plan or a health insurance plan.”

The other thing that happens when we have the option of choosing among lots of things, Schwartz said, is that we think we should make the best choice because there are so many good options. Instead of empowering us to move forward, we tend to become paralyzed, because we have little confidence that we have what it takes to choose the best option.

Do not expect Medicare or your insurers to do this for you!




SO MANY WINDOWS!

At 65, if you’re a U.S. citizen or have been a permanent resident of the U.S. for at least five consecutive years, you are eligible to enroll in Medicare. Being eligible does not mean you must sign up right then. This is a big distinction that can trip up people. And one of the big reasons it does so is that 65 was long the pivotal age for retirement and Medicare.

Today, millions of 65-plus people are still working and most can keep their employer plans. The interaction of Medicare with work and retiree health insurance is the subject of Chapter 6.

These folks will eventually need Medicare. So will people who are turning 65 and must move off employer health plans or coverage under the Affordable Care Act.

When this time comes, you normally must enroll in Parts A and B of Medicare. Once you’ve done this, you are eligible to buy private Medicare insurance plans. These include Part D drug plans, Medicare Advantage plans, and Medigap supplement plans.

If a Medicare-eligible person has employer insurance but that plan has substandard drug coverage, they will need to get a Part D plan and can do so without needing to get Part B of Medicare. Employers must tell you this every year. Part A charges no premium to most people. Getting it makes sense—unless you also have a health savings account. HSA rules are also explained in Chapter 6.

People who need to have Medicare when they turn 65 have a seven-month initial enrollment period, which includes three months before turning 65, their birthday month, and three months afterward. This window applies to A and B, and triggers a two-month window to get a Part D. It also begins a six-month window to buy a Medigap supplement plan. There’s no similar window for Medicare Advantage, but if you want such a plan, there’s no benefit in dawdling.

People who failed in the past to enroll in Medicare in a timely manner could be harshly penalized with long delays before their coverage became effective. This drawback has largely been eliminated by the Beneficiary Enrollment Notification and Eligibility Simplification Act, mercifully known just as the BENES Act, which took effect in 2023.3

Under BENES, pronounced “ben-ess,” Medicare coverage will be effective the following month for people who wait to enroll until months five, six, and seven of their initial enrollment sign-up periods.

Special enrollment periods (SEPs) are available for people who turn 65 but do not enroll because they’re still covered by a group health plan. This period is eight months. I’ve never understood why an extra month is needed, compared with the initial enrollment period of seven months.

Depending on which date occurs first, your SEP begins the month after your employment ends or whenever your group coverage ends. Like initial enrollments, coverage will take effect the month after you enroll.

Lastly, there are the poor souls who, for whatever reason, fail to enroll in Medicare during their initial or special enrollment periods. Medicare has long offered a general enrollment period during the first quarter of the year in which such people can sign up. There often was a long lag until people were covered. Those lags are gone, thanks again to the BENES Act. Coverage during general enrollment now will take effect the first day of the month after a person enrolls.

Regardless of these enrollment rules and timetables, there is one thing above all to remember: Make sure your current health coverage does not end before your Medicare coverage begins.




OTHER ENROLLMENT PERIODS

If you do sign up for Medicare Advantage during initial enrollment, you can drop your MA plan anytime within the following twelve months and just use Original Medicare.

As previously noted, there is a six-month open enrollment period for Medigap. During this period, insurers must sell you any Medigap policy they offer to new enrollees aged 65 and older, and they can’t charge you more because of your health condition. In most states, folks younger than 65 who are on Medicare because of disabilities don’t have such guaranteed access. Medigap rules, including state details, are covered in the next chapter.

Not to leave anyone out: if you have an MA plan, there is a special MA enrollment period during the first quarter of the year. This enables you switch to another MA plan or drop MA entirely and use Original Medicare, with a Part D plan and, if you want, a Medigap supplement plan. You can make only one set of changes during this period.

Part D drug plans, which have slightly different enrollment windows, are covered in Chapter 5.





LATE ENROLLMENT PENALTIES

Missing the initial enrollment windows for Part B can trigger late-enrollment penalties. The Part B penalty is 10 percent for each full year you are late. Did I mention they are lifetime penalties that never go away? Yipes!

Further, these are cumulative penalties. For example, if you have failed to get Part B coverage for five years, your penalty will be half of your monthly premium, and will set you back more than $1,000 a year based on current Part B premiums. You’ll pay for it for the rest of your life if you continue to have Part B coverage.

Worse, perhaps, than the penalties, is that late sign-ups might leave you with no primary health insurance.




SHOPPING FOR MEDICARE

Every year, from Oct. 15 through Dec. 7, existing Medicare enrollees can change their Medicare Advantage and Part D plans for the following year. They are guaranteed access to the plans of their choice and will face no interruption in coverage. You can switch from one MA or one Part D plan to another. You can switch from MA to Original Medicare or vice versa.

This annual enrollment period is Medicare’s version of a “do-over.” Plan features and costs change every year, so doing some homework can save you money and improve your health coverage. If you do nothing, your existing plans will be automatically renewed.

Medicare Advantage and Part D drug plans are legally required to send you annual notices by the end of September. They’re called the Annual Notice of Change (ANOC) and Explanation of Coverage (EOC) for MA and Part D plans. There is a shorter Medigap notice that must disclose planned premium changes.

The ANOC is the shorter of the two. It lists the important changes occurring in the coming calendar year. You will see changes in premiums and copays, plus additions and deletions to what the plans cover.

If MA plans make meaningful changes to their networks of participating doctors, hospitals, and other health care providers, they must tell you.

Ditto for changes by Part D drug plans in the drugs they cover, how they price those drugs, and in the pharmacy networks they use to fill your prescriptions and provide you with preferred pricing. This applies to MA Part D plans and to stand-alone Part D plans for those with Original Medicare.

Once you’ve highlighted year-to-year changes in the ANOC that are important to you, you can look at related details in the longer EOC document. Consider it your source for official health-plan coverage terms. If you still have questions, call your insurer, and try to be patient until you can speak to a real person and not an automated attendant.




WHAT TO DO NEXT

If your doctors and hospitals are still in your MA plan’s provider network, your Part D drugs are still covered, and prices have not gone up by what you consider unreasonable amounts, you probably will stick with what you’ve got. If so, you need to do nothing. If your plan does not hear from you, it will renew your insurance plan for the next year.

Plans can change a lot from year to year. If you don’t know whether your plan has changed, please find out. Then, if you don’t like the changes, take an online Medicare shopping trip to see if there is a better choice.

If your plan’s provider network has made changes you don’t like, it is legally obligated to work with you to identify other doctors or hospitals in its network that are acceptable to you. Call your insurer before switching to a new plan to see if you can resolve the changes to your satisfaction.

Next, call your doctor’s office and ask for his or her other health-plan affiliations. In most cases, your doctor’s preferred hospitals will also be your first choice. So, if your doctors are still in your plan’s network but their preferred hospital is not, ask them what other plans do work with that hospital.

Once you have these details, you can use Medicare’s online Plan Finder to evaluate these plans and compare them with the one you have. If needed, revisit Suzanne and Gigi’s shopping lesson in Chapter 1.




INSURANCE 101

Before getting into program rules, here are details on some insurance basics.

Premium. This is what you plunk down to buy a health insurance policy. It is hardly the best gauge of total policy costs, yet it is often the only number that consumers look at when making a purchase decision. Medicare plans with the lowest premiums sell the best but they may not be the best for you.

Deductible. This is the amount of covered expenses that you must pay before your insurance begins helping to pay your medical bills. Consumers are attracted by low deductibles because they think this will hold down their out-of-pocket expenses. The same caution applies to them as to low premiums.

Coinsurance. After you’ve paid the deductible and your health insurance kicks in, what percentage of medical expenses does your insurance pay? Few people know. How is that low premium or low deductible looking now?

Copayment. This is a set amount, and not a percentage, that you must pay for a medical service, again after you’ve paid your deductible. You might, for example, have a $20 copay for a doctor’s office visit. Insurance plans have different copay policies.

Out-of-pocket maximum. Part B of Original Medicare has no ceiling on beneficiaries’ exposure to their 20 percent copays. You could owe 20 percent of a large number. Medigap policies protect people from this copay risk. Medicare Advantage health plans offer out-of-pocket ceilings to avoid exposure to catastrophic health expenses.

Part D costs are explained in Chapter 5.




PARTS A AND B BASICS

Let’s start with the major shocks when people learn what’s not covered in Parts A and B. And if you think these things are unsettling now, imagine how you would feel if you learned this after the fact—after you had had an expensive procedure or lengthy illness only to discover that what you thought was covered was, in fact, not covered at all, or only partially covered.

Here’s the short list of things many people think Medicare covers but which it does not:

Long-term care in nursing homes. Medicare does cover short-term stays in a skilled nursing facility (SNF) if doctors say such care is medically necessary. It does not cover custodial care in any setting, in a nursing home or assisted living facility or your own home. Custodial care is defined as help with everyday activities—eating, bathing, dressing, and the like.

Dental, vision, and hearing coverage. Broadly speaking, no for Original Medicare and yes for private Medicare Advantage plans.

Medicare tends to cover only procedures that are medically necessary. So, for example, Medicare will cover cataract surgery and a single pair of eyeglasses, but then you’re on your own. If you are hospitalized for care related to certain dental surgeries, you’re covered. But Medicare would not cover subsequent dental care this surgery may require, and it won’t pay for the regular maintenance of your teeth (which might have made the surgery unnecessary in the first place).


	Other Items

	(Some Medicare Advantage plans may cover theses items.)

	Acupuncture, no.

	General foot care, no. (Medically necessary podiatrist services, yes.)

	White canes for the vision-impaired, no. (Regular canes, yes.)

	Gym memberships and fitness programs, no.

	Home-based twenty-four-hour-a-day care at home, no.

	Meals delivered to your home, homemaker services, and personal care, no, no, and no for Original Medicare.

	Room humidifiers, room heaters, dehumidifiers, or electric air cleaners. All no.

	Incontinence supplies or adult diapers, no.

	Some massage therapy is covered and some not. Ask first!

	Common medical supplies, such as bandages and gauze, no.



If this list seems long, it is but a rounding error compared with the things covered by Medicare. And as we’ll see in Chapter 9, private Medicare Advantage plans have begun covering many of these items.
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