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Medicare Advantage enrollment grew by 10 percent in 2012, exceeding 13 million enrollees nationwide, or 27
percent of the total Medicare population. The average premium paid by Medicare Advantage enrollees in 2012,
$35 per month, was $4 lower than in 2011 ($39)." The majority of Medicare Advantage enrollees are in health
maintenance organizations (HMOs) in 2012, as in the past, although enrollment in local PPOs appears to be on
the rise. The Medicare Advantage population is mostly comprised of beneficiaries who enrolled as individuals,
but almost a fifth (18%) enrolled through group plans (mainly employer-sponsored plans). The rise in enrollment
and decline in average premiums occurred even as the reductions in Medicare payments to plans were
beginning to phase in, as required by the 2010 health reform law, with reductions partially offset by new quality-
based bonus payments for plans.>?

This Data Spotlight provides an overview of Medicare Advantage enrollment patterns in March 2012, including
variations by plan type, state, and firm. It also analyzes trends in premiums paid by beneficiaries enrolled in
Medicare Advantage plans, including variations by plan type, and describes the out-of-pocket limits and
prescription drug coverage in the Part D “doughnut hole” provided by the plans selected by beneficiaries.

FINDINGS
Enroliment Nationwide. Over 13 million ) EXHIBIT 1
beneficiaries—27 percent of the Medicare Total Medicare Private Health Plan

population—was enrolled in a Medicare Enroliment, 1999-2012

Advantage plan in 2012 (Exhibit 1; Table in millions: 13.1
A1)." Total Medicare Advantage enrollment

has more than doubled since 2005, a period
of time concurrent with the introduction of
Part D in 2006 and implementation of many 6.9 6.8
other changes to Medicare Advantage
authorized by the Medicare Prescription
Drug, Improvement and Modernization Act
(MMA) of 2003. Between 2011 and 2012,
enrollment increased by 10 percent. The
substantial growth in enrollment has ot resicare
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Enrollment by Plan Type. For the most part, EXHIBIT 2

the distribution of enrollees by plan type Distribution of Enroliment in

remains relatively unchanged from 2011 Medicare Advantage Plans, by Plan Type, 2012
(Exhibit 2). The largest share (65%) of
enrollees are in health maintenance
organization (HMO) plans, followed by local
preferred provider organizations (PPOs) and
regional PPOs (21% and 7%), and private fee-

Local PPOs 21%

Traditional Fee- Medicare
for-service (PFFS) plans (4%). for-service Advantage
i A . Medicare 27%
* HMOs. Consistent with all prior years, 73%

most Medicare Advantage enrollees in
2012 are in HMOs. Almost 8.5 million
beneficiaries — almost two-thirds — are
enrolled in HMOs, up from 7.7 million
in 2011; however, the share of
enrollees in HMOs has remained | SRS S R e R S
relatively steady over the past few
years (Exhibit 3).
¢  PPOs. The number of Medicare
Advantage enrollees in both local and 13.1
regional PPOs has grown rapidly from In millions:
0.5 million in 2007 to 3.7 million in 97
2012. Three times as many enrollees 8.4 03
arein local PPOs as in regional PPOs. ” 21
o Local PPOs. In 2012, 2.8 million
beneficiaries are enrolled in local
PPOs, up from 2.1 million in

Total Medicare Advantage Enroliment, 2012 = 13.1 Million

EXHIBIT 3

Total Medicare Advantage Plan Enrollment, 2007-2012

O Other
O PFFS plans
[ Regional PPOs
B Local PPOs
B HMOs

2011.
o Regional PPOs. Enrollment in
regional PPOs declined for the 2007 2008 2009 2010 2011 2012
first time since 2006, from 1.1 Kof Medicare g, 2% 23% 20% 25% 27%
million enrollees in 2011 to 0.9 NOTE: Other includes cost and demonstration plans. Includes enrollees in Special Needs Plans as well as other Medicare Advantage plans.
- . SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment files, 2008-2012, and MPR, “Tracking Medicare Health and
mi | | ion en ro| |ee sin 2012. Prescription Drug Plans Monthly Report,” 2007; enrollment numbers from March of the respective year.

*  PFFS plans. Enrollment in PFFS plans continued to decline in 2012, with only about half a million
enrollees in PFFS plans in 2012, down about 600,000 from 2011 and 1.5 million from 2010. This decline
coincides with the sharp reduction in PFFS plans in response to the addition of the requirement for
PFFS plans to have networks of providers in most counties in 2011, as authorized by the Medicare
Improvements for Patients and Providers (MIPPA) of 2008.°
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Enrollment in Urban and Rural Counties.
Eighty-seven percent of Medicare Advantage
enrollees (11.0 million beneficiaries) are in
urban counties.” While fewer enrollees are
in rural counties (1.7 million), Medicare
Advantage enrollment gains in percentage
terms were no lower in rural counties as
urban counties in 2012 (13% versus 10%).

* Urban counties. Most enrollees (69%) in
urban counties are in HMOs, although
the market share for PPOs, particularly
local PPOs, has been growing (Exhibit 4).

* Rural counties. In 2012 for the first time,
the proportion of rural Medicare
Advantage enrollees in local PPOs (32%)
was about equal to that of HMOs (31%).

EXHIBIT 4
Distribution of Medicare Advantage Enrollees
by Plan Type, in Urban and Rural Areas, 2008-2012

O Other

O PFFS plans

@ Regional PPOs
M Local PPOs

B HMOs

2008 2009 2010 2011 2012, 2008 2009 2010 2011 2012
Total MA

enollment 82 89 94 100 110 ) 11 12 13 15 17
(in millions) Urban Areas Rural Areas

NOTE: PFFS s Private Fee-for-Service plans, PPOs are preferred provider organizations, and HMOs are Health Maintenance Organizations. Other includes cost
and demonstration plans. Includes enrollees in SNPs and other Medicare Advantage plans. Excludes U.S. territories; numbers do not sum to total enroliment.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment files, 2008-2012.

Only 14 percent of rural Medicare Advantage enrollees were in PFFS plans in 2012, down from 17 percent
in 2011. The share of rural Medicare Advantage enrollees in regional PPOs also declined in 2012 (to 17%),
a contrast with their steady growth in previous years. However, a larger share of rural than urban
enrollees are in either regional PPOs or PFFS plans (31% of rural enrollees and 8% of urban enrollees).

Enrollment in Group Plans. Between 2011
and 2012, enrollment grew at about the
same rate in both the individual and the
group market (around 10%); the group
market consists largely of employer-
sponsored Medicare Advantage plans.
Alternatives to HMOs, primarily local PPOs
now, have been particularly important to
growth of the group market since 2008
(Exhibit 5). In 2012, of the 2.3 million
Medicare Advantage enrollees enrolled in
group plans, more than half were in local
PPOs, while most of the other half were in
HMOs. Local PPOs appear to be a substitute
for the declining role played by PFFS plans in
the group market.

EXHIBIT 5
Medicare Advantage Enrollment in the Individual
and Group Markets, by Plan Type, 2008-2012

In millions:

OOther

O PFFS plans

@ Regional PPOs
M Local PPOs

B HMOs

2008 2009 2010 2011 2012

2008 2009 2010 2011 2012

Individual Market Group Market
NOTE: PFFS is Private Fee-for-Service plans, PPOs are preferred provider organizations, and HMOs are Health Maintenance Organizations. Other includes
cost and demonstration plans. Includes enrollees in SNPs as well as other Medicare Advantage plans. Numbers may not sum to total due to rounding.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment files, 2008-2012.
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Enrollment in Special Needs Plans

Special Needs Plans, a form of Medicare
Advantage plan, were authorized in 2003 to
provide a managed care option for three groups
of beneficiaries with significant or relatively
specialized care needs, including Medicare
beneficiaries who are dually eligible for Medicare
and Medicaid (D-SNPs), beneficiaries requiring a
nursing home or institutional level of care (I-
SNPs), and beneficiaries with severe chronic or
disabling conditions (C-SNPs).

The number of enrollees in SNPs increased
slightly from 1.3 million in 2011 to 1.4 million
(Exhibit 6). SNPs for dual eligibles (D-SNPs)
account for 83 percent of all SNP enrollees, with
1.2 million in D-SNPs. Enrollment in C-SNPs
increased in 2012 to about 192,000, but remains
lower than in 2009, before CMS implemented
rules limiting the conditions C-SNPs could cover.
Among enrollees in chronic-SNPs, 90 percent are
in plans related to chronic heart failure,
cardiovascular disease and/or diabetes. The
number of enrollees in I-SNPs continues to be a
small share of SNP enrollment, accounting for
less than 6 percent of enrollment in SNPs. Of the
46,000 enrolled in I-SNPs, most are in plans
owned by UnitedHealthcare (62%) or SCAN
Health Plan (19%).

While SNPs may be offered through HMO, local
PPO, or regional PPO contracts, 88 percent of SNP
enrollees are in a HMO. D-SNP penetration
differs across states based on both their state

EXHIBIT 6

Number of Beneficiaries in Special Needs Plans,
by Type, 2006 — 2012
O Chronic Conditions

O Institutional
M Dual Eligibles

Number of Beneficiaries in SNPs,
in thousands

1,264 1,284

1,271
1,188
1,081
205 251

118

2006 2007 2008 2009 2010 2011 2012

NOTE: Numbers may not sum to the total due to rounding. Includes enrollment in Puerto Rico and other territories.
SOURCE: MPR/Kaiser Family Foundation analysis of CMs Medicare Advantage enrollment files, 2006-2012.

EXHIBIT7

Share of Dual Eligible Beneficiaries Enrolled in
Special Needs Plans for Dual Eligibles, by State, 2012

‘ National Average, 2012 = 10% ‘

0% 1% - 9%

10% - 19% 220%
(12 states) (25 states+DC) (7 states) (6 states)

NOTE: Includes cost and demonstration plans. National average excludes territories.

SOURCE: MPR/Kaiser Family Foundation analysis of CMS State/County Market Penetration Files, 2012. Number of dual eligibles as of July 1, 2010, by state
from CMS 2010 Medicaid Managed Care Enrollment Report.

characteristics and Medicaid policies. In 2012, 20 percent or more of all dual eligibles are in D-SNPs in 6 states
(AZ, HI, MN, OR, PA, and UT),but there were no dual eligibles in D-SNPs in 12 states: Alaska, Kansas, Kentucky,
Montana, New Hampshire, North Dakota, Oklahoma, Rhode Island, South Dakota, Vermont, West Virginia, and

Wyoming (Exhibit 7).
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Geographic Variation in Enrollment. p—

Medicare A‘_j"a"tage enroliment grew in Share of Medicare Beneficiaries Enrolled in
every state in 2012, except Alaska and New Medicare Advantage Plans, by State, 2012
Hampshire. Medicare Advantage ‘

penetration varies substantially by state,
reflecting both the greater prevalence of
Medicare Advantage plans in urban counties
as well as other factors that account for
variation in Medicare Advantage enrollment
(Exhibit 8, Table A2, and Table A3).2 In
2012, 6 states (AK, MD, DE, NH, VT, and WY) 37% | 27%
had less than 10 percent of their ~
beneficiaries in Medicare Advantage plans. | S
In contrast, 14 states had 30 percent or more
beneficiaries enrolled in Medicare Advantage o 10m10% 200 20 S30%
plans. Medicare Advantage penetration (Gstates) (18states+DC}  {12states) (14 states)

NOTE: Includes cost and demonstration plans, and enrollees in Special Needs Plans as well as other Medicare Advantage plans.
often varies widely across counties within the  [S0urcEPRKeiserfamiy Foundarion nalyisof W sate/County Market Peneration s 2012
same state. For example, 55 percent of beneficiaries in Miami-Dade County in Florida are enrolled in Medicare
Advantage plans, compared to 33 percent of beneficiaries in Palm Beach County.

National Average, 2012 = 27% ‘

27%

21% 23%

Enrollment by Payment Rates. Starting in 2012, Medicare payments to plans began to reflect the phase in of
changes enacted in the health reform law of 2010.° Payments to plans depend on the relationship between
their bids and the counties’ Medicare fee-for-service costs, and payments also can be increased by any quality-
based bonus payments the plan may receive.™ After being frozen in 2011 at 2010 levels, benchmarks (the
maximum Medicare will credit in calculating plan payments) will be adjusted down, beginning in 2012, as
required by the health reform law. As a result, benchmarks are lower than they would otherwise be in all
counties. Once changes are fully phased in, benchmarks will range from 95 percent of Medicare fee-for-service
costs for counties in the top quartile of per capita fee-for-service spending (e.g., Miami-Dade county) to 115
percent of fee-for-service costs in the bottom quartile of per capita fee-for-service spending (e.g., Boise county).
The phase in will take two years for counties with relatively small changes in benchmarks (less than $30 per
month), four years for counties with relatively moderate changes in benchmarks (between $30 and $50 per
month), and six years for counties with relatively larger changes in benchmarks ($50 or more per month),
beginning in 2012."* Most Medicare Advantage enrollees (80%) reside in counties in which the benchmark
changes are being phased in over 6 years to minimize disruption.™
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EXHIBIT9

Share of Medicare Advantage Enrollees and
Total Medicare Beneficiaries Residing in
Higher Versus Lower Cost Counties, 2012

As we showed in a prior analysis for 2011,
most Medicare beneficiaries are in counties
in the top quartile of Medicare fee-for-
service costs, where benchmark payments
are scheduled to drop to 95 percent of fee-
for-service costs (Exhibit 9). Forty-five
percent of Medicare Advantage enrollees live
in counties in the highest quartile and
another 22 percent live in the second
guartile of counties. Proportionately more
beneficiaries (and enrollees) are in higher
than lower cost counties because many low
cost counties have very few people residing
there, with populations concentrated around
large urban centers.

16% 19% 18%

O Lowest cost counties
I Second quartile
B Third quartile

M Highest cost counties

Total Medicare 2011 enrollment 2012 enrollment
Beneficiaries
NOTE: Includes cost and demonstration plans, and enrollees in Special Needs Plans as well as other Medicare Advantage plans. Numbers may not sum to 100% due to

rounding.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS State/County Market Penetration Files, 2011 and 2012

Enrollment by Firm. Asin 2011, Medicare

Advantage enrollment tends to be highly EXHIBIT 10

concentrated in a small number of firms in Medicare Advantage Enrollment,
2012 (Exhibit 10; Table A1). About 65 by Firm or Affiliate, 2012
percent of Medicare Advantage enrollment

nationwide is concentrated in six firms or United

affiliates, roughly the same share as in 2011. Healthcare

19%
These firms include United Healthcare,

Humana, Blue Cross Blue Shield (BCBS)
affiliates, Kaiser Permanente, Wellpoint, and
Aetna. More than 1in 3 enrollees is in a plan
sponsored by United Healthcare (19%) or
Humana (17%). BCBS affiliates which are

multiple independent firms sharing the BCBS Permanente

brand, account for 17 percent of Medicare 8%

Advantage enrollees, with about a quarter of Total Medicare Advantage Enrollment, 2012 = 13.1 Million

these in Wellpoint affiliated BCBS plans. ] o etears ot i 2 Tolment BCBS e Slue Cross/BlueShild affiltesnclus Wellpoint BCES plans that comprise %

SOURCE: MPR/Kaiser Family ion analysis of CMS files, 2012.

Kaiser Permanente accounts for 8 percent of
the market, followed by Aetna, which accounts for 3 percent of the market. Enrollment grew in each of these
firms or affiliates in 2012, as it also did in 2011. Enrollment grew particularly rapidly in 2012 in the two largest
firms, with UnitedHealthcare and Humana adding 17 percent and 20 percent, respectively, to their total
enrollment. For most firms, individual plans dominate plan enrollment, but group plan members account for a
large share of enrollment for Kaiser Permanente and Aetna. More than two-thirds (68%) of Aetna’s enroliment
and 42 percent of Kaiser Permanente’s enrollment is in group plans.

The remaining 35 percent of Medicare Advantage enrollment nationwide is distributed across other national
firms (including Health Net, Coventry, Universal American, Sterling and Cigna), and more locally based firms and
other kinds of Medicare Advantage sponsoring organizations, some of which are relatively large within their
markets (e.g., Martin’s Point Health Care in Maine).
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Firms continue to differ in their reliance on EXHIBIT 11

different plan types (Exhibit 11). Almost all Distribution of Medicare Advantage Enrollees in
of Kaiser Permanente’s enrollees (94%) are in the Firms and Affiliates with the Highest Enroliment,
HMOs and the rest are in similarly structured by Plan Type, 2012

cost plans. For United Healthcare, a large —
share of enrollees (70%) are also in HMOs,
roughly the same share as last year (73%)
and the firm continues to have enrollees in
local and regional PPOs, as well as PFFS
plans. Fewer of Humana’s enrollees are in
HMOs (42%), while 34 percent are in local
PPOs, 14 percent are in regional PPOs, and

11 percent are in PFFS plans. This distribution

O Other

D PFFS

@ Regional
PPOs

M Local
PPOs

HHMOs

Total United BCBS Humana Kaiser
of Humana’s enrollees by plan type Number of Medicare Healthcare Permanente
. h 'f f I . A.dvaqlt'age enrollees 13.1 2.6 23 22 1.1
represents a major shi t rom earlier years (in milions) ' Organizations with Highest Enroliment
W h en a muc h |a rge rs h are Of H umana ’ S NOTE: PFFS is Private Fee-for-Service plans, PPOs are preferred provider organizations, and HMOs are Health Maintenance Organizations. Numbers may not

sum total due to rounding. BCBS is Blue Cross/Blue Shield affiliates, which includes Wellpoint BCBS plans.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment files, 2012.

enrollees were in PFFS plans. A similar share
of enrollees in BCBS plans are in local PPOs

EXHIBIT 12
(44%) and HMOs (41%). Combined Market Share of the Three Firms or Affiliates
State Level Market Concentration. A small with the Largest Number of Medicare Advantage

number of firms also dominate enrollment in Enrollees in Each State, 2012

most states, reflecting a mix of dominant
national companies, local BCBS affiliates, and
in a few states, local independent plan
sponsors (Exhibit 12; Table A4). Enrollment 92%

in most states is concentrated within a few 98% |82%
companies. In 35 states as well as the 87%
District of Columbia, 75 percent or more of
enrollment is in plans sponsored by three 100% N’k .
companies. In 14 states plus the District of ’
Columbia, three companies account for 90
percent or more of the state’s Medicare o) (asm (ivate (10 st
Advantage enrollment. In 13 states plus the SOURCE, WP KatsrFamiy Founcaton analydsof i Mecliare dvantage enrolment s 2012 P
District of Columbia, one company has 50

percent or more of enrollment (AK, KS, KY, LA, MI, MS, NE, ND, NH, RI, VT, WV, and WY).

95%

88%

84%

United Healthcare has the largest market share in 17 states and is among the top three firms in 18 additional
states and the District of Columbia. Humana has the largest enrollment in 14 states and is among the top three
in another 18 states. BCBS affiliates have the most enrollees in seven states (AL, HI, ID, MI, NJ, OR, and PA) and
are among the top three firms in another six states (NC, FL, MN, RI, WV, and SC). Kaiser Permanente’s presence
is more geographically focused than the other major national firms and affiliates, with a heavy concentration in
California, Colorado, the District of Columbia, Hawaii, Maryland, and Oregon; in California, the District of
Columbia, and Maryland, Kaiser Permanente has more enrollees than any other firm. Locally dominant plans
that have the top enrollment in their state include Martin’s Point (ME), TAHMO (MA), Medica (MN and ND),
New West Health Services (MT), Presbyterian (NM), and Group Health Cooperative (WA).
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Premiums

Medicare Advantage enrollees are
responsible for paying the Part B premium, in
addition to any premium charged by the
plan. Premiums for Medicare Advantage
plans include supplemental benefits or
reduced cost sharing beyond that covered by
traditional Medicare, as well as any costs of
Part A and Part B benefits that exceed the
county benchmark, and any costs for Part D
benefits that remain after the plan applies
available savings (if any) between what they
are paid by the government and what it costs

EXHIBIT 13

Weighted Average Monthly Premiums for
Medicare Advantage Prescription Drug Plans,
Total and by Plan Type, 2010-2012
‘ [0 2010 Premiums ®2011 Premiums M 2012 Premiums ‘

$66

13 percent Ch Total HMOs Local PPOs Regional PPOs PFFS
H H 'ercen ange,
them to deliver benefits.” Most (88%) of 2010 2013 -20% -20% -20% -9% -2a%

H H H P Percent Change,
Medicare Advantage enrollees in individual 011200 11% -15% -10% +13% 3%

i NOTE: Excludes SNPs, employer-sponsored .e., group) plans, demonstrations, HCPPs, PACE plans, and plans for special populations (e.g., Mennonites).
p lans select a Medicare Advan tage p lan that Includes only Medicare Advantage plans that offer Part D benefits. The total includes cost plans (not shown separately), as well as plans with zero premiums.
. The premiums for a subset of sanctioned plans were not available in 2011. These plans were excluded from this analysis.

h as a d rug b en eflt ( MA-P D) . SOURCE: MPR/KFF analysis of CMS's Landscape Files for 2010 ~ 2012 and March Enrollment files for 2010-2012.

Average Premium Trends. The average enrollee in an MA-PD paid a monthly premium of $35 in 2012, down
from $39in 2011 and $44 in 2010 (Exhibit 13). Between 2011 and 2012, average premiums declined for each
type of plan except regional PPOs which increased by $3. In the fall of 2011, we had calculated that
beneficiaries who were enrolled in Medicare Advantage plans in 2011 would pay $39 per month in 2012 if they
stayed in the same plan.* Based on actual enrollment we now show the average enrollee paying a premium of
$35 per month. The difference between the $39 estimate from the fall and the $35 actual average premium
reflects both changes in the beneficiaries enrolled in Medicare Advantage from 2011 to 2012 and shifts by
enrollees to more attractive plans, including lower premium plans.

Zero Premium Plans. The actual premium an enrollee pays will vary by plan type and locale, as well as by
decisions the enrollee makes among plans that trade off higher premiums for more comprehensive benefits
(Table 1). Among all Medicare Advantage enrollees, 56 percent are in plans with no premiums. Among those in
HMOs, who account for almost two-thirds of all Medicare Advantage enrollees, 65 percent are in plans with no
premium. Zero premium plans also are common in regional PPOs (59%) but less common in local PPOs (31%) or
PFFS plans (29%).

The prevalence of zero premium plans varies across firms. For example, the majority of enrollees in both Kaiser
Permanente and BCBS plans pay some premium (Table A6). In contrast, less than one-fifth (14%) of United
Healthcare enrollees are in a plan that charges a premium. Enrollees in Humana’s HMOs typically pay no
premium but most enrollees in Humana’s local PPOs or regional PPO pay a premium. While such data do not
reveal the reasons for these differences, it may be that delivery based systems (like Kaiser Permanente) or
systems with historically strong local provider links (like BCBS) emphasize their networks to attract enrollees,
with the assumption that enrollees may be willing to pay more (at least in premiums) for this aspect of coverage.
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Enrollee Liability for Out of Pocket Costs. Individual beneficiaries enrolling in traditional Medicare for Part A
and B benefits can voluntarily enroll in a stand-alone prescription drug plan for Part D and may also purchase a
Medigap policy to supplement Medicare (unless they have supplemental insurance from another source, such as
Medicaid or an employer plan). Medicare Advantage plans typically integrate all three types of coverage for
enrollees selecting this option instead of traditional Medicare. While Medicare Advantage premiums are
typically lower than premiums for Medigap policies, beneficiaries enrolling in Medicare Advantage plans also
typically have more liability for out of pocket costs with the most common Medigap policies (e.g., Medigap plans
Cor F)."> To gain a better sense of potential trade-offs between premiums and benefits, we examined
differences among plans in two types of benefits: the limit on out of pocket costs set by the plan and the
availability of expanded Part D benefits relating to the coverage gap or “doughnut hole” (Table 1).

Out of Pocket Limit. Although traditional Medicare does not include an annual out of pocket limit on cost
sharing for Medicare Part A and B benefits, CMS now requires all Medicare Advantage plans to have a limit
below $6700, and recommends a limit of $3400 or lower. In 2012, about half of all enrollees were in plans with
limits below the recommended level, 27 percent had limits between $3400 and $5000, and 22 percent had
higher limits, between $5000 and $6700 annually. (Most Medicare reform proposals, if they have out of pocket
limits for traditional Medicare, set them at $5,500, substantially higher than the limit recommended by CMS for
Medicare Advantage plans.)’® While out-of pocket protection for cost sharing also depends on the structure of
cost sharing within a plan, limits are important and also valuable in communicating to beneficiaries their
potential maximum liability."’

Even though all plans have limits on out-of-pocket spending for covered services, the actual level varies across
plans, with substantial differences, on average, across plan types. HMOs tend to have lower limits on out of
pocket costs than other plan types (57% of HMO enrollees were in plans with a limit below the recommended
level). Almost half (48%) of local PPOs also have such a limit. In contrast, out-of-pocket limits generally are
higher in regional PPOs or PFFS plans, with 43 percent and 65 percent, respectively, having limits that exceed
$5000 annually. Because of these patterns, some zero premium plans may leave beneficiaries considerably less
protected from high out of pocket costs than others.

Expanded Part D Benefits. The standard Medicare Part D benefit in 2012 has a $320 deductible and 25%
coinsurance up to an initial coverage limit of $2,930 in total drug costs, followed by a gap (the so called
“doughnut hole”) until total out of pocket spending reaches $4,700 when a “catastrophic limit” kicks in and
beneficiaries pay 5 percent or specified limits per drug.’® Medicare Advantage plans can use their rebates
(obtained through payments for Part A and B benefits) to either lower cost-sharing or premiums. (Zero
premium MA-PDs charge no premium for Part D or any other part of the benefit package.)

Beneficiary protection in the “coverage gap” is one way Medicare Advantage plans can enhance benefits. The
health reform law gradually phases down the coverage gap until it is eliminated in 2020."° In 2012, the standard
Medicare Part D benefit requires beneficiaries to pay 50 percent of the cost of brand drugs and 86 percent of
the cost of generics in the coverage gap. In 2012, 53 percent of Medicare Advantage enrollees were in plans that
provided some coverage in the gap, with enrollees split between those with coverage only for generics and
those also having some coverage of brand name drugs. HMOs were more likely to provide some additional
coverage than either local or regional PPOs, although the difference typically was in coverage for generic versus
brand name drugs. While local PPOs may have higher premiums than HMOs, it may be that some sponsors are
positioning their local PPO offering as an alternative to Medigap for beneficiaries with somewhat higher incomes
who are price sensitive but want to have more flexibility in their provider choice than an HMO provides and
familiar with the PPO option from their employment based coverage.
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Table 1. Selected Plan Benefits and Premiums for Enrollees in Medicare Advantage Prescription Drug Plans
(MA-PDs), by Plan Type, 2012

Premiums and Benefits Local Regional
e : All Plans HMOs 8! PFFS Plans = Cost Plans
PPOs PPOs
% of enrollees with no premium | 56% 65% 31% 59% 29% 6%
Average premium, if any $79.83 $82.75 $76.00 $64.72 $59.33 $138.97
Out-of- $2500 or less 5% 4% 7% 0% 0% 6%
pocket limit | $2501-$3400 46% 53% 41% 10% 9% 92%
$3401-$5000 27% 22% 41% 47% 26% 0%
$5001-$6700 22% 21% 11% 43% 65% 3%
Part D All generics and . . . . . .
coverage in | all brands <1% <1% 1% 0% 0% 0%
the gap or  ["gome generics
“doughnut | 3d some brands | 26% 25% 27% 22% 54% 21%
hole” -
Generics only
26% 32% 17% 10% 0% 5%
No gap coverage
47% 42% 54% 68% 46% 74%

NOTE: Coverage in the Part D coverage gap in 2012 includes more than a 50% discount on brand-name drugs and additional
coverage of generic drugs than required by the health reform law. Premiums weighted by March 2012 enroliment.
Excludes Medicare Advantage plans that do not offer prescription drug coverage, special needs plans (SNPs), and employer
group health plans. Percentages may not sum to 100% due to rounding.

SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and landscape files, 2012.
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DISCUSSION

Despite concerns about the effect of reductions in payments to Medicare Advantage plans that resulted from
the health reform law, enrollment has continued to increase, and premiums have continued to decrease in
2012. The Medicare Advantage marketplace is robust based on plan participation and enrollment. While new
quality based bonus payments may have helped to mitigate the effects of the payment reductions that are now
being phased in, the trend towards growing Medicare enrollment has been persistent over time and is unlikely
to be fully explained by quality bonus payments alone, but rather a combination of historical trends in payment,
new quality bonuses, the continued erosion of retiree benefits, and other factors affecting beneficiary choice.

Medicare Advantage enrollees appear to be attracted to plans as a source of relatively affordable supplemental
coverage, with lower premiums than beneficiaries typically pay for Medigap supplemental policies. Higher
payments to plans have allowed firms to enrich their offerings at relatively limited cost to beneficiaries, though
cost sharing still remains substantially higher than with Medigap plans. Historically, Medicare Advantage
enrollment has been particularly attractive to beneficiaries with low to moderate incomes who do not qualify for
additional assistance under Medicaid or group plans.?’ Over time, the share of beneficiaries enrolling in
Medicare Advantage plans may grow as fewer retirees have access to supplemental coverage from former
employers and new Medicare beneficiaries bring more experience with plan choice, particularly with preferred
provider plans, as part of their previous employment based coverage. The movement of states to enroll dual
eligibles in private plans, as part of a new demonstration program, could also contribute to further growth in the
future.

The future of the Medicare Advantage program, and enrollment trends, remain uncertain, but will likely be
influenced by numerous policy changes, some already enacted, and others to come. A key unknown rests on
the effects of the phased implementation of future payment cuts in Medicare Advantage enacted as part of
health reform. Under current law, federal payments to Medicare Advantage plans will be constrained which
may affect the number of plans and future attractiveness of Medicare Advantage benefits. Yet, with more than
one in four beneficiaries enrolled in a Medicare Advantage plan, and with numerous firms relying on Medicare
Advantage for revenue, policymakers may be pressured to limit or slow the speed of payment cuts plans to
avoid disruptions in certain markets. Another unknown rests in the status and nature of any Medicare reform
efforts. Several leading policy proposals, offered in the context of the deficit reduction debate, would expand,
rather than reduce, the role of private plans under Medicare. Typically, such proposals also assume continued
downward pressure on federal payments to plans, however, which will have its own effect on the attractiveness
of Medicare to beneficiaries. Ultimately, the fate of Medicare Advantage may be affected by broader policy and
budgetary decisions on how to structure and finance Medicare.”
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Table A2. Medicare Advantage Enrollment by State and Plan Type, 2012

HMOs Local PPOs Regional PFFS Plans Cost Plans Other % change,
PPOs 2011-2012
Alabama 186,118 119,966 52,640 11,057 2,444 - 11 8%
Alaska 18 - 18 - - - - -81%
Arizona 362,998 325,837 23,139 6,421 7,521 30 - 6%
Arkansas 84,523 35,377 12,392 13,002 23,696 - 56 16%
California 1,806,300 | 1,734,321 61,391 - 4,392 3,652 2,544 4%
Colorado 226,249 172,770 19,693 - 8,087 23,717 1,982 9%
Connecticut 123,430 95,584 22,126 5,720 - - - 14%
Delaware 7,349 5,221 2,128 - - - - 46%
District of Columbia 7,912 1,629 1,002 - - 5,281 - 5%
Florida 1,193,481 836,291 92,789 258,410 5,460 - 531 12%
Georgia 303,077 77,500 132,382 46,734 46,461 - - 14%
Hawaii 96,277 31,728 25,899 30,510 296 7,844 - 8%
Idaho 70,391 24,020 38,424 - 7,947 - - 11%
Illinois 186,291 106,496 63,644 7,355 7,383 1,413 - 16%
Indiana 196,247 18,654 88,312 73,890 15,391 - - 16%
lowa 70,930 28,641 29,124 2,818 2,591 7,667 89 11%
Kansas 49,925 17,301 21,352 741 10,304 - 227 12%
Kentucky 126,465 20,988 54,613 44,378 6,486 - - 7%
Louisiana 179,696 155,926 7,263 10,692 5,584 - 231 10%
Maine 41,903 23,713 17,064 - 1,126 - - 20%
Maryland 69,536 27,652 12,767 - 3,015 25,968 134 14%
Massachusetts 199,134 164,478 21,593 10,379 21 5 2,663 6%
Michigan 433,810 181,525 218,286 23,116 10,223 - 660 12%
Minnesota 379,496 121,627 35,884 13,302 2,480 206,203 - 10%
Mississippi 54,196 23,654 12,036 10,637 7,869 - - 23%
Missouri 233,050 152,656 45,471 11,264 23,498 - 161 11%
Montana 26,615 - 14,966 832 10,817 - - 12%
Nebraska 32,670 15,853 7,052 2,253 7,512 - - 16%
Nevada 119,618 97,878 12,343 7,560 1,837 - - 10%
New Hampshire 10,508 1,948 3,598 - 4,962 - - -27%
New Jersey 196,921 178,800 17,718 12 - - 391 17%
New Mexico 88,918 59,921 26,220 - 2,427 - 350 10%
New York 992,557 706,693 212,848 47,145 19,727 2,270 3,874 8%
North Carolina 293,450 175,665 52,624 23,001 41,939 - 221 13%
North Dakota 11,503 - 1,408 77 2,360 7,602 56 29%
Ohio 706,425 286,896 312,185 81,809 6,901 17,960 674 11%
Oklahoma 96,403 64,615 20,318 1,336 10,060 - 74 9%
Oregon 268,798 136,305 130,804 - 785 - 904 6%
Pennsylvania 899,479 548,417 320,790 6,739 18,363 - 5,170 4%
Rhode Island 66,346 61,345 1,888 2,931 - - 182 4%
South Carolina 143,265 25,655 50,641 40,431 26,151 - 387 17%
South Dakota 15,412 - 6,269 1,054 2,320 5,769 - 39%
Tennessee 297,537 235,885 50,347 5,525 5,485 - 295 13%
Texas 710,244 468,579 110,213 69,136 37,710 23,680 926 20%
Utah 103,301 60,019 31,978 - 11,304 - - 8%
Vermont 7,101 169 973 1,325 4,527 - 107 34%
Virginia 171,066 39,042 50,037 16,644 50,237 14,500 606 12%
Washington 284,723 215,310 57,305 - 11,729 - 379 16%
West Virginia 76,889 5,243 55,779 8,812 7,055 - - 7%
Wisconsin 299,815 143,875 98,939 11,602 14,856 29,793 750 10%
Wyoming 3,260 165 441 87 2,567 - - 2%

NOTE: Territories are excluded. Blank cells indicate no plans offered.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and Landscape files, 2011-2012.

MEDICARE ADVANTAGE 2012 DATA SPOTLIGHT: ENROLLMENT MARKET UPDATE 14



KAISER FAMILY FOUNDATION

Medicare Policy

Table A3. Medicare Advantage Penetration by State and Plan Type, 2012

al PPOs  Regional PPOs  PFFS Pla Cost Plans
2011 2012
Alabama 20% 21% 13% 14% 6% 6% 1% 1% <1% <1% <1% 1%
Alaska <1% <1% <1% <1% <1%
Arizona 37% 37% 33% 33% 2% 2% 1% 1% 1% 1% <1% 1%
Arkansas 14% 15% 5% 6% 2% 2% 2% 2% 5% 4% <1% <1% 2%
California 36% | 36% 33% | 35% 0% 1% 2% <1% <1% <1% <1% <1% <1%
Colorado 33% 34% 25% 26% 3% 3% 1% 1% 4% 4% <1% <1% 1%
Connecticut 19% 21% 15% 16% 2% 4% 2% 1% 2%
Delaware 3% 5% 2% 3% 1% 1% 1%
District of Columbia 10% 10% 2% 2% 1% 1% 6% 6% <1%
Florida 31% | 34% 22% | 24% 2% 3% 7% 7% <1% | <1% <1% | <1% 2%
Georgia 21% 23% 5% 6% 8% 10% 4% 4% 4% 4% 2%
Hawaii 42% 44% 13% 15% 9% 12% 13% 14% <1% <1% 7% 4% 2%
Idaho 27% 29% 10% 10% 13% 16% 4% 3% 2%
Illinois 9% | 10% 5% 6% 2% 3% 1% | <1% <1% | <1% <1% | <1% 1%
Indiana 17% 19% 1% 2% 7% 8% 6% 7% 2% 1% <1% 2%
lowa 12% 13% 5% 5% 5% 5% 1% 1% 1% <1% 1% 1% <1% <1% 1%
Kansas 10% 11% 3% 4% 4% 5% 1% <1% 2% 2% <1% <1% 1%
Kentucky 15% 16% 3% 3% 3% 7% 8% 6% 1% 1% <1% <1%
Louisiana 23% 25% 20% 22% 1% 1% 1% 1% 1% 1% <1% <1% 2%
Maine 13% | 15% 7% 9% 6% 6% 1% <1% 2%
Maryland 8% 8% 3% 3% 1% 2% <1% <1% 3% 3% <1% <1% 1%
Massachusetts 18% 18% 15% 15% 2% 2% 1% 1% <1% <1% <1% <1% <1%
Michigan 23% 25% 10% 11% 12% 13% 1% 1% 1% 1% <1% <1% 2%
Minnesota 44% | 46% 15% | 15% 4% 4% 2% 2% <1% | <1% 23% | 25% 3%
Mississippi 9% 10% 4% 5% 2% 2% 1% 2% 2% 2% 2%
Missouri 21% 22% 13% 15% 4% 4% 1% 1% 3% 2% <1% <1% 2%
Montana 14% 15% 7% 8% <1% 7% 6% <1% 1%
Nebraska 10% | 11% 5% 6% 2% 2% 1% 1% 3% 3% 1%
Nevada 30% 31% 26% 26% 2% 3% 2% 2% <1% <1% 1%
New Hampshire 6% 5% <1% 1% 1% 2% 6% 2% -2%
New Jersey 13% 14% 11% | 13% 1% 1% <1% <1% <1% 2%
New Mexico 25% 27% 17% 18% 7% 8% 1% 1% <1% <1% 1%
New York 30% 32% 22% 23% 6% 7% 1% 2% 1% 1% <1% <1% <1% <1% 2%
North Carolina 17% | 19% 10% | 11% 3% 3% 1% 1% 4% 3% <1% | <1% 2%
North Dakota 8% 10% 1% 1% <1% <1% 3% 2% 4% 7% <1% <1% 2%
Ohio 33% 36% 14% 15% 8% 16% 10% 4% <1% <1% 1% 1% <1% <1% 2%
Oklahoma 15% 15% 10% 10% 3% 3% <1% <1% 2% 2% <1% <1% 1%
Oregon 41% 41% 21% 21% 19% 20% <1% <1% <1% <1% 1%
Pennsylvania 38% | 38% 24% | 23% 12% 14% <1% <1% 1% 1% <1% <1% 1%
Rhode Island 35% | 35% 27% | 33% 1% 1% 6% 2% <1% <1% <1%
South Carolina 16% 17% 2% 3% 5% 6% 5% 5% 3% 3% <1% <1% 2%
South Dakota 8% 11% 3% 4% 1% 1% 3% 2% 1% 4% 3%
Tennessee 25% 27% 19% 21% 4% 5% 1% <1% 1% <1% <1% <1% 2%
Texas 19% | 22% 14% | 15% 1% 3% 2% 2% 1% 1% 1% 1% <1% | <1% 3%
Utah 34% 34% 16% 20% 13% 11% 4% 4% 1%
Vermont 5% 6% <1% 1% 1% 2% 1% 2% 4% <1% | <1% 1%
Virginia 13% 14% 2% 3% 4% 4% 1% 1% 5% 4% 1% 1% <1% <1% 1%
Washington 25% | 28% 19% | 21% 5% 6% 1% 1% <1% | <1% 3%
West Virginia 19% 20% 1% 1% 6% 14% 10% 2% 2% 2% 1%
Wisconsin 30% 32% 14% 15% 8% 10% 2% 1% 2% 2% 3% 3% <1% <1% 2%
Wyoming 4% 4% <1% <1% 1% 1% <1% <1% 3% 3% <1% <1%

NOTE: Territories are excluded. Blank cells indicate no plans offered.
SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and Landscape files, 2011-2012.
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Table A4. Marketshare of the Top Three Medicare Advantage Firms, by State, 2012

Share for

Enrollment

3 Firms

Other Firms

Alabama 186,118 67% BlueCross BlueShield of Alabama 22% UnitedHealth Group, Inc. 20% UAB Health System 20% 38%
Alaska 18 100% Aetna Inc. 100% N/A N/A 0%
Arizona 362,998 65% UnitedHealth Group, Inc. 41% Health Net, Inc. 12% Humana Inc. 12% 35%
Arkansas 84,523 66% Humana Inc. 38% UnitedHealth Group, Inc. 20% USAble Mutual Insurance Company 16% 26%
California 1,806,300 70% Kaiser Foundation Health Plan, Inc. 46% UnitedHealth Group, Inc. 18% Health Net, Inc. 8% 28%
Colorado 226,249 83% UnitedHealth Group, Inc. 37% Kaiser Foundation Health Plan, Inc. 34% Humana Inc. 12% 18%
Connecticut 123,430 91% UnitedHealth Group, Inc. 46% EmblemHealth, Inc. 32% Aetna Inc. 9% 13%
Delaware 7,349 98% CIGNA 45% Aetna Inc. 43% UnitedHealth Group, Inc. 9% 3%
District of Columbia 7,912 95% Kaiser Foundation Health Plan, Inc. 67% CIGNA 18% UnitedHealth Group, Inc. 9% 6%
Florida 1,193,481 60% | Humana Inc. 33% | UnitedHealth Group, Inc. 20% ;'“e_jmss i) Bl el el 7% 40%
orida
Georgia 303,077 72% UnitedHealth Group, Inc. 49% Humana Inc. 22% Universal Health Care Group, Inc. 8% 21%
Hawaii Medical Service
Hawaii 96,277 90% i 40% Kaiser Foundation Health Plan, Inc. 27% UnitedHealth Group, Inc. 20% 12%
Association
Idaho 70,391 gy | DlueCross of Idaho Health 44% | Humana Inc. 20% | UnitedHealth Group, Inc. 17% 19%
Services, Inc.
Illinois 186,291 72% Humana Inc. 43% UnitedHealth Group, Inc. 20% Coventry Health Care Inc. 9% 29%
Indiana 196,247 80% WellPoint, Inc. 36% Humana Inc. 28% UnitedHealth Group, Inc. 19% 18%
lowa 70,930 82% UnitedHealth Group, Inc. 37% Humana Inc. 32% Coventry Health Care Inc. 15% 16%
Kansas 49,925 98% Humana Inc. 52% Coventry Health Care Inc. 34% UnitedHealth Group, Inc. 12% 2%
Kentucky 126,465 94% Humana Inc. 57% WellPoint, Inc. 36% UnitedHealth Group, Inc. 4% 3%
Louisiana 179,696 90% Humana Inc. 59% PH Holdings, LLC 28% Vantage Health Plan, Inc. 5% 9%
. . . . Arcadian Management Services
Maine 41,903 75% Martin's Point Health Care, Inc. 37% WellPoint, Inc. 22% Inc 15% 26%
Maryland 69,536 85% Kaiser Foundation Health Plan, Inc. 37% CIGNA 28% Aetna Inc. 17% 18%
Massachusetts 199,134 79% TAHMO, Inc. 45% Fallon Community Health Plan 16% UnitedHealth Group, Inc. 14% 25%
Michigan 433,810 81% Blue Cross Blue Shield of Michigan 54% Spectrum Health System 15% Humana Inc. 11% 19%
. N N N Blue Cross and Blue Shield of
Minnesota 379,496 72% Medica Holding Company 29% UCare Minnesota 24% " 20% 27%
Minnesota
o Munich American Holding
Mississippi 54,196 89% Humana Inc. 52% N 28% CIGNA 10% 10%
Corporation
Missouri 233,050 78% UnitedHealth Group, Inc. 30% Coventry Health Care Inc. 29% Humana Inc. 23% 18%
. Munich American Holding
Montana 26,615 89% New West Health Services 40% Humana Inc. 33% . 17% 10%
Corporation
Nebraska 32,670 88% UnitedHealth Group, Inc. 54% Humana Inc. 20% Coventry Health Care Inc. 18% 8%
Nevada 119,618 90% UnitedHealth Group, Inc. 49% Humana Inc. 30% Renown Health 8% 13%
New Hampshire 10,508 94% | UnitedHealth Group, Inc. 59% IArcad'a” T BEIEEEERIES 18% | WellPoint, Inc. 10% 13%
nc.
Horizon Blue Cross Blue Shield of .
New Jersey 196,921 91% 33% UnitedHealth Group, Inc. 33% Aetna Inc. 24% 10%
New Jersey, Inc.
New Mexico 88,918 86% Presbyterian Healthcare Services 37% Ardent Health Services. 34% Humana Inc. 13% 16%
New York 992,557 40% UnitedHealth Group, Inc. 14% EmblemHealth, Inc. 13% WellPoint, Inc. 13% 60%
. . Blue Cross and Blue Shield of North
North Carolina 293,450 83% UnitedHealth Group, Inc. 35% Carolina 28% Humana Inc. 23% 14%
North Dakota 11,503 92% Medica Holding Company 63% Humana Inc. 28% Heart of America Health Plan 4% 5%
Ohio 706,425 67% Humana Inc. 27% WellPoint, Inc. 26% Aetna Inc. 15% 32%
CommunityCare Managed
Oklahoma 96,403 84% UnitedHealth Group, Inc. 35% Ny & 29% Humana Inc. 22% 13%
Healthcare Plans of OK, Inc.
Oregon 268,798 52% Cambia Health Solutions, Inc. 20% Kaiser Foundation Health Plan, Inc. 16% Providence Health & Services 15% 49%
. . University of Pittsburgh Medical
Pennsylvania 899,479 56% Highmark Inc. 33% Center 12% Aetna Inc. 10% 45%
. Blue Cross & Blue Shield of Rhode L
Rhode Island 66,346 100% UnitedHealth Group, Inc. 51% Island 48% PACE Organization of Rhode Island <1% <1%
. R BlueCross BlueShield of South
South Carolina 143,265 70% Humana Inc. 34% UnitedHealth Group, Inc. 27% R 16% 23%
Carolina (BCBSSC)
South Dakota 15,412 80% Humana Inc. 42% Medica Holding Company 38% Coventry Health Care Inc. 8% 12%
Tennessee 297,537 81% Humana Inc. 34% CIGNA 25% UnitedHealth Group, Inc. 22% 19%
Texas 710,244 64% UnitedHealth Group, Inc. 36% Humana Inc. 25% CIGNA 13% 26%
Utah 103,301 77% UnitedHealth Group, Inc. 39% Humana Inc. 22% Cambia Health Solutions, Inc. 16% 22%
Vermont 7,101 93% UnitedHealth Group, Inc. 79% Aetna Inc. 9% MVP Health Care, Inc. 6% 6%
Virginia 171,066 70% Humana Inc. 42% UnitedHealth Group, Inc. 21% WellPoint, Inc. 15% 22%
Washington 284,723 64% Group Health Cooperative 27% UnitedHealth Group, Inc. 25% Cambia Health Solutions, Inc. 10% 39%
o . Health Plan of the Upper Ohio
West Virginia 76,889 96% Humana Inc. 72% Highmark Inc. 17% Valley 7% 4%
Wisconsin 299,815 62% UnitedHealth Group, Inc. 27% Humana Inc. 21% Affinity Health System 15% 37%
Wyoming 3,260 95% Humana Inc. 54% UnitedHealth Group, Inc. 37% Coventry Health Care Inc. 5% 3%

NOTE: Territories are excluded.

SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and Landscape files, 2012.
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Total HMOs Local PPOs Regional PPOs Cost
2011 2012 2011 2012 2011 2012 2011 2012 2011 2012
UnitedHealthcare | $ 10.01 | $ 834 S 1202 | S 9.08 | $ 507 | $ 6.44 | S 0.00 | $ 357 | $ 1062 | $ 12.11
Humana $ 36.70 $ 3263 S 11.44 S 9.68 S 4455 $ 4582 $ 66.56 S 64.24 S 61.04 S 6246
Wellpoint BCBS S 968 | S 1288 S 979 | $ 1020 | $ 2069 | S 2117 | S 335 | $ 544 | S 4452
Other BCBS plans $ 9434 | S 8290 S 9637 | S 8180 | S 9647 | S 9208 | $ 6268 | S 3566 | S 3050 | S 2878 | S 121.19 | $ 129.04
Kaiser Permanente] $ 50.60 | $ 46.72 | $ 4826 | $ 44.75 S 8580 | S 77.12
Coventry $ 1876 | $ 1286 $ 2133 | S 1529 | $ 1571 | $ 9.94
Aetna S 4939 | $ 4367 | S 4361 | S 39.04 | S 10079 | S 84.41
HealthNet $ 1833 [ $ 39.25 S 4086 | $ 1833 | $ 3530
Umvejrsal s 2124 s 071 $ 3538 S 69.64
American
WellCare S 387 | S 296 | S 387 | S 2.96
Health Spring s 711 S 694 S 11.78
Wellpoint
38.37 5.22 9.93 5.22 42.48
(non-BCBS) $ 2 s s s
Sterling S 4623 [ $ 3637 S 2892 | $ 1910 $ 5852 $ 5101 | $ 5852
CIGNA S 0.00 | $ 594 | $ 0.00 | $ 5.41 S 2198
Other firms S 5082 | S 4801 $ 46.02 | S 4334 | S 5674 | S 5322 | $ 54.06 S 0.15 | $ 0.00 | $ 151.83 | S 148.96
'::’::iiemwe'ghte" $ 3933 | ¢ 3503 ¢ 3385| ¢ 2881 ¢ s851| ¢ s250| ¢ 2332 | ¢ 2637 ¢ 4307 | ¢ a185| $ 13358 | $ 130.70

NOTE: Premiums weighted by March 2012 enrollment. Excludes Medicare Advantage plans that do not offer prescription drug coverage, special needs plans (SNPs), and
employer group health plans. BCBS are Blue Cross / Blue Shield affiliates. The premiums for a subset of sanctioned plans (e.g., Universal American) were not availablein
2011. These plans were excluded from this analysis. Firm affiliations reflect status in the year indicated. Because of mergers and acquisitions, some plans may be affiliated
differently in 2011 than 2012. Blank cells indicate that either no plans were offered or no premium information was available.

SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and Landscape files 2011-2012.
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Table A6. Share of Total Enrollment in Medicare Advantage
Prescription Drug Plans (MA-PDs) with No Premiums, 2012

Firm or Affiliate Total HMOs Local Regional PFFS
PPOs PPOs
UnitedHealthcare 86% 87% 82% 89% 57%
Humana 40% 78% 1% 9% 0%
Wellpoint BCBS 75% 78% 63% 87%
Other BCBS plans 28% 32% 19% 50% 47% 0%
Kaiser Permanente 43% 44% 25%
Coventry 66% 67% 65%
Aetna 50% 56% 0%
HealthNet 53% 48% 65%
Universal American 69% 99% 45% 0%
WellCare 93% 93%
Wellpoint (non-BCBS) 89% 89%
Sterling 24% 33% 0% 0%
CIGNA 84% 85% 50%
Other firms 48% 50% 41% 100% 0%
All MA-PDs 56% 65% 31% 59% 29% 6%

NOTE: Premiums weighted by March 2012 enrollment. Excludes Medicare Advantage
plans that do not offer prescription drug coverage, special needs plans (SNPs), and
employer group health plans; includes territories. BCBS are Blue Cross / Blue Shield
affiliates. Blank cells indicate that either no plans were offered or no premium
information was available.

SOURCE: MPR/Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment
and Landscape files 2012.
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