For Informational Purposes Only


Comparison of Existing Managed Care Plan Requirements and Preferred Requirement Standards for Financial Alignment Demonstration Plans 


The chart below adapts information from the May 16, 2011  Federal Register Notice, Vol. 76, No. 94, which outlined, among other items, key differences between Medicaid and Medicare managed care administration requirements. This chart also describes pre-established parameters articulated in the July 8, 2011 Medicaid Director Letter, as well as MMCO’s position on preferred requirements for States and plans participating in the capitated model, and authority needed to carry out this preferred position. 

	Issue
	Federal Medicaid Requirements
	Medicare Requirements
	Pre-Established Parameter and/or Preferred Requirement Standard
	Authority Needed to Implement Requirement
	State-Specific Negotiated Standard

(Complete jointly)

	Enrollment -- General
	Permits voluntary or mandatory enrollment into health plans, with CMS approval.  States that mandate enrollment into managed care entities must permit one chance to change plans within first 90 days of enrollment; an annual opportunity to change plans; and disenrollment for cause at any time (but these changes are usually limited to changing among plans rather than back to FFS).   States vary in entities they permit to accept enrollment (for example, enrollment brokers).  42 CFR 438.56
	Permits voluntary, beneficiary-initiated enrollment into MA and Part D plans, generally with lock-in through the end of the year thereafter, and with an annual coordinated election period each fall during which plans may be changed effective January 1.  There are Special Election Periods that permit individuals to change plans outside that timeframe, including a continuous SEP that permits dual eligible beneficiaries to change MA or PDP plans or disenroll back to Original Medicare at any time.  Permits CMS to conduct passive enrollment into Part C and D plans in specific, limited circumstances, (e.g., to prevent beneficiary harm or as a result of immediate plan termination).  Requires auto-enrollment of new dual eligibles into zero-premium Part D plans on a random basis (though they may disenroll at any time).  42 CFR 422 and 423 Subpart B
	Pre-Established Parameter: For Medicare, States participating in the demonstration may request CMS approval for a passive enrollment process to enroll dual eligible beneficiaries into participating health plans.  Passive enrollment will require advance notice and an option upfront for beneficiary to opt out (or switch health plans) as well as an opportunity for the beneficiary to disenroll after enrollment is effective (SMD MOU template sec. III.C.2).  Existing Medicaid authorities and protections will be maintained. This includes the option to submit waiver requests and/or plan amendments, requiring CMS review and prior-approval. 

Eligible population is full duals (SMD MOU template sec. III.C.1). 

Preferred Requirement Standard:   All enrollments must be operationalized in CMS’ systems or through an alternative mechanism that ensures there is no duplication of coverage or payment. 

	Medicare waiver necessary for passive enrollment in absence of beneficiary harm

Medicaid waiver necessary for mandatory enrollment  
	

	Enroll-ment Effective Date
	There are no federal requirements on when a contract year must start, so it varies by State.  States with lock-in must offer an annual chance to change plans.
	The contract year starts January 1.  For individuals subject to lock-in, there is an “open enrollment” period October 15-December 7 in which they can change plans, for an effective date of January 1 of the following year. 

Dual eligibles’ Special Enrollment Period permits them to change up to monthly, with an effective date of the first of the following month.  
	Preferred Requirement Standard:  For purposes of minimizing beneficiary disruption and confusion, ensure that passive enrollment process coincides with the underlying MA and Part C/D timeline such that beneficiary notice of demonstration options occurs prior to the annual coordinated election period (October 15 –December 7) in 2012.


	
	

	

	Appeals – Timeframes for filing an appeal related to benefits 
	Appeals may be filed via the State fair hearing process (sometimes after exhaustion of plan appeals) anywhere between 20 and 90 days (varies by States).  42 CFR 438.408.  
	Part C:  Appeals must be filed within 60 days.  42 CFR 422.582 (reconsideration) 42 CFR 422.592 (IRE), 42 CFR 422.602 (ALJ). 
	Preferred Requirement Standard: Medicare – 60 days to file an appeal.  If it is not possible for State to change Medicaid time frames currently in State regulation by 2013, use Medicare standard unless State Medicaid standard is more generous (i.e. allowable timeframe is greater than 60 days). 
	None, assuming State can make needed regulatory changes for Medicaid. If those regulatory changes are not instituted during the demonstration timeline, a waiver of Medicare statutory timeframe requirements would be needed to follow State requirements are more generous than Medicare standards (e.g. allowable filing time greater than 60 days). 
	

	Appeals – Access to State level or external review
	All States must provide access to a State Fair Hearing, either directly or (if the State requires exhaustion of the health plan level of appeal) after an initial appeal to the health plan.  42 CFR 431.205 and §438.408; and section 1902(a)(3) of the Act.  Some States provide access to Ombudsman or Independent Review Entities for those enrolled in managed care. 
	Part C and D: Medicare allows beneficiaries in private health plans to access Independent Review Entities, but only after the filing of an initial appeal to a plan.  42 CFR 422.578,  422.592 for Part C; 42 CFR  423,580, 423, 600 for Part D.
	Preferred Requirement Standard: Medicare – internal appeals should ideally go through the plan first, and then external appeals should go through the Medicare qualified independent contractor. 

However, some States enable beneficiaries to bypass plan internal appeal processes and seek out external appeals immediately.  Absent regulatory change– the MMCO will not have the authority to prevent beneficiaries from seeking out external appeals through these channels prior to internal appeals processes in such States. Accordingly, States will be encouraged to provide—via contract, regulation or both—for initial appeals to be made via the plan first.  
	None, assuming regulatory changes on the State Medicaid side, if applicable. 


	

	Appeals – Continua-tion of benefits pending appeal
	Medicaid benefits generally continue and are paid for pending a timely appeal (FFP is available for these costs), when the appeal is requested within a certain timeframe.  Note:  this standard applies to reduction or termination of items or services. States also may reinstate benefits if requested within 10 days of the date of action (States vary).  42 CFR 431.231.  Section 1902(a)(3) of the Act; 42 CFR 431.205; §438.420 (managed care).  The State may seek recovery against the beneficiary if he or she loses the appeal. 
	Other than terminations of inpatient hospital care or other services by a “provider of services” (such as a nursing home or home health agency, which are covered regardless of the outcome of the initial level of appeal), benefits do not continue during the pendency of a Medicare appeal involving reduction or termination of items or services.  
	Preferred Requirement Standard: Hybrid – during internal plan review, benefits should be continued (per Medicaid standard), however once appeals reach external level, benefits not continued (per Medicare standard).  Note: only benefits that are initially provided and subsequently reduced or terminated may continue pending an initial appeal.  
	Medicare waiver to require plan to pay for service during internal appeal
	

	Appeals – Document notifying benefi-ciaries of appeal rights
	Various documents may be used to notify beneficiaries of their appeal rights depending upon the State.  Regulations require that information about appeals be included at the time of application, with a notice of adverse action on a claim, at the time of transfer or discharge from a SNF.  42 CFR 431.206.  Also there are requirements of providing notice to beneficiaries enrolled in managed care organizations during terminations, suspensions, reductions in service, denial of payment, among others.  42 CFR 438.404.
	Medicare Part C:  Various  denial notices are sent for specific coverage denials, and the Evidence of Coverage contains specific enrollee guidance regarding appeal rights.

Medicare Part D:  Various denial notices are sent for specific coverage denials, and the Evidence of Coverage contains specific enrollee guidance regarding appeal rights.


	Preferred Requirement Standard: Hybrid – one document that explains integrated appeals process. 
 
	Note:  certain States may be under court order that requires a specific form to be used, and those will be addressed on a case-by-case basis. 
	

	Appeals – Timeframes for resolution of an appeal related to benefits
	Standard appeals must generally be handled within 45 days, with extensions available in certain circumstances.  Expedited appeals are to be handled within 3 working days, with extensions up to 14 calendar days in certain circumstances. 42 CFR 438.402, and §438.408.                                       
	Part C and D: Standard plan reconsiderations must be resolved within 7 days (Part D) or 30 days (Part C).  Expedited reviews are to be conducted within 72 hours.                                          
	Preferred Requirement Standard: Medicare -- 30 days for standard appeals per the Medicare Part C standard, and 72 hours for expedited appeals per the Medicare standard.

	States have the authority under Federal Medicaid regulations to make these changes, but doing so may require regulatory or contractual changes at the State level.  
	

	Marketing/  Beneficiary Information 
	Medicaid defines marketing as communication to non-enrollees with intent to persuade them to enroll.  Cold calls are prohibited.  Marketing materials must be prior approved by State.  States may prohibit plan marketing altogether. 42 CFR 438.104

Plans must also provide specified information to potential enrollees as well as to enrollees (these are not considered “marketing.”).  The State must specify language and readability thresholds.  42 CFR 438.10  
	Medicare defines marketing as communications to potential enrollees as well as enrollees (certain ad hoc communications to enrollees are exempted).  MA organizations and Part D sponsors must meet certain minimum requirements with respect to disclosure of plan information and marketing limitations.  CMS must prior approve most marketing material (though there is a “file and use” process for plans that does not require prospective CMS review of certain marketing materials).  CMS may require plans to use certain standardized model marketing materials and notices.  Plans must translate materials if language is spoken by 5% of enrollees at plan benefit package level. 42 CFR 422.111, §423.128, Subpart V of Part 422, Subpart V of Part 423.  

As specified in subregulatory guidance, there are a broad range of standardized and model documents under the MA and Part D programs, some of which apply generally to all MA plans, but some of which were designed specifically for SNPs.  
	Pre-Established Parameter:   Flexibilities include unified marketing requirements/review process.  Enrollee materials shall be integrated to the extent possible, and be required to accessible and understandable to beneficiaries, including those with disabilities and limited English proficiency.   CMS and State will prior approve all outreach and marketing materials, subject to single set of rules (SMD MOU template sec. I; III.C.4; III.E.2).

Note:  Part D requirements will continue to be applied; see #3 for details.

Preferred Requirement Standard:  A flexible approach to both minimum marketing requirements and review processes.  Consistent set of required beneficiary information.  For readability and translation standards, defer to whichever standard is more beneficiary-friendly.  
	None, unless specific Medicare statutory or regulatory requirements need to be waived
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