
Medicare Advantage (MA) plans
are second-generation “Medicare +
Choice” plans, which were created
under the Balanced Budget Act of
1997. This act gave Medicare
beneficiaries the option to receive
their Medicare benefits through
private health insurance plans
(Part C), instead of through the
original Medicare plan (Parts A
and B). 

Passage of the Medicare
Prescription Drug, Improvement,
and Modernization Act of 2003
changed the compensation and
business practices for insurers that
offer these plans, resulting in three
types of MA plans—health mainte-
nance organizations (HMOs),
preferred provider organizations
(PPOs), and private fee-for-service
(PFFS) plans. 

Medical practices must make a
conscious decision and sign a
contract to join a Medicare HMO
or PPO plan. MA-PFFS plans,
however, do not require executed
contracts, which has given rise to
numerous claim processing chal-
lenges. Furthermore, these plans
have experienced considerable and
very rapid growth—from 23,000
enrollees in 2003 to about
2,250,000 enrollees today (Fig. 1). 

For these reasons, orthopaedic
practices must take steps now to
reduce confusion, operational
costs, and payment delays. In
particular, they should focus on the
following four areas of concern:
participation, patient confusion,
administrative issues, and reim-
bursement issues.

Participation issues: 
You’re in before you know it
Many orthopaedic practices may
be surprised to discover that they
participate in an MA-PFFS plan.
Under current regulations,
providers are considered as
“deemed” to participate if they
render services to a patient and are
aware at the time of service that
the patient is covered by an 
MA-PFFS plan. The concept of
deeming allows a sponsoring plan
to treat physicians or hospitals that
provide service to PFFS enrollees
as though they have a contract—
even though no document was
signed. 

A physician is considered
“nondeemed” when the provider
has no knowledge prior to
rendering service that the patient
belongs to a PFFS plan.
“Nondeeming” commonly occurs
in emergency situations when
checking a patient’s insurance is of
secondary importance to providing
care. After the emergency has
passed, the sponsoring organiza-
tion (that is, the MA-PFFS plan) is
responsible for reimbursing the
provider or hospital the full
amount that would have been
payable under traditional
Medicare—less any deductible,
copayment, or coinsurance costs.

Another way practices can
unknowingly be drawn into PFFS
plans is through “all-products”
clauses, which require providers to
accept all of the products offered
by the insurer. A practice that
contracts with an MA-HMO plan

offered by such a carrier would be
required to participate in  the
carrier’s PFFS offerings as well.
Many states have regulations
about whether insurers can include
“all-products” clauses in contracts;
check with your state’s medical
association for advice. 

Patients are confused—
Don’t you be as well 
Many companies use aggressive
tactics to sell MA-PFFS plans.
According to AARP, insurance
commissioners in at least 37 states
reported that Medicare benefici-
aries have been victims of illegal or
unethical hard-sell tactics. In a
recent survey by the American
Medical Association, 84 percent of
physicians reported that patients
had difficulty understanding how
their Medicare Advantage plans
work.

What many enrollees may not
realize is that in signing up for
Medicare Advantage, they’re actu-
ally opting out of traditional
Medicare. Patients may think that
Medicare Part C is a supplemental

plan or drug coverage (Medicare
Part D). Additionally, many MA
enrollees may not realize that
Medigap coverage does not apply
to patients with PFFS plans.

Of the 118 orthopaedic prac-
tices that responded to a July 2008
survey conducted by KarenZupko
& Associates (KZA), 48 percent
reported difficulty in determining
type of coverage by looking at the
patient’s benefit card. Nearly 9 out
of 10 reported that patients
continue to present their Medicare
Part B benefit cards even after
they’ve enrolled in an MA-PFFS
plan (Fig. 2). 

“Frequently patients will
present either their traditional
Medicare card or both cards. Our
front desk then has to determine if
the benefit card is for a Medicare
Advantage plan or a Medicare
supplementary plan,” says Brian
Asmussen, director of the Spine
Center and University of Texas
Southwestern Medical Center.

To complicate matters further,
standardized benefit cards are not
required for MA plans, making
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Fig. 1 The number of participants in Medicare Advantage PFFS plans has
increased dramatically.

Fig. 2 A recent survey of 118 orthopaedic practices found that many continue
to experience problems with Medicare Advantage PFFS plans.
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