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Executive Summary

Medicare Supplement protects the health
and financial security of more than 14 million
American seniors.

Seniors deserve affordable coverage that provides them with
access to high-quality health care, protecting both their health and
financial security. Medicare Supplement delivers for them, helping
to fill the gaps and pay for costs that traditional Medicare does not
cover. Laws and regulations that increase Medicare Supplement
premiums will make it unaffordable for millions of Americans,

including many low-income seniors in rural America.

What Is Medicare Supplement?

Medicare Supplement (also called Medigap) plans are a type of
private health insurance coverage that seniors may choose to
help them pay for the costs that traditional Medicare doesn't
cover. Seniors purchase Medicare Supplement coverage to
protect themselves from high out-of-pocket costs not covered
by traditional Medicare, to budget for medical expenses, and
to avoid the confusion and inconvenience of handling complex

bills from health care providers.

Key Takeaways

Among fee-for-service (FFS) Medicare enrollees
without additional insurance coverage (such as
Medicaid, employer-provided insurance, etc.),

57% had Medicare Supplement coverage in 2021.
Between December 2017 and December 2022,

the share of FFS Medicare enrollees who purchase
Medicare Supplement coverage increased from
35% to 41%.

Medicare enrollees with Medicare Supplement
coverage were nearly 3 times less likely to have
problems paying medical bills compared to
enrollees without Medicare Supplement policies.

- Only 2% of enrollees with Medicare Supplement
coverage reported having difficulty paying
medical bills in the last 12 months, compared to
6% of FFS Medicare enrollees without Medicare

Supplement coverage.

Medicare Supplement policies are guaranteed renewable — so seniors will never lose access to their coverage or lose benefits year to

year. There are several standardized Medicare Supplement plan designs from which Medicare beneficiaries may choose. In 2022, Plan

F and Plan G were the popular, with 39% and 35% of all Medicare Supplement enrollees.

This report describes Medicare Supplement coverage options, demographics of enrollees with Medicare Supplement policies, and

the most recent enrollment trends by using the latest available data sources: 2022 National Association of Insurance Commissioners

(NAIC) data, 2022 California Department of Managed Health Care data, and 2021 Medicare Current Beneficiary Survey (MCBS) results.

Medicare Supplement Enrollees Value Their Coverage’

(y of seniors said they are satisfied with their
0

Medicare Supplement plan, with 80% saying
they are very or extremely satisfied.

9 1 % of seniors said they would be concerned about

losing their financial security if they didn't have
Medicare Supplement coverage, and 90% would
be concerned about paying co-pays and/or

co-insurance.
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0/ of seniors rated the value of their Medicare
0

Supplement coverage as excellent or good.

(y of seniors said they agree that Medicare
0

Supplement coverage allows them to see
doctors and specialists they know and
trust without worrying too much about

out-of-pocket costs.



How Does Medicare Supplement Work?

This report describes Medicare Supplement coverage options, demographics of enrollees with Medicare Supplement policies, and
the most recent enrollment trends by using the latest available data sources: 2022 National Association of Insurance Commissioners
(NAIC) data?, 2022 California Department of Managed Health Care data, and 2021 Medicare Current Beneficiary Survey (MCBS)
results.

Medicare Supplement (also known as Medigap) is a key source of additional coverage for Medicare enrollees to more fully protect
their health and financial security. Seniors purchase Medicare Supplement coverage to protect themselves from high out-of-pocket
costs not covered by original Medicare, to budget for medical expenses, and to avoid the confusion and inconvenience of handling

complex bills from health care providers.

In 2022, the original Medicare program had a $1,556 deductible per benefit period for inpatient hospital care (Part A) and coinsurance
beginning with day 61 of hospitalization.® Part B required 20% coinsurance for outpatient and physician care after an annual

deductible of $233.4The original Medicare program does not have a limit on enrollees’ potential out-of-pocket costs.

Appendix A, found at the end of this report, provides detailed information on the benefits and cost sharing features of 2022
standardized Medicare Supplement plans.

Standardized Plans. Over the last 30 years, Medicare Supplement plans have undergone major changes to benefit designs. First,
the provisions of the Omnibus Budget Reconciliation Act of 1990 (OBRA 1990) required that policies sold after July 1992 conform
to 1 of 10 uniform benefit packages, known among Medicare Supplemental plans as Plans A through J. Then in 2003, the Medicare
Modernization Act (MMA) required elimination of prescription drug benefits from Medicare Supplement coverage, authorized 2 new
plans (Plans K and L) with cost sharing features, and encouraged development of standardized benefit designs with additional cost-
sharing features.

Further changes to standardized plans occurred in 2008 with the passage of the Medicare Improvements for Patients and Providers
Act (MIPPA)®> and included:
e Elimination of the at-home recovery benefit in favor of a new hospice benefit (described below).

e Addition of a new core hospice benefit that covers the cost sharing under Medicare FFS for palliative drugs and inpatient respite

care.

* Removal of the preventive care benefit in recognition of the increased Medicare FFS coverage under Part B.

* Introduction of 2 new Medicare Supplement policies (Plans M and N) with increased enrollee cost-sharing features.

e Elimination of several standardized plans (Plans E, H, I, J and J with high deductible) that became duplicative or unnecessary due

to benefit design changes.

All Medicare Supplement plans are “guaranteed renewable” regardless of when they were purchased. Therefore, some policyholders

continue to maintain plans with previous benefits even though the plans can no longer be sold.
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Most Medicare Supplement plans cover enrollees’ Part A deductible and Part B coinsurance. Two plans—standardized plans C and F—

offer full coverage for the Part B deductible.

Plans F and G can also be sold as a high-deductible plan. These plans also cover Part B coinsurance and copayment amounts, as do

most, but not all, standardized plans.

Plans K and L do not cover the Medicare Part B deductible and cover a portion of enrollees’ Part B coinsurance. However, there is a

limit on enrollees’ annual out-of-pocket costs for Medicare eligible expenses —$6,620 for Plan K and $3,310 for Plan L in 2022.

New Plans M and N entered the market in June of 2010. Plan M covers half of the Part A deductible and does not cover the Part B
deductible. Plan N covers all of the Part A deductible and does not cover the Part B deductible. Plan N also includes cost-sharing

amounts of up to $20 for certain physician visits and up to $50 for certain emergency department visits.

Medicare SELECT plans are identical to standardized Medicare Supplement plans but require policyholders to use provider networks
to receive the full insurance benefits. For this reason, Medicare SELECT plans generally cost less than other Medicare Supplement

plans.

In April 2015, Congress passed the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). This new law provided that
beginning on January 1, 2020, Medicare Supplement insurance carriers can no longer sell Medicare Supplement plans covering the
Part B deductible to individuals who are “newly eligible” for Medicare. People who attained age 65 before January 1, 2020, and
those who were eligible for Medicare due to disability before that date, continued to have access to Plans C and F, which are the only

standardized plans currently available for sale that cover the Part B deductible.

Waivered States. Three states (Massachusetts, Minnesota, and Wisconsin) offer standardized Medicare Supplement plans but are
exempt from the OBRA 1990 standardized plan provisions (and subsequent revisions under the MMA or MIPPA). Standardized plans
may therefore be changed by waivered states without federal approval. Individuals who purchase Medicare Supplement plans in

1 of these 3 states may keep their plans if they move to other states.

Pre-Standardized Plans. Historically, Medicare Supplement changes have been phased in for new purchasers, and existing
policyholders were allowed to retain their pre-standardized policies. Although OBRA 1990 prohibited the sale of new pre-standardized

plans, some enrollees still have pre-standardized policies.

Who Enrolls in Medicare Supplement?

In 2022, Medicare Supplement insurance coverage continued to grow and reached a record 41.4% of all Medicare fee-for-service
enrollees (see Figure1). However, as enrollment in traditional, FFS Medicare has decreased (shrinking by more than a million enrollees

in 2021-22 alone), national Medicare Supplement enrollment also fell by 1.9% in 2022 (see Table 1).

Table 1. Trends in National Medicare Supplement Enroliment, 2018-2022

Statistic

2018 2019 2020 2021 2022

e Enrollment reported to NAIC 13,546,429 14,013,086 13,900,107 14,077,889 13,790,813

¢ Enrollment reported to California DMHC 444,391 469,792 495,681 514,179 528,839
Total national Medicare Supplement enrollment 13,990,820 14,482,878 14,395,788 14,592,068 14,319,652

Annual percent change in total national 3.7% 3.5% -0.6% 1.4% -1.9%
Medicare Supplement enrollment, %

Source: AHIP Center for Policy and Research analysis of the NAIC Medicare Supplement Insurance Experience Exhibits, for the Years Ended Dec. 31, 2017; Dec. 31, 2018;
Dec. 31, 2019; Dec. 31, 2020; Dec. 31, 2021; and Dec.31, 2022 and of the California DMHC Enrollment Summary Reports, 2017-2022.
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The updated data demonstrate that the share of enrollees in Medicare Supplement has been steadily growing in recent years. This
growth continued in 2022 when the proportion of FFS Medicare enrollees with Medicare supplement increased from 40.9% to 41.4%
(See Figure 1).

Nationwide, Medicare Current Beneficiary Survey (MCBS) estimates show that 57% of all non-institutionalized FFS Medicare enrollees
without any additional coverage (i.e., Medicaid, Veterans Affairs coverage, employer-provided insurance, retiree drug subsidy plan,
self-purchased specialty plan, etc.) chose Medicare Supplement policies in 2021.

Figure 1. Share of Medicare Fee-For-Service Enrollees with Figure 2. Medicare Enrollees Without Any Additional
Medicare Supplement Insurance, 2017-2022 Insurance Coverage That Had Medicare Supplement
Coverage, 2021

50%
40.9% 41.4%

38.2% 38.7%
40% — 35.4% 36.8% /.———?'go -
2019 2020 2021 2022

2018

30% _2017 . Medigap
policyholders

20% Beneficiaries with
original Medicare
coverage onl

10% 9 y

0%
Source: National Association of Insurance Commisioners (2017-2022), Source: Medicare Current Beneficiary Survey Limited Data Set Files, 2021 (CMS).

California’s Department of Managed Health Care (2017-2022).

Demographic Characteristics of Medicare Supplement Enrollees

The demographic characteristics of Medicare Supplement enrollees are based on the Medicare Current Beneficiary Survey (MCBS)

2021 data, which is the latest year for which data is available.

Gender

Across the country, a majority—56% —of Medicare Supplement enrollees in 2020 were women (see Figure 3). This gender distribution

did not change from the previous year.

Figure 3. Gender Distribution of Medicare Supplement Policyholders, by Geographic Location, 2021

All Medicare
Supplement
Policyholders

Men . Women

Source: Medicare Current Beneficiary Survey Limited Data Set Files, 2021 (CMS).

Note: Calculations based on responses by non-institutionalized Medicare enrollees reporting gender.
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Age

Medicare enrollees with Medicare Supplement insurance were older than the general Medicare population: 41% of Medicare
Supplement policyholders were 75 years old or older compared with 37% for all Medicare enrollees (see Figure 4).

Figure 4. Age Distribution of Medicare Supplement Policyholders, by Geographic Location, 2021

All Medicare
Urban Medicare 58% 30% |10%
Supplement
Rural Medi Source: Medicare Current Beneficiary Survey Limited Data Set

Note: Calculations based on responses by non-institutionalized

All Medicare

Medicare enrollees reporting income. The percentages in this

. Younger than 65 . 65-74 ‘ 75-84 ‘ 85 and Older table may not sum to 100 due to rounding.

Income and Financial Security

A significant number of Medicare Supplement policyholders were individuals with lower incomes: 8% had annual household incomes
below $20,000 and 21% had incomes below $30,000. This pattern was more significant in rural areas, where 12% of Medicare
Supplement policyholders had incomes below $20,000 (see Figure 5).

Figure 5. Income Range of Medigap Policyholders (Combined Income of Beneficiary and Spouse),
By Geographic Location, 2021

Source: Medicare Current Beneficiary Survey Limited Data Set

Note: Calculations based on responses by non-institutionalized
Less than $20,000 - $30,000 - $50,000 - $80,000 Medicare enrollees reporting income. The percentages in this
$20,000 29,999 49,999 79,999 or more table may not sum to 100 due to rounding.

All Medicare Y8
Supplement

Urban &2

Rural

FFS Medicare enrollees with Medicare Supplement coverage were nearly 3 times less likely to have problems paying medical bills
compared to enrollees without Medicare Supplement policies (see Figure 6).

Figure 6. Share of Fee-For-Service Medicare Enrollees Who Had Problems Paying Medical Bills
in Last 12 Months, by Medicare Supplement Insurance Status, 2021

6%

2%

Source: Medicare Current Beneficiary Survey Limited Data Set Files, 2021 (CMS).

. o Note: The category of Medicare enrollees without Medicare Supplement excluded any enrollees
Beneficiaries Beneficiaries who reported being enrolled in a Medicare Advantage plan at any time during the calendar year
with Medigap without Medigap of the interview.
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Geography

Data show that 24% of Medicare Supplement policyholders lived in rural, non-metropolitan areas (which, for the purpose of this report,

include any area with an urban cluster of less than 50,000 people) in 2021.

Rural Medicare Supplement policyholders had substantially fewer financial resources than urban policyholders: only 23% of rural
Medicare Supplement policyholders had household incomes of $80,000 or more compared to 40% for urban Medicare Supplement
policyholders (see Figure 5).

Marital Status

Many Medicare Supplement enrollees live without a partner and thus have less robust support networks to rely on in case of financial
or health problems: 39% of Medicare Supplement enrollees were widowed, divorced, separated, or never married in 2021

(see Figure 7). Medicare Supplement coverage provides an important source of security for this potentially vulnerable group.

Figure 7. Marital Status of Medicare Supplement Policyholders, by Geographic Location, 2021

B
-

Source: Medicare Current Beneficiary Survey Limited Data Set
o o
l 5% Files, 2021 (CMS).

Note: Calculations based on responses by non-institutionalized

Rural

Urban

All Areas

Medicare enrollees reporting age. The percentages in this table
may not sum to 100 due to rounding.

Divorced/

. Married Widowed
Separated

. Never Married

Companies That Offer Medicare Supplement

As of December 2022, 9% of companies offering standardized Medicare Supplement policies covered individuals in 41 or more states
or territories, 22% of companies covered individuals in 26 to 40 states or territories, 11% covered individuals in 11 to 25 states or
territories, and 18% of companies covered individuals with standardized Medicare Supplement plans in 2 to 10 states or territories. In

addition, 40% of all Medicare Supplement companies had standardized policies in force in a single state or territory (see Figure 8).
This distribution has changed very little in the last several years.

Figure 8. Distribution of Medicare Supplement Companies with Standardized Medicare Supplement Policies in Force,
by Market Size, December 2022

Number of States

- Source: AHIP Center for Policy and Research analysis of the NAIC Medicare
or Territories

Supplement Insurance Experience Exhibit, for the Year Ended Dec. 31, 2022.

. 1 Notes: The enrollment data for this Figure do not include Medicare Supplement
enrollment numbers reported by insurance providers in 2022 to the California
21010 DMHC. Data in this table depicting the number of states is based on companies with
standardized Medicare Supplement policies in force; data do not include companies
. 111025 with only pre-standardized policies in force. The data for standardized policies include

. 26 t6 40 Medicare SELECT plans and those issued in 3 states (MA, MN, and WI) that received
° waivers from the standardized product provisions of OBRA 1990. The number of

. 41 or more companies with standardized Medicare Supplement policies in force reporting to the
NAIC for 2022 was 307. The U.S. territories are Guam, Northern Mariana Islands, Puerto
Rico, and Virgin Islands. Percentages may not sum to 100 due to rounding.
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Eighty-five companies had Medicare SELECT policies in force for
about 460,000 Medicare enrollees on December 31, 2022 (see
Figure 9). Companies with Medicare SELECT policies in force were
located across the country in 41 states on December 31, 2022.

Overall, the percentage distribution of reporting companies with
standardized Medicare Supplement policies in force by plan type
experienced only minor changes in the last 5 years (see Table 2). In
2022, the most commonly offered plans were Plan F (85%), Plan A
(77%), and Plan G (75%).

In accordance with previous trends, Plan N continued to increase in
popularity and rose from 67% to 68% of insurance providers with
policies in force. Plan A, Plan B, and Plan C continued a slow, but
sustained decline of previous several years: the share of companies
offering them in 2022 compared to the prior year decreased from
79% to 77% for Plan A, from 53% to 51% for Plan B, and from 69%
to 68% for Plan C.

Figure 9. Number of Companies with Medicare
Select Policies in Force and Number of Enrollees with
Medicare Select Plans, December 2022

85

Number of Enrollees
with Medicare SELECT
Policies

Number of Companies
with Medicare SELECT
Policies in Force

Source: AHIP Center for Policy and Research analysis of the NAIC
Medicare Supplement Insurance Experience Exhibit, for the Year Ended
December 31, 2022.

Notes: The enrollment data for this Figure do not include Medicare
Supplement enrollment numbers reported by insurers in 2022 to the
California DMHC.

Table 2. Percent of Companies with Standardized Medicare Supplement Policies in Force, by Plan Type, 2018 - 2022

Percent of Companies

2021

Plan Type 2018 2019 2020
A 81% 83% 82% 79%
B 55% 54% 53% 53%
(o 74% 72% 69% 69%
D 42% 42% 47% 45%
E 24% 23% 22% 21%
F 85% 85% 85% 86%
G 66% 70% 73% 75%
H 21% 21% 20% 20%
1 19% 18% 18% 17%
J 22% 22% 21% 20%
K 15% 15% 15% 15%
L 14% 15% 15% 14%
M 9% 9% 8% 9%
59% 62% 64% 67%
Waivered State Plans  34% 35% 35% 33%

2022
77%
51%
68%
46%
20%
85%
75%
19%
17%
20%
15%
13%
8%
68%
35%

Source: AHIP Center for Policy and Research analysis of the NAIC Medicare Supplement Insurance Experience
Exhibits, for the Years Ended December 31, 2018, December 31, 2019, December 31, 2020, December 31, 2021, and

December 31, 2022.

Notes: The enrollment data for this Figure do not include Medicare Supplement enrollment numbers reported by
insurance providers to the California DMHC. The data for standardized policies include Medicare SELECT plans and
those issued in 3 states (MA, MN, and WI) that received waivers from the standardized product provisions of OBRA
1990. The number of companies with standardized Medicare Supplement policies in force was 289 for 2018, 292 for
2019, 295 for 2020, 299 in 2021, and 307 in 2022. All plans offering new coverage must offer Plan A. Plans E, H, | and
J are no longer sold but some policyholders have retained their coverage for these plans.
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Medicare Supplement Policies in Force

According to the NAIC data, almost all of Medicare Supplement policies in force on December 31, 2022, were standardized plans, at
98.9%. Pre-standardized plans, which were no longer sold after July 1992, account for only 1.1% of all Medicare Supplement policies

(see Figure 10).

Figure 10. Number of Policies for Standardized and Pre-Standardized Medicare Supplement Plans, December 31, 2022

Standardized
Total Plans
13,790,813 Pre-Standardized
Plans Source: AHIP Center for Policy and Research analysis of the NAIC Medicare
Supplement Insurance Experience Exhibit, for the Year Ended December 31, 2022.
98.9%
° Note: The data for standardized plans contain both pre- and post-MIPPA plans.

13,635,714

See page 3-4 for further explanation.

Among enrollees with Medicare Supplement standardized plans, Plan F retained its position as the plan with by far the highest number
of enrollees. However, it continued to lose its market share, declining from 49% in 2019 to 39% in 2022. On the other hand, Plan G
similarly continued its previous fast growth, increasing from 22% of the total enrollment in 2019 to 36% in 2022 (see Tables 3-4). If

these trends continue, Plan G may replace Plan F as the top plan by enrollment in the next several years.

Despite the variety of standardized Medicare Supplement plans in the market, 3 plan types (F, G, and N) accounted for 85% of the
total enrollment. At the same time, 5 standardized Medicare Supplement plans with the lowest enrollment (E, H, |, L, and M) combined

added up to less than 1% of all standardized policies (see Tables 3-4).

Table 3. Distribution of Enroliment by Standardized Plan Type, 2018-2022

Percent of Enrollment

Standardized Plan 2019 2020 2021 2022
A 1% 1% 1% 1%
B 2% 1% 1% 1%
(o 5% 4% 3% 3%
D 1% 1% 1% 1%
E <0.5% <0.5% <0.5% <0.5%
F* 49% 46% 41% 39%
*k 9 9 9 9
G 22% 27% 32% 36% * Includes high-deductible Plan F.
H <0.5% <0.5% <0.5% <0.5% ** Includes high-deductible Plan G.
1 1% <0.5% <0.5% <0.5% Source: AHIP Center for Policy and Research analysis of the NAIC
Medicare Supplement Insurance Experience Exhibits, for the Years
J 3% 2% 2% 2% Ended December 31, 2019; December 31, 2020; December 31,
2021, and December 31, 2022.
K 1% 1% 1% <0.5% o _
Notes: The enrollment data for this Figure do not include
L < 0.5% < 0.5% < 0.5% < 0.5% Medicare Supplement enrollment numbers reported by insurance
providers to the California DMHC. The data for standardized
M <0.5% <0.5% <0.5% <0.5% policies include Medicare SELECT plans and those issued
o N o N in 3 states (MA, MN, and WI) that received waivers from the
10% 10% 10% 10% standardized product provisions of OBRA 1990. Percentages may
. t to 100 due t ding.
Waivered State Plans 6% 6% 6% 6% notsume He e roundng
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Table 4. Change in Medicare Supplement Enrollment, Standardized, Pre-Standardized and Waivered-State Policies,
December 2019 to December 2022, by Plan Type

Enroliment Change in Enrollment | Percent Change
2019 2020 2021 2022 2021-2022 2021-2022

A 107,919 99,809 92,828 96,899 4,071 4%
B 206,587 182,388 181,741 159,437 -22,304 -12%
Cc 624,321 542,229 478,702 401,964 -76,738 -16%
D 123,117 125,899 151,327 124,701 -26,626 -18%
E 51,203 45,485 38,371 33,452 -4,919 -13%
F 6,804,076 6,238,576 5,749,712 5,332,340 -417,372 -7%
G 3,067,424 3,727,474 4,513,504 4,856,256 342,752 8%
H 31,014 27,259 21,891 18,858 -3,033 -14%
| 74,338 56,501 46,350 40,096 -6,254 -13%
J 371,432 332,461 300,074 269,401 -30,673 -10%
K 80,527 76,331 69,866 64,054 -5,812 -8%
L 42,546 38,949 33,648 30,612 -3,036 -9%
M 4,151 3,782 4,546 4,469 -77 -2%

1,359,949 1,362,694 1,384,304 1,377,952 -6,352 0%
Waivered State Plans 857,757 849,518 840,834 825,223 -15,611 -2%
Pre-Standardized Plans 206,725 190,752 170,191 155,099 -15,092 -9%
Total 14,013,086 13,900,107 14,077,889 3,790,813 -287,076 -2%

Sources: AHIP Center for Policy and Research analysis of the NAIC Medicare Supplement Insurance Experience Exhibit, for the Years Ended December 31, 2019, 2020,
2021, and 2022.

Notes: The enrollment data for this Figure do not include Medicare Supplement enrollment numbers reported by insurance providers in 2019- 2022 to the California
DMHC. The data for standardized policies include Medicare SELECT plans and those issued in 3 states (MA, MN, and WI) that received waivers from the standardized
product provisions of OBRA 1990.

Fast Growing Medicare Supplement Plans

In 2022, the only plans that posted the enrollment increases were plans G and A.

In the continuation of a multi-year trend of rapid growth, the enrollment in Plan G, which covers all Medicare deductible and
coinsurance amounts except the Part B deductible, increased by 8% from 2021 to 2022, by 343,000 enrollees. Plan G also has a high-
deductible option, the deductible for which was $2,490 in 2022.7 As was true in the 3 previous years, Plan G posted the fastest rate of

growth in 2022 in both relative and absolute terms.

In another sign of growth, Plan A posted an enrollment growth of 4% in 2022, reversing several years of declining enrollment. Plan A is

a basic Medicare Supplement Insurance plan with low premiums.

The enrollment in the largest Medicare Supplement plan, Plan F, decreased by 7% in 2022 compared to the previous year. The regular
version of Plan F provides coverage for Medicare deductibles and coinsurance amounts. Like Plan G, Plan F also includes a high-

deductible option that allows for a deductible amount of $2,490 (in 2022) before the policy can begin paying benefits.

Similarly, the enrollment in several other Medicare Supplement plan types continued to decline. Double-digit enrollment declines
occurred in Plan D (-18%), Plan C (-16%), Plan H (-14%), Plan E (-13%), Plan | (-13%), Plan B (-12%), and Plan J (-10%).
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Methodology

For this report we analyzed 2022 Medicare Supplement data from the National Association of Insurance Commissioners (NAIC). Health
insurance providers submit their annual statement data directly to the NAIC using an electronic filing portal. Each state sets its own

requirements for filing.

Data from 3 health insurance providers are not included in the 2022 NAIC data; they are required to report their data to the
California’s Department of Managed Health Care (DMHC), which does not report Medicare Supplement enrollment data to the NAIC.
Since, as in previous years, the DMHC does not provide the breakdown of the Medicare Supplement enrollment by plan type or
market size, the data from the three Medicare Supplement insurance providers reporting to DMHC were included only in the tables
and graphs presenting national and state Medicare Supplement enrollment and penetration, while all of the tables further subdividing
Medicare Supplement enrollment by market size, Medicare Select policies, and Medicare Supplement plan type have been calculated
using exclusively the data from the NAIC.

We recoded the data for one of the insurance products: its 2022 filings described it as being Plan H, while the same filing provided its
marketing name as “Modernized Plan High Deductible F” and it has been filed as Plan F type in the 2021 filing. Given the totality of

the information, we treated this product’s description as Plan H as a filing mistake and recoded it into Plan F.

We derived the total Medicare Supplement enrollment during 2022 by adding 2 variables together: 1) the number of policies issued
before 2011, and 2) the total number of policies issued from 2011 to 2022. The NAIC requires Medicare Supplement companies to
report these data separately. Only 1 person is covered per Medicare Supplement policy.

All analyses in the report contain data from the 50 states, the District of Columbia, and the U.S. territories. The territories are Guam,

Northern Mariana Islands, Puerto Rico, and Virgin Islands.

The NAIC data set is structured so that reported enrollment is a point-in-time measure for December 31, 2022. Other data set
measures, such as those for premiums and claims, are for the full year. Therefore, it is possible that a company may submit information
on a plan type even though at the end of the year enrollment was zero. To show the number of companies with policies in force as of
December 31, 2022, we selected records where the number of people covered was greater than zero.

We calculated the percent of fee-for-service (FFS) enrollees with Medicare Supplement plans for 2018 to 2022 by dividing the number
of Medicare Supplement enrollees by the number of FFS Medicare enrollees for each year. For the numerator we obtained the number
of Medicare Supplement enrollees from the current and previous AHIP reports on Medicare Supplement trends.® The denominator was
the number of FFS Medicare enrollees from the Centers for Medicare & Medicaid Services (CMS) data for December of each year.? The
CMS data set provided the number of enrollees eligible for Medicare and the number of enrollees enrolled in Medicare Advantage.
We subtracted the number of enrollees with Medicare Advantage from the number of eligible Medicare enrollees to get the number

of FFS Medicare enrollees. Figures 4 and 5 show these data by state and territory.

Data describing the demographic makeup of Medicare Supplement enrollees came from the 2021 Medicare Current Beneficiary
Survey (MCBS) Access to Care Limited Data Sets Files (LDS), maintained by CMS. Likewise, we used SAS Enterprise Guide® 7.15™

software to analyze the data.

Our analysis includes data on non-institutionalized enrollees in the 50 states, the District of Columbia, and Puerto Rico eligible for

Medicare as of January 1, 2021. June 2021 was the point in time for which enrollees’ records were selected for inclusion.

Medicare enrollees were identified as Medicare Supplement policyholders based on survey responses indicating the June 2021
coverage via a self-purchased, non-specialty private insurance. Additionally, in case of multiple insurance coverage, those enrolled in
Medicare Advantage plans according to CMS administrative data, were excluded from the Medicare Supplement covered category.

The current MCBS data format does not allow for the separation of enrollees enrolled in Medicare Advantage plans from enrollees
enrolled in non-Medicare Advantage capitated plans. As a result, all of the statistics in this report presented as Medicare Advantage

may include some enrollees in non-Medicare Advantage capitated plans.
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In the MCBS dataset, Medicare enrollees were classified as residing in either metropolitan, micropolitan or rural areas in 2021 based
on CMS administrative data. CMS used information from the Office of Management and Budget to define a metropolitan statistical
area, which is used to define the “urban” category in this report. The “urban” category in our report includes individuals living in
Metropolitan Statistical Areas (MSA), which are defined by the Office of Management and Budget as urban clusters with a population

of 50,000 or more, while the “rural” category includes all enrollees living outside of the MSAs.

As a general rule, all records in the MCBS dataset containing data values such as “unknown” or “refused” were dropped from the

analyses.

Data Limitations

As noted, the total number of enrollees with Medicare Supplement is slightly understated because California does not require all
insurance companies to report their data to the NAIC; only 3 companies in California are required to report their data to the California
Department of Managed Health Care. Data from these companies represent 528,839 Medicare Supplement enrollees,' about 4%

of all Medicare Supplement enrollment in the United States and are not included in the subset of analyses describing Medicare

Supplement insurers by market size, Medicare SELECT policies, and Medicare Supplement plan type.

Enrollees have an option to purchase Plan F as a high-deductible plan. However, due to the way data are reported to the NAIC we
are unable to determine what percent of enrollees in Plan F have a high-deductible policy or what percent of companies offer high-
deductible Plan F. Therefore, data in this report representing Plan F may also include the high-deductible version.

Medicare Supplement plans are guaranteed renewable, therefore policyholders may keep their plans even though the plan may have
been discontinued or the standard benefit design changed. This report does not make a distinction among standardized Medicare
Supplement policies in force in December 2022 with respect to whether their benefit designs comply with requirements under
OBRA 1990, MMA, or MIPPA.
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Appendix A

Medicare Supplement Standardized Medicare Supplement Plans

Benefits 2022 A B Cc D F* G** K L M N

Part A coinsurance and hospital = Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
costs up to an additional 365

days after Medicare benefits

are used up

Part B coinsurance or Yes Yes Yes Yes Yes Yes 50% 75% Yes Yes****
copayment

Blood (first 3 pints) Yes Yes Yes Yes Yes Yes 50% 75% Yes Yes
Part A hospice care coinsurance  VYes Yes Yes Yes Yes Yes 50% 75% Yes Yes

or copayment

Skilled nursing facility care No No Yes Yes Yes Yes 50% 75% Yes Yes
coinsurance

Part A deductible No Yes Yes Yes Yes Yes 50% 75% 50% Yes
Part B deductible No No Yes No Yes No No No No No
Part B excess charges No No No No Yes Yes No No No No
Foreign travel exchange (upto  No No 80% 80% 80% 80% No No 80% 80%

plan limits)

Out-of-pocket limit*** N/A N/A N/A N/A N/A N/A $6,620 $3,310 N/A N/A

Notes: This table reflects the benefit design for standardized Medicare Supplement plans under the 2015 Medicare Access and CHIP Reauthorization Act of 2015. Plans C
and F (and F with a high deductible) will be available ONLY for enrollees eligible prior to January 1, 2020. Plans C and F are redesignated Plans D and G for enrollees newly
eligible after January 1, 2020.

*Plan F also offers a high-deductible plan. If the enrollee chooses this option, he/she must pay Medicare covered costs up to the deductible amount of $2,490 in 2022
before the Medicare Supplement plan pays anything.

**Plan G offers a high deductible for those enrollees newly eligible after January 1, 2020.

*** For Plans K and L, after meeting the out-of-pocket yearly limit and the yearly Part B deductible ($233 in 2022), the Medicare Supplement plan pays 100% of covered
services for the rest of the year.

***% Plan N pays 100% of the Part B coinsurance, except for a copayment of up to $20 for some office visits, and up to a $50 copayment for emergency room visits that do
not result in an inpatient admission.

Questions About This Report?

For further information, please contact AHIP’s Center for Policy and Research at 202.778.3200

or visit our website at www.ahip.org/research.
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Endnotes
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According to a survey carried out by Global Strategy Group on behalf of AHIP in January 2023.
www.ahip.org/news/press-releases/new-research-seniors-continue-to-be-overwhelmingly-satisfied-with-theirmedicare-supplement-coverage

Data Source: National Association of Insurance Commissioners, by permission. The NAIC does not endorse any analysis or conclusions based upon the use of its data.

There is no coinsurance for inpatient hospital care for the first 60 days of hospitalization, per benefit period. Enrollees would pay $389 in coinsurance per day per
benefit period from days 61 to 90; and would pay $778 for coinsurance per each “lifetime reserve day” per benefit period after day 90 (up to 60 days over lifetime).
After that all inpatient costs are borne by the enrollee. www.cms.gov/newsroom/fact-sheets/2022-medicare-parts-b-premiums-and-deductibles2022-medicare-part-d-

income-related-monthly-adjustment

Ibid.

Effective June 1, 2010.

www.cms.gov/files/document/cy2022-o0op-limits-medigap-plans-kl.pdf

www.cms.gov/files/document/cy-2022-fg-j-deductible-amount-medigap-high-deductible-options.pdf

State of Medigap 2018, 2019, State of Medicare Supplement Coverage (2021, 2022, 2023) accessed October 31, 2023.
https://www.ahip.org/research

CMS Medicare Advantage Penetration Reports, 2017-2022, accessed October 31, 2023.
www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/MCRAdvPartDEnrolData/Monthly-Enrollment-by-State

SAS and all other SAS Institute Inc. product or service names are registered trademarks or trademarks of SAS Institute Inc. in the USA and other countries. ® indicates
USA registration.

California Department of Managed Health Care, Enrollment Summary Report 2022, accessed October 31, 2022 at www.dmhc.ca.gov/DataResearch/

FinancialSummaryData.aspx
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