
 
 
 
 
 

 
What You Need to Know  
 
On December 31, 2022, the current MAPD 
contracts will expire. Because of this, the State of 
Illinois was legally required to enter a request for 
proposal (RFP) process. During this process, we 
reviewed all the documents provided by each 
bidder, and found that Aetna offered the richest, 
low-cost plan, tailored to the needs of our retirees. 
This plan—known as the Aetna MAPD PPO plan—
will not only save retirees and the State of Illinois 
money in medical and prescription drug premiums 
each month, but it will also offer our retirees wider 
access to support programs—such as Be Well 
Illinois and Sliver Sneakers—so we can continue to 
focus on the total well-being of our members.  

By using the opportunity to award only a MAPD 
PPO plan, the State of Illinois will see a savings of 
slightly more than $1 billion across the three 
programs administered by the Department of 
Central Management Services. Retirees and 
dependents under the three programs will also see 
a significant reduction in their contributions for the 
plan year. 

One thing that has remained at the forefront of our 
minds in this decision-making process is the 
transition for our retirees. When learning more 
about the Aetna MAPD PPO plan, we found that 
there would be little to no disruption to retirees’ 
current medical providers or prescription drug 
coverage. Retirees will be able to use any doctor, 
hospital, or specialist in or out of the Aetna 
Medicare Advantage network, without paying more 
for out-of-network services if the provider accepts 
the plan and has not opted out of Medicare. These 
factors have played an important role in 
determining the best value when comparing 
proposals and making the decision to switch MAPD 
providers.  

 
 
 
 

 

 
 
As you all know, the health and well-being of our 
retirees is a top priority for the State of Illinois. Our  
employees have spent years working, and we want 
them to enjoy retirement knowing their retiree 
benefits are here to protect them. We feel confident 
that our new MAPD provider will be a smooth 
transition for retirees and allow them to fully enjoy 
their next chapter in retirement, knowing they are 
supported by a comprehensive MAPD plan. 

What’s Next 

Unless a choice is made by the member during 
the open enrollment period (November 1 – 
November 30), anyone currently enrolled in the 
TRAIL Medicare Advantage Prescription Drug 
(MAPD) Program—regardless of whether 
enrolled in a PPO or HMO today—will be 
automatically re-enrolled in the new plan for 
2023.  

We understand that our retirees may have a lot of 
questions, and we’re dedicated to keeping them 
informed. In the coming weeks, there will be many 
opportunities for retirees to learn more about this 
change. Retirees will receive a welcome kit in the 
mail from Aetna with more information about the 
Aetna MAPD PPO plan. They’ll also receive 
materials from the Center for Medicare and 
Medicaid Services, as required by law. Finally, the 
State of Illinois will be issuing several 
communications to retirees, detailing the changes, 
including: an announcement letter and email, in-
person seminars will be held during open 
enrollment, and a medical plan decision guide.  

The State of Illinois’ Medicare Advantage Prescription Drug (MAPD) Provider for Retiree Medical 
and Prescription Drug Coverage is Changing from UnitedHealthcare to Aetna,  

Effective January 1, 2023 

On July 12, 2022, the State of Illinois determined that our MAPD provider for retiree medical and 
prescription drug coverage will change from UnitedHealthcare and various HMOs to Aetna, effective 
January 1, 2023. We are informing you of this change as soon as legally possible. 

For additional information, contact  
CMS Governmental Affairs at 217-685-9947. 



Federal Requirements for Network Adequacy 

 

The federal requirements for network adequacy in regards to Medicare Advantage plans are found 

through the federal Centers for Medicare and Medicaid Services (CMMS).  The following link goes 

directly to their most recent document regarding network adequacy for Medicare Advantage plans:  

https://www.hhs.gov/guidance/sites/default/files/hhs-guidance 

documents/Medicare%20Advantage%20and%20Section%201876%20Cost%20Plan%20Network%20A

dequacy%20Guidance_03_04_2022.pdf 

42 C.F.R. 422.116 is the federal code detailing the components of network adequacy and details the 

specific travel time/distance/population components involved with determining adequacy:  

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-422/subpart-C/section-422.116 

For federal network adequacy standards, a network-based Medicare Advantage plan must meet specific 

network standards for a number of areas: 

1. Access – a provider must have access to covered services in accordance with standards 

described in certain sections of 42 C.F.R. 422.116.  These services run the gamut from 

basic primary care options up to specialty surgery. 

2. Standards – a provider must meet maximum time/distance standards and contract with a 

specified minimum number of each provider, service, and facility-specialty type.  These 

time/distance standards vary depending on county population, with urban counties having 

overall shorter time/distance requirements than rural counties.   

3. Certain types of providers and facilities must be covered and available.  This information 

and a listing of such is located in the link provided above. 

4. At least 85-90% (depending on population of county) of MA plan beneficiaries must have 

access to at least one provider/facility of each type within specific time/distance standards. 

5. Telehealth services (and/or in the case of states with Certificate of Need laws that impose 

anti-competitive restrictions limiting the number of providers/facilities available) provide a 

credit towards the standards for access, but do not count as the entire total for access. 

6. Based on population, a minimum number of service providers must be available depending 

on the specialty of the medical provider. 

7. Certain exceptions are available for requesting based on the availability of medical service 

providers.  For example, in the case of extremely rural populations wherein no providers 

are available for coverage, an exception can be made. 
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In regards to the steps are taken by IL CMS to verify network adequacy, the following is their official 

response: 

What steps does CMS take to verify network adequacy for the MAPD providers?  

“Section 5 of the RFP requires each bidder to verify if providers (both medical and RX) currently 

reporting claims are in-network, out of network but accepting the plan or out of network not 

accepting the plan. The listing of providers reporting claims within the RFP is a nationwide 

listing, it is not limited to Illinois providers only.” 

Do you have a particular list of criteria that you look for/verify?  

“Through the utilization of the criteria above a network analysis is completed to determine the 

provider disruption if the bidder should be awarded the contract.  In the case of the Aetna PPO 

plan the provider disruption was evaluated as 1.09% in billed claims and 1.3% in provider 

count.” 

Finally, in regards to the question of whether network adequacy is judged on a statewide basis or are 

certain provider numbers required in each region, as mentioned in the response to Sen. Rose’s first 

question, network adequacy requires providers to be accessible within certain time/distance standards 

depending on the population of the county in question.  A statewide basis does not count for the 

purposes of network adequacy. 

The following chart details the federal time/distance standards for Medicare Advantage plans.  The 

definitions of Large Metro County through CEAC are as follows. 

(1) Large metro. A large metro designation is assigned to any of the following combinations of 

population sizes and density parameters: (i) A population size greater than or equal to 1,000,000 

persons with a population density greater than or equal to 1,000 persons per square mile. (ii) A 

population size greater than or equal to 500,000 and less than or equal to 999,999 persons with a 

population density greater than or equal to 1,500 persons per square mile. (iii) Any population size with 

a population density of greater than or equal to 5,000 persons per square mile. 

 

(2) Metro. A metro designation is assigned to any of the following combinations of population sizes and 

density parameters: (i) A population size greater than or equal to 1,000,000 persons with a population 

density greater than or equal to 10 persons per square mile and less than or equal to 999.9 persons per 

square mile. (ii) A population size greater than or equal to 500,000 persons and less than or equal to 

999,999 persons with a population density greater than or equal to 10 persons per square mile and less 

than or equal to 1,499.9 persons per square mile. (iii) A population size greater than or equal to 

200,000 persons and less than or equal to 499,999 persons with a population density greater than or 

equal to 10 persons per square mile and less than or equal to 4,999.9 persons per square mile. (iv) A 

population size greater than or equal to 50,000 persons and less than or equal to 199,999 persons with a 

population density greater than or equal to 100 persons per square mile and less than or equal to 4999.9 

persons per square mile. (v) A population size greater than or equal to 10,000 persons and less than or 

equal to 49,999 persons with a population density greater than or equal to 1,000 persons per square 

mile and less than or equal to 4999.9 persons per square mile. 

 

 

 

 



(3) Micro. A micro designation is assigned to any of the following combinations of population sizes and 

density parameters: (i) A population size greater than or equal to 50,000 persons and less than or equal 

to 199,999 persons with a population density greater than or equal to 10 persons per square mile and 

less than or equal to 99.9 persons per square mile. (ii) A population size greater than or equal to 10,000 

persons and less than or equal to 49,999 persons with a population density greater than or equal to 50 

persons per square mile and less than 999.9 persons per square mile. 

 

(4) Rural. A rural designation is assigned to any of the following combinations of population sizes and 

density parameters: (i) A population size greater than or equal to 10,000 persons and less than or equal 

to 49,999 persons with a population density of greater than or equal to 10 persons per square mile and 

less than or equal to 49.9 persons per square mile. (ii) A population size less than 10,000 persons with 

a population density greater than or equal 50 persons per square mile and less than or equal to 999.9 

persons per square mile. 

 

(5) Counties with extreme access considerations (CEAC). For any population size with a population 

density of less than 10 persons per square mile. 

 



 

Max Max Max Max Max Max Max Max Max Max

time distance time distance time distance time distance time distance

Primary Care 10 5 15 10 30 20 40 30 70 60

Allergy and 

Immunology

30 15 45 30 80 60 90 75 125 110

Cardiology 20 10 30 20 50 35 75 60 95 85

Chiropractor 30 15 45 30 80 60 90 75 125 110

Dermatology 20 10 45 30 60 45 75 60 110 100

Endocrinology 30 15 60 40 100 75 110 90 145 130

ENT/Otolaryngology 30 15 45 30 80 60 90 75 125 110

Gastroenterology 20 10 45 30 60 45 75 60 110 100

General Surgery 20 10 30 20 50 35 75 60 95 85

Gynecology, OB/GYN 30 15 45 30 80 60 90 75 125 110

Infectious Diseases 30 15 60 40 100 75 110 90 145 130

Nephrology 30 15 45 30 80 60 90 75 125 110

Neurology 20 10 45 30 60 45 75 60 110 100

Neurosurgery 30 15 60 40 100 75 110 90 145 130

Oncology - Medical, 

Surgical

20 10 45 30 60 45 75 60 110 100

Oncology - 

Radiation/Radiation 

Oncology

30 15 60 40 100 75 110 90 145 130

Ophthalmology 20 10 30 20 50 35 75 60 95 85

Orthopedic Surgery 20 10 30 20 50 35 75 60 95 85

Physiatry, Rehabilitative 

Medicine

30 15 45 30 80 60 90 75 125 110

Plastic Surgery 30 15 60 40 100 75 110 90 145 130

Podiatry 20 10 45 30 60 45 75 60 110 100

Psychiatry 20 10 45 30 60 45 75 60 110 100

Pulmonology 20 10 45 30 60 45 75 60 110 100

Rheumatology 30 15 60 40 100 75 110 90 145 130

Urology 20 10 45 30 60 45 75 60 110 100

Vascular Surgery 30 15 60 40 100 75 110 90 145 130

Cardiothoracic Surgery 30 15 60 40 100 75 110 90 145 130

Acute Inpatient 

Hospitals

20 10 45 30 80 60 75 60 110 100

Cardiac Surgery 

Program

30 15 60 40 160 120 145 120 155 140

Cardiac Catheterization 

Services

30 15 60 40 160 120 145 120 155 140

Critical Care Services - 

Intensive Care Units 

(ICU)

20 10 45 30 160 120 145 120 155 140

Surgical Services 

(Outpatient or ASC)

20 10 45 30 80 60 75 60 110 100

Skilled Nursing 

Facilities

20 10 45 30 80 60 75 60 95 85

Diagnostic Radiology 20 10 45 30 80 60 75 60 110 100

Mammography 20 10 45 30 80 60 75 60 110 100

Physical Therapy 20 10 45 30 80 60 75 60 110 100

Occupational Therapy 20 10 45 30 80 60 75 60 110 100

Speech Therapy 20 10 45 30 80 60 75 60 110 100

Inpatient Psychiatric 

Facility Services

30 15 70 45 100 75 90 75 155 140

Outpatient 

Infusion/Chemotherapy

20 10 45 30 80 60 75 60 110 100

Federal Medicare Advantage Coverage Time and Distance Standards

Metro Micro Rural CEAC

* Time is measured in minutes, while distance is measured in miles for the purposes of this chart

Provider/Facility type

Large Metro



The CMMS also provides a table for minimum ratios of the number of beneficiaries to cover.  The 

numbers in the following chart reflect the minimum number of providers per 1,000 beneficiaries (the 

acute inpatient hospital number reflects the minimum number of beds per 1,000 beneficiaries). 

 

 

Minimum ratio Large metro Metro Micro Rural CEAC

Primary Care 1.67 1.67 1.42 1.42 1.42

Allergy and Immunology 0.05 0.05 0.04 0.04 0.04

Cardiology 0.27 0.27 0.23 0.23 0.23

Chiropractor 0.1 0.1 0.09 0.09 0.09

Dermatology 0.16 0.16 0.14 0.14 0.14

Endocrinology 0.04 0.04 0.03 0.03 0.03

ENT/Otolaryngology 0.06 0.06 0.05 0.05 0.05

Gastroenterology 0.12 0.12 0.1 0.1 0.1

General Surgery 0.28 0.28 0.24 0.24 0.24

Gynecology, OB/GYN 0.04 0.04 0.03 0.03 0.03

Infectious Diseases 0.03 0.03 0.03 0.03 0.03

Nephrology 0.09 0.09 0.08 0.08 0.08

Neurology 0.12 0.12 0.1 0.1 0.1

Neurosurgery 0.01 0.01 0.01 0.01 0.01

Oncology - Medical, Surgical 0.19 0.19 0.16 0.16 0.16

Oncology - Radiation 

/Radiation Oncology

0.06 0.06 0.05 0.05 0.05

Ophthalmology 0.24 0.24 0.2 0.2 0.2

Orthopedic Surgery 0.2 0.2 0.17 0.17 0.17

Physiatry, Rehabilitative 

Medicine

0.04 0.04 0.03 0.03 0.03

Plastic Surgery 0.01 0.01 0.01 0.01 0.01

Podiatry 0.19 0.19 0.16 0.16 0.16

Psychiatry 0.14 0.14 0.12 0.12 0.12

Pulmonology 0.13 0.13 0.11 0.11 0.11

Rheumatology 0.07 0.07 0.06 0.06 0.06

Urology 0.12 0.12 0.1 0.1 0.1

Vascular Surgery 0.02 0.02 0.02 0.02 0.02

Cardiothoracic Surgery 0.01 0.01 0.01 0.01 0.01

Acute Inpatient Hospitals 12.2 12.2 12.2 12.2 12.2

Minimum Number of Provider Types (per 1,000 people)
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           Media contact line: (217) 902-5201 
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Carle Health reaches tentative contract agreement with Aetna  
 

Urbana, Ill. – Carle Health and Aetna have reached a tentative agreement on an Aetna Medicare Advantage 

PPO contract effective January 1, 2023, with Carle hospitals and provider offices in Champaign, Urbana, 

Hoopeston, Danville, Mattoon, Charleston and surrounding communities. Finalization of this contract will 

allow Medicare-eligible state retirees to continue to be seen by the Carle providers they have come to know 

and trust throughout the years. 

 

“We never lost sight of our patients,” Dennis Hesch, Executive Vice President & Chief Financial/Strategy 

Officer, Carle Health says.  “Negotiations have many moving parts that in the end, all need to balance but we 

were determined to keep trying until we reached a contract that is good for our patients, our hospitals and 

provider offices, and for the State and Aetna.” 

 

Earlier this year the State of Illinois moved forward with the implementation of the Aetna Medicare Advantage 

PPO as the only insurance option for Medicare-eligible State of Illinois retirees. At that time, Carle Health and 

Aetna did not have a contract for the Aetna Medicare Advantage PPO to partner with Carle’s east Central 

Illinois region. Over the past few months, Carle and Aetna have worked diligently to negotiate a contract in 

good faith with the goal of ensuring continued access to the providers state retirees know and trust. We are 

both pleased negotiations are poised to conclude favorably for everyone involved.  

 

For more information about Carle Health doctors and services, visit the Carle Health website. 
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