


 
 

 
 

The collection of geographical-based data is also necessary for MA programs to determine potential 
gaps in access to care, especially in rural populations. According to a report published by the Kaiser 
Family Foundation, geographic accessibility has improved, with one-third of beneficiaries in counties 
offering more than 50 Medicare Advantage plans.2 In metropolitan areas, defined as counties with 
populations exceeding 50,000 individuals, potential enrollees typically have access to an average of 47 
MA plans. However, in rural areas, defined as counties with fewer than 10,000 people, individuals can 
choose from an average of 27 plans. Beneficiaries in micropolitan areas (10,000-50,000 people) have, on 
average, 32 plans to choose from. The discrepancies between plan offerings based on geographic 
regions present both opportunities and challenges, and CMS must decipher potentially important 
differences across plans, which requires enhanced reporting requirements. 

 
Physicians can also be partners in improving access to equitable health care, especially if electronic 
health records are leveraged to capture social drivers of health and are technologically equipped to 
support physicians in acting to address social drivers. CMS can use this information to adopt coverage 
and reimbursement structures that 
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directories, is essential for informed decision-making and should be readily available to all Medicare 
beneficiaries. Comparing MA plan networks and available benefits remains challenging for beneficiaries 
due to the lack of readily available plan information. Variations in plan offerings, such as supplemental 
benefits, can be restricted to specific subgroups of beneficiaries. Since plans are not required to report 
the utilization and costs, individuals cannot adequately assess these when making plan decisions. These 
supplemental benefits can range from in-home support services to food and produce and can be 
attractive to MA enrollees.5 ACP encourages CMS to extend reporting guidelines regarding the utilization 
of supplemental benefits and address challenges in reporting for situations where a benefit lacks a 
procedure code. 
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accountable for their utilization management processes. One of ACP’s significant concerns about prior 
authorization is the administrative burden it places on physicians and the time it takes away from 
providing care to patients. The burden placed on physicians is also likely to be higher in smaller, 
independent practices that are less likely to have support staff that can handle the volume of necessary 
prior authorization paperwork. CMS, in partnership with the Office of the National Coordinator for 
Health Information Technology (ONC) and stakeholder input, should adopt a single set of certification 
criteria for prior authorization. In the long term, harmonization would save physicians from performing 
duplicative work and prevent delays in patient care. 

 
Reduce Fraudulent Activity in MA Plans 
ACP urges the Senate Finance Committee, the Centers for Medicare and Medicaid Services (CMS), the 
Office of Inspector General (OIG,) and external independent bodies to investigate potentially fraudulent 
activity and the misuse of risk stratification by MA plans. When fraudulent activity is identified, the 
responsible Medicare Advantage Organization (MAO) or MA plan should be held accountable for that 
activity, not the physicians participating in the MA plan. 

 
CMS must also address issues of fraud and abuse in the MA Program. Reports from organizations such 
as The Center for Public Integrity discuss allegations that some MA plans overbill CMS by exaggerating 
illness severity in some patient populations by inflating their risk scores. The amount of fraud in 
Medicare is unknown: the Government Accountability Office (GAO) stated that the Risk Adjustment 
Data Validation process takes too long and fails to focus on health plans with the greatest potential for 
recovery of overcharges.12 Requiring transparency and specifically requiring publication of how the plan 
captures illness severity through use of the Health and Human Services-
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enrollees receive the same access to medically necessary care they would receive in traditional 
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benefits. However, there are some concerns about the program's construction and how its potential 
misuse may undermine access to timely, high-quality care. Considering the numerous financial 
incentives offered by the program (e.g., one-time Advanced Shared Savings Payment of $250,000, 
Prospective Primary Care Payments), organizations affiliated with profit-driven enterprises (i.e., private 
equity) may take advantage of these incentives without applying them toward the improvement of high- 
quality patient care. 

 
The deficiencies in the current APMs and VBP, especially within organizations that care for MA patients, 
highlight the need to reform the MA program. ACP recommends that Medicare and other payers 
progressively adopt population-based, prospective payment models for primary and comprehensive 
care that are structured and sufficient to ensure access to care. ACP calls for research in creating a 
validated way to measure and monitor the cost of caring for patients who are experiencing health care 
disparities and inequities based on personal characteristics and are disproportionately impacted by 
social drivers of health. 

 
ACP appreciates the opportunity to provide feedback on this RFI. We look forward to working with you 


