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OVERVIEW 

Medicare is a federal health insurance program for people ages 65 and older, 

people under the age of 65 who receive disability benefits, and those with 

permanent kidney failure (or end-stage renal disease) or amyotrophic lateral 

sclerosis (ALS, also known as Lou Gehrig’s disease). Older people are 

automatically enrolled or become eligible to enroll in Medicare when they 

apply for Social Security retirement benefits. There are four “parts” of 

Medicare, each covering different health care services and governed by 

different rules.   

Original Medicare, also known as traditional or fee-for-service Medicare, 

includes coverage of hospital services (Medicare Part A) and medical services 

(Medicare Part B). Part A covers inpatient hospital stays, short-term skilled 

nursing facility stays, hospice care, and some home health care services and is 

free for people who worked and paid Medicare taxes for at least 10 years. 

Medicare Part B covers doctors' visits, outpatient services, home health care, 

durable medical equipment, and certain preventive services. People pay a 

monthly premium for Part B coverage based on their income. 

Medicare Parts C and D are administered by private health plans that contract 

with the Medicare program. Coverage, premiums, and out-of-pocket costs 

vary by health plan. Medicare Part C, or Medicare Advantage, combines Part A 

and Part B coverage and may include prescription drug coverage. Medicare 

Part D covers prescription drugs and some vaccines. People have to sign up for 

Original Medicare Parts A and B before enrolling in Parts C and/or D.   

For More Information 

◼ History of Medicare program:  “A Brief History of Medicare in America,” 
Medicare Resources.org, accessed February 19, 2024.  

◼ About Medicare coverage: “Parts of Medicare,” Social Security 
Administration, accessed February 1, 2024.  

POPULATION 

Over 66.6 million people are enrolled in Medicare, with slightly over half (51 

percent) enrolled in Original Medicare and 49 percent enrolled in Medicare 

Advantage plans (Part C coverage). Over three-quarters of Medicare 
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https://www.ssa.gov/medicare/plan/medicare-parts
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beneficiaries (76 percent) also have Part D prescription drug coverage. Of all Medicare beneficiaries, about 18 

percent are also enrolled in Medicaid (also known as dual enrollees). 

Most Medicare beneficiaries (77 percent) were between 65 and 84 years old, while 13 percent were younger than 

65, and 10 percent were older than 85. In terms of race and ethnicity, most Medicaid beneficiaries are white (72.8 

percent); 10 percent are Black; 9.5 percent are Hispanic/Latinx; 4.5 percent are Asian, Native Hawaiian, and Pacific 

Islander; 0.4 percent are American Indian/Alaska Native; and 2.7 percent identify as multiple races. 

Compared with beneficiaries enrolled in Original Medicare (Parts A and B), those enrolled in Medicare Advantage 

are more likely to have incomes below the federal poverty level, be older, have lower levels of education, and be in 

poorer health. In addition, Medicare Advantage beneficiaries are disproportionately Black and Latino and more 

likely to be dually enrolled in Medicaid. 

For More Information 

◼ Medicare enrollment: “Access to Health Coverage,” CMS.gov, accessed February 9, 2024.   

◼ Medicare Advantage: Jeannie Fuglesten Biniek, Meredith Freed, Anthony Damico, and Tricia Neuman, “Half of 
All Eligible Medicare Beneficiaries Are Now Enrolled in Private Medicare Advantage Plans,” KFF, May 1, 2023.  

◼ Dual enrollees: Eva H. Allen, Kimá Joy Taylor, Taylor Nelson, and Sofia Hinojosa, “Guide to Equity for Medicare–
Medicaid Enrollees (Dual Enrollees),” Washington, DC: Urban Institute, December 2023.  

◼ Characteristics of Medicare beneficiaries: “Medicare Beneficiaries at a Glance,” Data.CMS.gov, accessed 
February 2, 2024; “Distribution of Medicare Beneficiaries by Race/Ethnicity,” KFF, accessed February 2, 2024; 
and Wafa Tarazi, W. Pete Welch, Nguyen Nguyen, Arielle Bosworth, Steven Sheingold, Nancy De Lew, and 
Benjamin D. Sommers, “Medicare Beneficiary Enrollment Trends and Demographic Characteristics,” 
Washington, DC: ASPE, March 2, 2022. 

PROVIDERS AND SERVICE DELIVERY 

Most Medicare beneficiaries report ease of access to care and satisfaction with care, including ease of finding a 

provider and short wait times for appointments. This is likely because nearly all physicians serving adults in the US 

accept Medicare, including those practicing in private practices, community health centers, hospitals, and other 

health care settings. However, some Medicare beneficiaries experience difficulties finding a new primary care 

provider, likely driven by growing shortages of primary care physicians in the US. 

In the Original Medicare program, the federal government pays fee-for-service rates to physicians, hospitals, and 

other providers and facilities for services delivered to beneficiaries. In the Medicare Advantage program, the federal 

government contracts with health plans that receive fixed payments for delivering Medicare services, but providers 

participating in the Medicare Advantage plans are often paid on a fee-for-service basis. Medicare reimbursement 

rates to providers are, on average, higher than Medicaid but lower than reimbursement by commercial payers.   

For More Information 

◼ Medicare beneficiary experiences: Nancy Ochieng and Jeannie Fuglesten Biniek, “Beneficiary Experience, 
Affordability, Utilization, and Quality in Medicare Advantage and Traditional Medicare: A Review of the 
Literature,” KFF, September 16, 2022.  

◼ Physician participation in Medicare: Nancy Ochieng and Gabrielle Clerveau, “How Many Physicians Have 
Opted Out of the Medicare Program?” KFF, September 11, 2023; and Report to the Congress Medicare Payment 
Policy, Chapter 4: Physician and Other Health Professional Services, Washington, DC: MedPAC, March 2021. 

https://www.cms.gov/pillar/expand-access
https://www.kff.org/policy-watch/half-of-all-eligible-medicare-beneficiaries-are-now-enrolled-in-private-medicare-advantage-plans/
https://www.kff.org/policy-watch/half-of-all-eligible-medicare-beneficiaries-are-now-enrolled-in-private-medicare-advantage-plans/
https://www.urban.org/sites/default/files/2024-01/Guide%20to%20Equity%20for%20Medicare%20Medicaid%20Enrollees%20Dual%20Enrollees.pdf
https://www.urban.org/sites/default/files/2024-01/Guide%20to%20Equity%20for%20Medicare%20Medicaid%20Enrollees%20Dual%20Enrollees.pdf
https://data.cms.gov/infographic/medicare-beneficiaries-at-a-glance
https://www.kff.org/medicare/state-indicator/medicare-beneficiaries-by-raceethnicity/
https://aspe.hhs.gov/sites/default/files/documents/f81aafbba0b331c71c6e8bc66512e25d/medicare-beneficiary-enrollment-ib.pdf
https://www.kff.org/medicare/report/beneficiary-experience-affordability-utilization-and-quality-in-medicare-advantage-and-traditional-medicare-a-review-of-the-literature/
https://www.kff.org/medicare/report/beneficiary-experience-affordability-utilization-and-quality-in-medicare-advantage-and-traditional-medicare-a-review-of-the-literature/
https://www.kff.org/medicare/report/beneficiary-experience-affordability-utilization-and-quality-in-medicare-advantage-and-traditional-medicare-a-review-of-the-literature/
https://www.kff.org/medicare/issue-brief/how-many-physicians-have-opted-out-of-the-medicare-program/
https://www.kff.org/medicare/issue-brief/how-many-physicians-have-opted-out-of-the-medicare-program/
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch4_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch4_sec.pdf
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◼ Differences in Medicaid, Medicare, and commercial health insurance payments: Cindy Mann and Adam Striar, 
“How Differences in Medicaid, Medicare, and Commercial Health Insurance Payment Rates Impact Access, 
Health Equity, and Cost,”  New York: The Commonwealth Fund, August 17, 2022. 

FINANCING 

Medicare is primarily financed by the federal government using general revenues and payroll tax revenues collected 

from employers and employees by the Federal Social Security Administration. Other sources of Medicare funding 

include taxes on Social Security benefits, payments from states, and earned interest. Funding for Medicare totaled 

$888 billion in 2021, representing about 12 percent of the federal budget.  

About 15 percent of Medicare funding comes from premiums paid by beneficiaries. In addition to paying premiums, 

most beneficiaries also have out-of-pocket health care expenses such as copayments, deductibles, coinsurance 

premiums, and costs for any uncovered services.  Beneficiaries enrolled in Original Medicare can purchase private 

supplemental insurance (also known as Medigap) to help pay for copays, deductibles, and sometimes services that 

Original Medicare does not cover. 

For More Information 

◼ Medicare financing: Juliette Cubanski and Tricia Neuman, “FAQs on Medicare Financing and Trust Fund 
Solvency,” KFF, June 17, 2022.  

◼ Medigap: “What's Medicare Supplement Insurance (Medigap)?,” Medicare.gov, accessed February 2, 2024.  

BARRIERS TO ACCESSING COVERAGE AND HEALTH CARE 

While Medicare may be the closest to universal insurance for people 65 and older, enrollees face multiple barriers to 

accessing comprehensive coverage and health care services. The major barriers include the following:   

Program Complexity 

Navigating the complex Medicare system can be challenging for many beneficiaries who must understand rules, 

coverage, and cost sharing under various parts; when and how to enroll; decide between Original Medicare or 

Medicare Advantage; and select from sometimes dozens of private plans that are heavily marketed in the Medicare 

Advantage market. These challenges can result in beneficiaries experiencing gaps in coverage or inadequate 

coverage, missing out on financial assistance that may be available to people with low incomes, or facing late 

enrollment penalties and higher premiums. The Medicare Advantage program mitigates some of this complexity by 

providing more streamlined access to all services under just one plan compared with separate programs under 

Original Medicare, which likely explains the growing popularity of Medicare Advantage plans.  

Affordability 

Cost and affordability are among the top concerns for many Medicare beneficiaries who often have fixed incomes 

but may be experiencing growing health care needs as they age.  For example, the Original Medicare does not have 

an out-of-pocket maximum, while the Medicare Advantage out-of-pocket maximum threshold is $8,850 for in-

network services. Most Medicare Part D prescription drug plans have annual coverage limits ($5,030 in 2024). This 

coverage gap (or “donut hole”) means beneficiaries who exceed the limit have out-of-pocket costs for needed 

medications. While nearly all beneficiaries in Original Medicare have some supplemental coverage to protect them 

from catastrophic medical expenses (including Medigap, employer insurance, or Medicaid), about 1 in 10 Medicare 

beneficiaries have no other coverage. Several public programs offer financial assistance to Medicare beneficiaries 

https://www.commonwealthfund.org/blog/2022/how-differences-medicaid-medicare-and-commercial-health-insurance-payment-rates-impact
https://www.commonwealthfund.org/blog/2022/how-differences-medicaid-medicare-and-commercial-health-insurance-payment-rates-impact
https://www.kff.org/medicare/issue-brief/faqs-on-medicare-financing-and-trust-fund-solvency/
https://www.kff.org/medicare/issue-brief/faqs-on-medicare-financing-and-trust-fund-solvency/
https://www.medicare.gov/health-drug-plans/medigap
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with limited resources, including Medicare Savings Programs and Part D low-income subsidies. But many Medicare 

beneficiaries are unaware of these programs and do not enroll despite being eligible for assistance. In a recent 

survey, over one in five Medicare beneficiaries said they delayed or forewent health care because of cost concerns.  

 Patient Story: Cost Barriers in Medicare 

Jane was a helpline client with a cancer diagnosis. Her illness required that she receive a weekly shot 

covered under Medicare Part B; however, Jane’s coinsurance of over $1,500 per shot was completely 

unaffordable. She called to inquire about a Medicare Savings Program (MSP) and Medicaid to assist 

with her costs. Her income appeared to be in the range of the Qualified Medicare Beneficiary (QMB) 

level of the Medicare Savings Program, which pays for Medicare premiums and protects enrollees from 

being billed for Medicare deductibles, coinsurances, and copayments. With QMB, Jane would not owe 

the weekly coinsurance for her cancer treatment. MSP enrollment would also automatically enroll Jane 

in the federal Extra Help program for help paying prescription drug costs. 

—Excerpted from Medicare Trends and Recommendations: An Analysis of 2022 Call Data from the 

Medicare Rights Center’s National Helpline, New York: Medicare Rights Center, October 2023.  

Limited Access to Care 

Medicare may not cover some services, including long-term care services and supports (such as nursing home care). 

Some acute care services, such as dental, vision, and hearing, are excluded from Original Medicare but may be 

covered by some Medicare Advantage plans as supplemental benefits. Provider shortages and low provider 

reimbursement may hamper access to behavioral health services for some Medicare beneficiaries, though Congress 

recently made changes to address these barriers, including expanding the type of providers who can provide mental 

health and substance use services to Medicare beneficiaries and improving access to telehealth counseling. 

Furthermore, Medicare Advantage enrollees may have more restricted access to care because of the requirement to 

see in-network providers and obtain referrals or prior authorization for some services.  A recent investigation found 

inappropriate denials of services by Medicare Advantage plans, posing barriers to timely and appropriate care for 

beneficiaries and adverse health effects and causing financial concerns for providers. 

For More Information 

◼ Enrolling in Medicare: Steven Findlay, Gretchen Jacobson, and Faith Leonard, “The Role of Marketing in 
Medicare Beneficiaries’ Coverage Choices,” New York: The Commonwealth Fund, January 5, 2023; and Dena 
Bunis, “10 Common Medicare Mistakes to Avoid,” AARP.org, April 12, 2023.  

◼ Affordability and expenses: Gretchen Jacobson, Faith Leonard, and Sara R. Collins “Can Medicare Beneficiaries 
Afford Their Health Care?,” New York: The Commonwealth Fund, October 26, 2023; and Kimberly Lankford. 
“Does Medicare Have an Out-of-Pocket Spending Maximum?” AARP.org, August 17, 2023.  

https://www.medicarerights.org/pdf/2022-helpline-trends-report.pdf
https://www.medicarerights.org/pdf/2022-helpline-trends-report.pdf
https://www.commonwealthfund.org/publications/explainer/2023/jan/role-marketing-medicare-beneficiaries-coverage-choices
https://www.commonwealthfund.org/publications/explainer/2023/jan/role-marketing-medicare-beneficiaries-coverage-choices
https://www.aarp.org/health/medicare-insurance/info-2019/common-medicare-mistakes.html
https://www.commonwealthfund.org/publications/2023/oct/can-medicare-beneficiaries-afford-their-health-care-2023-survey
https://www.commonwealthfund.org/publications/2023/oct/can-medicare-beneficiaries-afford-their-health-care-2023-survey
https://www.aarp.org/health/medicare-qa-tool/medicare-out-of-pocket-maximum.html
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◼ Medicare drug coverage: “An Overview of the Medicare Part D Prescription Drug Benefit,” KFF, October 17, 
2023.  

◼ Other coverage sources for Medicare beneficiaries: Nancy Ochieng, Gabrielle Clerveau, Juliette Cubanski, and 
Tricia Neuman, “A Snapshot of Sources of Coverage Among Medicare Beneficiaries,” KFF, December 13, 2023. 

◼ Financial assistance: “4 Programs That Can Help You Pay Your Medical Expenses,” CMS, June 2022; and  “Take-
Up Rates in Medicare Savings Programs and the Part D Low-Income Subsidy,” Arlington, VA: National Council 
on Aging, September 9, 2022.  

◼ What Medicare does not cover: “Long-Term Care,” Medicare.gov, accessed February 2, 2024.  

◼ Behavioral health services: Meredith Freed, Juliette Cubanski, and Tricia Neuman, “FAQs on Mental Health and 
Substance Use Disorder Coverage in Medicare,” KFF, January 18, 2023. 

◼ Access to care in Medicare Advantage: Tami Luhby, “Medicare Advantage Plans at Times Deny Seniors Access 
to Medical Care, Federal Watchdog Finds,” CNN, April 28, 2022.  

DISPARITIES 

There are documented disparities in Medicare, though a full understanding of these disparities is limited by the low 

quality and completeness of Medicare’s race and ethnicity data. For example, Black and Hispanic Medicare 

beneficiaries are more likely than white beneficiaries to report poor health and challenges with accessing health care 

services, have fewer doctor visits but more emergency department visits and hospitalizations, and have higher rates 

of chronic health conditions such as diabetes.   

Compared with older Medicare beneficiaries, those who are under age 65 with disabilities are more likely to report 

challenges enrolling in the program and accessing needed care, including because services are not covered or denied 

by their health plan. In addition, Medicare beneficiaries with disabilities report lower satisfaction with care and high 

rates of affordability and cost concerns than older Medicare beneficiaries. 

Similarly, studies examining utilization and experiences with care among Medicare Advantage enrollees found that 

Black and Hispanic/Latinx enrollees were more likely to have worse outcomes than white enrollees. 

For More Information 

◼ Race and ethnicity data: Inaccuracies in Medicare's Race and Ethnicity Data Hinder the Ability To Assess Health 
Disparities, US Department of Health and Human Services, June 2022.   

◼ Racial and ethnic health inequities: Nancy Ochieng, Juliette Cubanski, Tricia Neuman, Samantha Artiga, and Anthony 

Damico, “Racial and Ethnic Health Inequities and Medicare,” KFF, February 16, 2021.  

◼ Experiences of Medicare beneficiaries under age 65: Juliette Cubanski, Maiss Mohamed, Tricia Neuman, and Gary 

Claxton, “Overall Satisfaction with Medicare Is High, But Beneficiaries Under Age 65 With Disabilities Experience 

More Insurance Problems Than Older Beneficiaries,” KFF, October 26, 2023.  

◼ Disparities among Medicare Advantage enrollees: Nancy Ochieng, Jeannie Fuglesten Biniek, Juliette Cubanski, and 

Tricia Neuman, “Disparities in Health Measures By Race and Ethnicity Among Beneficiaries in Medicare Advantage: A 

Review of the Literature,” KFF, December 13, 2023.  

OVERSIGHT AND ACCOUNTABILITY  

Congress is the primary source of accountability for the Medicare program, run by the Centers for Medicare & 

Medicaid Services (CMS) under the US Department of Health and Human Services. Among its core functions, CMS is 

https://www.kff.org/medicare/fact-sheet/an-overview-of-the-medicare-part-d-prescription-drug-benefit/
https://www.kff.org/medicare/issue-brief/a-snapshot-of-sources-of-coverage-among-medicare-beneficiaries/#:~:text=Among%20the%2030.6%20million%20Medicare,or%20another%20source%20(1%25).
https://www.medicare.gov/publications/11445-4-Programs-Help-Pay-Medical-Expenses.pdf
https://www.ncoa.org/article/take-up-rates-in-medicare-savings-programs-and-the-part-d-low-income-subsidy
https://www.ncoa.org/article/take-up-rates-in-medicare-savings-programs-and-the-part-d-low-income-subsidy
https://www.medicare.gov/coverage/long-term-care
https://www.kff.org/mental-health/issue-brief/faqs-on-mental-health-and-substance-use-disorder-coverage-in-medicare/
https://www.kff.org/mental-health/issue-brief/faqs-on-mental-health-and-substance-use-disorder-coverage-in-medicare/
https://www.cnn.com/2022/04/28/politics/medicare-advantage-plans-deny-seniors-care/index.html
https://www.cnn.com/2022/04/28/politics/medicare-advantage-plans-deny-seniors-care/index.html
https://oig.hhs.gov/oei/reports/OEI-02-21-00100.pdf
https://oig.hhs.gov/oei/reports/OEI-02-21-00100.pdf
https://www.kff.org/medicare/report/racial-and-ethnic-health-inequities-and-medicare/
https://www.kff.org/medicare/issue-brief/overall-satisfaction-with-medicare-is-high-but-beneficiaries-under-age-65-with-disabilities-experience-more-insurance-problems-than-older-beneficiaries/
https://www.kff.org/medicare/issue-brief/overall-satisfaction-with-medicare-is-high-but-beneficiaries-under-age-65-with-disabilities-experience-more-insurance-problems-than-older-beneficiaries/
https://www.kff.org/medicare/report/disparities-in-health-measures-by-race-and-ethnicity-among-beneficiaries-in-medicare-advantage-a-review-of-the-literature/
https://www.kff.org/medicare/report/disparities-in-health-measures-by-race-and-ethnicity-among-beneficiaries-in-medicare-advantage-a-review-of-the-literature/
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responsible for ensuring high-quality care for Medicare beneficiaries, including by ensuring its contractors, such as 

providers, Medicare Advantage plans, and state agencies, properly administer Medicare. In addition, CMS develops 

program and payment policies, provides guidance, develops health and safety standards for hospitals and health 

care facilities, investigates fraud, and collects and analyzes data to monitor program performance.    

Major entities, programs, and tools support Medicare’s oversight, accountability, and transparency, including the 

following:   

◼ Conditions of Participation are health and safety standards that all health care facilities must comply with 

to participate in Medicare. Accreditation organizations, such as the Joint Commission, Commission on 

Accreditation of Rehabilitation Facilities, and others, assess and rate health care facilities on compliance 

with the Medicare standards.   

◼ Dubbed “the investigative arm of Congress” and “the congressional watchdog,” the Government 

Accountability Office aids Congress in improving the performance of federal programs, including Medicare, 

by conducting independent research and providing recommendations.   

◼ The Office of Inspector General within the US Department of Health and Human Services assists CMS with 

oversight of all Medicare programs through investigations, evaluations, and financial audits. 

◼ The Medicare Payment Advisory Commission (MedPAC) conducts research and analysis and advises 

Congress on the Medicare program.  

◼ The Medicare appeals process allows beneficiaries to appeal coverage and payment decisions. CMS 

operates two Beneficiary and Family Centered Care-Quality Improvement organizations to assist 

beneficiaries in addressing complaints and appeals.   

◼ The federal government funds the State Health Insurance Assistance Program and provides locally-based 

navigation assistance to Medicare beneficiaries and their families, including understanding and selecting 

from available coverage options. 

◼ Beneficiary assistance and advocacy organizations, such as Medicare Rights Center, AARP, National 

Council on Aging, Area Agencies on Aging, and others, advocate for programs and policies to improve access 

to and quality of care for Medicare beneficiaries and often assist beneficiaries in navigating Medicare and 

resolving issues.   

◼ Quality assessment and reporting programs are designed to assist consumers in making informed decisions 

about health plans and health care providers in the Medicare program, though there is little evidence 

suggesting consumers use and find these data helpful or that they strengthen accountability in the program. 

These include quality reporting programs that require hospitals and other health care facilities and 

providers to report data on selected quality measures to CMS annually. Patient experience surveys assess 

patients’ experiences with their health care providers and plans. Five-star quality rating systems report how 

health plans and providers perform overall on quality and patient experience measures. 

For More Information 

◼ Appeals: “How Do I File an Appeal? | Medicare.” Accessed February 4, 2024.  

◼ Beneficiary assistance: “Who We Help - People with Medicare & Families | Qioprogram.Org.” Accessed 
February 4, 2024; and State Health Insurance Assistance Programs. “Home.” Accessed February 4, 2024. 

◼ Resource to compare providers: “Find & Compare Providers Near You,” Medicare.gov, accessed February 4, 
2024. 

https://www.medicare.gov/claims-appeals/how-do-i-file-an-appeal.
https://qioprogram.org/people-medicare-families.
https://www.shiphelp.org/
https://www.medicare.gov/care-compare/
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◼ CAHPS: “Consumer Assessment of Healthcare Providers & Systems (CAHPS),” CMS.gov, accessed February 4, 
2024.  

◼ Medicare Star Ratings: “What Are the Medicare Star Ratings?,” National Council on Aging, October 23, 2023 

POLICIES AND ACTIONS THAT COULD LESSEN BARRIERS AND DISPARITIES  

CMS has, over the years, attempted to protect integrity and increase oversight of the Medicare program, but 

oversight does not necessarily translate to enforcement or holding entities accountable for change and 

improvement. For example, a recent report by the Office of Inspector General on Medicare Advantage showed prior 

authorization outcomes indicate that better guidance and oversight of Medicare Advantage plans are needed to 

ensure beneficiary access to care.  While Medicare has pioneered value-based payment approaches to improve the 

quality of care and better outcomes, the results of these programs are mixed, and some may have contributed to 

health disparities. For example,  Medicare’s hospital value-based programs have been found to disproportionately 

penalize safety-net hospitals that care for high proportions of Black patients. 

The following policies and strategies could reduce barriers and advance health equity in the Medicare program:  

Enhancing Enrollment Education and Assistance 

◼ Streamlining and simplifying Medicare coverage options and rules could reduce the program complexity and 

confusion among beneficiaries, improve access to comprehensive care, and enhance program oversight.  

◼ Improving consumer education and enrollment assistance resources, such as by enhancing online plan 

comparison tools and increasing funding for State Health Insurance Assistance Programs, would assist 

beneficiaries in making informed decisions about their coverage options and avoid mistakes, which in turn 

could promote better access to all needed services and minimize financial burdens. 

Reducing Beneficiary Financial Burdens 

◼ Protecting beneficiaries from high medical bills could be accomplished by lowering out-of-pocket maximum 

thresholds for Medicare Advantage plans and establishing out-of-pocket maximums in Original Medicare. 

◼ Improving access to and enrollment in available financial assistance programs could be accomplished by 

enhancing outreach and education efforts, simplifying enrollment, removing asset tests, and increasing 

income limits.   

Improving Access to Care 

◼ Improving the comprehensiveness of benefits under Original Medicare would improve access to services 

currently not covered, such as hearing, vision, and dental services, and eliminate differences between 

coverage offered by Medicare Advantage and Original Medicare.   

◼ Improving access to care in Medicare Advantage could be accomplished by strengthening network plan 

adequacy requirements, adding guidance and oversight over the prior authorization process, and 

streamlining appeals of denials.   

Incorporating Equity Considerations in Oversight and Accountability   

◼ Improving the quality and completeness of Medicare beneficiary race and ethnicity data, as well as data on 

other demographic characteristics such as language or sexual orientation, would allow CMS to identify 

disparities and develop more effective policies and strategies to advance equity.   

◼ Requiring stratified reporting by race/ethnicity and other key characteristics in quality improvement 

programs, consumer surveys, value-based payment initiatives, and other efforts would similarly allow CMS 

https://www.cms.gov/data-research/research/consumer-assessment-healthcare-providers-systems
https://www.ncoa.org/article/medicare-star-ratings
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to identify and hold providers and Medicare Advantage plans accountable for addressing identified 

disparities.  

◼ Requiring that all Medicare Advantage plans convene community advisory boards consisting of members, 

providers, consumer advocates, and other interested stakeholders would improve governance and 

meaningfully engage beneficiaries in policy and program development, evaluation, and oversight.   

For More Information 

◼ Oversight of Medicare Advantage: Robert King, “Lawmakers ‘Disheartened’ by CMS’ Oversight of Medicare 
Advantage amid Coverage Denials, Overpayments,” Fierce Healthcare, June 28, 2022.  

◼ Medicare value-based payment programs: Suhas Gondi, Karen Joynt Maddox, and Rishi K. Wadhera, 
“‘REACHing’ for Equity—Moving from Regressive toward Progressive Value-Based Payment,” New England 
Journal of Medicine 387, no. 2 (2022): 97–99, https://doi.org/10.1056/nejmp2204749.  

◼ Recommendations for improving Medicare: Sarah Murdoch, Julie Carter, and Lindsey Copeland, Medicare 
Trends and Recommendations: An Analysis of 2022 Call Data from the Medicare Rights Center’s National Helpline, 
New York: Medicare Rights Center, October 2023; and Tara Hartnett, G. William Hoagland, Aidan Kennedy, 
Marilyn Serafini, and Hanna Vohra, Sustaining and Improving Medicare: The Path Forward, Washington, DC: 
Bipartisan Policy Center, December 2023.  

GLOSSARY  

Accountability is an assurance that an individual or organization is evaluated on its performance or behavior related 

to something for which it is responsible.  

An appeal is a request to a health insurer to review a decision that denies a benefit or payment for health care 

services or medications. 

The federal poverty level is a measure of income issued every year by the Department of Health and Human 

Services. Federal poverty levels are used to determine your eligibility for certain programs and benefits, including 

savings on Marketplace health insurance and Medicaid and CHIP coverage. 

Federal subsidies are cash assistance available to purchase health coverage at reduced or no cost for people with 

incomes below certain levels.  

Fee-for-service is a traditional type of insurance payment in which the health plan will reimburse the medical 

provider directly for each covered medical expense after services are delivered. 

Health disparities are preventable differences in disease, health status, or opportunities to achieve optimal health 

experienced by socially disadvantaged racial, ethnic, and other population groups and communities.  

Health equity is the state in which everyone has a fair and just opportunity to attain their highest level of health. 

Prior authorization is a required approval from a health plan before a patient receives a service or fills a prescription 

in order for the service or prescription to be reimbursed. 

Quality measures are tools that help assess or quantify health care processes, outcomes, patient experiences, and 

organizational structures and/or systems associated with providing high-quality health care. 

Value-based payments attempt to improve quality of care and reduce health care costs by linking provider 

payments to specific metrics or goals (such as improving rates of patients screened for depression). The amount of 

payment providers receive depends on their performance on selected metrics.  

https://www.fiercehealthcare.com/payers/lawmakers-disheartened-cms-oversight-medicare-advantage-amid-coverage-denials-overpayments#:~:text=overpayments%20%7C%20Fierce%20Healthcare-,Lawmakers%20'disheartened'%20by%20CMS'%20oversight%20of%20Medicare,Advantage%20amid%20coverage%20denials%2C%20overpayments&text=House%20lawmakers%20believe%20the%20Centers,higher%20spending%20and%20coverage%20denials.
https://www.fiercehealthcare.com/payers/lawmakers-disheartened-cms-oversight-medicare-advantage-amid-coverage-denials-overpayments#:~:text=overpayments%20%7C%20Fierce%20Healthcare-,Lawmakers%20'disheartened'%20by%20CMS'%20oversight%20of%20Medicare,Advantage%20amid%20coverage%20denials%2C%20overpayments&text=House%20lawmakers%20believe%20the%20Centers,higher%20spending%20and%20coverage%20denials.
https://doi.org/10.1056/nejmp2204749
https://www.medicarerights.org/pdf/2022-helpline-trends-report.pdf
https://www.medicarerights.org/pdf/2022-helpline-trends-report.pdf
https://bipartisanpolicy.org/download/?file=/wp-content/uploads/2023/12/BPC_Medicare-Report_R04.pdf
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