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Chairman Buchanan, Chairman Schweikert, Ranking Member Doggett, Ranking Member Sewell and
distinguished members of the Subcommittees on Health and Oversight.

My name is Brian Miller, and I practice hospital medicine at the Johns Hopkins Hospital. As an academic health
policy analyst, I serve as an Associate Professor of Medicine and Business (Courtesy) at Johns Hopkins
University and as a Nonresident Fellow at the American Enterprise Institute. My research focuses on how we can
build a more competitive and vibrant health sector to make healthcare more efficient, flexible, and personalized
for patients. This perspective is based upon my prior regulatory experience at four federal regulatory agencies.
Through my current role as a faculty member, I regularly engage with regulators, policymakers, and businesses in
search of solutions to help create a better healthcare system for all. Today I am here in my personal capacity, and
the views expressed are my own and do not necessarily reflect those of the Johns Hopkins University or the Johns
Hopkins Health System, the American Enterprise Institute, the North Carolina State Health Plan, or the Medicare
Payment Advisory Commission.

The Medicare program represents a sacred promise to Americans dating back to 1965 and the administration of
President Johnson. Today over 68 million Americans are enrolled in Medicare with the program costing over an
estimated $800 billion annually. Recognizing the positive potential of innovation, over 40 years ago Congress and
President Reagan passed and signed the Tax Equity and Fiscal Responsibility Act (TEFRA) into law in 1982,
representing the initial policy chassis for today’s Medicare Advantage (MA) program, a product of continued
legislative and policy innovation. Today roughly half of Americans are enrolled in Medicare Advantage and half
in Fee For Service (FFS) Medicare.

With the federal government facing increasing financial pressures from entitlement spending counterbalanced by
Medicare’s critical role as a safety net program for elderly and disabled Americans, getting Medicare policy right
is critical. In my testimony today I will focus on three areas of challenges and opportunities for improvement in
the MA program that would simultaneously improve FFS Medicare:

1. Improvements for taxpayers

2. Improvements for beneficiaries

3. Improvements for providers (i.e. doctors, hospitals, etc.)

1. Improvements for taxpayers

The debate around the cost of the two formulations of Medicare health benefits is an important policy question.
Policymakers and analysts need to take a holistic view of Medicare to compare programmatic spending.’ In this
sense, the three salient comparison to evaluate are:
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1. Comparing the per component costs for A/B benefits, Medigap or Medicare supplemental coverage, and Part
D prescription drug coverage along with the actuarial value of supplemental benefits from the perspective of
the taxpayer and the beneficiary

2. Comparing the total cost to society for a holistic health benefits package for seniors, recognizing that some
components are privately or publicly financed depending upon the beneficiary (e.g. Supplemental coverage
can come from Medicaid, TRICARE, or a Medigap plan, etc.)

3. Comparing statutory program spending across FFS Medicare and MA

Unfortunately, traditional comparisons of program expenditure frequently ignore the differential benefits package
across the two programs. Fundamentally, Medicare Advantage includes Part A and B benefits in additional to
Medicare supplemental coverage (through the provision of a maximum out of pocket cap or MOOP, reduced A/B
cost sharing, Part B premium reduction), Part D prescription drug coverage (frequently with a bonus over the
counter drug benefit), and a range of other supplemental benefits at no additional cost for 75% of beneficiaries
beyond their monthly part B premium.? For the beneficiary, this fundamental tradeoff exists in return for accepting
a provider network and utilization review, features that reduce programmatic costs and are present through the
ACA Exchanges, Employer-Sponsored Insurance, Medicaid, and virtually all other insurance markets.

Network Any Willing Provider Private Plans Design Network
Utilization review Minimal Yes

Part A (Hospital/SNF care) Included Included

Part B (Physician care) Included Included
Supplemental Coverage (MOOP*) Purchase separate Included

Medigap coverage
Part D coverage Purchase separate rx Included
coverage
Other (Vision, dental, etc.) Not available Included

Figure 1: Medicare benefit packages. *MOOP = annual maximum out of pocket expenditure

Historical comparisons of programmatic expenditures remain incomplete as they fail to consider the three primary
comparisons mentioned above. Recent governmental estimates comparing FFS Medicare to MA program
expenditures® require methodological improvements along with stress testing for internal and external validity
while both governmental and industry*® estimates remain incomplete.

Two primary analytical issues arise when comparing programs: coding intensity and favorable selection. Analysts,
journalists, and others including the Medicare Payment Advisory Commission® (MedPAC) have long noted the
challenges of coding intensity. FFS Medicare pays providers and lacks incentive for accurate and complete coding
of diagnosis and disease intensity, as ambulatory care services (or Evaluation & Management i.e. “E/M” services)
are reimbursed based upon time spent or medical decision-making complexity resulting in relative value units
converted’ to dollars while hospitalizations are paid based upon diagnosis-related groups with a primary and
secondary diagnoses.® In FFS, providers are not incentivized to capture all diagnoses, with a single study
examining a narrow timespan and a handful of diagnosis codes noting that FFS undercoding accounts for one-fifth
of the FFS Medicare/MA risk score gap.’
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In contrast in MA, plans are paid a risk-adjusted capitated amount, adjusted for health status thus creating an
incentive for plans to more accurately and completely code disease prevalence, incidence, acuity, and
complications. Coding differentials in MA likely arise from three phenomena: clinically appropriate coding
intensity, diagnostic upcoding, and outright fraudulent coding. While the latter two represent areas for oversight
and enforcement, the first component represents appropriate clinical communication. Recent MedPAC estimates
comparing FFS Medicare and MA coding intensity do not account for nor measure FFS undercoding nor
differentiate between the three components of coding intensity, instead assuming that all differential payment
represents inappropriate payment.

To address differential coding in both FFS Medicare and MA, regulators should encourage and plans and
providers should utilize Al-driven software to suggest appropriate and accurate diagnosis codes from charting,
labs, and imaging.'® This would address concerns about differential coding across programs, decrease
documentation burdens on physicians, and also ensure appropriate clinical oversight of coding. Automation could
be deployed in other arenas such as time-based billing to support evaluation & management services. The current
practice on the part of both health plans and hospitals to use physicians and other clinicians as secretaries is a
fundamental and profound misuse of the profession and with the deployment of technology will become
unnecessary. Additionally, it is worth examining and considering a transition to an encounter-based risk
adjustment system for MA, which would address many concerns regarding administratively-driven coding
practices by large health plans.

Favorable selection — or the selection of healthier or lower cost beneficiaries who are multi-morbid — remains a
policy question when comparing FFS Medicare and MA program spending. Recent estimates ignore a series of
regulator- and policymaker-driven reforms, including the Trump administration’s improved operationalization of
existing regulations,'! the Biden administration’s updated marketing guidelines,'? and the requirement of regulator
review of all plan marketing materials. Assertions of favorable selection'? also fail tests of internal validity. The
passage of the 21* Century Cures Act represents a natural experiment for testing the internal validity of favorable
selection estimates, as it changed policy by permitting end stage renal disease (ESRD) beneficiaries to elect MA
plans when previously they were only able to stay in MA if they were previously enrolled and subsequently
developed renal failure. The MA penetration of the ESRD market (a population likely representing negative
selection into MA)'* rose from 27% in 2020 to 47% in 2022,'5 near the general MA market share of 51%,
suggesting a favorable selection of 4% as opposed to a projected MedPAC favorable selection of 10%.'¢ In light
of years of appropriate aggressive policing of health plan marketing practices across administrations, policy
analysts must also stress test estimates of favorable selection for external validity, validating models by
connecting them to real-world business practices. Multiple policy options to address favorable selection exist and
include studying the potential of the integration of hospice into MA, which would address concerns about
selection at the end of life and decrease beneficiary friction of switching between the two different formulations of
Medicare benefits.

Additional analytical concerns around FFS Medicare and MA program spending comparisons include the
selection of the population used to study favorable selection and coding intensity.
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A complete analysis would examine multiple study populations:

1. Program entry: a comparison of MA v. FFS Medicare populations (in CY 2023, this represents 2.8 million
beneficiaries)

2. Switchers (<5% of the total Medicare population in a given year)!”-151°
a. FFS Medicare beneficiaries who switch to MA (as compared to beneficiaries who stay in the MA

program)

b. MA beneficiaries who switch to FFS (as compared to beneficiaries who stay in FFS Medicare)

3. Stickers: beneficiaries who stay within FFS or MA program in a given year (~95% of the total Medicare

population)
MA beneficiaries

FFS beneficiaries

Stickers

MA beneficiaries*
(CY2023: 1.3M benes)

(Total switchers Switchers
<5% of pop.)

Program Entry o m——_—————
MA beneficiaries | Medrac
(Total switchers Switchers |study population
<5% of pop.)

FFS beneficiaries*
(CY2023: 1.5M benes)

FFS beneficiaries Stickers

v
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Figure 2: Diagram of Medicare population for MedPAC analysis. *Data from KFF?°

The MedPAC analysis only examined 1 part of 3 critical comparisons and was conducted without any control
group, thus representing a highly limited view as to the comparison cost of FFS Medicare v. MA.

Analytical opportunities exist to better measure the cost and quality of the FFS Medicare and MA in tandem:

1. Comparing FFS Medicare v. MA using the 3 salient policy questions (per benefit component spending, total
holistic health benefits spending, and statutory program spending). Neither MedPAC, aligned academics, nor
industry has undertaken this staged analysis.

2. Comparing FFS Medicare v. MA examining the 3 key populations (direct entry, switchers, stickers). Neither
MedPAC, aligned academics, nor industry has undertaken this staged analysis. 4 control group should be used
for stickers and switchers, something not done by MedPAC nor non-peer reviewed academic analyses.

3. Models of coding intensity and favorable selection should undergo tests of internal and external validity,
including connection to real world business practices as appropriate. This is a best analytical practice.

4. Coding intensity measurement must be parsed and measured by its 3 components of clinically appropriate
coding intensity, abusive coding intensity, and fraudulent coding intensity.

5. Require transparency of MedPAC statistical coding and de-identified data so that researchers can stress test
governmental analysis.
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2. Improvements for beneficiaries

Created originally as a vehicle to drive private market innovation in health benefits and as a chassis for
population-based budgeting for Medicare expenses, today’s Medicare Advantage program has transformed into a
safety net for lower middle class and middle class retirees, or the large segment of population who do not qualify
for Medicaid and who may not be wealthy enough to purchase standalone Medigap coverage. With the federal
poverty limit (FPL) for a household of two set at $21,150 for CY2025! and Medicaid eligibility in most states set
at 133% of FPL ($28,129.5 for a 2-person household),?? the population of elderly poor and lower middle class
beneficiaries who are not dual eligibles is roughly half the Medicare population.

Evidence from the Kaiser Family Foundation®* demonstrates that half of all Medicare beneficiaries lived on pretax
incomes below $36,000 per person and that half of all households had savings below $103,800. With the
estimated life expectancy of 17.48 years for men and 20.12 years for women at age 65,2* beneficiaries have
limited financial resources to pay for an integrated health benefits package.

Figure 1

Half of all Medicare Beneficiaries Lived on Incomes Below $36,000
Per Person and One in Four Lived on Incomes Below $21,000 Per
Person in 2023

Per capita income among Medicare beneficiaries, 2023
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Figure 3: Income of Medicare Beneficiaries™

The FFS Medicare beneficiary — if not a dual-eligible enrolled in Medicaid or with a source of supplemental
retiree health coverage — has to purchase Medicare supplemental coverage or so-called “Medigap” coverage and
Part D prescription drug coverage on top of their monthly Part B premium.

If the beneficiary elects MA, they receive all of these benefits as an integrated benefits package, and for 75% of
beneficiaries an integrated plan with a holistic benefits package is available at no additional cost beyond their Part
B premium. Enhanced financial protections for beneficiaries enrolled in MA are significant, with data from
conventional or so-called general MA plans analyzed by MedPAC staff®®> demonstrating that 72% of rebate dollars
are used on reducing the beneficiary cost or premium for routine Medicare services with 43% of rebate dollars
spent on reduced A/B cost sharing, 6% on Part B premium reductions, and 23% on Part D benefits (15% on
enhanced coverage and 8% on reduced basic premium).

21 US Department of Health and Human Services. Poverty guidelines. Assistant Secretary for Planning and Evaluation (ASPE). Published 2025.
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
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https://aspe.hhs.gov/sites/default/files/documents/dd73d4f00d8a819d10b2fdb70d254f7b/detailed-guidelines-2025.pdf
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brief/income-and-assets-of-medicare-beneficiaries-in-2023/
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Medicare Advantage Cost to the Beneficiary Fee For Service Medicare

Part A Part A
(Hospital /SNF $0 (Hospital/SNF
Benefits) Benefits)
Part B (Physician $185/month Part B (Physician
care Benefits) (Income adjusted) care Benefits)
e ™)
Integrated
Supplemental ——> 50in MA v. $217/month (avg.) M
Medigap Plan
L coverage y
(" Integrated Part D ) Standalone Part D
prescription drug > S$0in MA v. $42.51/month (avg.) prescription drug
L coverage y coverage

. $185/month in MA v. $444.51/month
Total premium cost

to the beneficiary or

$2,220/year in MA v. $5,334.12/year
Figure 4: Beneficiary costs in Medicare

26,27

As a result, the demographics of the MA program are very different with greater enrollment of retired working
class and middle class beneficiaries and greater Hispanic and African-American beneficiaries. With a holistic
health benefits package constructed from FFS Medicare costing the beneficiary twice as much as Medicare
Advantage, it is no surprise that the population enrolled in FFS Medicare who has purchased a separate Medigap
plan are far wealthier and more likely to be Caucasian. Of the estimated 29.7 million enrolled in FFS Medicare in
CY2022, 12.5 million purchased a Medigap plan with 91% being Caucasian.”® Thus, policy interventions favoring
FFS Medicare and the Medigap market over MA implicitly favor wealthier, Caucasian beneficiaries over poorer,
minority beneficiaries. Recognizing that FFS Medicare spending currently serves to help determine the MA
benchmark, it is worth examining Medigap’s impact on FFS benchmarks for MA, which would recognize that
Medigap drives induced demand and that Medigap plans do not have to modify price based upon changes in FFS
utilization, representing an implicit subsidy for wealthier Medicare beneficiaries

MA also serves an important role as a vehicle for affordable retiree health benefits for employers, including public
sector and union retirees. So-called group MA plans or Employer Group Waiver Plans (EGWPs)?* allow
employers to purchase retiree health benefits above the traditional FFS Medicare A/B benefits package,*° and
have them delivered as an integrated benefits package. An estimated 48 states and DC offer retiree health benefits
for public sector works, with 22 offering a choice of MA and supplemental insurance and 13 offering MA only
compared to 14 offering supplemental insurance only.?! From the beneficiary perspective, EGWP offers an
affordable retiree package for 5.4 million public sector workers, including a large number of public sector and
union retirees.
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As an example, the North Carolina State Health Plan (SHP), on whose Board of Trustees I serve, faces a $500
million shortfall across its $4.5 billion in combined spending by the plan and members. Retirees are a particular
concern, as many have limited income and financial resources. For public sector worker retiree health benefits, the
SHP offers a supplemental insurance plan plan and an EGWP plan, the latter of which due to the innovations of
managed care will have no fundamental change in benefit design from CY2025 to CY2026> maintaining an open
network, enriched benefits and cost-sharing, and some utilization review. Of the 207,126 SHP Medicare retirees,
86.5% have elected the EGWP plan which provides enriched benefits in addition to financial certainty for the
SHP, facilitating budgetary planning. As retiree health benefits are often negotiated in conjunction with pay but
paid out years or decades later, a significant cut to EGWPs would be a pay cut for work that has already been
performed.

Yet, there are still significant opportunities to improve the MA program for beneficiaries. With research from
CMS and HHS showing that there are over 2 million disease combinations in the Medicare population®* that
change over time,** suggesting that the Medicare program must promote customization to meet the future needs of
the population. An evolving market, special needs plans offer customized health benefits for chronic disease (C-
SNPs), dual-eligibles (D-SNPs), and institutionalized beneficiaries (I-SNPs). CMS should look to customize the
network adequacy, star rating, and marketing/advertising regulation for SNP plans:** a diverse Medicare
population needs a diversity of health benefits.

Other potential reforms include improving the shopping experience for Medicare beneficiaries. While some
proponents have promoted MA plan standardization as a matter of policy, this would result in significant
disruption for beneficiaries with 70% of enrollees forced to change plans,*® a policy shift that would be insensitive
to elderly and disabled retirees with fixed incomes who not only desire but need financial stability. Central
planning of benefit design has continued to fail, with 84.7% of Medicare HMO enrollees having prescription drug
coverage in 1986,%” a benefit not part of FFS Medicare until Congress passed the Medicare Modernization Act in
2003. In fact, FFS Medicare has been without benefits innovation in nearly twenty years, while MA has continued
to experiment in benefit design and value creation for its beneficiaries.

Some policy analysts have expressed concern about the role of agents and brokers, noting that they are financially
conflicted intermediaries.*® Research from the Commonwealth Fund suggests that Medicare beneficiaries utilize
input from a variety of information sources, including SHIP counselors (9%), their physician (10%), relatives and
friends (27%), and agents and brokers (22%).3° As a consumer, evidence suggests that older adults adapt and are
able to handle complex decisions,* that cognitive choice overload is not an age-specific overload,*! and that in
other health insurance markets that competitive broker/agent markets facilitate plan competition and lower
premiums.*?

Medicare beneficiaries have agency and successfully make many complex purchases every year with financially-
conflicted intermediaries (i.e. the principal-agent problem) and are aware of the tradeoffs and conflict of interest,
which are ameliorated through reputation, consumer learning, competition and regulation:
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e Home purchases: buyers aged 70-99 represent 20% of home purchases, with one-quarter being single
females, nearly 40% looking online at properties for sale, and nearly 90% using a real estate agent or broker.*’
Homes are typically the largest financial asset and have significant transaction costs.

e Car purchases: among buyers aged 65 years or older, 83% of purchases were through a dealer and 15% were
online.** This age demographic is responsible for 26.4% of new car sales in Q1 2024.4

e  Auto insurance shopping: According to McKinsey, while 80% of consumers use direct channels to gather
information, 60% use agency channels to purchase coverage.*°

In many areas, technology has transformed the shopping experience and transformed the role of intermediaries. In
the 1980s, travel could not be planned without the assistance of a travel agent — today, travel agents have moved
into a more specialized marketplace and are used to assist with procuring complex international travel, cruises and
other excursions while consumer-directed shopping via the internet has supplanted their role. In other markets
such as real estate, the role of agents and brokers has changed, with consumers reporting significant technology
use to gather information while still ultimately using a knowingly financially-conflicted human intermediary to
effect a final purchase. As technology continues to increase the accessibility and transparency of information,
human-assisted sales will similarly evolve in the Medicare marketplace with technology supporting the agency
and independence of the elderly and disabled Medicare beneficiary and (for those with significant cognitive
impairments) their healthcare proxies. Brokers could also expand into new roles. As my colleague SCAN CEO
Sachin Jain, M.D., M.B.A. has suggested, we should examine expanding the role of brokers as suggested by to
include care navigation, preventive service and community health worker roles as part of an earned renewal fee.*’

Instead of plan standardization, some policy options to consider could focus on improve the shopping experience
for beneficiaries by providing more tools to filter and interpret choice and market complexity. To make plan
products more differentiated, CMS could restore the meaningful difference regulation**** to ensure that MA plans
have distinct and distinguishable benefits. To assist consumers, CMS could improve the plan finder*® to provide
both cost, drug availability, and provider networks information to the beneficiary and allow them compare a
holistic medical and drug benefits package across FFS Medicare + Medigap/Supplemental insurance +
Prescription drug coverage and MA options. To build upon this and simultaneously improve the distribution of
quality bonuses across the Medicare program, researchers, regulators, industry, and other stakeholders could study
the design of and implantation barriers to a unified star quality rating program based upon two-sided risk,
inclusive of FFS Medicare, ACOs, and MA to more fairly and transparently assess quality and distribute bonuses
across Medicare.’! Overall, improving the plan finder would mirror best practices in other insurance markets,
including the Affordable Care Act exchanges wherein consumers can input their physician and prescription drugs
and search for the plan that best fits them. Doing so would force plans as a matter of course to improve provider
directories, addressing valid consumer protection policy concerns about ghost networks.

3. Improvements for providers
Prior authorization (PA) workflow places a significant burden on physicians and hospitals.>* PA relies on outdated
processes involving paper-based and fax-dependent submission systems, redundant information submission
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requirements, and largely a purely manual review process. According to the American Medical Association’s
2024 physician survey, 94% of physicians reported that prior authorization delays patient care, 19% said it led to
patient hospitalization, and 78% stated that it often or sometimes results in patients abandoning recommended
treatments.>* Specialty-specific concerns continue this story, with 71% of allergy-immunologists describing the
PA process as "extremely high" in burden and over 96% reporting that it negatively impacts clinical outcomes.>
Sectoral trade associations have expressed similar concerns, including the inpatient rehabilitation facilities (IRFs)
which provide acute rehabilitation services to Medicare beneficiaries. The American Medical Rehabilitation
Providers Association (AMRPA) noted that a study sample of two months of prior authorization requests from
367 IRFs from 48 states and Puerto Rico representing nearly 19,000 licensed beds and one-third of IRFs
nationwide exhibited an average wait time of 2.5 days for an initial decision, representing 67,247 acute hospital
days spent waiting for initial decision.’® Recognizing these burdens, the Federation of American Hospitals
(representing tax-paying hospitals) recommended a quality measure related to prior authorization for MA plans.>’

Recognizing that prior authorization is likely to expand as a practice and tool into the FFS Medicare program, the
Trump Administration’s recently announcement of the CMS Innovation Center’s WISeR Model,’® which focuses
on process improvement and reducing burden for physicians, hospitals, and other health care providers. Prior
authorization reforms date back years, with recent efforts during the Biden Administration to improve the prior
authorization process for medical items and services.>® The Trump Administration has continued to push the
insurance industry for process improvements, securing a commitment to standardize e-PA, reduce the scope of
claims subject to PA, provide clear explanations of determinations, ensure continuity of PA for a 90-day transition
period when beneficiaries change plans, and set a goal of 80% real-time PA adjudication responses by 2027.5%6!

Generally from a first principles perspective, policy options to consider could focus on solutions that can be
executed in the real world with a focus on reducing burdens on patients and physicians. Future prior authorization
process reform inclusive of medical services and outpatient prescription drugs could aim to push the prior
authorization process to the point of service in order to improve Medicare FFS and MA for beneficiaries and
clinicians. Key considerations include easily accessible and availability of medical criteria in EHRs for medical or
prescription drug PA, automation of data submission in EHRs with one-click submission for clinicians,
automation of PA approval — not denial — to ensure appropriate and efficient access to services, and a functional,
automated “gold card” program for clinicians providing fast track PA approval and when appropriate, prioritized
rapid human-driven medical review

Physicians face significant administrative and documentation burdens resulting in burnout®>%* and added

downstream costs.®* Documentation burdens related to billing and medical coding drive excessive screen time,%>-%
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with notes becoming bloated,®” and errors.®® Burdens cross medical specialties, with one study demonstrating that
trauma surgeons spend 1,760.5 hours to document for one year’s worth of billing/coding.®® Automation of
diagnosis coding and billing — subject to clinician review — at the point of care would improve the completeness,
accuracy, and precision of diagnosis coding in both programs and reduce physician documentation burdens.

Finally, MA is a platform for expanding competition in care delivery. During a time when FFS Medicare
dominated the Medicare program and risk-adjusted capitation was a minority of the program, policymakers passed
and revised the Stark Law — executed as series of laws and rules’®’!"”2 — prohibiting physician self-referral for
designated health services in the Medicare program. Prohibited self-referral services include physical and
occupational therapy, home health services, radiology, and a litany of other services’ due to valid concerns about
physician-induced demand in a FFS setting. However, with the advent and increasing dominance of managed care
and accompanying dynamic tools to address health care overutilization including utilization review, prior
authorization, and network tiering, the concerns that drove the passage of Stark Law can be addressed by market
forces. In a massively consolidated health system with 90% of metropolitan statistical areas highly concentrated
for hospital services,’* preferencing one form of ownership and integrated care delivery — that of non-profit and
for-profit corporations who can construct integrated care delivery and self-refer or even require self-referral — over
physician ownership is nonsensical.

Recognizing that FFS Medicare with its inherent incentives and taxpayer funding is distinct from the risk-adjusted
capitation model of MA, policymakers should consider a Stark Law waiver in the setting of managed care,
invigorating competition and combatting consolidation in the marketplace for half of Medicare beneficiaries,
supporting independent clinical practice and playing physician-owned and -operated care delivery on an equal
competitive footing with corporate-owned and -operated care delivery.”

4. Conclusions

At its core, having different formulations of Medicare benefits allows beneficiaries to choose the health benefits
package that works best for them. Policymakers should require improved comparisons of FFS Medicare and MA,
support better tools to filter choice and complexity for beneficiaries, and improve the prior authorization process
for providers. Policy interventions must recognize that FFS Medicare is a static program changed only through
law, while MA is a dynamic program that responds to incentives. Finally, policy analysts and regulators would be
well-served by recognizing the positive long term political economy of MA as it will eventually break the toxic
cycle of central planning and advocacy around setting payment levels for thousands of items and services, freeing
health policy to consider other long unaddressed critical issues such as interoperability, privacy, or facilitating
technological innovation to improve the efficiency and accessibility of care.
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