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Abstract
The Medicare program faces increasing budgetary pressures, with recent estimates suggesting that the Medicare Hospital 
Insurance Trust will be insolvent as soon as 2028. Simultaneously, the Medicare Advantage (MA) program, a managed 
competition model, continues to grow its market penetration as beneficiaries increasingly choose private plans over 
traditional fee for service (FFS) Medicare. With the relative cost of the 2 forms of Medicare a subject of debate, policy 
experts have proposed a variety of policy options to address the program’s budgetary pressures and place it on a firmer 
fiscal footing. This paper explores the implementation of one of these proposals in greater detail: fully transitioning the entire 
Medicare program to a competitive bidding model in order to reduce overall program costs and improve price competition. 
Current MA plan bidding methodology is explored, followed by a description of prior proposed competitive bidding models. 
Implementation challenges are addressed, along with specific policy considerations to protect beneficiaries who wish to 
remain in FFS Medicare.
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What do we already know about this topic?
The Medicare program faces increasing budgetary pressures, with recent estimates suggesting that the Medicare Hospital 
Insurance Trust will be insolvent as soon as 2028. Now representing over half of enrolled beneficiaries, Medicare 
Advantage benchmark policy remains anchored in an administrative fee for service pricing benchmark, raising costs for 
the Medicare Advantage program and preventing taxpayers from benefitting fully from market competition.

How does your research contribute to the field?
This paper explores the implementation of one of the many proposals to promote fiscal responsibility in greater detail: 
fully transitioning the entire Medicare program to a competitive bidding model in order to reduce overall program costs 
and improve price competition. Current MA plan bidding methodology is explored, followed by a description of prior 
proposed competitive bidding models. Implementation challenges are addressed, along with specific policy considerations 
to protect beneficiaries who wish to remain in FFS Medicare

What are your research’s implications toward theory, practice, or policy?
This paper describes tradeoffs inherent in and policy challenges with implementation of Medicare Advantage com-
petitive bidding models. Distinct from prior policy analysis, this paper explores specific regulatory policy and operational 
steps that policymakers can undertake to operationalize competitive bidding and improve benchmark policy in the 
Medicare program in order to support programmatic fiscal solvency.
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The Medicare program has long faced projections of insol-
vency.1 The 2022 Medicare Trustees report notes a revenues 
shortfall of 10% by the year 20282 and subsequent insol-
vency of the Medicare Hospital Insurance Trust Fund, 

supercharging pre-existing debate3 amongst policy experts 
as to the best mechanisms to stabilize programmatic funding. 
Recognizing the growth of the Medicare Advantage (MA) 
program, now half of Medicare enrollment,4 coupled with 
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questions about its relative cost compared to fee for service 
(FFS) Medicare,5,6 experts have suggested a variety of policy 
options7 from increasing payroll taxes to modifying risk 
adjustment in order to improve Medicare’s fiscal stability. 
This paper explores the implementation of one of these pro-
posals in greater detail: fully transitioning the entire Medicare 
program to a competitive bidding model in order to reduce 
overall program costs and improve price competition. 
Current MA plan bidding methodology is explored, followed 
by a description of prior proposed competitive bidding mod-
els. Implementation challenges are addressed, along with 
specific policy considerations to protect beneficiaries who 
wish to remain in FFS Medicare.

The Current State of Medicare 
Advantage Plan Bidding

MA plans are currently paid based upon a bidding and bench-
mark system anchored around an administrative benchmark. 
Payment benchmarks are statutorily defined as a percentage 
(95%-115%) of the per capita FFS Medicare spending,8 per-
manently anchoring MA in the FFS administrative pricing 
model. In order to attract MA plans to regions with lower 
FFS spending, plans receive a higher reimbursement rate 
(115%) while areas with the highest FFS spending receive a 
lower reimbursement rate (95%), with other counties grouped 
at quartiles of FFS spending.9 MA plans submit sealed 
county-level bids for an average risk beneficiary. If the plan 
bid is above the benchmark rate, the enrollee must pay the 
difference in the form of a higher premium on top of the 
standard Part B premium. If the bid is below the benchmark, 
CMS returns a portion (tied to the plan’s star rating) of the 
difference to the plan, which rebates the savings to beneficia-
ries in the form of reduced cost sharing and/or supplemental 
benefits.10 Benchmarks are further adjusted based on MA 
plan star ratings, ranked 1 to 5 stars.11 Average bids for Part 
A/B services are at 87% of local FFS spending,12 driving 
increased rebates that plans use to offer supplemental bene-
fits and reduced beneficiary cost-sharing as opposed to total 
programmatic savings for all taxpayers

MA plans then decide how to distribute and manage risk 
using insurance tools such as risk corridors, episode or time-
driven bundles, and capitation; in addition to or in place of 
FFS payment. Plans also engage in strategies to manage the 

total cost of care, including care coordination, disease man-
agement, and automation. In contrast, FFS Medicare can 
only change payment methodologies through an act of 
Congress, while MA plans can respond to changes in clini-
cal practice and market needs in near real-time, in addition 
to serving as a buffer between beneficiaries and the political 
class.

The current system limits competition between FFS 
Medicare and MA, preventing beneficiaries and taxpayers 
from fully capturing the gains resulting from market compe-
tition. In a competitive market, bids are based on the cost of 
services, including a return on capital. If MA were a per-
fectly competitive, frictionless market, plans would bid 
according to costs, with benchmark adjustments resulting in 
no change in plan bids. Empirical research suggests other-
wise, with researchers finding that for every $1 increase or 
decrease in benchmark, consumers experienced only $0.49 
to 0.60 increase or decrease in plan bids.13,14 Explanations 
vary from plan deployment of savings to finance managed 
care tools (eg, utilization management) to other administra-
tive functions that are not frictionless to plan profits, albeit 
this remains an open question. Increasing price competition 
would reduce frictions and direct a greater share of savings 
to beneficiaries and taxpayers.

The Medicare FFS program—upon which the MA plan 
benchmark is based—is built on an administrative pricing 
model, relying upon a physician practice survey that has a 
response rate of 2.2%.15,16 The administrative physician fee 
schedule does not take into account technologic advance-
ments, changes in clinical operations, or varying modalities 
of care delivery. For example, an MRI is currently billed for 
31 minutes despite new imaging software allows a physi-
cian to quickly scroll through a large set of images in 
10 minutes,17 with well-documented differences in valua-
tion between procedural and cognitive services.18

MedPAC recently recommended updating the administra-
tive benchmark, proposing a new benchmark with an equal 
blend of per capita local area FFS and standardized national 
FFS spending, a rebate of at least 75%, a discount rate of at 
least 2%, applying multi-county geographic payment mar-
kets, and eliminating benchmark caps.19 The blend of local 
and national spending would address concerns of discourag-
ing excessive plan pressure in low spending areas or favoring 
areas with high spending.
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Competitive Bidding Models for the 
Medicare Program

Like other markets such as the Affordable Care Act 
exchanges and the Part D prescription drug benefit, the MA 
program is built upon sealed competitive bidding, a model 
that economic literature suggests is an efficient way to 
determine prices20 and promote price competition.21 While 
other health insurance markets utilize a competitively set 
benchmark, MA utilizes an administratively set benchmark. 
To improve price competition and taxpayer savings, several 
competitively-set benchmark bidding models for the overall 
Medicare program have been proposed, including setting 
the benchmark at the average, lowest, or second-lowest bid.

The Part D program currently uses an average bid model, 
with beneficiary premiums computed as the difference 
between the plan bid and the nationwide average bid added 
to a base premium.22 Song and colleagues modeled the appli-
cation of this average bid methodology to MA, yielding pro-
jected savings of 0.8% to 11.3% depending upon the degree 
of a buffer added to the average bid,23 suggesting that an 
average plan bid in many counties is only slightly lower than 
the current FFS Medicare benchmark.

An alternative to promote greater programmatic savings 
would be to utilize the lowest-plan bid as a benchmark, 
which was noted during prior health reform discussions in 
the early 2000s to be approximately 87% of the average FFS 
Medicare cost.24 Critics appropriately note that this could 
result in disruption of beneficiary benefits as plans rapidly 
exit the marketplace as plans “race to the bottom,” with 
remaining market participants eventually charging rising 
premiums. Finally, recent proposals advocate a compromise 
between the average bid and the lowest bid through the use 
of the second-lowest bid as a benchmark, an idea originally 
proposed by Senator Wyden (D-OR) and Speaker Ryan 
(R-WI) in 2011 and projected to have saved $339 billion over 
a decade.25

Budgetary modeling supports significant savings with 
competitive bidding as opposed to an administrative bench-
mark. Prior CBO modeling26,27 denotes programmatic sav-
ings with either a second-lowest bid or average bid. 
According to the 2017 CBO Report, without grandfathering, 
the second-lowest-bid option would have reduced net federal 
spending for Medicare by $419 billion between 2022 and 
2026 while the average-bid option would have reduced such 
spending by $184 billion.

CBO modeling is distinct from other proposals, as prior 
discussions of competitive bidding models excluded FFS 
Medicare,28 limiting programmatic savings. Yet, the CBO’s 
models leave many questions unaddressed, remaining silent 
as to its inclusion of Employer Group Waiver Plans (EGWP) 
beneficiaries, a large retiree health benefits market now 
numbering 5 million members.29 Also excluded were dual-
eligible beneficiaries, one of the highest cost populations in 
the Medicare program. Finally, the CBO only considered 

grandfathering all current beneficiaries which would reduce 
savings $50 billion, as opposed to grandfathering of a select 
sub-population with a transition over a pre-determined time 
period, for example, 5-year.

Implementing Competitive Bidding in 
Medicare

As the MA program is on a path to surpass the FFS program 
in size and in some markets is already the dominant model, 
anchoring MA around an administrative benchmark increases 
program costs for taxpayers and prevents full programmatic 
competition on the basis of price, quality, and beneficiary 
satisfaction. Conservative30 and liberal31,32 health policy ana-
lysts alike note the need for increased competition and chal-
lenges with administratively-based bid benchmarks, while 
simultaneously continuing to debate the need to modernize 
risk-adjustment methodologies,33 address coding intensity in 
MA,34 or combat under coding in the FFS program. Given 
bipartisan agreement and pre-existing applications of com-
petitively set benchmarks in other health insurance markets, 
we explore a path forward for competitive bidding in the 
Medicare program, inclusive of FFS Medicare, while 
addressing specific concerns such as price shocks, star rat-
ings, risk adjustment, and grandfathering of existing benefi-
ciaries. Both MA plans and FFS Medicare would submit 
program bids, ensuring fair and robust competition to drive 
down program costs and place Medicare on an expressway to 
solvency.

Implementation of competitive bidding would focus 
solely on how plans are paid. To ensure that markets remain 
competitive, ACA benchmark floors and caps would be elim-
inated. Instead, the benchmark would be set to the second-
lowest bid (ie, either an MA plan or FFS Medicare) in 
markets with 3 or more competitors,35 with local MA or FFS 
beneficiary premiums set relative to the benchmark. Special 
Need Plans and EGWPs would be included in plan bidding, 
requiring specific technical accommodations. FFS Medicare 
would be included as a plan bid to promote competition. By 
including FFS in the marketplace, MA plans would be paid 
the FFS rate if the FFS plan were the second-lowest bid, 
facilitating robust and direct competition between public and 
private models. Beneficiaries would continue to choose the 
program that best fits their needs, with the federal govern-
ment continuing to fund beneficiary health benefits at a rate 
equal to the bid benchmark.

FFS Medicare as a program would remain unchanged 
with respect to its benefit structure, provider payment meth-
odology, and network design. It would remain as an any-
willing provider network without utilization controls and 
with preserved monopsony power deployed through its 
administrative pricing model, as opposed to the provider 
price negotiation model deployed by MA plans. Rather, the 
beneficiary/government split of the FFS premium would 
change in some county-level markets.
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To further counterbalance expected reductions in plan 
payments and to drive the overall Medicare toward value-
based care through risk-adjusted capitation, benchmark 
adjustments could be coupled with default or auto-enroll-
ment for undecided beneficiaries36 (ie, those who do not 
make an active choice) into the 2 lowest price plans, be they 
FFS Medicare or an MA plan, a change from current policy 
that defaults beneficiaries solely into FFS Medicare. Further, 
beneficiaries eligible for dual-eligible or D-SNP plans would 
be preferentially enrolled in a D-SNP if one were available 
in their county of residence. Historical experience suggests 
that the 2 lowest price plans would be “zero premium” 
plans, thus avoiding incurring costs beyond the standard 
Part B beneficiary premium. This policy would apply to 
both new beneficiaries entering the program in addition to 
current beneficiaries.

Private plans will likely dominate in counties in which 
they know they can underbid traditional Medicare, which 
would remain an option in all counties. To mitigate the risks 
of inadequate plan participation in other regions and to coun-
teract the harms of limited competition, in counties with 
fewer than 3 health plan participants we recommend that the 
bid benchmark be set to the second lowest priced plan for a 
larger geographic market, such as the state, 1 of the 34 
regions used for Part D prescription drug plans37 or 1 of the 
26 regions for regional MA PPOs.38 As more than 70% of 
Medicare Advantage enrollees live in highly concentrated 
markets where 2 to 3 insurers dominate the marketplace,39 a 
benchmark adjustment for less competitive markets is criti-
cal to ensure that taxpayers fully benefit from programmatic 
savings due to competition.

Protections for FFS Beneficiaries

FFS Medicare would participate as a plan choice in a com-
petitive bidding model, with its bid set to the average FFS 
spending in the prior year, adjusted by a fixed percentage for 
administrative costs and inflation. Yet, FFS Medicare would 
remain disadvantaged with MA plan payments subject to 
upward adjustment for risk adjustment and star ratings. 
While MedPAC reports have consistently expressed con-
cerns about the meaningfulness of star ratings40 and method-
ological adjustments would be required, applying star ratings 
to FFS Medicare to drive pragmatic comparisons on the basis 
of both price and quality is critical to facilitating beneficiary 
choice. In order to ensure a level playing field, risk adjust-
ment would also be applied to the FFS bid, noting that the 
accuracy of risk adjustment will improve with CMS’ recent 
transition to an encounter-based risk adjustment model.41,42 
FFS Medicare would—for the first time—be given a star rat-
ing with according adjustment to the plan rebate. Plan 
“rebates” for FFS Medicare, when applicable, would be dis-
tributed as a reduction in beneficiary Part B premiums. Thus, 
FFS Medicare would compete with MA plans on the basis of 
cost, quality, and consumer experience, the latter 2 through 
star ratings.

Regardless, despite an expected reduction in MA plan 
payments, some beneficiaries would still experience signifi-
cant projected increases in the premium of FFS Medicare43 
with CBO projecting FFS premium increases of 35%, neces-
sitating a graduated phase-in of the new competitive bidding 
model. Risks include projections that a second-lowest bid 
model would produce FFS premium increases of 35%. The 
Medicare marketplace could gradually transition a competi-
tive bidding model as a graduated implementation over 
5 years, with benchmark reductions or increases limited to no 
more than 5% or 10% year over year (with a 3-year rolling 
average). In the long run, despite the application of star rat-
ings and risk adjustment, increased FFS premiums in some 
counties may drive beneficiaries into MA plans as an admin-
istrative pricing model competes directly with a managed 
Medicare model. This is not dissimilar from the existing 
trend.

Lastly, grandfathering is typically utilized when imple-
menting significant policy initiatives. Recognizing the special 
vulnerability of those with significantly advanced age and 
multiple health problems, we suggest partial grandfathering 
of currently enrolled beneficiaries over the age of 80 years of 
age who would be able to opt out into FFS Medicare and pay 
the standard Part B premium without a financial penalty—
even if FFS Medicare were more expensive—anytime during 
the 5-year transition period.

Implementation Challenges Remain

Rural geographies remain a challenge for both plans and pro-
viders, with potential decrements in rural plan quality bonus 
payments44 or rural MA plan payments potentially promot-
ing plan exit. With recent research demonstrating fewer plan 
choices and less availability of supplemental benefits in non-
core counties,45 a transition to a competitive bidding model 
has the potential to reduce payments and promote plan exit. 
Rural provider consolidation presents another challenge, as 
many providers possess monopoly pricing power, creating 
barriers to constructing networks compliant with CMS net-
work access standards, a concern only partially alleviated by 
MA plans’ ability to pay out-of-network providers at FFS 
Medicare rates. To address these and other concerns, policy-
makers could ask the CBO or MedPAC to examine this ques-
tion, simultaneously evaluating interventions such as the 
proposed default enrollment or so-called “auto assignment” 
of undecided beneficiaries who do not select FFS Medicare 
or an MA plan into the 2 lowest-priced MA plans, a rural 
bonus (eg, 2% bonus for Census Bureau-designated rural 
counties for 4-star or higher plans), permitting multi-year 
plan bids in rural areas, or other incentives to drive plan par-
ticipation in rural areas.

To avoid marketplace shocks to beneficiaries, providers, 
and plans; a graduated rollout will be undertaken, with popu-
lations transitioned over 5 years. In the first year, while the 
second-lowest bid would be identified. In order to avoid 
price shocks, the benchmark would be set to the rolling 
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3-year average with a maximal a decrease in plan payment to 
a maximum of 5% from the prior year’s benchmark. This 
premium change cap would be increased from 5% to 10% in 
years 4 and 5, and eliminated thereafter.

Specialized populations would have delayed entry to 
allow time for market adjustment. Transition of EWGP plan 
members to competitive bidding would occur with the rest of 
the Medicare population. In contrast, representing amongst 
the most vulnerable and complex populations and excluded 
from prior CBO examinations of competitive bidding, dual-
eligible enrollees, and D-SNP plans would begin a 5-year 
transition to a competitive bidding model after the final year 
of the transition of other beneficiary populations. This would 
facilitate coordination and planning between the Medicare 
and Medicaid programs.

Finally, long-term cost estimates of significant changes 
to health benefits program present unique challenges for 
economists and policymakers, with most estimates agreeing 
on directionality and differing in magnitude. The Medicare 
Part D prescription drug plan (PDP) market demonstrates 
this challenge: originally projected with a programmatic cost 
of $407 billion in the first decade of its existence,46 the actual 
cost of the new Part D benefit was half that.47 To both project 
and measure the success or failure of this model, CBO, 
MedPAC, and private stakeholders should undertake serial 
cost analyses comparing current, projected, and eventually 
historical costs of a competitive bidding Medicare model 
in comparison to the existing administrative benchmark 
model. While imperfect, quality measures and assessments 
of beneficiary satisfaction (eg, complaint rates, enrollment 
changes, etc.) can serve as lagging and directional indica-
tors of value.

Conclusions
Elimination of the administrative benchmark and transition-
ing the Medicare program to a second lowest bid system 
would likely lead to significant reductions in total program 
cost. Concerns about plan exit in rural markets remain, with 
auto-enrollment of beneficiaries into the 2 lowest-priced 
plans or a rural plan bonus presenting potential counterbal-
ancing mechanisms. For counties with limited competition, 
either a state-wide or regional geography would be required 
for a competitive benchmark. Policymakers could imple-
ment changes to the plan bidding system, over 5 years, limit-
ing potential market shocks to both beneficiaries and plans. 
FFS Medicare in its current form would remain a plan choice 
in every county. Finally, while a longstanding source of ten-
sion between government and industry48,49 providing a stan-
dardized per beneficiary cost comparison between FFS and 
MA would allow for better evaluations of future MA pro-
gram modifications.

With the Medicare program overall facing pressing fiscal 
challenges, now is the time for bipartisan Congressional 

action to place the MA and FFS Medicare programs on equal 
footing.

Acknowledgments

The authors would like to acknowledge Judith Moore for her 
thoughtful suggestions for this paper.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of interest 
with respect to the research, authorship, and/or publication of this 
article: Dr. Miller is a member of the CMS Medicare Evidence 
Development Coverage Advisory Committee and a consultant to 
the Federal Trade Commission. Dr. Wilensky reports prior service 
as CMS Administrator and subsequently as Chair of the Medicare 
Payment Advisory Commission. She is a former member of the 
UnitedHealth Group Board of Directors.

Funding

The author(s) received no financial support for the research, author-
ship, and/or publication of this article.

Ethical Approval

Our study did not require an ethical board approval as no human 
subjects or clinical data were involved.

ORCID iD

Brian J. Miller  https://orcid.org/0000-0003-3247-8845

References

 1. Congressional Research Service. Medicare: Insolvency 
Projections. May 29, 2020. Accessed February 28, 2021. 
https://fas.org/sgp/crs/misc/RS20946.pdf

 2. Yellen J, Walsh MJ, Becerra X, Kijakazi K. 2022 annual report 
of the boards of trustees of the federal hospital insurance and 
federal supplementary medical insurance trust fund. June 2022. 
Accessed November 1, 2022. https://www.cms.gov/files/
document/2022-medicare-trustees-report.pdf 

 3. The Commonwealth Fund. Options for Extending Medicare’s 
Trust Fund: The Commonwealth Fund Solvency Series. 
January 2021. Accessed February 28, 2021. https://www.com-
monwealthfund.org/series/medicare-solvency

 4. Freed M, Biniek JF, Damico A, Neuman T. Medicare advan-
tage in 2022: enrollment update and key trends. Kaiser Family 
Foundation. August 25, 2022. Accessed November 1, 2022. 
https://www.kff.org/medicare/issue-brief/medicare-advantage-
in-2022-enrollment-update-and-key-trends/

 5. Miller BJ, Parente S, Wilensky GR. Comparing spending 
across medicare programs. AJMC. 2022. Accessed November 
1, 2022. https://www.ajmc.com/view/comparing-spending-
across-medicare-programs

 6. Gilfillan R, Berwick DM. Medicare Advantage, direct con-
tracting, and the medicare ‘money machine,’ part 1: the risk 
score game. Health Affairs Forefront. September 29, 2021. 
Accessed November 1, 2022. https://www.healthaffairs.org/
do/10.1377/forefront.20210927.6239/

https://orcid.org/0000-0003-3247-8845
https://fas.org/sgp/crs/misc/RS20946.pdf
https://www.cms.gov/files/document/2022-medicare-trustees-report.pdf
https://www.cms.gov/files/document/2022-medicare-trustees-report.pdf
https://www.commonwealthfund.org/series/medicare-solvency
https://www.commonwealthfund.org/series/medicare-solvency
https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2022-enrollment-update-and-key-trends/
https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2022-enrollment-update-and-key-trends/
https://www.ajmc.com/view/comparing-spending-across-medicare-programs
https://www.ajmc.com/view/comparing-spending-across-medicare-programs
https://www.healthaffairs.org/do/10.1377/forefront.20210927.6239/
https://www.healthaffairs.org/do/10.1377/forefront.20210927.6239/


6 INQUIRY

 7. The Commonwealth Fund. Options for Extending Medicare’s 
Trust Fund: the commonwealth fund solvency series. 2021. 
Accessed November 1, 2022. https://www.commonwealth-
fund.org/series/medicare-solvency

 8. Medicare Payment Advisory Commission. Medicare advan-
tage program payment system.. November 2021. Accessed 
November 1, 2022. https://www.medpac.gov/wp-content/
uploads/2021/11/medpac_payment_basics_21_ma_final_
sec.pdf

 9. Congressional Research Service. Medicare Advantage (MA)–
Proposed Benchmark Update and Other Adjustments for 
CY2020: in brief. February 7, 2019. Accessed November 1, 
2022. https://sgp.fas.org/crs/misc/R45494.pdf

 10. Song Z, Landrum MB, Chernew ME. Competitive bidding in 
medicare advantage: effect of benchmark changes on plan bids. 
J Health Econ. 2013;32(6):1301-1312.

 11. Biniek JF, Freed M, Damico A, Neuman T. Medicare advan-
tage in 2021: star ratings and bonuses. June 21, 2021. Accessed 
November 1, 2022.  https://www.kff.org/medicare/issue-brief/
medicare-advantage-in-2021-star-ratings-and-bonuses/

 12. Medicare Payment Advisory Commission. Chapter 12: the 
medicare advantage program: status report. March 2021. 
Accessed November 1, 2022. https://www.medpac.gov/wp-
content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf

 13. Pelech D, Song Z. Pricing and pass-through in response to sub-
sidies and competition: evidence from Medicare Advantage 
before and after the Affordable Care Act. June 29, 2018. 
Accessed November 1, 2022. https://www.hcp.med.harvard.
edu/sites/default/files/Pricing_Pass-through_MA_6-29-
2018_0.pdf

 14. Song Z, Landrum MB, Chernew ME. Competitive bidding in 
Medicare: who benefits from competition? Am J Manag Care. 
2012;18(9):546-552.

 15. U.S. Government Accountability Office. medicare physician 
payment rates. U.S. Government Accountability Office. GAO-
15-434. May 2015. Accessed November 1, 2022. https://www.
gao.gov/assets/680/670366.pdf

 16. Feldman R, Dowd B, Coulam R. Medicare’s Role in 
Determining Prices Throughout the Health Care Medicare’s 
Role in Determining Prices Throughout the Health Care 
System. Arlington, VA: The Mercatus Center, 2015.

 17. Berenson RA, Goodson JD. Finding value in unexpected 
places—fixing the Medicare physician fee schedule. N Engl J 
Med. 2016;374(14):1306-1309.

 18. Sinsky CA, Dugdale DC. Medicare payment for cognitive 
vs procedural care: minding the gap. JAMA Intern Medi. 
2013;173(18):1733-1737.

 19. Medicare Payment Advisory Commission. Chapter 1: 
Rebalancing Medicare Advantage benchmark policy. June 
2021. Accessed November 1, 2022. https://www.medpac.gov/
wp-content/uploads/import_data/scrape_files/docs/default-
source/reports/jun21_ch1_medpac_report_to_congress_sec.pdf

 20. Vickrey W. Counterspeculation, auctions, and competitive 
sealed tenders. J Finance. 1961;16(1):8-37.

 21. Holt CA. Competitive bidding for contracts under alternative 
auction procedures. J Polit Econ. 1980;88(3):433-445.

 22. Medicare Payment Advisory Commission. Part D payment 
system basics. November 2021. Accessed November 1, 2022. 

https://www.medpac.gov/wp-content/uploads/2021/11/med-
pac_payment_basics_21_partd_final_sec.pdf

 23. Song Z, Basu S. Improving affordability and equity in medi-
care advantage. Inquiry. 2019,56:1-7.

 24. Song Z, Cutler DM, Chernew ME. Potential consequences of 
reforming Medicare into a competitive bidding system. JAMA. 
2012;308(5):459-460.

 25. Wyden R, Ryan P. Guaranteed choices to strengthen medicare 
and health security for all. 2011. (Bipartisan Options for the 
Future). Accessed November 1, 2022. https://www.wyden.sen-
ate.gov/imo/media/doc/wyden-ryan.pdf

 26. Congressional Budget Office. A premium support system 
for medicare: analysis of illustrative options. 2013. Accessed 
November 1, 2022. https://www.cbo.gov/sites/default/files/
cbofiles/attachments/09-18-PremiumSupport.pdf

 27. Congressional Budget Office. A premium support system 
for medicare: analysis of illustrative options. 2017. Accessed 
November 1, 2022. https://www.cbo.gov/system/files/115th-
congress-2017-2018/reports/53077-premiumsupport.pdf

 28. Lieberman SM, Adler L, Trish E, Antos J, Bertko J, Ginbsurg 
P. A proposal to enhance competition and reform bidding in the 
medicare advantage program. The Brookings Institution. 2018. 
Accessed November 1, 2022. https://www.brookings.edu/wp-
content/uploads/2018/05/ma-bidding-paper.pdf

 29. White CR. Medicare advantage EGWPs: riding the baby boomer 
wave. Milliman. September 29, 2021. Accessed November 1, 
2022. https://us.milliman.com/en/insight/Medicare-Advantage-
EGWPs-Riding-the-Baby-Boomer-wave

 30. Capretta C. “expand medicare? How about we fix it first? The 
Dispatch. July 19, 2012. Accessed November 1, 2022. https://
thedispatch.com/p/expand-medicare-how-about-we-fix

 31. Zuckerman S, Skopec L, Guterman S. Do medicare advan-
tage plans minimize costs? Investigating the relationship 
between benchmarks, costs, and rebates. The Commonwealth 
Fund. 2017. Accessed November 1, 2022. https://www.
commonwealthfund.org/sites/default/files/documents/___
media_files_publications_issue_brief_2017_dec_zuckerman_
medicare_advantage_benchmarks_ib.pdf

 32. Rivlin AM, Daniel W. Could improving choice and competi-
tion in medicare advantage be the future of medicare? Forum 
Health Econ Policy. 2015;18(2):151-168.

 33. Brown J, Duggan M, Kuziemko I, Woolston W. How 
does risk selection respond to risk adjustment? New evi-
dence from the medicare advantage program. Am Econ Rev. 
2014;104(10):3335-3364.

 34. Kronick R. Why medicare advantage plans are being overpaid 
by $200 billion and what to do about it. Health Affairs Forefront. 
January 29, 2020. Accessed November 1, 2022. https://www.
healthaffairs.org/do/10.1377/hblog20200127.293799/full/

 35. Dunn A. Does competition among medicare advantage plans 
matter? An empirical analysis of the effects of local competi-
tion in a regulated environment. Department of Justice Antitrust 
Division Economic Analysis Group Discussion Paper. July 
2009. Accessed November 1, 2022. https://www.justice.gov/
sites/default/files/atr/legacy/2009/07/27/248399.pdf

 36. Miller BJ, Wilensky GR. The next step in medicare reform. 
The Heritage Foundation Backgrounder No. 3531. September 
16, 2020. Accessed November 1, 2022. https://www.heritage.
org/sites/default/files/2020-09/BG3531.pdf

https://www.commonwealthfund.org/series/medicare-solvency
https://www.commonwealthfund.org/series/medicare-solvency
https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_ma_final_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_ma_final_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_ma_final_sec.pdf
https://sgp.fas.org/crs/misc/R45494.pdf
https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2021-star-ratings-and-bonuses/
https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2021-star-ratings-and-bonuses/
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf
https://www.hcp.med.harvard.edu/sites/default/files/Pricing_Pass-through_MA_6-29-2018_0.pdf
https://www.hcp.med.harvard.edu/sites/default/files/Pricing_Pass-through_MA_6-29-2018_0.pdf
https://www.hcp.med.harvard.edu/sites/default/files/Pricing_Pass-through_MA_6-29-2018_0.pdf
https://www.gao.gov/assets/680/670366.pdf
https://www.gao.gov/assets/680/670366.pdf
https://www.medpac.gov/wp-content/uploads/import_data/scrape_files/docs/default-source/reports/jun21_ch1_medpac_report_to_congress_sec.pdf
https://www.medpac.gov/wp-content/uploads/import_data/scrape_files/docs/default-source/reports/jun21_ch1_medpac_report_to_congress_sec.pdf
https://www.medpac.gov/wp-content/uploads/import_data/scrape_files/docs/default-source/reports/jun21_ch1_medpac_report_to_congress_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_partd_final_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/11/medpac_payment_basics_21_partd_final_sec.pdf
https://www.wyden.senate.gov/imo/media/doc/wyden-ryan.pdf
https://www.wyden.senate.gov/imo/media/doc/wyden-ryan.pdf
https://www.cbo.gov/sites/default/files/cbofiles/attachments/09-18-PremiumSupport.pdf
https://www.cbo.gov/sites/default/files/cbofiles/attachments/09-18-PremiumSupport.pdf
https://www.cbo.gov/system/files/115th-congress-2017-2018/reports/53077-premiumsupport.pdf
https://www.cbo.gov/system/files/115th-congress-2017-2018/reports/53077-premiumsupport.pdf
https://www.brookings.edu/wp-content/uploads/2018/05/ma-bidding-paper.pdf
https://www.brookings.edu/wp-content/uploads/2018/05/ma-bidding-paper.pdf
https://us.milliman.com/en/insight/Medicare-Advantage-EGWPs-Riding-the-Baby-Boomer-wave
https://us.milliman.com/en/insight/Medicare-Advantage-EGWPs-Riding-the-Baby-Boomer-wave
https://thedispatch.com/p/expand-medicare-how-about-we-fix
https://thedispatch.com/p/expand-medicare-how-about-we-fix
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2017_dec_zuckerman_medicare_advantage_benchmarks_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2017_dec_zuckerman_medicare_advantage_benchmarks_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2017_dec_zuckerman_medicare_advantage_benchmarks_ib.pdf
https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_issue_brief_2017_dec_zuckerman_medicare_advantage_benchmarks_ib.pdf
https://www.healthaffairs.org/do/10.1377/hblog20200127.293799/full/
https://www.healthaffairs.org/do/10.1377/hblog20200127.293799/full/
https://www.justice.gov/sites/default/files/atr/legacy/2009/07/27/248399.pdf
https://www.justice.gov/sites/default/files/atr/legacy/2009/07/27/248399.pdf
https://www.heritage.org/sites/default/files/2020-09/BG3531.pdf
https://www.heritage.org/sites/default/files/2020-09/BG3531.pdf


Chakravarthy et al 7

 37. Complaint: CVS-Aetna. October 10, 2018. https://www 
.justice.gov/atr/case-document/file/1100091/download

 38. Gold M, Harris L. Profile and Analysis of the 26 medicare 
advantage regions” The Kaiser Family Foundation. 2005. 
https://www.kff.org/wp-content/uploads/2013/01/profile-
and-analysis-of-the-26-medicare-advantage-regions-issue-
brief.pdf

 39. Frank RG, McGuire TG. Market concentration and potential 
competition in medicare advantage. Issue brief (Commonwealth 
Fund), 2019:1-8.

 40. Medicare Payment Advisory Commission. “Chapter 12: the 
medicare advantage program: status report. March 2021. 
Accessed November 1, 2022. https://www.medpac.gov/wp-
content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf

 41. Skopec L, Garrett B, Zuckerman S, Holtz-Eakin D, Holt C, 
Hayes TON. Using Encounter Data in Medicare Advantage 
Risk Adjustment. The Urban Institute & American Action 
Forum. January 15, 2019. Accessed November 1, 2022. https://
www.urban.org/sites/default/files/publication/99623/using_
encounter_data_in_medicare_7.pdf

 42. Centers for Medicare & Medicaid Services. 2022 medicare 
advantage advance notice part I—risk adjustment. September 
14, 2020. Accessed November 1, 2022. https://www.cms.gov/
newsroom/fact-sheets/2022-medicare-advantage-advance-
notice-part-i-risk-adjustment

 43. Coulam R, Feldman R, Dowd B. Competitive pricing and the 
challenge of cost control in medicare. J Health Polit Policy 
Law. 2011; 36(4):649-689.

 44. Kemper L, Barker AR, McBride TD, Mueller K. Rural medi-
care advantage plan payment in 2015. RUPRI Center for Rural 

Health Policy Analysis Rural Policy Brief Rural Policy Brief. 
December 1, 2015;:1–5. Accessed November 1, 2022. https://
rupri.public-health.uiowa.edu/publications/policybriefs/2015/
MA%20payment%20brief%202015.pdf

 45. Semprini J, Ullrich F, Mueller KF. Availability of supplemental 
benefits in medicare advantage plans in rural and urban areas. 
RUPRI Center for Rural Health Policy Analysis Rural Policy 
Brief. February 2021. Accessed November 1, 2022. https://
rupri.public-health.uiowa.edu/publications/policybriefs/2015/
MA%20payment%20brief%202015.pdf

 46. Congressional Budget Office. A detailed description of  
CBO’s cost estimate for the medicare prescription drug  
benefit. July 2004. Accessed November 1, 2022.  https://www 
.cbo.gov/sites/default/files/108th-congress-2003-2004 
/reports/07-21-medicare.pdf

 47. Congressional Budget Office. Competition and the cost of 
medicare’s prescription drug program. July 2014. Accessed 
November 1, 2022. https://www.cbo.gov/sites/default/files 
/113th-congress-2013-2014/reports/45552-PartD.pdf

 48. AHIP. Correcting the record: medicare advantage costs far 
less than fee-for-service medicare. 2021. Accessed September 
1, 2022. https://www.ahip.org/news/articles/correcting-the-
record-medicare-advantage-costs-far-less-than-fee-for-
service-medicare

 49. Medicare Payment Advisory Commission. For the record: 
MedPAC’s response to AHIP’s recent ‘Correcting the Record’ 
blog post. March 3, 2021. Accessed September 1, 2022. https://
www.medpac.gov/for-the-record-medpacs-response-to-ahips-
recent-correcting-the-record-blog-post/

https://www.justice.gov/atr/case-document/file/1100091/download
https://www.justice.gov/atr/case-document/file/1100091/download
https://www.kff.org/wp-content/uploads/2013/01/profile-and-analysis-of-the-26-medicare-advantage-regions-issue-brief.pdf
https://www.kff.org/wp-content/uploads/2013/01/profile-and-analysis-of-the-26-medicare-advantage-regions-issue-brief.pdf
https://www.kff.org/wp-content/uploads/2013/01/profile-and-analysis-of-the-26-medicare-advantage-regions-issue-brief.pdf
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf
https://www.medpac.gov/wp-content/uploads/2021/10/mar21_medpac_report_ch12_sec.pdf
https://www.urban.org/sites/default/files/publication/99623/using_encounter_data_in_medicare_7.pdf
https://www.urban.org/sites/default/files/publication/99623/using_encounter_data_in_medicare_7.pdf
https://www.urban.org/sites/default/files/publication/99623/using_encounter_data_in_medicare_7.pdf
https://www.cms.gov/newsroom/fact-sheets/2022-medicare-advantage-advance-notice-part-i-risk-adjustment
https://www.cms.gov/newsroom/fact-sheets/2022-medicare-advantage-advance-notice-part-i-risk-adjustment
https://www.cms.gov/newsroom/fact-sheets/2022-medicare-advantage-advance-notice-part-i-risk-adjustment
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://rupri.public-health.uiowa.edu/publications/policybriefs/2015/MA%20payment%20brief%202015.pdf
https://www.cbo.gov/sites/default/files/108th-congress-2003-2004/reports/07-21-medicare.pdf
https://www.cbo.gov/sites/default/files/108th-congress-2003-2004/reports/07-21-medicare.pdf
https://www.cbo.gov/sites/default/files/108th-congress-2003-2004/reports/07-21-medicare.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/45552-PartD.pdf
https://www.cbo.gov/sites/default/files/113th-congress-2013-2014/reports/45552-PartD.pdf
https://www.ahip.org/news/articles/correcting-the-record-medicare-advantage-costs-far-less-than-fee-for-service-medicare
https://www.ahip.org/news/articles/correcting-the-record-medicare-advantage-costs-far-less-than-fee-for-service-medicare
https://www.ahip.org/news/articles/correcting-the-record-medicare-advantage-costs-far-less-than-fee-for-service-medicare
https://www.medpac.gov/for-the-record-medpacs-response-to-ahips-recent-correcting-the-record-blog-post/
https://www.medpac.gov/for-the-record-medpacs-response-to-ahips-recent-correcting-the-record-blog-post/
https://www.medpac.gov/for-the-record-medpacs-response-to-ahips-recent-correcting-the-record-blog-post/

