
 

 

 

 

 

August 12, 2014 

 

 

United States Senate 

Committee on Finance 

Washington, DC  20510 

 

 

Dear Chairman Wyden and Senator Grassley: 

 

On behalf of the Medicare Rights Center (Medicare Rights), I am writing to provide input on opportunities to 

maximize the use of health care data within the Medicare program. Medicare Rights is a national, non-profit 

organization that works to ensure access to affordable health care for older adults and people with disabilities 

through counseling and advocacy, educational programs, and public policy initiatives.  

 

We strongly support efforts to increase health care data transparency, and we agree that data can be an excellent 

tool to improve health care delivery systems. Ensuring timely access to data for academics, analysts, and research 

institutions can significantly enhance transparency and accountability within the Medicare program. The Centers 

for Medicare & Medicaid Services (CMS) is increasingly making data available for research purposes. Towards 

this end, we applaud the publication of provider utilization and payment data on Medicare physician services and 

the release of plan-reported data on multiple functions of Medicare Advantage (MA) and Part D plans.
1
 

 

We believe that data must be made available both at a reasonable cost and through practical mechanisms, with 

adequate controls to protect patient privacy. Innovations should be pursued to make data more accessible to 

researchers, such as through “exportable” information from electronic health records that feed into Medicare and 

private health plan databases. The same can be said for health care providers, where access to real-time data has the 

potential to enhance care coordination. For instance, real-time information on hospitalizations would be a useful 

tool for patient-centered medical homes, Accountable Care Organizations, and the like. Investments in this type of 

outside-the-box thinking are likely to produce valuable returns, for research and, ultimately, for health care quality.  

 

Additionally, data must be appropriately analyzed, presented, and targeted—particularly when intended for 

consumers. While more data has the potential to improve beneficiary decision-making, it can also overwhelm. 

From our experience serving older adults and people with disabilities, we know that poorly-presented data can be 

impenetrable, confusing, and even misleading.  

 

It is essential that material intended for beneficiaries is well formatted and easy to understand. Additionally, we find 

that consumers often need assistance from trained counselors to interpret health care data, and to translate that 

information into good decisions. For instance, through Plan Finder—an online platform designed to assist Medicare 

                                                           
1 CMS, “Medicare Provider Utilization and Payment Data: Physician and Other Supplier,” (Released April 23, 2014), available at: 
http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Physician-and-Other-Supplier.html;  

CMS, “Public Use File (PUF) Containing Part C and D Reporting Requirements Data,” (Released July 31, 2014) available at: 

http://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/PartCDDataValidation.html.   

http://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Physician-and-Other-Supplier.html
http://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/PartCDDataValidation.html
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beneficiaries with the selection of MA or Part D plans—we see firsthand how data presented in a less than ideal 

way may not adequately facilitate informed decision-making.
2
  

 

Below, we detail areas where the enhanced availability and accessibility of data has the potential to improve health 

care quality for people with Medicare. We distinguish between data that should be readily available to researchers, 

advocates, policymakers, and regulators, and data that is intended to facilitate beneficiary choice. For data intended 

for beneficiaries, we emphasize both additional data needs as well as areas where the presentation of existing data 

should be improved.   

 

Data intended for use by researchers, advocates, policymakers, and regulators: 

 

Publish more plan-level data on Part D and MA operations: In July 2014, CMS released the first public-use file 

on Part D and MA plan-reported data from 2012, touching on a number of important plan operations, including 

enrollment, grievances, appeals, and more.
3
 We wholly support the ongoing release of these data. We believe their 

analysis by policy analysts and research institutions will improve transparency about how well Medicare private 

plans serve beneficiaries, and thus enhance Part D and MA plan accountability to both beneficiaries and taxpayers.  

 

Importantly, we are heartened to see that plan-level, plan-reported data was made available for the first time on Part 

D appeals, most notably on pharmacy transactions, coverage determinations, exceptions, and redeterminations. 

Still, we believe that important information is missing from the recently released data set.  

 

First and foremost, we continue to urge that CMS make available plan-reported data on the timeliness of plan 

decisions related to coverage determinations, exceptions, and redeterminations.
4
 According to CMS, these data 

were not included in the recently released public-use file “due to low reliability and inconsistent reporting.”
5
 We 

continue to observe that beneficiaries struggle to manage the Part D appeals process. Many go without needed 

medications on account of this onerous, multi-step system, making the timeliness of plan decision-making a crucial 

variable for assessment.  

 

Based on our experience, it is critically important to understand what happens when a beneficiary is first refused 

access to a medication at the pharmacy counter. Given this, we strongly encourage the tracking and release of data 

on abandonment—prescriptions that go unfilled due to refusal at the pharmacy—as well as the delivery of notice at 

the point-of-sale on beneficiary appeal rights. In addition, we ask that specific data on pharmacy transactions and 

appeals be made available on Low Income-Subsidy (Extra Help) enrollees, and within that subset, beneficiaries 

who were auto-assigned to a Part D plan. It would also be helpful to sort this information by drug class or type.  

 

Finally, to avoid misleading conclusions drawn from erroneous or mis-reported plan data, CMS should be required 

to investigate and correct errors or misstatements in plan-reported data, and to compare plan-reported data with 

independently generated data from 1-800-MEDICARE, government auditors, and other sources. Additionally, CMS 

should take enforcement action, as appropriate, when significant errors are uncovered. 

                                                           
2 Medicare Rights Center, “Memo: Plan Finder Observations During Fall Open Enrollment: October 15 – December 7, 2013,” (Addressed to CMS’ Arrah 

Tabe-Bedward and Amy Larrick, from Stacy Sanders and Casey Schwarz; Sent May 2014), available at: http://medicarerights.org/pdf/2013-plan-finder-

memo.pdf 
3 CMS, “Public Use File (PUF) Containing Part C and D Reporting Requirements Data,” (Released July 31, 2014) available at: 

http://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/PartCDDataValidation.html.   
4 Medicare Rights Center, “Comments Re: CMS First Public Use File (PUF) of Plan-Reported Data,” (May 2014) 
5 Centers for Medicare & Medicaid Services (CMS), “CMS First Public Use File (PUF) of Plan-Reported Data,” (April 2014) 

http://medicarerights.org/pdf/2013-plan-finder-memo.pdf
http://medicarerights.org/pdf/2013-plan-finder-memo.pdf
http://www.cms.gov/Medicare/Prescription-Drug-Coverage/PrescriptionDrugCovContra/PartCDDataValidation.html
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Release centralized information on grievances and complaints: Increased transparency into the complaint and 

grievance process, including both the basis of the problem and how it was resolved, will help both researchers and 

beneficiary advocates identify the most significant and systemic challenges facing people with Medicare. As such, 

we believe that complaints received by Part D and MA plans and by CMS contractors, including 1-800-

MEDICARE, should be regularly analyzed by CMS for trends, but also made available to advocates and 

researchers who can compare those trends with their experiences counseling and assisting beneficiaries.  

 

To be most helpful, this information should be released in a centralized location, de-duplicated, and reported by 

plan or contractor (if applicable), problem type, and source. CMS should also be required to report the number of 

cases that are unable to be resolved by 1-800-MEDCARE, and what steps are available when the call center scripts 

are inadequate.   

 

Make available coverage data in the absence of National/Local Coverage Determinations (NCDs and LCDs): 

We regularly hear from beneficiaries enrolled in Original Medicare who cannot access certain services because 

their health care providers are unsure about whether or not those services will be covered by Medicare. In these 

instances, beneficiaries retain the option to pay the full cost for a service, or to sign an Advance Beneficiary Notice 

(ABN), essentially agreeing to pay the full cost in the event that coverage is denied. Yet, for most beneficiaries, 

both options are financially untenable.  

 

As such, where NCDs and LCDs are not available, we encourage the release of data on coverage for services and 

products to increase predictability for health care providers, and to provide beneficiaries and their advocates with 

additional information for use in the appeals process. More information about when, and under which 

circumstances these treatments are most likely to be covered, will enhance access to care and reduce uncertainty.  

 

Publish comprehensive Medicare claims data: As noted above, CMS recently made claims data available under 

Part A and Part B. Similar transparency efforts should be taken with MA and Part D claims and pricing 

information. Data from these programs are necessary to gain a complete picture of spending and utilization by the 

Medicare population as a whole, and to evaluate various demonstration projects and efforts to increase value.  

 

Likewise, data from other payers, including employer group health plans, individual insurance, Tri-Care and 

Medicaid should be made more readily available. In particular, CMS should ensure that states are reporting 

Medicaid data that are complete and in a format that are aligned with Medicare-provider data to facilitate evaluation 

of demonstration programs for dually eligible individuals. 

 

Release more detailed information about MA and Medigap commissions: The file currently available includes 

highs and lows by firm and by county, but does not provide averages or broader ranges, making it difficult to 

examine the financial incentives agents have to guide enrollment decisions. Medigap commissions are not currently 

reported on a national level, and, as with the other Medigap information discussed below, a centralized, 

standardized source for this material would be helpful in evaluating agent behaviors and best practices.   

 

Make available enrollment data on Medicare low-income programs. In order to target individuals who are 

likely eligible but not enrolled in Medicare low-income programs, it is essential to make available accurate and 

timely enrollment data on the Medicare Savings Programs (MSPs) and Extra Help. In particular, access to monthly 

enrollment data on a zip code or county basis will enhance the evaluation of outreach and enrollment activities, 
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identify gaps and problems in data sharing between states and the Social Security Administration (SSA), and 

highlight opportunities for improvement.  

 

It is also critical that state and federal agencies share data in effective and productive ways. For instance, data 

matching errors between different systems can impede enrollment in the Qualified Medicare Beneficiary (QMB) 

program—even for beneficiaries with Supplemental Security Income (SSI), who should automatically receive the 

QMB benefit in most states.. As a result, the poorest beneficiaries may end up paying for premiums and cost 

sharing that should otherwise be covered through this federal/state assistance program.  

 

Similarly, under the Medicare Improvements for Patients and Providers Act (MIPPA), SSA is required to share data 

received from Extra Help applications with states in order to initiate MSP applications. Some states are reluctant to 

treat this SSA data as verified, and decline to initiate MSP applications for this vulnerable population. Specific data 

on how each state utilizes the data received from SSA would help identify and tailor outreach efforts to states and 

beneficiaries. Finally, extending the data sharing requirements of the Affordable Care Act (ACA) to eligibility 

determinations for the MSPs will help ease state documentation burdens and facilitate greater participation in these 

needed programs. 

 

Preserve and strengthen the Medicare Current Beneficiary Survey (MCBS): The MCBS is a critically 

important survey maintained by CMS, and includes information on cost sharing, coverage, and health status among 

a nationally representative sample of Medicare beneficiaries. Ensuring that this survey is current, and strengthening 

it where needed, is critical to assessing how well the Medicare program is serving beneficiaries in terms of out-of-

pocket costs and access to care, both for those with Original Medicare and MA plans.  

 

In particular, efforts should be made to enhance the MCBS income data, with particular emphasis on and 

oversampling for special segments, including the near poor, dually eligible beneficiaries, and diverse communities. 

Also, additional questions should be added about where beneficiaries receive their information, who they trust, how 

they make decisions, and whether or not they participate in special plans and/or programs.  

 

Data intended for use by Medicare beneficiaries: 

 

Strengthen Plan Finder with MA network data and other streamlining: Although Plan Finder is significantly 

improved since its inception, we continue to see areas where additional data are needed. In particular, the utility of 

Plan Finder is extremely limited with respect to MA plans. Most notably, the tool does not contain information 

about network providers, meaning that an individual must independently visit a plan website to find information on 

in-network and non-network providers for a given plan. Unfortunately, this information tends to be practically 

unusable, as beneficiaries are often required to download documents that are hundreds of pages long to scan for 

particular providers for each plan that a person is considering. Access to a searchable provider network database on 

Plan Finder would significantly improve the tool for use by current and future MA enrollees.  

 

While information on MA plan networks is among the most glaring omissions of critical data within Plan Finder, 

there are additional areas where Plan Finder should be improved, including through: clearer information related to 

preferred and non-preferred pharmacies; additional information on utilization management controls; clear 

information on expected out-of-pocket costs for MA plans; and consistent use of claims data to assist with the 

personalization and accuracy of plan selection.  
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While we believe additional information should be made available to beneficiaries through Plan Finder, we 

continue to observe that using the tool proves cumbersome for seniors and people with disabilities. A recent series 

of focus groups conducted by the Kaiser Family Foundation validates much of what we experience. According to 

the findings, few beneficiaries opted to use Plan Finder, and those who did found the website helpful at a general 

level, but too confusing when it came to comparing plan details.
6
  

 

We attribute much of this confusion not simply to the Plan Finder tool, but also to the number of plan choices made 

available to beneficiaries as well as the complex comparisons of multiple variables that accompanies the plan 

selection process. That said, we continue to advocate for simpler and more streamlined Plan Finder displays to 

assist beneficiaries with comparing and contrasting multiple variables among multiple plans. We appreciate 

ongoing efforts by CMS to obtain feedback from consumer groups, beneficiary advocates, and others to improve 

some aspects of the tool, including simplifying some charts and increasing the usability of the print functions. 

 

Improve the physician, supplier, and nursing home comparison tools: These resources, while helpful for some 

beneficiaries attempting to locate providers in their area, would benefit from significant improvements. For 

example, increased information about staffing (based on payroll data, as required by the ACA), quality, and pricing 

should be added to Nursing Home Compare, as should data about the frequency of the use of chemical restraints, 

rates of prescriptions of antipsychotics for people without psychiatric diagnosis, and hospital readmission rates. 

Additionally, Nursing Home Compare should post state survey data within 14 days of the information’s being 

provided to the nursing facility, as required by the 1987 Nursing Home Reform Law; posting should not be delayed 

until after informal dispute resolution or a facility’s formal appeal of the deficiencies. 

 

Provide centralized information on Medigap plans: Lists of available plans, rates, and coverage limitations, 

including waiting periods, are available from most state departments of insurance or financial services. We strongly 

encourage regular reporting from those state agencies, in standardized formats, so that information about Medigap 

plans is available alongside information about MA plans on Medicare.gov. Information about federal- and state-

granted portability rules, guaranteed issue periods, open enrollment periods, and expected out-of-pocket costs 

should also be made available.  

 

Enhance information on health care quality: It is generally acknowledged that consumers have yet to fully 

embrace and use data made available on health care quality. This is made particularly evident through available 

information on beneficiary use of the Medicare star ratings system for private health plans. According to KRC 

Research, only 27% of seniors interviewed in a nationally representative survey were aware of the star ratings.
7
  

 

Clear explanations of the rationale, meaning, and importance of the star ratings system are needed. In addition, stars 

should reflect timely quality measures so beneficiaries can make choices based on the most recent data available. In 

the long term, the star rating system should be enhanced to provide consumer-specific information relevant to 

individual choices. As the program evolves, people with Medicare should be able to “self-weight” various factors to 

create individualized quality ratings, sorting plans by the metrics most relevant to their individual needs. 

                                                           
6 Jacobson, G., Swoope, C., Perry, M., and M. Slosar, “How are Seniors Choosing and Changing Health Insurance Plans?,” (Kaiser Family Foundation: May 

2014), available at: http://kff.org/medicare/report/how-are-seniors-choosing-and-changing-health-insurance-plans/ 
7 KRC Research, “Seniors’ Opinions about Medicare Prescription Drug Coverage: 9th Year Update,” (Medicare Today: July 2014), available at: 

http://www.medicaretoday.org/MT2014/KRC%202014%20SURVEY/KRC%20Survey%20of%20Seniors%20for%20%20Medicare%20Today%2007-25-

2014%20FINAL.pdf 

http://kff.org/medicare/report/how-are-seniors-choosing-and-changing-health-insurance-plans/
http://www.medicaretoday.org/MT2014/KRC%202014%20SURVEY/KRC%20Survey%20of%20Seniors%20for%20%20Medicare%20Today%2007-25-2014%20FINAL.pdf
http://www.medicaretoday.org/MT2014/KRC%202014%20SURVEY/KRC%20Survey%20of%20Seniors%20for%20%20Medicare%20Today%2007-25-2014%20FINAL.pdf
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Finally, more data and information should be made available to beneficiaries on the efficacy of particular health 

care procedures, treatments, and prescription drugs. In particular, data and information on brand name versus 

generic drugs should be made available. We expect that this information would also be valuable to health care 

providers, who would necessarily play an important role in translating this information for patients.  

 

Make claims data available from a single source: To date, beneficiary claims data may be stored on multiple 

websites, including: MyMedicare.gov, MySSA.gov, a state Medicaid agency website, and/or on the website of a 

given Part D or MA plan. This disparate collection of claims data makes it difficult for beneficiaries with multiple 

sources of coverage to track their health care utilization.  

 

As such, we support the development of a centralized website, with a single log-in, to make all of a person’s 

government and health-related data available in one place. In addition to providing a single point of access, a 

comprehensive source of claims data will assist beneficiaries and their advocates in troubleshooting enrollment 

problems, data sharing errors that result in payment delays, and other issues that beneficiaries currently face due to 

information fragmentation, while also limiting data breaches.  

 

In closing, we believe that improved access to the data described above can serve to greatly enhance the quality of 

care delivered to Medicare beneficiaries and their families. We strongly encourage members of Congress and CMS 

to solicit direct input from the expected users of a given data source about how best to make that information 

available. For instance, we encourage CMS to convene regular meetings of independent researchers to gather 

feedback on upcoming and ongoing data releases. This same input should be solicited from beneficiaries and their 

advocates where data are intended for use by consumers, with a primary emphasis on data presentation.  

 

In addition, it is important to stress that increased access to data should not be a replacement for rigorous regulatory 

oversight. Medicare beneficiaries, independent resesearchers, and other stakeholders cannot be expected to serve as 

de facto program watchdogs—instead, Medicare-related data must be used by CMS to oversee contractors, Part D 

and MA plans, and health care providers to ensure the highest quality care is delivered to beneficiaries. 

 

Please direct questions concerning this letter to the Medicare Rights federal policy team: Stacy Sanders, Federal 

Policy Director, at ssanders@medicarerights.org or 202-637-0961, and Casey Schwarz, Policy and Client Services 

Counsel, at cschwarz@medicarerights.org or 212-204-6271. Thank you for the opportunity to provide comment.  

 

Sincerely,  

 

 
 

Joe Baker 

President 

Medicare Rights Center 

 

mailto:ssanders@medicarerights.org
mailto:cschwarz@medicarerights.org

