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Introduction
More than 30 million Americans are enrolled in Medicare Advantage (MA) plans,[footnoteRef:1] and more than half of Medicare-eligible beneficiaries participate in the program—a number that was less than 30 percent just a decade ago. The program, which involves private health plans being paid a capped amount per person to provide all benefits that Medicare covers to seniors who enroll in a private insurance plan rather than traditional Medicare, has become increasingly popular. The reason Medicare beneficiaries opt to participate in MA plans is that they have the flexibility to “offer additional benefits or require smaller co-payments or deductibles than original Medicare.”[footnoteRef:2] These additional benefits, known as "supplemental benefits," can vary significantly from plan to plan, and may include, but are not limited to:[footnoteRef:3] [1:  Ochieng N, Biniek JF, Freed M, Damico A, Neuman T. Medicare Advantage in 2023: Enrollment Update and Key Trends. Kaiser Family Foundation. August 9, 2023. Available at: https://www.kff.org/medicare/issue-brief/medicare-advantage-in-2023-enrollment-update-and-key-trends/. Accessed November 29, 2023. ]  [2:  Congressional Research Service. Medicare Primer. Updated May 21, 2020. Available at: https://crsreports.congress.gov/product/pdf/R/R40425. Accessed November 29, 2023.]  [3:  Bailey V. The History of Medicare Advantage: From Inception to Growing Popularity. Health Payer Intelligence. Available at: https://healthpayerintelligence.com/features/the-history-of-medicare-advantage-from-inception-to-growing-popularity. Accessed November 29, 2023.] 

· Prescription drug coverage (usually as a combined Medicare Advantage-Part D plan)
· Dental coverage
· Vision coverage
· Hearing coverage
· Fitness and wellness programs
· Transportation services
· Over the counter (OTC) items
· In-home support services
Initially limited to a core set of offerings, over the years, MA supplemental benefits have undergone significant changes that have led to a broader range of allowable benefits, including “not primarily health-related benefits”; an expansion of how benefits can be targeted (i.e. specialized for the chronically ill); and, ultimately, growth in the number of plans offering such benefits. By offering a wider variety of supplemental benefits, MA plans have provided numerous seniors with personalized benefits that give them access to the services they need to live a healthier and happier life. It has also empowered plans with the flexibility to tailor their offerings to best help members manage chronic conditions. 
The potential for supplemental benefits to deliver on the promise of value-based care is real; however, with rapid growth and innovation come opportunities for improvement, which can only occur when performance is assessed and validated to evaluate the impact across all MA supplemental benefit offerings.
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One area that provides a good case study of the evolution of supplemental benefits and highlights both the opportunities and challenges moving forward is in-home support services. Most health policy observers agree that an important progression in advancing higher quality care is moving the delivery of many services out of hospitals, clinics, and other institutional environments and into the home. Visiting and supporting patients in the home unlocks insights into factors that may be contributing to a patient’s underlying health status and challenges. Policymakers should avoid erecting burdensome barriers to advancing this important evolution. However, lessons can be learned from the regulatory approach that state Medicaid programs have applied to advance value while still validating results in their administration of home and community-based services. 
[bookmark: _Int_a69hyN3X]Beneficiary demand for—and inconsistent data collection and inconsistent oversight of—promising supplemental MA benefits has created a $70 billion black box that should be illuminated and strengthened using established accountability measures from the Medicaid program. This paper provides a summary of the recent expansion of supplemental benefits, offers a case study of in-home support services to analyze the current opportunities and challenges for supplemental benefits, compares the current MA regulatory approach with the one state Medicaid programs use, and offers recommendations on advancing value, but validating results, in supplemental benefits moving forward. 


Expansion of Supplemental Benefits
Historically, the Centers for Medicare & Medicaid Services Managed Care Manual has limited supplemental benefits to “an item or service not covered by original Medicare, that is primarily health related and for which the MA plan must incur a non-zero direct medical cost.”[footnoteRef:4] The parameters for allowable benefits changed in 2018 when CMS announced a reinterpretation of the scope of the “primarily health-related” definition. As part of this change, a supplemental benefit would be considered primarily health- related “if it is used to diagnose, compensate for physical impairments, acts to ameliorate the functional/psychological impact of injuries or health conditions, or reduces avoidable emergency and healthcare utilization.”[footnoteRef:5] [4:  Centers for Medicare & Medicaid Services. Medicare Managed Care Manual, Chapter 4 - Benefits and Beneficiary Protections. Revised April 22, 2016. Available at: https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/mc86c04.pdf. Accessed November 29, 2023.]  [5:  Coleman KA. Reinterpretation of “Primarily Health Related” for Supplemental Benefits. Centers for Medicare & Medicaid Services. April 27, 2018. Available at: https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/hpms%2520memo%2520primarily%2520health%2520related%25204-27-18_152.pdf. Accessed November 29, 2023.] 

CMS also outlined new benefits that would qualify under the expanded definition, including adult day services, home-based palliative care, in-home support services, support for caregivers, home and bath safety devices and modifications, transportation, and an expanded list of covered OTC items. Essentially, this expansion allowed MA plans to offer coverage for non-medical benefits that may affect an individual’s health. At the same time, CMS issued new guidance on uniformity of benefits requirements, which previously prevented plans from tailoring offerings to specific populations, allowing “MA plans to offer benefits targeting specific disease states as long as similarly situated individuals are treated uniformly.”[footnoteRef:6] For the first time, CMS was dipping its toes in the water of enabling plans to market and offer specific benefits to specific patients.  [6:  Murphy-Barron C, Buzby EA, Pittinger S. Overview of Medicare Advantage Supplemental Healthcare Benefits and Review of Contract Year 2022 Offerings. Milliman Brief. Available at: https://bettermedicarealliance.org/wp-content/uploads/2022/03/MA-Supplemental-Benefits-Milliman-Brief_20220216.pdf. Accessed November 29, 2023.] 

Congress also was encouraging far-reaching changes with the inclusion of Special Supplemental Benefits for the Chronically Ill (SSBCI) in the Creating High-Quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) Care Act of 2017. [footnoteRef:7] In its implementation of the SSBCI program, CMS declared that “MA organizations have broad discretion in developing items and services they may offer as SSBCI provided that the item or service has a reasonable expectation of improving or maintaining the health or overall function of the chronically ill enrollee. MA organizations also have broad discretion in determining what may be considered ‘a reasonable expectation’ when choosing to offer specific items and services as SSBCI.”[footnoteRef:8] This provision extended to MA plans the ability to offer supplemental benefits beyond those that are primarily health related. To qualify for these expanded benefits, beneficiaries needed to have specific chronic conditions as defined by Medicare or be at risk of developing them.  [7:  US Senate Committee on Finance. Hatch, Wyden, Isakson, Warner Introduce Bill to Address Chronic Illness. Press release. April 6, 2017. Available at: https://www.finance.senate.gov/chairmans-news/hatch-wyden-isakson-warner-introduce-bill-to-address-chronic-illness-. Accessed November 29, 2023.]  [8:  Implementing Supplemental Benefits for Chronically Ill Enrollees.] 
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Finally, CMS, through its Center for Medicare and Medicaid Innovation, created the MA Value-Based Insurance Design model, which granted additional flexibility to participating plans. These opportunities included allowing MA plans to vary supplemental benefit design for certain chronic conditions to address unmet social and medical needs and to share MA rebates directly with patients in the form of cash or monetary rebates.[footnoteRef:9] With respect to social needs, MA plans are required to offer supplemental benefits that address at least two of the following health-related challenges: food and nutritional insecurity, transportation, and access to general supports for living. In exchange for addressing these issues, CMS grants plans a limited waiver of uniformity requirements, which permits plans to pursue a more targeted and customizable approach to supplemental benefits. 
 [9:  Centers for Medicare & Medicaid Services Center for Medicare and Medicaid Innovation. Request for Applications for the Calendar Year 2024 Value-Based Insurance Design Model. Available at: https://www.cms.gov/priorities/innovation/media/document/vbid-cy-2024-rfa. Accessed November 29, 2023.] 

Changes Lead to Growth in Supplemental Benefit Offerings and Potentially Greater Value
In response to these changes, the number of new supplemental benefits and SSBCI offerings exploded. Initially, in 2020, a total of 626 plans offered either new supplemental benefits that met the expanded the definition of primarily health related or SSBCI.[footnoteRef:10] The rapid growth in MA as a whole drove intense competition among plans for increased enrollment, with one common market expansion strategy including new or expanded supplemental benefit options. [10: ATI Advisory. New, Non-Medical Supplemental Benefits in Medicare Advantage in 2023. Updated February 21, 2023. Available at: https://atiadvisory.com/resources/wp-content/uploads/2023/02/2023-New-Non-Medical-Supplemental-Benefits.pdf?_hsmi=246009496&_hsenc=p2ANqtz-_F2cfqcPzx8d3IGr4t8oWV9vdM3_-QfrsrbnncLzAyPJ4sCdfPxFoyPmnRb6joEzBaj9QqQ6RPKm3qIwfNXD7TVg6hFw. Accessed November 29, 2023.] 

With dental, vision, OTC items, and transportation becoming standard benefits, plans turned to other categories, such as in-home support services, as a means of distinguishing themselves. By 2023, the number of new supplemental benefits and SSBCI offerings had increased by more than 350 percent to 2,207 plans.[footnoteRef:11] In 2023, the most common SSBCI offerings were groceries, meals delivered at home or in a congregate setting, general supports for living, and transportation for non-medical needs. The most common new primarily health-related supplemental benefits in 2023 were in-home support services, and support for caregivers.[footnoteRef:12] With the flexible expansion of these new benefit categories, plans were incentivized to use innovative ways to deliver a better beneficiary experience and increase enrollment. [11:  Ibid.]  [12:  Ibid.] 

Expansion Leads to Innovative Models and Challenges:
Intense competition among benefit offerings also led to new supplemental benefit vendors entering the market with alternative benefit models. Plans seeking improved health outcomes, reduced costs, and greater enrollment have been more than willing to embrace promises of innovation. This shift has led healthcare plans to form partnerships with startups, community-based organizations, and referral platforms to provide non-clinical services to Medicare beneficiaries, including services that improve safety in the home, transport people to medical appointments, and shop for healthy foods.[footnoteRef:13] These partnerships have undoubtedly led to advancements in providing personalized care management, improving care delivery to the sickest MA beneficiaries, and addressing the underlying health-related social needs that contribute to negative health outcomes. These innovative approaches and partnerships represent an important shift in the mindset about what health care should look like in the United States and could ultimately keep patients healthy longer and reduce preventable hospitalizations and emergency department visits.  [13:  Better Medicare Alliance Center for Innovation in Medicare Advantage. Innovative Approaches to Addressing Social Determinants of Health for Medicare Advantage Beneficiaries. August 2021. Available at: https://bettermedicarealliance.org/wp-content/uploads/2021/08/Innovative-Approaches-to-Addressing-SDOH-for-MA-Beneficiaries-FINAL.pdf. Accessed November 29, 2023.] 

Like most innovations in service delivery, growth brings the opportunity for reliable providers to offer services of great value to beneficiaries, but also may lead to some service models that ultimately fail patients, plans, and taxpayers. One such model is the use of unregulated independent contractors to provide companionship and support to combat loneliness among seniors. Given isolation’s association with cardiovascular disease, dementia, stroke, depression, and anxiety,[footnoteRef:14] these services can be of high value when delivered responsibly. However, in the wrong hands, they can be extremely detrimental to the health and safety of beneficiaries. One recent exposé reported on alleged sexual harassment, imprisonment, assault, theft, and overall problems with training and oversight connected to unregulated independent contractors providing companionship services.[footnoteRef:15]  [14:  US Department of Health and Human Services. Our Epidemic of Loneliness and Isolation. Available at: https://www.hhs.gov/sites/default/files/surgeon-general-social-connection-advisory.pdf. Accessed November 29, 2023.]  [15:  Anand P. Assault Allegations Plague a $1.4 Billion Home Eldercare Startup. Bloomberg. May 30, 2023. Available at: https://www.bloomberg.com/news/features/2023-05-30/papa-eldercare-startup-faces-abuse-claims-by-seniors-caregivers?leadSource=uverify%20wall. Accessed November 30, 2023.] 

Furthermore, though this care delivery approach provides significant flexibility to worker pay and hours, the lack of an employer-employee contractual relationship can lead to oversight and safety concerns, similar to those seen in the independent, contractor-driven ride-sharing industry.[footnoteRef:16] According to publicly available information, common oversight practices for independent contractors providing companionship services is limited to background checks and some introductory training.[footnoteRef:17]  [16:  O’Brien SA. Uber Releases Safety Data: 998 Sexual Assault Incidents Including 141 Rape Reports in 2020. CNN Business. June 30, 2022. Available at: https://www.cnn.com/2022/06/30/tech/uber-safety-report/index.html. Accessed November 29, 2023.]  [17:  Landi H. Papa Steps up Security Protocols, Vetting Process for In-Home Companions Amid Growing Safety Concerns. Fierce Healthcare. July 13, 2023. Available at: https://www.fiercehealthcare.com/health-tech/caregiving-tech-startup-papa-rolls-out-new-safety-security-measures-following-media#:~:text=The%20company%20also%20will%20invest%20in%20more%20required,to%20the%20road%20map%20provided%20to%20Fierce%20Healthcare. Accessed November 29, 2023.] 



They do not, however, appear to include in-person managerial supervision, consistent audits of services performed, clear performance metrics, regular performance reviews, bonuses for higher performers, or other commonplace approaches to measuring and incentivizing high-quality work that usually exist in full-time employment arrangements with defined standards of behavior.[footnoteRef:18] [18:  Internal Revenue Service. Independent Contractor (Self-Employed) or Employee? Available at: https://www.irs.gov/businesses/small-businesses-self-employed/independent-contractor-self-employed-or-employee. Accessed November 29, 2023.] 

In general, in-home support services provided under Medicare Advantage do not require state certification that non-clinical service providers are compliant with basic quality and safety mandates. Clear performance measures, certification processes, and post-delivery verification of services is critical safeguards to ensure that beneficiaries do not fall prey to unscrupulous scams.[footnoteRef:19] [19:  Nici D. Common Medicare Scams and How to Avoid Them. Forbes Health. October 25, 2023. Available at: https://www.forbes.com/health/medicare/medicare-scams/. Accessed November 29, 2023.] 

Lack of Consistent, Standardized Data a Missed Opportunity for CMS
The shortcomings of the unregulated, independent contractor approach to delivering in-home supports came to light only because of confidential complaints that beneficiaries filed. Looking more broadly, the advantages and disadvantages of different MA supplemental benefit approaches are unclear given a lack of standardized data. The dearth of comparable data has led to little insight into what plans are offering, what beneficiaries are using, the quality of each provider of supplemental benefits, the level of variability in quality, plans’ success at overseeing these non-clinical service providers and the benefits offered, and the return on investment for the federal government.

The conventional wisdom is that, in most cases, these new benefits lead to better care for patients. However, without data to support this belief, it’s unclear whether the new benefits are delivering on the value proposition. This is important because the federal government is paying MA plans a lot of money to administer the totality of the benefit, with per-enrollee Medicare payments to MA insurers seeing a substantial surge in recent years. The payments doubled to a staggering $2,350 per enrollee  in 2023 from $1,140 per enrollee in 2018,[footnoteRef:20] amounting to more than $70 billion annually.[footnoteRef:21] Though CMS has taken steps to enhance reporting requirements, including detailed medical loss ratio reporting and the upcoming inclusion of spending data for specific supplemental benefit categories starting in 2023, significant data and oversight gaps persist, especially with regard to health outcomes. [20:  Medicare Payment Advisory Commission. The Medicare Advantage Program: Status Report. Chapter 11, MedPAC March 2023 Report to the Congress. Available at: https://www.medpac.gov/wp-content/uploads/2023/03/Ch11_Mar23_MedPAC_Report_To_Congress_SEC.pdf. Accessed November 29, 2023. ]  [21:  Biniek JF, Freed M, Neuman T. Gaps in Medicare Advantage Data Limit Transparency in Plan Performance for Policymakers and Beneficiaries. Kaiser Family Foundation. April 25, 2023. Available at: https://www.kff.org/medicare/issue-brief/gaps-in-medicare-advantage-data-limit-transparency-in-plan-performance-for-policymakers-and-beneficiaries/. Accessed November 29, 2023. ] 

Government watchdogs have begun raising concerns about the current approach to data collection and analysis. The Government Accountability Office (GAO) found that CMS guidance is unclear regarding whether plans must include data for supplemental benefits when submitting MA encounter data. CMS maintains that plans must submit this information, but plans have a different understanding. GAO also heard from plans that some supplemental benefits lack the mechanism for submitting the right data at this time.[footnoteRef:22] In addition, researchers have raised concerns regarding how benefits are being filed and tracked on the front end. Increased variation in the number and scope of available benefits has led to inconsistency in how each plan accounts for the same benefit in its submissions to CMS, making comparison of utilization and quality data extremely difficult.  [22:  US General Accountability Office. Medicare Advantage: Plans Generally Offered Some Supplemental Benefits, but CMS Has Limited Data on Utilization. January 31, 2023. Available at: https://www.gao.gov/products/gao-23-105527. Accessed November 29, 2023. ] 

Muddying the waters further is the fact that many supplemental benefits are delivered by non-clinical service providers that are unaccustomed to operating in a highly regulated healthcare framework. Many of these providers use varied reporting and delivery practices that make comparison difficult. For example, how should CMS evaluate plans and their use of general contractors to install home and bath safety devices? Can the agency appropriately take clinical data regarding patient falls, analyze encounter data to determine if a bath modification occurred, and evaluate how outcomes vary across patients depending on whether the supplemental benefit was applied and depending on the quality of the non-clinical service provider? It seems like a nearly impossible question to answer without a standardized approach to data collection and a clear regulatory framework for certifying and evaluating non-clinical service providers. 


[bookmark: _Hlk151366464]Congress has started to raise concerns about the lack of standardized data, with the House Energy and Commerce Committee holding a hearing on legislation to require MA plans to provide CMS with de-identified enrollee-level data on the use of supplemental benefits.[footnoteRef:23] CMS also is putting forward, in its contract year 2025 MA proposed rule, new requirements for MA plans that provide items or services as an SSBCI to offer evidence that the item or service can be reasonably expected to improve or maintain the beneficiary’s health and well-being.[footnoteRef:24] Despite these small steps in the right direction, the lack of standardized utilization, spending, and outcomes data is a missed opportunity to validate that the flexible approach to Medicare Advantage supplemental benefits is driving better value and results to beneficiaries. [23:  US House Energy and Commerce Committee. Health Subcommittee Legislative Hearing: "Examining Policies to Improve Seniors’ Access to Innovative Drugs, Medical Devices, and Technology". September 19, 2023. Available at: https://energycommerce.house.gov/events/health-subcommittee-legislative-hearing-examining-policies-to-improve-seniors-access-to-innovative-drugs-medical-devices-and-technology. Accessed November 29, 2023. ]  [24: Centers for Medicare & Medicaid Services. Medicare Program; Contract Year 2025 Policy and Technical Changes to the Medicare Advantage Program, Medicare Prescription Drug Benefit Program, Medicare Cost Plan Program, and Programs of All-Inclusive Care for the Elderly; Health Information Technology Standards and Implementation Specifications. Federal Register. Proposed rule issued November 15, 2023. Available at: https://www.federalregister.gov/documents/2023/11/15/2023-24118/medicare-program-contract-year-2025-policy-and-technical-changes-to-the-medicare-advantage-program. Accessed November 29, 2023.] 

Medicaid Approach to In-Home Support Services Could Be a Guide to Better MA Regulation
In considering better approaches to validate results for Medicare Advantage supplemental benefits, we can learn from the example of in-home support services. In this instance, opportunities exist to mirror the successful regulatory model state Medicaid programs use for home and community-based services (HCBS), which include in-home support services. Medicaid services are regulated by both the federal and state governments, with CMS implementing rules and standards Congress has set forth, including which services are covered, who is eligible, and how states must administer their programs. One such requirement is that states implement “a person-centered planning process by which beneficiaries or their representatives participate in the development of a written service plan” that covers the services and supports necessary to ensure beneficiaries achieve their service plan goals.[footnoteRef:25] The federal government then allows states to provide Medicaid-funded services in home and community settings via a 1915(c) waiver, which allows them to waive Medicaid rules governing institutional care.[footnoteRef:26] At present, 45 states and the District of Columbia offer services under a 1915(c) waiver.[footnoteRef:27] [25:  Medicaid and CHIP Payment and Access Commission. Implementation of the Home- and Community-Based Services Settings Rule. Issue Brief. December 2019. Available at: https://www.macpac.gov/wp-content/uploads/2019/12/Implementation-of-the-Home-and-Community-Based-Services-Settings-Rule.pdf#:~:text=Under%20the%20rule%2C%20states%20must%20develop%20implementation%20plans,be%20able%20to%20receive%20Medicaid%20payment%20for%20HCBS. Accessed November 29, 2023. ]  [26:  Ibid.]  [27:  Medicaid.gov. State Waivers List. Available at: https://www.medicaid.gov/medicaid/section-1115-demo/demonstration-and-waiver-list/index.html. Accessed November 29, 2023.] 
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Each state outlines the specific services offered, provider qualifications, and reimbursement rates.[footnoteRef:28] State regulations can vary significantly, allowing for innovation that meets the unique needs of a particular community and its patients. In general, however, state HCBS provider regulations often include training requirements, state certification, background checks, and service delivery standards, such as frequency and duration of services, requirements for care plans, and provider quality assessments.[footnoteRef:29] According to the Medicaid and CHIP Payment and Access Commission (MACPAC), state-required trainings commonly include “a combination of online modules, live classroom instruction from registered nurses or other professionals, and in-person training.” They also “often have a competency-based test or evaluation that workers must pass.”[footnoteRef:30] [28:  Watts MO, Musumeci MB, Ammula M. State Policy Choices About Medicaid Home and Community-Based Services Amid the Pandemic. Kaiser Family Foundation. March 4, 2022. Available at: https://www.kff.org/medicaid/issue-brief/state-policy-choices-about-medicaid-home-and-community-based-services-amid-the-pandemic/. Accessed November 29, 2023.]  [29:  Centers for Medicare & Medicaid Services. Application for a §1915(c) Home and Community-Based Waiver [Version 3.6, January 2019] Instructions, Technical Guide and Review Criteria. Available at: https://wms-mmdl.cms.gov/WMS/help/35/Instructions_TechnicalGuide_V3.6.pdf. Accessed November 29, 2023.]  [30:  State Efforts to Address Medicaid Home- and Community-Based Services Workforce Shortages (macpac.gov).] 
THIS IS AN ASIDE TITLE
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Training hours are considerable but vary depending on the needs of the state. For example, “required hours for training for HCBS workers…range from 40 in New York and Virginia to 75 in Washington.”[footnoteRef:31] In conducting oversight of its waiver program, states must verify “that providers initially and continually meet required licensure and/or certification standards and adhere to other standards prior to their furnishing waiver services” and that “the state monitors non-licensed/non-certified providers to assure adherence to waiver requirements.”[footnoteRef:32] [31:  Ibid.]  [32:  Instructions Technical Guide and Review Criteria (cms.gov)] 



[image: Doctor and patient]“The lack of standardized utilization, spending, and outcomes data is a missed opportunity to validate that the flexible approach to Medicare Advantage supplemental benefits is driving better value and results to beneficiaries.”












To ensure that the services reported match the services delivered, Congress included a provision in the 21st Century Cures Act that requires states to implement electronic visit verification for all HCBS provided under Medicaid.[footnoteRef:33] States also must implement safeguards, such as “implementing payment review procedures to ensure that the services for which payment is made have been rendered in accordance with the service plan and the conditions that the state has placed on the provision of such services.”[footnoteRef:34] [33:  Centers for Medicare & Medicaid Services. Electronic Visit Verification (EVV) Certification Version 1.0. October 2019. https://www.hhs.gov/guidance/sites/default/files/hhs-guidance-documents/01%2520evv%2520certification%25201.0%2520guidance.pdf. Accessed November 29, 2023.]  [34:  Instructions Technical Guide and Review Criteria (cms.gov)] 

Finally, CMS and states are collaborating to capture data on many quality measures relating to performance evaluation and measurement, evidence-based practices, and promoting a person-centered outcome measurement.[footnoteRef:35] These measures include “claims-based measures and measures that require assessment or other beneficiary records” and “existing beneficiary surveys used by states to assess beneficiary experience of care.”[footnoteRef:36] As part of this effort, many states have processes in place for evaluating and reporting critical events or incidents. CMS also requires states to evaluate the effectiveness of the program every five years. Though more could be done to incorporate health outcomes into the quality evaluation approach, HCBS waivers are much further along in standardizing data collection, training and certifying providers, including non-clinical service providers, and tracking and comparing quality than in-home support services provided as MA supplemental benefits.
 [35:  Home and Community-Based Services (HCBS) Quality | Medicaid]  [36:  Centers for Medicare & Medicaid Services. SMD# 22-003 RE: Home and Community-Based Services Quality Measure Set. July 21, 2022. Available at: https://www.medicaid.gov/sites/default/files/2022-07/smd22003.pdf. Accessed November 29, 2023.] 

Recommendations for Validating Value of MA Supplemental Benefits
To promote continued innovation and value in the Medicare Advantage program and validate results, Congress and the Biden Administration should consider the following policy changes to strengthen the supplemental benefits program:
· Create new rules pertaining to the use of independent contractors for MA supplemental benefits, which, at a minimum, should address their use for in-home support services. Such guidance should outline requirements for employee training and background checks, quality assessments conducted by the hiring entity, electronic visit verification, and the use of person-centered planning assessments.
· Work with plans to establish a process for certification and credentialing for some non-clinical service providers of supplemental benefits. This approach may be appropriate for some non-clinical service providers but inappropriate for others. Where possible, CMS should rely on existing state-regulated certification frameworks with standards for training and quality assessment.
· [bookmark: _Hlk151448606]Mandate and standardize reporting requirements for MA supplemental benefits encounter data. Data collection should be conducted in a manner that easily enables cross-system analysis of use, spending, and health outcomes. In addition, consider creating a composite metric for evaluating the impact across all Medicare Advantage supplemental benefits.
Conclusion
Seniors often choose a Medicare Advantage plan because they appreciate having access to supplemental benefits. CMS has taken strides to enhance flexibility and increase choice in ways that meet the needs of beneficiaries. The programs are growing and promoting value that will advance the health of beneficiaries; however, the regulatory framework has not kept pace, and CMS is missing the opportunity to evaluate the impact of the growing litany of supplemental benefits available.
Beneficiary demand for—and inconsistent data collection and oversight of—promising supplemental MA benefits has created a $70 billion black box that should be illuminated and strengthened using established accountability measures from the Medicaid program. Congress and the Biden Administration should consider the three recommendations included in this report to promote value in supplemental benefits and ensure the health and well-being of beneficiaries.
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New Offerings of Primarily Health Related Benefits or SSBCI


2020	
Expanded Primarily Health Related Benefits	626	2023	
Expanded Primarily Health Related Benefits	2207	Number of Plans





Growth in Payments to MA Plan


2018	
Spending Per Beneficiary	1140	2023	
Spending Per Beneficiary	2350	Average MA Payment 
Per Beneficiary
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