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A growing share of Medicare beneficiaries receives their care through Medicare Advantage plans.  Under such 

arrangements, plans offer an integrated benefit package that: combines Medicare Parts A and B, and usually 

also Part D; typically reconfigures cost-sharing; and often includes benefits not included in traditional 

Medicare.  Medicare Advantage plans have proven increasingly popular with Medicare beneficiaries, partly 

because they offer ñone stop shopping,ò and their premiums are typically lower than the costs of stand-alone 

prescription drug plans combined with Medigap or othe r supplemental insurance.  The number of Medicare 

beneficiaries enrolled in Medicare Advantage plans has more than tripled over the past decade, from about 5.3 

million in 2005 to 17.6 million in 201 6, and is projected to continue growing over the next decade.1 

Despite the growth of the program, relatively little is known about size and scope of provider networks in 

Medicare Advantage plans.  While beneficiaries in traditional Medicare can seek care from any provider 

participating in Medicare (virtually all hospitals and physicians), Medicare Advantage plans generally restrict 

coverage (except in emergencies) to affiliated network providers.  Although practices vary, Health Maintenance 

Organizations (HMOs), the most common form of Medicare Advantage plan, generally require beneficiaries to 

receive care from a provider in the network in order to have the cost of the care covered.  Beneficiaries enrolled 

in Preferred Provider Organizations (PPOs) can receive care from providers outside of their planôs network and 

have the plan cover the cost of the care, but the cost-sharing for care received outside the network is typically 

higher than what beneficiaries would pay if they received the care from an in -network provider.   

Beneficiaries can choose a plan or switch between Medicare Advantage and traditional Medicare once a year, 

during the annual open enrollment period between October 7 and December 15, and the change is effective 

beginning the following January 1.  Medicare Advantage plans are allowed to change their networks at any time 

during the calendar year; beneficiaries are not allowed to change plans outside of the open enrollment period, 

unless they are granted an exception by the Centers for Medicare and Medicaid Services (CMS) if they had, for 

example, an ongoing existing relationship with a terminated provider. 2   

People on Medicare have said that when considering Medicare Advantage plans, access to certain hospitals and 

doctors is a top priority for them. 3  Additionally, the structure of provider networks  can influence the way in 

which beneficiaries access care, and network adequacy is one of the criteria used by CMS to evaluate plans 

before they are approved.  CMS requires plans to include a specified number of doctors, hospitals, and other 

providers with in a particular driving time and distance, 4 but it is unclear how well these requirements are 

enforced.  Further, according to CMS, Medicare Advantage plans have less prescriptive provider requirements 

than Qualified Health Plans (QHPs) or Medicaid Managed Care Organizations (MCOs), and are required to 

include fewer data elements in their provider directories .5   

In a recent investigation, t he Government Accountability Office (GAO) identified several serious deficiencies in 

CMSôs oversight and enforcement of network requirements for Medicare Advantage plans, and strongly 

recommended greater scrutiny of the plansô networks.6 The GAO found that CMS reviews less than 1 percent of 

all networks and does little to assess the accuracy of the network data submitted by the plan.  The GAO report 

found that CMS relies primarily upon complaints from beneficiaries and their caregivers to identify any 

problems with networks and does not assess whether plans that are renewing their current contracts  continue 

to meet the network requirements .   
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This report is the first broad -based study of how provider networks are structured in Medicare Advantage.  

Although some historical work examined provider networks across different payers, these studies are old and 

relatively limited i n the information they provide. 7  More recent work has focused on health plans participating 

in exchanges under the Affordable Care Act (ACA), rather than Medicare Advantage.  These more recent 

studies found that the scope of networks varies across the country, that some plans in the exchanges have 

networks that are substantially narrower than plans in the commercial markets, that HMOs have narrower 

networks than PPOs, and that plans with narrower networks may have lower premiums than plans with 

broader networks.8  One study also found that narrow network plans are less likely than broader plans in the 

exchanges to include an Academic Medical Center in the network.9  Plans offered in ACA exchanges with 

narrower networks of hospitals have not been found to have lower measures of quality or accessibility than 

broader network plans,10 but one survey showed that consumers in exchange plans with narrow hospital 

networks are less satisfied with their plan than consumers in plans with broader networks. 11   

Multiple  studies also have documented problems with the accuracy, clarity, and ease of use of provider 

directories for both plans in the exchanges and Medicare Advantage plans, including one study that found that 

only about half of dermatologists listed in Medicar e Advantage plansô provider directories actually accepted the 

plan and could be contacted based on information provided in the directory. 12  While this study did not set out 

to examine the accuracy of provider listings, we encountered a number of issues related to the accuracy and 

reliability of provider directories in the course of our research (see end of the Results  section). 

This report examines the size and composition of Medicare Advantage plansô networks, focusing on hospitals.  

It presents data based on 20 diverse counties that account for 14 percent of all Medicare Advantage enrollees.  

The report addresses three key questions: 

1) What share of Medicare Advantage plans have broad, medium, or narrow hospital networks, based on 

the share of hospitals and hospital beds included in the plan network, and to what extent does this vary 

across counties? 

2) Do Medicare Advantage plans typically include Academic Medical Centers and NCI-Designated Cancer 

Centers when one is located in the county?  

3) What is the relation ship between network size and other plan features, including premiums, quality star 

ratings, per capita Medicare spending, parent organization, and plan tax status?  
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We describe here the main elements of the study design.  For a more detailed description of the study methods, 

see the Appendix . 

This study examined Medicare Advantage 

plans available in 2015 in 20 counties 

(Figure  1).  The county is the smallest 

area, in general, that a Medicare 

Advantage plan must cover.  Counties 

vary greatly in size and may not be the 

best metric to assess the health care 

market of particular locales.  However, an 

analysis at the county level provided the 

most complete set of data available for 

this type of analysis, as well as a 

reasonable snapshot of the health care 

market accessible to beneficiaries in that 

region. 

The counties included in this study were 

chosen to encompass a sizeable share of Medicare Advantage enrollees, to be geographically dispersed across 

the country, and to range in per capita Medicare spending, the number of plans offered to Medicare 

beneficiaries, and Medicare Advantage penetration rate.  They include large, urban areas with Medicare 

Advantage markets led by national firms (e.g., UnitedHealthcare) and local firms (e .g., UAB Health System). 

Together, these counties represent 14 percent of all Medicare Advantage enrollees in 2015.   

Only HMOs and local PPOs were included in the analysis because the other types of Medicare Advantage plans 

either do not have networks (e.g., some private fee-for -service plans), or networks that are structured to cover 

areas larger than a county (e.g., regional PPOs), or are paid in unique ways that influence providers available to 

beneficiari es (e.g. cost plans).  The analysis also excluded Special Needs Plans (SNPs), employer-sponsored 

group plans, and other plans that are not available to all Medicare beneficiaries.  In total, across the 20 

counties, we included 409 plans, 307 HMOs and 102 local PPOs.  Among the 307 HMOs, 10 were closed panel 

HMOs, with physicians or groups of physicians directly employed by the HMO, and the remainder were open 

panel HMOs.  Together, these plans enrolled 1.6 million Medicare beneficiaries in 2015, 92 percent of whom 

were in HMOs and 8 percent of whom were in PPOs.  Both HMOs and local PPOs were available in all 20 

counties, with the exception of Los Angeles where only HMOs were available to Medicare beneficiaries.  
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Provider directories were the primary source of data used for the study.  The directories were gathered between 

November and December 2014, to coincide with the Medicare Annual Election Period for 2015, and were either 

downloaded from the companyôs website in a PDF format, when possible, or using a searchable directory 

embedded in the company website.  The information extracted from this data was complemented with other 

information available on these plans and counties in CMSôs Medicare Advantage Enrollment file for March 

2015 and Landscape file for 2015, and the American Hospital Associationôs (AHA) 2014 survey of hospitals. 

All short -term general hospitals in the 20 counties included in the study, and their characteristics, were 

identified using data from the AHA 2014 survey of hospitals.  (To support sensitivity analyses, hospitals in the 

adjacent counties were also identified.)  Veterans Health Administration hospitals and childrenôs hospitals 

were excluded because of their unique financing or population focus.  Two basic measures of network size were 

constructed for each health plan by county: (1) the share of hospitals in the county included in the directory , 

and (2) the share of hospital beds in the county associated with the hospitals included in the directory.  

This study categorized networks into one of four sizes based on the share of hospitals in the county that were 

included in the directory: broad (70% or more of the hospitals), medium (30 -69% of hospitals), narrow (10-

29% of hospitals), and ultra-narrow (less than 10% of hospitals).  Only one other study we know of, conducted 

by McKinsey & Company, categorized networks by the share of hospitals in the county included in the network 

(Table 1 ).13  Broad networks were defined consistently in both studies, but narrower networks were classified 

and labeled somewhat differently here.  

The McKinsey & Company study examined the size of the networks of plans offered in the ACA exchanges, and 

categorized networks into one of three network sizes.  The difference between the categories used in this study 

and the McKinsey study is that this study includes a category for medium-sized networks.   That is, this study 

uses the term ñmediumò to describe the size of networks that McKinsey described as ñnarrow.ò 

 

0-9% Ultra-Narrow

10-29% Narrow

30-69% Medium Narrow

70%+ Broad Broad

Ultra-Narrow

SOURCE: Kaiser Family Foundation analysis and Bauman N, Bello J, Coe E, and Lamb J. 

òHospital networks: Evolution of the configurations on the 2015 exchanges,ó McKinsey & 

Company, April 2015.  



Medicare Advantage Hospital Networks: How Much Do They Vary?  6 

This study examined the presence of two specific types of hospitals in plan networks:  teaching hospitals and 

cancer centers.  Academic Medical Centers and minor teaching hospitals were identified based upon data from 

the AHA 2014 survey of hospitals.  Each of the 20 counties had at least one Academic Medical Center within its 

borders, 11 of which included more than one, including Cook County with 12 Academic Medical Centers and 

Los Angeles County with 8 Academic Medical Centers.  All but one of the counties (Mecklenburg) included at 

least one minor teaching hospital.     

Cancer centers designated by the National Cancer Institute (NCI) were identified through the list of centers on 

the NCI website, and cancer centers accredited by the American College of Surgeons (ACS) were identified 

based upon data from the AHA 2014 survey of hospitals.  Fifteen of the 20 counties in the study had at least 

one NCI-Designated Cancer Center within the borders of the county, including Cook, Harris, and Los Angeles 

counties that had more than one NCI Cancer Center, and all but one of the counties (Pima) had at least one 

hospital with an ACS-accredited cancer program.   

This study has some limitations. Notably, counties vary in size and do not necessarily provide a good measure 

of the natural market fo r the health plan and all of its enrollees. The study also focuses on large, urban areas, 

and does not provide information about plansô networks in rural areas that have both fewer beneficiaries and 

providers.  In many cases, physicians, not the beneficiary, may be key drivers in the choice of health plan and 

this analysis provides no information on the effective match between the breadth of physician networks and 

hospital networks. Hospital care also is increasingly complex and varied, and a general analysis of hospital 

networks provides limited insight into the availability of particular services the enrollee may need and where 

these services are best performed in any given community.  Ultimately, what may be important to beneficiaries 

is the availability and quality of providers in their planôs network, and not necessarily the size of the network. 
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Counties included in this study differed in size and the number of hospita ls, ranging from a high of 106 in Los 

Angeles County to a low of 8 in Multnomah County (Table A1).  All of the Medicare Advantage plans in this 

study engaged in some selectivity in hospitals included in their network, but the share of hospitals included 

varied across plans, counties, and types of Medicare Advantage plans. 

On average, plans included about half 

(51%) of the hospitals in the county in 

their network  in 2015.  About one-quarter 

(23%) of Medicare Advantage plans were 

classified in our analysis as having broad 

networks, meaning that they included at 

least 70 percent of the hospitals in the 

county (Figure  2).  Most plans (61%) 

had medium sized networks, with 

between 30 and 69 percent of hospitals in 

the county. About one in six Medicare 

Advantage plans (16%) had narrow 

hospital networks, meaning that they 

included less than 30 percent of all 

hospitals in the county.  This includes 8 

plans (2%) that had less than 10 percent 

of the hospitals in the county within their 

network.  Three of these 8 plans (in 

Multnomah and Fulton counties) did not 

include any hospitals within county 

borders but included hospitals in 

neighboring counties.14 

The share of a countyôs hospitals included 

in plansô networks, on average, ranged 

from 33 percent in Harris C ounty to 79 

percent in Mecklenburg County (Figure 

3 and Table A2 ).  These hospitals 

accounted for 61 percent of all hospital 

beds in the county, ranging from 38 

percent in Los Angeles County to 94 percent in Mecklenburg.  Measuring the breadth of the plan networks by 

the share of hospitals versus by the share of hospital beds included in the plan yielded similar results, such that 

plans with less than 30 percent of the hospitals in the county (narrow networks) had 26 percent of the hospital 

beds and similarly, plans with 70 percent or more of the hospitals in the county (broad networks) tended to 

include approximately 89 percent of the hospital beds in the county.  
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Figure 3
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The breadth of hospital networks, and the 

availability of broad, medium, and 

narrow network p lans, varied greatly 

across the 20 counties included in the 

study (Figure  4 and Table A1). Plans 

with broad networks were available in 11 

of the 20 counties, and comprised at least 

half of the plans available in 4 counties 

(Milwaukee, Cuyahoga, Erie, and 

Mecklenburg), including one county 

(Mecklenburg) in which all plans had 

broad networks of hospitals.  However, in 

nine of the 20 counties, beneficiaries did 

not have access to a broad network plan.  

In 12 of the 20 counties, one or more 

Medicare Advantage plans had narrow 

networks, including more than one -third of plans in 3 counties (Multnomah, King, and Harris).   

The share of narrow network plans in a county does not appear to be related to the number of hospitals in the 

county.  While some of the counties with narrow network plans, such as Multnomah, have relatively few 

hospitals, other counties with narrow network plans, such as Los Angeles and Harris counties, have many 

hospitals.  For example, three plans in Los Angeles County included only 5 of the 106 hospitals in the county 

and one plan in Harris County included only 2 of the 70 hospitals in the county.   

Per capita Medicare spending does not appear to be associated with the size of hospital networks offered by 

plans in a given county. The presence of narrow network plans does not appear to be related to whether per 

capita Medicare spending is relatively high or low in the county .  For example, narrow networks plans are 

available in Miami -Dade and Harris counties , both of which have historically had very high per capita Medicare 

spending, and in Multnomah and Erie count ies, which have historically had low per capita Medicare spending.  

In each of the 20 counties, regardless of per capita Medicare spending, beneficiaries have the option of 

enrolling in a plan that does not have a narrow network.   This finding suggests that plans in high-cost areas are 

no more likely than those in low -cost areas to use limited provider networks to reduce their costs. 
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24% 24% 23%
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 The distribution of plans by network size 

is generally similar to the distribution of 

enrollees by network size, indicating that 

beneficiaries are neither 

disproportionately enrolled in broad 

networks nor narrow networks ( Figure  5 

and Table A1).  About one in six 

Medicare Advantage enrollees (16%) were 

in plans with narrow networks, two -

thirds (66%) were in plans with medium 

networks, and 18 percent were in plans 

with broad networks.  In most of the 

counties in the study, beneficiaries could 

choose only between broad and medium 

plans (5 counties) or between medium 

and narrow plans (7 counties).  (In 

Mecklenburg, beneficiaries could only choose among broad network plans, and in Davidson and Cook, 

beneficiaries could only choose among medium network plans.)  In 2 of the counties (Erie and Queens) with 

broad, medium and narrow networks, beneficiaries were disproportionately enrolled in broad network plans, 

but in the other 3 counti es (Fulton, Miami -Dade, and Multnomah), enrollment in broad network plans was 

relatively proportionate to the availability of broad network plans in the county.  

HMOs tend to have narrower hospital 

networks than PPOs, across the 20 

counties studied (Figure  6). In most 

counties, a larger share of local PPOs had 

broad networks, and a larger share of 

HMOs had narrow networks ( Tables A3  

and A4 ). 
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Since about three-quarters of the plans 

included in this study were HMOs, HMOs 

comprised the majority of plans across all 

network sizes (Figure  7).  However, a 

disproportionately large share (85%) of 

narrow and ultra -narrow network plans 

were HMOs (either closed panel or open 

panel HMOs) while only two -thirds of 

broad network plans were HMOs.  

Similar ly, PPOs comprised a smaller 

share of narrow network plans (15%) than 

broad network plans (34%). 

In some cases, HMOs and local PPOs 

offered by the same firm in a market 

shared the same network, although the 

structure of PPOs provides some coverage for the cost of care at hospitals not in the network.15  About one-third 

(37%) of local PPOs shared a provider network (and provider directory) with at least one HMO offered by the 

same firm. 

Most HMOs have open panel designs in 

which the parent organization has non-

exclusive contracts with a range of 

providers located in the area, and the 

providers typically accept multiple 

insurers.  A small share of HMOs have 

closed panel designs in which the parent 

organization has exclusive contracts with 

physicians (employed either directly or in 

groups) and sometimes also owns 

hospitals or contracts with hospitals in 

other ways that result in more centralized 

hospital capacity. While the data available 

to distinguish between closed and open 

panel HMOs are limited, such data 

suggest that only ten plans in our study 

had closed panel designs (Figure  8  and Table A5 ).  Five of the ten plans were offered by Kaiser Permanente 

in Los Angeles, Multnomah, and Fulton, and typically had narrower networks than other plans, consistent with 

their design.  The other five closed-panel HMOs were offered by Group Health Cooperative in King County and 

Leon Medical Centers in Miami -Dade County, both of which included a larger share of hospitals in the county 

than Kaiser Permanente. 
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Open Panel HMOs
Total = 297 plans

Local PPOs
Total = 102 plans

Total
Total = 409 plans

Figure 8
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NOTE: Percentages may not sum to 100% due to rounding.
SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.

Distribution of HMOs and Local PPOs by Network Size
The vast majority of narrow network plans are HMOs

Figure 7
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With the exception of Leon Medical Centers, which had a medium-sized network, all of the other nine closed-

panel HMOs had narrow or ultra -narrow networks (as compared to only 16 percent of open-panel HMOs).  

However, closed-panel HMOs comprised a small share of all narrow or ultra -narrow network plans, and only 

nine of the 67 plans with narrow or ultra -narrow networks (13%) were closed panel HMOs (Figure  8 ).   The 

fact that closed-panel HMOs typically have narrow networks is by design; they often operate as systems of care, 

where the hospitals are often owned by the parent company and used primarily if not exclusively by members. 

Despite the comparatively narrow networks of many of these closed-panel HMOs, they generally attract a 

relatively large number of beneficiaries. 

While high quality medical care can be provided in a variety of hospital settings, some conditions can benefit 

from care provided in certain types of facilities.  Access to specialized medical care is also important to many 

Medicare beneficiaries since about one-quarter (26%) of Medicare beneficiaries are in fair or poor health and 

45 percent have four or more chronic conditions.16  Academic Medical Centers are more likely than minor 

teaching hospitals or other hospitals to have physicians specializing in rarer conditions or operations, such as 

liver or bone-marrow transplants, autoimmune disorders such as lupus, or other complex medical conditions.  

Academic Medical Centers are also more likely to conduct more surgeries, such as heart surgery, for which 

better outcomes have been linked to higher volumes of surgeries.  Both Academic Medical Centers (also known 

as major teaching hospitals) and minor teaching hospitals have residency and/or internship training programs 

(or medical school affiliation reported by the American Medical Association) but , unlike Academic Medical 

Centers, minor teaching hospitals are not members of the Council of Teaching Hospitals. 

Access to high quality cancer treatment is also important to many Medicare beneficiaries since the incidence of 

cancer is more than 10 times higher among people ages 65 and older than among younger people.17  To gain 

insight into the type of cancer treatment available to Medicare Advantage enrollees, this study examined access 

to cancer centers designated by the National Cancer Institute (NCI) and hospitals accredited by the American 

College of Surgeons (ACS).  The NCI has designated 69 cancer centers in 35 states as NCI-Designated Cancer 

Centers in recognition of their leadership and resources in the development of more effective approaches to 

prevention, diagnosis, and treatment of cancer, and many but not all of these centers are affiliated with 

Academic Medical Centers.  The ACS Commission on Cancer accredits cancer programs within hospitals that 

meet ACS quality and service standards, and this accreditation is designed to be an indicator of higher quality 

cancer care. 
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More than three-quarters (80%) of all 

Medicare Advantage plans analyzed in 

this study included at least one Academic 

Medical Center in the county in its 

network of hospitals, including 78 

percent of HMOs and 88 percent of PPOs 

(Figure  9).  Another 6 percent of plans 

included an Academic Medical Center in 

the adjacent county but not in the county 

studied (not shown).  In total, 86 percent 

of plans included an Academic Medical 

Center in the primary county or in a 

bordering county.  Additionally, the vast 

majority of plans (92%) included at least 

one minor teaching hospital in the 

county, including all of the plans in 14 

counties. In 15 of the 20 counties, more than three-quarters of the plans included an Academic Medical Center, 

including 7 counties in which all of the plans included an Academic Medical Center in the provider network 

(Table A6 ).  However, in 2 counties (Jefferson and Multnomah), less than half of all Medicare Advantage 

plans included the Academic Medical Center in the county. 

Larger plans were more likely to include an Academic Medical Center, on average, and as a result a somewhat 

larger share (91%) of Medicare Advantage enrollees are in a plan that includes an Academic Medical Center in 

its network.   

The vast majority (92%) of broad network 

plans included an Academic Medical 

Center, while a much smaller share of 

plans with narrow networks (51%) 

included an Academic Medical Center 

(Figure 10 ).  In most counties, a larger 

share of plans with broad networks than 

plans with narrow networks included at 

least one Academic Medical Center 

(Table  A7). 
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SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.  

Share of Plans Including an Academic Medical Center in 
the Hospital Network, by County
More than three-quarters of plans included at least one Academic Medical Center in the county

Figure 9
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Figure 10
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NCI-Designated Cancer Centers tend to have greater access to clinical trials, especially early-stage clinical 

trials, than community hospitals and other treatment centers.  While many hospitals in a community are likely 

to be able to treat multiple types of cancer, access to NCI Cancer Centers may be particularly relevant to 

beneficiaries with rarer cancers, more advanced-stage cancers, or other unique complicating conditions. 

NCI -Designated Cancer Centers.   

Among the 15 counties with an NCI 

Cancer Center, 15 percent of Medicare 

Advantage plans listed the NCI Cancer 

Center in the provider directory, 43 

percent of plans included the Academic 

Medical Center with which the center was 

affiliated (but did not explicitly indicate 

that the cancer center was included), and 

41 percent did not include the NCI Cancer 

Center in the county among providers 

listed in the directory ( Figure  11 and 

Table A7 ). 

In 6 of the 15 counties with an NCI 

Cancer Center, the majority of Medicare 

Advantage plans did not include the NCI 

Cancer Center in its provider network 

(Figure  12). 

This lack of clarity as to whether an NCI 

Cancer Center is included in a planôs 

provider network may be attributable to 

the considerable variation in the way in 

which the cancer centers are listed in the 

plansô provider directories.  For example, 

the Huntsm an Cancer Institute in Salt 

Lake County is affiliated with the 

University of Utah and is located across 

the street from their main Academic 

Medical Center.  Some of the provider 

directories for Medicare Advantage plans 

offered in Salt Lake County list Hunt sman Cancer Center explicitly, in addition to listing the University of Utah 

Medical Center, but other provider directories only list the University of Utah Medical Center, and do not 

mention the Huntsman Cancer Institute. In these situations, it is unclea r whether a Medicare beneficiary can 

assume that coverage of care at the Academic Medical Center includes care at the affiliated cancer center, and 

the answer most likely varies across plans.   

NOTE: AMCs are Academic Medical Centers. Excludes 5 counties (Clark, NV; Milwaukee, WI; Queens, NY; Miami-Dade, FL; and 
Mecklenburg, NC) that did not have a NCI Cancer Center within the county borders. Percentages may not sum to 100% due to rounding.
SOURCE: Kaiser Family Foundation analysis ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ 15 counties, 2016.  

Share of Plans Including NCI Cancer Centers in Provider 
Networks

Definitely 
Included 

(NCI Cancer Center 

in network)

15%

Possibly Included 
(NCI Cancer Center not in 

directory; affiliated AMC in 

network) 

43%

Not Included 
(NCI Cancer Center not 
mentioned; no affiliated 

AMC in network)

41%

Total = 306 plans across 15 counties

More than one-third of plans do not include the NCI Cancer Center in the provider network

Figure 11
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Share of Plans Including the NCI Cancer Center in 
Hospital Networks, by County

NOTE: AMCs are Academic Medical Centers. Excludes 5 counties (Clark, NV; Milwaukee, WI; Queens, NY; Miami-Dade, FL; and 
Mecklenburg, NC) that did not have a NCI Cancer Center within the county borders. Percentages may not sum to 100% due to rounding.
{h¦w/9Υ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ мр ŎƻǳƴǘƛŜǎΣ нлмсΦ  

In at least 6 counties, the majority of plans do not include the NCI Cancer Center in the county

Figure 12
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NCI Cancer Centers were less likely to be 

included in plans with narrow networks 

than plans with broader networks 

(Figure  13).  These results were 

generally consistent across the counties. 

Even when NCI-Designated Cancer 

Centers are excluded from the provider 

network, plans may choose to selectively 

refer enrollees to them, when 

appropriate, although it is beyond the 

scope of this analysis to assess the extent 

to which these referrals occur. Contract 

negotiations with cancer centers can be 

complex, particularly when a cancer 

center is in a strong negotiating position , 

which may explain why many plans do not include them in the plan networks.  

ACS-Accredited Cancer Programs.   

The vast majority of plans (94%) included 

at least one hospital with a cancer 

program accredited by the ACS 

Commission on Cancer.  A larger share 

(21%) of narrow network plans than 

medium (4%) or broad network plans 

(0%) did not include at least one hospital 

with a cancer program accredited by the 

ACS (Figure  14).  Plansô inclusion of 

hospitals with ACS-accredited cancer 

programs also varied somewhat across 

counties.  In 13 counties, every plan 

included at least one hospital with an 

ACS-accredited cancer program, while 12 

percent of plans in Los Angeles did not 

include such a hospital in their network; however, in all counties, most of the plans  without a hospital with an 

ACS-accredited cancer program had narrow networks.   

Overall, 3 percent of plans had neither a hospital with an ACS-accredited cancer program nor an NCI Cancer 

Center in their provider network. While few beneficiaries are evaluating provider networks based on their 

access to cancer centers, if beneficiaries wanted to know whether a network included hospitals affiliated with 

an NCI Cancer Center or hospitals with ACS-accredited cancer programs, they would need to use data sources 

other than the provider directory because these designations are not indicated in the directories. 
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48%

43%
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48%

48%
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75%

43%

4%

Average Narrow Networks
(0-29%)
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(30-69%)
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(70-100%)
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NOTE: Percentages may not sum to 100% due to rounding.
SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ 15 counties, 2016.

Share of Plans Not Including an NCI Cancer Center, by 
Network Size
A much larger share of narrow network plans do not include the NCI Cancer Center

Figure 13
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SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.

Share of Plans Not Including a Hospital With a Cancer 
Program Accredited by the ACS, by Network Size
A larger share of narrow network plans do not include a hospital with a cancer program 
accredited by the ACS

Figure 14
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For specialty care more broadly, unless the affiliate is explicitly mentioned in the provider directory, it is 

unclear whether a hospitalôs affiliates are also covered by a plan, or whether coverage is restricted to acute care 

hospitalization at the specific hospital listed in the directory.  For example, it is often unclear as to whether a 

hospitalôs affiliated heart center, rehabilitation center, or womenôs center is included in the plan network that 

includes the main, acute care hospital.  This lack of clarity makes it difficult for beneficiaries to determine 

which affiliated providers would be in a planôs network.     

Average premiums for Medicare 

Advantage plans generally increased with 

the size of the network (Figure  15).  The 

average premium for Medicare Advantage 

plans with broad networks ($51 per 

month) was almost 50 percent higher 

than the average premium for narrow 

network plans ($3 5 per month).  

However, the correlation between 

premiums and network size disappeared 

after comparing networks within plan 

types.  Among HMOs, the average 

premium for narrow network plans ($36 

per month) was the same as the average 

premium for broad network plans.  

Among PPOs, the average premium for narrow network plans is much lower ($28 per month) than for medium 

network plans ($87 per month) and broad network plans ($79 per month).  However, since only 10 local PPOs 

had narrow networks, more research with a larger sample of narrow network local PPOs is needed to confirm 

these findings.  Overall, premiums varied more between HMOs and local PPOs than by network size.  
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Broad and narrow network HMOs have similar average premiums

Figure 15
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The size and composition of the plansô 

provider networks are not  used by CMS to 

assign star quality ratings to the plans; 

however, the ratings may nonetheless be 

correlated with the size of the networks if 

the hospitals excluded from the narrower 

networks had either a positive or negative 

effect on plan ratings.  Overall, the 

average star quality ratings for narrow 

network plans (4.1 stars) were similar to 

the average ratings for medium or broad 

network plans (3.7 and 3.9 stars, 

respectively; Figure  16).   

Within counties, the relationship between 

plan ratings and network sizes was 

inconsistent.  In some counties, narrow network plans had higher average quality ratings than medium or 

broad network plans, but in other counties the narrow network plans had lower average quality ratings.  

Among local PPOs, the average plan ratings generally increased with the size of the network, and plans with 

broader networks had somewhat higher average ratings (4.1 stars) than plans with narrow networks (3.6 stars).  

However, more research with a larger sample of narrow network local PPOs is needed to confirm these findings 

since only 10 local PPOs in our study had narrow networks.  Among HMOs, there was a different dynamic 

between plan ratings and the size of the network, and narrow network HMOs had higher plan ratings (4.1 stars) 

than HMO s with broad networks (3.8 stars).  Taken as a whole, the relationship between plansô quality ratings 

and the size of plansô networks is likely more closely related to factors other than the size of plansô networks. 

Among the firms offering plans in these 20 counties, none were more likely than others to have narrow 

networks in multiple counties, with the exception of Kaiser Permanente, which only has narrow hospital 

networks (Table A8 ).  For example, while Humana included more than 70 percent (broad network) of the 

hospitals in Mecklenburg, it had narrow provider networks in 5 counties (Harris, Los Angeles, Multnomah, 

Queens, and Salt Lake) and medium networks in 12 other counties.  Likewise, some Blue Cross Blue Shield 

(BCBS) affiliated plans had broad hospital networks in some counties (e.g., Cuyahoga, Miami-Dade), but had 

narrow hospital networks in other counties (e.g., Harris).   

Interestingly, among plans with the same name that were offered in multiple counties, the  size of the plan 

network often varied across counties.  For example, the Humana Choice plan in Multnomah, Oregon included 

only 13 percent of the hospitals in the county, whereas the Humana Choice plan in Cuyahoga, Ohio included 70 

percent of the hospitals in the county.  As a consequence, enrollees cannot use the firm or the plan name as a 

signal about the size of the plan network. This finding also suggests that local market characteristics typically 

are a stronger influence on network design than particular firm philosophies.  
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SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.

Broad and narrow network HMOs have similar average star quality ratings
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The size of the hospitals (measured by the number of beds) included in provider networks could provide some 

information about the planôs capacity to provide inpatient care to enrollees, and may have some relationship to 

the quality of care and enrolleesô satisfaction with their care, although the evidence for this is mixed.  Several 

studies have found that larger hospitals have lower mortality rates than smaller hospitals; 18 however, patients 

have also rated lower their satisfaction with the care received at large hospitals than at smaller hospitals.19 

Across the 20 counties, Medicare 

Advantage plans were more likely to 

include larger hospitals (400 beds or 

more) than smaller hospitals (less than 

100 beds).  While 17 percent of all 

hospitals in the 20 counties were large 

hospitals, they accounted for 29 percent 

of all hospitals in the plansô provider 

networks (Figure  17).   

Similarly, while 29 percent of all hospitals 

were small, these hospitals accounted for 

only 14 percent of the hospitals in the 

plansô provider networks.  These findings 

were generally consistent at the county-

level, and, in all counties, large hospitals 

were either over-represented or proportionately represented in plan networks.   

Network size did not appear to be correlated with the size of the hospitals included in the network.  Large 

hospitals comprised more than one-third of hospitals in both narrow an d broad network plans (37% and 35%, 

respectively), but a smaller share (23%) of hospitals in medium networks. 

Most hospitals operate on a not for profit basis, so it is not surprising that such hospitals also constitu ted most 

of the hospitals in plansô networks. However, relative to their prevalence in the counties, plan networks were 

less likely to include for -profit hospitals, which accounted for 39 percent of the hospitals in the counties, but 

only one-quarter (26%) of the hospitals in the plan networks.  These findings generally are consistent across 

the individual counties studied.  
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SOURCEΥ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.  

{ƘŀǊŜ ƻŦ IƻǎǇƛǘŀƭǎ !ǾŀƛƭŀōƭŜ ±ŜǊǎǳǎ LƴŎƭǳŘŜŘ ƛƴ tƭŀƴǎΩ 
Hospital Networks, by Hospital Size
Plan networks disproportionately include large hospitals

Figure 17
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In theory, a planôs tax status could 

influence the firmôs approach towards 

creating the planôs provider network, 

since not-for -profit plans may be able to 

dedicate a larger share of their revenue 

towards payments to providers and 

benefits for enrollees.  A larger share of 

not-for -profit plans (28%) than for -profit 

plans (21%) had broad hospital networks 

(Figure  18 ).  At the same time, a larger 

share of not-for -profit plans (22%) than 

for -profit plans (15%) had narrow or 

ultra -narrow hospital networks.  These 

findings greatly varied across counties, 

and not-for -profit plans did not 

consistently have narrower or broader 

networks than for -profit plans in the same county.  

 

{h¦w/9Υ YŀƛǎŜǊ CŀƳƛƭȅ CƻǳƴŘŀǘƛƻƴ ŀƴŀƭȅǎƛǎ ƻŦ aŜŘƛŎŀǊŜ !ŘǾŀƴǘŀƎŜ ǇƭŀƴǎΩ ƘƻǎǇƛǘŀƭ ƴŜǘǿƻǊƪǎ ƛƴ нл ŎƻǳƴǘƛŜǎΣ 2016.
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Provider directories are the main resource available to beneficiaries who want to know which providers are in 

the different networks of Medicare Advantage plans. Plans are required by CMS to make a provider directory 

available to all current and potential enrollees , but the CMS website used by consumers to compare plans does 

not include a link to plan directories or provide a tool that can be used by plan shoppers to check to see whether 

their preferred doctors or hospitals are included in plansô network s.  While this analysis focused only on 

hospitals, and not physicians or other providers, it adds to a growing body of literature that shows that provider 

directories currently have a number of problems that limit their value in helping to inform beneficiaries. These 

limitations generally fall into two categories: burden and accuracy of information.  

Plans are required to make their provider directory available to current and potential enrollees, and typically 

provide the information on the firmôs website.  In gathering information for our study, we found accessing and 

using these directories to identify provider networks to be challenging.  The plan websites varied in overall 

layout, the grouping of plans into provider directories, and the format in which the directory is available.  Some 

companies have only one directory that includes all of its HMO and PPO plans, others have separate directories 

for each individual plan, and some do not have a current directory available at all.      

As an example, in 2015, a Medicare beneficiary in Cook County, Illinois could choose from 19 HMO or local 

PPO Medicare Advantage plans, which had 10 unique provider networks offered by eight different firms.  Once 

beneficiaries go to the applicable firmôs website, locate the link to learn about plans offered in their area, and 

input some geographic information, they hav e access to information about the planôs provider network, but the 

information is not available in a consistent format across plans. In Cook County, seven of the 10 plan networks 

had a provider directory that could be downloaded as a PDF from the firm website.  For two networks (covering 

five plans), the only way to learn about the providers in the network was to search the firmôs online database by 

type of provider or facility to generate a list of providers.  For the one remaining network in Cook County ( one 

plan), the provider network was available as a separate downloadable list for each type of provider. 

Among the seven directories that were available as a PDF document in Cook County, the content and 

organization varies.  Three of the seven list the network pharmacies, while the other four have a separate 

document or require an online search to find pharmacy coverage.  Dental and vision services are also only 

included in three of the directories.  Information about other services, such as transplant faci lities or providers 

with translation capabilities, is included in some but not all directories.  One of the Cook County directories 

does not include a table of contents or index and is over 600 pages long.  (Similarly, other counties, such Los 

Angeles, have directories with page-counts in the thousands.)      

In all 20 counties included in this study, error s in the provider directories were common.  For example, some 

directories list facilities as acute-care hospitals when the faciliti es are actually outpatient centers or 

rehabilitation institutes.  Hospitals with the same address are frequently listed by different names across 

directories, often reflecting failures to update the directories when hospitals change their names or ownership.  

In other cases, there are blatant errors.  For example, a directory for a plan in Miami-Dade County lists Larkin 
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Community Hospital twice, once with the correct address and once with the address of St. Catherineôs 

Rehabilitation Hospital.  

One of the most obvious signs that some directories are not up-to-date is that some directories include 

hospitals that have been closed for several years.  In 2015, 11 out of the 231 directories examined in this study 

include hospitals that had been closed or torn down, including one directory that listed a hospital that had been 

closed since 2005.  Another planôs website provided a directory for its 2015 plan that stated it was last updated 

in August 2013.  A call to the planôs customer service line confirmed that all of the most current documents 

were posted online, but that the online search tool should be used for the most up-to-date information.   

Similarly, this study excluded seven plans offered by three companies because either a provider directory was 

not available for 2015 and the company declined to provide a directory when contacted, or the searchable 

directory embedded in the company website did not allow for information to be saved.  

Overall, while information about provider networks is available for the vast  majority of plans, finding the 

information often requires Medicare beneficiaries to invest significant time to locate the directories, many of 

which are inaccurate or incomplete, and none of which facilitate comparisons across multiple plans or firms.  
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This study documents, for the first time, considerable diversity in the breadth of hospital networks used by 

Medicare Advantage plansï an issue of potential importance to people on Medicare who say having access to 

specific hospitals and physicians is a high priority when choosing a plan.  Medicare Advantage plans are 

generally selective, with their networks including only a subset of the hospitals in the area.  The average size 

and composition of hospital networks varies within and  across counties.  Plans with broader hospital networks 

are more likely to include Academic Health Centers and NCI-approved cancer centers than plans with narrow 

networks.  In 9 out of the 20 counties in the study, broad network plans were not offered and beneficiaries in 

these counties can only select a Medicare Advantage plan with a narrow or medium -sized network . 

In general, hospital network size was not correlated with factors such as star quality ratings , plan premiums 

(for HMOs) , per capita Medicare spending, number of hospitals in the county, or specific firms. None of the 

firms (with the exception of Kaiser Permanente) were more (or less) likely than others to have broad or narrow 

network plans across counties.  The size of a planôs network  may instead be explained more by the ability of 

individual plans to negotiate favorable rates with hospitals in their service area, as well as other market 

conditions.  

While not the focus of this study, we encountered a number of issues in compiling this information that could 

pose challenges to consumers trying to determine the breadth of the hospital networks of Medicare Advantage 

plans offered in their area.  The Medicare Plan Finder does not include any information on provider networks.  

Plans are required to make network information available to consumers upon request, but CMS does not 

require plans to release this information in a uniform format, putting the burden on consumers to sort through 

directories and search tools to determine if a particular provider is in a given planôs network.  In the course of 

our research, it became clear that the directories used in this study were often riddled with errors, including the 

incorrect names or addresses for the hospitals, and other blatant mistakes such as the inclusion of hospitals 

that no longer existed.  

It is not entirely clear how the networks of Medicare Advantage and ACA marketplace plans compare.  

McKinsey & Company released a report in 2015 that examined the networks of plans offered in exchanges, 

using a similar but not identical taxonomy for classifying hospital network size.  Although the studies are not 

directly comparable because they used different methods (e.g., included different counties), this analysis 

suggests that a much smaller share of Medicare Advantage plans than exchange plans have broad hospital 

networks (23% of Medicare Advantage plans compared to 55% of ACA marketplace plans).20  Further research 

is needed to compare the size and scope of plan networks in Medicare, the ACA marketplace, Medicaid, and 

employer sponsored insurance. 

It is important to note that Medicare Advantage enrollees have the option of switching to traditional Medicare  

during the annual open enrollment period , and that traditional Medicare includes the vast majority of 

providers and arguably the broadest possible provider network.  Yet, switching between Medicare Advantage 

and traditional Medicare can be complicated by considerations such as the availability of Medigap plans and 

other supplemental coverage, and the need for a separate Part D drug plan.21  For these and other reasons, 

switching rates between Medicare Advantage and traditional Medicare are typically low .22   
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Policymakers could consider a number of options to improve the accuracy of information in the provider 

directories and the extent to which plans comply with network adequacy requirements .  CMS could, for 

example, review the provider directories more  frequently for errors and compliance with network adequacy 

requirements.  As noted by the GAO,23 CMS currently reviews less than 1 percent of all provider directories and 

does not routinely review the networks of plans that are renewing their current contract .  More frequent 

reviews by CMS could encourage plans to keep their director ies up-to-date and in compliance with CMS 

network requirements .   

Additionally, CMS has stated that Medicare Advantage plans have less prescriptive network adequacy 

requirements than the ACA Qualified Health Plans (QHPs) and Medicaid Managed Care Organizations 

(MCOs).  While these three programs serve different purposes and different populations,24 CMS may want to 

review areas in which Medicare Advantage requirements are more lenient,  and potentially beef up the 

requirements for Medicare Advantage plans and harmonize the requirements across the three programs, as 

CMS has suggested.25   

CMS could also take steps to make it easier for consumers to obtain and compare information about Medicare 

Advantage provider networks .  Medicare.gov could post on its Medicare Plan Finder each planôs provider 

network to make it easier for beneficiaries to access provider networks when they are comparing other features 

of Medicare Advantage plans.  CMS could require all plans to publish network information in a uniform f ormat 

and develop a consumer-friendly online tool with up -to-date information on each Medicare Advantage planôs 

provider network to facilitate plan comparisons.  CMS could also categorize the size of plansô networks to allow 

beneficiaries and their caregivers to use this information when selecting a plan.  While the size of the network 

would likely  not be the sole factor used to select a plan, it could be an important,  relevant consideration when 

deciding between two otherwise similar plans.     

Creating networks of providers is one of many strategies available to insurers to help control costs and manage 

the delivery of care, but narrow networks may also limit consumersô access to certain providers and increase 

the cost for care obtained out-of-network.  For Medicare Advantage enrollees who place a high value on having 

access to a particular set of providers, or a broad range of providers, the results of this study underscore why it 

is important for beneficiaries to review provider networks before choosing among Medicare Advantage plans, 

despite the difficulties of doing so. The study also underscores the need for accurate, readily available 

information to make it easier for consumers, insurance counselors and others to compare provider networks 

across plans, and for ongoing oversight of network requirements to meet the expected and unexpected health 

care needs of beneficiaries enrolled in Medicare Advantage plans.     
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This study examined Medicare Advantage plans available in 2015 in 20 counties: Allegheny County, PA; Clark 

County, NV; Cook County, IL; Cuyahoga County, OH; Davidson County, TN; Douglas County, NE; Erie County, 

NY; Fulton County, GA; Harris County, TX; Jef ferson County, AL; King County, WA; Los Angeles County, CA; 

Mecklenburg County, NC; Miami -Dade County, FL; Milwaukee County, WI; Multnomah County, OR; New 

Haven County, CT; Pima County, AZ; Queens County, NY; and Salt Lake County, UT.  The county is the 

smallest area, in general, that a Medicare Advantage plan must cover.  Counties vary greatly in size and may 

not be the best metric to assess the health care market of particular locales, but an analysis at the county level 

provided the most complete set of data available for this type of analysis as well as a reasonable snapshot of the 

health care market accessible to beneficiaries in that region.    

The counties were chosen so as to encompass a sizeable share of Medicare Advantage enrollees, be 

geographically dispersed across the country, include large, urban areas with many Medicare beneficiaries, 

include Medicare Advantage markets that are led by national firms (e.g., UnitedHealthcare) and local firms 

(e.g., UAB Health System), and range in per capita Medicare spending, number of plans offered to Medicare 

beneficiaries, and Medicare Advantage penetration rate (Table 2).  Together, these counties account for 14 

percent of all Medicare Advantage enrollees in 2015.   

 

 

Allegheny, PA Pittsburgh 247,434 62% 41% 1 1985 Yes Yes

Clark, NV Las Vegas 294,530 38% 51% 1 1985 Yes No

Cook, IL Chicago 769,309 17% 32% 1 1985 Yes Yes

Cuyahoga, OH Cleveland 241,669 37% 33% 2 1987 Yes Yes

Davidson, TN Nashville 89,800 42% 48% 1 1996 Yes Yes

Douglas, NE Omaha 75,402 23% 58% 2 1985 Yes Yes

Erie, NY Buffalo 185,347 56% 62% 4 1985 Yes Yes

Fulton, GA Atlanta 118,697 35% 33% 2 1997 Yes Yes

Harris, TX Houston 465,027 39% 21% 1 1988 Yes Yes

Jefferson, AL Birmingham 123,132 42% 39% 1 1994 Yes Yes

King, WA Seattle 283,171 34% 30% 3 1980 Yes Yes

Los Angeles Los Angeles 1,344,850 43% 40% 1 1985 Yes Yes

Mecklenburg, NC Charlotte 119,517 31% 39% 3 1985 Yes No

Miami-Dade Miami 420,702 62% 28% 1 1986 Yes No

Milwaukee, WI Milwaukee 145,125 41% 73% 2 1995 Yes No

Multnomah, OR Portland 110,238 58% 27% 4 1980 Yes Yes

New Haven, CT New Haven 153,214 28% 41% 1 1996 Yes Yes

Pima, AZ Tucson 187,732 46% 53% 3 1986 Yes Yes

Queens, NY New York City 326,376 43% 26% 1 1986 Yes No

Salt Lake, UT Salt Lake City 122,904 41% 43% 3 2003 Yes Yes

SOURCE: Kaiser Family Foundation analysis of CMS Medicare Advantage enrollment and landscape files for 2015.
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Only HMOs and local PPOs were included in the analysis because the other types of Medicare Advantage plans 

either do not have networks (e.g., some private fee-for -service plans), or networks that are structured to cover 

areas larger than a county (e.g., regional PPOs), or are paid in unique ways that influence providers available to 

beneficiaries (e.g. cost plans).  The analysis also excluded Special Needs Plans (SNPs), employer-sponsored 

group plans, and other plans that are not available to all Medicare beneficiaries.  In total, across the 20 

counties, we included 307 HMOs and 102 local PPOs. Among the 307 HMOs, 10 were closed panel HMOs, with 

physicians or groups of physicians directly employed by the HMO, and the remainder were open panel HMOs.  

Together, these plans enrolled 1.6 million Medicare beneficiaries in 2015, 92 percent of whom were in HMOs 

and 8 percent of whom were in PPOs. Both HMOs and local PPOs were available in all 20 counties, with the 

exception of Los Angeles County where only HMOs were available to Medicare beneficiaries. 

Provider directories were the primary source of data used for the study.  The directories were gathered between 

November and December 2014, to coincide with the Medicare Annual Election Period for 2015, and were either 

downloaded from the companyôs website in a PDF format, when possible, or downloaded using the searchable 

directory embedded in the company website.  The information extracted from these data was complemented 

with other informa tion available on these plans and counties in CMSôs Medicare Advantage Enrollment file for 

March 2015, CMSôs Medicare Advantage Landscape file for 2015, and the American Hospital Associationôs 

(AHA) 2014 survey of hospitals.   

Seven plans offered by three companies were excluded from the analysis because either a provider directory 

was not available for 2015 and the company declined to provide a directory when contacted, or the searchable 

directory embedded in the company website did not allow for information to be saved. 

Two counties from our sample include HMOs with tiered networks of hospitals.  The difference in tier 

designates a difference in co-pay for a hospital admission.  Consequently, even though all of the hospitals listed 

in the directory are considered ñin-network,ò the cost for a hospital stay will differ depending on the hospitalôs 

tier.  While the provider directories designate each hospitalôs tier, the information about the difference in cost-

sharing only can be found in the planôs Summary of Benefits document.   

The two plans with tiered networks were different with respect to the breakdown of the hospitals into more 

expensive and less expensive tiers and the disparities in cost-sharing for hospital stays between the two tiers. 

For the tiered network in Cook  County, the difference in co-pay between tier 1 and tier 2 is $50 per day for days 

1 through 4 ($200 total potential difference).  The less expensive tier (tier 1) only includes five hospitals, all 

owned by Advocate Health Care.  The majority of the hospitals in the network (22 facilities) are in tier 2, with 

the more expensive co-pay.  In contrast, most of the hospitals in Erie Countyôs tiered network plan are in the 

less expensive tier.  For this planôs tier A hospitals, there is a co-pay of $400 per admission, while tier B 

hospitals require a co-pay of $900 per admission.  However, only one of the networkôs eight hospitals in Erie 

County is in tier B.  For both of these plans with tiered networks, the analysis included all hospitals in either 

tier as in-network hospitals because in Cook County the difference in cost-sharing for hospitals in the two tiers 
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was relatively nominal and for the plan in Erie County, the set of hospitals in the second tier was deemed to be 

sufficiently small.  Overall, the inclus ion of hospitals in both tiers likely had a negligible effect on the results of 

the analysis. 

The data from the provider directories was inputted twice, by two independent people, and all discrepancies in 

the data entry were resolved by manually checking the relevant provider directory.  Whenever directories 

contained typos or slight variations in the name of a hospital, the addresses were used to verify a hospitalôs 

inclusion in the network.  The Centers for Medicare and Medicaid Servicesô Provider of Services (POS) file was 

used to match each hospital location with its unique provider identification number.  

All short -term general hospitals in the 20 counties included in the study and their charac teristics were 

identified using the data from the AHA 2014 survey of hospitals. (To support sensitivity analyses, hospitals in 

the adjacent counties were also identified.)  Veterans Health Administration hospitals and childrenôs hospitals 

were excluded because of their unique financing or population focus. Two basic measures of network size were 

constructed for each health plan by county: (1) the share of hospitals in the county that were listed in the 

directory; and (2) the share of hospital beds in the county that were associated with the hospitals listed in the 

directory.   

This study categorized networks into one of four sizes based on the share of hospitals in the county that were 

included in the directory: broad (70% or mo re of the hospitals), medium (30 -69% of hospitals), narrow (10-

29% of hospitals), and ultra-narrow (less than 10% of hospitals).  These definitions differ from those used by 

the only other known study, conducted by McKinsey & Company, that categorized networks by the share of 

hospitals in the county included in the network.  The McKinsey & Company study examined the size of 

networks of plans in the Affordable Care Act (ACA) exchanges, and categorized networks into one of three 

network sizes; the difference between the categories used in this study and the McKinsey study is that this 

study includes a category for medium-sized networks.  That is, this study uses the term ñmediumò to describe 

the size of networks that McKinsey described as ñnarrowò. 

For the 10 plans that were closed-panel HMOs, the study used the same four categories to characterize the size 

of the network.  HMOs with closed panel designs are those in which the parent organization has exclusive 

contracts with physicians (employed either directly  or in groups) and sometimes also owns hospitals or 

contracts with hospitals in other ways that result in more centralized hospital capacity.  HMOs with open panel 

designs, which include the majority of HMOs today, are those in which the parent organizatio n has non-

exclusive contracts with a range of providers located in the area, and the providers typically accept multiple 

insurers.  One of the primary reasons people enroll in closed panel HMOs is because they want to have access 

to the planôs network of hospitals and doctors, whereas people in other plans generally do not have access to 

these physicians and facilities.  
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Access to specialized medical care is important to many Medicare beneficiaries since about one-quarter  (26%) 

of Medicare beneficiaries are in fair or poor health and 45 percent have four or more chronic conditions. 26  This 

study examined the presence of two types of specialty hospitals in plan networks:  teaching hospitals and 

cancer centers.  Teaching hospitals can provide access to more specialized care and may provide better care for 

complex medical conditions, such as organ transplants, certain cancer surgeries, and autoimmune disorders.  

Both Academic Medical Centers (also known as major teaching hospitals) and minor teaching hospitals have 

residency and/or internship training programs (or medical school affiliation reported by the American Medical 

Association) but, unlike Academic Medical Centers, minor teaching hospitals are not members of the Council of 

Teaching Hospitals.  Academic Medical Centers and minor teaching hospitals were identified based upon data 

from the AHA 2014 survey of hospitals.  Each of the 20 counties had at least one Academic Medical Center 

within its borders, 11 of which included more than one, including Cook County with 12 Academic Medical 

Centers and Los Angeles County with 8 Academic Medical Centers.  All but one of the counties (Mecklenburg) 

included at least one minor teaching hospital.     

To gain insight into the type of cancer treatment available to Medicare Advantage enrollees, the study 

examined access to cancer centers designated by the National Cancer Institute (NCI) and hospitals accredited 

by the American College of Surgeons (ACS).  The NCI has designated 69 cancer centers in 35 states as NCI-

Designated Cancer Centers in recognition of their leadership and resources in the development of more 

effective approaches to prevention, diagnosis, and treatment of cancer, and many but not all of these centers 

are affiliated with  Academic Medical Centers.  The ACS Commission on Cancer accredits cancer programs 

within hospitals that meet ACS quality and service standards, and this accreditation is designed to be an 

indicator of higher quality cancer care.  NCI -Designated Cancer Centers were identified through the list of 

centers on the NCI website, and ACS-accredited cancer centers were identified based upon data from the AHA 

2014 survey of hospitals.  Fifteen of the 20 counties in the study had at least one NCI Cancer Center within the 

borders of the county, including Cook, Harris , and Los Angeles counties that had more than one NCI Cancer 

Center, and all but one of the counties (Pima) had at least one hospital with an ACS-accredited cancer program. 

The report does not assess several important questions about provider networks.  The report does not assess 

whether networks are adequate to meet the needs of plan enrollees nor does it assess whether the networks 

meet the minimum requirements for Medicare Advantage provider n etworks as specified by CMS.27  The report 

also does not assess whether the quality of providers or the quality of care received varies by the size of a planôs 

network of providers.  Additionally, the report only assesses the network of hospitals included i n a planôs 

provider network, and does not examine the physicians and other types of providers in the plansô networks. 

Also, this report looked only at urban areas where Medicare Advantage plans should have access to a sufficient 

supply of providers with wh ich to contract; in rural areas, provider networks may be quite different.  

The largest limitation of this analysis stems from the fact that Medicare Advantage plan networks vary widely 

in the size of the geographic region that they cover.  While the networks of some plans are limited to a single 

county, other plans available in that county offer beneficiaries access to hospitals in neighboring counties and 
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even in bordering states.  In order to compare the breadth of coverage for plans within a particular area, we 

chose to analyze each planôs network within the county because this is the largest geographic measure that all 

plans are required to cover.  The county analysis therefore provides the most complete set of data available for 

this type of analysis.  For most of the selected counties, this geographic restriction also provides a reasonable 

snapshot of the health care market accessible to seniors in that region.   

However, in some major metropolitan areas where residents frequently cross county lines, this method of 

analysis is flawed.  For example, the proximity and accessibility of Queens County to New York, Kings, and 

Bronx counties, and the distribution of major me dical centers in these neighboring areas, means that many 

Queens residents go to hospitals outside of their county.  In this case, counting the number of hospitals that a 

plan network covers within Queens County is not necessarily a good measure of a networkôs coverage.   

Although counties were chosen as the geographical lens for this study, there are other established regional 

divisions that could be used to evaluate the size of provider networks.  The extent to which these regions 

overlap with counties gives a sense of how significantly the results may differ depending upon the way the 

country is divided into coverage areas.  The Dartmouth Atlas of Health Care created Hospital Referral Regions 

(HRR) as representations of regional health care markets that include a major referral center.28  The overlap of 

these HRRs with counties is highly variable, although it depends somewhat on whether a county is primarily 

rural or urban.  In the more rural counties, the entire county accounts for only one small portion o f an HRR (all 

of Fulton County in Georgia accounts for only 15% of HRR 144).  For big counties with a larger urban 

population, one county may contain several HRRs (Cook County in Illinois spans eight different HRRs, 

including all of HRR 156).   In only one case is there almost exact overlap between the county and a single HRR 

(Clark County in Nevada with HRR 279).   

Another potential way to analyze network coverage is Metropolitan Statistical Areas (MSAs), established by the 

Office of Management and Budget based on core urban areas and their surrounding economically integrated 

regions.29  Every MSA includes at least one entire county.  For 4 of the counties (Clark, Pima, Salt Lake, and 

New Haven), the county accounts for 95-100% of its MSA.  Two counties represent less than 20 percent of the 

MSA (17% for Fulton and 11% for Queens) and the remaining counties represent between 33 percent 

(Multnomah) and 81 percent (Erie) of the MSA in which they are located.  This could indicate that by 

restricting our analysis to the county in these areas, we may have excluded some portion of a county residentôs 

health care market.
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Allegheny, PA

Pittsburgh
22 13 9 25 4 0% 0% 73% 27% 0% 0% 80% 20%

Clark, NV

Las Vegas
11 6 5 31 1 0% 18% 82% 0% 0% 3% 97% 0%

Cook, IL

Chicago
19 13 6 62 12 0% 0% 100% 0% 0% 0% 100% 0%

Cuyahoga, OH

Cleveland
26 19 7 20 3 0% 0% 42% 58% 0% 0% 26% 75%

Davidson, TN

Nashville
15 11 4 15 2 0% 0% 100% 0% 0% 0% 100% 0%

Douglas, NE

Omaha
13 8 5 13 2 0% 0% 77% 23% 0% 0% 77% 23%

Erie, NY

Buffalo
25 18 7 11 1 0% 8% 20% 72% 0% 1% 3% 97%

Fulton, GA

Atlanta
17 11 6 13 3 6% 18% 59% 18% 0% 16% 68% 16%

Harris, TX

Houston
28 19 9 70 4 4% 36% 61% 0% 0% 23% 77% 0%

Jefferson, AL

Birmingham
12 9 3 16 1 0% 8% 92% 0% 0% 4% 96% 0%

King, WA

Seattle
23 18 5 22 3 0% 43% 57% 0% 0% 41% 59% 0%

Los Angeles, CA

Los Angeles
34 34 0 106 8 12% 12% 76% 0% 34% 7% 59% 0%

Mecklenburg, NC

Charlotte
15 9 6 10 1 0% 0% 0% 100% 0% 0% 0% 100%

Miami-Dade, FL

Miami
29 26 3 28 2 0% 14% 79% 7% 0% 0% 91% 9%

Milwaukee, WI

Milwaukee
6 4 2 16 3 0% 0% 50% 50% 0% 0% 10% 90%

Multnomah, OR

Portland
30 17 13 8 1 7% 40% 37% 17% 24% 26% 38% 13%

New Haven, CT

New Haven
16 14 2 11 1 0% 0% 63% 38% 0% 0% 70% 30%

Pima, AZ

Tucson
13 12 1 14 2 0% 23% 77% 0% 0% 14% 86% 0%

Queens, NY

New York City
42 38 4 11 1 0% 14% 45% 40% 0% 2% 10% 88%

Salt Lake, UT

Salt Lake City
13 8 5 16 1 0% 15% 85% 0% 0% 3% 97% 0%

SOURCE: Kaiser Family Foundation analysis of Medicare Advantage plans' hospital netw orks in 20 counties, 2016.

NOTES:  AMCs are Academic Medical Centers.

Numbers may not sum to 100% due to rounding.  
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Allegheny, PA

Pittsburgh
15 61% 5,286 81% N/A N/A 76% 92%

Clark, NV

Las Vegas
12 39% 2,758 55% N/A 29% 61% N/A

Cook, IL

Chicago
33 53% 8,767 54% N/A N/A 54% N/A

Cuyahoga, OH

Cleveland
13 66% 4,188 69% N/A N/A 35% 93%

Davidson, TN

Nashville
9 60% 3,061 70% N/A N/A 70% N/A

Douglas, NE

Omaha
7 57% 1,409 66% N/A N/A 56% 99%

Erie, NY

Buffalo
8 69% 3,086 78% N/A 57% 54% 87%

Fulton, GA

Atlanta
6 48% 2,045 56% 0% 30% 62% 80%

Harris, TX

Houston
23 33% 6,461 55% 5% 37% 68% N/A

Jefferson, AL

Birmingham
7 46% 2,588 70% N/A 28% 73% N/A

King, WA

Seattle
9 40% 1,997 48% N/A 32% 61% N/A

Los Angeles, CA

Los Angeles
36 34% 8,534 38% 4% 16% 47% N/A

Mecklenburg, NC

Charlotte
8 79% 2,294 94% N/A N/A N/A 94%

Miami-Dade, FL

Miami
13 48% 4,488 62% N/A 36% 65% 77%

Milwaukee, WI

Milwaukee
11 68% 2,221 80% N/A N/A 67% 93%

Multnomah, OR

Portland
4 44% 1024 40% 0% 16% 49% 91%

New Haven, CT

New Haven
7 63% 1,939 77% N/A N/A 66% 96%

Pima, AZ

Tucson
5 34% 1,692 63% N/A 35% 71% N/A

Queens, NY

New York City
6 56% 2,491 59% N/A 27% 51% 79%

Salt Lake, UT

Salt Lake City
8 49% 1,609 63% N/A 41% 67% N/A

NOTES: N/A indicates not applicable.

SOURCE: Kaiser Family Foundation analysis of Medicare Advantage plans' hospital netw orks in 20 counties, 2016.
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Allegheny, PA

Pittsburgh
13 25 0% 0% 77% 23% 0% 0% 83% 17%

Clark, NV

Las Vegas
6 31 0% 33% 67% 0% 0% 4% 96% 0%

Cook, IL

Chicago
13 62 0% 0% 100% 0% 0% 0% 100% 0%

Cuyahoga, OH

Cleveland
19 20 0% 0% 58% 42% 0% 0% 30% 70%

Davidson, TN

Nashville
11 15 0% 0% 100% 0% 0% 0% 100% 0%

Douglas, NE

Omaha
8 13 0% 0% 75% 25% 0% 0% 83% 17%

Erie, NY

Buffalo
18 11 0% 0% 28% 72% 0% 0% 3% 97%

Fulton, GA

Atlanta
11 13 9% 18% 64% 9% 0% 21% 75% 3%

Harris, TX

Houston
19 70 5% 42% 53% 0% 0% 24% 76% 0%

Jefferson, AL

Birmingham
9 16 0% 11% 89% 0% 0% 6% 94% 0%

King, WA

Seattle
18 22 0% 56% 44% 0% 0% 51% 49% 0%

Los Angeles, CA

Los Angeles
34 106 12% 12% 76% 0% 34% 7% 59% 0%

Mecklenburg, NC

Charlotte
9 10 0% 0% 0% 100% 0% 0% 0% 100%

Miami-Dade, FL

Miami
26 28 0% 15% 77% 8% 0% 0% 91% 9%

Milwaukee, WI

Milwaukee
4 16 0% 0% 50% 50% 0% 0% 10% 90%

Multnomah, OR

Portland
17 8 12% 53% 24% 12% 34% 36% 13% 18%

New Haven, CT

New Haven
14 11 0% 0% 71% 29% 0% 0% 72% 28%

Pima, AZ

Tucson
12 14 0% 25% 75% 0% 0% 14% 86% 0%

Queens, NY

New York City
38 11 0% 16% 45% 39% 0% 2% 9% 89%

Salt Lake, UT

Salt Lake City
8 16 0% 0% 100% 0% 0% 0% 100% 0%

SOURCE: Kaiser Family Foundation analysis of Medicare Advantage plans' hospital netw orks in 20 counties, 2016.
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