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Abstract

Importance: Medicare Advantage (MA) plans continue to grow, enrolling over half of Medicare 

beneficiaries and receiving over $494 billion in annual federal payment. Therefore, robust 

oversight is essential to monitor plans’ compliance with federal standards and initiate enforcement 

actions when necessary to ensure program integrity and protect beneficiaries.

Objective: To examine Centers for Medicare and Medicaid Services (CMS) enforcement actions 

against MA contracts and characteristics of contracts and beneficiaries impacted by enforcement 

actions.

Design, Setting, and Participants: This is a cross-sectional study of CMS enforcement 

actions against MA contracts that were Preferred Provider Origination or Health Maintenance 

Organization from 2010 to 2023. Data were analyzed from May 2025 to January 2026.

Exposures: Enforcement actions, including civil money penalties, suspension of enrollment, and 

contract termination.

Main outcomes: The number of enforcement actions and contracts affected; average monetary 

penalties per MA enrollee.

Results: There were 844 enforcement actions against MA contracts from 2010 – 2023. 

Most enforcement actions were monetary penalties (n=737, 87.3%), with far fewer enrollment 

suspensions (n=99, 11.7%) and contract terminations (n=8, 0.9%). Forty-two percent of MA 

contracts received an enforcement action during the study period. Most of enforcement actions 

originated from program audit (n=544, 64.5%). Enforcement activity varied widely across years: 

in 2012, 19% of contracts received monetary penalties while only 1% of contracts received such 

penalties in 2019. Financial penalties peaked at $6.50 per enrollee in 2019 and remained under $3 
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in other years. Compared with contracts that did not receive enforcement actions, contracts that 

were terminated had lower star ratings (mean [SD] stars, 2.5 [0.5] vs 3.6 [0.6]) and enrolled a 

much lower share of White beneficiaries (44.7% vs 68.7%); suspended contracts enrolled more 

dually eligible beneficiaries (28.9% vs 18.8%).

Conclusion and Relevance: This study found that federal enforcement actions against 

Medicare Advantage plans were highly variable from year-to-year and imposed modest fines. 

Enforcement actions may be relatively modest in magnitude, raising concerns about their 

effectiveness in deterring noncompliance. The design of oversight and enforcement actions 

warrant further evaluation to determine what amount of enforcement actions are needed to protect 

patients and ensure plans meet federal standards.

Introduction

Medicare Advantage (MA) plays an increasingly important role in covering health services 

for older adults, making it essential to understand how MA plans are regulated. MA operates 

as private alternatives to the traditional Medicare program under federal contracts to deliver 

Medicare-covered benefits. These plans now enroll over half of Medicare beneficiaries 

and receive over $494 billion in annual federal payments.1 Because MA plans are paid 

on a capitated basis, they have financial incentives to contain costs through mechanisms 

such as prior authorization or narrow provider networks. These strategies may have been 

effective in reducing utilization as MA was associated with lower rates of acute care and 

low-value care, and with shorter post-acute care use.2–5 However, concerns have been raised 

regarding these strategies’ potential to delay or restrict access to medically necessary care 

and increase administrative burdens for patients and providers. 6–10 Government and Kaiser 

Family Foundation reports have also highlighted marketing practices that may mislead 

consumers.11–13 These issues emphasize the importance of government monitoring and 

enforcement to maintain MA program integrity and compliance and safeguard beneficiaries’ 

access to necessary care.

Federal agencies, and sometimes state agencies, oversee MA plans through routine 

monitoring, audits, and enforcement actions.14 State regulators license MA organizations to 

operate as risk-bearing entities. CMS conducts program audits of organizations on a rotating 

cycle within three to five years to assess compliance with operational and beneficiary 

protection requirements such as internal compliance programs and inappropriate denials or 

delays of covered services. 15–17 MA organizations are selected based on CMS’s annual 

risk assessment that incorporates prior audit findings, star ratings, enrollment growth, and 

other factors.18 In addition to program audits, CMS also conducts financial audits that 

focuses on compliance with payment requirements such as maximum out-of-pocket limits, 

routine monitoring that assesses medical loss ratios, as well as ad hoc reviews.19 When CMS 

identifies noncompliance, it may issue warning letters or require corrective action plans. In 

more serious cases, CMS can impose formal enforcement actions, including civil money 

penalties, enrollment and marketing suspensions, and, in the most severe cases, contract 

terminations.20,21 Enforcement actions are a cornerstone of regulatory policy and are widely 

used in other parts of the health care system, such as nursing homes and hospitals, to address 
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poor quality of care or regulatory noncompliance. 22–24 However, little is known about the 

patterns and regulatory strength of CMS enforcement actions specific to MA plans.

This study addresses this gap with three key objectives. First, we examined the types 

and trends of enforcement actions taken against MA plans using a novel dataset obtained 

under a Freedom of Information Act request to CMS. Second, we assessed the strength 

of these sanctions. Third, because enforcement actions may reflect operational challenges, 

regulatory burden, or quality issues within plans, we compared contract characteristics 

across types of enforcement actions. In addition, because high-need or racial and ethnic 

minority beneficiaries experience higher disenrollment rates and more restricted access to 

high-quality plans, we examined the characteristics of enrollees most affected by different 

types of sanctions. 25–27

Methods

Study Data and sample

We obtained a list of all CMS enforcement actions from 2010 to 2023 through a Freedom 

of Information Act (FOIA) request. Each enforcement action record included the type of 

action, referral source, enforcement date, and affected contracts. Specifically, there were 

three types of enforcement actions: civil money penalty (monetary penalties), suspension of 

enrollment and marketing (suspensions), and contract terminations (terminations). Referral 

sources of enforcement actions were grouped into program audit, financial audit, formulary 

& coverage determination, appeals, and grievances, medical loss ratio, financial insolvency, 

star rating requirements, and others. Appendix Table 1 presents detailed descriptions of 

referral sources. Each referral source warrants multiple categories of enforcement actions. 

For example, a program audit (a referral source) can lead to both monetary penalties and 

suspensions. Monetary penalties are often assessed in aggregate across multiple contracts 

under the same MA organization, which occasionally includes standalone prescription drug 

plans. We assumed each contract/plan accounted for an equal share of the penalty and 

excluded drug plans from the analysis.

We linked the enforcement data to CMS data on all Health Maintenance Organizations 

(HMO) and Preferred Provider Organizations (PPO) MA contracts between 2010 and 2023. 

We used CMS star ratings, plan benefit files, and the 100% sample of Medicare Master 

Beneficiary Summary File data, to identify characteristics of contracts and enrollees. The 

final analytical sample included characteristics of contracts and associated enforcement 

actions on the contract-year-type of enforcement level.

Measures of Contract and Beneficiary Characteristics

Characteristics were chosen based on their relevance to oversight design, operational 

complexity, quality performance, and beneficiary experience identified from prior literature. 

We included contract structures – whether the contract had special needs plans, had a health 

maintenance organization designation, and plan premiums—as these factors may be related 

to differences in compliance requirements, oversight intensity, operational challenges, and 

financial health that could result in enforcement actions. We used MA star rating as a 
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measure of quality performance which is used as a basis for contract termination and may 

be indirectly reflected in enforcement actions.21 We measured beneficiary compositions as 

enrollees’ age, sex, race and ethnicity, and dual enrollment in Medicaid to identify which 

populations were most affected by sanctions. We also included the state to assess geographic 

concentration of sanctions.

Statistical Analysis

We first summarized the number of enforcement actions, and the number of contracts 

and enrollees affected overall and by year. We then analyzed the distribution of per-

enrollee monetary penalties among contracts that received the penalty across MA parent 

organizations. The dollar amount was adjusted to the 2023 levels using Consumer Price 

Index. Enforcement actions were also examined in relation to contract characteristics to 

describe the contexts in which different types of enforcement were observed. Additionally, 

we analyzed the variation in the proportion of contracts receiving enforcement actions 

across MA parent companies to assess the concentration and extent of enforcement actions 

within organizations. Analyses were performed in R and STATA version 18. This study 

met the STROBE reporting guideline and was determined to be exempt by the Brown 

University Institutional Review Board. Informed consent was waived because the data were 

deidentified.

Results

From 2010 to 2023, we identified 1,173 unique MA contracts and 844 enforcement actions. 

The most common type of enforcement was monetary penalties (n=737, 87.3%), followed 

by suspension (n = 99, 11.7%), and termination (n = 8, 0.9%; Table 1). The most common 

source of enforcement actions was program audit (n=544, 64.5%), followed by “other” 

(n=130, 15.4%; “other” may include incompliance with marketing or annual notice of 

change requirements; see details in Appendix Table 1). Specifically, terminations were 

attributable to persistent low star ratings, financial insolvency, or failure to improve from 

previous suspensions (Appendix Table 2). Among all MA contracts, 42.0 percent of them 

had ever received an enforcement action: 38.3% received monetary penalties, 8.4% were 

suspended, and 0.7% were terminated. Twenty percent of contracts (n=240) received more 

than one enforcement action over the study period.

The annual proportion of contracts affected by enforcement actions fluctuated substantially 

over time and were clustered within program audit cycles (Figure 1). Comparing the highest 

annual rate of monetary penalties within each cycle in panel A, the peak proportion declined 

modestly over time: from 19.2% during the first audit cycle, to 17.8% in the second cycle, 

14.6% in the third, and 15.1% in the fourth. Suspensions followed a similar and more 

pronounced downward trend. The proportion of suspended contracts peaked at 8.8% in 2010 

during the first cycle, but the highest suspension rates declined to 4.2% in the second cycle, 

1.8% in the third, and just 0.1% in the fourth. The number of enrollees affected presented 

with a similar variability across time. At the peak level, 0.7 per 1000 enrollees were affected 

by termination, 75.4 per 1000 affected by suspension, and 351.0 per 1000 affected by 

monetary penalties.
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Figure 2 presents the magnitude of monetary penalties across years. Among contracts that 

were penalized, the highest monetary penalties per enrollee was $6.50 in 2019; in other 

years, it remained under $3. At the parent organization level, the maximum penalty did not 

exceed $50 per enrollee in most years (Appendix Figure 1).

We found large differences in characteristics of contracts and their enrollees across 

enforcement types (Table 2). Terminated contracts had the lowest average star rating of 

2.5, compared to 3.1 stars for suspended contracts and 3.6 stars for contracts receiving 

monetary penalties or no enforcement actions. The average monthly premium was $2.42 

for terminated contracts, much lower than the $26.99 for suspended contracts, $31.40 for 

contracts with monetary penalties, and $34.10 for contracts with no enforcement actions. 

Suspended contracts had the highest share of beneficiaries dually enrolled in Medicaid 

(28.9%) compared to other contracts (terminated contracts, 18.7%; monetary penalty 

contracts, 19.4%; no enforcement contracts, 18.8%). Suspended contracts also had the 

highest share of enrollees who were Black (17.3%). Contracts that were terminated enrolled 

the highest proportion of beneficiaries who were Hispanic (36.3%) and the lowest proportion 

of enrollees who were White (44.7%).

At the parent organization level, Arcadian Management Services Inc. and Aetna were 

most likely to receive suspension and monetary penalties, respectively (Appendix Figure 

2). Universal American Corp., Health Net, Inc., and Aetna, were among the top MA 

organizations to receive both suspension and monetary penalties. There was significant 

geographic variation in the population affected by enforcement actions (Appendix Figure 

3). MA enrollees in southern states, as well as in Ohio, were the most heavily impacted by 

suspension of enrollment and monetary penalties on MA contracts.

Discussion

This study evaluated patterns of enforcement actions on Medicare Advantage contracts 

and characteristics of affected contracts and enrollees between 2010 and 2023. We found 

that about half of MA contracts had ever received an enforcement action. There were 

large annual fluctuations in the number of enforcement actions during the study period. 

Monetary penalties were the most common type of enforcement, but their magnitudes were 

modest, ranging from $0.2 to $6.5 per enrollee. There were also considerable differences 

in characteristics of contracts and enrollees affected across types of enforcement actions. 

Among all contracts, terminated contracts had the lowest star ratings and premiums, and 

the highest share of enrollees who were Hispanic. Suspended contracts enrolled higher 

proportions of dual eligible and Black beneficiaries compared to other contracts.

The year-to-year variability in enforcement actions may reflect the cyclical structure 

of CMS’s program audit process rather than uniform enforcement activity over time. 

Enforcement actions were heavily clustered within program audit cycles, consistent with 

our finding that most sanctions originate from audits and are often imposed in the middle 

of each cycle. This pattern highlights the central role of program audits in identifying 

noncompliance and suggests that other forms of routine or ad hoc oversight contribute 

relatively fewer enforcement actions. Program audits are a key mechanism for protecting 
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patients’ rights and access to care, particularly given Medicare Advantage (MA) plans’ 

extensive use of prior authorization and their high rates of inappropriate denials.6,9,28 

Although each audit cycle typically covers approximately 90% of MA enrollees, only 20–

50% of parent organizations are included, mostly because Medicare Advantage enrollment is 

concentrated among a relatively small number of large parent organizations.17,18,29,30 Future 

research should investigate the optimal frequency and coverage of Medicare Advantage 

program audits, which likely depends on multiple factors, including the administrative costs 

to the government, how plans respond to audits, and the effectiveness of enforcement 

actions. Understanding these dynamics is critical for designing an effective audit schedule.

Monetary penalties were modest relative to the revenue MA plans retained after claims 

expenses: the highest penalty imposed was $6.5 per enrollee, substantially lower than gross 

margins of $1,815 per enrollee in the same year. 31 This small penalty amount is by 

design. CMS has the authority in statute to apply penalties for up to $47,596 per-enrollee 

per-violation in 2025.32 However, their current methodology of calculating monetary penalty 

set a limit far below this maximum, which CMS stated to be sufficient to encourage 

compliance.33 For example, in 2019, CMS per-enrollee methodology capped fines of up 

to $424 for the most serious violations—such as inappropriate delays or denials of urgently 

needed care with prior offenses. It also set an aggregate cap for per-enrollee penalties on the 

basis of the size of an MA organization.33 An MA organization with three million or more 

enrollees—the largest firms covering most beneficiaries—could be fined no more than $2 

million per violation, which equates to less than $0.67 per enrollee. While excessively large 

penalties could unfairly burden plans, penalties setting this low may be unlikely to have 

meaningful corrective or deterrent effects.

Suspension of enrollment and marketing could be a more effective policy lever, although 

it was used infrequently during the study period. Suspension may be more effective than 

monetary penalties because it incentivizes contracts to correct noncompliance to release 

the sanction; it is less disruptive than termination, because it restricts contract’s abilities 

to enroll new beneficiaries but allows for other normal business operations. The design 

of enforcement could also be strengthened by escalating sanctions for repeat violations or 

failures to correct deficiencies. However, this was rarely observed in our study: only two 

suspended contracts were ultimately terminated for failure to improve, and it was unclear 

whether any prior monetary penalties triggered more serious sanctions. In 2023, CMS began 

using an organization’s past record of notice for noncompliance (not enforcement actions) 

as a basis for denying applications for new contracts or service areas. 34 Moving forward, 

CMS could consider prior sanctions—particularly monetary penalties—when reviewing new 

applications or determining whether to suspend or terminate a contract.

When severe sanctions are necessary, their benefits and costs should be balanced. Effective 

oversight and enforcement should deter violations and incentivize improvement while 

avoiding unnecessary disruption to beneficiaries and insurers. 35 Severe sanctions such 

as terminations may create unintended harms by forcing beneficiaries to switch to other 

MA plans or to traditional Medicare, potentially resulting in changes to benefits, provider 

networks, and out-of-pocket costs. 10,35–37 Our analysis also found that suspensions and 

terminations disproportionately affected Black and Hispanic beneficiaries - populations that 
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already face barriers to accessing high-quality plans. 25,38 This indicates that minority 

populations may bear a greater share of the adverse consequences of these two types 

of sanctions. To mitigate these harms, CMS could consider pairing more frequent, 

risk-based audits with enhanced support on compliance and quality improvement for 

plans serving high-need populations. When severe sanctions are unavoidable, enhanced 

transition safeguards—such as continuity-of-care protections and clearer beneficiary 

communication—may help reduce disruptions for vulnerable enrollees. Additionally, we 

found that terminated plans had substantially lower premiums. Taken together with 

the overrepresentation of Hispanic beneficiaries in these plans, these patterns could 

reflect strategic plan behavior such as aggressive pricing and marketing, or alternatively, 

operational challenges in serving markets with higher medical and social risks. Future 

research is warranted to understand the underlying drivers of severe sanctions.

Enforcement actions can influence consumer decisions about MA plans. The most direct 

example is contract termination, which removes persistently low-quality or financially 

unstable plans from the market. Previous studies on MA initiated terminations found that 

beneficiaries switched to higher-quality options and experienced better health outcomes.35,39 

In addition, CMS grants beneficiaries a special enrollment period to disenroll from a 

sanctioned MA plan, although it’s unclear how often this may occur and consumers are 

generally reluctant to switch plans. 40,41 Transparency is another avenue: CMS could make 

enforcement actions visible on its plan comparison website, helping beneficiaries factor 

them into their decision-making. Finally, sanctions and program audit findings may capture 

dimensions of plan quality not reflected in the existing star rating system, suggesting they 

could add meaningful value to how plan performance is assessed.

This study has several limitations. The primary limitation of this study is the potential 

for incomplete or inaccurate information in the FOIA data. However, we conducted a 

random check of 10 enforcement actions reported on the CMS website (which publicly 

lists enforcement actions since 2020) and found that the FOIA data matched accurately.42 

Second, the reported monetary penalty amounts may be imprecise because we could 

not determine the exact portion attributable to Medicare Advantage contracts in some 

cases. Third, the FOIA data did not include enforcement actions that arise from Risk 

Adjustment Data Validation audit or incompliance with network adequacy requirements, 

or terminations of D-SNP “look-alikes”. Finally, this study is associational in nature, and 

while we identify the types of plans and beneficiaries most affected by enforcement actions, 

these characteristics are not necessarily causally linked to enforcement actions. Observed 

differences in contract characteristics across enforcement actions may reflect a combination 

of contracts’ underlying risks of noncompliance and exposure to regulatory oversight, 

formal criteria for triggering specific sanctions, sociodemographic and health status of 

enrollees, and broader market conditions.

Conclusion

In this study of CMS enforcement actions against MA contracts from 2010 to 2023, we 

found substantial variations in the volume of enforcement actions and consistently modest 

monetary penalties. Our findings highlight the central role of program audits in identifying 
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noncompliance, while also revealing potential structural limitations of the current oversight 

framework.

As MA plans now enroll more than half of the Medicare population and continue to 

expand, these results point to several regulatory and research priorities. First, CMS may 

need to reconsider the frequency and coverage of program audits to reduce any gaps 

in oversight, as well as the design of monetary penalties to balance effectiveness and 

regulatory burden. Second, greater public visibility of enforcement actions or incorporating 

enforcement actions into the star rating system may strengthen incentives for compliance 

and inform consumers’ choices. Third, future research should examine how different types 

of enforcement actions affect plan behavior, beneficiary experiences, and health equity, 

as well as whether stronger penalties could better reduce noncompliance and protect 

beneficiaries.
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Key Points

Question:

How is the federal government overseeing Medicare Advantage plans using enforcement 

actions?

Findings:

From 2010 to 2023, most enforcement actions were monetary penalties (87.3%), with 

far fewer enrollment suspensions and contract terminations. Average monetary penalties 

peaked at $6.5 per enrollee in 2019 and remained under $3 in other years.

Meaning:

The magnitude of enforcement actions appears modest, raising concerns about their 

effectiveness in protecting patients and ensuring that plans meet federal standards.
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FIGURE 1. 
Proportion of Medicare Advantage contracts and enrollees affected by enforcement actions, 

2010 – 2023

The bar graph shows the percent of contracts affected by enforcement actions, which was 

calculated using the number of contracts receiving each type of enforcement action divided 

by the total number of contracts that were health maintenance organizations or preferred 

provider organizations in each year.

The line graph shows the number of enrollees affected by enforcement actions, which was 

calculated using the number of enrollees in contracts receiving each type of enforcement 

action divided by the total number of enrollees (in thousands) among contracts that were 

health maintenance organizations or preferred provider organizations.

Audit cycle years were assigned based on CMS annual Part C and Part D Program Audit 

and Enforcement Reports. CMS reports indicate that the first audit cycle ended in 2014 and 

that the third audit cycle began in 2019. In the 2021 report, CMS summarized audit coverage 

over a three-year period from 2019 to 2021; therefore, we treated 2021 as the end of the 

third audit cycle. Although the third audit cycle may have extended beyond 2021, none of 

the CMS reports after 2019 explicitly reference audit cycle boundaries.
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FIGURE 2. 
Average monetary penalty per enrollee, 2010 – 2023

Each bar represents the average civil money penalty (monetary penalties) per enrollee 

among MA contracts receiving a monetary penalty in the year. It is calculated by dividing 

the total amount of monetary penalties by the number of enrollees in a contract with 

monetary penalties in the year. This is the same as first calculate the per-enrollee penalties 

at the MA organization level and then calculate the average of per-enrollee penalties across 

organizations weighted by their number of enrollees. All monetary values were inflation-

adjusted to 2023 levels.
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Table 1.
Distribution of Medicare Advantage Enforcement Actions by Type and Referral Source, 2010 - 2023

Enforcement Actions Affected Contracts

Type of enforcement or referral source No. % No. %

Total 844 100 1173 100

Types of Enforcement 

  Civil Money Penalty 737 87.3 449 38.3

  Suspension 99 11.7 98 8.4

  Termination 8 0.9 8 0.7

  Never received enforcement 680 58.0

Referral Source of Enforcement 

  Program Audit 544 64.5 403 34.4

  Other a 130 15.4 123 10.5

  Financial Audit 120 14.2 108 9.2

  Formulary & Coverage Determination, Appeals, and Grievances 30 3.6 30 2.6

  Medical Loss Ratio 9 1.1 9 0.8

  Financial Insolvency 8 0.9 8 0.7

  Star Rating 3 0.4 3 0.3

a
“Other” includes noncompliance with CMS’ marketing requirements, untimely and inaccurate annual notice of change, failure to improve from 

previous suspensions, and so on. Please see Appendix Table 1 for detailed information regarding each source of referral.
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TABLE 2.
Contract characteristics a by type of enforcement, 2010-2023

 All Termination Suspension Monetary penalty No Enforcement b

N, contract-years 7946 8 99 737 7,102

N, contracts 1173 8 98 449 1,172

Plan Structures

    Has SNP, % 49.4 75.0 44.4 51.6 49.3

    HMO, % 71.8 62.5 79.8 68.9 72.0

    Premium (sd) c 33.73 (37.49) 2.42 (3.77) 26.99 (33.80) 31.40 (37.38) 34.10 (37.55)

    Zero premium d, % 39.8 93.3 52.0 44.5 39.1

Quality Performance

    Star (sd) 3.6 (0.6) 2.5 (0.6) 3.1 (0.6) 3.6 (0.6) 3.6 (0.6)

    Missing star, % 29.8 12.5 37.4 11.3 31.6

Beneficiary Compositione

    Mean Age, y 72.9 70.1 71.6 72.6 73.0

    Female, % 56.5 53.6 57.6 56.2 56.6

    Dual, % 19.0 18.7 28.9 19.4 18.8

Beneficiary Composition: Race and ethnicitye

    Asian, % 3.6 1.5 3.1 3.6 3.6

    Black, % 12.1 15.6 17.3 13.8 11.8

    Hispanic, % 13.7 36.3 15.2 13.8 13.6

    White, % 68.4 44.7 63.3 66.7 68.7

SNP: Special needs plans. HMO: Health maintenance organization.

a
Contract and enrollee characteristics are calculated based on the contract’s enrollment and characteristics in the year of its enforcement actions. 

The unit of analysis is contract-year.

b
The column of “No Enforcement” includes all contracts that did not receive an enforcement action in a given year between 2010 and 2023.

c
We calculated premiums as the average of plan premiums under the contract weighted by plan enrollment.

d
Zero premium was defined as the proportion of enrollees in a zero-premium plan under the contract.

e
Beneficiary composition was weighted by the number of enrollees.
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