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What GAO Found 
The Office of Management and Budget annually designates a list of programs 
considered high-priority for improper payments. The Department of Veterans 
Affairs (VA) Community Care program and the Centers for Medicare & Medicaid 
Services’ (CMS) Medicare Advantage program are two of the 30 programs 
designated as high priority for fiscal year 2025. VA reported a Community Care 
improper payment estimate of $608 million for fiscal year 2025, or 2.4 percent of 
the program’s outlays. CMS reported a Medicare Advantage improper payment 
estimate of $23.7 billion for fiscal year 2025, or 6.1 percent of the program’s 
outlays. GAO found gaps in the agencies’ efforts to reduce improper payment 
and fraud risks.  

Agency Efforts to Reduce Improper Payments and Fraud Risks 
Community 

Care 
Program 

Medicare 
Advantage 
Program 

Developed and implemented a process to identify and assess the 
root causes of improper payments ● ● 
Developed, implemented, and monitored corrective action plans 
that adequately address the identified root causes of improper 
payments 

● ◐

Conducted a fraud risk assessment that identifies inherent fraud 
risks, assesses their likelihood and impact, determines risk 
tolerance, evaluates controls, and documents a fraud risk profile 

○ ○ 

Legend: ● Met; ◐ Partially met; ○ Not met. 

Source: GAO.  |  GAO-26-107946 

Note: Analysis based on the results of GAO work completed from November 2024 through June 
2026.    

For the fiscal years included in GAO’s review, VA developed and implemented a 
process to identify and assess the root causes of improper payments in the 
Community Care program. VA also developed, implemented, and monitored 
corrective action plans that adequately address the identified root causes. While VA 
has taken steps to identify and assess fraud risks, these efforts do not meet the key 
elements of a fraud risk assessment and have not resulted in a comprehensive fraud 
risk assessment for the program, leaving it vulnerable to fraud.  

For the fiscal years included in GAO’s review, CMS developed and implemented a 
process to identify and assess the root causes of improper payments in the Medicare 
Advantage program. However, its estimated improper payment rate has not 
decreased but remained steady. CMS’s corrective action plans are not sufficiently 
detailed and do not adequately monitor progress. Specifically, CMS does not have a 
detailed plan for expediting Risk Adjustment Data Validation (RADV) audits. These 
audits are CMS’s primary corrective action for identifying and recovering improper 
payments. CMS’s backlog of RADV audits contributes to significant delays in its 
recovery efforts. Furthermore, CMS has not conducted a comprehensive fraud risk 
assessment for the program. CMS’s efforts to reduce improper payments and fraud in 
the Medicare Advantage program will be inadequate without comprehensive 
corrective action plans and fraud risk assessments. 

Why GAO Did This Study 
Reducing improper payments and fraud 
is critical to safeguarding federal funds 
and could help achieve cost savings 
and improve the government’s fiscal 
position.  

GAO was asked to assess agency 
efforts to identify and address root 
causes of improper payments and 
fraud. In this report, GAO examines to 
what extent (1) VA has taken steps to 
identify and address the root causes of 
improper payments and mitigate fraud 
risks in the Community Care program 
and (2) CMS has taken steps to identify 
and address the root causes of 
improper payments and mitigate fraud 
risks in the Medicare Advantage 
program. 

GAO examined documentation from 
VA, CMS, PaymentAccuracy.gov, and 
prior reports from agency Offices of 
Inspector General (OIG). GAO also 
interviewed agency officials, OIG staff, 
and trade association representatives. 

What GAO Recommends 
GAO recommends that VA conduct a 
comprehensive fraud risk assessment 
of the Community Care program that 
aligns with leading practices in the 
Fraud Risk Framework. VA concurred 
with the recommendation. 

GAO recommends that CMS establish 
and document a detailed plan for 
expediting RADV audits and conduct a 
comprehensive fraud risk assessment 
of the Medicare Advantage program 
that aligns with leading practices in the 
Fraud Risk Framework. CMS neither 
agreed nor disagreed with the 
recommendations. CMS also described 
past actions it has taken that it believes 
address GAO’s recommendations. GAO 
maintains new CMS actions are 
warranted, as discussed in the report.    

mailto:shear@gao.gov


Letter 1 
Background 5 
VA Established Processes to Address Community Care Improper 

Payment Root Causes but Has Not Conducted a 
Comprehensive Fraud Risk Assessment 13 

CMS Has Not Sufficiently Addressed Improper Payments and 
Fraud Risks in the Medicare Advantage Program 23 

Conclusions 41 
Recommendations for Executive Action 41 
Agency Comments and Our Evaluation 42 

Appendix I Supplemental Information on Root Cause Identification and Corrective 
Action Plan in VA’s Community Care Program 44 

Appendix II Corrective Action Plan Template Used by the Department of 
Veterans Affairs Community Care Program 47 

Appendix III Comments from the Department of Veterans Affairs 49 

Appendix IV Comments from the Department of Health and Human Services 51 

Appendix V GAO Contact and Staff Acknowledgments 55 

Tables 

Table 1: Community Care Program Improper Payment Estimates 
Reported by the Department of Veterans Affairs for Fiscal 
Years 2020 Through 2025 9 

Table 2: Medicare Advantage Program Improper Payment 
Estimates Reported by CMS for Fiscal Years 2020 
Through 2025 11 

Contents 

 GAO-26-107946  Program Integrity Page i  



Table 3: Department of Veterans Affairs’ Efforts to Identify and 
Address the Root Causes of Improper Payments and 
Mitigate Fraud Risks 13 

Table 4: Centers for Medicare & Medicaid Services’ Efforts to 
Identify and Address the Root Causes of Improper 
Payments and Mitigate Fraud Risks 24 

Figures 

Figure 1: Key Elements of the Fraud Risk Assessment Process 7 
Figure 2: Department of Veterans Affairs’ Externally Reported 

Root Causes of Community Care Program Improper 
Payments for Fiscal Years 2021 Through 2024 16 

Figure 3: Centers for Medicare & Medicaid Services’ Process for 
Mapping Medicare Advantage Payment Errors to Root 
Causes 27 

Figure 4: Root Causes Identified and Reported by the Centers for 
Medicare & Medicaid Services for Fiscal Years 2021 
Through 2024 29 

Figure 5: Example of VA’s Assignment of OMB-Aligned Error and 
Root Cause Categories to Internal Payment Error 
Classifications 45 

Figure 6: VA’s Metrics and Criteria for Corrective Action Plan 
Effectiveness Reviews 46 

Figure 7: Corrective Action Plan Template Used by the 
Community Care Program in Fiscal Year 2024 47 

 GAO-26-107946  Program Integrity Page ii  



Abbreviations 
CCN community care network 
CMRA commercial mail receiving agency 
CMS Centers for Medicare & Medicaid Services 
CPI Center for Program Integrity 
Fraud Risk Framework A Framework for Managing Fraud Risks in 

Federal Programs 
HHS Department of Health and Human Services 
I-MEDIC investigations Medicare drug integrity 

contractor 
IVC Integrated Veteran Care 
MAO Medicare Advantage organization 
OIG Office of Inspector General 
OMB Office of Management and Budget 
PIIA Payment Integrity Information Act of 2019 
RADV risk adjustment data validation 
SAO senior accountable official 
TPA third-party administrator 
VA Department of Veterans Affairs 
VACC Department of Veterans Affairs Community 

Care program 
VHA Veterans Health Administration 

This is a work of the U.S. government and is not subject to copyright protection in the 
United States. The published product may be reproduced and distributed in its entirety 
without further permission from GAO. However, because this work may contain 
copyrighted images or other material, permission from the copyright holder may be 
necessary if you wish to reproduce this material separately. 

 GAO-26-107946  Program Integrity Page iii  



 
 
 

Page 1   GAO-26-107946  Program Integrity 

441 G St. N.W. 
Washington, DC 20548 

July 21, 2026 

The Honorable Pete Sessions 
Chairman 
The Honorable Kweisi Mfume 
Ranking Member 
Subcommittee on Government Operations  
Committee on Oversight and Government Reform 
House of Representatives 

Reducing improper payments and fraud is critical to safeguarding federal 
funds and could help achieve cost savings and improve the government’s 
fiscal position. Improper payments—payments that should not have been 
made or were made in the incorrect amount—have been a persistent 
government-wide issue.1 The Payment Integrity Information Act of 2019 
(PIIA) requires the Office of Management and Budget (OMB) to annually 
designate a list of high-priority programs for greater levels of review and 
oversight.2 OMB has assigned the high-priority designation to programs 
whose improper payment estimates indicate monetary losses equal to or 
greater than $100 million annually.3 

The Department of Veterans Affairs’ (VA) Community Care program and 
the Department of Health and Human Services’ (HHS) Medicare 
Advantage program, which is administered and overseen by the Centers 
for Medicare & Medicaid Services (CMS), are two of the 30 programs that 

 
1An improper payment is defined by law as any payment that should not have been made 
or that was made in an incorrect amount (including overpayments and underpayments) 
under statutory, contractual, administrative, or other legally applicable requirements. It 
includes any payment to an ineligible recipient, any payment for an ineligible good or 
service, any duplicate payment, any payment for a good or service not received (except 
for such payments where authorized by law), and any payment that does not account for 
credit for applicable discounts. 31 U.S.C. § 3351(4). As such, improper payments refer to 
many kinds of erroneous payments, including but not limited to those resulting from fraud. 
Fraud involves obtaining something of value through willful misrepresentation, which is 
determined by a court or other adjudicative system. All payments made because of 
fraudulent activities are considered improper payments.  

231 U.S.C. § 3352(b). 

3OMB Circular No. A-123, Appendix C M-21-19, which we refer to in this report as “OMB’s 
guidance,” states that a monetary loss is an amount that should not have been paid and 
should or could be recovered. It also states that an improper payment that results in a 
monetary loss is an overpayment. Office of Management and Budget, Requirements for 
Payment Integrity Improvement, Circular No. A-123, Appendix C, OMB M-21-19 
(Washington, D.C.: Mar. 5, 2021). 
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OMB designated as high priority for improper payments for fiscal year 
2025.4 VA reported $608 million in estimated improper payments—about 
2.4 percent of outlays—for the Community Care program for fiscal year 
2025. CMS reported $23.7 billion in estimated improper payments—about 
6.1 percent of outlays—for the Medicare Advantage program for fiscal 
year 2025.5 

Government health care programs are responsible for providing medical 
care for certain populations—such as veterans, people with disabilities, or 
people over 65 years old—and federal spending for these programs has 
grown significantly in the past decade. Given the more than 38 million 
Americans who rely on the Community Care and Medicare Advantage 
programs to fund their health care and the projected growth in federal 
spending on health care programs, it is vital that they function as intended 
and that the funding they receive goes toward its intended purpose. 

As noted in the February 2025 update to GAO’s High Risk List, reducing 
improper payments and fraud is critical to better managing the cost of 
government.6 Since fiscal year 2003, executive branch agencies have 
reported cumulative improper payment estimates of about $3 trillion, 
including $186 billion for fiscal year 2025. The actual amount of improper 

 
4The VA Community Care program provides care to veterans through community 
providers outside of VA’s network. The Medicare Advantage program, also known as 
Medicare Part C, is a private plan alternative to traditional Medicare. 

5CMS reports improper payment information for Medicare Advantage within the HHS 
agency financial reports and as part of HHS’s reporting on PaymentAccuracy.gov. VA 
reports improper payment information for the Community Care program as part of its 
agency financial reports and also on PaymentAccuracy.gov. Estimates may be based on 
payment data and sampling drawn from periods that do not coincide with the fiscal year 
for which the estimates are reported.  

6GAO maintains its High Risk List to focus attention on government operations that it 
identifies as high risk due to their greater vulnerability to fraud, waste, abuse, and 
mismanagement or their need for transformation to address economy, efficiency, or 
effectiveness challenges. See GAO, High-Risk Series: Heightened Attention Could Save 
Billions More and Improve Government Efficiency and Effectiveness, GAO-25-107743 
(Washington, D.C.: Feb. 25, 2025). 

https://www.gao.gov/products/GAO-25-107743
https://www.gao.gov/products/GAO-25-107743
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payments may be significantly higher.7 Improper payments could suggest 
that a program may be vulnerable to fraud. However, improper payments 
estimates are not a valid indicator of the extent of fraud in a particular 
program. In April 2024, we estimated that the federal government lost 
from $233 billion to $521 billion annually from fraud, based on data from 
fiscal years 2018 through 2022.8 

Beyond financial impacts, these program integrity issues erode public 
trust in government and hinder agencies’ efforts to execute their missions 
and achieve program objectives effectively and efficiently. One of the best 
ways to mitigate improper payments and fraud is to prevent them before 
they occur. To do this, agencies must have a firm understanding of the 
root causes of improper payments—or why those payments occurred in 
the first place—and assess the fraud risks in their programs. Doing so will 
ultimately focus agency corrective actions where they are most effective. 

You asked us to examine improper payments and fraud in high-priority 
programs, as identified by OMB. For this report, we examined the extent 
to which (1) VA has taken steps to identify and address the root causes of 
improper payments and assess fraud risks in the Community Care 
program and (2) CMS has taken steps to identify and address the root 
causes of improper payments and assess fraud risks in the Medicare 
Advantage program. 

To evaluate the extent to which agencies have identified and addressed 
root causes of improper payments, we obtained the agencies’ reported 

 
7Agencies’ total reported improper payment estimates do not represent the full extent of 
government-wide improper payments. The improper payment estimates represent a 
subset of all federal programs. For example, some programs that agencies have 
determined are susceptible to significant improper payments, such as HHS’s Temporary 
Assistance for Needy Families program, do not estimate improper payments. In addition, 
agency inspectors general have reported that agencies’ improper payment estimates are 
unreliable for some programs. See GAO, Improper Payments: Information on Agencies’ 
Fiscal Year 2024 Estimates, GAO-25-107753 (Washington, D.C.: Mar. 11, 2025). 

8GAO, Fraud Risk Management: 2018-2022 Data Show Federal Government Loses an 
Estimated $233 Billion to $521 Billion Annually to Fraud, Based on Various Risk 
Environments, GAO-24-105833 (Washington, D.C.: Apr. 16, 2024). Fraud can also involve 
benefits that are nonfinancial in nature and that may not always result in improper 
payments. Our estimate did not include the nonfinancial losses due to fraud or the value of 
nonfinancial benefits obtained fraudulently. 

https://www.gao.gov/products/GAO-25-107753
https://www.gao.gov/products/GAO-24-105833
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improper payment estimates from PaymentAccuracy.gov.9 We reviewed 
the agencies’ financial reports and PaymentAccuracy.gov to obtain a list 
of reported improper payment root causes for the Community Care 
program and Medicare Advantage program. We then analyzed trends that 
occurred from fiscal year 2020 through fiscal year 2024.10 To evaluate the 
extent to which agencies have developed, implemented, and monitored 
corrective action plans that adequately address identified root causes, we 
met with CMS and VA program officials and reviewed agency procedures 
to understand their processes for identifying root causes of improper 
payments and developing corrective actions. We reviewed agencies’ 
corrective action plans for identified root causes to determine whether 
elements required in PIIA and OMB guidance were present. In addition, 
we obtained and reviewed agencies’ internal reports, if available, for 
monitoring corrective action plans to determine the extent to which 
agencies implemented the plans and identified barriers. We analyzed 
data in the internal reports to identify any discrepancies regarding 
corrective action implementation. 

To evaluate the extent to which agencies have identified and assessed 
fraud risks, we met with CMS and VA program officials and obtained 
documentation related to risk management from the agencies. We met 
with two health plan associations—AHIP, formerly known as America’s 
Health Insurance Plans, and Alliance of Community Health Plans—to 
obtain their perspective on improper payments and fraud in the Medicare 
Advantage program. We identified and selected health associations that 
operate nationally and represent the interest of various health plans, 
including Medicare Advantage organizations. We also met with HHS 
Office of Inspector General (OIG) and VA OIG officials to discuss fraud 
risks affecting the programs. We reviewed agencies’ risk assessment 
documentation and evaluated it against our A Framework for Managing 

 
9OMB manages PaymentAccuracy.gov, which is a U.S. government website that provides 
current and historical improper payment data for federal agencies. To assess the reliability 
of data reported by agencies to PaymentAccuracy.gov, we reviewed work performed to 
support GAO’s audit of the U.S. government’s consolidated financial statements. This 
work included an interview conducted with OMB officials to understand the process for 
collecting and posting information to PaymentAccuracy.gov, and analysis to corroborate 
data reported on PaymentAccuracy.gov with information reported in agency financial 
reports. Based on our review, we determined data to be sufficiently reliable for purposes 
of describing agencies’ reported improper payment estimates, corrective actions, and 
mitigating strategies.  

10Agency improper payment information for fiscal year 2025 was released on 
PaymentAccuracy.gov in February 2026. Fiscal year 2024 information was the most 
current available data at the time we conducted our analysis. 
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Fraud Risks in Federal Programs (Fraud Risk Framework).11 Specifically, 
we evaluated them against the leading practices to identify and assess 
risks to document the programs’ fraud risk profile. 

We conducted this performance audit from November 2024 to July 2026 
in accordance with generally accepted government auditing standards. 
Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our 
findings and conclusions based on our audit objectives. We believe that 
the evidence obtained provides a reasonable basis for our findings and 
conclusions based on our audit objectives. 

 

PIIA requires agencies to manage improper payments by, among other 
things, identifying risks, taking corrective actions, and estimating and 
reporting on improper payments in programs and activities they 
administer. Agencies’ success in addressing and preventing improper 
payments is largely influenced by two factors: (1) correctly identifying the 
root causes and (2) developing and implementing effective corrective 
action plans. According to OMB guidance, the root cause is the core 
issue that sets in motion the entire cause-and-effect reaction that 
ultimately leads to an improper payment.12 According to OMB guidance, 
program officials will know that they have reached the root cause if 
eliminating the cause will prevent the error from occurring again. 

Once agencies identify the root causes, they need to develop corrective 
action plans, which must properly address the root causes of the 
improper payments to be effective. According to OMB guidance, a 
corrective action plan should be proportional to the severity of the 
associated amount of improper payments due to the root cause and the 
frequency at which errors associated with the root cause occur. 

However, actions that agencies take to address improper payments, such 
as improper payment reviews, are not designed to identify or measure the 

 
11GAO, A Framework for Managing Fraud Risks in Federal Programs, GAO-15-593SP 
(Washington, D.C.: July 2015).  

12OMB M-21-19. PIIA requires agencies to describe the causes of improper payments in 
programs for which they report estimates. For fiscal year 2025, OMB provided guidance 
for agencies to identify causes of improper payments using categories including 
overpayments either within or outside agency control, underpayments, unknown 
payments, and technically improper payments. 

Background 
Program Integrity 

https://www.gao.gov/products/GAO-15-593SP
https://www.gao.gov/products/GAO-15-593SP
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amount of fraud (financial or nonfinancial) that may exist, particularly 
schemes that cannot be easily detected. For example, improper payment 
reviews include checking whether certain documentation is present, but 
they are not designed to identify falsified documentation. As a result, 
improper payment root causes identified through this type of review may 
not fully capture the causes of fraud-related improper payments. 

To help agencies manage program integrity risks from fraud, GAO issued 
the Fraud Risk Framework in 2015. The Fraud Risk Framework provides 
a comprehensive set of leading practices—organized within four 
components—that serve as a guide for agency managers to use when 
developing efforts to combat fraud in a strategic, risk-based way. The 
second component—assess—calls for program managers to plan regular 
fraud risk assessments and provides leading practices for planning and 
conducting regular fraud risk assessments. 

See figure 1 for key elements of the second component, the fraud risk 
assessment process. 
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Figure 1: Key Elements of the Fraud Risk Assessment Process 
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The assess component emphasizes conducting regular fraud risk 
assessments to identify and prioritize areas of vulnerability based on 
likelihood and impact of fraud and examining the suitability of existing 
controls to mitigate these risks. Understanding the root causes of fraud 
loss and how fraud can affect a program is essential for developing a 
strategy to mitigate fraud by identifying fraud risks and their likelihood and 
impact, then prioritizing those risks. 

The Community Care program allows eligible veterans to receive medical 
care from community providers instead of VA facilities.13 In 2024, about 3 
million veterans received medical care through the Community Care 
program. The program operates primarily as a fee-for-service model, 
administered through a community care network, with contracted third-
party administrators (TPA) processing approximately 96 percent of claims 
in fiscal year 2024. VA’s community care network spans five regional 
networks across the United States. TPAs manage these networks and 
pay community providers on behalf of VA, and VA subsequently 
reimburses the TPAs. 

Both TPAs and VA serve critical roles in maintaining payment integrity 
within the Community Care program. TPAs conduct prepayment and 
processing functions to ensure that they process community provider 
claims at correct contract rates. Meanwhile, VA performs 
prereimbursement validation checks to certify that reimbursements to 
TPAs are proper and conducts postpayment analyses to identify improper 
payments. According to VA officials, VA 

• conducts regular meetings with TPAs to review improper payment 
findings and discuss underlying root causes, 

• verifies that corrective actions are implemented, and 
• tracks financial recoupments. 

 
13Veterans may be eligible to obtain care from non-Veterans Health Administration (VHA) 
providers if they face certain challenges accessing care at VHA medical facilities, such as 
long wait times or lengthy travel distances. VA implemented the Veterans Community 
Care program on June 6, 2019, as required under the VA MISSION Act of 2018. The 
Veterans Community Care program replaced the prior temporary program that had been 
in place since 2014—the Veterans Choice Program—and consolidated it with other 
existing community care programs. Pub. L. No. 115-182, tit. I, §101, 132 Stat. 1393, 1395 
(2018). In VA’s agency financial reports and on PaymentAccuracy.gov, VA refers to the 
program as “VA Community Care” or VACC for improper payment reporting purposes. In 
this report, we refer to care from community providers through the Veterans Community 
Care program as the “Community Care program.” 

VA’s Community Care 
Program 
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Improper payments may occur when VA reimburses TPAs for claims that 
exceed required filing time frames, do not comply with established 
contract rates and appropriate payment amounts, or exceed authorized 
care limits. 

VA’s reported improper payment estimates for the Community Care 
program have generally decreased from fiscal years 2020 to 2025, 
despite increasing program outlays (see table 1). VA reported that for 
fiscal year 2020, an estimated $7.5 billion, or 78.4 percent of total 
community care outlays, were made improperly. However, by fiscal year 
2025, VA reported that this number had decreased to an estimated 
$608 million, or 2.4 percent of community care outlays. 

Table 1: Community Care Program Improper Payment Estimates Reported by the Department of Veterans Affairs for Fiscal 
Years 2020 Through 2025 

Fiscal year 
Program outlays 

(dollars in millions) 

Estimated improper payment 
amount 

(dollars in millions) 
Estimated improper payment rate 

 (percent) 
2020 $9,523.48 $7,469.59 78.43% 
2021 $14,167.55 $2,101.68 14.83% 
2022 $17,382.00 $1,082.56 6.23% 
2023 $20,152.58 $959.53 4.76% 
2024 $21,981.87 $416.63 1.90% 
2025 $25,444.18 $607.67 2.39% 

Source: GAO analysis of Office of Management and Budget PaymentAccuracy.gov data.  |  GAO-26-107946 

Note: Prior year improper payment estimates have not been adjusted for inflation. 

 
In fiscal year 2021, the most recent year VA provided Community Care 
confirmed fraud information to OMB, the agency reported confirmed fraud 
of $179.9 million in the Community Care program.14 We also previously 

 
14Since fiscal year 2017, OMB has directed agencies to provide data on dollars associated 
with confirmed fraud on its PaymentAccuracy.gov website. According to OMB, confirmed 
fraud is the amount determined to be fraudulent through the judicial or adjudication 
process. In fiscal year 2022, confirmed fraud reporting ceased to include program-level 
information and was only reported at the agency-wide level. PIIA previously required 
agencies to report on their antifraud controls and fraud risk management efforts in their 
annual financial reports. However, the requirement to report such information ended with 
the fiscal year 2020 annual financial report. 31 U.S.C. § 3357. We previously 
recommended that Congress consider amending PIIA to reinstate these requirements. 
GAO, Emergency Relief Funds: Significant Improvements Are Needed to Ensure 
Transparency and Accountability for COVID-19 and Beyond, GAO-22-105715 
(Washington, D.C.: Mar. 17, 2022).  

https://www.gao.gov/products/GAO-22-105715
https://www.gao.gov/products/GAO-22-105715
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reported on the fraud risks of ineligible providers and identified 
weaknesses in oversight of provider address data that could potentially 
allow individuals intending to commit fraud to use a nonbusiness 
address.15 Additionally, various fraud schemes have targeted the 
Community Care program, including claims for services that were never 
provided and billing for unrelated and medically unnecessary services. 
For example, in February 2026, the owner of a home health care 
company pleaded guilty to one count of wire fraud and admitted to 
submitting fraudulent claims to the VA community care network for 
services totaling over $100,000 that were not provided.16 

Federal law enforcement officials have also investigated alleged fraud in 
the Community Care program that resulted in providers agreeing to pay 
monetary settlements without admitting to fraudulent intent. For example, 
in 2026, a provider agreed to pay the federal government $3.7 million 
dollars to resolve allegations that it fraudulently billed the Community 
Care program and other federal and state health care programs for 
medically unnecessary services and knowingly endangered patient 
safety.17 

Medicare beneficiaries have the option to enroll in Medicare Advantage 
and receive their benefits through a private health plan. According to 
CMS enrollment data, there were 35 million Medicare beneficiaries 
enrolled in a Medicare Advantage plan in 2025.18 These private plans, or 
Medicare Advantage organizations (MAO), are responsible for 
administering the private plan and collecting and maintaining the 
paperwork needed to determine recipient eligibility. CMS pays MAOs a 
monthly capitation payment that is adjusted based on the clinical risk of 

 
15GAO, Veterans Community Care Program: VA Should Strengthen Its Ability to Identify 
Ineligible Health Care Providers, GAO-22-103850 (Washington, D.C.: Dec. 17, 2021). 

16Department of Justice, United States Attorney’s Office, Eastern District of Missouri, Local 
Home Healthcare Company Admits Over $200,00 Fraud (Feb. 17, 2026), 
https://www.justice.gov/usao-edmo/pr/local-home-healthcare-company-owner-admits-over
-200000-fraud. 

17Department of Justice, United States Attorney’s Office, Eastern District of Washington, 
Multicare Health System to Pay Millions to Settle Fraud Case (Feb. 4, 2026), 
https://www.justice.gov/usao-edwa/pr/multicare-health-system-pay-millions-settle-fraud-
case. 
18“Medicare Monthly Enrollment,” Centers for Medicare & Medicaid Services, accessed 
June 4, 2026, https://data.cms.gov/summary-statistics-on-beneficiary-
enrollment/medicare-and-medicaid-reports/medicare-monthly-enrollment. 

Medicare Advantage 
Program 

https://www.gao.gov/products/GAO-22-103850
https://www.justice.gov/usao-edmo/pr/local-home-healthcare-company-owner-admits-over-200000-fraud
https://www.justice.gov/usao-edmo/pr/local-home-healthcare-company-owner-admits-over-200000-fraud
https://www.justice.gov/usao-edwa/pr/multicare-health-system-pay-millions-settle-fraud-case
https://www.justice.gov/usao-edwa/pr/multicare-health-system-pay-millions-settle-fraud-case
https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/medicare-and-medicaid-reports/medicare-monthly-enrollment
https://data.cms.gov/summary-statistics-on-beneficiary-enrollment/medicare-and-medicaid-reports/medicare-monthly-enrollment
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the beneficiary.19 During audits, MAOs may be required to submit medical 
records for a select number of beneficiaries to substantiate the medical 
diagnosis data previously submitted to CMS. Improper payments may 
result when MAOs submit inaccurate or incomplete diagnosis data and 
CMS identifies discrepancies in medical records or insufficient 
documentation for those diagnoses. For example, CMS finding that a 
MAO’s medical record documentation does not substantiate a 
beneficiary’s diagnosis could result in a determination that an improper 
payment was made. 

From fiscal years 2020 to 2025, CMS reported estimated improper 
payments for the Medicare Advantage program that ranged from $13.9 
billion to $23.2 billion, as shown in table 2. CMS’s estimated rate of 
improper payments during this period ranged from 5.42 percent to 10.28 
percent of program outlays.  

Table 2: Medicare Advantage Program Improper Payment Estimates Reported by CMS for Fiscal Years 2020 Through 2025 

Fiscal year 
Program outlays 

(dollars in millions) 

Estimated improper payment 
amount 

(dollars in millions) 
Estimated improper payment 

 rate (percent)a 
2020 $240,082.81 $16,271.66 6.78% 
2021 $225,603.67 $23,188.06 10.28% 
2022 $257,174.12 $13,940.82 5.42% 
2023 $275,605.96 $16,550.76 6.01% 
2024 $339,932.01 $19,066.91 5.61% 
2025 $388,716.84 $23,665.12 6.09% 

Source: GAO analysis of Office of Management and Budget PaymentAccuracy.gov data.  |  GAO-26-107946 

Note: Prior year improper payment estimates have not been adjusted for inflation. 
aThe Centers for Medicare & Medicaid Services (CMS) made various changes to its methodology for 
calculating the improper payment rate, which, according to CMS, renders the rate incomparable 
across fiscal years prior to fiscal year 2023, as fiscal year 2023 established a baseline. 

 
In 2025, HHS OIG identified combating fraud, waste, and abuse as a key 
element of the management and performance challenge facing HHS 

 
19Capitation payments are predetermined monthly amounts paid to MAOs per beneficiary 
and are adjusted for clinical risk to reflect differences in the relative cost of beneficiaries 
with different risk factors. CMS adjusts capitation payments based on diagnosis data that 
MAOs previously submitted to CMS. Payment is based on demographic factors and the 
health status of the beneficiary, which are determined by the submission of diagnosis 
data.  
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related to Medicare and Medicaid.20 HHS OIG noted that fraud schemes 
are increasingly complex and global in scope, often migrating from one 
item or service to another. HHS OIG went on to note that different CMS 
programs have different risks because they pay for services and provide 
coverage differently. The OIG concluded that as HHS refines payment 
policies and incentives, it must anticipate and guard against exploitation 
of specific payment designs. 

Federal law enforcement agencies have identified Medicare Advantage 
fraud schemes, including fraudulent overbilling, claims, and kickback 
schemes. According to Department of Justice press releases, these 
schemes have resulted in millions of dollars of losses in the Medicare 
Advantage program. For example, in December 2025, two health care 
executives were convicted of health care fraud, wire and health care fraud 
conspiracy, and kickback related charges for a scheme that resulted in 
the submission of approximately $34 million in false and fraudulent claims 
to Medicare Advantage plans.21 These fraudulent claims were submitted 
for durable medical equipment that was not needed or not wanted by 
Medicare Advantage beneficiaries. One of the executives, the owner of 
multiple medical equipment companies, also paid kickbacks to obtain 
prescription orders that were then used to submit fraudulent claims. 

Businesses have also agreed to pay monetary settlements without 
admitting to fraudulent intent to resolve allegations related to Medicare 
Advantage billing following federal investigations. For example, in 
December 2024, a nonprofit corporation that offered Medicare Advantage 
health plans and its affiliated corporation agreed to pay the federal 
government up to $98 million to resolve allegations that they knowingly 

 
20Department of Health and Human Services, Office of Inspector General, Top 
Management & Performance Challenges Facing HHS 2025, OIG-TMC-2025 (Washington, 
D.C.: Jan. 20, 2026). HHS has not reported confirmed fraud information for the Medicare 
Advantage program to OMB. 

21Department of Justice, United States Attorney’s Office, Southern District of Florida, Two 
Healthcare Executives Convicted for Exploiting Elderly Medicare Advantage Beneficiaries 
in $34 Million Fraud Scheme (Jan. 7, 2026), https://www.justice.gov/usao-sdfl/pr/two-
healthcare-executives-convicted-exploiting-elderly-medicare-advantage.  
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submitted or caused the submission of invalid medical diagnosis codes to 
increase Medicare Advantage payments.22 

Through our review, we determined that VA has developed processes to 
identify root causes of improper payments and implement corrective 
action plans to address them.23 While VA has taken some steps to 
identify and assess fraud risks in the Community Care program, it has not 
conducted a comprehensive fraud risk assessment of inherent fraud risks 
in accordance with leading practices (see table 3). 

Table 3: Department of Veterans Affairs’ Efforts to Identify and Address the Root 
Causes of Improper Payments and Mitigate Fraud Risks 

 Community Care 
program 

Developed and implemented a process to identify and assess the 
root causes of improper payments ● 
Developed, implemented, and monitored corrective action plans 
that adequately address the identified root causes of improper 
payments 

● 
Conducted a comprehensive fraud risk assessment that identifies 
inherent fraud risks, assesses their likelihood and impact, 
determines risk tolerance, evaluates controls, and documents a 
fraud risk profile. 

○ 

Legend: ● = Met; ◐ = Partially met; ○ = Not met. 
Source: GAO.  |  GAO-26-107946 

Note: Table is based on results of GAO work completed from November 2024 through July 2026. 

 

 

 

VA has developed a set of processes and tools, supported by a 
multilayered and collaborative approach, to test for improper payments 
and identify their root causes. VA designed these processes to determine 

 
22Department of Justice, Office of Public Affairs, Medicare Advantage Provider 
Independent Health to Pay Up To $98M to Settle False Claims Act Suit (Dec. 20, 2024), 
https://www.justice.gov/archives/opa/pr/medicare-advantage-provider-independent-health-
pay-98m-settle-false-claims-act-suit. 

23The improper payment estimation process is not designed to detect or measure the 
amount of fraud that may exist.  

VA Established 
Processes to Address 
Community Care 
Improper Payment 
Root Causes but Has 
Not Conducted a 
Comprehensive 
Fraud Risk 
Assessment 

VA Has Processes to 
Identify the Root Causes 
of Improper Payments 
VA Uses Tools and 
Collaboration to Determine the 
Root Causes of Improper 
Payments 

https://www.gao.gov/products/GAO-26-107946
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the underlying factors contributing to improper payments in the 
Community Care program. 

According to VA officials, VA follows a seven-step review process when 
conducting improper payment testing in the Community Care program, 
including reviews of documentation, eligibility, and payment. VA created a 
review template to use when conducting improper payment testing in the 
Community Care program. According to VA officials, the review template 
ensures consistency by guiding reviewers through the improper payment 
review process and facilitating root cause determinations. Additionally, VA 
uses reference materials alongside its review template to help improper 
payment reviewers conduct complete and accurate assessments. For 
example, VA uses “desk procedures” that offer detailed, step-by-step 
guidance and scenario-based instructions for improper payment 
reviewers. For more information about VA’s improper payment review 
process and how the review template facilitates root cause 
determinations, see appendix I. 

VA also employs a multilayered, collaborative process to further identify 
and refine the root causes of improper payments in the Community Care 
program. This includes 

• peer reviews, 
• supervisory validations, 
• concurrence reviews with stakeholders, 
• periodic assessments of improper payment review processes and 

tools, and 
• regular coordination and communication amongst program officials 

and stakeholders. 

According to VA officials, this collaborative approach allows improper 
payment reviewers to pinpoint where errors occurred and determine their 
underlying causes. 

According to VA officials, the agency’s approach to reducing improper 
payments in the Community Care program has evolved from broad, 
large-scale actions to targeted mitigation strategies. The nature of VA’s 
identified payment error categories for the Community Care program 
shifted from broader system and policy issues—such as payment 
processing errors and eligibility problems related to implementation of the 
VA MISSION Act of 2018—toward more specific compliance issues, 

Identified Root Causes of 
Improper Payments Changed 
in the Community Care 
Program from Fiscal Year 2021 
to Fiscal Year 2024 
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including untimely claim submissions and payments that did not align with 
contract terms.24 

As shown in figure 2, in the Community Care program from fiscal years 
2022 to 2024, VA demonstrated improvements in reducing (1) technically 
improper payments and (2) claims with insufficient documentation to 
determine whether payment is proper or improper.25 In fiscal year 2024, 
VA did not report either of these issues as root causes. VA officials stated 
that improved Community Care procurement processes due to the VA 
MISSION Act of 2018 helped to reduce technically improper payments. 
VA officials attributed the reduction of insufficient documentation errors to 
two changes in the Community Care program: (1) providing improper 
payment reviewers direct access to VA payment and authorization 
systems and (2) transitioning to new claims processing systems with built-
in automation that stops claims if they do not substantially comply with 
clean claim requirements. 

 
24According to VA officials, before the VA MISSION Act of 2018, VA lacked authority to 
purchase community care without contracts meeting Federal Acquisition Regulation and 
VA Acquisition Regulation requirements. The act gave VA new community care 
purchasing authority exempt from these requirements, significantly reducing VA’s 
estimated improper payments in the Community Care program. 

25Per OMB guidance, technically improper payments are those in which recipients 
received funds they were entitled to, but the payment failed to follow all applicable statutes 
or regulations. 



 
 
 
 
 
 

Page 16   GAO-26-107946  Program Integrity 

Figure 2: Department of Veterans Affairs’ Externally Reported Root Causes of 
Community Care Program Improper Payments for Fiscal Years 2021 Through 2024 

 
 

 

 

 

 

VA developed a template to implement corrective action plans.26 This 
template is designed to help ensure that VA’s corrective actions address 
root causes and that VA can strategically measure its progress in 
implementing corrective actions. For each corrective action, the template 
directs VA officials to document (1) descriptors and underlying causes, (2) 

 
26According to VA officials, in fiscal year 2022, VA updated the corrective action plan 
template the Community Care program uses to reflect information presented in OMB 
guidance. There have not been any significant changes to the template since fiscal year 
2022. 

VA Adequately Designed, 
Implemented, and 
Monitored Corrective 
Action Plans to Address 
Identified Root Causes of 
Improper Payments 

VA Uses a Corrective Action 
Plan Template Designed to 
Address Root Causes 
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mitigation strategies, (3) planned tasks, and (4) annual benchmarks.27 
The template also directs VA officials to document benchmarks for the 
overall corrective action plan. 

According to VA officials, VA designed the template to ensure clear 
ownership and accountability structures and to enable measurable, 
attainable, and quantifiable results. Senior accountable officials (SAO) 
develop and oversee each corrective action plan, and specific VA officials 
implement the plan by completing individual tasks assigned to them. Each 
corrective action and individual task has an established completion date, 
which SAOs use to monitor implementation progress. See appendix II for 
the corrective action plan template VA used in fiscal year 2024. 

From fiscal year 2022 through fiscal year 2024, VA employed two primary 
mitigation strategies in its corrective action plans for the Community Care 
program. Specifically, of the 19 corrective actions taken in this time frame, 
12 involved process changes and five involved automation.28 The process 
changes mitigation strategy focused on operational improvements, 
including enhancing prepayment checks in the Community Care 
program’s authorization system and enforcing contract requirements for 
TPAs to bill at correct allowable rates through enhanced contract 
language. The automation mitigation strategy emphasized system-based 
solutions, including verifying auto-denial functions and auto processing 
correct claims rates in the Community Care program’s claims adjudication 
management system. The remaining corrective actions employed audit 
and training mitigation strategies.29 

 
27Mitigation strategies focus on reducing the likelihood or magnitude of improper 
payments, while corrective actions target root causes to eliminate and prevent recurrence. 
Most corrective action plans incorporate multiple mitigation strategies and corrective 
actions working together to prevent and reduce improper payments within a program. 

28OMB guidance provides seven examples of common improper payment mitigation 
strategies: automation, behavioral/psychological influence, training, internal process or 
policy change, cross-enterprise sharing, audits, and predictive analytics. VA used these 
examples to define mitigation strategy categories in its corrective action plans. VA uses 
mitigation strategies to define the high-level approach for addressing improper payments 
in its corrective action plans, such as automation. Corrective actions specify the particular 
steps to address root causes of improper payments, such as converting nonelectronic 
payments to electronic methods. 

29VA’s training-related corrective action included providing training on claims processing 
requirements when required other health insurance documentation is missing. VA’s audit-
related corrective action included conducting post-payment reviews and establishing bills 
of collection for claims that were overpaid. 
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VA combines regular independent reviews and ongoing oversight to 
monitor the effectiveness of its corrective action plans and refine 
identified root causes in the Community Care program. VA designed this 
approach to ensure that corrective actions are targeted and that the root 
causes of improper payments in the program are adequately addressed. 

Annually, the Veterans Health Administration (VHA) performs 
independent reviews of the effectiveness of the Community Care 
program’s corrective action plans. These effectiveness reviews assess 
mitigation strategies according to four key metrics: timeliness; reduction in 
number of errors; reduction in dollar amount of errors; and whether 
mitigation strategies are clear, are actionable, and address underlying 
causes.30 Appendix I outlines the criteria VA uses to assess whether 
mitigation strategies meet these metrics. 

Through these reviews, VA determines whether mitigation strategies were 
effective. Under VA’s criteria, mitigation strategies are considered 
effective if they either 

• pass all four metrics or 
• pass three of four metrics and reduce improper payments related to 

the root cause. 

If mitigation strategies are new or are deemed ineffective, VA conducts 
additional root cause analyses to help ensure that mitigation strategies 
effectively address the root causes of the improper payments. 

VA officials, including SAOs and VHA staff, also conduct additional 
oversight activities, such as reviewing monthly and quarterly corrective 
action plans, to monitor corrective action plans and refine root causes. VA 
officials stated that this collaborative approach to managing and updating 
corrective actions has proven to be an effective practice for VA. 

As part of its efforts to strengthen payment integrity in the Community 
Care program, VA plans to improve community care network (CCN) 
contracts through the CCN Next Generation contract initiative. As part of 
this initiative, VA intends to explore more proactive or preventive controls 
earlier in the payment life cycle and develop more efficient processes, 

 
30Per OMB guidance in OMB M-21-19, corrective actions eliminate root causes of 
improper payments, while mitigation strategies minimize the likelihood or size of improper 
payments occurring due to a certain root cause. In its corrective action plan effectiveness 
reviews, VA refers to both as “mitigation strategies.” 

VA Uses a Multilayered 
Approach to Monitor Corrective 
Action Plans and Refine Root 
Causes 

VA Has Identified Additional 
Opportunities to Address 
Improper Payments in the 
Community Care Program 
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mitigate previously identified issues, and improve the overall service 
quality for veterans in the Community Care program. VA publicly released 
a request for proposals for its CCN Next Generation contract initiative in 
December 2025, with the deadline for offers being May 8, 2026. 

Additionally, VA officials identified technology and information systems 
enhancements that may improve payment integrity in the Community 
Care program, including 

• establishing an automated interface with Medicare to obtain veteran 
insurance information directly instead of relying on veterans to keep 
VA informed of their Medicare plans and effective dates; 

• establishing an automated interface with Medicare payment data to 
prevent duplicate payments, replacing VA’s current, partially manual 
review; 

• establishing an interface between VA’s revenue billing system and 
community care medical claims adjudication systems to help identify 
improper payments by detecting duplicate primary payer situations 
and ensuring accurate insurance information; and 

• consolidating to a single medical claims adjudication system for the 
Community Care program—according to VA, there currently are at 
least five different systems that adjudicate medical claims. 

VA has not conducted a comprehensive fraud risk assessment of the 
Community Care program that aligns with leading practices in the Fraud 
Risk Framework. Specifically, VA has not identified all inherent fraud risks 
to assess their likelihood and impact or examined the suitability of existing 
fraud controls. 

  

VA Has Not Conducted a 
Comprehensive Fraud 
Risk Assessment to 
Identify and Mitigate 
Community Care Program 
Fraud Risks 
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The Fraud Risk Framework identifies leading practices for conducting a 
fraud risk assessment to identify and assess fraud risks, which are 
documented in a fraud risk profile. A robust fraud risk profile should 
include information about all fraud risks that may affect a program. The 
framework states that program managers should (1) determine the type of 
internal and external fraud risks that programs may face and (2) have a 
documented risk assessment that identifies risks; assesses them; and 
develops a strategy to address analyzed risks, including periodically 
evaluating whether the risk response continues to be effective. The risk 
assessment process should identify all inherent fraud risks, assess the 
likelihood and impact of those risks, determine fraud risk tolerance, 
examine the suitability of existing fraud controls and prioritize residual 
risk, and document a fraud risk profile. 

Effective managers consider financial and nonfinancial impacts during the 
assessment process. While the Fraud Risk Framework acknowledges 
that agencies may use other risk management processes that consider 
fraud risks, such efforts do not eliminate the separate and independent 
fraud risk assessment requirements. 

VA officials informed us that the types of fraud risks that have been 
identified include community providers billing for (1) services not provided 
or rendered, (2) unrelated and medically unnecessary services, and (3) 
more severe and expensive diagnoses or procedures than diagnosed or 
performed (called “upcoding”). They also identified fraud risks specific to 
certain service types, such as substance abuse treatment, drug testing, 
and genetic testing. 

While VA has taken various steps to identify and assess risks generally in 
its programs, these efforts have not resulted in a comprehensive fraud 
risk assessment of the Community Care program. These efforts include 
the following: 

• A broad assessment of risks from VA’s Office of Business 
Oversight.31 According to VA officials, VA’s Office of Business 
Oversight generates this risk assessment annually. It is then sent to 
VA community care program staff for input and completion. The 2024 
assessment documented two fraud, waste, and abuse risks and one 

 
31The Office of Business Oversight conducts reviews and assessments of internal controls 
to help ensure compliance with applicable laws and regulations and provides guidance to 
program offices, among other responsibilities. 

Department of Veterans Affairs (VA) 
Community Care – Settlement Examples  
VA’s Community Care program allows eligible 
veterans to receive medical care from 
community providers instead of VA facilities. 
The following are two examples of settlements 
regarding fraud allegations in this program: 
In 2024, an acupuncturist and his clinic 
agreed to pay $2.3 million to resolve 
allegations related to the submission of 
inflated bills for veterans in the Community 
Care program. Specifically, it was alleged that 
the provider misrepresented the time he spent 
treating veterans by billing for 1 hour of 
personal contact for each veteran he treated 
despite spending no more than 15 minutes 
with any patient.  
Additionally, in April 2025 a drug and alcohol 
rehabilitation center agreed to pay $19.75 
million to resolve allegations that it submitted 
claims to the Community Care program for 
providing residential treatment and partial 
hospitalization care to veterans without a 
license or contract to provide those services 
and kept false records of the care provided to 
veterans, among other claims. 
Source: Department of Justice Press Releases.  |  
GAO-26-107946 
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health care delivery risk related to the Community Care program.32 
According to VA officials, the assessment was focused on fraud and 
included examples of fraud schemes. However, a comprehensive 
fraud risk assessment in alignment with leading practices, as 
described in the Fraud Risk Framework, would involve assessing all 
inherent program fraud risks, not just examples of fraud schemes. 
This broad assessment did not address all of the Fraud Risk 
Framework’s key elements for a comprehensive fraud risk 
assessment and did not include a documented fraud risk profile for 
the Community Care program. The identified risks were also broad or 
grouped fraud with waste and abuse. As a result, the assessment’s 
determination of likelihood and impact did not specifically consider 
fraud risks in accordance with leading practices. 

• A risk register that tracks risks in Integrated Veteran Care (IVC) 
programs, including the Community Care program. According to VA 
officials, as of June 2025, none of the categorized fraud risks in the 
register were associated with the Community Care program. 
Consequently, the identified community care risks discussed above 
are not captured in IVC’s risk register as fraud risks. 

• A fraud risk assessment specific to Community Care program 
provider addresses. Developed in response to our 2022 
recommendation, this assessment included a fraud risk profile that 
analyzed the risk of veterans receiving inadequate care specifically 
from community care providers using commercial mail receiving 
agencies (CMRA) as a service address.33 It also identified two related 
fraud risk factors and identified antifraud controls to verify addresses. 
While valuable to prevent, detect, and respond to the risk of fraudsters 
seeking to disguise their addresses, this assessment only covers one 
inherent risk in the Community Care program. 

 
32Two of the risks stated that there could be an increased risk of fraud, waste, and abuse if 
(1) VA does not identify inappropriately generated claims before payment and (2) 
appropriate providers do not deliver health care services as authorized. The third risk 
stated that if agency staff have a fiduciary interest in patient referrals, it could adversely 
affect health care delivery. Agency officials also described similar risks identified in their 
2025 assessment (failure to detect inappropriately billed claims, payment for nonrendered 
services, and fiduciary-interest referrals). 

33GAO-22-103850. A CMRA is a private business that rents private mailboxes to 
customers and accepts mail from the United States Postal Service for distribution to its 
customers. 

https://www.gao.gov/products/GAO-22-103850
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• An Integrated External Networks risk portal.34 According to VA 
officials, this risk portal documents all identified risks associated with 
the Integrated External Network and includes detailed records of all 
risks. While VA officials stated that this portal served the same 
function as a fraud risk profile, officials told us that none of the entries 
in the portal were categorized as fraud risks facing the Community 
Care program. 

While VA has taken some steps to identify and assess risks, these efforts 
do not meet the key elements of a fraud risk assessment in the Fraud 
Risk Framework. Specifically, the agency has not performed a 
comprehensive fraud risk assessment that identifies inherent fraud risks 
affecting the program, assesses the likelihood and impact of those risks, 
determines fraud risk tolerance, examines the suitability of existing fraud 
controls and prioritizes residual risk, or documents a program-wide fraud 
risk profile. 

VA officials acknowledged to us that they had not comprehensively 
assessed community care program’s fraud risks. They noted challenges 
such as limited bandwidth, competing priorities, and concern about 
duplicating efforts. For example, VA officials noted that the VA office that 
prepared the CMRA-related fraud profile was no longer in existence. VA 
officials added that, due to limited resources, they have not conducted a 
fraud risk assessment because they have prioritized addressing 
community care risks that the Office of Business Oversight and other 
oversight bodies have identified.35 Additionally, IVC officials stated that 
they did not want to duplicate the Office of Business Oversight’s risk 
assessment efforts. However, because the Office of Business Oversight’s 
assessment did not comprehensively assess fraud risks, these efforts to 
avoid overlap have led to a gap in fraud risk assessment coverage for the 
Community Care program. 

Without a comprehensive fraud risk assessment, VA cannot be assured 
that it is aware of and targeting resources toward preventing fraud 

 
34Within IVC, the Office of Integrated External Networks leads, develops, and oversees 
contracts and its networks of providers for the Community Care program. 

35VA officials also described VHA’s Enterprise Risk Management efforts. These efforts are 
intended to manage program risks in a systematic way through its Office of Integrity and 
Compliance. Further, these efforts involve coordinating with VA’s Office of Business 
Oversight to review the largest identified VHA fraud risks. The Office of Integrity and 
Compliance also plans mitigation efforts, conducts VHA-wide training to increase 
awareness of best practices, and coordinates with VHA program offices in the areas of 
risk and internal control.  
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schemes with the greatest likelihood and impact on the Community Care 
program. Agencies have flexibility in how they design their antifraud 
activities and structures and can incorporate or align fraud risk activities 
with other program risk management activities. However, integrating 
antifraud efforts into a broader risk management and internal control 
approach may pose trade-offs. While this structure may provide a broad 
view of risks, ranging from unintentional errors to sophisticated fraud 
schemes, without careful planning, it also could limit the resources and 
attention focused specifically on fraud prevention, detection, and 
response. 

While VA’s existing risk assessment efforts could inform a fraud risk 
assessment, VA has not used these efforts to comprehensively assess 
fraud risks in the Community Care program. Given the program’s 
complexity—which, VA has noted, complicates compliance and oversight 
efforts—an assessment that considers fraud risks specific to the 
Community Care program can help ensure that existing controls are 
appropriately targeted to these unique risks. Further, with an assessment 
for the Community Care program, VA could better assure that its antifraud 
strategy appropriately prioritizes fraud risk management activities across 
programs. 

To address improper payments and fraud in the Medicare Advantage 
program, CMS implemented a process to identify the root causes of 
improper payments, developed corrective action plans, and conducted an 
assessment for program integrity risks. Through our review, as shown in 
table 4, we determined that CMS met OMB requirements to develop and 
implement a process to identify the root causes of improper payments in 
the Medicare Advantage program. We also found that CMS developed 
and partially implemented corrective action plans to address those 
identified root causes. While CMS has taken these steps, overall, its 
estimated Medicare Advantage improper payment rate has not decreased 
but remained steady. In addition, CMS has not conducted a 
comprehensive fraud risk assessment of the Medicare Advantage 
program to fully identify and assess fraud risks consistent with the 
requirements of the Fraud Risk Framework. 

  

CMS Has Not 
Sufficiently Addressed 
Improper Payments 
and Fraud Risks in 
the Medicare 
Advantage Program 
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Table 4: Centers for Medicare & Medicaid Services’ Efforts to Identify and Address 
the Root Causes of Improper Payments and Mitigate Fraud Risks  

 Medicare 
Advantage 
program 

Developed and implemented a process to identify and assess the 
root causes of improper payments ● 
Developed, implemented, and monitored corrective action plans 
that adequately address the identified root causes of improper 
payments 

◐ 

Conducted a comprehensive fraud risk assessment that identifies 
inherent fraud risks, assesses their likelihood and impact, 
determines risk tolerance, evaluates controls, and documents a 
fraud risk profile 

○ 

Legend: ● = Met; ◐ = Partially met; ○ = Not met. 
Source: GAO.  |  GAO-26-107946 

Note: Table is based on results of GAO work completed from November 2024 through July 2026. 

 
CMS designed and implemented a process to identify and assess the root 
causes of improper payments, with a focus on medical record reviews. To 
identify improper payments and their root causes, CMS’s Office of 
Financial Management selects a sample of payments using enrollee 
diagnosis information from CMS and, for each beneficiary in the sample, 
requests medical records from the MAO serving a beneficiary. Once 
MAOs submit the records into CMS’s system, medical record review 
contractors then review the medical records in two phases. For each 
phase, the review contractors use a standard set of questions to 
determine any errors and their root causes. CMS has developed its own 
list of root causes specific to the Medicare Advantage program. To meet 
OMB reporting requirements, CMS correlates those root causes to 
standardized OMB root cause categories for improper payments 
reporting. 

In the first phase of review, the review contractor determines whether the 
MAO submitted valid medical records. If the medical records are not valid, 
the review contractor identifies the error, then determines and categorizes 
its root cause. The primary root cause of invalid medical records is 
“insufficient documentation,” which occurs when there is a lack of 
supporting documentation necessary to verify payment accuracy. 

CMS considers medical records with the following issues as invalid due to 
insufficient documentation: 

CMS Has a Process in 
Place to Identify the Root 
Causes of Improper 
Payments 
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• missing or invalid signature, 
• missing or incorrect dates, 
• invalid provider type or source, and 
• missing or invalid credentials or specialty. 

Valid medical records move forward to the second phase: medical record 
review. For this phase, the medical record review contractor reviews the 
medical records to determine if the records support the diagnoses MAOs 
submitted and, if applicable, to determine the type of errors found within 
the record. The review contractor looks for discrepancies or diagnostic 
coding errors and maps any errors to the medical records discrepancies 
root cause category. The primary root cause for this phase, “medical 
record discrepancies,” occurs when the medical records MAOs submitted 
do not substantiate a diagnosis category for which the MAO received 
payment.36 Medical record discrepancies that result in underpayments are 
reclassified as “administrative or process errors by other party.” 
“Administrative or process errors by other party” occur when MAOs 
incorrectly enter data or incorrectly classify or process applications or 
payments. 

Examples of medical record discrepancies include instances when 

• documentation contradicts the reported diagnosis, 
• the beneficiary’s condition is no longer present, 
• the MAO does not follow coding guidelines, and 
• a diagnosis comes from the patient rather than a valid provider.37 

If a review contractor determines that a diagnosis is not supported, a 
second review contractor examines the case and confirms the 

 
36Referred to as the “CMS Hierarchical Condition Category,” these diagnosis categories 
consist of groupings of clinically similar diagnoses, in which conditions are categorized 
hierarchically, with the highest severity taking precedence over other conditions. Each 
hierarchical condition category is assigned a relative factor that is used to produce risk 
scores for Medicare beneficiaries. 

37MAOs must ensure that diagnoses are coded according to guidelines set forth in the 
International Classification of Diseases, Clinical Modification Guidelines for Coding and 
Reporting. See Centers for Medicare & Medicaid Services, “Risk Adjustment,” ch. 7 in 
Medicare Managed Care Manual, IOM 100-16 (Baltimore, Md.: Sept. 19, 2014), 
https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-i
oms-items/cms019326. 

https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-ioms-items/cms019326
https://www.cms.gov/regulations-and-guidance/guidance/manuals/internet-only-manuals-ioms-items/cms019326
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determination. Figure 3 depicts the two phases in CMS’s process for 
identifying the root causes of improper payments. 
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Figure 3: Centers for Medicare & Medicaid Services’ Process for Mapping Medicare Advantage Payment Errors to Root 
Causes 
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CMS considers payments improper if CMS makes them based on invalid 
records or valid records with discrepancies or coding errors. In these 
cases, the review contractor documents the identified causes of the 
improper payments in the system. If the review contractor is uncertain 
whether a payment is improper or the cause of that improper payment, 
the review contractor can escalate the record to the Quality Assurance 
Panel. The panel reviews all escalated cases and makes a final decision 
as to whether the payment is improper. 

Ultimately, through this process, CMS has identified three main 
categories of improper payment root causes: medical record 
discrepancies, administrative or process errors by others, and insufficient 
documentation.38 Figure 4 illustrates the identified root causes for 
improper payments from fiscal years 2021 through 2024. 

 
38HHS is required to report the root causes of improper payments on the 
PaymentAccuracy.gov website, in accordance with OMB guidance. For fiscal years 2021 
through 2024, HHS correlated the three identified root causes to a singular OMB root 
cause category, reporting that all improper payment errors occurred because of a failure 
to access needed information, such as the medical status, to determine a beneficiary’s 
health condition.  



 
 
 
 
 
 

Page 29   GAO-26-107946  Program Integrity 

Figure 4: Root Causes Identified and Reported by the Centers for Medicare & 
Medicaid Services for Fiscal Years 2021 Through 2024 

 
 
 

 

 

CMS’s Center for Program Integrity (CPI) is responsible for developing 
and coordinating corrective actions to address the three root causes of 
Medicare Advantage improper payments. To mitigate identified improper 
payments risks, CPI meets with the Vulnerability Collaboration Council to 
discuss improper payment issues and identified root causes specific to 
Medicare Advantage and to develop mitigation strategies and corrective 
actions.39 CPI also considers several factors when determining corrective 

 
39The Vulnerability Collaboration Council is a centralized group of subject matter experts 
within CMS who collaborate to identify and mitigate vulnerabilities, or program integrity 
risks, in Medicare Advantage and other CMS-managed programs. 
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actions and mitigation strategies to implement, including input from CMS 
components involved with Medicare Advantage improper payments, prior 
OIG and GAO recommendations, PIIA requirements, and related OMB 
guidance. CMS reports its corrective actions and mitigation strategies 
annually within the HHS agency financial reports and quarterly on 
PaymentAccuracy.gov. 

CMS’s corrective actions and mitigation strategies focus largely on three 
types of reviews, all of which occur after payment: 

• RADV audits. CMS performs risk adjustment data validation (RADV) 
audits to confirm that medical records support enrollees’ diagnoses. 
CMS does not validate the diagnosis data that MAOs submit before 
they are incorporated into an enrollee’s risk profile. According to CMS, 
there is an incentive for MAOs to potentially overreport diagnoses to 
increase payments. CMS conducts postpayment audits of MAO-
submitted diagnosis data to ensure that diagnoses are supported by 
enrollees’ medical records. According to CMS officials, these audits 
are their primary corrective action and focus on identifying and 
recovering improper payments after the payment year ends and CMS 
finalizes payments to MAOs. According to CMS officials, RADV 
audits, along with other regulatory requirements, incentivize plans to 
report and return overpayments.40 

• Program integrity audits. A CMS contractor conducts program 
integrity audits to identify areas in which Medicare Advantage plan 
sponsors are noncompliant with program integrity requirements.41 
CMS also uses these audits to educate plan sponsors on fraud, 
waste, and abuse. 

• I-MEDIC investigations. The investigations Medicare drug integrity 
contractor—also referred to as I-MEDIC—conducts investigations to 
detect and deter fraud, waste, and abuse for high-risk prescribers and 

 
40According to regulatory requirements, to receive a monthly payment, MAOs must certify 
(based on best knowledge, information, and belief) the accuracy, completeness, and 
truthfulness of relevant data that CMS requests. Such information includes specified 
enrollment data, encounter data, and other data that CMS may specify. 42 C.F.R. § 
422.504(l). In addition, an MAO must report and return any overpayment it received no 
later than 60 days after the date on which it identified it received an overpayment, unless 
otherwise directed by CMS. 42 C.F.R. § 422.326 (d). 

41A plan sponsor is the entity that establishes and maintains an employee benefit plan, 
which can include retirement plans, health plans, and other welfare benefit plans. While 
plan sponsors and MAOs can have overlapping roles within the realm of health care 
plans, they are distinct entities. MAOs are entities that contract with CMS to provide 
Medicare Advantage plans to Medicare beneficiaries. 
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pharmacies in the Medicare Advantage program. The I-MEDIC also 
makes recommendations for provider revocations and refers cases to 
law enforcement and other regulatory bodies for further action. 

According to CMS officials, certain limitations hinder CMS’s ability to 
implement controls before payment in the Medicare Advantage payment 
process: 

• Program structure. The Medicare Advantage program is set up so 
that CMS makes monthly payments to MAOs throughout the payment 
year. However, MAOs may submit and correct data that CMS uses for 
payment calculation before the final risk adjustment data submission 
deadline.42 If an MAO corrects or submits new data, CMS 
retroactively adjusts monthly payments to the effective date. After the 
payment year ends, CMS reconciles risk adjustment data and 
finalizes payments. Given this payment structure, CMS has no way of 
determining whether payments to MAOs are improper at the time of 
payment and must wait until the end of the payment year, after 
payments are finalized, to determine propriety. According to CMS 
officials, payments are not considered improper before the final risk 
adjustment data submission deadline. 

• Resource constraints. Medical reviews can confirm enrollee 
diagnoses underpinning the monthly payments to MAOs. However, 
these reviews are costly and time intensive. According to CMS 
officials, conducting them on a prepayment basis as part of a 
preventive control structure may require significant resources due to 
the large number of program enrollees—35 million as of March 2025, 
per CMS enrollment data.43 

These limitations to implementing prepayment controls in the Medicare 
Advantage program emphasize the importance of RADV audits in 
identifying and recovering improper payments. 

 
42Per 42 C.F.R. § 422.310, plans have a time frame in which to update risk adjustment 
data before final risk scores are calculated for a payment year. The regulations allow for a 
plan to correct data up until the final risk adjustment data submission deadline, which can 
be a date no earlier than January 31 of the year following the payment year. 42 C.F.R. 
§ 422.310(g)(2)(ii). 
43“Medicare Monthly Enrollment,” Centers for Medicare & Medicaid Services, accessed 
June 4, 2026, https://data.cms.gov/summary-statistics-on-beneficiary-
enrollment/medicare-and-medicaid-reports/medicare-monthly-enrollment. 
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In addition to postpayment reviews, CMS’s corrective actions also include 
training, such as program integrity training sessions; fraud, waste, and 
abuse webinars; and information-sharing sessions in which plan sponsors 
collaborate and discuss best practices. Additionally, CMS conducts 
outreach to plan sponsors with incomplete or invalid documentation to 
address potential improper payments, as well as to educate plan 
sponsors on documentation requirements. CMS also issues final findings 
reports to plan sponsors with feedback on their submissions and 
validation results to improve future collection of medical records and 
reduce improper payments. 

While CMS has identified various corrective actions, the Medicare 
Advantage program’s estimated improper payments increased from $13.9 
billion in fiscal year 2022 to $23.7 billion in fiscal year 2025. Program 
outlays for the Medicare Advantage program have increased each fiscal 
year since 2021 and the improper payment rate has remained stable, 
around 6 percent since CMS established a baseline in fiscal year 2023. 
This pattern suggests program growth without effective actions for 
reducing improper payments.44 CMS has not reported a significant 
decrease in the rate, which suggests that CMS’s corrective actions are 
not effective in reducing improper payments.45 

According to OMB guidance, agencies should identify annual benchmarks 
to demonstrate corrective action plans’ impact on improper payment 
prevention, as well as the agencies’ progress in implementing their plans. 

 
44CMS made various changes to its methodology for calculating the improper payment 
rate, which, according to CMS, renders the rate incomparable across fiscal years prior to 
fiscal year 2023, as fiscal year 2023 established a baseline. 
45The improper payment rate is the estimated amount of improper payments divided by 
the amount in program outlays for a given program in a given fiscal year. Programs are 
considered to be above the statutory threshold if they are reporting an annual improper 
payment estimate that is above 1.5 percent of the program’s total annual outlays. 
According to OMB guidance, program managers should identify improper payments that 
are unavoidable and beyond the agency’s ability to reduce to the statutory threshold, to 
determine its tolerable improper payment rate. Program managers should aim to reduce 
the improper payment rate to the statutory threshold, or at least the tolerable improper 
payment rate. 

CMS’s Corrective Actions for 
the Medicare Advantage 
Program Are Not Sufficiently 
Detailed and Do Not 
Adequately Monitor Progress 
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Furthermore, in response to our April 2020 recommendation,46 HHS 
issued its Improper Payment Corrective Action Plan User Guide.47 The 
guide outlines the elements program managers should include when 
developing corrective action plans, such as identifying root causes, 
establishing planned start and completion dates, documenting corrective 
actions, setting targets and benchmarks, and assessing barriers. It also 
emphasizes the importance of evaluating the effect of corrective actions 
to refine program integrity activities. If targets are not met, program 
managers should develop new strategies, adjust resources, or revise 
targets. 

In our February 2025 High Risk Series report, we noted that while CMS 
has targets for reducing Medicare improper payments and highlights 
corrective actions taken to address root causes of payment errors, it does 
not identify clear metrics to assess progress or time frames and 
resources needed to implement corrective actions.48 CMS officials 
indicated that they assess corrective actions as part of their quarterly 
updates on PaymentAccuracy.gov and report on the effectiveness of 
corrective action plans annually in the HHS agency financial reports—and 
therefore can see progress across performance years. However, during 
our current review, we found that CMS still has not identified and reported 
on benchmarks or performance metrics, other than the improper payment 
rate, that could measure the effectiveness and progress of its corrective 
action plan for the Medicare Advantage program. Increased enrollment, 
rising estimated improper payments, and the lack of performance metrics 
to determine the effectiveness of its corrective action plan highlight the 
need for CMS to identify and recover improper payments in a timely 
manner. 
  

 
46In April 2020, we recommended that the Secretary of Health and Human Services 
should document in policies and procedures the department’s improper payment 
corrective action plan process overall, including processes for (1) establishing planned 
completion dates, (2) monitoring the progress of implementing corrective actions, and (3) 
measuring the effectiveness of improper payment corrective actions. GAO, Payment 
Integrity: Selected Agencies Should Improve Efforts to Evaluate Effectiveness of 
Corrective Actions to Reduce Improper Payments, GAO-20-336 (Washington, D.C.: Apr. 
1, 2020). 
47Department of Health and Human Services, Improper Payment Corrective Action Plan 
User Guide (October 2024). 
48GAO, High-Risk Series: Heightened Attention Could Save Billions More and Improve 
Government Efficiency and Effectiveness, GAO-25-107743 (Washington, D.C.: Feb. 25, 
2025). 

https://www.gao.gov/products/GAO-25-107743
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Although RADV audits are CMS’s primary corrective action to help CMS 
identify and recover overpayments, there have been long-standing issues 
with completing RADV audits in a timely manner. While CMS has 
developed an initiative to address these shortcomings in RADV audits, it 
has not (1) provided a detailed plan or (2) fully addressed concerns 
related to the increased administrative burden for MAOs; therefore, it runs 
the risk of falling short of its goals. 

In April 2016, we found that RADV time frames were so long that they 
may hamper the agency’s efforts to conduct audits annually.49 We 
recommended that CMS enhance the timeliness of its RADV process by 
requiring, among other things, that RADV auditors complete their medical 
record reviews within a specific number of days, comparable to other 
medical record review time frames in the Medicare program.50 

CMS has taken steps to improve the timeliness of RADV audits. In 
November 2024, CMS initiated RADV audits for payment year 2018 and 
used an automation tool to streamline the medical record intake 
process.51 According to CMS officials, the streamlined process reduced 
the audit time frame for the payment year 2018 audits from 18 months in 
prior years to approximately 12 months. 

While CMS has taken steps to enhance the timeliness of the RADV audit 
process, it is still behind in conducting RADV audits for payment years 
2019 to present. Furthermore, HHS OIG reported that recovery audits 
and activities performed during fiscal years 2023 and 2024 were delayed 

 
49GAO, Medicare Advantage: Fundamental Improvements Needed in CMS’s Effort to 
Recover Substantial Amounts of Improper Payments, GAO-16-76 (Washington, D.C.: Apr. 
8, 2016). 
50According to CMS officials, it is not prudent to establish a specified number of days 
within which CMS must process medical records for RADV audit purposes because it is 
difficult to predict when surges of medical records will be submitted and how large the 
review queues will be at any given time. 

51As of September 2025, CMS concluded the medical record review phase of the payment 
year 2018 RADV audits and is compiling and analyzing the results. According to CMS 
officials, CMS will issue the results to audited Medicare Advantage organizations by the 
second quarter of fiscal year 2026.  

CMS’s Plan to Improve RADV 
Audit Timeliness Lacks 
Necessary Detail 

https://www.gao.gov/products/GAO-16-76
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and that overpayments had yet to be recovered.52 In May 2025, to reduce 
the backlog for RADV audits, CMS announced plans to expedite the 
completion of all RADV audits for payment years 2018 through 2024 by 
early 2026.53 

In June 2025, CMS initiated the RADV audits for payment year 2019, the 
first set of audits that will review all eligible Medicare Advantage 
contracts.54 CMS expected to initiate RADV audits for payment years 
2020 through 2024 in fall 2025 but failed to do so within the specified time 
frame for various reasons, including a government shutdown and lack of 
a detailed plan for completing the audits. In December 2025, CMS 
adjusted its timeline, planning to initiate RADV audits of payment years 
2020 through 2024 incrementally, every 3 to 4 months throughout the 
next year, and issue findings on a rolling basis. CMS stated that it expects 
to begin issuing findings in mid-calendar year 2026. However, according 
to the schedule on its website, CMS does not intend to initiate all audits 
for payment years 2024, 2023, and 2022 until August 2026, November 
2026, and January 2027, respectively. 

CMS’s initiative to improve the timeliness and efficiency of RADV audits is 
rather complex. According to CMS, it will require 

• enhancing its technology, 
• leveraging existing contract resources to expand its workforce, 
• increasing data processing and system bandwidth, 
• increasing the number of Medicare Advantage plans that CMS audits 

annually, and 
• collaborating with HHS’s OIG to recover uncollected overpayments 

identified in past audits. 

 
52Department of Health and Human Services, Office of Inspector General, Department of 
Health and Human Services Met Many Requirements, but It Did Not Fully Comply With 
the Payment Integrity Information Act of 2019 and Applicable Improper Payment Guidance 
for Fiscal Year 2023, A-17-24-52000( May 2024), and Department of Health and Human 
Services Met Many Requirements, but Did Not Fully Comply With the Payment Integrity 
Information Act of 2019 and Applicable Improper Payment Guidance for Fiscal Year 2024, 
OAS-25-17-042 (May 2025). 

53At the time of the announcement, the RADV audit for payment year 2018 was already 
under way.  

54For prior RADV audits, CMS used predictive models to identify and select a sample of 
Medicare Advantage contracts for review. 
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Each aspect of this initiative may entail significant changes to CMS’s 
personnel, operational processes, and technology. As previously stated, 
detailed corrective action plans are necessary to track effectiveness and 
implementation status. However, CMS has not shared specific plans 
detailing (1) how it will expedite the completion of RADV audits, (2) 
specific time frames and milestones for completing each aspect of its 
initiative, or (3) estimates of costs and potential savings for implementing 
the initiative. Given the long-standing issues with completing RADV 
audits, CMS would benefit from a detailed plan to guide its efforts in 
expediting and completing all RADV audits from payment year 2018 and 
later. 

A fully developed plan could also help CMS address national health plan 
associations’ concern that the expansion of RADV audits will increase the 
administrative burden on MAOs. According to representatives from one 
national health plan association that we interviewed, one of the biggest 
challenges for MAOs will be dedicating sufficient personnel and resources 
to collect, organize, and submit large volumes of medical records from 
multiple providers in response to increased RADV documentation 
requests. The health plan association representatives indicated that 
medical records needed to support diagnoses submitted to CMS from 
prior years may be difficult to obtain because, in many cases, providers 
have moved, have merged with other providers, or may no longer be in 
business, among other things. Representatives from another national 
health plan association said that the shortened timelines and overlapping 
audits associated with the RADV audit expansion will increase the burden 
for plans and providers across the industry, which could cause providers 
to divert resources away from care as they respond to RADV audit 
requests. 

According to CMS officials, CMS has taken steps to address concerns 
about timing, operational burden, and transparency around its RADV 
audit initiative. Such steps include clarifying requirements for MAOs and 
allowing more time in the RADV audit process for MAOs to submit 
medical records. However, it is not clear how an extended medical record 
submission period will affect CMS’s efforts to accelerate RADV audits. 

Without a detailed plan, CMS lacks the information necessary to 
implement this initiative in a timely manner, which could hinder its effort to 
expedite RADV audits. We have previously identified characteristics of an 
effective, results-oriented plan, or components of sound planning 
practices, such as establishing goals and a strategy for achieving them, 
developing activities and timelines, involving stakeholders, and assigning 
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responsible parties.55 By applying these practices to its initiative to 
expedite RADV audits, CMS can improve its efforts to reduce improper 
payments in the Medicare Advantage program and to collect 
overpayments efficiently. 

  

 
55GAO, Evidence-Based Policymaking: Practices to Help Manage and Assess the Results 
of Federal Efforts, GAO-23-105460 (Washington, D.C.: July 12, 2023). 

https://www.gao.gov/products/GAO-23-105460
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CMS has not conducted a comprehensive fraud risk assessment of the 
Medicare Advantage program. In July 2025, CMS officials told us that the 
agency does not conduct its Medicare risk assessments to specifically 
identify fraud risks, which is a leading practice in the fraud assessment 
process.56 They stated that they conduct assessments with the goal of 
examining all program integrity risks within a selected area of the 
Medicare Advantage program, including those related to fraud, waste, or 
abuse. 

According to the Fraud Risk Framework, program managers should 
document the fraud risk profile as part of completing a comprehensive 
fraud risk assessment, which involves, among other steps, identifying 
risks, assessing likelihood and impact, and determining fraud risk 
tolerance. This profile is to then be used to develop and implement an 
antifraud strategy. 

In response to a 2017 GAO recommendation concerning fraud risk 
management, CMS developed the Medicare Advantage risk assessment 

 
56In 2025, we reported that HHS’s process for assessing risks was not consistent with 
leading practices for fraud risk management. We recommended that HHS finalize its key 
guidance documents on fraud risk management and clearly establish a process for 
conducting fraud risk assessments for HHS programs at regular intervals and when there 
are changes to a program or its operating environment. HHS concurred with the 
recommendation in its response letter. As of April 2026, this recommendation remains 
open. GAO, Temporary Assistance for Needy Families: Additional Actions Needed to 
Strengthen Fraud Risk Management, GAO-25-107290 (Washington D.C.: Jan. 28, 2025).  

CMS Has Not Conducted a 
Comprehensive Fraud Risk 
Assessment 

Medicare Advantage – Settlement 
Examples  
Medicare beneficiaries have the option to 
enroll in Medicare Advantage to receive their 
benefits through a private health plan. To 
ensure that plans are paid for enrollees with 
greater health risks, the Centers for Medicare 
& Medicaid Services adjusts payments based 
on risk factors that affect expected health care 
expenditures. Risk factors are affected by 
diagnosis codes.  
The following are two examples of settlements 
regarding fraud allegations.  
In 2023, a Medicare Advantage insurer 
agreed to pay approximately $172 million to 
resolve allegations related to the misuse of 
diagnosis codes. The United States alleged 
that the insurer submitted inaccurate and 
untruthful patient diagnosis data to inflate 
payments, failed to withdraw these data and 
repay the money received, and falsely 
certified that the data were accurate and 
truthful. 
In 2025, another Medicare Advantage insurer 
agreed to pay a criminal penalty of 
approximately $1.4 million as part of a non-
prosecution agreement linked to using 
artificial intelligence and automation software 
to illegally obtain beneficiaries’ information 
and fraudulently enroll them into Medicare 
Advantage plans. The insurer enrolled people 
in its Medicare Advantage plans without their 
knowledge or consent, illegally accessed 
sensitive personal information, and purposely 
misrepresented itself in sales calls to 
Medicare beneficiaries to rapidly increase its 
number of insurance enrollments. 
Source: Department of Justice Press Releases.  |  
GAO-26-107946 

https://www.gao.gov/products/GAO-25-107290


 
 
 
 
 
 

Page 39   GAO-26-107946  Program Integrity 

framework in 2021.57 This risk assessment framework outlines CMS’s 
approach for conducting risk assessments, including fraud risk 
assessments, for specific Medicare Advantage program areas. These 
areas include utilization management controls, beneficiary enrollment, 
relationships to providers, and payments made to MAOs. The framework 
includes prioritization factors for risk assessments, such as risks levels, 
residual risks, and mitigation strategies. It also provides a standard format 
to document vulnerabilities. The framework describes broader risks and 
includes some risk areas related to fraud, such as “Insufficient or 
Fraudulent Documentation” and “Known Fraud Schemes.” Further in 
response to this recommendation, in 2022, CMS officials told us that it 
planned to conduct fraud risk assessments that included fraud risk 
tolerance but stated that the agency was still in the process of learning 
how to conduct fraud risk assessments for individual program areas. We 
noted that these planned activities, if implemented, would be consistent 
with leading practices in GAO’s Fraud Risk Framework and closed the 
recommendation. 

We found that the Medicare Advantage risk assessment framework has 
not yet been used to assess fraud risks in the program. Using the 
Medicare Advantage risk assessment framework, CMS produced a July 
2024 risk assessment of one Medicare Advantage program topic area 
related to Medicare utilization management controls.58 At the time of our 
review, CMS only provided evidence that it had completed the utilization 
management controls risk assessment.  

In our review of the utilization management risk assessment, we found 
that it did not contain the key elements of a fraud risk assessment as 
identified in the Fraud Risk Framework. Specifically, it did not identify 
inherent fraud risks affecting the program, assess the likelihood and 
impact of those risks, determine fraud risk tolerance, or examine the 

 
57In 2017, we found that CMS had not conducted a fraud risk assessment or developed a 
risk based antifraud strategy for Medicare, including Medicare Advantage. We 
recommended that CMS should conduct fraud risk assessments for Medicare to include 
respective fraud risk profiles and plans for regularly updating the assessments and 
profiles. GAO, Medicare and Medicaid: CMS Needs to Fully Align Its Antifraud Efforts with 
the Fraud Risk Framework, GAO-18-88 (Washington D.C.: Dec 05, 2017). 

58Utilization management is the process health care payers use to limit overutilization of 
items and services that are not medically necessary, are not covered, or both. 

https://www.gao.gov/products/GAO-18-88
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suitability of existing fraud controls and prioritize residual risk.59 It also did 
not contain a fraud risk profile. CMS officials told us that the vulnerabilities 
identified in the risk assessment may or may not include fraud, but our 
review found that it did not discuss the fraud specific risk areas described 
in CMS’s risk assessment framework. 

We asked CMS officials whether they planned to conduct Medicare 
Advantage risk assessments specific to fraud and if there were any 
challenges related to conducting them. In response, officials told us that 
they began assessments with the goal of examining all program integrity 
risks and did not cite specific plans to conduct assessments focusing on 
fraud risks. When we asked CMS officials whether they had identified and 
documented Medicare Advantage fraud risks, reviewed the suitability of 
existing fraud controls, and developed associated fraud risk profiles, they 
reiterated that their existing work included all program integrity risks and 
did not provide us with documentation of these fraud risk assessment 
components. 

Agencies have flexibility in how they set up their antifraud activities and 
structures, and fraud-risk-management activities, such as planning 
regular fraud risk assessments, may be incorporated or aligned with other 
program-risk-management activities. However, integrating antifraud 
efforts into a broader risk management and internal control approach may 
pose trade-offs. Without careful planning, integrating fraud risk 
management into a larger risk management and internal control approach 
could limit the amount of resources and attention focused specifically on 
fraud prevention, detection, and response. Fraud’s deceptive nature 
makes it harder to detect, potentially requiring control activities that are 
specifically designed to prevent and detect criminal intent and willful 
misrepresentation.60 Documenting key findings from the fraud risk 

 
59CMS developed risk scores for three identified utilization management control 
vulnerabilities related to the “Failure to Meet Care Requirements for Provision of Covered 
Services” risk area. The identified vulnerabilities were Prior Authorization, Retrospective 
Reviews, and Appeals. These vulnerabilities were assigned a one (1) to four (4) numerical 
value for each risk element (i.e., Dollars at Risk, Likelihood, and Beneficiary Harm) 
included in risk scoring. The three vulnerabilities all met or exceeded CMS’s quantitative 
risk tolerance threshold. CMS officials stated that fraud risk tolerance was not discussed in 
the utilization management controls assessment because fraud was not one of the top 
three vulnerabilities identified. Leading practices described in the Fraud Risk Framework 
include the determination of fraud risk tolerance as a key element of the fraud risk 
assessment process. 

60Willful misrepresentation may involve the use of actual knowledge, deliberate ignorance, 
or reckless disregard for the truth when making a misstatement, omission, or concealment 
of material fact. 
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assessment process is an essential piece of an overall antifraud strategy. 
However, risks within only one Medicare Advantage program area have 
been assessed and this did not include an assessment of fraud risks. 
Without a comprehensive fraud risk assessment, CMS is not well 
positioned to prevent, detect, and respond to fraud in its Medicare 
Advantage program and cannot determine the full extent of fraud risks to 
ensure a proper, effective mitigation strategy. 

Federal spending for health care programs, including VA’s Community 
Cares and CMS’s Medicare Advantage, has grown significantly in the 
past decade, and growth is projected to continue. Developing corrective 
action plans that respond to identified root causes of improper payments 
is a crucial component in government-wide efforts to reduce improper 
payments. Agency processes to monitor progress and measure the 
effectiveness of such plans are also essential to evaluating their efforts to 
address improper payments. In addition, agencies should manage fraud 
risks by conducting a fraud risk assessment to identify and assess fraud 
risks and document a fraud risk profile. Until VA comprehensively 
assesses its Community Care fraud risks, it will have a heightened 
vulnerability to fraud risks. Further, until CMS develops a detailed 
corrective action plan that corresponds to the root causes of improper 
payments and comprehensively assesses Medicare Advantage fraud 
risks, it will have heightened vulnerability to improper payments and fraud 
risks. 

We are making a total of three recommendations, including one to VA 
and two to CMS. Specifically: 

• The Department of Veterans Affairs’ Under Secretary for Health 
should conduct a comprehensive fraud risk assessment of the 
Community Care program that aligns with leading practices in the 
Fraud Risk Framework. (Recommendation 1) 

• The Administrator for the Centers for Medicare & Medicaid Services 
should establish and document a detailed plan for expediting RADV 
audits, including cost estimates, planned completion dates, and 
metrics for monitoring implementation progress and effectiveness in 
reducing improper payments. (Recommendation 2) 

• The Administrator for the Centers for Medicare & Medicaid Services 
should conduct a comprehensive fraud risk assessment of the 
Medicare Advantage program that aligns with leading practices in the 
Fraud Risk Framework. (Recommendation 3) 
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We provided a draft of this report to VA and HHS for review and 
comment. We received written comments from VA and HHS that are 
reprinted in appendixes III and IV, respectively, and summarized below. 
VA agreed with our first recommendation, and HHS neither agreed nor 
disagreed with our recommendations. VA and HHS also provided 
technical comments, which we incorporated as appropriate.  

With regard to recommendation 2, HHS stated that it has an expedited 
schedule for initiating RADV audits for payment years 2020 through 2025. 
HHS also noted that it has expanded its contracted resources to complete 
the audits timelier by using artificial intelligence and hiring additional 
medical coders. HHS indicated that its actions address our 
recommendation, but as we previously noted, HHS has not provided us 
with documentation of its detailed plans for expediting the completion of 
RADV audits, including the type of technology it will use, staffing 
information, internal metrics, cost estimates, or completion time frames 
for each aspect of its initiative. Until we receive such information, we 
cannot determine whether CMS has a detailed plan that, if fully 
implemented, would address our recommendation and improve its efforts 
to reduce improper payments in the Medicare Advantage program. 

With regard to recommendation 3, HHS stated that it uses its Medicare 
Advantage risk assessment framework to evaluate program integrity 
risks, including fraud risks, within the Medicare Advantage program. HHS 
stated that its risk assessment framework is based on GAO's Fraud Risk 
Framework. In 2017 we recommended that CMS should conduct fraud 
risk assessments for Medicare, including Medicare Advantage. When we 
previously closed this recommendation, we did so based on CMS’s risk 
assessment framework approach and prioritization factors for conducting 
fraud risk assessments for specific program areas within Medicare. As we 
previously noted, the Medicare Advantage risk assessment framework 
has not yet been used to evaluate program fraud risks. 

To date, HHS has only used its risk assessment framework to complete a 
risk assessment of utilization management controls within the Medicare 
Advantage program. This risk assessment did not contain the key 
elements of a fraud risk assessment described in GAO’s Fraud Risk 
Framework. For example, HHS did not identify and assess inherent fraud 
risks, determine fraud risk tolerance, examine the suitability of existing 
fraud controls, or develop a fraud risk profile for its July 2024 risk 
assessment of Medicare utilization management controls. HHS has also 
not provided evidence that it has assessed fraud risks for other areas of 
the Medicare Advantage program. While HHS indicated that its risk 
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assessment framework directs fraud risk evaluation activities within the 
agency, it does not fully address our recommendation because an 
assessment of fraud risks affecting the program has not yet been 
conducted. To do so, its risk assessment activities should include a focus 
on fraud risks, including those in program areas beyond utilization 
management, and include the key elements of a fraud risk assessment as 
described in leading practices. 

We are sending copies of this report to the appropriate congressional 
committees, the Secretary of Veterans Affairs, the Secretary of Health 
and Human Services, and other interested parties. In addition, the report 
is available at no charge on the GAO website at https://www.gao.gov. 

If you or your staff have any questions about this report, please contact 
me at SheaR@gao.gov. Contact points for our Offices of Congressional 
Relations and Media Relations may be found on the last page of this 
report. GAO staff who made key contributions to this report are listed in 
appendix V. 

 
Rebecca Shea 
Director, Forensic Audits and Investigative Service 

 

 

https://www.gao.gov/
mailto:shear@gao.gov
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The Department of Veterans Affairs (VA) follows a seven-step review 
process when conducting improper payment testing in the Community 
Care program: 

1. Documentation review. VA improper payment reviewers determine 
whether VA received all required documentation to properly review 
the sampled payment. 

2. Contract review. Improper payment reviewers determine whether VA 
based the sampled payment on a proper contract or purchase order. 

3. Authority review. Improper payment reviewers determine whether 
VA properly authorized the sampled payment according to VA’s 
requirements, such as a comparison of records to verify their 
accuracy and resolve discrepancies. 

4. Eligibility review. Improper payment reviewers determine whether 
VA paid the correct vendor, veteran, or beneficiary according to the 
underlying claim, referral, and payment documentation. 

5. Authorization review. Improper payment reviewers determine 
whether the goods or services rendered were eligible for payment, 
authorized by VA when required, and provided to an eligible 
beneficiary. Improper payment reviewers also determine whether 
Community Care program filers submitted claims in a timely manner. 

6. Receipt review. Improper payment reviewers determine whether the 
beneficiary received the goods or services by reviewing the underlying 
medical claim. 

7. Payment review. Improper payment reviewers determine whether VA 
made the sampled payment for the correct amount by reconciling the 
payment to underlying documentation and VA’s clean claim 
requirements. Improper payment reviewers also determine whether 
the sampled payment is a duplicate payment. 

For the seven-step process, VA’s review template provides reviewers with 
predefined payment error categories (e.g., “claim not paid according to 
contract”) to apply to potential improper payments. VA uses these 
categories for internal reporting purposes and for developing corrective 
action plans. The review template also traces these internal categories to 
error and cause categories (e.g., “failure to access data/information”) 
aligned with Office of Management and Budget (OMB) requirements for 
improper payment reporting, which VA uses when reporting externally on 
PaymentAccuracy.gov and in its agency financial report. Figure 5 
demonstrates how internal payment error categories are assigned OMB-
aligned error and cause categories for the payment review step. 

Appendix I: Supplemental Information on Root 
Cause Identification and Corrective Action Plan 
in VA’s Community Care Program 
Overview of the Seven-
Step Improper Payment 
Review Process 



 
Appendix I: Supplemental Information on Root 
Cause Identification and Corrective Action 
Plan in VA’s Community Care Program 
 
 
 
 

Page 45   GAO-26-107946  Program Integrity 

Figure 5: Example of VA’s Assignment of OMB-Aligned Error and Root Cause Categories to Internal Payment Error 
Classifications 

 
Note: The Department of Veterans Affairs (VA) has a list of internal payment error cause categories 
that are more specific than the OMB root cause categories used for external reporting. VA uses the 
detailed internal cause categories for internal reporting and for developing corrective action plans. 
This figure is an example specific to the payment review step of the improper payment review 
process for the Community Care program. Each of the other six review steps follows a similar 
mapping approach tailored to its specific requirements. 

 

As part of VA’s corrective action plan effectiveness reviews, VA officials 
perform analyses, such as comparing the estimated completion date to 
actual completion dates and comparing the number of times the internally 
reported root causes occurred from prior year to current year, according 
to improper payment testing results. Figure 6 outlines the four metrics and 
the criteria used during the corrective action plan effectiveness reviews. 

  

Criteria Used During 
Corrective Action 
Effectiveness Reviews 
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Figure 6: VA’s Metrics and Criteria for Corrective Action Plan Effectiveness Reviews 
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Figure 7 provides the corrective action plan template that the Community 
Care program used in fiscal year 2024. 

Figure 7: Corrective Action Plan Template Used by the Community Care Program in Fiscal Year 2024 

 
Note: GAO modified the corrective action plan template for presentation in this report. The template 
also includes guidance on how to complete and use the template. 
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The corrective action plan template requires Department of Veterans 
Affairs programs, including the Community Care program, to document 
descriptors of each improper payment and its underlying cause(s), 
mitigation strategies, planned tasks, and annual benchmarks for each 
corrective action and for the overall corrective action plan. Senior 
accountable officials develop and oversee each corrective action plan, 
and each individual task is assigned an owner and has an established 
completion date. 

The corrective action plan template contains elements corresponding to 
both internal and external reporting requirements. Internal reporting 
elements are marked with an asterisk (*); external reporting elements are 
identified by the label Office of Management and Budget (OMB). 
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