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in the Medicare Program
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espite a growing focus on measuring and reporting quality
of care in Medicare to allow beneficiaries to make informed
choices of providers and plans, little published information
compares quality of care in traditional fee-for-service (FFS) Medicare
and Medicare’s private insurance option, Medicare Advantage (MA).
By contrast, substantial resources exist for comparing quality among
MA plans, which are presented prominently on Medicare’s Web site in
the same area used by beneficiaries to select a plan.1 Due in part to this
lack of data, debate among policy makers on the relative merits of MA
and FFS has focused on payment rates rather than quality of care.2-4
Efforts to compare quality between MA and FFS have become a policy
priority. After recommending MA-FFS comparisons for many years, the
Medicare Payment Advisory Commission (MedPAC) issued detailed
recommendations in March 2010 on methods for carrying out these comparisons, including an approach similar to the one we take.5 The Medicare Improvements for Patients and Providers Act of 2008 specifies that
MA-FFS comparisons begin by March 2011, underlining the importance
of pursuing currently feasible strategies.
We analyzed data on quality in FFS and MA programs during 20062007 using 11 measures of underuse of effective care from the Healthcare
Effectiveness Data and Information Set (HEDIS). The HEDIS measures
are reported annually for MA and commercial plans and form the basis of
nationally recognized commercial plan rankings6 and quality ratings used
to inform Medicare beneficiaries.1 By contrast, HEDIS measures have not
previously been available for the FFS population but were calculated for
2006-2007 for a special project by the Centers for Medicare & Medicaid
Services (CMS). These data allow for one of the first national comparisons of MA and FFS on evidence-based clinical quality measures. Previous work compared MA and FFS on patient satisfaction and quality
using the Consumer Assessment of Healthcare Providers and Systems
(CAHPS) survey, but measures were based on beneficiary recollection of
receipt of recommended care like flu shots.7,8 Our administrative HEDIS
measures complement the CAHPS comparison and allow for comparisons of rarer conditions like depression. Past work has also compared
MA and FFS quality at the state and regional level, generally finding
higher quality care in MA managed
care plans.9
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Objective: To compare the clinical quality of care
between Medicare fee-for-service (FFS) and Medicare Advantage (MA) programs.
Methods: We compared 11 Healthcare Effectiveness Data and Information Set (HEDIS) quality
measures nationwide for MA managed care
plans and the FFS program in 2006 and 2007. We
adjusted FFS measures to match the geographic
distribution of MA.
Results: Medicare Advantage plans scored substantially better (4-16 percentage points; median,
7.8 percentage points) on 8 measures, slightly
better (1.5 percentage points) on 1 measure, and
worse than FFS (2-5 percentage points; median,
4.1 percentage points) on 2 measures. The 8
measures on which MA scored substantially
better were well established in the HEDIS measure set (introduced in the 1990s), whereas the
other 3 were all newer (introduced in 2004-2005
data). Data and program differences complicated
the comparison, but it is unlikely that they were
large enough to explain the sizable MA-FFS gaps
observed.
Conclusions: Quality measures showed large,
though mixed, differences between MA and FFS.
The dichotomy between older and newer measures
in MA suggests a learning effect, with plans
improving measurement and quality over time
as measures become more familiar.
(Am J Manag Care. 2010;16(11):841-848)
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Medicare Advantage Sample
We compared these FFS data with
This study compared quality in traditional fee-for-service (FFS) Medicare and Medicare Advanconcurrent HEDIS measures pubtage (MA) programs for 2006-2007.
licly reported by MA plans and aun Relative performance on 11 clinical quality measures showed notable differences between
FFS and MA, with neither program performing better on all measures.
dited by the National Committee for
n MA-FFS quality comparisons should be used to inform policy makers who set program
Quality Assurance (NCQA).14 Beprovisions and beneficiaries choosing between traditional FFS Medicare and an MA plan.
cause private FFS plans were exempt
from quality reporting requirements
at that time, we excluded them and
limited
our
analysis
to
managed
care plans including HMOs,
struction within the HEDIS framework, data limitations, and
underlying program differences between MA and FFS. How- point-of-service plans, and preferred provider organizations
ever, we argue that these data represent a valuable first step (PPOs). In addition, we excluded MA plans centered outside
that shows how Medicare can better use existing resources to of the 50 states plus the District of Columbia. The final data
monitor FFS quality and inform beneficiaries who are choos- included plans with total enrollment of approximately 6.0
ing between MA and FFS. We also suggest ways in which fu- million in 2006 and 6.5 million in 2007.
ture efforts could improve upon this comparison.
Quality Measures
All of the data are process measure rates defined accordSTUDY DATA AND METHODS
ing to HEDIS specifications. These were constructed by using claims data to identify the subset of enrollees (called the
Fee-for-Service Sample
We analyzed 11 quality measures for Medicare FFS in 2006- denominator or eligible population) for whom a treatment
2007 as calculated and published by CMS for the Generating or screening was clinically recommended. The measure rate
Medicare Physician Quality Performance Measurement Re- was the fraction of this denominator population who received
sults (GEM) project.10 This project was primarily intended to the recommended care in accordance with the measure defimeasure quality at the medical group practice level, but CMS nition.15 We studied 11 of the 12 HEDIS measures analyzed
also produced population-level measures. Our data were ag- by the GEM project (Table 1), excluding only colon cancer
gregated measures at the national, state, and zip code levels, screening because of an insufficient look-back period. HEDIS
covering all beneficiaries continuously enrolled in Medicare specifications allow a colonoscopy to have been performed
Parts A and B, and for some measures Part D, during the mea- in the past 9 years and a flexible sigmoidoscopy or double
surement years. Measures were constructed using CMS’s Parts contrast barium enema to have been performed in the past 4
A, B, and D claims databases.
years. But the GEM study only analyzed Medicare claims over
The measures were constructed by CMS to conform to a 3-year period from 2005-2007.
HEDIS specifications that require only administrative claims
To analyze nationwide quality in each program, we
data to calculate. Data limitations necessitated a few minor summed numerators and denominators across plans (MA)
modifications. One was a shorter look-back period for de- or states (FFS), producing a national rate for each measure,
nominator exclusions because CMS analyzed data only for following HEDIS 2008 Technical Specifications.15 (We used
2005-2007. Another was that for beneficiaries not enrolled this formula to determine the measure denominator.) This
in Part D, diabetes could be identified only from diagnoses in method differs from NCQA’s practice of taking raw averages
encounter data, not from use of diabetes medication.
across plan scores (irrespective of plan size), but it produces
HEDIS requires pharmacy claims data for 5 of the measures a more accurate national picture of quality for the average
(Table 1), which are available only for the approximately beneficiary.
50% of FFS beneficiaries enrolled in stand-alone Part D plans.
For these measures, the FFS data apply only to the population Administrative and Hybrid Measures
enrolled in Parts A, B, and D. Although this population difThere is an important variation in the construction of
fers from the population enrolled in Parts A and B, which is 6 of the 11 measures (see Table 1) arising from the differused for the other measures,11 the MA-FFS comparison is still ent ways FFS Medicare and MA plans operate. For these
6 measures, HEDIS allows (but does not require) plans to
of interest.
Beyond the MA-FFS comparison, these data present a calculate measure rates on a random sample of the denomisnapshot of the national quality of care in FFS, updating re- nator population, using medical chart review to determine
whether this sample received appropriate care—a procesults for other quality measures earlier in the decade.12,13
Take-Away Points
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n Table 1. HEDIS Quality Measuresa
Measure Notes
Description of
Recommended Care

Measure Name

Admin/Hybrid

Requires
Part D
Coverage

First Year
in HEDIS

Annual monitoring for persistent medications

Annual receipt of appropriate
blood tests for patients on persistent medications (eg, diuretics)

Admin

Yes

2005

Antidepressant medication management
(acute phase)

Taking antidepressants continuously during 12-week acute phase
of new depression episode

Admin

Yes

1998

Antirheumatic drug therapy

Receipt of a disease-modifying
antirheumatic drug for patients
with rheumatoid arthritis

Admin

Yes

2005

Breast cancer screening (age 42-69 years)

Mammogram during measurement year or year prior for women
age 42-69 years

Admin

No

1996

Persistence of beta-blockers

Persistence on a beta-blocker
drug for 180 days postdischarge
for AMI

Admin

Yes

2004

Beta-blockers after heart attack

Receipt of an ambulatory betablocker prescription at discharge
for AMI

Hybrid

No

1996

Cardiovascular disease: LDL testing

Annual LDL test for patients with
ischemic vascular disease or an
acute cardiovascular event

Hybrid

No

1998

Diabetics: eye exams

Eye exam during measurement
year or prior year exam negative
for retinopathy for diabetics age
18-75 years

Hybrid

No

1996

Diabetics: A1C testing

At least 1 A1C screening during
measurement year for diabetics
age 18-75 years

Hybrid

No

1998

Diabetics: LDL testing

At least 1 LDL screening during
measurement year for diabetics
age 18-75 years

Hybrid

No

1998

Diabetics: nephropathy

Screening or ongoing treatment
for nephropathy during measurement year for diabetics age
18-75 years

Hybrid

Yes

1998

A1C indicates glycosylated hemoglobin; Admin, administrative; AMI, acute myocardial infarction; HEDIS, Healthcare Effectiveness Data and Information Set; LDL, low-density lipoprotein.
a
“Measurement year” refers to the year for which the quality measure is applicable (2006 or 2007 in our data), and “prior year” is the single year
before the measurement year. Measures that required prescription drug plan coverage were calculated for fee-for-service on the subset of fee-forservice beneficiaries continuously enrolled in Parts A, B, and D.

dure called the hybrid method. Because their claims data
often are incomplete, HMOs and point-of-service plans
typically use the hybrid method, which significantly boosts
their quality scores above the administrative-only calculation.16 By contrast, PPOs (as well as FFS in the GEM study)
typically lack the requisite medical chart data, so NCQA requires them to follow the administrative-only specification.
(This requirment has been removed starting with HEDIS
2010.17)
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Although this methodologic difference makes sense in the
context of plans’ data and reimbursement practices, it could
bias our FFS rates downward if FFS-reimbursed physicians fail
to submit claims for all procedures or omit important diagnosis codes. (Upward bias also is possible if FFS-reimbursed physicians submit claims for procedures not actually performed.)
To address this issue, we observed whether the 6 hybrid measures showed different trends than the 5 administrative-only
measures, which are constructed identically in MA and FFS.
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n Table 2. Sample Characteristicsa
2006
Category

2007

FFS

MA

FFS

MA

  Male

44.5

42.1

44.7

42.0

   Disability insurance (under age 65 y)

17.4

9.2

17.9

9.7

  Dual eligible

17.3

12.5

17.4

13.4

   Metropolitan area resident

76.1

95.1

76.4

94.6

Enrollment demographics, %

Enrollment by census division, %
  New England

5.6

3.5

5.6

4.0

  Middle Atlantic

13.7

22.0

13.6

21.7

   East North Central

17.3

7.2

17.0

7.3

   West North Central
  South Atlantic
   East South Central

7.4

4.9

7.4

4.9

20.8

14.0

20.8

14.1

7.3

3.7

7.3

3.8

10.8

6.6

10.8

7.2

5.5

8.7

5.6

9.1

11.6

29.4

11.9

27.8

  HMO/POS

—

93.8

—

91.2

  PPO

—

6.2

—

8.8

   West South Central
  Mountain
  Pacific
Enrollment by plan type (MA), %

Number of plan contracts (MA)

—

264

—

Total enrollment (in measured plans)

35,176,538

5,978,584

34,842,196

Enrollment in PDPs (FFS)

16,213,246

—

16,850,205

309
6,454,358
—

FFS indicates fee-for-service; MA, Medicare Advantage; PDP, prescription drug plan; POS, point of service; PPO, preferred provider organization.
a
Data are for FFS (all Part A and B enrollees) and MA (plans included in our sample) for July of 2006 and 2007. Our MA sample includes all plans
reporting quality measures, except private FFS plans.

We also compared rates for FFS and MA PPOs, neither of
which uses the hybrid method.
Geographic Adjustment
Differences between national MA and FFS quality measures are partly due to MA-FFS differences within the same
areas and partly due to their different distributions of beneficiaries across areas. Assuming geographic enrollment differences are primarily driven by factors unrelated to quality, it
is important to control for geographic variation to isolate the
“within-area” quality difference. We did this in 2 ways.
First, we weighted the state-level FFS rates to match the
distribution of the MA measure’s denominator population
across states. (The MA data are at the plan level, but almost
all MA managed care plans are heavily concentrated [>95%]
in 1 state, making it possible to allocate each plan’s denominator to a single state. For plans with enrollment in more
than 1 state, we allocated each measure’s denominator across
states using the enrollment distribution, which is available

844

n

at the plan-state level.) The adjusted MA-FFS difference is
equal to a weighted average of the 51 within-state quality
differences. This approach controls for state-level differences
but misses intrastate variation (eg, between urban and rural
areas).
Second, we preliminarily controlled for substate geography by weighting the FFS measure denominator populations
to match the county-level distribution of MA enrollees. Although adjusting at a smaller geographic level is preferable,
this adjustment has 2 limitations. First, the distribution
of MA enrollment may differ from the distribution in each
measure’s denominator population (although the 2 distributions should be correlated), but the latter was not available
at the county level. Second, county-level adjustment was
not feasible for 4 measures, for which most zip code–level
FFS rates have been suppressed because they were based on
fewer than 11 beneficiaries. Because of these limitations,
we report both the state-level and county-level geographic
adjustments.
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n Table 3. HEDIS Quality Measures in Medicare Advantage (MA) and Medicare Fee-for-Service (FFS) Plans, 2006-2007a
2006, %

Measure
Name

Un
MA
adjusted
Overall
FFS

FFS
(Geographically
Adjusted)

2007, %
FFS
(Geographically
Adjusted)

State

County

MA
PPOs
Only

88.3 [3.7]b

85.4

89.7 [4.2]b

86.7

90.2

90.0 [3.4]b

FFS
(Geographically
Adjusted)

MA
Overall

Un
adjusted
FFS

State

County
88.9 [2.2]b

MA
PPOs
Only

FFS
(Geographically
Adjusted)

87.1

90.4 [3.3]b

Annual
monitoring
of persistent
medications

84.5

89.6

89.4 [4.9]b

Antidepressant
medication
management

69.4

57.9

56.3 [-13.1]b

—c

—c

—c

69.0

56.5

54.6 [−14.5]b

—c

—c

—c

Antirheumatic
drug therapy

70.0

70.0

68.5 [−1.5]b

—c

70.3

68.0 [−2.3]b

72.1

72.3

70.7 [−1.4]b

—c

74.3

70.7 [−3.6]b

Breast cancer
screening

75.0

59.4

58.7 [−16.3]b 55.5 [−19.5]b

71.8

59.4 [−12.4]b

73.3

59.3

58.8 [−14.5]b 55.7 [−17.6]b

70.0

59.4 [−10.6]b

Persistence of
beta-blockers

73.7

76.4

75.5 [1.8]b

—c

—c

—c

75.2

80.7

80.1 [5.0]b

—c

—c

—c

Beta-blockers
after heart
attack

94.2

87.8

87.4 [−6.8]b

—c

—c

—c

—d

89.9

—d

—d

—d

—d

Cardiovascular
disease:
LDL testing

89.5

81.3

81.5 [−8.0]b

80.6 [−8.9]b

87.5

82.4 [−5.1]b

89.3

81.6

82.0 [−7.3]b

81.5 [−7.9]b

86.0

83.0 [−3.0]b

Diabetics:
eye exams

61.2

52.4

53.1 [−8.1]b

52.9 [−8.4]b

54.0

53.3 [−0.7]b

57.5

51.8

52.3 [−5.2]b

52.4 [−5.1]b

50.3

52.4 [2.1]b

Diabetics:
A1C testing

87.4

80.4

80.6 [−6.9]b

79.5 [−7.9]b

85.0

81.3 [−3.7]b

85.4

80.8

81.0 [−4.4]b

80.3 [−5.1]b

80.1

81.4 [1.3]b

Diabetics:
LDL testing

84.6

76.9

77.3 [−7.3]b

77.2 [−7.4]b

82.1

78.3 [−3.8]b

84.6

77.6

78.1 [−6.5]b

78.3 [−6.3]b

81.9

78.8 [−3.1]b

Diabetics:
nephropathy

88.7

78.4

78.5 [−10.2]b 79.0 [−9.7]b

84.2

78.1 [−6.2]b

85.1

76.9

77.3 [−7.8]b

78.2 [−6.9]b

81.4

77.0 [−4.4]b

A1C indicates glycosylated hemoglobin; HEDIS, Healthcare Effectiveness Data and Information Set; LDL, low-density lipoprotein; PPO, preferred provider organization.
a
Bracketed terms are MA-FFS differences. “Geographically Adjusted” refers to adjustment of the FFS measures to match the geographic distribution of the corresponding measure
for MA—all MA plans for the first set of comparisons and MA PPO plans for the second set of comparisons (see text for full description).
b
P <.01.
c
Insufficient data were available to calculate these measures.
d
Beta-blocker therapy after a heart attack was retired as a HEDIS measure in 2007.

Sociodemographic Differences
Traditionally—for instance, in NCQA publications18 and
in MA quality ratings presented to Medicare beneficiaries1—
HEDIS process measures have not been case mix adjusted
because they apply to a clinically similar denominator population. However, the different characteristics of MA and FFS
enrollees may raise concerns. Because we did not have quality measures stratified by demographics, it was impossible to
adjust for case mix. Instead, we used enrollment-level differences as a proxy to assess the potential magnitude of demographic differences.
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RESULTS
Sample Characteristics
Table 2 shows the demographics of enrollees in FFS and
in MA plans included in our sample. Fee-for-service enrolls
slightly more males and significantly more under age 65 years
disabled and people dually eligible for Medicare and Medicaid.
(We defined dual eligibility broadly to include any beneficiary
whose Part B premium is paid by a state Medicaid program.)
Medicare enrollees are more concentrated in metropolitan areas and in the Pacific and Middle Atlantic census divisions.
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National Quality in Medicare Advantage
Versus Fee-for-Service
Table 3 shows quality measures for MA and for FFS adjusted to match the geographic composition of MA, as described
in Geographic Adjustment, above. We also report unadjusted
FFS quality rates, because these are of independent interest
and illustrate that the geographic adjustments did not make a
large difference. All of the Table 3 differences are statistically
different from zero (P <.01), because the national rates are
based on extremely large sample sizes. Because we had essentially complete program data rather than a random sample,
significance should be interpreted as rejecting the hypothesis
that likelihood of obtaining appropriate care is uncorrelated
with program enrollment.
The comparison presents a mixed picture. Focusing on
the differences geographically adjusted across states, 8 quality measures were 4 to 16 percentage points (median, 7.8
percentage points) higher in MA in 2006 and 2007. Breast
cancer screening was dramatically higher (approximately 15
percentage points) in MA. Quality of diabetes care also was
higher in MA, with rates 4 to 10 percentage points higher
on the 4 measures studied. Notably, all 8 measures on which
MA scored substantially higher are long-established measures
included in HEDIS since the 1990s (see Table 1).
By contrast, FFS showed better results on the 3 measures introduced into HEDIS in 2004-2005. Monitoring for
patients on persistent medications and persistence of betablocker therapy were 2 to 5 percentage points (median, 4.1
percentage points) higher in 2006 and 2007, and antirheumatic drug therapy was only slightly (1.5 percentage points)
higher in MA.
Adjusting FFS to match MA’s county-level enrollment distribution did not materially change these results. Although
some differences moderated toward zero, other differences
were strengthened and in no case did the sign or statistical
significance of the difference change.
MA-FFS quality differences were all in the same direction
in 2007 as in 2006, although most differences narrowed. All 3
of the more recently introduced measures showed rapid 1-year
improvements of 1.4 to 2.1 percentage points in MA. However, all of the well-established measures showed declines in
MA between 2006 and 2007, particularly 3 of the diabetes
measures, which fell by more than 2 percentage points.
Sociodemographic Differences
Our data did not allow adjustment for case mix, but we
note that the sociodemographic differences reported in Table
1 were likely too small to explain most of the large MA-FFS
differences reported above. For instance, differences in dualeligible enrollment were only 4 to 5 percentage points, and
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the county-level geographic adjustments reported above already controlled for metropolitan residency, with little effect
for most measures.
Another concern is that the breast cancer screening comparison may be biased because the fraction of under age 65
years disabled beneficiaries in FFS is 8.2 percentage points
higher than that in MA, and younger women are less likely
to obtain biennial mammograms.5 For instance, in 2006 MA
data (not reported in Table 3), women age 42 to 51 years were
19.3 percentage points less likely to have a mammogram than
women age 52 to 69 years. But even if the mammogram gap
between those age 65+ years and those under 65 years were
this large, it would explain just 1.6 percentage points, or about
one tenth, of the MA-FFS gap.
Administrative and Hybrid Measures
Among the 5 administrative-only measures, 2 (antidepressant management and breast cancer screening) were substantially higher in MA, and 2 were higher in FFS (annual
monitoring for persistent medications and persistence of betablocker therapy); antirheumatic drug therapy was similar in
the 2 programs. All 6 hybrid measures were higher in MA,
although not by as much as antidepressant management or
breast cancer screening.
To assess the impact of hybrid data collection on the results, we compared quality measures between MA PPOs and
FFS (adjusted to match PPOs’ state-level distribution), neither of which use the hybrid method. Most of the PPO-FFS
differences were in the same direction as in the broader MAFFS comparison, including 8 of the 10 comparisons of hybrid
measures. However, the gaps on the hybrid measures were
usually smaller, and FFS did better on 2 diabetes measures in
2007. This comparison suggests the hybrid method is a significant factor, but most MA-FFS differences persisted in an
administrative-only comparison.

DISCUSSION
To our knowledge, this is the first study to conduct a national comparison of MA and FFS Medicare based on HEDIS
clinical quality measures. The results are relevant both for the
policy process and for individual beneficiaries selecting between FFS and MA plans. We analyzed how data limitations
and program differences raise issues of comparability, many of
which can be improved with more complete data.
Our study builds on the HEDIS measurement of Medicare
managed care plans that has been required since 1997 and
has been used for quality ratings to inform beneficiaries since
1999.19 Using the data we studied, CMS could construct similar ratings for FFS in a beneficiary’s state or metropolitan area
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(as MedPAC recommends) to supplement existing comparisons among MA plans.
FFS historically was not designed to measure quality or influence beneficiary choices through ratings. In recent years,
Medicare has introduced quality measurement for providers,
including hospitals, physicians, skilled nursing facilities, and
home health agencies, but measures for comparing MA to
FFS are less well developed.5 With the mandate in the Medicare Improvements for Patients and Providers Act and the
health reform legislation to expand value-based purchasing,
comparing MA and FFS has gained greater policy importance. MedPAC’s March 2010 report on ways to implement
such a comparison by March 2011 underscores the timeliness of our study. Nonetheless, our comparison is limited to
ambulatory care process measures. Comparing MA and FFS
on risk-adjusted outcome measures, as in recent work at a
state and local level,20,21 also will be valuable.
Our data showed significant and typically large differences
between MA and FFS. The differences were stable from 2006
to 2007 and robust to weighting the FFS data to match MA’s
geographic distribution at the state or county level. Of the
11 measures, MA performed substantially better on 8, slightly
better on 1, and worse on 2. These results present a more
mixed picture than results from the CAHPS survey earlier
in the decade, which found MA beneficiaries more likely to
receive all 3 preventive services studied.8,9 Similarly, a study
using 1990’s Medicare Current Beneficiary Survey data found
MA beneficiaries more likely to receive most but not all preventive services examined.19
One pattern in our results was that MA performed better on all 8 measures introduced to HEDIS in the late 1990s,
whereas FFS performed better or only slightly worse on the
3 measures introduced in 2004-2005. Medicare Advantage
also showed rapid improvement in the 3 newer measures from
2006 to 2007 (and into 2008 based on NCQA reports18), but
showed declines for all 8 older measures. If this dichotomy is
not coincidental, it suggests a learning effect in MA, or less favorably a “teaching to the test” effect. Newly introduced measures may have lower scores in MA initially, but these scores
quickly increase as plans learn to ensure effective care delivery and complete measurement of existing care. Although the
2 mechanisms for the learning effect have different implications, they cannot be disentangled in our data. Other work on
this topic19 has used a stable source of measurement data and
did not find more rapid increases in quality measures in MA
compared with FFS when HEDIS was introduced in the late
1990s, suggesting that improvements in measurement may be
more important than improvements in care delivery.
Our analysis has several comparability limitations. The
most significant, but also easiest to address in future efforts,
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are measurement differences. For instance, CMS could in future FFS calculations extend look-back periods indefinitely,
limit the breast cancer screening measure to women over age
52 years, and limit all measures to enrollees in Parts A, B, and
D to address several concerns.
On the hybrid issue, MedPAC recommended that administrative-only measure comparisons begin immediately but that
hybrid measures be adjusted (perhaps by drawing upon electronic health records in FFS and encounter data in MA that
will be collected starting in 2012) before comparing them.5
Although we acknowledge the potential bias in comparing hybrid measures, our comparison of FFS and MA PPOs suggests
significant differences remain with an administrative-only
comparison. Given the potential for benchmarking initial
differences and observing trends in relative quality, we think
comparing hybrid measures can be valuable immediately.
Comparability issues related to enrollment differences
go to the heart of what is meant by “relative quality” in MA
and FFS. Traditionally, researchers have in mind a treatment effect of moving a fixed population from one program
to the other. Only randomization can reliably measure such
treatment effects, although even randomization suffers
from quality spillovers through doctors treating both MA
and FFS patients. Limiting measures to clinically comparable subsets of the population has been the feasible alternative to randomization used by HEDIS, and we followed
this approach. In addition, because Medicare beneficiaries
choose among local alternatives, we adjusted FFS measures
to match the distribution of MA across states or, where feasible, counties.
Some researchers have suggested the importance of sociodemographic case mix adjustment, arguing some groups
face greater barriers to effective care independent of plan
quality. Although this is no doubt true, case mix adjustment
may be inappropriate if sociodemographics are not independent of plan selection.22 Previous research on commercial
plans found case mix adjustment had little effect on HEDIS
measures for most plans, although it had important effects for
a few plans.23,24 Future work should assess its importance for
the MA-FFS comparison.
These qualifications aside, this study provides a significant
first step in comparing quality between MA and FFS. As policy makers grapple with improving quality in Medicare, this
and future analyses can inform their decisions.
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