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Introduction
Chairman Roskam, Ranking Member Levin, and distinguished Members of the Subcommittee on
Health, thank you for the opportunity to appear today to discuss the status of quality measures in
Medicare Advantage plans.
As a professor of health sector management and policy, I teach and conduct research on the
financing, organization, and delivery of the U.S. health care system, including the policies and
programs that shape and define our fragmented system. I earned my Ph.D. in Health Services
Organization and Policy from the University of Michigan in 2006. I have published two book
chapters on Health and Health Care in Retirement (Medicare).1,2 I have also published articles in
the peer-reviewed academic literature on managed care in publicly financed health insurance
programs, including outcomes assessment in managed care. I live and work in Miami-Dade
County, Florida, where 65% of Medicare beneficiaries are enrolled in Medicare Advantage (MA)
plans, one of the highest penetrations in the country.3
Quality Measurement
Quality measurement in health care spans measurement of structure, process, and outcomes,4 as
well as patient experience and access.5 Ensuring quality of the structure of health care (hospitals,
health systems, etc.) is largely overseen by accrediting organizations such as the Joint
Commission. Structural measures assess, for example, whether the organization uses electronic
health records, the ratio of providers to patients, or the proportion of board certified physicians.6
Measures of process in health care abound, for a number of reasons. Process metrics are
relatively easy to measure, they are consistent with national guidelines, and they represent the
activities clinicians control the most directly (McGlynn).7 Process measures track whether and
how many times a service was provided for a targeted population, e.g. whether an eye exam was
performed on a diabetic patient.
The majority of health care quality measures used for public reporting are process measures.8
They can be informative to consumers about the care they can expect to receive. A limitation to
process measures is that they may assess whether the provider prescribed a medication therapy,
but not whether the patient filled the prescription, correctly took their medication, or if their
outcomes improved due to the therapy. Although process measures play an important role in
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quality measurement, members of this Committee, clinicians, administrators, and other
stakeholders have concerns that the focus on process in the MA quality Star Ratings should be
complemented with more of a focus on outcomes. This is the topic of my testimony today.
Outcome measures reflect the results of a process, and the impact of the health care service or
intervention on the health status of patients.9 Outcome measures provide insights into the quality
of care provided, but can also be influenced by factors outside of the health care system, like
patient compliance, socioeconomics, or social determinants of health.
Outcomes are in the definition of quality, as defined by the National Academies of Sciences,
Engineering, and Medicine. “Quality is the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are consistent with current
professional knowledge.”10 Outcomes are the quality and cost targets that health care providers
seek to improve. Outcomes are the “gold standard” in quality measurement. Outcomes include
mortality, readmission rates, surgical site infection rates, patient experience, ambulatory care
sensitive (preventable) utilization, etc.11 Some outcomes are more relevant for hospitals, while
others are more relevant for health plans, while some pertain to both. Outcomes assessment is
critical for assessing success in the pursuit of the Triple Aim: improve the patient experience of
care, improve the health of populations, and reduce the per capita cost of health care.12
Measurement, and specifically outcomes assessment, in health care is important. It is
increasingly so as the financing of health care in our system transitions from volume-based
reimbursement to value-based reimbursement. Medicare is expected to see this transition occur
more rapidly than most payers.13
Many providers and administrators feel there is an overabundance of measures. The National
Quality Metrics Clearinghouse sponsored by the Agency for Healthcare Research and Quality
(AHRQ) lists a total of almost 2,000 measures across five clinical categories (structure, process,
outcome, access, and patient experience), with 244 clinical quality measures related to
outcomes.14 The proliferation of quality measures and quality reporting requirements have
resulted in “measurement cacophony.” Parsimonious and judicious use of measures should be
encouraged. Some stakeholders argue the burden of a greater number of measures for MA plans
is higher than any other value-based program, so they recommend reducing the number of
measures, making them clinically meaningful outcome measures, and adjusting for
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socioeconomic status of beneficiaries.15 This would substantially reduce the burden on providers
without sacrificing quality.
Medicare Advantage Star Ratings
The MA program in 2017 included 185 organizations offering approximately 3,300 plan options,
enrolling 19 million Medicare beneficiaries (33%), an enrollment increase of 71% since the
passage of the ACA in 2010.16 Medicare reimburses these private plans on a risk-adjusted, predetermined per person rate rather than a fee-for-service (FFS) reimbursement.
The Centers for Medicare & Medicaid Services (CMS) implemented Star Ratings reflecting
quality of care in MA contracts over 10 years ago, with a 3 star system. The intent of the ratings
system was to provide accurate comparative information to Medicare beneficiaries about the
quality of care they can expect to receive from the private health plans. The intent of the Star
Rating system is to capture information on patient experience, clinical quality, and administrative
quality of the plans. The Star Ratings span five broad categories: Outcomes, Intermediate
Outcomes, Patient Experience, Access, and Process.17
MA plans that include Part D prescription drug coverage (MA-PD) are evaluated at the contract
level (not the plan level) on up to 44 unique quality and performance measures. Half of the
contracts in 2017 received 4 or more stars, and two-thirds (68%) of MA enrollees are in contracts
with ratings of 4 or more stars in 2017.18
Star Ratings reflect value beyond informing the consumer’s decision-making process. Beginning
in 2012, MA plans are eligible to receive bonus payments if they achieve an overall rating of 4
stars or higher on CMS’s 5 star rating system. The incentives for private MA plans are
significantly different than they were in the Plus Choice plans and in the period before the
Affordable Care Act. Quality bonuses in 2018 will add 4% to the average plan’s base
benchmark, and will add 3% to plan payments. Risk adjustments for higher enrollee risk also
result in higher payments to the plan.
Current Measures Used in Star Ratings
Several of the measures in the MA program are consistent with CMS’ Core Quality Measures.19
CMS reports quality of MA plans with data derived from four sources:
1) The Healthcare Effectiveness Data and Information Set (HEDIS) is a data set of process and
intermediate outcome measures from National Committee for Quality Assurance (NCQA).
2) The Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey.
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3) The Health Outcomes Survey (HOS), a CMS survey of self-reported health outcomes
4) CMS administrative data.
Data from Anthem Public Policy Institute, illustrated in the chart below, suggest that the number
of process measures (16) significantly exceeds the number of outcome measures (3) and
intermediate outcome measures (6).

Chart from the Anthem Public Policy Institute, available at:
https://www.antheminc.com/cs/groups/wellpoint/documents/wlp_assets/d19n/mzmw/~edisp/pw_g330429.pdf

The process measures include screenings (mammography, colorectal cancer screening), flu
vaccine receipt, measures of diabetes exams, etc. Intermediate outcomes reflect factors or a
short-term result that contribute to an ultimate outcome. For example, diabetes patients with a
controlled A1c (intermediate outcome measure C15 in the 2018 Star Ratings)is an intermediate
outcome, as controlled blood glucose levels prevent diabetes complications. The three outcome
measures include self-reported maintaining or improving physical health and mental health, and
Plan all-cause readmissions. Intermediate outcomes include blood sugar controlled (diabetes),
blood pressure controlled, etc. (The full list of 2018 Star Ratings in on the last page for
reference.)
The MA Star Ratings have come under scrutiny for not including more outcomes measures, and
there is a lack of confidence that the quality ratings reflect outcomes that matter.20 Only 20% of
the quality measures focus on outcomes or intermediate outcomes.21 Progress on outcomes
measurement has been slow, as the efforts are overwhelmingly led by specialty societies,
although what matters are outcomes that encompass the whole cycle of care. The “let a thousand
flowers bloom” approach has each organization reinventing the wheel, tweaking existing
measures, or inventing ones of their own.22 Health insurers are at the forefront of overhauling
their quality improvement strategies to incorporate outcomes-based quality measures.23 For
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example, Blue Cross Blue Shield of Louisiana tracks potentially avoidable emergency
department visits and medication adherence.
Lack of data availability has been a key barrier to more outcomes-based measures. Data quality
issues arise largely due to poor data quality in a managed care setting, where insurers are
reimbursed a capitated amount per person, lessening the need for strict documentation as the care
provided is capitated. This is in stark opposition to a fee-for-service environment, where
providers bill for each service rendered and thus have significant documentation.
Researchers have not had access to the claims data from MA plans.24 This has prevented more
claims-based outcomes measures, and has made comparisons between FFS and MA difficult.
CMS Administrator Seema Verma announced in April 2018 that researchers will now be able to
access MA claims data. This is a positive step forward for health services research and outcomes
measurement.
Suggested Outcome Measures
A systematic approach to assess and incorporate more outcomes measures for the MA Star
Ratings is essential. There are validated outcomes measures in use by a variety of stakeholders
across the country and the world.
Experts recommend using outcome measures from the International Consortium for Health
Outcomes Measurement (ICHOM). ICHOM has approved or is in the final stages of approval of
more than 20 sets of measures covering 45% of disease burden in the United States.25
CMS can look to private insurers for outcome measures. Humana, a dominant player in the MA
market, already assesses “Healthy Days” in the communities they serve, using the U.S Centers
for Disease Control and Prevention (CDC) population health management tool that measures
health related quality of life.26 Seniors living in “Bold Goal” communities made improvements in
physical and mental health, reducing their number of unhealthy days in 2017. This measure
would incorporate the impact of MA plans’ upcoming foray into offering food security and other
health-related need factors for their enrollees.
Ambulatory Care Sensitive Conditions (ACSCs) or Preventable Visits, either in the inpatient27 or
emergency department28 setting, are outcome measures that assess access to care in a
community. ACSCs are conditions for which timely and effective outpatient care can help reduce
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the risks of hospitalization.29 These are assessed readily with tools available by the Agency for
Healthcare Research and Quality using their Prevention Quality Indicators (PQI) tool
(qualityindicators.ahrq.gov). These are often measured using county population in the
denominator, making this a meaningful measure relative to a beneficiary’s geographic location.
The release of MA claims data facilitates these types of outcome measures.
MedPAC members have expressed desire to see more Patient Reported Outcomes (PROs) or
Patient Reported Outcome Measures (PROMs). CMS PROs are already incorporated into the
new Merit-based Incentive Payment System (MIPS).
The Institute for Healthcare Improvement (IHI) has a variety of outcomes they recommend to
measure population health and the Triple Aim. 30 These include Years of Potential Life Lost
(YPLL), mortality amenable to health care, and Health Risk Assessment (HRA) scores. HRAs
measure “How’s your health?” A survey assesses “When you think about your health care, how
much do you agree or disagree with this statement: I receive exactly what I want and need
exactly when and how I want and need it?” A measure assessing likelihood to recommend the
MA plan reflects patient experience of care. An experience of care outcome is average A1c level
for population of patients with diabetes. A potential outcome reflecting access is number of days
until 3rd next available appointment.31
An outcome that could spur interoperability (in an environment where about 75% of medical
communications are conducted via fax)32 would be to require laboratory results to be attached to
the claim where appropriate, for accurate tracking of chronic illness.
Issues and Caveats
There has been an alarming trend in contract consolidations, where contracts performing below
bonus star levels have consolidated with contracts achieving 4 or more stars for the purpose of
obtaining bonus payments. Higher performing contracts absorbed 1.4 million enrollees by the
end of 2017, triggering the scrutiny of MedPAC. Over 20% of MA enrollees have been absorbed
into higher performing contracts since 2013, resulting in bonus payments that would not have
been received in absence of the consolidation. This results in higher payments to these contracts
than warranted, fostering inequity between FFS and MA. From a Star Rating perspective, this
means a large number of enrollees are in contracts that appear to be high quality, but in reality
are not. These contract consolidations occur across state lines.
MedPAC’s issues with MA consolidations appear to be addressed in the Bipartisan Budget Act
of 2018 (effective 2019), but should still be monitored. CMS’ proposed new rules that will
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calculate a weighted average of Star Ratings across contracts that have been consolidated to
more accurately reflect quality, and mitigate quality bonus payments that are not warranted.
Star Ratings are assessed at the contract level. Reporting measures at the contract level is not as
informative as plan-level data. Several stakeholders have recommended reporting at the plan
level when possible, and at the contract level when plan-level data are not complete (i.e. for
plans with lower enrollment). There are numerous plans in any given contract, so plan-level data
on quality are more meaningful than contract-level data. 33 MedPAC continues to urge Congress
to use the geographic unit for quality reporting- the local health care market area.
There are procedural improvements that could be addressed in the Star Quality ranking process.
Most quality incentive programs in Medicare announce and implement changes after a formal
rule-making process with a 60-day comment period. Stakeholders have requested CMS provide a
full comment period to weigh in on program changes such as new measures or score calculation
methodology. Similarly, the Star Ratings is the only program whose measure set is not finalized
before the data are collected. Stakeholders have concerns regarding the calculation of thresholds
for the Star Rating cut off points. The cut points (threshold values to use to assign Star Ratings
for individual measures) are determined annually, and after the data have been collected, rather
than before the measurement period.34 This results in an unclear, moving target for MA
contracts.
Categorical Adjustment Index (CAI) adjustments were integrated to adjust for socioeconomic
status of enrollees, but the adjustment has minimal impacts on Star Ratings (4% of MA plans had
their star rating increased due to CAI in 2016).35 Plans serving high need enrollees with low
incomes, chronic illness, or disabilities show significantly lower performance on Star Ratings
metrics.36
Recent adjustments in MA are allowing for more services related to health-related social needs.
These services addressing major issues such as food insecurity and loneliness provide additional
benefits likely to improve population health. This warrants broader outcomes measures to
capture the effects of these investments, along the lines of CMS’ Accountable Health
Communities (AHCs). AHCs have measures to assess these outcomes. However, these benefits
come with drawbacks, as advocates for choice and equity in Medicare have voiced concerns that
these additional benefits, not available via FFS Medicare, bridge a divide in the access to
services in the Medicare program.
Continuous quality improvement and innovating measurement to capture these improvements in
individual and population health outcomes are essential for optimal health care. Stakeholders
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including myself appreciate the Ways and Means Subcommittee on Health’s attention to this
critical matter.

Thank you.
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