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Mary Ellen Slaughter, and Amy Heller

Objective. To understand reasons why California has lower Consumer Assessment
of Healthcare Providers and Systems (CAHPS) scores than the rest of the country,
including differing patterns of CAHPS scores between Medicare Advantage (MA) and
fee-for-service, effects of additional demographic characteristics of beneficiaries, and
variation across MA plans within California.
Study Design/Data Collection. Using 2008 CAHPS survey data for fee-for-service
Medicare beneficiaries and MA members, we compared mean case mix adjusted
Medicare CAHPS scores for California and the remainder of the nation.
Principal Findings. California fee-for-service Medicare had lower scores than non-
California fee-for-service on 11 of 14 CAHPS measures; California MA had lower
scores only for physician services measures and higher scores for other measures. Add-
ing race/ethnicity and urbanity to risk adjustment improved California standing for all
measures in both MA and fee-for-service. Within the MA plans, one large plan
accounted for the positive performance in California MA; other California plans
performed below national averages.
Conclusions. This study shows that the mix of fee-for-service and MA enrollees,
demographic characteristics of populations, and plan-specific factors can all play a role
in observed regional variations. Anticipating value-based payments, further study of
successful MA plans could generate lessons for enhancing patient experience for the
Medicare population.

Key Words. Patient experience of care, Geographic variations, Medicare

The Medicare program, administered by the Centers for Medicare and
Medicaid Services in the U.S. Department of Health and Human Services, has
collected and reported data on beneficiaries’ experiences of care in private
health plans, Medicare Advantage (MA), since 1997 and for beneficiaries in
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traditional fee-for-service Medicare since 2000 (Landon et al. 2004). These
data have been collected through the Medicare Consumer Assessment of
Healthcare Providers and Systems (Medicare CAHPS) survey instrument.

Variations in Medicare CAHPS scores have been well-documented geo-
graphically (Zaslavsky, Zaborski, and Cleary 2004), between fee-for-service
Medicare and MA plans (Landon et al. 2004), and across MA plans (Zaslavsky,
Zaborski, and Cleary 2004), but the factors driving these variations have not yet
been identified. Research has found that Medicare spending is not consistently
associated with better quality, access, or patient satisfaction with care (Fisher
et al. 2003a, b; Baicker and Chandra 2004; Landon et al. 2004; Dowd et al. 2009).

The Patient Protection and Affordable Care Act of 2010 directs the Centers for
Medicare and Medicaid Services to establish a quality bonus program that would
pay bonuses to MA plans for performance on clinical quality and enrollee
experience of care (U.S. Congress 2010). It also has value-based purchasing
provisions for many types of fee-for-service Medicare providers. Under such pro-
visions, variations in CAHPS performance would have financial consequences for
MA plans and fee-for-service providers via a system of quality bonuses associated
with overall performance of ‘‘four stars’’ or higher on a five-star scale.

This study examines some factors that might underlie observed regional
variations in CAHPS scores. We use the California experience as a case study
because California is a large state and it historically has been one of the lower
CAHPS performers. California Medicare CAHPS scores have been lower for
health plan services, while ratings of doctors have been closer to the overall
national averages (Zaslavsky, Zaborski, and Cleary 2004). These differences
would affect their payments under a quality bonus system. Using 2010 star
ratings, our estimates show that California plans attained the ‘‘four star’’
thresholds for 18 percent of their eligible CAHPS measures, compared with
44 percent of measures for non-California MA plans.

BACKGROUND

The Medicare program consists of traditional fee-for-service Medicare, in which
a majority of beneficiaries are enrolled, as well as an enrollment option for MA
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health plans. The Centers for Medicare and Medicaid Services contracts with
several hundred managed care plans, which must fulfill reporting and perfor-
mance requirements, including patient experience of care. There is no uniformly
defined MA plan benefit beyond a specified minimum requirement; capitation
rates vary widely across counties, and health plans vary substantially in plan
structure, benefits offered, and additional services to beneficiaries (Hurley,
Grossman, and Strunk 2003; Medicare Payment Advisory Commission 2003;
Hurley, Strunk, and Grossman 2005). These variations among MA plans could
result in different experiences across plans for enrolled beneficiaries.

The Medicare CAHPS surveys contain global-rating items, additional
single-item measures, and items that are grouped to form composite scores for
several domains (Goldstein et al. 2001). The CAHPS survey scores used for
public reporting are case mix adjusted to control for systematic differences in
response tendency associated with respondent characteristics (Martino et al.
2009; Agency for Healthcare Research and Quality 2010).

California has substantial managed care penetration and many Califor-
nia plans participate in the MA program (22 in 2007, 40 in 2008), with
34 percent of California Medicare beneficiaries enrolled. California’s MA
plans include several very large plans as well as many smaller plans. Some
plan sponsors also serve markets in other parts of the country, while others are
unique to California. The MA plans in California offer differing benefit struc-
tures, models of care, and monthly premiums for enrolled beneficiaries
(California Health Care Foundation 2003).

RESEARCH QUESTIONS

We performed analyses to address the following research questions:

1. To what extent do overall differences in CAHPS performance be-
tween California and the rest of the country hold within the fee-for-
service and MA sectors?

2. Are there additional stable characteristics of beneficiaries that would
explain observed score differences between California and the rest of
the country, but which are not included in the standard CAHPS case
mix adjustments?

3. Are there substantial differences in CAHPS scores among California
MA plans that suggest that unique plan-level characteristics might be
affecting observed California/non-California differences in scores?
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We identified two factors as potential case mix adjustors (for question
#2) that met the criteria of stability, potential contributor to differences in
CAHPS scores, and measurability. The first is beneficiary race/ethnicity. Pre-
vious research demonstrates that race/ethnicity is strongly and consistently
associated with CAHPS scores; Asians tend to report lower scores than others,
and Latinos tend to report higher global ratings but lower composite scores
(Lurie et al. 2003; Weech-Maldonado et al. 2004, 2008; Elliott et al. 2009;
Goldstein et al. 2010). These two groups constitute a substantially larger pro-
portion of California residents than of the nation as a whole. The second is
beneficiary location in urban versus rural areas, for which score differences
may reflect response tendency (which is a legitimate basis for adjustment) or
may reflect true differences in care (which is not) (O’Neill 2004; Reschovsky
and Staiti 2005; Lutfiyya et al. 2007).

In examining differences in CAHPS scores among California MA plans,
we noted that a large proportion of all California MA enrollees are in a single
large MA plan, ‘‘Plan-A,’’ which has distinct structure and operating charac-
teristics. We compared CAHPS scores for Plan-A to the rest of California’s
Medicare health plans.

METHODS

Our analyses used CAHPS survey data for national samples of both members of
MA plans and fee-for-service Medicare beneficiaries (some of whom were also
enrolled in prescription drug plans). We performed the same analyses for 2007
and 2008 survey data, but we report only the latter here, given similar results.

Data and Measures

A total of 408,020 MA and fee-for-service beneficiaries completed the 2008
Medicare CAHPS survey. The survey used a stratified random sampling plan,
with contracts (hereafter ‘‘plans’’) serving as strata for MA beneficiaries and for
fee-for-service beneficiaries enrolled in prescription drug plans. States served
as strata for fee-for-service beneficiaries not enrolled in a prescription drug
plan. The survey was administered by two waves of mailings with telephone
follow-up of nonrespondents. The overall response rate was 61 percent (56
percent for fee-for-service, 65 percent for MA).

We analyzed the five global ratings (personal physician or nurse, spe-
cialists, all health care received, experiences with Medicare/plan, and expe-
rience with prescription drug coverage), additional single items on flu shot and
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pneumonia shot and ease of paperwork, and four composite measures of
reported care: doctor communication (four items), ease of getting needed care
(two items), customer service (three items), ease of getting needed drugs (three
items), and getting information on drugs (two items) (Goldstein et al. 2001).
The global-rating items had 0–10 response scales, and all other items had four
response options (never, usually, sometimes, always).

Each CAHPS composite score was calculated as the average of the
responses for the items within the composite. To facilitate comparisons across
measures of health care experiences, we linearly transformed all CAHPS
scores to a 0–100 scale and then calculated weighted mean scores, weighted by
the number of beneficiaries in the relevant contracts and states to account for
the sample design and nonresponse.

We case mix adjusted CAHPS measures to control for systematic differ-
ences in survey response tendency related to respondents’ characteristics. Stan-
dard Medicare CAHPS case mix adjustment controls for age, education, overall
self-rated health, self-rated mental health, an indicator of dual eligibility for Med-
icaid, and Low Income Subsidy receipt (Zaslavsky et al. 2001; Martino et al. 2009).

Analyses

We first estimated linear regressions to calculate overall (combined Medicare
fee-for-service and MA) mean, standard case mix adjusted Medicare CAHPS
scores for California respondents and for the remainder of the country, using
models with a California indicator and the case mix fixed effects noted above.
We also estimated overall CAHPS scores adjusted for differences in MA/fee-
for-service enrollments by adding an MA indicator to the model to assess the
effect on scores of the difference in MA plan penetration between California
and the rest of the nation. We tested the statistical significance of the differ-
ences in scores for each measure. We also calculated case mix adjusted scores
(without the MA indicator) for each of 53 states and territories (hereafter
‘‘states’’) to determine California’s ranking among states on each CAHPS
measure (1 5 highest, 53 5 lowest).

To test research question #1, we stratified the data into MA and fee-
for-service and estimated, within each type, regression models predicting
each CAHPS measure from a dummy variable for coverage in California and
standard case mix adjustors.

To test research question #2, we expanded the case mix adjustment to
add adjustors for race/ethnicity and urbanicity (referred to as ‘‘full adjust-
ment’’). The race/ethnicity indicators——Hispanic, Native American, black,
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Asian or Pacific Islander, and multiracial——were derived from a Hispanic
ethnicity question and a list of races allowing multiple endorsements
(Goldstein et al. 2010). Four urbanicity indicator variables were based on
Beale codes (Economic Research Service 2004) that define level of rural or
urban status on a scale of 1 (most urban, 53 percent of population, omitted) to
9 (most rural, 1 percent of population), with values of 5–9 (12 percent of
population) pooled (Butler and Beale 1994). We estimated models with these
additional case mix adjustors (full adjustment models), again fitting separate
models by coverage type (MA, fee-for-service). We also tested the separate
effects of race/ethnicity and urbanicity by assessing changes in R2 for models
that include each set individually, compared with models using only the
standard case mix adjustment.

To test research question #3, we examined effects of individual
California health plans on the difference between MA plan scores for the
state and the rest of the country. We fit two additional models to test the effect
of large Plan-A on the California MA scores. In one model, we included
observations only for Plan-A, and in the other model we included observa-
tions only for other California plans. These two models compared each of
these groups to all MA plans in the rest of the country.

RESULTS

Comparisons of sample demographics and other variables used in the analysis,
for California and the rest of the nation, are presented in Table 1. These data
highlight the higher percentages of Asian and Hispanic populations and greater
concentration in urban areas in California, compared with the rest of the nation.

In the comparative results presented here, all differences found are sta-
tistically significant ( po.05) unless otherwise noted. As shown in Table 2,
California CAHPS scores in 2008 were lower than scores for the rest of the
country. California’s rankings among states in the domains of physician ser-
vices and immunization compared poorly and its rankings for the other CA-
HPS domains varied from above average to low (column 2). Adjusting scores
for MA penetration reduced but did not eliminate the differences.

The results in Table 3 reveal differences in California’s standing relative to
the rest of the nation within MA and within fee-for-service. California MA with
standard case mix adjustment (columns 2 and 3) tended to be above the national
MA average with the consistent exception of physician services, whereas
California fee-for-service tended to be below the national fee-for-service average
in all domains, but less markedly than California MA for physician services.
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Table 1: Characteristics of 2008 Medicare Beneficiaries in California and the
Rest of the Nation, by Medicare Advantage (MA) or Fee-for-Service (FFS) Statusn

Sample Characteristic

California Rest of Nation

MA FFS MA FFS

Sample size 26,209 10,989 216,013 154,809
Age (%)

18–64 5.6 15.1 10.3 15.8
65–69 19.7 25.3 22.4 23.6
70–74 23.5 19.5 23.7 20.4
75–79 21.4 15.6 19.7 16.4
80–84 16.4 12.9 13.9 13.0
851 13.5 11.5 10.0 10.8

Urbanicity (by Beale codes)
1 Metro � 1m population 85.5 66.1 57.1 41.1
2 Metro 250k–1 million 12.5 20.0 21.7 20.5
3 Metro o250k 1.6 8.3 8.2 12.2
4 Urban � 20k, adjacent metro 0.2 2.5 4.5 7.3
5–9 small urban and rural 0.3 3.1 8.4 18.7
Beale code missing 0.0 0.1 0.0 0.2

Race/ethnicity
White 57.6 55.2 64.6 73.3
African American 5.0 4.6 8.3 8.0
Hispanic 13.2 15.5 10.1 4.8
Asian 7.8 11.9 1.9 1.5
Native American 0.3 0.4 0.3 0.6
Multirace 1.3 1.8 1.4 1.8
Race unknown 14.9 10.5 13.5 10.0

Education
Less than high school graduate 18.2 22.2 26.5 21.2
High school graduate 26.8 23.1 36.7 35.4
Less than bachelor degree 30.8 28.2 21.4 23.8
Bachelor degree 10.2 11.9 7.3 8.9
More than 4 years college 13.9 14.6 8.2 10.8

General health status
Excellent 10.4 8.2 9.1 7.0
Very good 30.3 24.4 27.0 23.8
Good 36.2 34.8 36.1 35.0
Fair 19.0 24.3 22.4 25.5
Poor 4.2 8.3 5.4 8.8

Mental health status
Excellent 32.5 30.1 31.0 28.6
Very good 35.0 30.4 32.3 31.4
Good 23.5 25.0 25.7 26.1
Fair 7.4 11.4 9.1 11.0
Poor 1.6 3.2 1.8 2.8

continued
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Full case mix adjustment (columns 4 and 5) improved California’s stand-
ing relative to the rest of the nation on all 14 measures for both MA and fee-
for-service, when compared with standard case mix adjustment. However,
California MA’s standing relative to the national average improved by one
point or more for only three measures (pneumonia immunization, getting care
quickly, and getting needed care).

For California fee-for-service, the scores for all but one CAHPS measure
had been significantly lower than the national average, and these scores
moved closer to the national average. The exception was getting care quickly,
which had a nonsignificant positive difference under standard adjustment that
became larger and significant under full adjustment.

In subsequent analyses (not shown), we found that race/ethnicity was more
important than urbanicity in predicting CAHPS measures (in terms of individual-
level R2) and in explaining differences of California from the rest of the nation.

With the additional case mix adjustors having only a modest effect on
California CAHPS scores, we looked within the MA plans in California to explore
how a large, individual plan with substantial California MA enrollment (Plan-A)
might be affecting variations in performance for the California MA sector.

As shown in Table 4, Plan-A compared much more favorably to the
national MA average than the rest of California plans. It was markedly above
the national MA average for all domains except physician services, where it
was similar to the national average. In contrast, averages for other California
plans fell below the national MA averages, except for Part D measures, which
slightly exceeded the national average. Thus, some portion of the effects on
CAHPS scores for California plans appeared to be related to the nature of the
organization and operating styles of the individual plans. The sizes of these

Table 1. Continued

Sample Characteristic

California Rest of Nation

MA FFS MA FFS

Low income subsidy deemed 11.0 2.5 17.2 2.9
Proxy answered questions 3.5 3.8 3.4 3.8
Received help from proxy 11.0 15.1 11.4 11.3

nData were weighted to represent the enrolled population of contract (MA, prescription drug plan, or
FFS unenrolled) by county combinations, followed by a raking procedure (log-linear weights by
iterative proportional fitting) to match weighted sample and enrolled populations within each con-
tract (or the FFS unenrolled category) on gender, age, race/ethnicity, Medicaid, low-income sup-
plement, and Special Needs Plan status, prescription drug enrollment, and zip-code level distributions
of income, education, and race/ethnicity (Deming and Stephan 1940; Purcell and Kish 1980).
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differences, in combination with Plan-A’s large California market share, had a
large effect on overall comparisons of California MA to national MA.

DISCUSSION

The results of this study highlight the complexity that often underlies appar-
ently simple, average measures used to monitor performance trends across
organizations or geographic areas. In this case, we looked at performance on
CAHPS patient experience-of-care measures in the Medicare program, for

Table 3: California (CA) versus Non-CA Differences in CAHPS Scores for
Medicare Beneficiaries in Medicare Advantage (MA) Plans and Fee-for-
Service (FFS), with Standard and Full Case Mix Adjustments, 2008w

CAHPS Outcomes

Difference: CA�Non-CA

Standard Case Mixz
Full Adjustment
Ethnicity Urban§

MA FFS MA FFS

Physician services
Global rating of personal physician or nurse � 0.93nnn � 0.68nn � 0.80nnn � 0.55n

Global rating of specialist � 1.53nnn � 0.09 � 1.17nnn 0.13
Global rating of health care � 0.89nnn � 0.39 � 0.39n 0.01
Doctor communication (four-item composite) � 1.13nnn � 0.88nnn � 0.79nnn � 0.52n

Ease of getting needed care (two-item composite) � 2.47nnn � 0.69n � 1.47nnn 0.28
Immunizations

Getting a flu shot in the previous year 3.36nnn � 2.18nnn 3.91nnn � 1.27n

Getting a pneumonia shot 1.43nnn � 6.22nnn 3.31nnn � 3.35nnn

Plan services
Global rating of MA plan or Medicare (if FFS) 0.35n � 0.86nnn 0.50nnn � 0.88nn

Getting care quickly (two-item composite) 0.90nnn 0.12 1.94nnn 1.06nn

Ease of paperwork (stand-alone report item) 1.75nnn � 2.49n 2.32nnn � 1.66
Customer service (three-item composite) 0.01 � 1.79n 0.43 � 0.97

Part D prescription drugs
Global rating of prescription drug coverage 1.57nnn � 0.7n 1.77nnn � 0.28
Ease of getting needed drugs (three-item composite) 1.43nnn � 2.82nnn 2.17nnn � 0.90nn

Getting information on drugs (two-item composite) 1.13nn � 2.31nnn 1.82nnn � 1.20

wResponse scores are linearly rescaled to a 0–100 possible range to facilitate comparisons across
measures.
zCase mix adjusted using the standard CAHPS case mix adjustments.
§Case mix adjusted using the standard CAHPS adjustments plus adjustments for race/ethnicity
and urbanicity.
npo.05; nnpo.01; nnnpo.001.

CAHPS, Consumer Assessment of Healthcare Providers and Systems.
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which the geographic areas being compared were U.S. states. In 2008, California
ranked near the bottom among states in terms of physician services and immu-
nizations, had mixed rankings for Part D measures, and had average-to-above
average performance in plan services. These differences were generally small (an
exception perhaps being a 4-percentage point gap in pneumococcal immuni-
zation), but they were practically and statistically significant. These results have
informed our research questions regarding possible influence of different factors.

1. To what extent do overall differences in CAHPS performance between
California and the rest of the country hold within the fee-for-service and MA sectors?

We found strong differences between the Medicare MA and fee-
for-service sectors. In domains of immunization, plan services, and Part D

Table 4: Effect of ‘‘Plan-A’’ on CAHPS Scores for Beneficiaries in Medicare
Advantage (MA) Plans, California (CA) versus Non-CA, Full Case Mix
Adjustments, 2008w

CAHPS Outcomes

MA Differences: CA�Non-CAz

All CA Plans Only ‘‘Plan-A’’ Without ‘‘Plan-A’’

Physician services
Global rating of personal physician or nurse � 0.80nnn � 0.17 � 1.27nnn

Global rating of specialist � 1.17nnn 0.31 � 2.25nnn

Global rating of health care � 0.39n 0.39 � 1.00nnn

Doctor communication (four-item composite) � 0.79nnn 0.31 � 1.62nnn

Ease of getting needed care (two-item composite) � 1.47nnn � 0.58 � 2.32nnn

Immunizations
Getting a flu shot in the previous year 3.91nnn 9.14nnn � 0.53
Getting a pneumonia shot 3.31nnn 10.48nnn � 2.86nnn

Plan services
Global rating of MA plan or Medicare (if fee-for-service) 0.50nnn 1.57nnn � 0.40n

Getting care quickly (two-item composite) 1.94nnn 3.99nnn 0.25
Ease of paperwork (stand-alone report item) 2.32nnn 4.31nnn � 0.88
Customer service (three-item composite) 0.43 1.90nnn � 1.10nn

Part D prescription drugs
Global rating of prescription drug coverage 1.77nnn 2.87nnn 0.82nnn

Ease of getting needed drugs (three-item composite) 2.17nnn 3.76nnn 0.74nnn

Getting information on drugs (two-item composite) 1.82nnn 3.53nnn 0.20

wResponse scores are linearly rescaled to a 0–100 possible range to facilitate comparisons across
measures.
zCase mix adjusted using the standard CAHPS adjustments plus adjustments for race/ethnicity
and urbanicity. The non-CA comparison group for all three differences is all non-CA MA plans;
only the CA plans vary.
npo.05; nnpo.01; nnnpo.001.

CAHPS, Consumer Assessment of Healthcare Providers and Systems.
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services, California MA consistently exceeded the national MA average,
whereas California fee-for-service generally lagged the national average. Both
sectors were below average for physician services, but more so for California
MA. These results are consistent with findings from other studies that found
variations in performance across different quality measures (Miller and Luft
2002; Landon et al. 2004; Gillies et al. 2006).

These differences were not unexpected because the two health care
models are quite different. Beneficiaries in fee-for-service Medicare have stan-
dard Medicare benefits and can choose their physicians and other providers
freely. Beneficiaries enrolled in the MA plans have expanded benefits and the
plans more actively manage their care processes and access to providers, with
some plans essentially locking the beneficiary into receiving care from a single
group practice. Taken as a whole, California MA plans may exhibit the tra-
ditional management characteristics of managed care more strongly than other
Medicare managed care nationally.

2. Are there additional stable characteristics of the beneficiaries or market that
would explain observed score differences between California and the rest of the country,
but which are not included in the standard CAHPS case mix adjustments?

Given the large differences between California and the rest of the country
in race/ethnicity and urbanicity, we anticipated that their addition as case mix
adjustors might be sufficient to explain the differences. While the additional
adjustors improved California scores on almost all measures, they did not fully
explain the lower California scores in MA and they explained fewer than half
the lower California scores in fee-for-service. The most important contributor
was race/ethnicity; urbanicity had much weaker effects, making the question of
whether urbanicity captured response tendency or quality of care moot for this
application. The higher prevalence of Asians (who tend to provide the lowest
ratings and reports of care) and Hispanics (who tend to provide high ratings but
low reports) in California contributed to understating performance in California
relative to the rest of the nation (Weech-Maldonado et al. 2004, 2008).

3. Are there plan-specific differences in CAHPS scores that indicate that unique
plan-level characteristics might be affecting observed California/non-California differences
in scores?

CAHPS performance in California was being affected by organizational
and operational factors operating among the MA plans that do not exist in the fee-
for-service Medicare sector. In particular, a single California health plan sub-
stantially altered the average MA CAHPS scores for California. This plan had
strong scores for all the CAHPS measures except physician services, which
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resembled the national MA average. When its data were removed from the
CAHPS data for California MA plans, the average scores for the remaining plans
dropped substantially, so they were below the national MA average on all but Part
D domains. Further, their differences from national MA means for physician
service domains were larger than the differences in the fee-for-service sector; this
was not the case for the other CAHPS domains. Thus, one cannot simply conclude
that all MA plans in California perform poorly in patient experience of care.
Rather, it is important to look within the group at individual health plans to better
characterize patterns of performance across plans. The existence of a large plan
with consistent above-average performance limits the extent to which unmeasured
factors specific to California’s population are likely to explain observed differences.

Clinical care processes have been found to vary across individual health
plans or across types of plans, and it is reasonable to expect that similar
variations would be occurring for patient experience of care. For example,
differences in inpatient care utilization have been found for beneficiaries with
severe chronic diseases who are in fee-for-service Medicare versus health
plans (Revere and Sear 2004), as have variations across Medicaid health plans
in pediatric asthma care (Dombkowski et al. 2005). Health plan ownership has
been found to be associated with risk sharing processes, utilization of hospital
inpatient care, catastrophic case management, and drug formularies (Ahern
and Molinari 2001). Conversely, a study that examined the effects of health
plan delivery system on clinical quality and patient experience of care (using
CAHPS) found that the type of delivery system used affected many clinical
measures, but not the CAHPS measures (Gillies et al. 2006).

Other likely sources of differences are plans’ varying approaches to
working with their contracted medical practices that, in turn, can affect how
patients experience the care they receive from physicians in those practices.
For example, studies have found that physicians were more likely to change
their clinical practices if they received care management tools from a medical
group or group/staff model health plan (Haggstrom and Bindman 2007), that
the structure of a health plan is related to the duration of office visits by elderly
patients (Hu and Reuben 2002), and that a health plan’s method of paying
physicians can affect patients’ experiences of care (Scoggins 2002).

The available data did not permit detailed examination of the effects of
particular organization-specific factors on MA plan performance on CAHPS
measures. Further, our analysis focused on Medicare fee-for-service and MA
plans in just one state. Additional investigations of a broader set of health plans,
both Medicare and commercial, are needed to identify factors that affect vari-
ations in performance across the greater health plan population. Both qualitative
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and quantitative methods may help unravel the dynamics of service delivery
within a number of health plans, drawing upon existing theory and published
research in the organizational behavior and health service literature.

Overall, our case study results suggest some areas for improvements.
The evidence for low immunization rates in California, in both fee-for-service
and MA, compared with the rest of the country suggests the need for quality
improvement efforts. In addition, our findings on the role of race/ethnicity
case mix adjustment on the average differences between California CAHPS
scores and those for the rest of the country suggest that consideration be given
to adding these adjustors in some contexts. Finally, any examination of vari-
ations in performance across Medicare fee-for-service and MA will need to
consider variations across MA plans.

CONCLUSION

This study demonstrates that a variety of factors may contribute to observed
differences across geographic areas in performance on CAHPS measures. The
factors involved for California were individual demographics not used in the
standard case mix adjustment model, differences between fee-for-service
Medicare and the MA plans, and plan-specific differences in performance
across MA plans. Further, the positive performance by one MA plan had a
masking effect on the overall average CAHPS scores for all California MA
plans. Although such diversity probably exists for most comparisons, the
contributing factors are likely to vary depending on the specific situation. For
California, future research is needed to uncover specific sources of perfor-
mance gaps. In addition, further study of successful MA plans could generate
general lessons for providing good patient experience to California’s Med-
icare population and perhaps to those in other states, such as New York, with
historically lagging Medicare beneficiary experience.
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