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Executive Summary  
The Medicare Advantage (MA) quality bonus program (QBP) was designed to incentivize MA plans to 

improve quality and to help beneficiaries select high-quality plans. The program has failed to achieve 

either of those goals, yet spending on bonuses to “high-quality” MA plans now exceeds $10 billion per 

year (Biniek, Damico, and Newman 2023). There is a growing consensus that MA is overpaid, and the 

QBP is ripe for reform. 

In a prior report, we explored the operational problems with the QBP, including poorly constructed 

and targeted measures (Skopec and Berenson 2023). This report explores the conceptual 

underpinnings of the QBP, which are shared with Medicare pay-for-performance (P4P) and public 

reporting programs more generally. Overall, we find little evidence that P4P and public reporting have 

driven improvement in clinical or administrative performance despite the high costs of these programs. 

In fact, we find that P4P has serious operational flaws and produces adverse effects. Therefore, we call 

for “new ideas and new conversations” around the QBP and P4P more generally (McWilliams 2020).  

Based on a review of the literature and interviews with six prominent experts in quality 

measurement and Medicare performance, we suggest a revised structure for ensuring adequate 

administrative performance and quality in MA. We recommend the following policies be implemented 

to replace the QBP:  

1. Implement enhanced, more stringent Centers for Medicare & Medicaid Services oversight of 

MA plans to ensure adherence to their contractual obligations on various administrative 

responsibilities, concentrating on areas of demonstrated substandard performance, like prior 

authorization and claims denials.  

2. Use a limited number of validated quality measures to identify exceptional and poor MA plan 

performance in areas of interest. These measures would be focused on prevention activities 

and, where possible, patient-reported outcomes and patient experiences with their health plan. 

Measurement would be limited to identifying exceptionally strong and poor performance, not 

broadly rating or ranking MA plans, and need not be made public.  

3. Replace the current regime of external performance measurement that provides overly 

generous rewards without penalties with a program that encourages or requires MA plans to 

implement quality improvement projects or adopt continuous quality improvement methods.  
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We present these preliminary ideas and recommendations to stimulate conversations. We also 

recommend convening a task force, committee, or Blue-Ribbon Panel to develop specific policy 

recommendations for Congress and the Centers for Medicare & Medicaid Services. Those around the 

table should include quality experts, committed clinical leadership from MA plans, and 

consumer/beneficiary representatives.



The Medicare Advantage Quality 

Bonus Program: New Ideas and New 

Conversations 
The Medicare Advantage (MA) quality bonus program (QBP) was designed to 

incentivize MA plans to improve quality and to help beneficiaries select high-quality 

plans. There is growing consensus that the QBP, as currently formulated, has failed to 

achieve these goals. This failure comes at a high cost to taxpayers, with the QBP 

distributing about $12.8 billion to MA plans in 2023. Medicare beneficiaries also bear 

the cost of this overspending in the form of higher Part B premiums. This paper explores 

the failures of the QBP and Medicare’s pay-for-performance (P4P) programs more 

generally, as well as recommendations for replacing the MA QBP to reduce 

overpayment and better align the program with the needs of beneficiaries.  

“After two decades of efforts relying largely on quality measurement and performance-linked 

payment incentives, we need new ideas and new conversations.”  

-Michael McWilliams, NEJM Catalyst, 2020. 

The QBP was established by the Affordable Care Act (ACA) and pays bonuses to MA contracts 

based on performance on a set of quality measures. In 2024, these measures include clinical quality, 

such as receipt of preventive services; administrative performance, such as disenrollment rates and call 

center metrics; and patient experience measures, such as beneficiary ratings of their plan and their 

experience accessing care.1 Each measure is assigned a weight by the Centers for Medicare & Medicaid 

Services (CMS), and then performance across measures is rolled up to an overall star rating for each MA 

contract. Our prior study explored the operational aspects of the QBP in detail, finding many 

weaknesses in the program that warrant attention (box 1).  

One major weakness of the QBP is that it is not budget neutral. Unlike other Medicare quality 

payment programs, the QBP does not assess monetary penalties for poor performance to fund bonuses 
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for high performance (MedPAC 2019). As of 2023, 72 percent of MA enrollees were in a contract 

receiving quality bonuses2 at a cost of approximately $12.8 billion (Biniek, Damico, and Newman 2023). 

With MA now covering more than half of Medicare beneficiaries, overpayment of MA plans has become 

a focus of researchers, oversight bodies, and policymakers (MedPAC 2023).3  

The Medicare Payment Advisory Commission (MedPAC) has identified several sources of 

overpayment in MA, including QBP bonus payments (MedPAC 2020), risk adjustment overpayment, 

and favorable selection (MedPAC 2023). While overpayment via risk adjustment and favorable 

selection has been well-studied (Kronick 2017; Gilfillan and Berwick 2021, Skopec, Garrett, and 

Gangopadhyaya 2023; MedPAC 2023; Ryan 2023), few studies quantify the overpayment in the QBP 

and potential solutions.4 However, reforming the QBP to reduce overpayment may be more 

straightforward than fixing the risk adjustment system. This brief focuses exclusively on reimagining 

the QBP, while approaches to risk adjustment are discussed elsewhere (Skopec, Garrett, and 

Gangopadhyaya 2023).  

Despite wide agreement that MA needs substantial reform to reduce overpayment, there is not yet 

consensus on how to reform or replace the QBP. In 2020, MedPAC recommended a QBP replacement 

called the MA Value Incentive Program (MA-VIP) (MedPAC 2020). While this approach addresses many 

of the problems with the QBP, including lack of budget neutrality and lack of local comparisons, 

policymakers and CMS have not moved to implement the suggested replacement. In addition, a growing 

chorus of researchers has joined earlier skeptics to question whether P4P more generally can achieve 

its goals (Casalino 1999; McNutt 2009; Berenson 2010; Chatterjee and Joynt 2014’ Berwick 2016; 

McGlynn and Kerr 2016; Frakt and Jha 2018; McWilliams 2020; McGlynn 2020; Rosenbaum 2022; 

Werner and McNutt 2009; McWilliams 2022). As prominent researcher Michael McWilliams put in an 

NEJM Catalyst article, “After two decades of efforts relying largely on quality measurement and 

performance-linked payment incentives, we need new ideas and new conversations” (McWilliams 

2020). 

This study aims to catalyze those “new ideas and new conversations” for the MA QBP. Our prior 

report covered the operational problems with the MA QBP and MedPAC’s proposed alternative 

(Skopec and Berenson 2023). MedPAC’s MA-VIP would represent a significant step forward in reducing 

overpayments to MA plans by making the program budget neutral. However, the MA-VIP would not 

address overarching conceptual problems with the QBP’s approach to driving quality improvement. The 

current QBP has not enhanced quality in MA (Markovitz et al. 2021a, 2021b; Layton and Ryan 2015; 

Meyers et al. 2021a, 2021b; Ochieng and Biniek 2022), and it is not clear the MA-VIP would do so 

either. The MA-VIP approach would primarily reduce overpayments, which is an important interim goal, 
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but does not address the failures of QBP to meet its goals of driving quality improvement and helping 

beneficiaries select among plans.  

This brief focuses on the broader conceptual underpinnings of the QBP, the growing evidence that 

paying for performance on quality measures does not drive quality improvement, and potential paths 

toward more comprehensive solutions to ensure high-quality care for beneficiaries who enroll in MA 

plans.  

BOX 1  

Key Findings from The Medicare Advantage Quality Bonus Program: High Cost for Questionable Gain 

The ACA established the MA QBP as part of a package of MA reforms expected to reduce payments 

to MA organizations. However, policymakers have expressed growing concern that the QBP, along with 

the MA risk adjustment program, overpays MA organizations and does not achieve its goal of quality 

improvement and helping beneficiaries select plans. Our prior report, The Medicare Advantage Quality 

Bonus Program: High Cost for Questionable Gain, provided an overview of the QBP and its role in the MA 

payment system, described the star ratings measures and how they are scored, and explored the 

shortcomings of the QBP. 

Key findings included:  

◼ While clinical quality measures account for over half of the measures used in the star rating 
system, after weighting, about two-thirds of a contract’s star rating is determined by beneficiary 
experience with care and MA administrative effectiveness. On review, however, we found the 
following: 

o measures of beneficiary experience do not permit meaningful distinctions across MA 
contracts and 

o administrative effectiveness measures do not target important deficiencies regulators 
have identified within MA organizations. 

◼ The star rating system and the QBP suffer from many problems, including the following: 

o score inflation, which results in overly generous bonuses 

o limitations in underlying data sets, which lead to measures focused on the needs of 
younger and healthier beneficiaries rather than beneficiaries facing serious illnesses 

o performance is not measured at the plan or local level, limiting the usefulness of star 
ratings for beneficiaries’ choice 

◼ Contrary to the QBP’s goals, beneficiaries typically do not use star ratings when selecting plans. 

◼ Despite the 10-year commitment to paying MA plans substantial bonuses to support successful 
quality improvement, the preponderance of research does not demonstrate that beneficiaries, on 
average, receive higher quality care in MA than they would in the traditional Medicare program. 
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◼ MedPAC’s suggested replacement for the QBP would rely on a small set of population health 
measures to determine MA plan quality at the local level. It would also assess rewards and 
penalties to make the program budget neutral.  

◼ MedPAC’s suggested replacement has merit, but we would prefer focusing accountability on 
protecting beneficiaries from poor plan administration rather than attempting to measure MA 
contracts’ effects on clinical quality, which largely reflect provider performance rather than MA 
organizations’ contributions. While MA plans can choose providers for their networks, many 
plans are broad-network PPOs and HMOs that do not narrowly tailor their networks to include 
higher-performing providers.  

Source: Skopec, Laura, and Robert Berenson. 2023. The Medicare Advantage Quality Bonus Program: High Cost for Uncertain Gain. 

Washington, DC: Urban Institute. June 2023.  

Methods 

Our findings and recommendations are based on an extensive review of the literature, including studies 

and reports addressing P4P overall and those specifically focusing on the QBP. Many of these studies 

addressed operational problems with quality measurement, but a few also explored conceptual 

problems with P4P more generally.5  

We supplemented our literature review with six interviews of high-level experts to discuss 

conceptual issues related to the QBP. These interviews explored whether MA plans should be held 

responsible for clinical quality and whether a reformed QBP should continue to distinguish between 

differing levels of acceptable care (like the current program) or instead focus on protecting beneficiaries 

from substandard care and rewarding exceptional care. We offered our interviewees anonymity to 

allow them to express candid views about MA, the QBP, and P4P more generally. Our interviewees 

include recognized quality experts with decades of experience in government service and health plan 

administration.  

Roadmap 

There is broad consensus that the QBP has serious flaws, and there are some published 

recommendations for immediate fixes (Skopec and Berenson 2023; MedPAC 2020). However, the 

evidence suggests that applying patches to the basic structure of public reporting and P4P using fewer 

quality measures will not provide quality assurance or quality improvement for Medicare beneficiaries 

who enroll in an MA plan. Tinkering with the P4P approach in the QBP, as MedPAC’s proposed 

replacement does, fails to acknowledge the basic flaws with the P4P paradigm and the need to rethink 

https://www.urban.org/sites/default/files/2023-06/The%20Medicare%20Advantage%20Quality%20Bonus%20Program.pdf
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the P4P and public reporting approach. While quality measurement is an important component of 

quality improvement (QI) initiatives, measurement should not be an end in itself, as it has been applied 

throughout Medicare.  

The QBP is just one of many performance measurement programs that Congress has required CMS 

to implement. Before exploring new ideas and conversations, we first need to discuss the problems with 

the current P4P and public reporting and why commonly proposed improvements will not work as 

envisioned. We seek to explain why patches to the QBP, like MedPAC’s proposed MA-VIP program, can 

only be a short-term fix. We will argue that the documented flaws in how public reporting and P4P are 

implemented across health care cannot be readily corrected because these flaws are inherent in the 

measurement-based model for rewarding quality of care that has captured health care delivery. As 

such, incremental reform efforts are wasted and, in turn, prevent true innovations to improve quality 

(McGlynn and Kerr 2016). Then, we will suggest new ideas that should be explored and expanded to 

provide a new paradigm to replace the current one that has become dominant over the past twenty 

years. The new ideas are targeted to MA but can be applied more broadly.  

A detailed discussion of broader problems in P4P and public reporting that extend beyond the QBP 

is provided in the Appendix. We focus on P4P and public reporting in Medicare, as such programs are 

pervasive, well-documented, and well-studied. We note that the failure of Medicare P4P and public 

reporting likely applies to their more limited use in Medicaid and private insurance. 

“Despite nearly two decades of experimentation with standardized measurement, public 

reporting, and reward-and-penalty programs, average quality performance remains about 

the same.”  

-Beth McGlynn, NEJM, 2020 

The Public Reporting and P4P Paradigm 

The wide adoption of public reporting and P4P was spurred by a few QI initiatives in which public 

measures were considered important in achieving substantial success. Successes included a campaign 

to attack the problem of central line-associated bloodstream infections, efforts to alter the then-

prevailing hospital-based approach to treating patients with acute myocardial infections, and programs 
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to improve outcomes for patients with end-stage renal disease (Berenson, Pronovost, and Krumholz 

2013). However, for these and a few other initiatives, public measurement and reporting compliance 

was part of a much broader QI program that appealed to clinicians’ and hospitals’ intrinsic motivation to 

improve the quality of care they provided. In essence, these and other notable successes of public 

reporting were “one-off” opportunities associated with formal QI initiatives, not necessarily indicative 

of the success or potential value of public reporting itself.  

Both public reporting and P4P programs, including the QBP, theoretically work by providing 

substantial financial incentives for providers or plans to score higher on established metrics. Although 

appealing to professional and organizational pride, public reporting is primarily meant to affect 

providers’ or plans’ reputations, such that better performers would be rewarded with greater market 

share and, thus, revenues. P4P provides direct dollar bonuses or penalties for better scores on quality 

measures. The P4P approach, described in a New England Journal of Medicine editorial in 2007 as having 

“compelling logic” (Epstein 2007), was broadly adopted and included across many Medicare programs.  

P4P in Medicare takes several forms: bonus-only, balanced bonuses and penalties, and penalty-

only. To our knowledge, the QBP is the only Medicare P4P program that only provides bonuses for 

performance on quality metrics and does not assess penalties for poor performance. In contrast, the 

Merit-Based Incentive Payment System (MIPS) assesses both bonuses and penalties for physician 

performance on quality metrics, with funds collected from penalties used to pay bonuses. However, 

CMS has exempted most providers from that program (MedPAC 2018a). The Hospital Readmission 

Reduction Program (HRRP) is the primary penalty-only program in Medicare. The HRRP adjusts 

hospital payments downward for poor performance on readmission measures but does not offer any 

bonus payments for above-average performance.6 

In the early years of both public reporting and P4P, little attention was paid to the real concern that 

behavioral economists raised: that extrinsic motivation in response to direct financial incentives might 

compromise the intrinsic motivation that clinicians and organizational providers have to act in their 

patients’ best interests across all the care they provide (Berenson and Rice 2015; Rosenbaum 2022).7 

However, behavioral economists cited evidence from outside of health care that financial incentives 

may backfire, particularly for cognitively challenging activities (Kerr 1975; Gagné and Deci 2005; 

Wynia 2009; Woolhandler and Ariely 2011; Pink 2012), especially when performed by highly skilled 

persons gathering their skills to manage complexity and to solve problems creatively (Cassel and Jain 

2012). In short, the marginal performance-related financial incentives in P4P often crowd out intrinsic 

motivation, such that where intrinsic motivation is high and crowding out is pervasive, P4P may worsen 

performance (Pink 2012).  
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MA plans, health systems, hospitals, and providers all have an obligation to serve their clients well, 

whether they are patients or enrollees. The duties of each organization type differ, but the challenges of 

applying financial incentives without accompanying QI efforts that engage intrinsic motivation remain. 

Although less well-studied, researchers have also raised a concern that selecting a few behaviors to 

reward or penalize could detract from overall performance by focusing undue attention on just a few 

areas of service or practice (McGlynn 2020; Bond et al. 2022).  

Despite some successes with broader QI programs, over time, experience with public reporting and 

P4P has demonstrated that the theoretical concerns about extrinsic versus intrinsic motivation have 

borne out (see Appendix on page 30). Twenty years of experience with public reporting and P4P in 

health care have revealed many operational problems with these measurement-based approaches to 

assuring and improving quality (table 1). Yet, despite the growing conviction of many quality experts 

that public reporting and P4P neither improve quality nor provide information that consumers can use 

to select higher-quality providers, the failed measurement-based programs led by Medicare continue to 

hold sway across US health care because of public policy and derivative private action.  

Over the past decade, congressional statutes have embedded public reporting and P4P into the 

core Medicare programs, including star ratings for hospitals and nursing homes, the MIPS for clinicians, 

and MA star ratings and the QBP—our primary interest here. CMS now operates over 20 quality 

programs focused on care provided by individual clinicians, facilities such as hospitals and skilled 

nursing homes, MA insurers, and other new organizational entities, such as ACOs (Jacobs et al. 2023). 

Each program has a unique set of quality measures appropriate to the setting.  

Further, CMS has adopted different strategies in implementing congressional quality measure 

mandates. For MIPS, adopted as part of the Medicare Access and CHIP Reauthorization Act of 2015, 

CMS chose to effectively “nullify” the program’s intent to produce major financial winners and losers 

based on a limited snapshot of quality. Instead, CMS exempted hundreds of thousands of clinicians from 

small practices for not meeting a minimum threshold of Medicare revenues and reduced the size of 

available penalties and bonuses that applied to the remaining participants. As a result, most 

nonexempted, eligible clinicians experienced nominal bonuses or penalties in recent years,8 although 

they bear substantial administrative costs (Khullar et al. 2021).  

For the MA QBP, Congress and CMS took a wholly different route. MedPAC originally proposed a 

P4P program for MA in 2004, but that program was envisioned as budget neutral (MedPAC 2004). CMS 

introduced the star rating system for MA in 2008, but it was purely for public reporting and did not 

include any financial incentives (L&M Policy Research 2016). When Congress created the QBP in the 
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ACA, it relied on the star rating system already in place but failed to incorporate MedPAC’s 

recommendation that the program be budget neutral. Instead, the QBP provides benchmark and rebate 

bonuses to all MA contracts achieving a rating of 4 stars or higher with no countervailing penalties or 

payment reductions for low-performing contracts. According to two of our interviewees, Dr. Donald 

Berwick and Dr. Francis J. Crosson, the initial goal of the QBP was to reward exemplary quality 

performance. However, CMS instead used the QBP to broadly increase MA payments. CMS accelerated 

implementation of the bonuses faster than the timeline specified in the ACA and expanded the bonuses 

to apply to average-performing 3-star plans under a temporary demonstration (L&M Policy Research 

2016). MedPAC and GAO widely criticized bonuses for 3-star plans, and CMS eliminated them in 2014 

(MedPAC 2012; GAO 2012). 

CMS’ administrative action converted a program designed to reward exceptional quality to one that 

provided bonuses to most plans, allowing CMS to raise the benchmarks against which MA plans bid, 

thereby producing a larger rebate the plans can use to offer additional benefits (and increase revenue 

and profits). The failure to make the program budget neutral and the evolving policy decision to offer 

bonuses for average performance helped fuel overpayments to MA plans. 

The Operational Failures of the QBP 

As discussed in our earlier report, even though the star ratings include a significant portion of measures 

devoted to MA plan administrative performance, such as disenrollment rates, complaints about the 

plan, and appeals processing metrics, recent studies have shown that many MA plans exhibit major 

deficiencies on core administrative performance (CMS OIG 2022; Ochieng and Biniek 2022; GAO 

2021; Meyers, Mor, and  Rahman 2018; Meyers et al. 2019, 2020; Schwartz et al. 2019).9 These include 

excessive denials of prior authorization (CMS OIG 2022), denials of payment for services that met 

Medicare rules (CMS OIG 2022), high disenrollment in the last year of life (GAO 2021), abusive 

marketing practices,10 inadequate access to mental health care,11 and inaccurate provider directories 

(CMS 2018; GAO 2022). MA plans’ provider networks have also been shown to result in MA enrollees 

being admitted to lower-quality nursing homes (Meyers, Mor, and  Rahman 2018), hospitals (Meyers et 

al. 2020), and home health agencies (Schwartz et al. 2019) than traditional Medicare enrollees. Despite 

these studies, very few plans receive low star ratings. No plans have received a rating below 2 stars in 

the history of the QBP, and in 2024, only four MA contracts were rated 2 stars.12 CMS only attaches a 

“low performing” icon to MA contracts that receive less than 3 stars three years in a row.13  
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Recently, Congress and CMS have begun to address weaknesses in MA oversight and 

administrative performance. In 2023, the Senate held a hearing on MA claims denials, and a bipartisan 

group of senators and members of Congress continues to press CMS to increase oversight of MA prior 

authorization, network adequacy, and claims denials practices.14 CMS has also taken action to improve 

oversight of MA plans, including finalizing a rule that requires MA plans to follow Medicare coverage 

guidelines to ensure beneficiaries receive the same medically necessary care in MA as in traditional 

Medicare.15 CMS has also developed new MA marketing rules, including restrictions on television ads16 

and compensation for agents and brokers.17 However, more oversight is needed to protect beneficiaries 

from poorly performing MA plans and networks.  

In addition to issues of administrative performance, our prior report notes that beneficiaries do not 

use the star ratings to inform their choice of MA plans (Skopec and Berenson 2023). Instead, Medicare 

beneficiaries tend to focus on information directly related to their personal needs, including whether 

their prescription drugs, clinicians, and hospitals are in-network. Star ratings may be less salient to 

beneficiaries, in part because of the generic nature of the information. Additionally, the reported quality 

measures may cover huge geographic areas, even the entire country for some MA contracts, making 

them a poor indicator of the level of service an individual beneficiary will experience (Skopec and 

Berenson 2023). As we suggest later, it is easier to identify exemplary and substandard quality, which 

would be a reasonable use of the limited quality measures comprising the QBP. However, the statistical 

problems discussed in our prior paper, including limited variation among plans in performance on 

patient-reported measures, do not help consumers distinguish the role of MA plans in assuring or 

improving quality. Beneficiaries may be using good judgment in ignoring the star ratings in their 

decisions on MA plan selection. 

The Failures of P4P and Public Reporting 

Early experience with P4P in health care demonstrated numerous operational problems with 

quality measures. These include the use of nonvalidated measures, substantial burden on providers, 

failure to account for the baseline differences in health status of various patient populations, failure to 

account for different resources available to providers to respond to the new incentives, and “teaching to 

the test” responses that serve to compromise care not being measured, among others (Table 1). Despite 

the lack of evidence supporting P4P and public reporting approaches and the chorus of expert opinions 

provided over many years that P4P is conceptually problematic for numerous reasons, Congress has 

continued to ratchet up the role of both, particularly for providers and MA plans in Medicare.  
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TABLE 1 

Common Problems with Measurement for Public Reporting and Pay-for-Performance  

Operational Flaws with Public Reporting and P4P 

Problem Citation 
◼ The limited number of measures used for any provider 

provides insufficient data on which to judge quality. 
McGlynn 2020; Berenson and Kaye 2013; 
Pronovost, Miller, and Wachter 2007 

◼ Many of the process measures in use have never been 
validated to predict differential outcomes. 

MacLean, Kerr, and Qaseem 2018; Lawthers 
et al. 2000; Bond et al. 2022; Roberts, 
Zaslavsky, and McWilliams 2018; Mendelson 
et al. 2017. Wadhera et al. 2020 

◼ Many of the process measures in use measure unimportant 
components of care.  

Birkmeyer and Birkmeyer 2006, Berenson 
and Kaye 2013; Bishop 2013; McGlynn 2020; 
Frakt and Jha 2017 

◼ Many measures in use are not accurately measured. Figueroa and Wadhera 2022 
◼ Valid measures may not be updated promptly as new 

evidence emerges. 
Berenson 2020 

◼ Outcome measures are rarely case-mix adjusted, and 
relevant outcomes may not appear for many years. 

McWilliams 2020; McGlynn 2020 

◼ Statistical methods for assessing performance on measures 
are complex and commonly produce conflicting findings. 

◼ Self-reported coding and measures are susceptible to 
misrepresentation. 

Bilimoria et al. 2019; Barclay, Dixon-Woods, 
and Lyratzopoulos 2022; Skopec and 
Berenson 2023 
Cohen et al. 2022 

Adverse Side Effects of Public Reporting and P4P 

Problem Citation 
◼ “Teaching to the test” compromises intrinsic motivation, 

with a potential reduction in quality of care not being 
measured. 

Gagné and Deci 2005; Cassel and Jain 2012; 
McWilliams 2020 
 

◼ Complying with reporting requirements places a 
substantial burden and high costs on providers, payers, and 
the health care system. 

Casalino et al. 2015; DiGiorgio, Ehrenfeld, 
and Miller 2023 

◼ The process often rewards reporting expertise rather than 
actual performance. 

Rosenbaum 2022 

◼ Provider behavior to gain better scores may compromise 
patient access and quality. 

Maxwell et al. 2014; Rosenbaum 2022; 
Morgan, Milani, and Diekema 2023 

◼ Substantial interrater variation in rating performance leads 
to inconsistent, sometimes conflicting results. 

Barclay, Dixon-Woods, and Lyratzoulos 2022 

◼ Many significant quality problems are ignored because 
they cannot be readily measured. 

Berenson 2016; Berenson and Rice 2015 

◼ Quality improvement strategies not relying on 
measurement may be crowded out by focusing on 
measures. 

Goitein 2020; McGlynn and Kerr 2016 

◼ Results demonstrate that common approaches can 
exacerbate resource disparities or compromise 
reallocations addressing disparities. 

McWilliams 2022, Figueroa and Wadhera 
2022 

Source: See “Citations” column. 

Notes: P4P = pay-for-performance. 

Many commentators on the flaws in P4P in health care correctly point to major problems but then 

call for various incremental improvements to reduce the adverse effects. One purpose of presenting our 

lengthy list of documented operational flaws and adverse effects of current P4P applications in 
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Medicare and elsewhere in health care is to communicate the reality that the accumulation of flaws is 

overwhelming and casts strong doubt on whether a few targeted fixes to one or more of the problems 

would overcome the overall failure of P4P. In the Appendix, we discuss some commonly proposed fixes 

that have been advanced, such as moving P4P measurement to a small number of mostly outcome 

measures, and analyze why these would not overcome the massive number of operational flaws and 

adverse effects associated with the current P4P programs.  

For years, remedial efforts to improve the applicable measure set for a provider group, MA plans, or 

putting more money at stake to promote greater attention by providers or plans have been advanced. 

For us, the solution of increasing the financial stakes of P4P programs reminds us of the old joke, “The 

food is terrible, and the portions are too small.” That is, the measures often are not valid, important, or 

accurately reported, but we should increase their impact on financial returns. In short, the many flaws 

and adverse effects detailed in table 1 are meant to convey that no plausible fix justifies maintaining the 

P4P model. 

In recent years, there has been a growing pushback to what has been pejoratively labeled the 

“measurement industrial complex.” Also captured in a recent paper decrying “clinician burnout” from 

quality measurement, “quality measurement has become a profitable marketplace where a few 

academic and industry stakeholders have strong incentives to push for the development of more 

measures and subsequent large financial contracts” (DiGiorgio, Ehrenfeld, and Miller 2023). Yet, 

despite growing criticism that public reporting and P4P do not achieve useful results yet produce 

serious, adverse side effects, Congress has maintained the statutory public reporting and P4P 

provisions established years ago across Medicare. These requirements have not led to improved quality 

yet come at a high cost (see Appendix).  

MedPAC’s Proposed QBP Replacement Relies on 

Outcome Measures with Known Deficiencies 

MedPAC proposed replacing the QBP with a budget-neutral P4P program focused on a narrow set of 

outcomes, patient experiences, and preventive care measures (MedPAC 2020). MedPAC’s proposal 

suggested withholding 2 percent of MA plan payments for rewards and penalties based on quality 

performance across 12 measures, with flexibility for CMS to adjust that amount upward. While this 

approach would represent a significant step forward in reducing Medicare spending on the QBP, some 

of the measures proposed by MedPAC are flawed.  
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As shown in table 2, 9 of the 12 proposed measures are already used in the MA QBP. Among those, 

two focus on high-level patient-reported outcomes (improved or maintained physical and mental health 

status), two are patient experience measures (getting needed care and rating of health plan), and five 

are preventive care measures. Two of our interviewees supported the continued use of patient-

reported quality measures in a reformed MA performance measurement program. While quite broad, 

the two patient-reported quality measures proposed by MedPAC have promise, though they have not 

been used by CMS since 2020 because of the COVID-19 pandemic. It is, therefore, unclear whether 

these measures can adequately discriminate among MA plans, providing useful guidance for beneficiary 

choice.  

TABLE 2 

MA Quality Measures Proposed by MedPAC to Replace the QBP 

MedPAC-Proposed MA Quality Measure Category Currently in use in the QBP?  

ACS hospitalizations Clinical outcomes No 
ACS emergency department visits Clinical outcomes No 
Risk-adjusted rate of unplanned 
readmissions 

Clinical outcomes No 

Improved or maintained physical health 
status 

Patient-reported outcomes Yes, prior to COVID-191 

Improved or maintained mental health status Patient-reported outcomes Yes, prior to COVID-191 
Getting needed care Patient experience Yes 
Rating of health plan Patient experience Yes 
Annual flu vaccine Prevention Yes 
Breast cancer screening Prevention Yes 
Colorectal cancer screening Prevention  Yes 
Controlling high blood pressure Prevention Yes 
Diabetes: hemoglobin A1c poor control Prevention Yes 

Source: MedPAC 2020. 

Notes: MA = Medicare Advantage; MedPAC = Medicare Payment Advisory Commission; QBP = quality bonus program; ACS = 

ambulatory care-sensitive. 
1 These measures are collected from the Health Outcomes Survey and were unavailable for use in the QBP from 2021 to 2024 

because of the public health emergency.  

The patient experience measures included in the current QBP are collected via a Consumer 

Assessment of Healthcare Providers and Systems (CAHPS) survey. As noted in Skopec and Berenson 

(2023), CAHPS’ patient experience measures have very narrow ranges of performance, with as little as 

six percentage points between a 1-star score and a 5-star score. These measures are, therefore, unable 

to distinguish consistently among plans.  

Finally, while the prevention measures proposed by MedPAC have been widely used and validated, 

they represent only a small sliver of what MA plans and their network of providers are expected to do. 

Therefore, any rewards and penalties focused on these measures should reflect the narrow range of 
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performance they represent. Many of these measures also focus on adults under 75, leaving out many 

MA enrollees (Skopec and Berenson 2023). In addition, these measures may not keep up with emerging 

science. For example, the QBP blood pressure control measure defines controlled blood pressure as 

under 140/90 mm Hg (CMS 2023), but the American Heart Association and some other authorities 

lowered the blood pressure control guideline to 130/80 mm Hg in 2017.18  

The ambulatory care-sensitive (ACS) hospitalization and emergency department (ED) visit 

measures—also called preventable hospitalizations and ED visits—that MedPAC proposes would be 

new to the MA QBP. In 2024, the QBP included a new measure of all-cause readmissions, 19 and CMS 

plans to increase the weight of this measure from 1 to 3 in 2025 (CMS 2024). However, it is unclear how 

MedPAC’s proposed unplanned readmission measure would differ from the CMS definition. 

Unfortunately, all three of these measures pose significant problems.  

ACS conditions include chronic conditions, like diabetes and asthma, that can have serious 

exacerbations requiring emergency care. ACS hospital admissions and ED visits have long been thought 

to reflect the quality of ambulatory care. MedPAC has asserted that ACS measures “constitute an 

important quality measure because hospitalizations for conditions such as diabetes and pneumonia can 

potentially be preventable if ambulatory care is provided in a timely and effective manner.” (MedPAC 

2018b). Similarly, unplanned readmission measures are thought to reflect the quality of inpatient care 

and discharge planning processes. However, in practice, all three of these measures are not reliable, 

whether because of inconsistent designation of patients as inpatients or in an observation stay or 

intentional “gaming” of the measurements, the resultant scores on these measures do not necessarily 

reflect the quality of care delivered, and even can cause patient harm.  

Since being developed by Billings and colleagues in the late 1980s, some policy experts have 

questioned this rationale behind measuring ACS admissions, invoking both clinical logic and study 

results. For example, an Editorial by Carolyn Clancy, the former Director of the Agency for Healthcare 

and Research, concluded that “the literature on ambulatory care sensitive hospitalizations represents 

an unfinished chapter in health services research, that is, a puzzle with missing pieces.” (Clancy 2005). 

Despite her caution, ACS hospitalizations and ACS emergency department visits have been adopted 

widely as important quality measures, even outcomes-based ones, as reflected in MedPAC’s proposed 

small set of measures focused on outcomes, including ACS hospitalizations, emergency department 

visits, and unplanned readmissions (MedPAC 2020).  

Recently, analysis of the HRRP program has questioned the validity of using preventable 

readmissions as a quality measure, raising concerns that might well apply to measures of ACS 
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admissions. The HRRP measures performance on readmissions for select conditions and assesses 

penalties for poor performance.20 However, research on the program has shown that the underlying 

assumption of the quality measure— that conditions like congestive heart failure are best managed in 

an outpatient setting rather than an inpatient one—may be faulty. For example, Figeroa and Wadhera 

(2022) note, “…front line clinicians have also worried that incentives to avoid readmissions may lead to 

potentially inappropriate management of higher-risk patients with chronic conditions, such as heart 

failure, in the outpatient rather than inpatient setting.“ In short, although now commonly used as a 

quality measure and a utilization measure, these measures of hospitalization and rehospitalization are 

now being questioned as valid quality measures.  

HRRP research has also demonstrated that readmission measures are easily manipulated. There is 

mounting evidence that some hospitals intentionally reclassify patients to observation stays to avoid 

readmission penalties (Wadhera et al. 2019; Sabbatini et al. 2022). For example, one study found that 

the reduction in readmissions associated with the HRRP was overstated because many readmissions 

were simply shifted to observation stays (Sabbatini et al. 2022). This same problem would apply to ACS 

admissions measures, which could easily be shifted to observation stays to increase bonuses or avoid 

penalties.  

In fact, research comparing MA to traditional Medicare has already shown this effect. While some 

studies have found lower rates of readmissions and ACS admissions in MA (Ochieng and Biniek 2022), a 

2022 study showed that most of the difference is because of higher rates of observation stays and ED 

direct discharges in MA (Beckman et al. 2022). So, while it is correct that MA plans reduced ACS 

admissions compared with traditional Medicare, they do so by having even more total follow-up, 

hospital-related events that included ASC admissions, ED visits, and observation stays than traditional 

Medicare. As such, the concept of ACS admissions and ED visits, as well as unplanned readmissions, lose 

their value as measures of quality. Instead, these measures are best thought of as capturing utilization 

rather than quality.  

More ominously, some research suggests that the provider response to the HRRP program, the 

largest test to date of readmission performance penalties, may have inadvertently increased 30-day 

postdischarge mortality after hospitalization for patients with heart failure (Wadhera 2020). The 

program also likely exacerbated health disparities, disproportionately penalizing safety net and similar 

hospitals caring for low-income, often minority, populations who may lack the necessary community 

and family resources to support needed care outside the hospital (Figueroa and Wadhera 2022). While 

the HRRP has used peer grouping since 2018 to compare hospitals to each other based on the share of 
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their patients who are dually eligible for Medicare and Medicaid (MedPAC 2018), this approach does 

not fully account for differences in social risks among the patients and communities that hospitals serve 

(Figueroa and Wadhera 2022).  

Outcome measures must also be risk adjusted to fairly compare plans, hospitals, and providers 

serving different patient populations. However, risk adjustment will always be incomplete in practice, 

leading to bonuses and penalties that are not based solely on performance but also on patient social 

risks or other population differences (McWilliams 2020). In addition, MA plans have shown substantial 

willingness and ability to maximally code diagnoses through the risk adjustment system in place for MA 

capitation payments (Skopec, Garrett, and Gangopadhaya 2023), and it is likely such approaches would 

also occur with risk adjustment for outcome measures.  

Despite the many flaws in the validity of using rehospitalizations as an important quality measure in 

P4P programs, the readmissions penalty program remains in statute. In fact, ignoring the accumulating 

evidence casting doubt on using P4P to reduce readmissions, CMS leadership has advanced a plan for 

all-cause readmissions in its recently proposed Universal Foundation, which is offered as a 

“parsimonious set of measures” to apply across all CMS-administered quality programs (Jacobs et al. 

2023). CMS’ apparent rationale was to increase the statistical power of the measure, but all-cause 

readmissions will likely include conditions where readmission is not a valid indicator of quality 

(MedPAC 2018a).  

Not All QI Requires Measurement 

The aphorism often cited to support the dominance of measurement as essential to improving quality is 

often attributed to famed management scholar W. Edwards Deming. The oft-quoted saying holds that 

“If you can’t measure it, you can’t improve it.” But Deming actually wrote, “It is wrong to assume if you 

can’t measure it, you can’t improve it—a costly myth” (Berenson 2016). A corollary that has taken root 

and supports the current preoccupation with measurement across health care is that a problem that 

can’t be measured is not worth addressing. The result of this erroneous belief is that even major quality 

problems largely disappear from both public and private attention if they cannot be reduced to a few 

measures that can be routinely reported.  

There are innumerable examples of ignored quality problems that get no sustained policy attention 

without ready measurement, including problems prominent in MA. A prime example is that of diagnosis 

errors. No database captures a count of incorrect or overly delayed diagnoses, and many diagnosis 
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errors are never detected. In 2015, the Institute of Medicine (now the National Academy of Science, 

Engineering, and Medicine) issued a report recommending care improvements to address this ongoing, 

major quality problem (Institute of Medicine 2015). However, there has been little effort to address the 

report’s recommendations because measurement related to a range of public reporting and P4P 

programs has occupied providers’ and insurers’ attention. Contrary to the flawed view that problems 

without measures cannot be substantially improved, there are proven approaches to improving 

diagnostic accuracy, including robust and prompt feedback both to mitigate the harm from an incorrect 

diagnosis and to improve subsequent performance with patients in comparable circumstances (Schiff 

2008; Schaye et al. 2023; Berenson and Singh 2018; Morgan, Milani, and Diekema 2023). On their own, 

MA plans could play a role in helping to improve diagnostic accuracy, but they have little incentive to do 

so because they benefit from reporting as many diagnoses as possible under the risk adjustment system, 

including inaccurate diagnoses. There is currently no countervailing incentive in MA to ensure that the 

diagnoses for which they are getting paid are accurate.  

In addition to the issue of diagnosis accuracy, there are many serious, sustained quality and safety 

issues across a wide spectrum that could be addressed with sustained, coordinated attention from 

Medicare, MA plans, and providers but lack available measures to judge improvement. The following 

are just a few examples:  

◼ providing and updating clinical evidence on emerging challenges in care, such as 

pharmaceutical treatment of obesity and detection and management of dementia 

◼ the lengthy delay and often failure to incorporate new scientifically valid information into 

practice (Rubin 2023a) 

◼ burgeoning depression and suicides, particularly in vulnerable populations  

◼ persistent chronic pain and approaches to addressing it without creating opiate addiction 

(Nahin et al. 2023) 

Although concrete measures that provide targets for improvement for these and many other 

quality problems would surely be extremely useful, the measures would be part of the quality 

improvement strategy rather than serve the more limited uses in public reporting and P4P. MA plans 

could play a role in addressing pervasive but refractory quality problems through education, 

collaboration, and coordination with providers and health systems. Currently, the QBP program 

provides powerful financial incentives for MA plans to score high on a few quality measures and no 

incentives to work with providers to solve quality problems.  
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Measures of blood pressure control have long been included in most P4P measure sets, including 

the QBP. In 2024, CMS increased the weight of its “Controlling High Blood Pressure” measure in the 

star ratings calculations.21 However, many years of quality reporting focusing on hypertension have not 

improved average blood pressure over the past two decades during the ascendancy of P4P. Blood 

pressure control in the US declined using the former standard of 140/90 mm Hg during the period of 

external P4P programs: from 54 percent control in 2013–14 to only 44 percent in 2017–18, which in 

turn is five percentage points below the control rate reported for 2007-8 (Muntner et al. 2020). 

Although the association between the wide adoption of P4P programs and the dramatic worsening of 

blood pressure control is not causative, the inverse relationship over time between P4P and health 

outcomes from high blood pressure does not lend support to the QBP and other public measurement 

and P4P programs as an effective QI intervention.  

Collaborative QI Initiatives in Medicare Have Shown 

Promise, but MA Has Not Been Included  

Two QI initiatives, the Partnership for Patients and the Million Hearts Cardiovascular Disease Risk 

Reduction Model, have shown promise in improving care quality for Medicare patients, but MA was not 

included in either program. The Partnership for Patients was a public-private partnership comprised of 

physicians, nurses, hospitals, employers, patients and their advocates, and federal and state 

governments designed to reduce preventable hospital-acquired conditions (HACs) among Medicare 

patients.22 Private insurers were not a formal part of the QI network, nor were MA plans. The core 

activity of the Partnership was working with 3700 acute care hospitals, attempting to achieve a 40 

percent reduction in HACs and a 20 percent reduction in readmissions.23  

The program's results were impressive and are best understood in two stages as the program's 

funding and measurement evolved. An AHRQ National Scorecard report on Partnership for Patients 

summarized that the program resulted in 2.1 million fewer harms experienced by patients, 87,000 lives 

saved, and $19.9 billion in cost savings for the period from a 2010 baseline to the end of CY 2014 

(AHRQ 2016). For 2015–17, AHRQ made modest updates and improvements to the measurement 

approach, primarily by including a larger portion of hospital inpatients. For this period, the AHRQ 

National Scorecard showed an additional $7.7 billion in cost savings and 20,700 deaths averted (AHRQ 

2020). 
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The program's first phase was evaluated as a demonstration following the ACA’s criteria for 

achieving quality improvement and/or spending reductions. However, the CMS Office of the Actuary 

could not attribute the substantial reductions in HACs and reduced spending solely to the Partnership 

for Patients initiative, given other ongoing changes in health care delivery.24 The program was 

terminated in 2017. Health services researchers and some others involved with implementation 

disputed the program's success, largely because it was not conducted with randomization and because 

of reliance on nonstandardized, often self-reported data to assure the validity of the findings. Pronovost 

and Jha (2014), writing in the New England Journal of Medicine, concluded, “The [Partnership for Patients 

Program’s] weak study design and methods, combined with a lack of transparency and rigor in 

evaluation, make it difficult to determine whether the program improved care.” 

 A more recent example of a successful collaborative that excluded MA is the Million Hearts 

Cardiovascular Disease Risk Reduction Model, a formal, structured clinical trial that included 

randomization into a study group and a control group, allowing demonstration of success. Health care 

organizations agreed to perform guideline-concordant care, including routine cardiovascular disease 

risk assessment and care management for high-risk patients, in a randomized clinical trial performed 

with traditional Medicare beneficiaries (Blue, Kranker, and Markovitz 2023). CMS offered fee-for-

service payments for specific activities and each eligible Medicare beneficiary for whom providers 

assessed risk. CMS made additional payments initially for supporting care management and 

subsequently for the level of risk score reduction achieved (Blue, Kranker, and Markovitz 2023). In 

short, the model rewarded participation and improvement rather than focusing on attainment, as in 

QBP. The study found a statistically significant 3.3 percent reduction in a composite outcome of 

incident coronary artery disease and stroke among 130,000 medium- and high-risk beneficiaries (Blue, 

Kranker, and Markovitz 2023).  

As discussed further below, quality for the MA patient population would have been better served 

by MA plans working in collaboration with CMS and CDC to support Million Hearts or a revised 

Partnership for Patients program, rather than participating in the failed QBP program. However, MA 

plans are now obligated—and encouraged with substantial bonuses—to address the QBP measure set 

that has not been shown to improve the care that MA-associated network providers furnish for 

Medicare enrollees.  
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What Should MA Plans Be Held Accountable For? 

Oversight and accountability for the use of substantial public funds and the health care provided to 

vulnerable populations covered by the Medicare program are important roles for the government. 

Although evidence suggests the QBP and P4P do not work as designed, MA plans should be held 

accountable for performance, including adherence to program requirements and providing an 

acceptable level of care quality.  

The experts we interviewed were divided on several aspects of accountability for MA plans. First, 

some felt it was inappropriate to reward MA plans for clinical quality, such as screening rates for 

mammography and colonoscopy, because MA plans have limited control over clinicians’ practice 

patterns. Except in integrated systems like Kaiser Permanente, which covered about 6 percent of MA 

enrollees in 2023 (Ochieng et al. 2023), providers accept multiple insurance plans and are not likely to 

adjust their practice patterns significantly to accommodate the quality improvement efforts of just one 

MA payer. While MA plans can use network formation and utilization review to broadly manage care, 

some interviewees argued they have few levers to directly alter the care patterns of individual 

clinicians.  

However, other experts argue it is well within MA plans’ purview to assure clinical quality by 

selecting in-network providers based on their quality performance. Yet, while the need for a high-

quality network of clinicians and facilities is important to MA plans, other considerations are also 

important to MA plan decisions on the size and configuration of its provider network. For example, MA 

plans may include large or prominent local health systems and providers for marketing purposes. MA 

may also select providers better at fulfilling administrative requirements unrelated to quality, including 

providing intensive diagnostic coding to support higher risk scores that are part of risk adjustment 

(Skopec, Berenson, and Feder 2018).  

Also, because MA must compete with the open network of traditional Medicare, MA plans have 

incentives to keep their networks broad for greater appeal to potential enrollees. It is unclear whether 

rewarding MA plans accountable for clinical quality leads to higher-performing networks or better 

outcomes for the beneficiaries enrolled in MA.  

Our interviewees agreed that MA plans should be held accountable for administrative 

performance. Currently, the QBP includes five measures of administrative performance: complaints 

about the health plan, members choosing to leave the plan (disenrollment rate), if the plan makes timely 

decisions about appeals, reviewing appeals decisions, and availability of call centers features like 

teletypewriters and foreign language interpreters (CMS 2023). These measures cover important, albeit 
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broad, areas of MA administration. However, expecting beneficiaries to dig into complex administrative 

measures to help them select a plan is inappropriate. Instead, CMS should use its oversight authority to 

ensure that all MA contracts adequately provide Medicare-covered services without excessive delays 

or paperwork requirements. 

Several experts we interviewed advocated expanding data collection on MA plans’ administrative 

performance but using that data for oversight rather than as part of a P4P. For example, CMS could 

implement audit or oversight programs focused on common areas of concern for MA, including prior 

authorization requirements, denials of payment for services that meet Medicare coverage 

requirements, denials of postacute care or other specific types of care that may be underprovided in 

MA plans, marketing abuses, or disenrollment by beneficiaries with serious illness. CMS could audit MA 

plans’ performance in targeted areas to identify poor performers with the potential to harm 

beneficiaries and impose enrollment freezes, civil money penalties, or suspension from the program to 

penalize poor administrative performance. Under this approach, there would be no bonuses for 

performance on administrative functions, but the possibility of enforcement would still encourage plans 

to monitor and improve their administrative processes.  

However, a shift in CMS’ focus toward oversight and enforcement would not have to mean less data 

is available for advocates, outside oversight bodies, or researchers. This approach would simply mean 

that beneficiary-facing public reporting like star ratings, which roll up performance across various 

clinical and administrative areas, would be replaced by regular and substantive enforcement of 

administrative standards designed to keep beneficiaries safe from substandard MA plans.  

MA plans can also be accountable for patient experience and clinical quality without public 

reporting and P4P. For example, clinical quality and patient experience could become part of CMS 

oversight and audit functions, allowing the agency to target MA plans with performance outside the 

norm. CMS could also use a limited set of measures to reward those MA plans displaying truly 

exceptional quality.  

For patient experience, as noted in our prior study, the CAHPS measures tend to have a very 

narrow range of performance (Skopec and Berenson 2023). While the CAHPS does include questions 

that may target the needs of beneficiaries with multiple chronic conditions or serious illnesses, such as 

difficulty getting care right away when needed, many CAHPS measures focus more on consumer 

concerns like wait times in the doctor’s office and call center customer service. In contrast, the Health 

Outcomes Survey (HOS) focuses more on self-reported health and function. Some of the experts we 

interviewed suggested the HOS measures of improvement in self-reported physical and mental health 
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may provide a useful quality signal about MA plans, but these measures have been excluded from the 

QBP since 2020 because of the COVID-19 pandemic (CMS 2020).25 

CMS has already taken steps to increase oversight and enforcement in the MA program. For 

example, the 2024 Medicare Advantage Final Rule prohibited MA plans from applying more strict 

coverage criteria than would apply in traditional Medicare for Part A and B benefits.26 The rule also 

expanded CMS’ oversight of prior authorization, utilization management, and marketing practices. In 

addition, Deputy Administrator John Blum recently signaled that the agency plans to increase 

enforcement and oversight activities to ensure beneficiaries have appropriate access to Medicare-

covered services.27  

Recommendations 

Improving the current QBP measure set or reforming the QBP as recommended by MedPAC may make 

sense in the short term until a consensus develops around a different approach to protecting the quality 

of care in MA. However, based on the experts we spoke to and the evidence of performance 

measurement, it is time to develop a fundamentally different approach to accountability for quality and 

continuing quality improvement in Medicare and MA. We recognize that it will likely take many years 

and require new research, numerous advocacy papers, one or more expert commissions, MedPAC 

studies and recommendations, and congressional hearings to agree on a new paradigm.  

However, the search for a replacement for the broad measurement approach that applies across all 

Medicare providers and plans could delay or even prevent consideration of a new model for MA plan 

accountability for quality and administrative performance. MA is under scrutiny now because of 

substantial overspending (Berenson, Garrett, and Shartzer 2022; MedPAC 2022, Gilfillan and Berwick 

2021). Although discussion of MA overspending has often focused on risk adjustment, Medicare also 

spends billions on the failed MA QBP program (Ochieng et al. 2023) despite no evidence of quality 

improvement. Reforms to the MA QBP could proceed alongside a broader discussion of P4P in the 

Medicare program. The approaches discussed below could also inform the compelling need to overhaul 

quality assurance and improvement for providers across Medicare. We fully acknowledge that the ideas 

we present below for an alternative quality accountability framework are only tentative and need 

further exploration.  

We suggest that a revised structure for assuring MA quality and administrative performance would 

consist of the following elements: 
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1. More stringent CMS oversight of MA adherence to their contractual obligations on various 

administrative responsibilities, focusing on areas of demonstrated substandard performance by 

particular MA plans.  

2. Use a limited number of validated quality measures to identify exceptional and poor MA plan 

performance in areas of interest. These measures would be focused on prevention activities 

and, where possible, patient-reported outcomes and patient experiences with their health plan. 

Measurement would be limited to identifying exceptionally strong and poor performance, not 

broadly rating or ranking MA plans, and need not be made public.  

3. Replace the current regime of external performance measurement that provides overly 

generous rewards without penalties for poor performance with a program that requires MA 

plans to implement continuous quality improvement methods and either encourages or 

requires MA plans to adopt specific quality improvement projects in conjunction with the 

traditional Medicare program. 

We discuss each element in turn.  

Enhance CMS Oversight 

MA now enrolls half of Medicare beneficiaries, and evidence continues to mount that additional 

oversight and enforcement is needed to protect beneficiaries who select these plans. Researchers, 

advocates, and oversight bodies have found many areas in which MA plans do not provide adequate 

service, including denials of prior authorization (HHS OIG 2022), denials of payment for services that 

met Medicare rules (HHS OIG 2022),28 high disenrollment in the last year of life (GAO 2021), abusive 

marketing practices,29 inadequate access to mental health care,30 marketing abuses (Wyden 2022), and 

inaccurate provider directories (CMS 2018; GAO 2022). MA plan networks also result in enrollees 

accessing lower-quality nursing homes (Meyers, Mor, and  Rahman 2018), hospitals (Meyers et al. 

2020), and home health agencies (Schwartz et al. 2019) than in traditional Medicare. Rather than 

providing substantial bonuses to over half of MA plans through the QBP, CMS should focus on 

improving oversight and enforcement functions to protect beneficiaries from substandard care.  

CMS has already begun enhancing its oversight and enforcement functions in MA to address abuses 

of prior authorization, utilization management, and marketing.31 We recommend CMS further expand 

these efforts by using administrative, clinical quality, and patient experience data to target low-

performing plans for oversight and enforcement actions like audits, enrollment freezes, and even 

expulsion from the program.  
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The experts we interviewed strongly supported additional oversight and enforcement in MA as a 

key component of a reformed approach to quality and accountability. Currently, MA plans are overpaid 

to provide services with known deficiencies. Rather than continue to adjust the QBP, CMS efforts 

should focus on correcting overpayment and abuses in the MA program. The 2024 Medicare Advantage 

Final Rule was a good step in this direction,32 but the rule faced substantial industry pushback, and the 

proposed provisions related to overpayment were delayed in the final rule.33 While an enhanced 

approach to oversight and enforcement would likely face industry opposition, CMS has already shown a 

willingness to pursue this approach. Additionally, expanded oversight of MA plans can proceed even 

without congressional action to reform the QBP.  

Modify Use of Performance Measures 

We have concluded that a reduced, more manageable, and less burdensome set of performance 

measures cannot distinguish gradations of acceptable health plan performance. They can, however, 

point to possible substandard performance deserving further investigation through an enhanced 

administrative oversight program. The reduced measure set could also identify exceptional 

performance, primarily in the areas of population health and preventive services. Identifying 

performance on preventive services using mostly process measures available from claims and 

encounter data would not seek to characterize the overall plan quality but would permit identification 

of exemplary performance on the predominant clinical domain in which MA plans overall excel 

compared with traditional Medicare. Modest financial rewards for performance on preventive services, 

an important but limited domain of care, should be provided only for documented superior 

performance, likely limited to perhaps 5 percent of MA plans. The approaches these plans implement to 

achieve superior performance should serve as models for others.  

Using a more limited set of performance measures does not require continuing the public reporting 

star ratings program, however. MA plans can be rewarded for exceptional performance or monitored 

for poor performance without reliance on beneficiary-facing ratings or rankings. Focusing on only the 

top and bottom 5 percent of plans while eliminating the public display of the star ratings could remove 

some of the pressure on MA plans to focus excessive time and attention on this limited set of measures 

to the exclusion of broader QI projects.  

Consistent with MedPAC’s QBP reform ideas summarized earlier in this brief, any retained 

performance measures would be evaluated at the local level. In that way, a plan’s performance would be 

compared with other plans in the local area rather than to all plans nationally. Local comparisons would 
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help CMS better identify exceptional MA plans that outperform their local competitors. In addition, 

consideration should be given to rewarding a plan’s improvement in specific areas, not just attainment, 

as is the primary focus of the current QBP model. In a major change of philosophy, plans should be 

encouraged to collaborate more with each other and the traditional Medicare program to implement QI 

activities, as permitted under antitrust law, rather than being pitted against each other. As discussed 

below, quality improvement approaches can emphasize collaboration, even among competitors, to 

achieve common quality-related objectives. Collaboration among private and public insurers would 

have a greater chance of moving the needle on quality because providers would no longer face the 

dissonance of different programs and requirements by the different insurers with which they contract.  

This approach of rewarding exceptional performance while focusing administrative oversight on 

negative outlier performance would reverse the broad policy shift that took place in the late 1980s and 

early 1990s in the context of Medicare Quality Improvement Organizations (QIOs) (Jencks and 

Wilensky 1992; Bradley et al. 2005).34 At that time, there was a broad call to refocus on “raising the 

mean” of acceptable performance and move away from the then-prevailing approach of “cutting off the 

tail” of unacceptable performance.35 That is, the approach was no longer focused on weeding out the 

“bad apples” but rather “improving the whole crop” (Berenson 2021). The idea was that the QIOs would 

move from being provider adversaries seeking to identify substandard care to partners collaborating to 

increase quality and safety (Bradley et al. 2005).  

Although this shift in purpose had laudable aspirations, two decades of attempting to move the 

mean by public reporting and P4P has failed, and substandard care has been allowed to persist largely 

unaffected despite being easier to detect and sanction. Our view is that the proper, primary obligation 

of government is to protect the public from unacceptable care provided by substandard providers and 

health plans, not to create winners and losers among providers and plans exhibiting acceptable 

performance levels.  

Adopt Quality Improvement Initiatives as a Substitute for Reliance on Measures 

In our interviews with quality experts, we heard various views about whether insurers can and should 

play an important role in advancing clinical quality improvement. One interviewee, a practicing 

cardiologist, advised that insurers should focus on designing benefits to support high-quality care, for 

example, by reducing cost sharing on highly effective medications rather than interfering in clinicians’ 

care. In addition, Dr. Francis Crosson, former executive director of the Permanente Federation, the 

physician component of Kaiser Permanente, and former chair of MedPAC recounted the value of 
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national organizations like the Permanente Medical Groups investigating innovations to translate 

improved processes from one part of the country to another. Yet, he also warned against health plans 

overreaching by telling physicians and other providers how to provide care, instead suggesting that the 

role of the plan should be to seek to support the identification of quality problems and solutions and 

hold the delivery system accountable for addressing them. 

Accordingly, we advance the following recommendation that attempts to focus on what MA plans 

can do to support quality without intruding on clinicians’ prerogatives. However, we recognize the 

tension between plan support and intrusion—an issue that deserves explicit consideration if the 

following approach is adopted.  

We consider it an appropriate function of government, in this case, CMS, to try to facilitate quality 

improvement on average if the approach does not detract from the primary obligation to protect the 

public and patients from substandard care. In the context of MA, plans should be encouraged (or 

required) to shift their attention from reporting quality measures in competition with other plans to 

implementing QI initiatives, perhaps in collaboration with other plans and traditional Medicare. With 

this shift in focus, MA plans could help address one or more major quality problems for which they have 

the financial resources, expertise, data, or reach to support clinicians and other providers without 

unwanted interference in day-to-day practice.  

CONTINUOUS QUALITY IMPROVEMENT 

A recent National Academy of Science, Engineering, and Medicine report recommending improvements 

in organ transplantation called for a new focus on continuous quality improvement (CQI). It provided a 

succinct call to action for using a CQI approach:  

Over the past 30 years, principles of quality improvement pioneered in manufacturing have been 

applied in health care to improve patient care and outcomes. . . Typically, where systems struggle 

is not in the generation of ideas and successful practices but in effectively spreading these 

practices to all who could benefit from a broader execution, QI methods can successfully 

facilitate broad adaptation and adoption of successful practices through an emphasis on 

execution… Improvements in the health care system will almost always require complex 

behavior change, and successful QI must rely on an intentional strategy for spreading change 

(National Academy of Sciences 2022).  

By formal definition, CQI is a “progressive improvement of processes, safety, and patient care” 

(O’Donnell and Gupta 2023). CQI project development commonly includes defining the problem, 

benchmarking, setting a goal, and then iterative quality improvement projects seeking to achieve the 

desired outcome. Common methodologies for improvement include Lean, Six Sigma, and Plan-Do-
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Study-Act cycles (O’Donnell and Gupta 2023). CQI is “a mindset for continuous learning, not a group of 

projects,” and it has been recommended as a potential approach to improving US health care (Shortell et 

al. 2023). 

Because MA plans contract with hundreds or even thousands of clinicians and other providers, they 

can achieve substantial quality improvement by committing to CQI. We recommend that CMS 

encourage a shift in focus toward CQI strategies over which MA plans have direct control rather than 

assessing MA performance largely by the performance of their contracted providers, who also contract 

with numerous other payers. The challenge for CMS, representing the public interest, is ensuring that 

MA plans implement a serious, comprehensive CQI program.  

As discussed earlier, there are unlimited examples of quality challenges that MA plans could 

address as part of their CQI programs. The obvious, immediate targets of activity would be quality 

problems that fall squarely under the purview of MA plan activities, such as assuring that prior 

authorization programs designed to reduce inappropriate or unnecessary care do not negatively affect 

patient outcomes.  

COLLABORATIVES 

In addition to implementing comprehensive CQI, MA plans should be encouraged (or required), perhaps 

with financial bonuses and penalties, to participate in quality improvement projects with providers and 

other insurers, including traditional Medicare. The goal of these projects would be to improve the care 

delivered in their provider networks. Initially developed by the Institute for Healthcare Improvement, 

collaboratives have been implemented nationally and internationally. There are several examples of 

successful collaboratives that were implemented in traditional Medicare but did not include MA plans, 

including the Partnership for Patients and the Million Hearts Cardiovascular Disease Risk Reduction 

Model. We recommend CMS incorporate MA plans into these and future collaborations as an 

alternative to the QBP.  

As noted earlier, both the Partnership for Patients and Million Hearts showed promising results, 

though the design of the Partnership for Patients and resulting data collection have been criticized by 

researchers (Pronovost and Jha 2014). Because randomized controls were lacking in Partnership for 

Patients, the Million Hearts evaluation, in particular, provided high-quality evidence of the program's 

success in reducing incidents of coronary artery disease and stroke (Blue et al. 2023). It is possible that a 

full-fledged collaboration between traditional Medicare and most or all MA plans (and perhaps 

commercial and Medicaid plans) to permanently implement the Million Hearts approach would 
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generate much larger improvement as providers responded to consistent, multi-payer efforts. The 

program could also be expanded in a collaborative to focus on reducing health care disparities, 

improving health equity across diverse patient populations (Tajeu, Joynt Maddox, and Brewer 2023). 

We recommend that Congress and CMS consider converting QBP into a program that would credit MA 

plans for adopting QI programs like the Partnership for Patients or Million Hearts, preferably as part of 

a regional or national collaborative.  

An even simpler but potentially higher-impact collaborative could immediately reduce health care 

disparities substantially by focusing on identifying and successfully managing uncontrolled high blood 

pressure, which affects about one-quarter of US adults. High blood pressure directly leads to heart 

attacks, strokes, chronic renal failure, and dementia, conditions that disproportionately affect minority 

populations (Muntner et al. 2018; Adams and Wright 2020). Hypertension is the leading risk factor for 

cardiovascular disease and mortality worldwide (Mills, Stefanescu, and He 2020). As emphasized 

earlier, blood pressure control in the US has declined as P4P was broadly implemented (Berenson 

2021). However, some organizations, including medical groups and accountable care organizations, 

have achieved 80 to 90 percent control rates even as blood pressure control has decreased nationally 

(Jaffe et al. 2013).  

Recent years have seen many studies that would substantially improve the approach to high blood 

pressure. In addition to demonstrating that lower levels of blood pressure should be the new target, 

these studies have demonstrated improved outcomes with more intensive treatment, even in the 

elderly; identified flaws in the office-based measurement of blood pressure (Rubin 2023b); suggested 

that timing of medication administration affects both blood pressure readings and outcomes; and 

demonstrated the improved compliance and control that team-based care produces (Berenson 2021).  

A recent study summarized that the core elements of state-of-the-art care for high blood pressure 

include team-based care, standardized management protocols, clinician training, and patient 

empowerment (Yu et al. 2023). Left to themselves, however, it is likely that clinicians have not adopted 

all these care elements. Although much of the needed adoption of these elements would seem to lie 

primarily within the providers’ control, MA plans could facilitate some of the change needed without 

undue intrusion on clinicians’ autonomy, especially where the care is already acceptable. MA plans 

could provide payment for specific clinician activities, as the Million Hearts initiative did. While it might 

take time to sort out the various roles, MA plans, as traditional Medicare, have important roles to play in 

getting the country’s blood pressure under control.  
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A national collaborative targeting improved case identification and management of high blood 

pressure, initially based around traditional Medicare and MA plans working collaboratively, would do 

far more to improve quality and care equity than the QBP. Further, in contrast to some areas of 

medicine where quality comes with higher cost, the modern treatment of high blood pressure can be 

readily promoted by payers, would produce substantial health care savings in reduced acute 

cardiovascular events, and help to delay or even avoid dementia, with accompanying reductions in 

health care and long-term care costs.  

Another option would be to engage MA plans in a collaborative to address diagnosis errors in 

hospitalized adults. A recent study found that hospital-based diagnostic errors produced temporary or 

permanent harm or death in 18 percent of hospitalized patients transferred to intensive care during 

their hospital stay (Auerbach et al. 2024). This approach would seem most appropriate for MA plans 

with a major share of a health system’s patient population, perhaps in combination with traditional 

Medicare and an insurer’s commercial or Medicaid business. 

QI programs such as the Partnership for Patients, Million Hearts, or blood pressure control, if 

adopted by MA plans in a collaborative, would be predicated on enhancing clinicians’ intrinsic 

motivation to improve the care they offer their patients. This contrasts with the current P4P approach 

that relies on providing extrinsic, financial motivations, which has been shown to not work in practice as 

espoused in concept. Public reporting of verified blood pressure readings might play an important role 

in a broad QI initiative, such as one based on Million Hearts or blood pressure control.36 But, unlike 

current public reporting and P4P approaches, any measures made public would not be an end in 

themselves but would instead be integral to a full-scale QI initiative.  

An alternative approach to collaborating with traditional Medicare on broad, national initiatives 

would entail MA plans in a local geographic area adopting improvement projects that are particularly 

pertinent to the area. CMS could allow large, national MA plans to choose from a menu of improvement 

projects, including national or regional collaboratives or local initiatives. The common element is that 

MA plans would adopt quality improvement approaches to engage providers’ intrinsic motivation to 

provide high-quality care to their patients rather than, as now, using financial incentives to provide 

extrinsic motivation to receive rewards, with all of the problems listed earlier. 
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Conclusion 

The MA QBP has serious flaws. Many of these flaws are inherent to public reporting and P4P 

approaches and cannot be easily addressed through new or reduced measures or other tweaks. Instead, 

the QBP should be replaced with a system that emphasizes CMS oversight and enforcement, 

encourages MA plan participation in CQI efforts, and collaborates to enhance the quality of care across 

multiple payers.  

We have presented preliminary ideas and recommendations for replacing the QBP to stimulate 

conversations. A task force, committee, or Blue-Ribbon Panel, perhaps under the auspices of the 

National Academy of Science, Engineering, and Medicine, should be convened to develop specific policy 

recommendations for Congress and CMS. Those around the table should include quality experts, 

committed clinical leadership from MA plans, and consumer and beneficiary representatives.  

QBP reform is urgently needed to reduce overspending on this failed program. As Congress and 

CMS consider the replacement of the QBP, policymakers, stakeholders, and researchers should also 

open a broader discussion about the role of P4P and public reporting in Medicare and other public 

programs. 
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Appendix: The Failures of P4P and 

Public Reporting 
This appendix considers a broader analysis of the problems with measurement as used with public 

reporting and P4P programs that are required throughout Medicare and, to some extent, by other 

payers and regulators. In the main text, we provided a high-level criticism of these approaches to 

support the case that tinkering with QBP would not address the fundamental flaws and problems 

created by these approaches. However, most of the commentary was relevant to public reporting and 

pay-for-performance as applied in the QBP in Medicare Advantage. In this appendix, we delve into more 

detail about the problems across Medicare, of which QBP is one example. As part of that review, we 

comment in detail on two often recommended approaches to making performance measurement more 

palatable to providers and less burdensome and resource intensive: moving measures from processes 

to outcomes and greatly reducing the number of measures to a manageable number of core measures.  

P4P and Public Reporting Rely on Extrinsic Financial 

Rewards Rather than Intrinsic Motivation to Improve 

Care 

P4P and the QBP attempt to motivate clinicians and health care organizations to change behavior 

through financial rewards and penalties, or extrinsic motion. Yet, economist Jonathan Kolstad, in a 

study of cardiac surgeons’ response to quality report cards, found that information that was new to 

surgeons and unrelated to patient demand led to a professionally mediated response from the surgeons 

four times larger than surgeon response to profit incentives, which had a positive but small impact on 

performance as measured by mortality rates (Kolstad 2013). This study demonstrates that performance 

measurement can be instrumental in stimulating the intrinsic motivation of health professionals to 

improve the quality of their services, but it more strongly suggests that the measures used need not be 

part of either public reporting or P4P regimes. This and other experiences demonstrate that 

performance measurement is often useful to improve quality but need not be publicly reported. Indeed, 

internal quality improvement measures often differ from those proposed for public consumption and 

financial rewards and penalties. 
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Intrinsic motivation works through numerous mediators, and they may be somewhat different for 

health care organizations, such as health systems, and for individuals, such as clinicians. Some research 

has shown that organizational values and goals, senior management involvement, communication and 

coordination among staff, and problem-solving and learning were responsible for differences in 

outcomes for heart attacks, not hospital practice and protocols, and not financial incentives. In short, 

organizational culture was the decisive predictor of outcomes (Curry et al. 2011). Berwick summarized 

the difference in surgical outcomes such as mortality, serious complications, and readmissions across 

hospitals, showing that successful hospitals had embedded quality improvement “in their DNA” 

(Berwick 2016), that is, as part of their organizational culture.  

Commenting on the striking success of the Michigan Keystone ICU Project aimed at reducing 

central line-induced bloodstream infections in Michigan hospitals, Lucian Leape, a surgeon and long-

term proponent of improving quality and safety in health care, emphasized that the most powerful 

methods for reducing medical harm are feedback, learning from the best, and working in collaboration 

(Leape 2015). These activities succeed in enhancing intrinsic motivation rather than through extrinsic 

motivation using financial rewards and penalties.  

Intrusive Burden, High Costs, and Other Adverse Effects 

In addition to concerns that P4P and public reporting do not improve quality and impose growing 

burdens on clinicians and other providers, it is becoming clear that P4P imposes major costs on the 

health care system.  

Given the ubiquity of public reporting and, increasingly, P4P in Medicare, it is surprising that there 

have not been comprehensive efforts to measure the costs of compliance with the measurement 

mandates. In 2014, Casalino et al. surveyed physician practices in four specialties (general internal 

medicine, family medicine, cardiology, and orthopedics) to estimate the time spent by physicians and 

their staff to submit required performance measures for all payers. They found an average reporting 

compliance cost of $40,000 per physician annually. The authors extrapolated to estimate an annual cost 

of $15.4 billion just for these four large specialties (Casalino et al. 2016). In a separate 2019 estimate of 

the cost of physician reporting, the dollar value of physician time spent on reporting quality measures 

was estimated at $17.6 billion annually (Shrank, Rogstad, and Parekh 2019). Focusing just on the cost to 

physicians of complying with reporting requirements for the MIPS program, CMS estimated the cost at 

$1.3 billion in 2017 and $0.7 billion in 2018 (Bond et al. 2022). This CMS estimate does not include the 
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clinical quality measures that are part of the QBP, which places additional burdens on physicians 

beyond the MIPS reporting burdens.  

Little is known about the costs to hospitals for measuring and reporting quality measures across all 

payers and information vendors. One recent study found that the Johns Hopkins Hospital required 

more than 100,000 person-hours, valued at $5 million, plus an additional $600,000 in vendor fees to 

comply with all quality programs (Saraswathula et al. 2023). A subsequent study found that, on average, 

it cost practices nearly $13,000 per physician to participate in MIPS in 2019, with even greater costs 

borne by small practices and primary care practices (Khullar et al. 2021). Yet, a recent study of surgeons 

participating in the 2021 MIPS performance year found that most surgeons received bonuses, and 

those bonuses averaged $1341 (Maganty et al. 2024), producing a nearly 10:1 ratio of cost to bonus. 

The authors concluded, “Incentives for surgeons are modest and may not outweigh the time and 

financial costs required to participate in the program, particularly for those practicing in disadvantaged 

care settings who may lack the necessary resources” (Maganty et al. 2024). 

Our literature review found no studies of the costs to commercial or MA insurers of administering 

performance measurement requirements nor the costs to providers who treat MA patients. From these 

limited and somewhat outdated available studies, it seems likely that the direct costs of performance 

measurement reporting exceed $20 billion and may be substantially greater, with much of the cost 

burden resulting from Medicare requirements. Given Congress and CMS’ ongoing commitment to 

continue these programs, more comprehensive studies of the cost of public reporting and P4P seem 

warranted.  

As great as the direct costs of quality reporting to providers and MA plans (and to CMS and its 

contractors) are, the opportunity costs are also likely substantial. The obligatory, obsessive focus on 

quality measures likely crowds out more effective quality improvement approaches that providers and 

health plans could undertake. The problem was well articulated by a practicing pulmonary physician 

responsible for quality management in a New Mexico hospital, Lara Goitein, who wrote, “Ironically, 

metrics-based programs can undermine quality improvement by shifting resources and attention to 

measurement and reporting and away from actually improving care” (Goitein 2020). 

Surgeons share this concern. A recent paper from the American College of Surgeons emphasized 

surgeons’ commitment to data collection but then observed,  

“Yet, a common finding of a recent internal review conducted of 29 hospital site visits by the 

American College of Surgeons (ACS) was that most sites prioritized the need for more data over 

more improvement efforts, even when extensive data collection was already in place. All sites, 

for example, collected surgical outcomes data such as mortality rates, length of stay, readmission 
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rates, and surgical site infection, but commensurate prioritization for conducting improvement 

efforts was often lacking…Although the need for more data and more improvements are not 

mutually exclusive, the preoccupation with collecting data can, at its worst, divert effort and 

energy from the work of making improvements. Using the data we already have to inform action 

would appear to offer great opportunity” (Ko, Martin, and Dixon-Woods 2022). 

This conclusion was directed at the overemphasis on measurement for internal quality 

improvement. Medicare policy that requires external reporting similarly overemphasizes measurement 

while mostly ignoring opportunities to improve care.  

Collecting and displaying quality measures too often have become divorced from requiring any 

commitment to improve quality based on the results. In concept, public reporting of quality measures 

and P4P should stimulate efforts to improve the scores, thereby improving patient care. However, 

providers themselves either do not value the importance of many of the Medicare measures or do not 

find them worth the quality improvement effort. Yet, responding to the measures leaves little time to 

address quality issues worthy of their attention.  

However, our concerns about the value of quality measurement in public reporting and P4P do not 

extend to the need for measures as part of ongoing quality improvement programs that providers and 

health plans should be engaged in. Of course, assessing the success of QI initiatives requires data. 

However, the nature of the data and the degree of validity of measures as applied to individuals and 

entities within the organization when used for internal, protected purposes differs substantially from 

those used in public reporting and P4P (Berenson, Pronovost, and Krumholtz 2013).  

The False Promise of Outcome Measures 

Virtually all critiques of current clinical quality measure sets used in public reporting and P4P 

emphasize the need to minimize reliance on relatively easy-to-measure process measures, such as rates 

of disease screening like mammograms and colonoscopies and, instead, promote measuring mostly 

clinical outcomes, like mortality rates and patients’ experience with care. Outcome measures naturally 

have a much greater appeal than process measures for patients and policymakers and have been 

offered as the fix for failed quality measures to work as intended. On the evening that the ACA was 

enacted in 2010, Dr. Tim Johnson announced on ABC World News Tonight with Diane Sawyer, “Doctors 

and hospitals will have to be paid differently, not simply for procedures—the more they do, the more 

they make—but for outcomes.”37 
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Fourteen years later, with rare exceptions, no one is paying for outcomes. The results of the HRRP 

suggest that paying for outcomes can actually produce worse outcomes and have other perverse 

effects. The plain fact is that it is exceedingly difficult to accurately measure outcomes, much less pay 

for better outcomes. There are a few so-called “intermediate outcome measures,” that is, process 

measures that reliably predict important patient outcomes. For example, hemoglobin A1C levels are an 

often-used intermediary measure that reliably predicts the likelihood of patient development of a range 

of adverse clinical outcomes, including heart attacks and strokes, renal failure, vision loss, and sensory 

nerve losses.  

A few intermediate outcomes aside, true clinical outcomes are virtually impossible to measure 

accurately except in research environments. Harvard policy researcher Michael McWilliams, 

commenting on the flaws of currently applied performance measures, concludes that case-mix 

adjustment of patient health status “presents a thorny challenge with no satisfying solution, particularly 

for outcome measures such as functional status or mortality. When adjustment is incomplete (as it will 

always be to some extent), budget-neutral P4P programs transfer resources between providers partly 

based on the patients they serve rather than the care they deliver” (McWilliams 2020). 

There are three other prominent problems with the recommended solution of relying mostly on 

outcome measures. First, many outcomes do not emerge for years, result from numerous interacting 

factors, or occur infrequently, making statistical validation impossible (McGlynn 2020). Second, 

clinicians and MA plans may alter their behavior in perverse ways to avoid a possible inferior score on 

outcome measures, whether by avoiding sicker patients liable to worsen their performance score or 

altering their decisionmaking to avoid the period applicable to the measure specifications. For example, 

one study showed a rise in 31-day mortality after a heart attack to avoid the applicable 30-day 

mortality rate (Maxwell et al. 2014). One can reasonably conclude that the mortality spike reflected a 

delay in turning off life support. Finally, and related, in the absence of satisfactory case-mix adjustment 

of outcomes, many providers will selectively seek not to care for patients with a greater likelihood of 

experiencing a poor outcome, reducing access and possibly quality, when the most complex, sickest 

patients are turned away from the best providers.  

The False Promise of Core Measures  

For the past decade, various organizations and academic papers have called for reducing the measures 

used in Medicare and other payers’ quality measurement programs to focus on a few “core measures” 

consistent across all payment programs. MedPAC has suggested that “Medicare quality incentive 
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programs should use a small set of outcomes, patient experience, and value measures…to assess the 

quality of care across different populations” (MedPAC 2018b). Additionally, CMS leadership recently 

announced a new approach for reducing the burden and aligning quality measures across Medicare and 

Medicaid, which it labeled the Universal Foundation (Jacobs et al. 2023). 

The CMS paper explaining the Universal Foundation includes about 20 measures for adults in 

various domains, with some measures not yet enumerated. There is a similar number of measures 

applicable to children. These target measures are proposed to “prioritize outcomes that are meaningful 

for patients” (Jacobs et al. 2023). However, the claim of establishing “a more parsimonious set of 

measures” is belied by subsequent text in the paper that acknowledges that additional measures will be 

necessary for assessing care provided to specific populations or in certain settings, such as hospital-

based care, maternity care, dialysis care, and long-term and community services and to evaluate the 

care provided by specialists (Jacobs et al. 2023). These likely additions represent a lot of health care and 

many providers.  

MedPAC has determined that primary care physicians, for example, treat nearly 400 different 

diagnostic categories, with about 70 categories making up 80 percent of their clinical episodes in a year 

(MedPAC 2007). In MA, the variety of conditions that plans “care for” would surely be substantially 

more than the number of primary care clinicians—thousands of different episodes provided by dozens 

of different clinician specialties and in numerous different facilities, with each episode containing 

numerous components needing to be addressed. Such a scope is inconsistent with attempts to reduce 

quality to a few particularly important and universal measures. 

In short, the Universal Foundation promises more than it delivers. Providers and MA plans would 

still face a morass of measures, not only creating burdens and costs but also diverting attention from 

efforts to improve care. At best, the Universal Foundation measures serve as a placeholder to relieve 

reporting burdens temporarily, permitting policymakers to seek to replace the failed, measure-based 

paradigm for quality accountability. In our view, this strategic attempt by CMS leadership to reconcile 

the impossible obligations Congress has imposed on the agency reflects the essential failure of public 

reporting and P4P in CMS-administered Medicare programs.  

Further, some critics of quality measurement argue that moving to a reduced number of core 

measures commonly applied across a wide range of provider types serving Medicare beneficiaries 

dumbs down the concept of quality. As Elizabeth McGlynn explains, “For most chronic conditions, . . . 

[effective] actions include detection, diagnosis, choosing appropriate treatments, ensuring adherence, 

assessing effectiveness, and adjusting treatment as necessary. Accomplishing these actions with high 
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reliability is difficult without supportive tools, protocols, and paperwork. Herein lies the heart of the 

challenge of improving quality systematically for everyone in the country” (McGlynn 2020).  

McGlynn’s 2020 paper also made an important, related point that directly challenges the current 

public reporting and P4P paradigm and challenges the logic of core measures: “Measuring discrete 

events, as we have generally done, reinforces fragmentation and may not lead to overall quality 

improvement” (McGlynn 2020).  

Focusing on core measures would be useful and desirable if a limited number of core measures 

selected were representative of overall quality, but that is not the case. One definition of physician 

professional competence cites “the habitual and judicious use of communication, knowledge, technical 

skills clinical reasoning, emotions, values, and reflection in daily practice for the benefit of the individual 

and the community being served” (Epstein and Hundert 2002). Patients emphasize clinicians’ 

confidence, empathy, humanity, personability, forthrightness, respect, and thoroughness (Bendapudi et 

al. 2006). It is a fool’s errand to presume that a handful of universal measures can capture the many 

diverse elements of desired performance to accurately gauge performance for clinicians and other 

providers (Berenson and Kaye 2013). The only potential measurement-based approach that might 

reflect the composite performance reflecting the range of desirable attributes would be to use clinical 

and patient-related outcomes. But, as discussed above, we lack such validated outcome measures 

without reasonable prospects that that situation will improve soon.  

Additionally, as it acknowledged, the measures CMS has placed into The Universal Foundation 

mostly ignore the quality provided to large segments of the Medicare population, such as patients with 

disabilities, patients with multiple chronic conditions, special needs patients, and those near the end of 

life (Jacobs et al. 2023). The measures also ignore acute care quality, such as the care for those 

undergoing emergency or elective surgery. In addition, CMS’ reduced measure set maintains a measure 

of plan or hospital readmissions despite the growing consensus that the rehospitalization rate measure 

has produced adverse outcomes.  

In summary, focusing on a limited number of core measures that would ease the reporting burden 

and lower the substantial costs throughout the system would do little to assure quality or generate 

quality improvement. A different approach is needed.  
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