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ALTHOUGH ENROLLMENT OF

commercially insured indi-
viduals in health mainte-
nance organizations (HMOs)

has decreased in recent years, HMOs
continue to provide care for an increas-
ing proportion of the Medicaid popu-
lation.1 Between 1994 and 2004, en-
rollment in Medicaid managed care
tripled from 7.9 million beneficiaries to
more than 27 million beneficiaries. The
proportion of Medicaid beneficiaries in
managed care increased from 23% to
more than 60% during the same time
period.2

The transition to managed care,
within both the Medicaid and commer-
cial populations, has been driven in part
by the potential cost savings believed
to be obtainable by integrating care. The
impact of managed care on quality of
care for the Medicaid population has
been controversial. HMOs may incor-
porate prevention and routine care to
prevent serious and costly down-
stream complications and use popula-
tion-management techniques to im-
prove the delivery of services to their
enrollees.3-5 These techniques may be
especially helpful to Medicaid recipi-
ents. State Medicaid programs also have
adopted a variety of value-based pur-
chasing techniques that require Med-
icaid managed care plans to measure
and report on performance on core

quality indicators and to undertake ef-
forts to improve performance.6-8 Nev-
ertheless, health plans may institute
programs or procedures that limit ac-
cess to necessary medical services. The
poorly educated, low-income, and im-
migrant populations often served by

Medicaid health plans likely have less
ability to negotiate the sometimes com-
plex requirements of managed care
systems.6,7,9

Within managed care, the type of
health plan may make an important dif-
ference in quality of care. By specializ-
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Context In contrast to the commercially insured population, the proportion of Medic-
aid beneficiaries enrolling in health maintenance organizations continues to increase.

Objective To compare quality of care within and between the Medicaid and com-
mercial populations in 3 types of managed care plans: Medicaid-only plans (serving
predominantly Medicaid enrollees), commercial-only plans (serving predominantly com-
mercial enrollees), and Medicaid/commercial plans (serving substantial numbers of both
types of enrollees).

Design, Setting, and Participants All 383 health plans that reported quality-of-
care data to the National Committee for Quality Assurance for 2002 and 2003, in-
cluding 204 commercial-only plans, 142 Medicaid/commercial plans (plans reported
data for the Medicaid and commercial populations separately); and 37 Medicaid-only
plans.

Main Outcome Measures Eleven quality indicators from the Healthcare Effec-
tiveness Data and Information Set (HEDIS) applicable to the Medicaid population.

Results Among Medicaid enrollees, performance on the 11 measures observed in
this study were comparable for Medicaid-only plans and Medicaid/commercial plans.
Similarly, among commercial enrollees, there was virtually no difference in perfor-
mance between health plans that served only the commercial population and those
that also served the Medicaid population. Overall across all health plan types, the per-
formance for the commercial population exceeded the performance for the Medicaid
population on all measures except 1, ranging from a difference of 4.9% for control-
ling hypertension (58.4% for commercial vs 53.5% for Medicaid; P=.002) to 24.5%
for rates of appropriate postpartum care (77.2% for commercial vs 52.7% for Med-
icaid; P=.001). Differences of similar magnitude were observed for commercial and
Medicaid populations treated within the same health plan.

Conclusions Medicaid managed care enrollees receive lower-quality care than that
received by commercial managed care enrollees. There were no differences in quality
of care for the Medicaid population between Medicaid-only plans and commercial plans
that also served the Medicaid population.
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ing in the care of the Medicaid popu-
lation, Medicaid-only plans may be able
to provide superior care compared with
commercial plans that also cover Med-
icaid populations but do not solely tai-
lor services to this population. At the
same time, concerns have been raised
about the quality of care delivered in
Medicaid-only plans.10 Many Medic-
aid health plans that focus predomi-
nantly on the Medicaid population are
regional plans, and there is concern that
these organizations may be undercapi-
talized, inexperienced in quality
management, or rely on networks of
lower-quality providers.

Despite intense interest from state
and national policy makers and advo-
cates, there is almost no information in
the peer-reviewed literature on the qual-
ity of care delivered within health plans
to Medicaid enrollees, how that qual-
ity compares with that received by their
commercial enrollee counterparts, and
how type of plan (eg, Medicaid only vs
Medicaid/commercial) makes a differ-
ence.11 In this study, we examined per-
formance on Healthcare Effectiveness
Data and Information Set (formerly the
Healthplan Employer Data and Infor-
mation Set) (HEDIS) quality indica-
tors in 3 types of managed care plans:
Medicaid-only plans, commercial-
only plans (health plans serving pre-
dominantly commercial enrollees), and
Medicaid/commercial plans (health
plans serving substantial numbers of
both types of enrollees). We com-
pared quality performance for the Med-
icaid and commercial populations by
comparing between plans that fo-
cused exclusively on one or the other
population with plans that provided
care for both populations (eg, perfor-
mance for Medicaid patients in Med-
icaid-only plans vs performance for
Medicaid patients in plans that serve
both commercial and Medicaid popu-
lations).

METHODS
Data on Health Plan Performance

We obtained HEDIS data reported to
the National Committee for Quality As-
surance (NCQA) for all participating

commercial and Medicaid health plans
for the reporting years 2002 and 2003.
The performance data reflect clinical
care by each health plan for the 12-
month period preceding the year of sub-
mission. The NCQA publishes de-
tailed specifications for each measure
and defines acceptable data sources,
sampling methodologies, and data col-
lection procedures.12 Acceptable data
are obtained from administrative claims,
medical record reviews of a random
sample of eligible patients, or a com-
bination of both. Health plans with both
a commercial product and a Medicaid
product submit HEDIS data sepa-
rately for Medicaid and commercial
populations. The data for this analysis
include both health plans that allow
their data to be released publicly
through the NCQA Quality Compass
database and those that submit their
data confidentially but do not allow
public release. Omission of the non-
publicly reported data could lead to bi-
ased estimates of quality.13,14

We selected measures of health plan
quality that we thought would be most
applicable to the care of enrollees in
Medicaid programs (TABLE 1). These
included measures relevant to chil-
dren, women of childbearing age, and
patients with chronic medical condi-
tions: the principal targeted popula-
tions of the Medicaid program. For
most of the outcome measures, less than
10% of the health plans were missing
data, although rates of missing data
were higher for measures that require
chart review for larger proportions of
those measured, such as controlling
high blood pressure and asthma.

Data on Health Plan Characteristics

Using data maintained by the Centers
for Medicare & Medicaid Services, we
categorized health plans as Medicaid
only if they predominantly served the
Medicaid population (ie, �75% of en-
rollment drawn from Medicaid); Med-
icaid/commercial if they served both the
Medicaid and commercial popula-
tions and had less than 75% of enroll-
ment drawn from Medicaid; and com-
mercial only if they did not serve the

Medicaid population. We obtained ad-
ditional health plan characteristics from
the Interstudy Competitive Edge 8.2,
2002 release (HealthLeaders Inter-
Study, Nashville, Tennessee) that re-
flected data from 2001 and contained
annually updated information on
HMOs operating in the United States.15

In some cases in which health plans had
merged or reorganized recently pre-
ceding this study, we substituted health
plan data from the 2004 release (re-
flecting data from 2003) to obtain a de-
scription of the appropriate organiza-
tion. We considered variables in the
Interstudy database that we hypoth-
esized might be related to health plan
performance. These included the num-
ber of years the plan had been in op-
eration; model type: group/staff (the
health plan employs the physicians or
contracts with a single group), inde-
pendent practice associations (the
health plan contracts with indepen-
dent practice associations that in turn
represent individual physicians), mixed
(usually a group/staff model health plan
that has contracted with additional in-
dependent practice associations), or
network (a health plan that contracts
with multiple groups); profit status; na-
tional affiliation (defined by Inter-
study as health plans operating in 2 or
more states and with more than 10 000
total enrollees); health plan size; and
census region of the country. Health
plan affiliations were classified as na-
tional managed care firms, local inde-
pendent plans, or local Blue Cross/
Blue Shield affiliates. Each health plan
was assigned to the US Census Bureau
division in which it had the largest en-
rollment. We also used information on
the NCQA accreditation status of
health plans available in the Inter-
study database. Health plans were cat-
egorized as excellent, commendable, or
unaccredited.

After evaluating the distribution of
total enrollment, we defined small plans
as those with fewer than 15 000 total
members (in all products) and large
plans as those with greater than 75 000
total members based on natural cut
points in the data.
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Linking NCQA and Interstudy Data
We used a multistep algorithm to match
plans in the Interstudy database with
those in the NCQA database that be-
gan with a previously established link-
ing database.16-19 For unlinked plans, we
either called the health plans directly
to confirm alternative names or con-
firmed a match using information from

Centers for Medicare & Medicaid Ser-
vices or other sources. Because plan and
market definitions are not identical be-
tween NCQA and Interstudy, mul-
tiple associations sometimes oc-
curred. For instance, some Interstudy
plans were linked with several submis-
sions to NCQA. In those cases, we as-
signed the plan level characteristics to

each NCQA submission. To resolve
these discrepancies, our priority was to
maintain the lowest level of aggrega-
tion possible for the performance data
from NCQA, meaning that we chose to
keep each submission to NCQA inde-
pendent. In the few cases (approxi-
mately 30 health plans) in which a
single entry in Interstudy was linked
with 2 or more entries in the NCQA
data, we were able to find an im-
proved match by examining the 2004
Interstudy database, which usually had
the same reporting unit as NCQA.

In some cases (n=39), plans could
not be linked to the Interstudy data-
base. In most cases, these were smaller
Medicaid plans that lacked commer-
cial enrollment or local units of larger
health plans for which no Interstudy
data were available. For these health
plans, all key variables of interest (eg,
tax status, region, NCQA accredita-
tion, enrollment) were determined
through review of Internet informa-
tion and telephone calls. We were not
able to determine plan age using these
methods.

Analysis

We conducted 4 separate compari-
sons of plan performance: (1) for the
Medicaid population, performance of
Medicaid-only plans was compared
with the performance of Medicaid/
commercial plans; (2) for the commer-
cial population, the performance of
commercial-only plans was compared
with the performance of Medicaid/
commercial plans; (3) all plans serv-
ing the Medicaid population and re-
porting Medicaid performance were
compared with all plans serving com-
mercial populations and reporting com-
mercial performance; and (4) within
Medicaid/commercial plans, perfor-
mance for the Medicaid population was
compared with the performance for the
commercial population. For these
analyses, we report results for data sub-
mitted for reporting year 2003. We also
examined the results for 2002 and the
results were essentially identical.

We first tested unadjusted differ-
ences using t tests. We then estimated

Table 1. Quality of Care Indicators

Quality Indicator Eligible Populationa Measure Descriptionb

Prevention and screening
Childhood immunizations Children who turned 2 y Received 4 diphtheria-tetanus-

pertussis, 3 injectible poliovirus,
1 measles-mumps-rubella,
3 Haemophilus influenza type b,
and 3 hepatitis B vaccinations

Adolescent immunizations Adolescents who
turned 13 y

Received second dose of
measles-mumps-rubella
and 3 hepatitis B vaccinations

Breast cancer screening Women aged 52-64 y
by December 31

Received �1 mammogram during
the measurement year
or the year prior to the
measurement year

Cervical cancer screening Women aged 21-64 y
by December 31

Received �1 Papanicolaou test
during the measurement year
or the 2 years prior to the
measurement year

Chlamydia screening Women aged 16-25 y
by December 31

Received at least 1 test for
chlamydiac

Chronic disease management
Controlling high

blood pressure
Adults aged 46-65 y

by December 31
with a diagnosis of
hypertension confirmed
by chart review

Blood pressure was adequately
controlled (�140/90 mm Hg)c

Glycated hemoglobin
testing in diabetes

Adults aged 18-64 y
by December 31
with type 1 or type 2
diabetes mellitus

Received at least 1 hemoglobin A1c

testc

Glycated hemoglobin
control, � 9%

Adults aged 18-64 y
by December 31
with type 1 or type 2
diabetes mellitus

Received at least 1 hemoglobin A1c

measurement � 9.0%

Use of appropriate
medications for asthma

Enrollees aged 5-56 y
by December 31
with persistent asthma

Received at least 1 dispensed
prescription for inhaled
corticosteroids, nedocromil,
cromolyn sodium, leukotriene
modifiers, or methylxanthinesc

Care for pregnant women
Prenatal care timeliness Delivered a live birth on or

between November 6
of the year prior to the
measurement year and
November 5 of the
measurement year

Received 1 prenatal care visit as a
member of the managed care
organization during the first
trimester or within 42 days of
enrollment in the managed care
organization

Postpartum care Delivered a live birth on or
between November 6
of the year prior to the
measurement year and
November 5 of the
measurement year

Received 1 postpartum visit on
or between 21-56 days
after delivery

aAges shown for eligible population category are for the measurement year.
bAll measure descriptions denote the percentage of enrollees who received preventions and screenings, chronic dis-

ease management, or care for pregnant women.
cDenotes occurrences during the measurement year.
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random-effect regressions models to ex-
amine the previous comparisons while
controlling for clustering within plans
and potential confounders including
tax status, region, model type (staff/
group, independent practice associa-
tions, etc), accreditation status, affili-
ation, and total plan enrollment. The
outcome variable in each case was the
number of eligible members in the plan
having the particular indicator met. We
assumed the probability of meeting an
indicator was binomially distributed
and that the log-odds of this probabil-
ity varied randomly by plan and sys-
tematically by the plan characteris-
tics. The plan-specific random effects
were assumed to arise from a normal
distribution. This strategy permitted us
to allow some plans to have higher ad-
justed rates and some to have lower ad-
justed rates, as well as accounting for
within-plan correlation. All confound-
ers were included in the final regres-
sion models, although in some cases se-
lected confounders were omitted
because of lack of variability that pre-
vented the models from converging. Fi-
nally, for chlamydia screening, we re-
port only unadjusted rates because
adjusted models did not converge.

Tests of association between plan
type and the log-odds of having an in-
dicator met were conducted by exam-
ining the significance of the coeffi-
cient of the plan-type indicator in the
regression model. All analyses were per-
formed using SAS software version 9.1
(SAS Institute Inc, Cary, North Caro-
lina); the SAS procedure NLMIXED was
used to estimate the random-effect re-
gression models. We adjusted for mul-
tiple comparisons within a plan-type
comparison using a Bonferroni adjust-
ment so that within each of our 4 com-
parisons, the overall type I error rate
was .05.

RESULTS
Among the 383 health plans included
in the study, 326 health plans contrib-
uted commercial data and 137 health
plans contributed Medicaid data
(TABLE 2). Slightly more than 80% of
health plans submitted data for both

years. The commercial-only popula-
tion was served by 204 health plans, 37
served only the Medicaid population,
and 142 served both commercial and
Medicaid populations.

Health Plan Characteristics

Most health plans serving only the com-
mercial market were for-profit (77.9%),
whereas 51.4% of the health plans serv-
ing only the Medicaid market were for-
profit (P� .001). The health plans were
well distributed around the country.
Few health plans (2.4% overall) were
group or staff model plans. A higher
proportion of Medicaid and Medicaid/
commercial plans (62.2% and 52.8%,
respectively) were independent local
health plans, as compared with 27.5%
of commercial-only health plans (both
P� .001). Most plans serving the com-
mercial population (including those
also serving the Medicaid population)
had been in operation for at least 10
years. Most Medicaid-only plans (52%
of those with data), however, were less
than 5 years old (P� .001 for both com-
parisons).

Quality-of-Care Performance

Unadjusted comparative health plan
and population performance for 2003
is presented in TABLE 3. The results for
2002 were substantively the same. Af-
ter restricting our analyses to the Med-
icaid population, the performance of
Medicaid-only plans and of Medicaid/
commercial plans for their Medicaid
population was comparable across the
11 measures, although for cervical can-
cer screening, the performance of Med-
icaid/commercial plans was higher
(64% vs 56%; P value statistically non-
significant). Similarly, after restrict-
ing our analyses to the commercial
population, there was no consistent dif-
ference in performance between health
plans that only served the commercial
population and those that also served
both commercial and Medicaid popu-
lations (Table 3).

When both Medicaid and commer-
cial populations were considered to-
gether, overall commercial popula-
tion performance exceeded overall

Medicaid population performance in all
instances except 1 (Table 3), ranging
from a difference of 4.9% for control-
ling hypertension (58.4% for commer-
cial vs 53.5% for Medicaid, P=.002) to
24.5% for rates of appropriate postpar-
tum care (77.2% for commercial vs
52.7% for Medicaid, P� .001). The 1
exception was chlamydia screening, for
which Medicaid performance ex-
ceeded commercial performance
(41.8% vs 25.3%, P� .001). When com-
paring performance for Medicaid and
commercial populations within the
same health plan, performance for the
commercial population was uni-
formly better across all measures
(Table 3). In multivariate models that
controlled for health plan characteris-
tics and clustering within health plans
(TABLE 4), the findings were consis-
tent with those in Table 3.

COMMENT
In this study, we compared the quality
of care delivered by health plans serv-
ing the Medicaid population with those
serving the commercial population. We
found little difference in the quality of
care provided to the Medicaid popula-
tion served by Medicaid-only plans
compared with the quality of care pro-
vided to the Medicaid population served
by commercial plans that also served
Medicaid enrollees. Similarly, there was
very little difference in quality pro-
vided to commercial populations served
by commercial-only plans compared
with that provided to commercial popu-
lations served by Medicaid/commer-
cial plans. In contrast, compared with
the commercial population, the qual-
ity of care was substantially lower for
the Medicaid population, regardless of
plan type (with the exception of chla-
mydia screening). These findings sug-
gest that the type of health plan enroll-
ing the population (commercial,
Medicaid/commercial, or Medicaid-
only) is a less important determinant
of the quality of care than differences
in the characteristics of the popula-
tion being served, the local provider net-
works in which they receive care, ac-
cess to care, patterns of care seeking,
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and adherence to treatment recommen-
dations.

The differences we observed be-
tween the quality performance for com-
mercial and Medicaid enrollees are both
statistically and clinically significant.
For instance, cervical cancer screen-
ing rates and rates of diabetes control
were more than 15 percentage points
higher for commercial populations

Analyses completed by NCQA sug-
gest that differences in hemoglobin A1C

control of an even smaller magnitude
within commercial health plans could
result in up to 15 000 fewer deaths per
year nationally.20 Thus there is a clear
opportunity for improving the health
care and health of individuals cared for
in Medicaid managed care.

Interestingly, chlamydia screening is

the only measure showing higher per-
formance in the Medicaid population
vs the commercial population. Chla-
mydia is a sexually transmitted dis-
ease that is generally asymptomatic in
women but can lead to serious se-
quelae.21,22 Factors affecting perfor-
mance on this measure include physi-
cians’ perceptions about the prevalence
of infection in their patient popula-

Table 2. Health Plan Characteristics (N=383)

Plan Characteristics
Overall
No. (%)

Distribution by Plan Type P Value Comparisons

Commercial
Only, %
(n = 204)

Medicaid
Only, %
(n = 37)

Commercial/
Medicaid, %

(n = 142)
Commercial-Only

and Medicaid-Only

Commercial-Only
and Commercial/

Medicaid

Medicaid-Only
and Commercial/

Medicaid

Reporting, y
2002 Only 34 (8.9) 7.8 5.4 11.3

2003 Only 31 (8.1) 5.9 18.9 8.5 .03

Both years 318 (83.0) 86.3 75.7 80.3

Tax status
Not-for-profit 129 (33.7) 22.1 48.7 46.5

� .001 � .001
For-profit 254 (66.3) 77.9 51.4 53.5

Region
New England 28 (7.3) 9.3 2.7 5.6

Mid-Atlantic 57 (14.9) 14.7 24.3 12.7

South Atlantic 60 (15.7) 16.2 13.5 15.5

East South Central 13 (3.4) 5.9 2.7 0

West South Central 34 (8.9) 9.8 10.8 7.0 � .001

East North Central 75 (19.6) 18.1 27.0 19.7

West North Central 39 (10.2) 10.8 8.1 9.9

Mountain 30 (7.8) 8.8 5.4 7.0

Pacific 47 (12.3) 6.4 5.4 22.5

Model type
Staff/group 9 (2.4) 2.0 2.7 2.8

.05 .02
Independent practice

association
174 (45.4) 53.4 32.4 37.3

Network 67 (17.5) 15.7 32.4 16.2

Mixed 132 (34.5) 28.9 29.7 43.7

Missing 1 (0.3) 0 2.7 0

Total enrollment
�15 000 29 (7.6) 10.3 13.5 2.1

15 000-75 000 118 (30.8) 30.4 35.1 30.3 .01 .006

�75 000 234 (61.1) 59.3 48.7 66.9

Missing 2 (0.5) 0 2.7 0.7

Affiliation
National firm 174 (45.4) 54.9 37.8 33.8

Blue Cross/Blue Shield 55 (14.4) 17.7 0 13.4 � .001 � .001

Independent 154 (40.2) 27.5 62.2 52.8

National Committee for Quality
Assurance accreditation

Not accredited 146 (38.1) 29.4 70.3 42.3
� .001 .01 .002

Accredited 237 (61.9) 70.6 29.7 57.8

Plan age, y
�5 37 (9.7) 7.8 29.7 7.0

5-20 235 (61.4) 69.6 27.0 58.4 � .001 .28 � .001

�20 74 (19.3) 19.1 0 24.7

Missing 37 (9.7) 3.4 43.2 9.9
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tions and outreach efforts to teenaged
and young adults who may be covered
under the insurance policies of their
parents. Higher performance in Med-
icaid programs may be a result of Med-
icaid recipients being more likely to be
treated in clinics where sexually trans-
mitted disease screening is routinely
implemented or where clinicians have
more accurate understanding of the
prevalence in that particular popula-
tion.

These differences in quality perfor-
mance also underscore the challenge of
delivering high-quality care to the Med-
icaid population.23 Patients enrolled in
Medicaid are socioeconomically disad-
vantaged and may face additional com-

peting needs that make adhering to
treatment recommendations difficult.
Our findings suggest that mainstream-
ing Medicaid beneficiaries by enroll-
ing them in health plans that also of-
fer commercial insurance products does
not appear better or worse than enroll-
ing them in Medicaid-only health plans.
While we found that performance in
Medicaid/commercial plans was mar-
ginally higher than that for Medicaid-
only plans on 10 of the 11 measures,
these results were not statistically sig-
nificant. In our previous research we
found that health plans that focus pre-
dominantly on the Medicaid popula-
tion have additional outreach services
aimed at the special needs of the Med-

icaid population.9 Our data here sug-
gest that these additional services might
not be sufficient to bring the quality of
care for the Medicaid population up to
the level received by commercial popu-
lations for routine quality indicators
such as those in HEDIS, although we
were not able to assess the specific out-
reach programs of the plans in our
study.

While HEDIS performance is simi-
lar across different types of health plans,
the patterns we observed might still be
explained in some part by the settings
in which these patients obtain care. Dis-
advantaged populations covered
through the Medicaid program might
receive care from physicians or hospi-

Table 3. HEDIS Performance Rates by Medicaid and Commercial Health Plans in 2003 (n = 349)a

Indicators

Health Plan Comparisons Medicaid vs Commercial Population Comparisons

Medicaid Population
Across Both Types
of Plans Serving the
Medicaid Population

Commercial Population
Across Both Types
of Plans Serving the

Commercial Population
Commercial vs Medicaid

Across All Plans

Commercial vs Medicaid
Within the Same

Health Plan

Med
Only

(n = 35)

Med/
Com

(n = 75) Difference

Com
Only

(n = 189)

Med/
Com

(n = 108) Difference
Com

(n = 297)
Med

(n = 110) Difference
Com

(n = 58)
Med

(n = 58) Difference

Prevention and screening
Childhood

immunizations
54.0 56.0 −2.0 69.1 68.1 1.0 68.7 55.4 13.4c 66.2 56.3 9.9c

Adolescent
immunizations

40.4 41.5 −1.0 50.6 50.9 −0.3 50.7 41.1 9.6c 48.9 41.8 7.1c

Breast cancer
screening

52.6 56.6 −4.0 74.9 75.5 −0.6 75.1 55.2 19.9c 74.6 56.6 18.0c

Cervical cancer
screening

56.0 63.8 −7.9 80.7 80.8 −0.2 80.7 61.2 19.5c 79.8 64.4 15.4c

Chlamydia screening 40.0 42.7 −2.6 23.7 28.0 −4.3b 25.3 41.8 −16.5c 28.3 42.9 −14.6c

Chronic disease
management

Controlling high
blood pressure

52.3 54.0 −1.7 58.8 57.9 0.9 58.4 53.5 4.9c 58.4 54.2 4.2c

Glycated
hemoglobin
testing in
diabetes

73.4 72.9 0.2 83.1 81.9 1.2 82.6 73.0 9.7c 79.6 72.4 7.2c

Glycated
hemoglobin
control, �9%

47.4 51.6 −4.3 66.4 66.1 −0.3 66.3 50.3 16.0c 63.9 53.0 10.9c

Use of appropriate
medications
for asthma

61.8 63.2 −1.4 68.1 68.3 −0.2 68.2 62.8 5.4c 66.9 63.9 3.0c

Care for pregnant women
Prenatal care timeliness 69.4 71.1 −1.7 88.1 84.9 3.2 86.9 70.5 16.4c 82.5 72.6 10.9c

Postpartum care 49.7 54.1 −4.4 78.9 74.2 4.7b 77.2 52.7 24.5c 72.0 54.8 17.2c

Abbreviation: HEDIS, Healthplan Employer Data and Information Set.
aFor the total 126 plans that were classified as serving both commercial and Medicaid clients, 51 did not report Medicaid data and 17 did not report commercial data (58 plans reported

both data).2 Fifty-eight plans serving both the Medicaid and commercial markets have data for both. Paired t tests were performed for comparing the commercial and Medicaid cat-
egories for the 58 plans serving both the Medicaid and commercial markets and have data for both.

b Indicates P � .05 for overall type I error after using a Bonferroni adjustment for 11 measures within each plan type.
c Indicates P � .01 for overall type I error after using a Bonferroni adjustment for 11 measures within each plan type.
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tals of generally lower quality. Presum-
ably, these physicians would be in-
cluded in both Medicaid-only plans and
those that serve the Medicaid and com-
mercial population, since perfor-
mance is similar across those types of
plans. Thus, even to the extent that the
delivery systems overlap, enrollees may
still see different clinicians based on seg-
regation of residence by socioeco-
nomic factors.24 In addition, many phy-
sicians refuse to participate in health
plans that serve the Medicaid popula-
tion so the delivery networks might not
always overlap.

Prior studies of this important issue
and related investigations are limited.
One prior peer reviewed study com-
pared HEDIS performance in Medic-
aid vs commercial HMOs for the pedi-
atric population in 1999. Thompson
and colleagues found higher perfor-
mance for commercial health plans
much as we did,11 and also that these
differences persisted in health plans that
served both the Medicaid and commer-
cial populations. The NCQA has also

released data comparing HEDIS per-
formance for Medicaid and commer-
cial populations, again showing lower
performance for Medicaid enrollees.20

The NCQA data do not control for plan
characteristics and location in their
analysis. Neither source analyzed
HEDIS performance in relation to the
type of HMO (eg, Medicaid-only vs
Medicaid and commercial). In the mid
1990s we (B.E.L. and A.M.E.) sur-
veyed health plans serving the Medic-
aid market and found that Medicaid-
only plans and plans that served both
the Medicaid and commercial popula-
tions were similar in most aspects of
quality management such as collec-
tion of performance data and initia-
tion of quality improvement projects;
but Medicaid plans were more likely to
have programs to address the particu-
lar needs of the Medicaid population
such as inadequate transportation and
illiteracy.9 We did not collect data on
HEDIS performance. In related work,
Zaslavsky and colleagues examined pa-
tient-level commercial health plan

HEDIS performance for individuals of
differing socioeconomic status and
found that scores tended to be lower for
populations that were more disadvan-
taged.25,26

Our study is subject to several limi-
tations. First, sociodemographic char-
acteristics of enrolled populations are
known to be associated with the qual-
ity of care and therefore could be an im-
portant confounder since commercial
and Medicaid health plans enroll popu-
lations that differ on these character-
istics.26,27 At the least, our results show
that these alternate types of managed
care plans do not make a difference in
the quality of care for Medicaid enroll-
ees, who seem to be at risk for receiv-
ing lower-quality care than the com-
mercial populations.

Second, not all health plans in the
country reported their data to NCQA,
although the sample of plans in this
study includes the vast majority of
health plan enrollees nationally.

Third, not all health plans could be
linked immediately to the Interstudy

Table 4. Adjusted Differences for the 2003 Reporting Year (n = 349)a

Indicators

Health Plan Comparisons Medicaid/Commercial Population Comparisons

Comparison of
Medicaid-Only Plans

With Commercial Plans
Also Serving Medicaid

Comparison of
Commercial-Only

Plans With Commercial
Plans Also Serving

Medicaid

Comparison of
All Plans Serving the

Commercial Population
With All Plans

Serving the Medicaid
Population

Comparison of
Commercial Rates

With Medicaid Rates
Within the Same

Health Plan

Unadjusted
Difference

Adjusted
Difference

Unadjusted
Difference

Adjusted
Difference

Unadjusted
Difference

Adjusted
Difference

Unadjusted
Difference

Adjusted
Difference

Prevention and screening
Childhood immunizations −2.0 −2.8 1.0 1.1 13.4b 13.4b 9.9b 11.4b

Adolescent immunizations −1.0 −3.9c −0.3 −0.8 9.6b 8.0b 7.9b 7.8b

Breast cancer screening −4.0 −4.3 −0.6 −0.5 19.9b 19.9b 17.8b 17.8b

Cervical cancer screening −7.9 −7.9 −0.2 −0.0 19.5b 20.5b 18.2b 18.2b

Chlamydia screening −2.6 −2.8 −4.3c –d −16.5b –d −20.1b –d

Chronic disease management
Controlling high blood pressure −1.7 −1.8 0.9 0.9 4.9b 4.6b 3.7b 3.7b

Glycated hemoglobin testing, diabetes 0.2 0.1 1.2 1.2 9.7b 9.3b 6.8b 6.8b

Glycated hemoglobin control, �9% −4.3 −5.0 −0.3 0.2 16.0b 15.1b 10.2b 10.2b

Use of appropriate medications for asthma −1.4 −1.4 −0.2 −0.4 5.4b 5.0b 2.7b 3.0b

Care for pregnant women
Prenatal care timeliness −1.7 −1.6 3.2 3.1 16.4b 16.3b 11.1b 10.9b

Postpartum care −4.4 −4.3 4.7c 4.6c 24.5b 24.6b 17.9b 17.8b

aAdjusted rates obtained after variables were controlled for clustering among plans and adjusted for after plan characteristics: tax status, region, model type (staff/group or inde-
pendent practice association, etc), accreditation status, affiliation, size (total enrollment). Childhood immunization status and chlamydia screening for comparisons. Analyses
performed using SAS software version 9.1, NLMIXED procedure (SAS Institute Inc, Cary, North Carolina).

b Indicates P � .01 for overall type I error after using a Bonferroni adjustment for 11 measures within each plan type.
c Indicates P � .05 for overall type I error after using a Bonferroni adjustment for 11 measures within each plan type.
dModels did not converge for chlamydia testing so adjusted rates are not reported.
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data. We therefore took additional steps
including Internet searches and tele-
phone calls to assure that we linked all
of the health plans included in the
study. However, we were not able to ob-
tain all relevant variables (eg, plan age)
for each plan.

Fourth, although we included qual-
ity indicators from several domains of
care, our data include a limited num-
ber of process measures of quality and
may not represent many of the dimen-
sions of quality of care provided by
health plans. We previously showed that
Medicaid health plans have additional
services aimed at certain specific needs
of the Medicaid population. Therefore,
Medicaid-only plans might have advan-
tages in Medicaid-specific services (eg,
use of translators) that were not cov-
ered in this article.

Finally, while these analyses docu-
ment performance problems in Med-
icaid managed care, no similar infor-
mation is available on care provided
through traditional fee-for-service Med-
icaid. For example, it is not known
whether enrollees served by Medicaid
health plans are receiving better or
worse care than Medicaid beneficia-
ries not enrolled in managed care.

CONCLUSIONS
In summary, our findings suggest that
the Medicaid population receives lower-
quality care than that received by com-
mercial managed care enrollees and that
this is true in both Medicaid-only plans
and in commercial plans that also serve
Medicaid beneficiaries. Neither main-
streaming of Medicaid beneficiaries in
commercial plans nor relying on Med-
icaid-only plans seems to raise the qual-
ity of care to the level experienced by
commercial populations. If reducing
disparities in care nationally is an im-
portant goal of the US health care sys-
tem, managed care is not a panacea. Ad-
ditional resources will need to be
devoted to designing and implement-
ing specific interventions to improve the
quality of care for Medicaid beneficia-
ries enrolled in managed care.
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