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Summary of Results

* A dramatic increase in healthcare utilization is seen upon
enrollment in FFS Medicare and MA PPO plans, but not as
much among new MA HMO enrollees (Figure 3).

Background

 Medicare beneficiaries can choose between two models
of insurance coverage: private Medicare Advantage (MA)
plans and traditional Fee-for-Service (FFS) Medicare.

Choice of Medicare Advantage Plan Type is Influenced
by Member Characteristics and Type of Pre-Medicare
Commercial Coverage

Medicare Advantage Plans Manage Utilization and
Produce Better Outcomes on Important Measures of
Care Quality Relative to FFS Medicare

* The post-enrollment increase among MA PPO
beneficiaries reverses a few months after enrollment, but
utilization in HMOs remains consistently lower, as it was

 Despite the 40-year history of MA and growth to more
than 54% of Medicare in 2024, there is little information
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on who choses which types of MA plans and how
outcomes differ as a function of varying plan features

before Medicare enrollment (Figure 3).
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* How do plan features affect how members use medical
care?
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* Does MA deliver superior quality of care compared to

FFS? Figure 2: Socioeconomic Characteristics and Plan Selection

* They can also help plans select an optimal design mix that
appeals to their target markets.

 For policymakers, the results of this study shed new light
on the quality MA delivers relative to FFS and

Methods
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* The eligible population included in the denominators
met each of the following inclusion criteria:

o Enrollmentin MA or FFS within 3 months of turning
65

Summary of Results

HMO 59.3% 22.2% 24.4%

Limitations

« Zero-premium plans tend to attract non-white members (Figure 1) and those with
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