
Disenrollment rates have often been used
as indicators of health plan quality, because
they are readily available and easily under-
stood by purchasers, health plans, and con-
sumers. Over the past few years, however,
indicators that more directly measure tech-
nical quality and consumer experiences
with care have become available. In this
observational study, we examined the rela-
tionship between voluntary disenrollment
rates from Medicare managed care (MMC)
plans and other measures of health plan
quality.  The results demonstrate that vol-
untary disenrollment rates are strongly
related to direct measures of patient experi-
ences with care and are an important com-
plement to other measures of health plan
performance. 

As CMS has evolved from an organiza-
tion that focused on claims’ payment to a
value-based purchaser of health care, it has
dramatically increased its efforts to assess
and report medical care quality. These
efforts include the collection and reporting
of the Health Plan Employer Data and
Information Set (HEDIS®) (National Com-
mittee for Quality Assurance, 2003), the
Consumer Assessment of Health Plans
Study (CAHPS®) (Consumer Assessment
of Health Plans Study, 2003), the Medicare
Health Outcomes Survey (HOS) (Medicare
Health Outcomes Survey, 2003), and the

Medicare Current Beneficiary Survey
(MCBS) (Medicare Current Beneficiary
Survey, 2003). CMS uses these and other
data to monitor quality, inform beneficia-
ries, and target quality improvement efforts.
These measures are designed to assess
various dimensions of performance, some
of which are related. For example, research
has demonstrated significant relationships
between HEDIS® effectiveness of care
measures and CAHPS® measures of expe-
riences with care (Schneider et al., 2001).

Voluntary disenrollment from health
plans—another important, albeit less
direct measure of health plan performance
than CAHPS® and HEDIS®— is readily
available for the MMC program. Voluntary
disenrollment rates can be compared easi-
ly. Beneficiaries may disenroll from
Medicare+Choice (M+C) health plans on a
monthly basis and enroll in another plan if
one is available or in traditional fee-for-ser-
vice (FFS) Medicare. Disenrollment,
therefore, can be disruptive to Medicare
beneficiaries and costly to health plans.
Voluntary disenrollment rates are a con-
cern in the M+C program, because the
number of Medicare beneficiaries enrolled
has declined substantially in the last 4
years. In late 1998, there were slightly
more than 6 million beneficiaries in
Medicare managed care risk plans. By
September 2002, the number of covered
beneficiaries in risk plans under the M+C
program was slightly fewer than 5 million,
about 12 percent of the total Medicare
enrollment, according to the monthly sum-
mary report of MMC plans (Centers for
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Medicare & Medicaid Services, 2003).
Much of this decline is due to the exit of
MMC plans from the market, but volun-
tary disenrollment might also explain
some of this decline.1 Thus, disenrollment
rates are of great interest. However, more
knowledge about the determinants of dis-
enrollment would be helpful in deciding
whether voluntary disenrollment rates
should be used as a performance measure. 

Both conceptual models and empirical
analysis can be helpful in understanding
the causes of voluntary disenrollment from
health plans. One conceptual model was
presented by Hirschman (1970). He
described the main ways that people can
influence health care quality as “voice” or
“exit.” According to Hirschman, patients
can express their opinions in an attempt to
change care (as they do through CAHPS®)
or they can leave their provider or health
plan to express their dissatisfaction. 

An empirical analysis of disenrollment
patterns and the investigation of relation-
ships between disenrollment and other
variables can complement conceptual
approaches to understanding the causes of
voluntary disenrollment. Rossiter, Langwell,
and Rivnyak (1989) found that approxi-
mately one-half of the disenrollment from a
health maintenance organization (HMO)
within one year was due to misunderstand-
ing the terms of enrollment. They also
found no significant difference in overall
satisfaction between HMO enrollees and
FFS beneficiaries. 

Riley, Ingber, and Tudor (1997) were
among the first to publish on disenrollment
patterns among Medicare enrollees in
HMOs. They reported on disenrollment
rates, characteristics of disenrollees, and
variation among plans in 1994 and 1995.
The annual disenrollment rate for 1994 was

14.2 percent. Thirty-eight percent of the
disenrollments were to FFS, and 62 per-
cent switched to another HMO. They
found that those who disenrolled to FFS
were more likely to be disabled, Medicaid-
eligible, older, and to be recent enrollees.
They found considerable variation in dis-
enrollment rates among the 17 metropoli-
tan statistical areas (MSAs) that they stud-
ied. In addition, they found that indepen-
dent practice associations (IPAs) had the
highest rates of disenrollment and staff
models had the lowest rates. In 2000, CMS
implemented an annual survey to identify
the reasons that beneficiaries voluntarily
disenroll from plans. The results of the
analysis of 2000 data, reported by Harris-
Kojetin et al. (2002), indicated that increas-
es in copayments, the cost of copayments,
problems getting to see particular doctors,
and obtaining plan information were the
most frequently-cited reasons for volun-
tary disenrollment. Other problems cited
were: getting or paying for prescription
medicines, getting needed care, obtaining
care or other service, and having particu-
lar needs met. 

Our study differs from the approach
used in the CMS annual survey of reasons
for disenrollment, because our study mea-
sures the experience of enrollees still in the
plan, not the experience of those who have
already exited from the plan. Enrollees who
have exited are much more likely to have
negative perceptions of the plan than those
still enrolled. Moreover, their expressed
reasons for leaving the plan and their views
of their experiences while they were
enrolled do not necessarily align with
enrollees who are still with the plan, some
of whom may be dissatisfied, others who
may be satisfied with their plan.

Our study attempted to assess the extent
to which enrollees’ experience with their
health plan was associated with plan volun-
tary disenrollment rates. In assessing the
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relationship between enrollees’ experience
and voluntary disenrollment, we also con-
sidered other factors as possible contribu-
tors to voluntary disenrollment. We inves-
tigated the relationships of the following
variables to voluntary disenrollment rates:
enrollee experiences with their plan and
the care they receive as measured by
CAHPS®, plan and enrollee characteristics,
and competition in the market area. We
also assessed what combinations of these
variables best predict voluntary disenroll-
ment rates.

STUDY METHODS

Sample

We used CAHPS® data collected by
CMS to reflect consumer ratings of care
received in 1998. These data were collect-
ed between September and December
1998 from all health plans with Medicare
contracts that were in effect on or before
January 1, 1997 and in business for at least
2 years. A simple random sample of up to
600 members who had been enrolled for at
least 12 months was drawn from each plan
or reporting unit. The response rate for the
1998 CAHPS® survey was 81 percent
(Goldstein et al., 2001).

We excluded plans with contracts that
had been terminated. Contracts that cov-
ered large areas were divided into geo-
graphically defined reporting units, yielding
310. For these analyses, we excluded seven
units that had fewer than 30 respondents for
one of the CAHPS® composites (two of the
seven units did not have disenrollment data
reported). We excluded 80 reporting units,
because they did not have matching disen-
rollment data and one plan that had a disen-
rollment rate of 82.2 percent, leaving 222
reporting units. The CAHPS® data were

aggregated by reporting unit and merged
with the voluntary disenrollment data for
each plan in calendar year 1998. 

Measures

The voluntary disenrollment rates were
supplied by CMS. These rates excluded
involuntary disenrollments due to death,
loss of eligibility, managed care organiza-
tion administrative actions, or beneficiary
changes of residence out of a service area. 

The CAHPS® predictors used in our
analyses of 1998 data included four global
ratings (plan, personal doctor, health care,
and specialist) and CAHPS® composite
scores based on responses to questions
about getting needed care, getting care
quickly, information from the health plan
and customer service, doctor communica-
tion, special services, and courtesy and
helpfulness of staff. We also analyzed indi-
vidual items from CAHPS® that asked
about: doctor’s knowledge of important
health facts about the patient, patient prob-
lems getting special services, problems
getting prescription medications, com-
plaint resolution, and access to equipment.
The items from CAHPS® that were used to
form the composite measures are listed in
Table 1.

In addition to patient experiences, we
analyzed plan characteristics, characteris-
tics of the areas in which sampled mem-
bers lived, and managed care competition
in the plan service area. Managed care
competition (competitor index) was defined
as the number of Medicare risk plans in
the counties that comprise the plan service
area of the reporting units in this study.
Reporting units with more competitors,
therefore, had a higher competitor index.
We matched ZIP Codes of sampled
Medicare beneficiaries to the U.S. Bureau
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Table 1

CAHPS® Variables Used to Form Composite Measures: 1998

Variable Survey Items

Global Ratings

Composite Rating of Health Plan Information 
and Customer Service

Composite Rating of Getting Needed Care

Composite Rating of Getting Needed Care

Composite Rating of Getting Courtesy and 
Respect of Doctor’s Office Staff 

Composite Rating of Communication 
with Providers

Composite Rating of Special Services

Composite Rating of Courtesy and Respect of
Office Staff

Rating of Problems Getting Prescription 
Medications from Health Plan

How often get needed prescription medications

Was Complaint Settled to Your Satisfaction

Did Plan Provide all the Equipment and Services
Needed

• How would you rate your personal doctor or nurse now? (Q13)
• How would you rate the specialist you saw most often in the last 6 months,

including a personal doctor if he or she is a specialist? (Q17)
• How would you rate all the health care you got in the last 6 months from all

doctors and other health providers? (Q36)
• How would you rate all your experience with your Medicare health plan? (Q56) 

• In the last 6 months, how much of a problem, if any, was it to find or understand
information in the written materials? (Q47)

• In the last 6 months, how much of a problem, if any, was it to get the help you
needed when you called customer service? (Q49) 

• With the choices (product name) gave you, how much of a problem, if any, was
it to get a personal doctor or nurse you are happy with? (Q6)

• In the last 6 months, how much of a problem, if any, was it to get a referral to a
specialist that you needed to see? (Q15)  

• In the last 6 months, how much of a problem, if any, was it to get the care you
or a doctor believed necessary? (Q27)

• In the last 6 months, how much of a problem, if any, were delays in health care
while you waited for approval from your health plan? (Q28)

• In the last 6 months, when you called during regular office hours, how often did
you get the help or advice you needed? (Q20)

• In the last 6 months, when you needed regular or routine health care, how
often did you get an appointment as soon as you wanted? (Q22)

• In the last 6 months, when you needed care right away for an illness or injury,
how often did you get care as soon as you wanted? (Q24)

• In the last 6 months, how often did you wait in the doctor’s office or clinic more
than 15 minutes past your appointment time to see the person you went to
see? (Q29)

• In the last 6 months, how often did office staff at a doctor’s office or clinic treat
you with courtesy and respect? (Q30)

• In the last 6 months, how often were office staff at a doctor’s office or clinic as
helpful as you though they should be? (Q31)

• In the last 6 months, how often did doctors or other health providers listen
carefully to you? (Q32)

• In the last 6 months, how often did doctors or other health providers explain
things in a way you could understand? (Q32)

• In the last 6 months, how often did doctors or other health providers show
respect for what you had to say? (Q34)

• In the last 6 months, how often did doctors or other health providers spend
enough time with you? (Q35)

• In the last 6 months, how much of a problem, if any, was it to get the special
medical equipment you needed through your Medicare health plan? (Q38)

• In the last 6 months, how much of a problem, if any, was it to get the special
therapy you needed through your Medicare health plan? (Q40)

• In the last 6 months, how much of a problem, if any, was it to get the care or
assistance you needed through your Medicare health plan? (Q42)

• In the last 6 months, how often did office staff at a doctor’s office or clinic treat
you with courtesy and respect? (Q30)

• In the last 6 months, how often were office staff at a doctor’s office or clinic as
helpful as you though they should be? (Q31)

• In the last 6 months, how much of a problem, if any, was it to get your
prescription medicine from your Medicare health plan? (Q44)

• In the last 6 months, how often did you get the prescription medicine you need
through your health plan? (Q45)

• Was your complaint settled to your satisfaction? (Q53)

• In the last 6 months, did your Medicare plan provide all the help, equipment
and services you thought you needed to help you have a good quality of life?
(Q71)

NOTE: CAHPS® is Consumer Assessment of Health Plans Study.

SOURCE: CAHPS® Adult Core Questionnaire, October 1998.



of the Census (1990) data on the percent-
ages of residents of each respondent’s ZIP
Code area who: have at least a college
degree, receive public assistance, identify
themselves as black persons, Hispanic, or
of Asian descent, and live in urban areas.2

We developed measures of plan charac-
teristics from the InterStudy Competitive
Edge 8.2, Database (InterStudy, 1998). That
database contains annually updated infor-
mation on HMOs operating in the United
States. We defined four categories for local
and national not-for-profit and for-profit
health plans (Landon et al., 2001). We incor-
porated information about the primary type
of physician network in the plan
(group/staff, IPA, or network) and the
number of years the plan has been operat-
ing. Variables were also linked indicating
whether the plan was federally qualified,
the plan’s National Committee Quality
Assurance accreditation status, region,
total enrollment, and the percent of plan
enrollment comprised of Medicare benefi-
ciaries.3 The census data from the 1990,
InterStudy, and the competitor index were
aggregated by reporting unit with the
CAHPS® and voluntary disenrollment data.

Analysis

We used bivariate and multivariate meth-
ods to examine the relationship of volun-
tary disenrollment to several measures of
Medicare beneficiaries’ rating of their expe-
riences. All analyses used reporting unit
level variables. We calculated Pearson prod-
uct moment correlation coefficients to
examine the associations between disen-
rollment rates and other variables. Next, we

used multiple regression to examine the
independent effects on voluntary disenroll-
ment of the CAHPS® variables, plan char-
acteristics, and the market characteristics. 

Results

Health Plan Characteristics

The 222 health plans included in the
analysis were distributed throughout the
country (Table 2). There were at least 10
health plans from each of the eight regions
that we analyzed. Of the health plans, 79
percent were either IPA or network model
plans, and over one-half had enrollment
between 75,000-400,000. Almost 50 percent
were national for-profit and 23 percent
were local not-for-profit. About one-half
were fully accredited by the National
Committee for Quality Assurance. 

There were statistically significant
bivariate associations between five of the
plan variables and the voluntary disenroll-
ment rate for 1998 (Table 3). These were
the profit status and ownership variables,
the competitor index, and the average per-
cent of persons in respondent’s ZIP Code
who are black persons. 

Voluntary Disenrollment Rates and
CAHPS® Scores 

The mean 1998 voluntary disenrollment
rate was 11.58 percent, with a range of 1 to
46 percent, and the median 1998 voluntary
disenrollment rate was 9.53 percent (Table
4). The mean 1998 overall plan rating was
8.76 (on a scale of 0-10), indicating that
beneficiaries generally gave very positive
ratings to their plans. The median overall
plan rating was 8.77. 

The overall plan rating had the highest
correlation (r=-0.55) with voluntary disen-
rollment rates (Table 5.) Figure 1 displays
the relationship between plan ratings and
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voluntary disenrollment rates for 1998.
Among the 10 percent of plans with the low-
est overall ratings, the mean disenrollment
rate was 17.72 percent as compared with
4.44 percent for the 10 percent of plans with
the highest ratings. Thus, the mean volun-
tary disenrollment rate was four times
higher for plans in the lowest 10 percent of
overall ratings than for plans with the high-
est 10 percent of overall ratings. 

Ratings of special services, health plan
information and customer service, getting
needed care, and getting special medical

equipment, therapy, or home care were all
at least moderately related to voluntary dis-
enrollment rates. The overall personal doc-
tor rating was the only CAHPS® variable
that was not significantly related to the vol-
untary disenrollment rates. 

Multivariate Relationships

In regression models of the association
between CAHPS® measures and voluntary
disenrollment rates in 1998, the two
strongest independent predictors were the
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Table 2

Characteristics of Medicare Managed Care Health Plans: 1998

Characteristic Mean Standard Error Percent

Plan Age 18.70 0.77 —

Type of Physician Network 
Group or Staff — — 21.0
Independent Practice Association — — 60.0
Network — — 19.0

Total Enrollment
< 75,000 — — 17.8
75,001 – 400,000 — — 52.9
> 400,001 — — 29.3

Plan Type 
National For-Profit — — 48.6
National Not-For-Profit — — 8.7
Local For-Profit — — 19.7
Local Not-for-Profit — — 23.1
Competitor Index 3.71 0.18 —

National Committee for Quality Assurance Accreditation Status 
Full Accreditation — — 49.3
1-Year Accreditation — — 20.4
Not Accredited — — 30.3

Region
Northeast — — 5.0
North Mid-Atlantic — — 9.5
Mid-Atlantic — — 9.0
South Atlantic — — 17.1
Upper Midwest — — 21.6
Southwest — — 12.6
Pacific — — 18.5
Northwest — — 6.8

Persons in Respondent's ZIP Code Area 
Black — — 10.8
Asian — — 2.8
4-Year College Degree or Higher — — 26.6
Live in Poverty (Age 65 or Over) — — 6.7
Live in Poverty (All Ages) — — 8.4
Live in Urban Area — — 84.5
High-Status Occupation — — 23.3

NOTE: n=208.

SOURCES: (InterStudy®, 1998; U.S. Bureau of the Census, 1990); Centers for Medicare & Medicaid Services: Data from the Group Health Plan
Provider File, 1998.



overall plan rating and the composite rating
of special services (Table 6). These vari-
ables in linear combination explained 36
percent of the variation in health plan vol-

untary disenrollment rates. We also tested
whether the other CAHPS® variables in
Table 5 that were at least moderately relat-
ed to voluntary disenrollment rates added
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Table 3

Correlation of Plan Characteristics with Voluntary Disenrollment Rate: 1998

Plan Characteristic Pearson Correlation with Voluntary Disenrollment Rate

Plan Age (Years) -0.12
Total Enrollment -0.13
Group or Staff Plan Type -0.13
Independent Practice Association Plan Type 0.07
Network Plan Type -0.02
National for-Profit ***+.37
National Not-for-Profit *-.14
Local For-Profit -0.12
Local Not-For-profit *-.15
Competitor Index ***+.23
Full NCQA Accreditation 0.04
One-Year NCQA Accreditation 0.02
Not NCQA Accredited -0.07

Average Percent of Persons in Respondent’s ZIP Code Who 
Are Black ***+.22
Are Asian 0.01
Have a 4-Year College Degree or More Education -0.05
Are Age 65 Years or Over and Live in Poverty 0.13
Live in Poverty 0.07
Live in an Urban Area **+.18
Have a High Status Occupation -0.02

*    p<0.05

**   p<0.01

*** p<0.001

NOTE: NCQA is National Committee for Quality Assurance.

SOURCES: (InterStudy® 1998); Centers for Medicare & Medicaid Services: Data from the Health Plan Voluntary Disenrollment Data File; and the
Group Health Plan Provider file, 1998; (U.S. Bureau of the Census, 1990).

Table 4

Voluntary Disenrollment and CAHPS® Descriptive Data: 1998 

Variable  Mean (Standard Deviation)

Voluntary Disenrollment Rate 11.58
(7.65)

Plan Rating 8.76
(0.28)

Care Rating 8.92
(0.25)

Personal Doctor Rating 8.82
(0.25)

Specialist Rating 8.81
(0.26)

Composites 
Getting Needed Care 2.81

(0.06)
Plan Information and Customer Service 2.69

(0.10)
Communication with Providers 3.64

(0.07)
Getting Care Quickly 3.47

(0.11)
Office Staff 3.78

(0.06)

NOTES: CAHPS® is Consumer Assessment of Health Plans Study. n=208.

SOURCE: Centers for Medicare & Medicaid Services: Data from the Health Plan Voluntary Disenrollment Data File and the CAHPS® Survey Data
File, 1998.



significantly to the prediction of voluntary
disenrollment rates. However, due to the
relatively high inter-relationships among
these variables, they did not improve pre-

diction once the overall plan rating and the
composite rating of special services were
entered into the regression model. 
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Table 5

Correlations of CAHPS® Variables and Plan Characteristics with Voluntary Disenrollment Rates: 1998

Characteristic Pearson Correlation Coeficient

Overall Plan Rating ***-0.55
Overall Care Rating ***-0.25
Overall Personal Doctor Rating -0.12
Overall Specialist Rating **-0.18
Health Plan Information and Customer Service ***-0.47
Getting Needed Care ***-0.40
Communication with Providers ***-0.24
Getting Care Quickly ***-0.27
Office Staff ***-0.25
Personal Doctor Knows All Important Health Facts and How

Health Problems Affect Daily Life **-0.19
Any Problem Getting Prescription Medication from Health Plan ***-0.25
Was Complaint with Health Plan Settled to Member’s Satisfaction ***-0.29
Getting Special Medical Equipment, Therapy or Home Care ***-0.47
Plan Provided All Needed Equipment and Services ***-0.37

**  p-value<0.01.

*** p-value<.001.

NOTE: CAHPS® is Consumer Assessment of Health Plans Study.

SOURCE: Centers for Medicare & Medicaid Services: Data from the Health Plan Voluntary Disenrollment Data File and the CAHPS® Survey Data
File, 1998.
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Figure 1

Relationship Between Voluntary Disenrollment Rates and Overall Plan Ratings from CAHPS®: 1998



We next examined the extent to which
ownership, percent of persons in the plan
service contract area who are black, and
competition predicted disenrollment
(Table 6). National for-profit plans had sig-
nificantly higher voluntary disenrollment
rates than local not-for-profit plans. In addi-
tion, plans in areas with more black per-
sons had higher voluntary disenrollment
rates, as did plans in areas with more man-
aged care competition. These variables
together explained about 22 percent of the
variation in plan voluntary disenrollment
rates. When we estimated a model that
contained both CAHPS® scores and plan
characteristics, the only significant predic-
tors of disenrollment were the two
CAHPS® scores selected and the percent
of black persons in the plans’ service areas. 

DISCUSSION

Medicare beneficiaries’ ratings of their
experiences with health plans were related to
voluntary disenrollment rates, with overall
plan rating being the strongest predictor 
(r=-0.55). Due to the relatively high interrela-
tionships among the CAHPS® variables,
other ratings of beneficiary experience did
not improve prediction once the overall plan
rating and the composite rating of special ser-
vices were entered into the regression model. 

The mean voluntary disenrollment rate
was four times higher for plans in the low-
est 10 percent of overall plan ratings as
measured by CAHPS® than for plans in the
highest 10 percent of overall CAHPS® rat-
ings. This is a very significant finding,
especially considering the fact that the
CAHPS® ratings were obtained by surveying
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Table 6

Regression Models Predicting Voluntary Disenrollment Rates1

Models
Variable 1 2 3 4

Overall Plan Rating ***-15.14 ***-11.61 — ***-10.82
(-0.55) (-0.43) — (-0.40)

Getting Special Medical Equipment, 
Therapy, or Home Care — ***-14.77 — **-10.64

— (-0.25) — (-0.18)
Ownership1

National For-Profit Plan — — ***5.12 1.81
— — (-0.33) (-0.12)

National Not-for-Profit Plan — — -1.74 -3.15
— — (-0.06) (-0.11)

Local For-Profit — — 0.43 0.06
— — (-0.02) (-0.003)

Average Percent of Persons in Respondent’s
ZIP Code Who Are Black — — *0.13 *0.09

— — (-0.16) (-0.12)
Competition — — ***0.65 0.13

— — (-0.23) (-0.04)
R 2 0.31 0.36 0.22 0.4

*   p-value <0.05.

**  p-value<0.01.

*** p-value<0.001.
1 Omitted category: Local Not-for-Profit.

NOTES: Standardized regression coefficients in parentheses. The standardized regression coefficients can vary from -1 to +1 and reflect the degree
of variation in the dependent variable explained by the independent variable, controlling for the other independent variables. In contract to unstan-
dardized regression coefficients, standardized regression coefficients are not affected by the magnitude of the units of the independent variables.

SOURCE: Centers for Medicare & Medicaid Services: Data from the Health Plan Voluntary Disenrollment Data File and the CAHPS® Survey Data
File, 1998.



current enrollees and did not include any
enrollees who had already exited from
their plan.

Whether a plan provides all the special
services needed by beneficiaries, including
medical equipment, therapy, and home
care, was an important predictor of volun-
tary disenrollment rates (r=-0.47). This
result confirms our hypothesis that plan
ratings capture important experiences
related to enrollment decisions. This result
also indicates that other important influ-
ences are not fully reflected in the overall
plan rating. Health plan information and
customer service, and getting needed care
were also highly related to voluntary dis-
enrollment rates. The remaining CAHPS®

variables had low to moderate relation-
ships with voluntary disenrollment rates
except for the overall personal doctor rat-
ing which was not significantly related to
voluntary disenrollment. There are several
possible explanations for why there was
not a significant relationship between per-
sonal doctor ratings and voluntary disen-
rollment. One possibility is that doctors in
some service areas are providers in all the
plans that are available to beneficiaries in
those service areas. Another possibility is
that plan enrollees do not necessarily have
to go outside their plan if they are unhappy
with their personal doctor; they can switch
doctors within their plan. 

Several plan and market characteristics
were related to voluntary disenrollment.
People might leave certain types of plans
because of their reputation. Alternatively,
these plans might have relatively high dis-
enrollment rates because beneficiaries
have less favorable experiences in these
plans (Landon et al., 2001). The fact that
plan characteristics were not significant
predictors in the multivariate models sup-
ports the later interpretation.  The mea-
sure of competition in the plan service
areas did not add significantly to our abili-

ty to predict voluntary disenrollment rates
after accounting for beneficiary experience
with their health plans. 

After controlling for plan ratings, we
found that the percent in the respondent’s
area who are black persons was signifi-
cantly related to voluntary disenrollment
rates.  The study by Riley et al. (1997) may
be helpful in interpreting this finding. They
found that Medicaid-eligible beneficiaries
(dually eligible beneficiaries) had the high-
est HMO disenrollment rates in the
Medicare Program. To the extent that black
persons are disproportionately represent-
ed in the Medicaid population, their disen-
rollment rates, therefore, would be expect-
ed to be relatively high.  It could also be
that plans in areas with large Medicaid
populations systematically differ from
plans in other areas, or that other unmea-
sured characteristics of persons in these
areas are related to disenrollment. This
finding was not anticipated when this study
was planned, and should be investigated in
future research. Such research should
determine the extent to which other vari-
ables that are related to race may have con-
tributed to this finding. Future research
also might involve a case study or survey
approach to gain additional insight into
perceptions about health plans and the
causes of disenrollment among black persons.

There have been a number of changes in
the M+C program since 1998. This
includes a substantial number of plans
deciding to drop out, a decline in Medicare
beneficiary enrollment, and changes in
plan benefit offerings. Recent research
reported by Cox, Lanyi, and Strabic (2002)
found that benefit offerings had only a
slight (but statistically significant) impact
on disenrollment in the M+C program;
plan benefits did not seem to play a key
role in plan performance ratings. While we
were not able to include a measure of ben-
efits in this study, the strong relationships
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we observed with measures of patient
experiences from CAHPS® suggest that
the relationship between CAHPS® scores
and voluntary disenrollment would persist
even if we controlled for benefits. Our
study did not attempt to answer whether or
not voluntary disenrollment reflects other
important measures of plan performance
such as clinical effectiveness of care. 

Our results do not imply that voluntary
disenrollment rates can be used in lieu of
direct measures of quality. While informa-
tive, disenrollment rates are less actionable
then either the CAHPS® or HEDIS® mea-
sures, which target particular care process-
es or experiences. We do think, however,
that our findings support voluntary disen-
rollment rates as a complement to these
other important measures of plan perfor-
mance. 

Our results have several implications for
plans, purchasers, and consumers. Health
plans are using performance measures
such as CAHPS® and HEDIS® to develop
their quality improvement efforts. Timely
data substantially increase their useful-
ness. CAHPS® and other performance data
are collected annually, but generally are
not available for analysis for at least 6
months after data collection. An advantage
of voluntary disenrollment data is that they
can be examined on a continuous basis
during the year. Since performance mea-
sures from CAHPS® are strongly related to
disenrollment rates in managed care plans,
plans can have more immediate informa-
tion to monitor and implement quality
improvement strategies if they examine
their voluntary disenrollment rates and
trends in a timely manner. 

An important objective for purchasers in
using performance measures is that they
can directly support a variety of strategies
designed to improve the quality of health
care. It is likely that support for purchasing
strategies will require integration of per-

formance measurement systems so that
various indicators can be used either indi-
vidually or in appropriate combinations.
For example, individual measures may
support focused quality improvement
efforts, but a variety of combined indica-
tors may best support performance stan-
dards (Zaslavsky et al., 2002; Lied,
Malsbary, and Ranck, 2002). All of these
approaches will be better informed if rela-
tionships between key performance mea-
sures are understood. 

Many of the key factors related to con-
sumers’ overall ratings of their health plans
have been established through research,
much of it sponsored by CMS. For exam-
ple, the delivery and consumer composites
of CAHPS® were found to be strongly pre-
dictive of ratings of overall care, doctor,
and specialist (Zaslavsky et al., 2000). In
addition, significant relationships have
been found among different measures of
performance such as effectiveness of care
and consumers’ ratings of health plans
(Schneider et al., 2001). The results of our
study offer more evidence of such relation-
ships. The strong relationship between vol-
untary disenrollment and patient ratings,
supports the development of patient infor-
mation strategies to assist consumer choic-
es among health plans. Voting with your
feet is an easily understood marker of qual-
ity for most individuals. Voluntary disen-
rollment rates are, therefore, likely to
remain an important performance mea-
sure.  Given the results of our study, volun-
tary disenrollment can be used for benefi-
ciary information with the confidence that
it both complements and reflects other
important measures of quality. 
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