
The Balanced Budget Act (BBA) of 1997
required CMS to report publicly Medicare
managed care (MMC) plan voluntary dis-
enrollment rates.  To ensure disenrollment
rates would be meaningful to beneficiaries
in health plan choice, CMS funded the
development of surveys and reporting for-
mats to identify and present the reasons
that beneficiaries voluntarily leave plans.
Public reporting of reasons on the Medicare
Web site began in 2002.  We discuss results
from extensive audience testing of disenroll-
ment rates and reasons materials.  Medicare
beneficiaries do not easily understand dis-
enrollment.  We also discuss challenges in
presenting useful disenrollment informa-
tion and policy implications for public
reporting.

INTRODUCTION 

The 1997 BBA required that CMS report
2 years of disenrollment rates on all MMC
plans, also known as Medicare+Choice
(M+C) organizations.  This mandate pro-
vides a unique opportunity to examine
consumer understanding, interest, and use
of disenrollment rates.  The 2000 national
voluntary disenrollment rate from M+C

plans was 11 percent  (with plans ranging
from 0 to 51 percent) (Harris-Kojetin et al.,
2002).  To ensure that such rates would be
meaningful to consumers and to increase
the likelihood of their use for health plan
choice, CMS funded a project to create sur-
vey instruments and reporting formats
that would identify and present the reasons
that beneficiaries disenrolled from M+C
plans.  National public reporting of M+C
disenrollment rates began in 2000 and
reporting of reasons for disenrollment
began in 2002. 

This article discusses the results of test-
ing information intended for Medicare ben-
eficiaries about voluntary disenrollment
from M+C plans.  We describe the results
of five rounds of materials development
and testing consisting of one round of six
exploratory focus groups followed by four
rounds of intensive one-on-one interviews
for a total of 89 interviews.  In all, our test-
ing included 137 Medicare beneficiaries in
six metropolitan areas (Baltimore, Boston,
Houston, Los Angeles, Phoenix, and Tampa)
between December 1998 and November
2000 (Jaël et al., 2000; Hargraves, Smith,
and Stern, 1999; Harris-Kojetin et al.,
1999a, b; Harris-Kojetin, Jaël, and Hampton,
1999).  We describe Medicare beneficia-
ries’ reactions to printed materials about
M+C plan disenrollment rates, reasons,
and background information, focusing on
beneficiaries’ level of trust, comprehen-
sion, and likelihood of using such informa-
tion to compare plans.  We discuss chal-
lenges in presenting useful disenrollment
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information and policy implications for
public reporting of comparative plan per-
formance information to support informed
consumer choice.

BACKGROUND

In recent years, a substantial effort has
been made to provide comparative quality
information on health care plans to the
public so that they can make more
informed choices, and thereby actively
contribute to a more market-driven system
(Ernst & Young, 1998; Varner and Christy,
1986).  To this end, many public and pri-
vate purchasers such as Medicare, State
Medicaid agencies, and General Motors
have published quality information which
includes consumer ratings of plan perfor-
mance (e.g., Consumer Assessment of
Health Plans Study® [CAHPS®]) and plan-
reported clinical measures (e.g., Health
Plan Employer Data and Information Set®

[HEDIS®]).  These efforts have tried to
highlight the relevance and importance of
these performance measures for con-
sumers’ health plan choices, but have met
with mixed results. 

For example, one recent study found
that more than one-half of Medicare bene-
ficiaries had difficulty understanding and
using comparative health plan information
(Hibbard et al., 2001).  Barriers to effective
use of such performance reports include
consumers’ limited understanding of their
health plan choices (Hibbard et al., 1998)
and difficulties in disseminating such infor-
mation at the time it is most likely to be
used by consumers (Harris-Kojetin et al.,
2001a). 

Debate exists both over the relative role
that market factors and member dissatisfac-
tion play in explaining voluntary disenroll-
ment rates (Riley, Ingber, and Tudor, 1997;
Schlesinger, Druss, and Thomas, 1999) and
the suitability of disenrollment rates as a

valid indicator of plan quality (Dallek and
Swirsky, 1997; Newhouse, 2000; Rector,
2000; Schlesinger, Druss, and Thomas,
1999; U.S. General Accounting Office,
1998).  The U.S. General Accounting Office
(GAO) issued a report in October 1996 urg-
ing public disclosure of disenrollment rates
to help Medicare beneficiaries to choose
among competing plans (U.S. General
Accounting Office, 1996).  In later testimony
to the U.S. Senate, the GAO reiterated the
value of disenrollment information as an
indicator of health plan quality (U.S.
General Accounting Office, 1997).  

Consumer advocacy groups such as
Families USA Foundation have also argued
that disenrollment rates are a critical com-
ponent of information that Medicare bene-
ficiaries need to make informed choices
about managed care plans (Dallek and
Swirsky, 1997).  Some consumer guides
(e.g., www.clevelandclinic.org/quality/08-24
and www.nysenior.org/Issues/issues-
frame.htm) recommend that patients look
at a plan’s disenrollment rate when making
a health plan choice.  However, there has
been little published research on how con-
sumers understand and use disenrollment
information.  

METHODS

Overview

The goal was to develop materials that
explain both voluntary disenrollment rates
from M+C plans and the reasons for leaving
plans to Medicare beneficiaries in a useful
and understandable way.  To meet this goal,
the research design employed one round of
six exploratory focus groups followed by
four rounds of interviews.  The process
included background research followed by
iterative rounds of  materials development,
revision, and testing with three groups of
Medicare beneficiaries—those who recently
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voluntarily left an M+C plan and those con-
tinuously enrolled in fee-for-service (FFS)
or in M+C plans.  Three research organiza-
tions—RTI International, RAND, and The
Picker Institute, through a subcontract to
Harvard Medical School—conducted the
audience testing between December 1998
and November 2000.  Through our testing,
we examined these four key research ques-
tions: 
• What are Medicare beneficiaries’ under-

standing, perceptions, and interpreta-
tions of voluntary plan disenrollment?

• What are beneficiaries’ level of trust,
interest in, and likelihood to use volun-
tary plan disenrollment rates and rea-
sons?

• What are effective ways to explain and
display voluntary plan disenrollment
information to beneficiaries? 

• What are beneficiaries’ level of under-
standing of statistical concepts, such as
average and percentage?

First, we conducted six exploratory focus
groups to: (1) elicit knowledge and atti-
tudes regarding voluntary disenrollment
from M+C plans, (2) assess attitudes and
trust toward Medicare as a provider of
information to beneficiaries, and (3) identi-
fy preferred data displays.  

Based on these exploratory focus group
findings and lessons drawn from reporting
CAHPS® assessment and ratings data to
the public (Harris-Kojetin et al., 2001a, b;
McGee et al., 1999), we drafted report tem-
plates (Figure 1).  Then we conducted the
first round of 36 indepth interviews to test
comprehension and interpretation of these
draft templates and to identify ways to
make the materials easier to understand
and use.  After this first round of interviews,
the report templates were revised and we
conducted three more rounds of interviews
(ranging from 12 to 24 interviews per
round) and revisions to the materials.  In
each round we sought to refine further the

materials to enhance user understanding,
usability, trust, and interest in using the
materials in plan choice, as well as respond
to CMS’s evolving reporting strategy.  

Materials Tested

The terms “disenrollment materials” and
“disenrollment information” refer to the
templates that were developed and tested
to display two types of information:
(1)rates of M+C plan voluntary disenroll-
ment and (2) the survey-based self-report-
ed reasons disenrollees gave for leaving
M+C plans. Reasons were grouped into
smaller numbers of categories for purpos-
es of reporting.  These reasons groupings
were developed based on input from the
project team; later psychometric analysis
of the survey field test data generally sup-
ported these groupings (Harris-Kojetin et
al., 2002).  

The reasons groupings were tested at
two levels of aggregation.  The less aggre-
gated display contained six categories of
problems or reasons for leaving:  (1) plan
information, (2) getting care, (3) seeing
the doctor you wanted, (4) communicating
with doctors, (5) costs, and (6) getting or
paying for prescription medicines.  The
more aggregated display contained only
two categories—problems with care or ser-
vice and concerns about costs (Figure 2).
The problems with care or service catego-
ry contained the first four reasons group-
ings listed above. The concerns about
costs category contained the last two rea-
sons groupings listed above.  The disen-
rollment rates and reasons were presented
as percentages in the templates (Figures 1
and 2).  In this article, we focus on the
more aggregated two-category display of
reasons groupings shown in Figure 2
because that is the approach that users are
more likely to see when visiting the
Medicare Health Plan Compare Web site.
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During the 2 years we designed and test-
ed the disenrollment materials, CMS was
also determining how the disenrollment
information would be disseminated (e.g., in
the Medicare & You handbook, on the
Medicare Web site [www.Medicare.gov],
etc.).  When we first started, we used the
working assumption that the disenrollment
materials would be displayed in print using
several pages.  As a result, in our first three
testing rounds, we examined different ways
to present disenrollment rates using bar
graphs (Figure 1) and to present reasons
using table displays and explanatory text.  

We then learned that the disenrollment
information would be included as one of
three main areas in which to compare

plans on CMS’s Medicare Health Plan
Compare Web site.  (The other two areas
are costs and benefits and quality mea-
sures.)  We needed to provide the main dis-
enrollment rates and reasons information
on one screen.  Therefore, in the last two
rounds of testing, we examined optimal
ways to present the disenrollment rates
and reasons information on one page.  

We started with a tabular display because
previous testing showed it  worked well
with our target audience (Harris-Kojetin,
Miller, and Nemo, 2000).  Based on the
previous two testing rounds, the tabular
display was refined to present disenroll-
ment rates aggregated into two main cate-
gories of reasons (Figure 2).  On the Medicare
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People who chose to leave their
Medicare health plan and people
who stayed

Pages 3 and 4
describe reasons people
choose to leave their
Medicare health plan.

This bar shows the average for
all Medicare health plans in
your state

Plans whose dark blue sections
do not touch the red line had fewer
members leave the plan

In each bar, the number in the
dark blue section shows how
many Medicare health plan
members out of every 100 left
their plan. Each number is a
percentage.

Medicare health plans

LEAVERS STAYERS

Foundation Health Services

Healthy Horizons

Mednet Health

Maintenance Organization

Mercy Medical Services

Prime Health

Qualicare Medical Care

Organization

Secure Health Services

21% 79%

10% 90%

12% 88%

8% 92%

9% 91%

17% 83%

22% 78%

0% 50% 100%

17% 83%

EXPLANATION: This is an excerpt from a multi-page draft print template displaying simulated Medicare+Choice plan vol-
untary disenrollment rates information that was tested with Medicare beneficiaries in the first interview round in May
1999. The health plan names listed are hypothetical. The template was shown in color during testing. The dotted vertical
line showing the State average was shown in red and the bar graphs were in two shades of blue (darker blue for leavers
and lighter blue for stayers). For additional information on this template, contact the authors.

SOURCES: RTI International, The Picker Institute, and RAND Corporation.

Figure 1

Early Template of Voluntary Disenrollment Rates, Showing Percentage Leaving and 
Percentage Staying

SOURCE: U.S. Health Care Financing Administration.



Health Plan Compare Web site, users may
link to the full description of the less aggre-
gated (more detailed) reasons groupings.
The environment in which this applied

research was conducted required that we
change the disenrollment materials rather
significantly after we began our first testing
round.  However, we audience tested these
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MEDICARE HEALTH PLANS
Plan Disenrollment in 2000: Southern Florida Medicare Managed Care Plans

If you are already a member of
a Medicare managed care
plan, find your plan on the list
below and see how it
compares to other plans in
your state.

If you are thinking of joining a plan, look for plans that
have a smaller percentage of members leave for the
reasons that are important to you.

Problems with
Care or Service

Average for all Medicare
managed care plans in Southern
Florida

H0001: Plan L

P
L
A
N
D
IS
E
N
R
O
L
L
M
E
N
T

8%

9%

H0005: Plan P
Data not availableÑMedicare did not require this
information to be reported for this plan.

3%

2%

11%

11%

H0002: Plan M
Data not availableÑThis plan was
too new to be measured.

12%

H0003: Plan N 11% 7% 18%

H0004: Plan O 11% 3% 14%

Concerns
about Costs

Total
percentage of
members who
chose to leave

Reasons Why Members Chose to Leave
See the previous page for a list of the reasons

H0006: Plan Q 2% 0% 2%

SOURCE: Medicare collected this information from Medicare managed care plans and from the members who
chose to leave these plans. This chart does not include people who died, moved out of the area, were not eligi-
ble for Medicare managed care plans, or whose plan decided not to serve people with Medicare in that area.

EXPLANATION: This is an excerpt from the final print template provided to the Health Care Financing
Administration in November 2000, displaying simulated Medicare+ Choice plan voluntary disenrollment rates
and the rates broken out by the two main categories of reasons for leaving (care or service and cost). The
health plan names listed are hypothetical. The template was shown in color during testing, with the box around
the State average row in red. The source information at the bottom of the template page above explains the
source of the disenrollment data shown on the page; this wording was developed based on the results of multi-
ple testing rounds of interviews with Medicare beneficiaries. For additional information on this emplate, contact
the authors.

SOURCES: RTI International, The Picker Institute, and RAND Corporation.

Figure 2

Final Template: Voluntary Disenrollment Rates, by Two-Category Breakdown of Reasons



changes and the final template on which
the actual display is based (Figure 2)
reflects the lessons learned from multiple
testing rounds conducted in diverse geo-
graphic locations by multiple research
organizations.  

Study Sites

The exploratory focus groups and the
indepth interviews were conducted in six
locations: Phoenix, Arizona; Los Angeles,
California; Tampa, Florida; Baltimore,
Maryland; Boston, Massachusetts; and
Houston, Texas.  We selected these study
sites to represent the diversity of the
health plan market with respect to history
of managed care, Medicare voluntary dis-
enrollment rates, and local culture.  All
sites, however, needed to have relatively
high MMC penetration rates at the time of
testing, to facilitate the recruitment of vol-
untary disenrollees as testing participants.

Recruitment

For all five testing rounds, potential par-
ticipants were randomly selected from a
list of several hundred names provided by
CMS.  We then sent CMS-approved advance
letters to sampled beneficiaries under the
agency’s letterhead and signature.  Then
we screened beneficiaries who proactively
called researchers in response to the
advance letter or for whom we could obtain
a working telephone number and whom we
contacted by telephone.  

To be eligible to participate, recruitees
needed to be between the ages of 65 and
85, able to read, and speak English.  Within
each of the testing rounds, we had to
reflect three geographic locations and per-
spectives from enrollees, disenrollees, and
FFS participants.  Since we had to reflect
this geographic and enrollment status

diversity among the aged, we were con-
cerned that we would be unable to address
adequately the same characteristics among
the non-elderly disabled and oldest- old
beneficiaries, given the number of comple-
tions per round.  The non-elderly disabled
and oldest-old were excluded for logistical
reasons as well, for example lack of sign-
language resources and wheelchair acces-
sibility in the testing sites.

Overall, across all five testing rounds, 57
participants were continuously enrolled in
an M+C plan, 45 had recently disenrolled
from an M+C plan, and 35 were continu-
ously enrolled in Medicare FFS for at least
12 months at the time of testing.  Of these
three strata, we found it most challenging
to recruit FFS participants and least chal-
lenging to recruit voluntary disenrollees.
Advance letters were sent to more FFS and
managed care enrollees than to voluntary
disenrollees in order to get the needed
number of participants.  Medicare FFS par-
ticipants had limited knowledge about
health maintenance organizations (HMOs)
or managed care, most had never been
enrolled in managed care, and several
communicated in the groups and inter-
views that they had no desire to make a
change from FFS.  We included only M+C
enrollees and voluntary disenrollees in the
fourth and fifth testing rounds, because we
were focusing largely on usability of disen-
rollment information in plan choice.
Previous testing rounds showed that FFS
participants were not interested in using
disenrollment data.

Across the five testing rounds, partici-
pants were about evenly distributed on
education.  Forty-five participants (33 per-
cent) had at least a college education, 43
participants (32 percent) had some college
or technical school training, and 47 (35 per-
cent) had a high school education or less.

122 HEALTH CARE FINANCING REVIEW/Fall 2002/Volume 24, Number 1



Research Protocol

After obtaining consent at the beginning
of each respective group and interview, we
conducted the exploratory focus groups
and the interviews using a structured dis-
cussion guide.  The goals of the explorato-
ry focus groups were to measure compre-
hension and perceptions of voluntary dis-
enrollment, assess levels of trust and inter-
est in the materials about disenrollment,
and to identify effective presentation for-
mats for interview testing.  The focus
group moderator guide was designed to
address the following research questions: 
• What are the participants’ current

sources of Medicare information? 
• What do participants know about disen-

rollment, both the term and the concept? 
• In what ways do participants prefer to

see disenrollment rates and reasons pre-
sented? 

• Would participants understand the dis-
enrollment information if they received
it?

• Would participants trust the disenroll-
ment information if they received it? 

• How would participants use the informa-
tion? Who do participants think would
use the information? How? When? 
After the first round of exploratory focus

groups, we used interviews in the remain-
ing four testing rounds.  Interviews are an
effective method for investigating the
thought processes used by persons as they
gather information, explore their options,
and make decisions. In this project, we
used the interviews to address these
research questions about the disenroll-
ment materials:
• Content—Does the material contain

information relevant to Medicare health
care consumers?  Is the information suf-
ficient?  Is the information complete?
Does the material contain information
that seems unnecessary to Medicare

health care consumers?  Did Medicare
beneficiaries perceive the information as
trustworthy?

• Comprehension—Do beneficiaries under-
stand the information provided?  Do they
understand the information as intended?

• Navigation—How easily do beneficiaries
work their way through the sections of
the materials?  Do the sections fit togeth-
er in ways that make sense to beneficia-
ries?  Are beneficiaries able to find the
information they want?  Do the sections
help beneficiaries interpret the informa-
tion they find?

• Decision Processes—Do beneficiaries
understand the health plan choice task
that faces them?  Do they recognize the
tradeoffs they probably have to make?
Does the material help them understand
the choice task? 
For the first two interview rounds, par-

ticipants were asked to read a page or sec-
tion at a time and then were asked pre-
scripted, structured closed- and open-
ended questions about the page or section.
For the last two interview rounds, partici-
pants were asked to read the entire set of
materials, and then the interviewer went
back and asked prescripted questions
about each section.  During the rounds, we
encouraged participants to ask questions
that came to mind while reading a section;
the interviewer wrote down those com-
ments and questions on the protocol dur-
ing the interview.  In the last interview
round, participants were asked to read the
materials with the primary task of using
them to choose one of the simulated M+C
plans listed in the materials.  

After each interview was completed, the
interviewer rated the interest and compre-
hension of the participant.  The interview-
er then reviewed the completed protocol to
ensure its accuracy and completeness.
Each interviewer developed a short list of
main findings and recommended edits to
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the materials based on her/his own set of
interviews.  These lists were shared with
the analyst(s) within each respective orga-
nization.  Once all interviews were com-
pleted, the interviewers within each orga-
nization met as a group to debrief on main
findings.  Each organization’s analyst
wrote up the testing findings and corre-
sponding recommendations for revisions
to the materials based on the completed
protocols, interviewer lists, debriefing, and
tallies of responses to the close-ended pro-
tocol questions.

Strengths and Limitations of Methods

Focus groups are an effective way to
elicit opinions and ideas and to assess pre-
vailing attitudes.  Indepth interviews help
researchers to assess comprehension and
interpretation, memory recall, comparison,
evaluation, and selection or choice.  Both
methods can provide a rich source of data
to help explain why people respond to
materials the way they do.  

However, both of these methods also
have limitations which affect the extent to
which the results can be generalized
beyond the participants tested.  First, to be
eligible, participants needed to be able to
speak and read English and be between
the ages of 65 and 85. People with severe
vision, hearing, or comprehension prob-
lems were also removed from the list of eli-
gible participants.  

Secondly, results may be affected by
self-selection bias.  Participants willing and
able to participate in focus groups and
interviews likely overrepresent the benefi-
ciaries with a higher level of physical and
cognitive functioning.  Individuals who feel
strongly about the focus group or inter-
view topic as presented in the advance let-
ter and screening materials are more likely
to volunteer to participate.  

Third, participants are paid ($50 for this
study) to participate and expected to read
materials provided to them that they may
not find truly relevant.  For these reasons,
the results may not be representative of the
Medicare population at large and do not
necessarily reflect how beneficiaries would
use or interpret the materials in real life. 

Another potential limitation of focus
groups and indepth interviews applies to
all data collection and analysis endeav-
ors—interpretation of the findings.  As
with all researchers, we may have precon-
ceived ideas that can affect how we inter-
preted and reported the findings (and what
findings we saw). This work was conduct-
ed with teams of researchers at three dif-
ferent institutions.  After each testing
round, we wrote up our respective find-
ings, shared them, and discussed differ-
ences in findings where they occurred.  We
believe that through this collaborative,
inter-subjective process, we incorporated a
level of reliability to help minimize possible
bias in interpretation.

FINDINGS

Comprehension of Disenrollment 

A considerable amount of our testing
focused on examining beneficiaries’ com-
prehension of disenrollment information,
the logic being that if Medicare beneficia-
ries did not understand key aspects of dis-
enrollment, they would not use the infor-
mation.  Many participants had not heard
the term disenrollment before in the con-
text of Medicare, but were willing to try to
define it.  When given the term disenroll-
ment, participants had three interpreta-
tions:  (1) a plan drops it service or moves
out of the market area, (2) a plan drops or
cancels particular members without their
permission, and (3) dissatisfied people
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choose to leave the plan.  The following
quotes illustrate these three different inter-
pretations, only the latter of which was as
researchers intended.  

I signed up and three months later they
cancelled [their service].

The elderly people [who] require a lot of
service get thrown off the HMO.

Someone is dissatisfied generally if they
disenroll due to a bad experience.

The continued and increasing M+C plan
withdrawals and service area reductions in
the country contribute to the first interpre-
tation of disenrollment.  Participants' inter-
pretations of the term disenrollment tend-
ed to vary by their current enrollment sta-
tus.  Participants who had recently volun-
tarily disenrolled from an M+C plan gener-
ally understood the term as intended.
Those who were enrolled in either an M+C
plan or Medicare FFS at the time of testing
more often understood the term in the
involuntary sense.  As a result of testing,
we added the phrase “people who choose
to leave their managed care plan” to the
materials.  This resulted in increased com-
prehension of voluntary disenrollment as
intended.

While some participants did not under-
stand the concept of disenrollment com-
pletely, they did understand that it meant
leaving.  Leaving or canceling a plan were
terms most often suggested by participants
to describe disenrollment.  Participants
expressed a strong interest in knowing the
reasons why Medicare beneficiaries leave
their Medicare health plans, as evidenced
by the following quotes:

If my plan were falling behind, I would
want to know why.

Having leavers and stayers doesn’t say
anything unless you also know the reasons
for leaving.

Six main groupings of reasons described
earlier were tested in multiple rounds.
Almost all participants understood these
reasons for leaving and agreed that the
descriptions for why beneficiaries disen-
rolled reflected the main reasons they
cared about, as illustrated by the following
quotes: 

I think it hit all the questions that are
important. It’s what people always worry
about is the care, services, and cost.  

[It is] the basic reasons people leave their
health plan.  It is exactly what is happening
out there—[it’s] on target…it covers all the
reasons.

[These are] reasons I have run into
myself—why I left.

Further, participants stated that informa-
tion on the reasons for disenrollment made
the disenrollment rates information more
comprehensive and meaningful.

Comprehension of Numerical
Information

If beneficiaries do not understand the
data being reported on disenrollment rates
and reasons, they will be unlikely to use it
to compare health plans.  Our research
team believed that a fundamental aspect of
this understanding is comprehension of
numerical information.  As a result, partic-
ipants’ understanding of percentage and
State average was tested. We also exam-
ined participants’ preferences for different
ways of presenting disenrollment rates and
reasons data.  Figure 1 presents bar graphs
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in the earlier form  tested and Figure 2 pre-
sents tabular results in the final form
developed. 

Most participants understood the con-
cept of percentage. This comprehension is
illustrated by the following quotes refer-
ring to the first plan in Figure 1, showing
21 percent of  plan members chose to leave
the plan.

Out of every 100 members 21 leave and
79 stay.

21 of every 100 leaves.  That’s a poor per-
centage.  I wouldn’t be happy going into a
plan with that many people leaving. 

For those participants who did not
understand percentage before seeing the
material, various definitions we devised
and tested did not help them to understand
the concept.  In the initial design of the
report, a definition of percentage was
included beside the percentages we pre-
sented. For example, we tested this state-
ment:  “In each bar, the number in the dark
blue section shows how many Medicare
health plan members out of every 100 left
their plan.  Each number is a percentage.”

Most participants described the previ-
ous definition of percentage as being use-
ful.  However, having the definition did not
help the large minority who could not
define percentage mathematically. Yet,
without the definition participants who
could not explain what a percentage is
mathematically understood that it repre-
sented the amount of beneficiaries who dis-
enrolled or remained with the managed
care plan. Thus, although participants may
not have been able to explain the concept
(with or without a definition provided),
they understood how to use the informa-
tion as intended, as illustrated by the fol-
lowing quotes: 

If I were looking for a new plan I’d go for
the one with the highest number of stayers.

The bigger the percentage, the more prob-
lems in the plan.

The concept of average was much more
difficult for participants to comprehend
and use.  We tested different ways to define
the concept and help readers of the materi-
als understand how to use the average as
intended.  For the bar graph display of plan
disenrollment rates, originally we had a
horizontal bar at the top of the page repre-
senting the State average followed by the
plan-specific bars showing the percentage
of beneficiaries who had voluntarily disen-
rolled from their plan (Figure 1). We visu-
ally set the State average bar graph apart
from the plan bar graphs in the display and
included a definition beside the State aver-
age.  

When we asked participants what they
thought a State average meant, slightly
less than one-half were able to explain the
meaning or its relationship with the rest of
the bars.  For example, a few of the partic-
ipants thought the State average bar sim-
ply represented a general example of a bar
graph.  As a result, we tested participants’
comprehension of a mathematical defini-
tion of average placed beside the State
average bar graph:  “This bar shows the
average for the [enter number] people
enrolled in all Medicare health plans in
[enter State name] for the last 12 months.
In [enter State name], [enter number] out
of 100 people in a Medicare health plan left
their plan.”

Participants who did not already under-
stand State average generally found this
definition confusing.  In addition, even
those participants who could not define an
average nonetheless intuitively knew how
to use the State average bar graph correct-

126 HEALTH CARE FINANCING REVIEW/Fall 2002/Volume 24, Number 1



ly as a reference (without the detailed defi-
nition beside it).  As a result of these find-
ings, we simplified the accompanying text
for the State average to read: “Average for
all Medicare managed care plans in [enter
State or region]” (Figure 2).   When asked,
“What is the top row for?,”  most partici-
pants were able to describe how it is used,
as exemplified by the following quote:  

If 11 percent is average, then when you see
18 percent leaving [for a plan] you know
something is wrong.  If only 2 percent are
leaving you know they [the plan] are doing
something right.

Approximately two-thirds of the partici-
pants found the State average bar graph in
Figure 1 useful as a reference to compare
the health plans.  

To help participants compare the health
plan bar graphs with the State average bar
graph we tested a vertical line that ran
from the State average through each of the
health plan bars (Figure 1).  Our intent was
to create a visual cue that would assist par-
ticipants to understand which health plans
had a disenrollment rate above or below
the State average. However, most partici-
pants did not understand that the vertical
line represented the State average.  For
example, several participants asked, “Why
is this line here?”  The line was removed
when testing showed that it did not aid par-
ticipants in using the data and, worse,
added confusion.  

In sum, less than one-half of the partici-
pants came to the disenrollment materials
with an understanding of the concept of a
State average.  For the majority, who were
not able to describe the mathematical con-
cept, they did understand how they were
supposed to use the State average without
the need for a conceptual definition or visu-
al aid like the vertical line.  

Contrary to what was initially assumed,
we found that people can often understand
how to use a numeric concept (e.g., per-
centage, average) even when they are
unable to talk about it in a mathematical
way.  That is, beneficiaries do not have to
be able to describe what a percentage or a
State average is in the way that we as
researchers assumed they should, in order
to know how to use them appropriately
when comparing health plans.  In such
cases, giving even a basic mathematical
definition can be unproductive if beneficia-
ries already have a grasp of the concept but
cannot define it using mathematical terms. 

Reactions to Disenrollment

Trust

In each round of testing trust was exam-
ined, since beneficiaries are more apt to
use information they think is credible and
trustworthy.  Participants’ trust in the dis-
enrollment materials increased in each
round of testing.  Less than one-half of the
participants trusted the information a lot in
the first round of interviews, while two-
thirds of participants stated they trusted
the information a lot by the final round of
interviews, as illustrated by the following
quotes:

Medicare collected it so it set me at ease.
And that it is researched by an outside com-
pany—that puts me at ease as well.  

They’re not selling you anything.  It’s unbi-
ased. They’ve done research and they’ve out-
lined it.  They leave it to your own discretion.   

Two themes emerged when participants
were asked how much they trusted the
materials—(1) they wanted to know the
sponsor of the materials and (2) they want-
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ed to know the source of the disenrollment
rates and reasons information.  In the ear-
lier versions of the materials tested, we
explained that the information came from
Medicare’s own records and an indepen-
dent survey. We also included the state-
ment “Source: U.S. Health Care Financing
Administration” (i.e., HCFA, the name of
CMS at the time of testing) underneath the
bar graphs in Figure 1, to indicate that HCFA
was the source of the data.  Participants’
trust in the materials increased once they
understood that HCFA administered the
Medicare Program.   For the small propor-
tion of participants who did not fully trust
the materials, one reason that they gave was
their perception that the data or the mate-
rials came from a plan, as characterized by
the following quote:   

If it comes from an insurance company,
they are catering to your business.  They give
fake rates to pull you in and then change the
rates to the correct ones.

Participants suggested using the term
the Medicare Program rather than Health
Care Financing Administration, since it is
more readily identifiable to Medicare ben-
eficiaries.  As a result, we changed the
source statement at the bottom of the data
display in Figure 2 to refer to Medicare
rather than to the Health Care Financing
Administration.

Participants also wanted to know more
about the survey used to collect the rea-
sons information.  For example, a minority
of participants wanted to see the sample
sizes and the actual number of people in
the M+C plans.  They also wanted to know
who or what sponsored the survey, as
exemplified by the following quote:

[I] want more information on who did the
survey.  Was it done by health plans?

The initial description of the survey used
in the materials stated that Medicare over-
saw the survey, described what the survey
was about, noted that an outside research
company performed the survey, and listed
the sample exclusion criteria.  However,
this description of the survey was revised
based on test results.  The end result is
written in a very conversational style:

Please keep in mind that this chart shows
the percentage of members who chose to
leave.  This does not include members who
moved, died, or who were no longer eligible
for Medicare managed care.  It also does not
show members who had to leave because
their plans stopped serving Medicare mem-
bers in their area…Medicare collected this
information from Medicare managed care
plans and from Medicare members who
chose to leave their Medicare managed care
plan.  Medicare uses an independent
research company to collect this information
and report it back to you.

We opted not to include sample sizes or
other detailed, technical information
because that information can be misinter-
preted if someone does not understand
survey sampling and statistics.

Participants’ views of the disenrollment
materials were influenced by the propor-
tion of those who leave a plan relative to
those who continue with their plans that
was shown in the data displays (Figures 1
and 2).  The following quotes reflected a
wide variety of participants’ views on the
information, from feeling comforted by the
high percentage of people who continue
with their plan to being skeptical about the
veracity of the percentages. 

Overall message is that only 17 percent
leave and 83 percent stay—so most people
stay.  That is pretty good.
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This tells me people tend to stick with what
they have.

Does 3 percent [under Concerns about
Costs] mean 3 out of 100 have a specific
problem?  It’s not impressive.  If numbers
were bigger it would be more realistic.

The disenrollment rates we used in the
Figure 2 test materials reflected actual
average disenrollment rates among M+C
organizations at the time of testing.

Finally, some participants revealed ambiva-
lent feelings about using disenrollment rates
as an indicator of the quality of health plans,
as reflected in the following quote:  

Stayers are people who are satisfied or
who don’t have enough energy to change, too
old to change.

Recent findings on the relationship
among health status, dissatisfaction, and
voluntary disenrollment (Schlesinger,
Druss, and Thomas, 1999) corroborate
this participant’s concerns.

Use and Acceptance 

Almost all participants stated that the
disenrollment data were very useful.
Participants who were current M+C plan
enrollees said that they would use the data
if they had to find a new plan.  Other par-
ticipants said they would refer to the infor-
mation at some later time.  Both senti-
ments are reflected in the following quotes:  

If I were looking for a new plan I’d go for
the one with the highest number of stayers.

I’d read them and file them.

However, participants generally said that
they would not use the data now because
they were happy with what they had.

Many said that the information would real-
ly be most suitable for those new to
Medicare and interested in considering an
M+C plan.  Not surprisingly, participants
who were enrolled in an FFS plan had the
least interest in the information while
those enrolled in or recently disenrolled
from an M+C plan exhibited the most inter-
est.  Those enrolled in FFS said they were
not interested in the disenrollment infor-
mation because they had no interest in
enrolling in an M+C plan. 

During the last round of testing, partici-
pants’ interest in and use of disenrollment
data, a HEDIS® measure (mammography
rate), and a CAHPS® rating (0-10 plan rat-
ing) were examined. Participants respond-
ed that all three types of plan performance
information were either somewhat or very
useful in helping them choose a hypotheti-
cal M+C plan.  

SUMMARY

Most participants were not familiar with
the term disenrollment in the context of
plans.  Many of them did not intuitively
understand the concept of  disenrollment
as voluntary on the part of the beneficiary.
Once participants were introduced to the
intended meaning, they were generally
interested in and understood the reasons
why beneficiaries would choose to leave an
M+C plan.  They understood that plans
with the least voluntary disenrollees were
performing the best.   

Participants were also able to use the
State average to help them compare the
plan-level data, even though many were
unable to define the meaning of average.
Once participants understood that
Medicare was the source of the disenroll-
ment information, they trusted the infor-
mation.  Finally, participants generally
agreed that disenrollment information is
most useful for those about to select a
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Medicare health plan, i.e., new beneficia-
ries and beneficiaries interested in select-
ing a different M+C plan.

DISCUSSION AND IMPLICATIONS

These results provide support for the
long-range strategy and general direction
CMS has taken with respect to beneficiary
education and use of comparative informa-
tion.  First, they highlight the need for
effective use of a variety of information
intermediaries to provide guidance and
assistance to beneficiaries in using com-
plex quality performance information.
CMS-sponsored research shows that many
beneficiaries need help with this informa-
tion (e.g., McCormack et al., 2001) and
often turn to trusted sources to provide
that support. These trusted sources
include friends and family members,  coun-
selors at the State Health Insurance
Assistance Programs (SHIPs), and part-
ners such as AARP, industry, professional
societies, and labor unions, among others. 

CMS has actively engaged such part-
ners—from the SHIPs active in all States
and territories and the REACH Program in
the regional offices, to its Partnership and
Promotion Group.  With respect to the
partners, for example, CMS holds regular
monthly meetings to determine ways in
which they can best disseminate Medicare
information and provide active support to
beneficiaries in their understanding and
use of that information.  To further the dis-
semination of quality information, CMS,
along with other government agencies, has
sponsored several conferences on the
reporting of quality information to the pub-
lic, as well as a Web site (www.talkingqual-
ity.gov) that provides guidance about how
to create user-friendly reports.

Second, the use of comparative quality
information in plan decisionmaking is still
a relatively novel experience for most con-

sumers.  Many consumers (particularly
current elderly beneficiaries) are not
accustomed to receiving or using such
information.  CMS and other purchasers
need to continue to pursue strategic pro-
motional initiatives to educate the
American public about the importance and
use of quality information in plan choice.  If
such initiatives are successful, adults may
age into Medicare knowing more about,
and being more interested in using, plan
quality performance information than new
beneficiaries are now.  Younger friends and
family members (children, grandchildren)
of Medicare beneficiaries are currently
more likely to use Web-based resources
than older beneficiaries.  If CMS includes
these informal intermediaries as target
audience members for a campaign to
increase awareness of Medicare Health
Plan Compare, they may be more likely to
use the Web site and performance infor-
mation when helping their Medicare bene-
ficiary family member or friend in choos-
ing a health plan.

One particularly promising way to edu-
cate the public is to identify and effectively
respond to openings or times, places, and
situations when the audience will be most
attentive to, and able to act on, the message
(Siegel and Doner, 1998). This approach
suggests that for certain kinds of informa-
tion, such as comparative plan quality data,
more targeted dissemination strategies
may be more effective than broad-based
dissemination strategies currently mandat-
ed by Congress.

For example, our research showed that
the disenrollment materials are perceived
by beneficiaries as being most relevant and
likely to be used by beneficiaries already
intending to enroll in an M+C plan.  This
suggests that the disenrollment informa-
tion should be targeted to new beneficia-
ries and beneficiaries who request infor-
mation because they are considering
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changing plans (e.g., because their plan
left their area).   The Medicare toll-free ser-
vice is a primary way in which this infor-
mation could be targeted to beneficiaries
who need information to help make a plan
change; other, local venues (such as
through the SHIPs and State-level AARP
offices) should also be used to implement
a more targeted dissemination strategy.

Third, the results provide strong sup-
port for the approach that CMS has taken
with respect to public reporting of disen-
rollment information.  While many policy
analysts have presumed that disenrollment
rates, on their own, were both an accurate
proxy for health plan quality and easy for
consumers to use, CMS lacked the empiri-
cal evidence to support these presump-
tions.  Our research suggests that the pic-
ture is more complex.  It appears that for
beneficiaries disenrollment rates are a nec-
essary, but not sufficient basis on which to
evaluate health plans.  

Indeed, CMS designed and implement-
ed the Medicare CAHPS® disenrollment
reasons survey specifically to ascertain the
reasons beneficiaries disenroll from their
plans.  One year’s worth of data is now
available from that survey and is being
reported publicly in concert with the rates
to help consumers better understand why
Medicare beneficiaries leave their plans.
More research is needed to examine
whether other populations not included in
our research, such as non-elderly disabled
beneficiaries and family members of bene-
ficiaries who help them make health care
decisions, find the disenrollment informa-
tion understandable and useful.
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