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Getting the Best Out of Managed Care #2 
Understanding Quality Measures 

 
What can I learn from 
this fact sheet? 
 
In order to figure out 

whether one health plan is 
better than another one, you 
need to have a way to 
measure each plan.  In this 
fact sheet, you will learn what 
measurements are used to 
look at how well a health plan 

works.   
 
Why is it important to understand quality 
measures? 
 
If you understand the quality measures, the 
information can be more helpful to you.   
 
For example, suppose you ask a friend to judge two 
soda drinks, A and B, which are in two different 
glasses.  Your friend tries each drink and then tells 
you that soda B is better.  What made your friend 
decide that B was better?  Did it have more 
bubbles?  Was it sweeter?  Did your friend like B’s 
color better?  You would probably want to ask your 
friend why he thought that B was better.  You 
would be asking your friend what measures he was 
using to decide that B was “better.”   
 
Let’s suppose that your friend decided that B was 
better only because it was sweeter than A.  If you do 
not like sweet drinks, then just knowing that B was 
“better” wasn’t very helpful information to you.  If 
you know what measures someone is using, then 
you can decide whether the results based on those 
measures are useful to you. 
 
Knowing what measures are important to you 
applies in managed care quality information too.  If 
you know what questions were asked and what 

information was looked at, you could better decide 
what information works better for you. 
 
Each person wants different quality information.  
Do you want to know whether the doctors’ offices 
are accessible by wheelchairs?  Is it important to 
know whether the doctors speak other languages?  
Would you want to know how long patients have to 
wait for appointments?  Each person will answer 
these questions differently. 
 
 
 
 
 
 
 
Keep in mind:  No measure of a health plan is 
perfect.  Each measure has its problems. 
 
You should look at several different performance 
measures that are important to you.  A plan may 
perform well on some things and badly on other 
things.  It’s up to you to decide which measures are 
most important to you. 
 
What should I know about standards of 
care? 
 
For almost every medical condition, there is a 
generally accepted standard of care  for people 
who have that condition.  The standard of care is the 
yardstick that you can use to compare the care that 
your health plan offers with a level of care that is 
generally recommended or accepted.  The standard 
of care may be developed by a group of specialists 
or by advocates for people with special needs. 
 
A standard of care may recommend how often a 
person sees her doctor, what types of tests should be 
done, and what kind of training the health care 
provider should have to give this type of care. 

Tip:  Why not make a list of the things about a 
health plan or about doctors that are important to 
you?  As you read the information about quality, 
you can see better what types of measures you 
will want to look for. 
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What are performance measures? 
 
Performance measures show how well or how 
badly a health plan is providing quality services and 
meeting its goals.  Performance measures are used 
for accreditation and for putting together report 
cards for the plans.  Health plans use performance 
measures on themselves to see how well they are 
doing.  Agencies that regulate or purchase services 
from health plans use performance measures to 
decide whether health plans are doing a good job. 
 
What are the three main types of 
performance measures? 
 
The three main types of performance measures are: 

?? Delivery system capacity;  
?? Process measures; and  
?? Outcome measures.   

 
We’ll explain each of them next. 
 
What is “delivery system capacity?” 
 
This performance measure looks at how well a 
health plan is able to handle all the people it is 
supposed to serve.  This measure looks at things 
like: 

?? How many patients per doctor? 
?? What kinds of doctors and specialists are in 

the plan’s network? 
?? How well are the health care providers 

distributed around town? 
?? Do the doctors and the health care facilities 

offer services in other languages? 

?? Do the health care providers have proper 
training in what I need, including training in 
understanding other cultures? 

?? What is the most time and longest distance 
that the plan expects patients to travel for 
care? 

?? How long does a patient have to wait for an 
appointment? 

?? How often do the doctors in the plan join or 
leave the plan? 

?? Will my child have access to a pediatric 
special care center? 

 
Why is delivery system capacity important? 
 
Knowing about delivery system capacity can help 
answer some of the questions you may have about a 
plan.  You could use this information to compare it 
to the same information from another plan. 
 
Suppose you knew that Plan A 
has a hospital 
and doctors’ 
offices only 
three miles 
from your home.  
Plan B has a hospital 
and doctors’ offices 25 
miles from your home.  
Which plan is more 
convenient for your family? 
 
If your child has a chronic health problem or 
condition and needs a doctor who has experience in 
a special area of medicine, you would look at 
delivery system capacity to see if a plan has the 
health specialists that your child will need.  If your 
child has special needs, she will need a pediatrician 
with the proper training. 
 
Compare the delivery system capacity to the 
standard of care for your child’s condition.  If the 
standard of care requires that your child have access 
to a specialty care center, does the health plan 
include this option? 
 

Be the Smart Consumer:  Do you know the 
standard of care for your child’s special needs?  
If not, you may wish to contact the Title V 
agency near you or an advocacy agency for 
people with your special need.  At the end of 
this fact sheet, there is information on 
contacting those agencies. 
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What are “process measures?” 
 
Process measures look at what was done to care 
for the patient.  These measures will look at how 
many visits patients have and the number of tests 
ordered for patients.  Process measures include 
utilization data (how many times or how much the 
patients use the plan’s services) and encounter 
data (how much service is provided to each 
individual member of the plan). 
 
As an example, suppose you had diabetes.  It is very 
important for people with diabetes to see their 
health care providers regularly and to have their 
kidneys, feet, and eyes examined each year.  The 
health care provider should show them how to 
check their skin for problems.  The performance 
measures for Plan A show that people with diabetes 
only see their doctors and have their eyes and 
kidneys tested once every two years.  Patients in 
Plan B see their doctors and get these tests each 
year, and the health care providers are expected to 
show patients how to care for themselves at home.  
Which plan is going to give you better care for your 
diabetes?   
 
What are “outcome measures?” 
 
Outcome measures look at the 
results of the plan’s health care 
services.  Do the patients’ 
lives get better?  How often 
do people have to go back 
into the hospital for the 
same problem?  Are 
people with chronic 
illnesses able to live 
independently or are 
they most often in an 
institution? 
 
Outcomes measures look at whether the health care 
improves a person’s life.  For people with chronic 
illnesses, good outcome measures mean having a 
satisfactory or good quality of life. 
 

How do performance measures work 
together? 
 
Let’s take the problem of childhood asthma.  
Asthma can be a difficult illness for children, and if 
it is not properly treated, can even lead to a child’s 
death.  We can take the three different kinds of 
performance measures to figure out how well a 
health plan deals with childhood asthma. 
 
Does the health plan have enough pediatricians?  If 
a health plan does not have enough doctors who 
specialize in children’s health, then the plan does 
not have delivery system capacity. 
 
How often do children with asthma see their 
doctors?  If the children are not seeing their doctors 
regularly, then the plan may not be providing 
enough care to keep good track of the asthma.  If 
the children are seeing their doctors too often, this 
would indicate that the health plan is not providing 
health education so that families can keep the 
asthma in control.  Process measures that show too 
high or too low use of services could be problems.  
If you look at the standard of care for children with 
asthma, it will tell you how many visits to the 
doctor would be considered “normal.”  Of course, 
each person is different.  But the health plan should 
compare well to the standard of care for asthma. 
 
How well do the children with asthma live?  If the 
children must constantly seek emergency care for 
their asthma, then the health plan would have poor 
outcome measures. 
 
What are the problems with performance 
measures? 
 
There are several things that you will want to keep 
in mind when you are looking at performance 
measures. 
 
Most process and outcome measures only look at 
what happens to patients who have been in the plan 
at least one year.  People who leave the plan in less 
than a year do not get included.  Also, people who 
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are only enrolled for a short time, like many people 
on Medicaid, are not included. 
 
Because the information is so complicated, it 
sometimes takes two or three years to put the 
information together.  Look at the year that the 
information was collected.  A plan can make big 
improvements or get a lot worse in two or three 
years time. 
 
The information may not be complete.  If a person 
receives health care outside of the plan, this health 
care will not be included in the plan’s measures.  If 
someone needs to get care from a specialist that is 
not in the plan’s network, this care will not show up 
in the measures. 
 
Performance measures may only be collected for 
certain areas of service.  A health plan may 
concentrate on making those areas look good.  If a 
health plan knows that someone is only going to 
measure how well it serves people with diabetes, 
then the plan may work harder with those patients 
with diabetes.  Those performance measures will 
not tell you how well the plan serves people with 
heart problems or mental health needs. 
 
Who puts the performance measures 
together? 
 
There are a couple of organizations that put this 
information together. 
 

As mentioned in Fact 
Sheet #1, NCQA uses 
HEDIS to measure 
performance.  Many 
health plans, state 

agencies, and 
employer groups 
use HEDIS 

standards to 
compare health plans.   

 
The Foundation for Accountability (FACCT) has 
its own way of organizing the performance 

measures, called the Consumer Information 
Framework.  FACCT has come up with measures 
that particularly look at adult asthma, breast cancer, 
diabetes, lower back pain, health risks, satisfaction 
with health care, health status, and major depressive 
disorders. 
 
The Agency for 
Healthcare 
Research and 
Quality (AHRQ) 
also has developed the Consumer Assessment of 
Health Plans (CAHPS) survey.  This survey is 
given to members of health plans to get their 
opinions about their health care providers and the 
care that they receive.  Fact sheet #5 tells more 
about consumer surveys like CAHPS 
 
Where can I get the results of these 
measures? 
 
The HEDIS measures are put together in NCQA’s 
Quality Compass and the Health Plan Report Card.  
The Pacific Business Group on Health uses HEDIS 
for its HealthScope.  Some state health departments 
and Medicaid agencies use HEDIS measures and 
may have report cards using the measures.  CMS 
requires HEDIS measures for all Medicare managed 
care health plans.  See the end of this Fact Sheet to 
find out how you can get this information. 
 
A number of health plans are using FACCT’s 
measures to look at their own services.  You should 
contact the health plan directly for their 
performance measures results.  FACCT is also 
working with AARP, an association for retired 
people, to create a workshop to teach AARP 
volunteers to help people understand their choices, 
including Medicare managed health care plan 
choices. 
 
What is enrollment and disenrollment 
information? 
 
Enrollment information counts how many people 
are in a health plan and how many new people join 
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the health plan.  Enrollment information will 
include people who join the plan by default or 
automatic enrollment.  (See Fact Sheet #1) 
 
Disenrollment information looks at how many 
people leave a plan.  Sometimes the information 
tells you why the people left the plan.  
Disenrollment can be voluntary, maybe because a 
person did not like the health plan.  Disenrollment 
can also be mandatory.  If a person’s employer no 
longer offers the health plan or a person is not 
longer eligible for Medicaid, then the health plan 
will disenroll the person. 
 
Why is enrollment information helpful? 
 
Enrollment information can tell you how many 
people are in a plan.  The number of people in the 
plan is good to know when you are looking at other 
performance measures.  If a plan has 100,000 
members and 100 leave, that is less than 1% of the 
people leaving the plan.  But if the plan has 1,000 
members and 100 leave, the plan lost 10% of its 
members, and that can indicate problems. 
 

Enrollment information can tell 
you whether people are joining 
the plan.  If a lot of people are 
joining the plan, it could be 
because they have heard good 
things about the plan. 

 
This information can also tell you 

who is enrolling in the health plan.  Are other 
people with special needs enrolling in the plan?  Is 
the plan only enrolling younger, healthier people?  
If so, the plan may be trying to get only people who 
don’t use many services.  This could be a warning 
sign for someone who has special needs and will 
need regular or frequent services.   
 
If the plan has lots of members but few health care 
providers, you may have to wait a long time to get 
appointments. 
 
 

Why is disenrollment information important? 
 
If a lot of people are leaving a health plan, it could 
show that the plan is not providing services well.  
Maybe the quality of care is not good.  Maybe the 
health plan does not have offices in convenient 
locations. 
 
Look at who is leaving the plan.  Are people with 
special needs leaving?  If so, the health plan may 
not be providing the services that these patients 
need.  Right now, it can be difficult to find out 
exactly who is leaving a plan, but that information 
may become more available in the future. 
 
It is important to separate the voluntary 
disenrollments from the mandatory ones.  
Mandatory disenrollment numbers may not say 
much about the quality of the health plan.  
Voluntary disenrollment numbers will probably tell 
you more about quality. 
 
When you look at disenrollment numbers, also keep 
in mind what the health plan market is like in your 
area.  If there are lots of choices in your area, the 
health plans may have higher disenrollment 
numbers because there are more choices.  Newer 
health plans may have higher rates of disenrollment 
than older health plans that already have a well-
known reputation in the community. 
 
Where can I get enrollment and 
disenrollment information? 
 
Some employer groups, such as the Pacific Business 
Group on Health, include this information in their 
annual report cards. 
 
HEDIS includes disenrollment as one of the 
measures.  Reports that use HEDIS measures may 
include disenrollment information.  However, the 
HEDIS measure will not tell you whether the 
disenrollment was voluntary or mandatory. 
 
If your state has an agency that regulates managed 
care plans, the agency may have enrollment 
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information for each health plan.  You also can ask 
a health plan directly for enrollment and 
disenrollment information. 
 
Some consumer advocacy organizations have 
enrollment and disenrollment information. 
 
What are grievances and complaints? 
 
Many health plans use these two terms to mean the 
same thing.  However, here we will try to separate 
the terms. 

 
A grievance is a protest that 
you make against your health 
plan.  If you are unhappy with 
the health care services or do 
not get services that you think 
that you should get, you would 
file a grievance with the health 
plan.  A grievance is usually 

in writing.  The health plan will 
review the grievance and decide 

what to do.  What counts as a formal grievance and 
the process for handling grievances vary a lot from 
state to state and from one plan to another. 
 
A complaint is a protest that you file with an 
agency outside of the managed care health plan.  
You might file a complaint with the state agency 
that regulates health plans.  CMS has a contract 
with the Center for Health Dispute Resolution to 
handle complaints about Medicare managed care 
health plans.  The U.S. Department of Labor can 
take complaints about certain other types of health 
plans.  In most states, there is an agency like the 
department of corporations, department of health or 
department of insurance where you can file a 
complaint about a health plan. 
 
 
 
 
 

Why is the number of grievances and 
complaints useful information? 
 
If a health plan has a lot of grievances or complaints 
against it, that could indicate that the plan is not 
delivering services very well.  You should always 
compare the rate of grievances against the rate of 
grievances at other plans so you can figure out what 
is a high or low number. 
 
A low rate of grievances may indicate that members 
of the plan are happy with the services.  However, 
this is not always true.  If a plan does not do a good 
job of telling its members how to file grievances, 
then, of course, the plan will have a low number of 
grievances.  A plan that does a good job of telling 
its members how to file grievances and has an easy 
grievance process will have more grievances, but it 
might be giving care that is just as good as the plan 
with fewer grievances. 
 
 
 
 
 
 
 

What are some problems 
with this complaint and 
grievance information? 
 
There is no standard for how 
this information is collected.  
Some plans may call 

everything “complaints,” so the plans will show that 
they have no grievances.  Each plan also decides 
what to call the categories for complaints.  This 
makes it hard to compare one health plan’s 
grievances with another one’s. 
 
A larger health plan has more members.  With more 
members, the plan may also have more grievances.  
Therefore, if you see that a plan has a lot of 
grievances, also look to see how large the plan is. 

Be the Smart Consumer:  If you want to file a 
grievance against your health plan, always read 
your benefits booklet carefully to see how the 
plan’s grievance process works. 

Be the Smart Consumer:  Try to find out the 
reasons for people’s grievances.  Were people 
grieving something important to you?  Can you 
tell whether the plan has improved after getting 
grievances? 
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Where can I get information on the numbers 
of grievances and complaints? 
 
If your state’s agency that regulates health care 
plans collects quality information, that agency may 
have information about grievances and complaints 
against health plans.  If your state requires health 
plans to keep track of these numbers, you should be 
able to get the information from the health plans 
too. 
 
NCQA also collects information about grievances 
and complaints.  NCQA does not collect the number 
or types of grievances or complaints.  However, 
NCQA does look at how plans tell their members 
about the grievance process and how well plans 
respond to patient satisfaction ratings. 
 

How do quality measures 
apply to report cards and 
consumer surveys? 
 
The quality measures 
described in this fact sheet are 
the basis for most report 
cards.  The quality measures 
provide most of the objective 

information for report cards and studies of managed 
care.  These measures provide numbers, rather than 
patients’ opinions, to give a picture of how well a 
plan is doing.  Consumer surveys provide subjective 
information—opinions, feelings, and experiences of 
patients in the managed care plans.  Both sets of 
information are extremely important for looking at 
the quality of managed care. 
 
Do quality measures tell me all I need to 
know about the quality of care? 
 
Quality information does not measure a lot of things 
that may be important to many consumers.  
Sometimes even if you have all the quality 
information available, there may be issues or 
questions unanswered.  For those unanswered 
questions, you may want to talk to friends in the 

same health plan or talk directly to the doctor or the 
health plan. 
 
Quality information will not always tell you how 
patients get health care after business hours.  
Through your own experience, you will know 
whether you can really talk with the doctor and 
whether she listens to you.  You will probably need 
to ask the plan directly to find out whether 
transportation to services is offered.  You will have 
to look at the plan’s list of providers to know 
whether many doctors even accept the health plan. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Making Contact: 
 

Standards of Care:  To find out the standard of 
care for a particular illness or condition, you 
might wish to contact an agency that advocates 
for people with that special need.  Groups like 
the American Diabetes Association, the 
Community Service Society of New York, or 
Family Voices are examples of these agencies.  
Some of these agencies are local; some are 
nationwide. 
 
For the standard of care for a child’s illness or 
condition, you should contact your local Title V 
(Maternal and Child Health Access Agency).  To 
find the agency for your state or local area:  Go 
to www.mchdata.net/ and click on “State 
Contacts” on the left. 
 
To see performance measures on plans:  
Contact the plan’s Member Services office 
directly.  Ask for copies of performance 
evaluations that the plan has conducted most 
recently. 
 
Contact the agency in your state that regulates 
managed care plans.  The agency may be called 
something like the department of corporations, 
department of insurance, department of health, 
or department of managed care.  Ask for copies 
of any measures of performance, especially 
audits and reviews which the agency may have 
for the plan you are looking at. 
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The Center for Health Care Strategies (CHCS), in 
Lawrenceville, NJ, provided funding for “Making 
Sense of Managed Care Quality Information for 
Consumers with Special Needs.”  This project was 
made possible through a separate grant to CHCS by 
The Robert Wood Johnson Foundation. 
 
Fact Sheet #2 is one of five fact sheets on managed 
care for consumers.  If you have trouble finding 
copies of the other fact sheets, please visit the 
National Health Law Program’s website at: 
www.healthlaw.org/consumer.shtml to download 
your free copies. 
National Health Law Program 2004 
 

NCQA  
2000 L St., NW, Suite 500 
Washington, DC 20036 
(202) 955-3500 
1-888-275-7585 (Customer Service) 
www.ncqa.org 
 
Medicare Personal Plan Finder 
1-800-633-4227 (Medicare Hotline) 
1-800-MEDICARE 
www.medicare.gov 
This federal website can help you find and 
compare Medicare managed care plans and 
Medicare supplemental plans in your area. 
 
AHRQ 
Publications Clearinghouse 
P.O. Box 8547 
Silver Spring, MD 20907-8547 
1-800-358-9295 
1-888-586-6340 TDD 
www.ahrq.gov 
The website has good, general information 
on quality for consumers.  You can also take 
a look at the Child Health Toolbox at: 
www.ahrq.gov/chtoolbx/ 
 
FACCT 
The Foundation for Accountability 
1200 NW Naito Parkway, Suite 470 
Portland, OR 97209 
(503) 223-2228 
www.facct.org 
The FACCT website has a clearinghouse of 
information about quality.  “Compare Your 
Care™” is a tool for seeing how your health 
care compares with others’ care. 
 
AARP 
601 E St. NW 
Washington, DC 20049 
1-888-687-2277 
AARP also has chapters in many states. 
www.aarp.org 
The website also has information about 
health insurance options for adults. 
 

There are business groups on health in many 
areas of the country.  Below are the names and 
websites of some of them.  To see if there is 
one in your area, do an Internet search for 
“Business Group on Health.”   Some of the 
websites have consumer-friendly information 
for comparing health plans.  If there is no 
consumer information on the website, you still 
might share the information with your 
employer to improve the quality of health care 
for you and your coworkers. 
 
Pacific Business Group on Health 
www.pbgh.org 
 
Midwest Business Group on Health 
www.mbgh.org 
 
Memphis Business Group on Health 
www.memphisbusinessgroup.org 
 
Colorado Business Group on Health 
www.coloradohealthonline.com 
(Click on the quality seal.) 
 
Employers Coalition for Healthcare Options
(Alabama) 
www.echoal.com 
 
New York Business Group on Health 
www.nybgh.org 
 


