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The First National Report Card on 
Quality of Health Care in America

How good is the quality of health care 
in America? To answer this question, 
Elizabeth McGlynn led a team of 
experts in the largest and most com-

prehensive examination ever conducted of health 
care quality in the United States. Called the 
Community Quality Index Study, it assessed 
the extent to which recommended care was 
provided to a representative sample of the U.S. 
population for a broad range of conditions in 
12 metropolitan areas. Th e bottom line: all adults 
in the United States are at risk for receiving poor 
health care, no matter where they live; why, where, 
and from whom they seek care; or what their race, 
gender, or fi nancial status is.

Designing a National Report Card on 
Quality of Care
Th e Community Quality Index Study diff ered 
from previous assessments of quality because 
it was more comprehensive, examined quality 
across the nation rather than in one geographic 
area, and included people from diverse socio-
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Key fi ndings:

• Overall, adults received about half of 
recommended care.

• Quality of care was similar in all of the 
metropolitan areas studied.

• Quality varied across conditions, and 
across communities for the same condition.

• No community had consistently the best or 
worst quality.

• All sociodemographic groups were at risk 
for poor care.

• Systemwide investments in health informa-
tion technology, performance tracking, and 
incentives for improvement are needed to 
improve care.

This Highlight summarizes RAND Health research reported in the following publications:

Asch SM, Kerr EA, Keesey J, Adams J, Setodji CM, Malik S, and McGlynn EA, “Who Is at Greatest 
Risk for Receiving Poor-Quality Health Care?” New England Journal of Medicine, Vol. 354, No. 11, 
March 16, 2006, pp. 1147–1156. 

Asch SM, McGlynn EA, Hogan MM, Hayward RA, Shekelle P, Rubenstein L, Keesey J, Adams J, and 
Kerr EA, “Comparison of Quality of Care for Patients in the Veterans Health Administration and Patients 
in a National Sample,” Annals of Internal Medicine, Vol. 141, No. 12, December 21, 2004, pp. 938–945.

Kerr EA, McGlynn EA, Adams J, Keesey J, and Asch SM, “Profi ling the Quality of Care in Twelve Com-
munities: Results from the CQI Study,” Health Aff airs, Vol. 23, No. 3, May/June 2004, pp. 247–256.

McGlynn EA, Asch SM, Adams J, Keesey J, Hicks J, DeCristofaro A, and Kerr EA, “Th e Quality of 
Health Care Delivered to Adults in the United States,” New England Journal of Medicine, Vol. 348, 
No. 26, June 26, 2003, pp. 2635–2645.
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Clinical Conditions Included in the 
RAND Quality Assessment Tools System

Alcohol dependence
Asthma
Atrial fi brillation
Benign prostatic hyperplasia
Breast cancer
Cancer pain and palliation
Cataracts
Cerebrovascular disease
Cesarean delivery
Chronic obstructive pulmonary disease
Colorectal cancer
Community-acquired pneumonia
Coronary artery disease
Depression
Diabetes mellitus
Dyspepsia and peptic ulcer disease
Headache
Heart failure
Hip fracture
Hyperlipidemia
Hypertension
Hysterectomy
Low back pain (acute)
Menopause management
Orthopedic conditions
Osteoarthritis
Prenatal care
Prostate cancer
Urinary tract infections
Vaginitis and sexually transmitted diseases

Examples of Related Preventive Care

Breast cancer screening
Cervical cancer screening
Colorectal cancer screening
Cigarette use counseling
Family planning/contraception
Immunizations
Screening for problem drinking

economic groups with all types of insurance and a wide 
range of conditions. Th e research team used random tele-
phone surveys to interview more than 13,000 adults in 12 
metropolitan areas regarding their health care experiences 
(see Figure 1). About 6,700 individuals provided written 
consent for researchers to review their medical records and 
use the information to evaluate performance on 439 clinical 
indicators of quality for 30 acute and chronic conditions, 
such as diabetes, asthma, high blood pressure, pneumonia, 
and heart disease, and for related preventive care.

Measuring Quality of Care
To defi ne and measure quality, the team developed a set of 
quality indicators, known as the RAND Quality Assessment 
(QA) Tools system. RAND staff  selected 30 clinical areas 
representing the leading causes of death and disability, as 
well as the major reasons that people seek care. Th ey devel-
oped specifi c standards, or quality indicators, within each 
clinical area, based on a review of national guidelines and 
the medical literature. Multispecialty physicians, nominated 
by their specialty societies, evaluated the proposed quality 
indicators. (All of the quality indicators, including the litera-
ture reviewed and the panel’s recommendations, are available 
on the RAND Health Web site at www.rand.org/health/
tools/qualist.html.) Th e researchers developed computer-
assisted medical-record-abstraction software to facilitate data 
collection by nurses.

Th e researchers constructed a quality “score” for each 
patient. Th e score was the number of times in a two-year 
period that the patient received the care recommended 
across all of the conditions that the patient had, divided by 
the number of times that the patient was determined to need 
specifi c health care interventions. Th e team then aggregated 
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Figure 1
Metropolitan Areas in the Community Quality Index 
Study 



the individual scores to obtain quality scores for various 
dimensions of performance.

Study Highlights
• Overall, participants in the study received about half of 

recommended care.
• Performance was strikingly similar in all the commu-

nities studied. Overall quality ranged from 59 percent 
in Seattle to 51 percent in Little Rock (see Figure 2). Th e 
researchers found the same basic level of performance for 
chronic, acute, and preventive care. 

• Quality varied substantially across conditions. For 
example, people with high blood pressure received about 
65 percent of recommended care; persons with alcohol 
dependence received about 11 percent (see Figure 3).

• Quality also varied across communities for the same 
condition. For example, care for diabetes ranged from 
39 percent in Little Rock to 59 percent in Miami. Care 
for cardiac problems ranged from 52 percent in Indiana-
polis and Orange County to 70 percent in Syracuse (see 
Figure 4).

• All communities did a better job of preventing chronic 
disease through screening tests (e.g., measuring blood 
pressure) and immunizations than in preventing other 
types of disease, such as sexually transmitted diseases, 
and in providing other types of preventive care, such as 
counseling for substance abuse.

• No single community had consistently the highest or 
lowest performance for all of the chronic conditions. 
Th e relative rankings of the communities changed with 
the aspect of care being examined. (See quality ratings for 
each community at http://www.rand.org/news/press.04/
05.04table.pdf.)

• Everyone is at risk for poor care: Race, gender, or fi nan-
cial status makes only a small diff erence in the likelihood 
of receiving recommended care. For example, women 
were more likely to receive recommended preventive care, 
but men receive better-quality care for acute conditions. 
Previous studies have demonstrated disparities in care for 
blacks associated with invasive and expensive procedures, 
such as coronary-artery bypass graft surgery. However, 
on the broad RAND measures, which assessed more-
routine care, blacks were slightly more likely than whites 
or Hispanics to receive recommended care for chronic 
conditions, whereas Hispanics were more likely to receive 
recommended screening. 

But these variations pale in comparison with the gap 
between the care that each patient receives and the recom-

mended care that he or she should receive. For example, 
individuals who had no health insurance received about 
54 percent of recommended care, compared with 55 percent 
for those on Medicaid and in managed care, 57 percent for 
Medicare enrollees, and 54 percent for those enrolled in 
private non–managed care plans and for individuals without 
insurance. Figure 5 highlights similar fi ndings based on race 
and income. 

Th e fi nding that having insurance does not guarantee 
good-quality care is supported by assessments of health care 
quality in other systems. For example, in the United King-
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Figure 2
Quality of Care Was Remarkably Similar Across the 
Metropolitan Areas Studied 
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Quality of Care Varied Substantially Across Conditions 



dom, which provides universal health care coverage, a study 
using our methods found that the overall proportion of 
recommended care received was similar to what we have 
reported.1 

1 Marshall MN, Roland MO, Campbell SM, Kirk S, Reeves D, Brook R, McGlynn 
EA, and Shekelle PG, Measuring General Practice: A Demonstration Project to 
Develop and Test a Set of Primary Care Clinical Quality Indicators, Santa Monica, 
Calif.: RAND Corporation, MR-1725-NT, 2003.

2 Woolf SH, “Th e Need for Perspective in Evidence-Based Medicine,” Journal of the 
American Medical Association, Vol. 282, 1999, pp. 2358–2365.

3 Higashi T, Shekelle PG, Adams JL, Kamberg CJ, Roth CP, Solomon DH, Reuben 
DB, Chiang L, MacLean CH, Chang JT, Young RT, Saliba DM, and Wenger NS, 
“Quality of Care Is Associated with Survival in Vulnerable Older Patients,” Annals 
of Internal Medicine, Vol. 143, No. 4, August 16, 2005, pp. 274–281, w70–w79.
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Community 
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Figure 5
All Groups Face Gaps in Care 

Does Poor Quality Matter?  
Th e defi cits in quality of care documented in this national 
assessment pose serious threats to the health of the Ameri-
can public. Below we present estimates of some preventable 
complications and deaths annually that could be attributed 
to poor care: 
• People with diabetes received only 45 percent of the care 

they needed. For example, fewer than one-quarter of 
diabetics had their average blood sugar levels measured 
regularly. Poor control of blood sugar can lead to kidney 
failure, blindness, and amputation of limbs.

• Patients with hypertension received less than 65 percent 
of recommended care. Poor blood-pressure control is 
associated with increased risk for heart disease, stroke, 
and deaths and contributes to more than 68,000 prevent-
able deaths annually.

• People with coronary-artery disease received 68 percent 
of recommended care, but just 45 percent of heart attack 
patients received beta blockers and 61 percent got aspirin—
medications that could reduce their risk of death by more 
than 20 percent.2 

A recent study has established a clear link between poor 
quality and patient outcomes. Colleagues from RAND and 
the UCLA David Geff en School of Medicine developed a 
method similar to ours to evaluate the quality of care deliv-
ered to vulnerable elderly persons. Th ey found that, after 
three years, 28 percent of those who had received an average 
of 44 percent of recommended care had died, compared with 
18 percent of patients who had received on average about 
62 percent of recommended care.3

What’s Needed to Improve Care?
Th is study provides the best estimates ever available about 
the quality of health care in the United States. Th e study 
reveals substantial gaps between what clinicians know works 
and the care actually provided. Th ese defi cits persist despite 
initiatives by both the federal government and private health 
care delivery systems to improve care.

Our study is not the fi rst to identify poor-quality care. 
Studies stretching back over more than four decades have 
documented similar levels of poor performance. However, 
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improvement. In that system, with one of the country’s most 
mature electronic medical-record systems, decision-support 
tools at the point of care, automated order-entry systems to 
guide prescribing, and routine measurement of and report-
ing on quality, as well as managerial accountability and 
fi nancial incentives for good performance, we found that 
participants received about two-thirds of recommended 
care—considerably better than the 55 percent observed in 
this study. Investments in performance-tracking systems 
and health information technology are necessary if we are to 
make signifi cant progress in improving quality.

Our study should also motivate patients to take an active 
role in obtaining the care they need. Th ey should seek 
information from trusted sources—such as their physicians, 
health care agencies specializing in their condition or disease 
(e.g., the American Diabetes Association), and organiza-
tions specializing in preventive care (e.g., the U.S. Preven-
tive Services Task Force)—to learn what kind of preventive 
care or treatment they should be receiving, then work with 
their physicians to ensure that they get recommended care. 
Patients should not assume that their physicians will remem-
ber all that needs to be done. Th ey can help their physicians 
provide good care by being active advocates for it.

Finally, the nation must invest in making information 
on quality performance more routinely available at all levels. 
Patients facing increased fi nancial and personal responsibil-
ity must demand adequate information to make informed 
choices. Physicians, hospitals, and nursing homes that are 
being held accountable for performance must also demand 
that the metrics used are comprehensive, clinically detailed, 
and representative of the type of care provided. 

most people still do not believe that there is a quality prob-
lem. Many think that the care delivered by their doctor or 
in their community is better than the care delivered in the 
nation as a whole. Our study shows that everyone is at risk 
of receiving poor care, no matter what their condition, where 
they live, from whom they seek care, or what their gender, 
race, or fi nancial status is.

Th e policy implications of these fi ndings can be under-
scored by an example using profi les of two hypothetical, 
stereotypical patients: 
• A 50-year-old white female college graduate, with private 

health insurance and a household income above $50,000.
• A 50-year-old black male with less than a high school 

education, no insurance, and a household income under 
$15,000.

Many would assume that the insured, female college 
graduate would receive substantially better care. However, 
given the results of our study, she would receive about 57 
percent of recommended care, compared with 51 percent 
for the black male patient. Th e diff erence in care between 
these two patients is statistically signifi cant. However, the gap 
between the care that each of them receives and the recommended 
care they should receive dwarfs the diff erence between them. 

Th is example underscores the systemic nature of the qual-
ity problem in U.S. health care. To substantially improve 
the quality of health care available to all patients, we need to 
focus on large-scale, systemwide changes. 

Our previous study of the quality of care delivered in the 
Veterans Aff airs health system, led by Dr. Steven Asch and 
Dr. Eve Kerr, illustrates some of the potential for systemwide 

– 5 –



Abstracts of all RAND Health publications and full text of many research documents can be found on the RAND Health Web site at www.rand.org/health. The 
RAND Corporation is a nonprofi t research organization providing objective analysis and effective solutions that address the challenges facing the public and pri-
vate sectors around the world. RAND’s publications do not necessarily refl ect the opinions of its research clients and sponsors. R® is a registered trademark.

RAND Offi ces   Santa Monica, CA  •  Washington, DC  •  Pittsburgh, PA  •  Jackson, MS  •  Doha, QA  •  Berlin, DE  •  Cambridge, UK  •  Leiden, NL

RB-9053-2 (2006) 



This PDF document was made available from www.rand.org as a public 

service of the RAND Corporation.

This document and trademark(s) contained herein are protected by law as indicated in a notice appearing 
later in this work.  This electronic representation of RAND intellectual property is provided for non-
commercial use only.  Permission is required from RAND to reproduce, or reuse in another form, any 
of our research documents for commercial use.

Limited Electronic Distribution Rights

THE ARTS

CHILD POLICY

CIVIL JUSTICE

EDUCATION

ENERGY AND ENVIRONMENT

HEALTH AND HEALTH CARE

INTERNATIONAL AFFAIRS

NATIONAL SECURITY

POPULATION AND AGING

PUBLIC SAFETY

SCIENCE AND TECHNOLOGY

SUBSTANCE ABUSE

TERRORISM AND 
HOMELAND SECURITY

TRANSPORTATION AND
INFRASTRUCTURE

WORKFORCE AND WORKPLACE

This product is part of the RAND Corporation 
research brief series. RAND research briefs present 
policy-oriented summaries of individual published, peer-
reviewed documents or of a body of published work.

The RAND Corporation is a nonprofit research 
organization providing objective analysis and effective 
solutions that address the challenges facing the public 
and private sectors around the world.

Support RAND
 Browse Books & Publications

 Make a charitable contribution

For More Information
 Visit RAND at www.rand.org

 Explore RAND Health

 View document details

http://www.rand.org/pdfrd/
http://www.rand.org/pdfrd/research_areas/arts/
http://www.rand.org/pdfrd/research_areas/children/
http://www.rand.org/pdfrd/research_areas/children/
http://www.rand.org/pdfrd/research_areas/civil_justice/
http://www.rand.org/pdfrd/research_areas/education/
http://www.rand.org/pdfrd/research_areas/energy_environment/
http://www.rand.org/pdfrd/research_areas/health/
http://www.rand.org/pdfrd/research_areas/international_affairs/
http://www.rand.org/pdfrd/research_areas/national_security/
http://www.rand.org/pdfrd/research_areas/population/
http://www.rand.org/pdfrd/research_areas/public_safety/
http://www.rand.org/pdfrd/research_areas/science_technology/
http://www.rand.org/pdfrd/research_areas/science_technology/
http://www.rand.org/pdfrd/research_areas/substance_abuse/
http://www.rand.org/pdfrd/research_areas/substance_abuse/
http://www.rand.org/pdfrd/research_areas/terrorism/
http://www.rand.org/pdfrd/research_areas/terrorism/
http://www.rand.org/pdfrd/research_areas/infrastructure/
http://www.rand.org/pdfrd/research_areas/infrastructure/
http://www.rand.org/pdfrd/research_areas/workforce/
http://www.rand.org/pdfrd/health/
http://www.rand.org/pdfrd/publications/electronic/
http://www.rand.org/pdfrd/publications/electronic/
http://www.rand.org/pdfrd/giving/contribute.html
http://www.rand.org/pdfrd/
http://www.rand.org/pdfrd/health/
http://www.rand.org/pdfrd/pubs/research_briefs/RB9053-2/


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages false
  /ColorImageDownsampleType /Average
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages false
  /ColorImageFilter /None
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages false
  /GrayImageDownsampleType /Average
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages false
  /GrayImageFilter /None
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages false
  /MonoImageDownsampleType /Average
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages false
  /MonoImageFilter /None
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /SyntheticBoldness 1.000000
  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


