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A 1


ALCOHOL AND OTHER DRUGS:  
Identification of Alcohol and Other Drug 
Services


Measure summarizes the number of patients with an 
alcohol and other drug (AOD) claim who received the 
following chemical dependency services during the 
measurement year:  Any service, Inpatient, Intensive 
outpatient or partial hospitalization, Outpatient or ED.


X X X


A 2


ALCOHOL AND OTHER DRUGS:  Initiation 
and Engagement of Alcohol and Other Drug 
Dependence Treatment


Percentage of adolescent and adult patients with a new 
episode of alcohol and other drug (AOD) dependence who 
initiate treatment and who had two or more additional 
services with a diagnosis of AOD within 30 days of the 
initiation visit.


X X X X


A 3


ALCOHOL AND OTHER DRUGS:  Initiation 
and Engagement of Alcohol and Other Drug 
Dependence Treatment


Percentage of adolescent and adult patients with a new 
episode of alcohol and other drug (AOD) dependence who 
initiate treatment through an inpatient AOD admission, 
outpatient visit, intensive outpatient encounter or partial 
hospitalization within 14 days of diagnosis.


X X X X


A 4


AMBULATORY CARE:  Adults' Access to 
Preventive/Ambulatory Health Services


Summary of utilization of ambulatory care in the following 
categories: outpatient visits and emergency department 
visits.


X X


A 5 AMBULATORY CARE:  Adults' Access to 
Preventive/Ambulatory Health Services


Percentage of patients 20 years and older who had an 
ambulatory or preventive care visit. X X X


A 6


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE)


Average percentage of recommended topics discussed by 
a child's doctor(s) or other health provider(s). X X


A 7


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE)


Proportion of children whose health care provider(s) 
discussed at least 80% of the recommended AGPE topics. X X


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E



http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�
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A 8


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE) from doctor(s) or other health 
provider(s).


Proportion of children whose parents had their informational 
needs met on all recommended anticipatory guidance and 
parental education topics assessed. X X


A 9


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational 
needs met about development and behavior of the child 
from doctor(s) or other health provider(s). X X


A 10


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational 
needs met about injury prevention from doctor(s) or other 
health provider(s). X X


A 11


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational 
needs met about the physical care of the child from 
doctor(s) or other health provider(s). X X


A 12


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Average percentage of topics for which parents had their 
informational needs met from doctor(s) or other health 
provider(s). X X


A 13


ASSESSMENT:  Assessment of psychosocial 
well-being of parent(s) in the family.


Average percentage of recommended topics assessed.
X X


A 14


ASSESSMENT:  Assessment of psychosocial 
well-being of parent(s) in the family.


Proportion of children whose parents were assessed for 
one or more topics related to psychosocial well-being. X X
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A 15


ASSESSMENT:  Assessment of Risk Factors Proportion of children whose parents were assessed for 
one or more risk factors of smoking, substance abuse, 
safety, and firearms risks in the family by a child's doctor(s) 
or other health care provider(s).


X X


A 16


ASSESSMENT:  Assessment of Risk Factors Average percentage of recommended topics assessed:  
asessment of smoking, substance abuse, safety, and 
firearms risks in the family:


X X


A 17


ATTENTION-DEFICIT/HYPERACTIVITY:  
Continuation and Maintenance Phase


Percentage of members 6 to 12 years of age with an 
ambulatory prescription dispensed for ADHD medication, 
who remained on the medication for at least 210 days and 
who, in addition to the visit in the initiation phase, had at 
least two follow-up visits with a practitioner within 270 days 
(9 months) after the initiation phase ended.


X X X


A 18


ATTENTION-DEFICIT/HYPERACTIVITY:  
Diagnosis and Management


Percentage of patients treated with psychostimulant 
medication for the diagnosis of ADHD whose medical 
record contains documentation of a follow-up visit at least 
twice a year.


X X


A 19


ATTENTION-DEFICIT/HYPERACTIVITY:  
Diagnosis and management of attention 
deficit hyperactivity disorder (ADHD) in 
primary care for school age children and 
adolescents


Percentage of patients newly diagnosed with ADHD whose 
medical record contains documentation of DSM-IV-TR or 
DSM-PC criteria. X X


A 20


ATTENTION-DEFICIT/HYPERACTIVITY:  
Initiation Phase


Percentage of members 6 to 12 years of age with an 
ambulatory prescription dispensed for ADHD medication, 
who had one follow-up visit with a practitioner with 
prescribing authority during the 30-day initiation phase.


X X X
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A 21


BIPOLAR DISORDER:  Monitored for 
Change


Percentage of patients diagnosed and treated for bipolar 
disorder who are monitored for change in their level-of-
functioning in response to treatment.


X X


A 22


BIPOLAR DISORDER:  Received Initial 
Assessment for Alcohol and Chemical 
Substance Use


Percentage of patients with bipolar disorder who receive an 
initial assessment that considers alcohol and chemical 
substance use.


X X


A 23


BIPOLAR DISORDER:  Received Initial 
Assessment for Risk of Suicide


Percentage of patients diagnosed with bipolar disorder who 
receive an initial assessment that considers the risk of 
suicide.


X X


A 24


BIPOLAR DISORDER:  Received Screening 
for Hyperglycemia.


Percentage of patients diagnosed with bipolar disorder and 
treated with an atypical antipsychotic agent who receive at 
least one screening for hyperglycemia within the initial 16 
weeks of treatment.


X X


A 25


CARE COORDINATION:  Proportion of children needing more than one health care 
service who received coordinated care. X x


A 26


CHILDREN'S HEALTH:  Adolescent 
Immunizations


Percentage of adolescents 13 years of age who had one 
dose of meningococcal vaccine and one tetanus, diphtheria 
toxoids and acellular pertussis vaccine (Tdap) or one 
tetanus, diphtheria toxoids vaccine (Td) by their 13th 
birthday.


X X X


A 27


CHILDREN'S HEALTH:  Adolescent Well-
Care Visits


Percentage of adolescents 12–21 years of age who had at 
least one comprehensive well-care visit with a primary care 
practitioner or an OB/GYN each year of age.


X X X


A 28


CHILDREN'S HEALTH:  Appropriate Testing 
for Children with Pharyngitis


Percentage of children 2–18 years of age diagnosed with 
pharyngitis and dispensed an antibiotic and received a 
group A streptococcum (strep) test for the episode.


X X X X
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A 29


CHILDREN'S HEALTH:  Appropriate 
Treatment for Children with Upper 
Respiratory Infection


Percentage of children 3 months–18 years of age who were 
given a diagnosis of upper respiratory infection (URI) and 
not dispensed an antibiotic prescription.


X X X X


A 30


CHILDREN'S HEALTH:  Attention-
Deficit/Hyperactivity Disorder (ADHD) 
Medication - Continuation Phase


Percentage of children newly prescribed ADHD medication 
who have at least three follow-up care visits within a 10 
month period, one of which is within 30 days of diagnosis of 
when the first ADHD medication was dispensed.  


X X


A 31


CHILDREN'S HEALTH:  Attention-
Deficit/Hyperactivity Disorder (ADHD) 
Medication - Initial Phase


Percentage of children newly prescribed ADHD medication 
who have at least three follow-up care visits within a 10 
month period, one of which is within 30 days of diagnosis of 
when the first ADHD medication was dispensed.  


X X


A 32


CHILDREN'S HEALTH:  Childhood 
Immunization Status


Percentage of children 2 years of age who had four 
diphtheria, tetanus and acellular pertussis (DTaP); three 
polio (IPV); one measles, mumps and rubella (MMR); three 
H influenza type B (HiB); three hepatitis B (HepB), one 
chicken pox (VZV); four pneumococcal conjugate (PCV); 
two hepatitis A (HepA); two or three rotavirus (RV); and two 
influenza (flu) vaccines by their second birthday.


X X


A 33


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #2)


Percentage of children two years old who had four 
DtaP/DT, three IPV, one MMR, three H influenza type B, 
three hepatitis B, one chicken pox vaccine (VZV).


X X
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A 34


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #3)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV) and four 
pneumococcal conjugate (PCV) vaccinations by their 
second birthday (combination #3).


X X


A 35


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #4)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, and two 
hepatitis A (HepA) vaccinations by their second birthday 
(combination #4).


X X


A 36


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #5)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, and two or 
three rotavirus (RV) vaccinations by their second birthday 
(combination #5).


X X
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A 37


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #6)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, and two 
influenza vaccinations by their second birthday 
(combination #6).


X X


A 38


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #7)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, two hepatitis 
A vaccinations (HepA), and two or three rotavirus (RV) 
vaccinations by their second birthday (combination #7).


X X


A 39


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #8)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, two hepatitis 
A (HepA) vaccinations, and two influenza vaccinations by 
their second birthday (combination #8).


X X
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A 40


CHILDREN'S HEALTH:  Childhood 
Immunization Status (Combination #9)


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, two or three 
rotavirus (RV) vaccinations, and two influenza vaccinations 
by their second birthday (combination #9).


X X


A 41


CHILDREN'S HEALTH:  Childhood 
Immunization Status #10


Percentage of enrolled children who had four diphtheria, 
tetanus, and acellular pertussis (DTaP), three injectable 
polio virus (IPV), one measles, mumps, and rubella (MMR), 
three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four 
pneumococcal conjugate (PCV) vaccinations, two hepatitis 
A (HepA) vaccinations, two or three rotavirus (RV) 
vaccinations, and two influenza vaccinations by their 
second birthday (combination #10).


X X


A 42


CHILDREN'S HEALTH:  Lead Screening in 
Children


Percentage of children 2 years of age who had one or more 
capillary or venous lead blood test for lead poisoning by 
their second birthday.


X X X


A 43


CHILDREN'S HEALTH:  Well-Child Visits for 
Children Three-to-Six Years of Age


Percentage of children 3–6 years of age who received one 
or more well-child visits with a primary care practitioner 
each year of age.  (This is not a combined measure.) X X X


A 44


CHILDREN'S HEALTH:  Well-Child Visits in 
the First 15 Months of Life


Percentage of children who had six or more well-child visits 
during their first 15 months of life. X X X
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A 45


DENTAL CARE:  Annual Dental Visit  Percentage of patients 2–21 years of age who had at least 
one dental visit during the measurement year (only applies 
if the dental care is a covered benefit.)


X X X


A 46


DIABETES CARE:  Blood Pressure 
Management 140/90 mm Hg


Percentage of members 18 through 75 years of age with 
diabetes mellitus (type 1 and type 2) whose most recent 
blood pressure reading is less than 140/90 mm Hg.


X X X


A 47


DIABETES CARE:  Blood Pressure 
Management 140/90 mm Hg


Percentage of patients with diabetes who had their blood 
pressure documented in the past year less than 140/90 mm 
Hg.


X X X


B 48


DIABETES CARE:  Blood Pressure 
Management—Superior Control 130/80 mm 
Hg


Percentage of patients with diabetes who had their blood 
pressure documented in the past year less than 130/80 mm 
Hg.


X X


B 49


DIABETES CARE:  Diabetic Retinopathy - 
Communication with the Physician Managing 
On-Going Diabetes Care


Percentage of patients aged 18 years and older with a 
diagnosis of diabetic retinopathy who had a dilated macular 
or fundus exam performed with documented 
communication to the physician who manages the on-going 
care of the patient with diabetes mellitus regarding the 
findings of the macular or fundus exam at least once within 
12 months.


X X X


B 50


DIABETES CARE:  Diabetic Retinopathy - 
Documentation of Presence or Absence of 
Macular Edema and Level of Severity of 
Retinopathy


Percentage of patients aged 18 years and older with a 
diagnosis of diabetic retinopathy who had a dilated macular 
or fundus exam performed which included documentation 
of the level of severity of retinopathy AND the presence or 
absence of macular edema during one or more office visits 
within 12 months. 


X X X


B 51


DIABETES CARE:  Dilated Eye Exam in 
Diabetic Patient


Percentage of patients aged 18 through 75 years with a 
diagnosis of diabetes mellitus who had a dilated eye exam. X X
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B 52


DIABETES CARE:  Evaluation for Proper 
Footware


Percentage of patients aged 18 years and older with a 
diagnosis of diabetes mellitus who were evaluated for 
proper footwear and sizing during one or more office visits 
within 12 months.


X X


B 53


DIABETES CARE:  HbA1c Good Control 
<7%


Percentage of members 18 through 64 years of age with 
diabetes mellitus (type 1 and type 2) whose most recent 
hemoglobin A1c (HbA1c) level is less than 7.0% 
(controlled).


X X


B 54


DIABETES CARE:  HbA1c Good Control 
<7% for Patients with Diabetes Without 
Complications.


Percentage of patients 18–64 years of age, without 
complications, with type 1 or type 2 diabetes with good 
HbA1c control (<7.0%) on their most recent HbA1c testing 
during the previous 12 months.


X X


B 55


DIABETES CARE:  HbA1c Good Control 
<8% for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes with good HbA1c control (<8.0%) on their 
most recent HbA1c testing during the previous 12 months.


X X X


B 56


DIABETES CARE:  HbA1c Poor Control 
(>9%) for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes with HbA1c poorly controlled (>9.0%) on 
their most recent HbA1c testing during the previous 12 
months. 


X X X X


B 57


DIABETES CARE:  HbA1c Testing for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who had a HbA1c screening performed 
during the previous 12 months.


X X X


B 58


DIABETES CARE:  Kidney Disease 
Monitored for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who were monitored for kidney disease 
(nephropathy) during the previous 12 months.


X X


B 59


DIABETES CARE:  Kidney Disease 
Monitored for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who were monitored for kidney disease 
(nephropathy) during the previous 12 months.


X X X
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B 60


DIABETES CARE:  LDL-C Controlled at 
<100 mg/dL for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes whose most recent LDL-C during the 
previous 12 months was controlled at <100 mg/dL.


X X X X


B 61


DIABETES CARE:  LDL-C Controlled at 
<100 mg/dL for Patients with Diabetes


Percent of patients with diabetes mellitus who had an LDL-
C test performed in the past year and the most recent LDL-
C is less than 100 mg/dL


X X


B 62


DIABETES CARE:  LDL-C Screening for 
Patients with Diabetes


Percentage of members 18 through 75 years of age with 
diabetes mellitus (type 1 and type 2) who had low-density 
lipoprotein cholesterol (LDL-C) test performed.


X X


B 63


DIABETES CARE:  LDL-C Screening for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who had LDL-C screening performed during 
the previous 12 months.


X X X


B 64


DIABETES CARE:  Lower Extremity 
Neurological Exam


Percentage of patients aged 18 years and older with a 
diagnosis of diabetes mellitus who had a lower extremity 
neurological exam performed at least once within 12 
months.


X X


B 65


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who had a retinal eye exam during the 
previous 12 months, or a negative retinal eye exam during 
the previous 24 months.


X X X


B 66


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who had a retinal eye exam during the 
previous 12 months, or a negative retinal eye exam during 
the previous 24 months.


X X


B 67


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes and a Spinal Cord 
Injury


Percentage of patients 18–75 years of age with type 1 or 
type 2 diabetes who had a retinal eye exam during the 
previous 12 months, or a negative retinal eye exam during 
the previous 24 months.


X X
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B 68


DIABETES CARE:  Urine Screening for 
Microalbumin or Medical Attention for 
Nephropathy in Diabetic Patients


Percentage of patients aged 18 through 75 years with 
diabetes mellitus who received urine protein screening or 
medical attention for nephropathy during at least one office 
visit within 12 months.


X X


B 69


DIABETES:  Blood Pressure less than 
140/80 mm Hg


Percentage of members 18 through 75 years of age with 
diabetes mellitus (type 1 and type 2) whose most recent 
blood pressure reading is less than 140/80 mm Hg.


X X


B 70


DIABETES:  Blood Pressure less than 
140/90 in Diabetics with Spinal Cord 
Disorders


Percent of spinal cord injury and disorders (SCI&D) patients 
with a diagnosis of diabetes mellitus and blood pressure 
less than 140/90.


X X


B 71


DIABETES:  HbA1c Control in Diabetics with 
Spinal Cord Disorders


Percent of spinal cord injury and disorders (SCI&D) patients 
with a diagnosis of diabetes mellitus having HbA1c greater 
than 9 or not done during the measurement year. X X


B 72


DIABETES:  LDL-C Control in Diabetics with 
Spinal Cord Disorders


Percent of spinal cord injury and disorders (SCI&D) patients 
with diabetes mellitus who had an LDL-C test performed 
during the measurement year and the most recent LDL-C is 
less than 100 mg/dL.


X X


B 73


END STAGE RENAL DISEASE (ESRD):  
Autogenous AV Fistula


Percentage of patients on maintenance hemodialysis 
during the last hemodialysis treatment of the month using 
an autogenous AV fistula with two needles.


X X


B 74


END STAGE RENAL DISEASE (ESRD):  
Delivered Peritoneal Dialysis Dose


Percentage of all adult (greater than or equal to 18 years 
old) peritoneal dialysis patients whose delivered peritoneal 
dialysis dose was a weekly Kt/V urea of at least 1.7 (dialytic 
+ residual) during the four month study period.


X X


B 75


END STAGE RENAL DISEASE (ESRD):  
Dialyzed With A Chronic Catheter


Percentage of patients who are dialyzed with a chronic 
catheter (90 days or more) prior to the last hemodialysis 
session during the study period.


X X
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B 76


END STAGE RENAL DISEASE (ESRD):  
ESA Measurement


Percentage of all adult (greater than or equal to 18 years 
old) hemodialysis and peritoneal dialysis patients 
prescribed an ESA at any time during the study period or 
who have a Hb less than 11.0 g/dL in at least one month of 
the study period for whom serum ferritin concentration AND 
either percent transferrin saturation or reticulocyte Hb 
content (CHr) are measured at least once during the study 
period for in-center hemodialysis patients, and at least twice 
during the study period for peritoneal dialysis patients and 
home hemodialysis patients.


X X


B 77


END STAGE RENAL DISEASE (ESRD):  
Frequency of Hemodialysis Specified


Percentage of all adult (greater than or equal to 18 years 
old) in-center hemodialysis patients in the sample for 
analyses for whom delivered hemodialysis dose was 
calculated using UKM or Daugirdas II during the study 
period and for whom the frequency of hemodialysis per 
week is specified.


X X


B 78


END STAGE RENAL DISEASE (ESRD):  
Influenza Immunization in Patients with 
ESRD


Percentage of patients aged 18 years and older with a 
diagnosis of ESRD and receiving dialysis seen for a visit 
between October 1 and February 28 who received the 
influenza immunization during the visit OR patient reported 
previous receipt of an influenza immunization.


X X X


B 79


END STAGE RENAL DISEASE (ESRD):  
Influenza Immunization in Patients with 
ESRD


Percentage of ESRD patients being dialyzed from October 
1 (or when the influenza vaccine became available) through 
March 31 who either received, were offered and declined, 
or were determined to have a medical contraindication to 
the influenza vaccine.


X X
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B 80


END STAGE RENAL DISEASE (ESRD):  
Mean Hb Less Than 10.0 g/dl


Percentage of all adult (greater than or equal to 18 years 
old) hemodialysis and peritoneal dialysis patients, with 
ESRD greater than or equal to 3 months and who had Hb 
values reported for at least 2 of the 3 study months, who 
have a mean Hb less than 10.0 g/dL for a 3 month study 
period, irrespective of ESA use.


X X


B 81


END STAGE RENAL DISEASE (ESRD):  
Monthly Adequacy Measurements


Percentage of all adult (greater than or equal to 18 years 
old) hemodialysis patients in the sample for analyses with 
documented monthly adequacy measurements (spKt/V) or 
its components in the calendar month.


X X


B 82


END STAGE RENAL DISEASE (ESRD):  
Plan of Care for Inadequate Hemodialysis in 
ESRD Patients


Percentage of patient calendar months during the 12 month 
reporting period in which patients aged 18 years and older 
with a diagnosis of ESRD receiving hemodialysis have a 
Kt/V greater than or equal to 1.2 OR have a Kt/V less than 
1.2 with a documented plan of care for inadequate 
hemodialysis.


X X X


B 83


END STAGE RENAL DISEASE (ESRD):  
Plan of Care for Inadequate Peritoneal 
Dialysis


Percentage of patients aged 18 years and older with a 
diagnosis of ESRD receiving peritoneal dialysis who have a 
Kt/V greater than or equal to 1.7 OR patients who have a 
Kt/V less than 1.7 with a documented plan of care for 
inadequate peritoneal dialysis at least three times (every 4 
months) during the 12 month reporting period.


X X X


B 84


END STAGE RENAL DISEASE (ESRD):  
Sample for Analysis for Serum Phosphorus


Percentage of all adult (greater than or equal to 18 years 
old) peritoneal dialysis and hemodialysis patients included 
in the sample for analysis with serum phosphorus 
measured at least once within a month.


X X
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B 85


END STAGE RENAL DISEASE (ESRD):  
Sample for Analysis with Serum Calcium


Percentage of all adult (greater than or equal to 18 years 
old) peritoneal dialysis and hemodialysis patients included 
in the sample for analysis with serum calcium measured at 
least once within a month.


X X


B 86


END STAGE RENAL DISEASE (ESRD):  
sp/Kt/V Greater Than or Equal to 1.2


Percentage of all adult (greater than or equal to 18 years 
old) patients in the sample for analysis who have been on 
hemodialysis for 6 months or more and dialyzing thrice 
weekly whose average delivered dose of hemodialysis 
(calculated from the last measurements of the month using 
the UKM or Daugirdas II formula) was a spKt/V greater than 
or equal to 1.2 during the study period.


X X


B 87


END STAGE RENAL DISEASE (ESRD):  
sp/Kt/V Greater Than or Equal to 1.2


Percentage of all adult (greater than or equal to 18 years 
old) patients in the sample for analysis who have been on 
hemodialysis for 90 day or more and dialyzing thrice 
weekly, and have a residual renal function (if measured in 
the last three months) less than 2 ml/min/1.73m2, whose 
delivered dose of hemodialysis (calculated from the last 
measurements of the month using the UKM or Daugirdas II 
formula) was a spKt/V greater than or equal to 1.2 during 
the reporting period.


X X


B 88


END STAGE RENAL DISEASE (ESRD):  
Total Solute Clearance for Urea Measured


Percentage of all adult (greater than or equal to 18 years 
old) peritoneal dialysis patients with total solute clearance 
for urea (endogenous residual renal urea clearance & 
dialytic) measured at least once in a four month time period.


X X
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B 89


END STAGE RENAL DISEASE (ESRD):  
Weekly Kt/V Urea Calculated


Percentage of all adult (greater than or equal to 18 years 
old) peritoneal dialysis patients with weekly Kt/V urea 
(endogenous residual renal urea clearance & dialytic) 
calculated in a standard way.


X X


B 90


HEALTH INFORMATION FOR CHILDREN: Proportion of children whose parents received all health 
information. X X


B 91 HEALTH PLANS:  Adult Version Health Plan Survey for Adults X X X


B 92


HEALTH PLANS:  Call Abandonment Percentage of calls received by the organization's Member 
Services call centers (during operating hours) during the 
measurement period that were abandoned by the caller 
before being answered by a live voice.


X X


B 93


HEALTH PLANS:  Call Answer Timeliness Percentage of calls received by the organization's Member 
Services call centers (during operating hours) during the 
measurement period that were answered by a live voice 
within 30 seconds.


X X


B 94 HEALTH PLANS:  Child Version Health Plan Survey for Children X X X


B 95


HEALTH PLANS:  Children With Chronic 
Conditions


Health Plan Survey for Children with Chronic Conditions X X X


C 96


HEALTH PLANS:  Communication about 
Preventive Care


Percentage of adult health plan members who reported how 
often their doctor and other health provider talked about 
specific things they could do to prevent illness.


X X X


C 97


HEALTH PLANS:  Communication about 
Preventive Care for Child


Percentage of parents or guardians who reported how often 
they and their child's doctor or other health provider talked 
about specific things they could do to prevent illness in their 
child.


X X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 17 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


C 98


HEALTH PLANS:  Communication with 
Child's Doctor


Percentage of parents or guardians of health plan members 
who reported how often their child's doctors communicated 
well.


X X X


C 99


HEALTH PLANS:  Communication with 
Child's Doctor


Percentage of parents or guardians who reported how often 
their enrolled child's personal doctor communicated well. X X X


C 10
0 HEALTH PLANS:  Communication with 


Doctor
Percentage of adult health plan members who reported how 
often their doctors communicated well. X X X


C 10
1 HEALTH PLANS:  Communication with 


Doctor
Percentage of adult health plan members who reported how 
often their personal doctor communicated well. X X X


C 10
2


HEALTH PLANS:  Communication with 
Doctor


Percentage of parents or guardians who reported they 
received assistance with coordination of care and services 
for their enrolled children with chronic conditions. X X X


C 10
3


HEALTH PLANS:  Coordination of Care for 
Chronic Conditions


Percentage of parents or guardians of health plan members 
who reported whether they received assistance with 
coordination of care and services for their children with 
chronic conditions.


X X X


C 10
4


HEALTH PLANS:  Cost of Care Percentage of adult health plan members who reported how 
often they were able to find out from their health plan how 
much they would have to pay for a healthcare service or 
equipment and specific prescription medicines.


X X X


C 10
5 HEALTH PLANS:  Ease in Getting Care 


Needed
Percentage of adult health plan members who reported how 
often it was easy to get needed care. X X X


C 10
6


HEALTH PLANS:  Experience with Child's 
Doctor


Percentage of parents or guardians of health plan members 
who reported their experiences with their children's 
personal doctor for their children with chronic conditions. X X X
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C 10
7 HEALTH PLANS:  Experience with Doctor or 


Nurse with Child with Chronic Condition
Percentage of parents or guardians who reported their 
experiences with their children's personal doctor or nurse 
for their enrolled children with chronic conditions.


X X X


C 10
8 HEALTH PLANS:  Getting Needed Care Percentage of adult health plan members who reported how 


often it was easy for them to get needed care. X X X


C 10
9


HEALTH PLANS:  Getting Needed Care for 
Child


Percentage of parents or guardians of health plan members 
who reported how often it was easy to get needed care for 
their child. X X X


C 11
0 HEALTH PLANS:  Getting Needed Care for 


Child
Percentage of parents or guardians who reported how often 
it was easy for them to get needed care for their enrolled 
child.


X X X


C 11
1


HEALTH PLANS:  Getting Needed 
Information for Child with Chronic Conditions


Percentage of parents or guardians of health plan members 
who reported their experiences in getting needed 
information for their children with chronic conditions. X X X


C 11
2


HEALTH PLANS:  Getting Needed 
Information for Child with Chronic Conditions


Percentage of parents or guardians who reported their 
experiences with getting needed information about their 
children's care for their enrolled children with chronic 
conditions.


X X X


C 11
3


HEALTH PLANS:  Getting Prescription 
Medications


Percentage of parents or guardians of health plan members 
who reported how often it was easy to get prescription 
medicines for their children with chronic conditions. X X X


C 11
4


HEALTH PLANS:  Getting Prescriptions for 
Child with Chronic Conditions


Percentage of parents or guardians who reported how often 
it was easy to get prescription medicines for their enrolled 
children with chronic conditions through their health plan. X X X
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C 11
5


HEALTH PLANS:  Getting Specialized 
Services for Child with Chronic Conditions


Percentage of parents or guardians of health plan members 
who reported how often it was easy to get specialized 
services for their children with chronic conditions. X X X


C 11
6 HEALTH PLANS:  Getting Specialized 


Services for Child with Chronic Conditions
Percentage of parents or guardians who reported how often 
it was easy to get specialized services for their enrolled 
children with chronic conditions.


X X X


C 11
7 HEALTH PLANS:  Health Plan Information 


and Customer Service
Percentage of adult health plan members who reported how 
often they were satisfied with their health plan information 
and customer service.


X X X


C 11
8 HEALTH PLANS:  Health Plan Information 


and Customer Service for Child
Percentage of parents or guardians who reported how often 
they were satisfied with their enrolled child's health plan 
information and customer service.


X X X


C 11
9


HEALTH PLANS:  Informed and Up-To-Date 
about Care


Percentage of adult health plan members who reported how 
often their personal doctor seemed informed and up-to-date 
about care they got from other doctors or other health 
providers.


X X X


C 12
0


HEALTH PLANS:  Informed and Up-To-Date 
about Child's Care


Percentage of parents or guardians who reported how often 
their child's personal doctor seemed informed and up-to-
date about the care their child got from other doctors or 
health providers.


X X X


C 12
1 HEALTH PLANS:  Rating Their Child's 


Doctor
Parents' or guardians' ratings of their child's personal 
doctor. X X X


C 12
2 HEALTH PLANS:  Rating Their Child's 


Health Care
Parents' or guardians' ratings of their child's health care. X X X


C 12
3 HEALTH PLANS:  Rating Their Child's 


Health Plan
Parents' or guardians' ratings of their child's health plan. X X X
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C 12
4 HEALTH PLANS:  Rating Their Child's 


Specialist
Parents' or guardians' ratings of the specialist their child 
saw most often. X X X


C 12
5 HEALTH PLANS:  Rating Their Doctor Adult health plan members' ratings of their personal doctor. X X X


C ## HEALTH PLANS:  Rating Their Health Plan  Adult health plan members' ratings of their health plan. X X X


C 12
7 HEALTH PLANS:  Rating Their Specialist Adult health plan members' ratings of the specialist they 


saw most often. X X X


C 12
8 HEALTH PLANS:  Satisfaction with Care Adult health plan members' ratings of all health care 


received from their health plan in the last 12 months. X X X


C 12
9 HEALTH PLANS:  Satisfaction with Care Adult health plan members' overall ratings of their health 


care. X X X


C 13
0 HEALTH PLANS:  Satisfaction with Care Adult health plan members' overall ratings of their health 


plan. X X X


C 13
1 HEALTH PLANS:  Satisfaction with Child's 


Care
Parents' or guardians' overall ratings of their children's 
health care. X X X


C 13
2 HEALTH PLANS:  Satisfaction with Child's 


Doctor
Parents' or guardians' overall ratings of their children's 
personal doctor. X X X


C 13
3 HEALTH PLANS:  Satisfaction with Child's 


Health Plan
Parents' or guardians' overall ratings of their children's 
health plan. X X X


C 13
4 HEALTH PLANS:  Satisfaction with Child's 


Specialist
Parents' or guardians' overall ratings of their children's 
specialist. X X X


C 13
5 HEALTH PLANS:  Satisfaction with 


Customer Service
Percentage of adult health plan members who reported how 
often they were satisfied with their health plan's customer 
service.


X X X


C 13
6 HEALTH PLANS:  Satisfaction with 


Customer Service for Child
Percentage of parents or guardians of health plan members 
who reported how often they were satisfied with their child's 
health plan customer service.


X X X
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C 13
7 HEALTH PLANS:  Satisfaction with Doctor Adult health plan members' overall ratings of their personal 


doctor. X X X


C 13
8 HEALTH PLANS:  Satisfaction with 


Specialist
Adult health plan members' overall ratings of their 
specialist. X X X


C 13
9 HEALTH PLANS:  Shared Decision Making Percentage of adult health plan members who reported 


whether a doctor or other health provider included them in 
shared decision making.


X X X


C 14
0 HEALTH PLANS:  Shared Decision Making 


in Child with Chronic Conditions
Percentage of parents or guardians who reported their 
experiences with shared decision-making for their enrolled 
children with chronic conditions.


X X X


C 14
1 HEALTH PLANS:  Shared Decision Making 


in Child's Care
Percentage of parents or guardians of health plan members 
who reported their experience with shared decision making 
for their child.


X X X


C 14
2 HEALTH PLANS:  Timeliness and Accuracy 


of Claims
Percentage of adult health plan members who reported how 
often their health plans handled their claims quickly and 
correctly.


X X X


D 14
3 HEALTH PLANS:  Timeliness of Care Percentage of adult health plan members who reported how 


often they get care quickly. X X X


D 14
4 HEALTH PLANS:  Timeliness of Care Percentage of adult health plan members who reported how 


often they get care quickly. X X X


D 14
5 HEALTH PLANS:  Timeliness of Child's Care Percentage of parents or guardians of health plan members 


who reported how often their child got care quickly. X X X


D 14
6 HEALTH PLANS:  Timeliness of Child's Care Percentage of parents or guardians who reported how often 


their enrolled child got care quickly. X X X
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D 14
7


HEART HEALTH—CORONARY ARTERY 
DISEASE:  ACE Inhibitor or ARB 
Therapy–Diabetes or Left Ventricular Systolic 
Dysfunction (LVEF <40%)


Percentage of patients 18 years of age and older with a 
diagnosis of coronary artery disease who also have 
diabetes and/or left ventricular systolic dysfunction (LVSD) 
who were prescribed ACE Inhibitor or ARB therapy.


X X X X


D 14
8 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Antiplatelet Therapy
Percentage of patients who were prescribed antiplatelet 
therapy. X X


D 14
9 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Antiplatelet Therapy
Percentage of patients 18 years and older with a diagnosis 
of coronary artery disease seen within a 12-month period 
who were prescribed aspirin or clopidogrel.


X X


D 15
0 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Antiplatelet Therapy Prescribed 
for Patients with Coronary Artery Disease


Percentage of patients with coronary artery disease who 
were prescribed antiplatelet therapy (ASA/plavix/coumadin) X X


D 15
1 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Beta-Blocker Therapy
Percentage of patients with prior myocardial infarction (MI) 
who were prescribed beta-blocker therapy; Chronic stable 
coronary artery disease (CAD)


X X


D 15
2 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Beta-Blocker Therapy for Patients 
with Prior MI.


Percentage of patients with prior MI at any time who were 
prescribed beta-blocker therapy. X X


D 15
3


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Beta-Blocker–Prior Myocardial 
Infarction (MI) or Left Ventricular Systolic 
Dysfunction (LVEF <40%)


Percent of patients aged 18 years and older with a 
diagnosis of coronory artery disease seen within a 12-
month period who also have prior MI or a current or prior 
LVEF <40% who were prescribed beta-blocker therapy.


X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 23 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


D 15
4


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Blood Pressure Control


Percentage of patients aged 18 and older with a diagnosis 
of coronary artery disease seen within a 12-month period 
with a blood pressure of <140/90 mm Hg OR patients with a 
blood pressure =>140/90 mm Hg and prescribed 2 or more 
anti-hypertensive medications during the most recent office 
visit.


X X


D 15
5


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Cardiac Rehabilitation


Percentage of patients in an outpatient clinical practice who 
have had a qualifying event/diagnosis during the previous 
12 months, who have been referred to an outpatient 
cardiac rehabilitation program.


X X


D 15
6


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Cardiac Rehabilitation Patient 
Referral From an Outpatient Setting


All patients evaluated in an outpatient setting who within the 
past 12 months have experienced an acute myocardial 
infarction (MI), coronary artery bypass graft (CABG) 
surgery, a percutaneous coronary intervention (PCI), 
cardiac valve surgery, or cardiac transplanation, or who 
have chronic stable angina (CSA) and have not already 
participated in an early outpatient cardiac 
rehabilitation/secondary prevention (CR) program for the 
qualifying event/diagnosis are referred to such a program.


X X


D 15
7


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Drug Therapy for Lowering LDL 
Cholesterol for Patients with Coronary Artery 
Disease (CAD)


Percentage of patients 18 years and older with Coronary 
Artery Disease (CAD) who were prescribed a lipid-lowering 
therapy (based on current ACC/AHA guidelines.) X X


D 15
8 HEART HEALTH—CORONARY ARTERY 


DISEASE:  Level of Activity and Symptoms
Percentage of patients evaluated for both level of activity 
and anginal symptoms during one or more office visits. X X
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HEART HEALTH—CORONARY ARTERY 
DISEASE:  Lipid Control


Percentage of patients aged 18 years and older with a 
diagnosis of coronary artery disease seen within a 12 
month period who have an LDL-C result <100 mg/dL OR 
patients who have an LDL-C ≥100 mg/dL and have a 
documented plan of care to achieve LDL-C <100mg/dL, 
including at a minimum the prescription of a statin.


X X


D 16
0


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Symptom and Activity 
Assessment


Percentage of patients aged 18 years and older with a 
diagnosis of coronary artery disease seen within a 12-
month period for whom there are documented results of an 
evaluation of level of activity AND an evaluation of 
presence or absence of anginal symptoms in the medical 
record.


X X


D 16
1


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Tobacco Use—Screening and 
Cessation Intervention


Percentage of patients aged 18 years and older with a 
diagnosis of coronary artery disease seen within a 12 
month period who were screened for tobacco use AND who 
received tobacco cessation counseling intervention if 
identified as a tobacco user.


X X


D 16
2


HEART HEALTH—CORONARY ARTYERY 
DISEASE:  Symptom Management


Percentage of patients aged 18 years older with a 
diagnosis of coronary artery disease seen within a 12-
month period and with results of an evaluation of level of 
activity AND an evaluation of presence or absence of 
anginal symptoms, with appropriate management of anginal 
symptoms (evaluation of level of activity and symptoms 
includes no report of anginal symptoms OR evaluation of 
level of activity and symptoms includes report of anginal 
symptoms and a plan of care is documented to achieve 
control of anginal symptoms).


X X
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HEART HEALTH—CV:  LDL-C Control at 
<100 mg/dL for Patients with Cardiovascular 
Conditions


Percentage of patients with a cardiovascular condition who 
had a low-density lipoprotein cholesterol (LDL-C) screening 
performed and the percentage of patients who have a 
documented LDL-C level less than 100 mg/dL.


X X


D 16
4


HEART HEALTH—CV:  LDL-C Control at 
<100 mg/dL for Patients with Cardiovascular 
Conditions


Percentage of patients 18–75 years of age discharged alive 
for acute myocardial infarction (AMI), coronary artery 
bypass graft (CABG), percutaneous transluminal coronary 
angioplasty (PTCA), in the 12 months prior to the 
measurement period, or those patients who had a 
diagnosis of Ischemic Vascular Disease (IVD during the 
measurement period and the twelve months prior to the 
measurement period whose most recent LDL-C screening 
during the previous 12 months was controlled at <100 
mg/dL.


X X X


D 16
5


HEART HEALTH—CV:  LDL-C Screening for 
Patients with Cardiovascular Conditions


Percentage of patients 18–75 years of age discharged alive 
for acute myocardial infarction (AMI), coronary artery 
bypass graft (CABG), percutaneous transluminal coronary 
angioplasty (PTCA), in the 12 months prior to the 
measurement period, or those patients who had a 
diagnosis of Ischemic Vascular Disease (IVD during the 
measurement period and the twelve months prior to the 
measurement period who had LDL-C screening during the 
previous 12 months.


X X X


D 16
6


HEART HEALTH—CV:  Persistence of Beta-
Blocker Therapy After a Heart Attack


Percentage of patients 18 years of age and older 
hospitalized and discharged alive in the year prior to the 
previous year with a diagnosis of acute myocardial 
infarction (AMI) who received persistent beta-blocker 
treatment for 180 days.


X X X
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HEART HEALTH—HEART FAILURE:  ACE 
Inhibitor or ARB Therapy for Patients with 
Heart Failure


Percentage of patients aged 18 years and older with a 
diagnosis of heart failure (HF) who also have left ventricular 
systolic dysfunction (LVSD) who were prescribed ACE 
inhibitor or ARB therapy.


X X X


D 16
8 HEART HEALTH—HEART FAILURE:  


Assessment of Activity Level for Patients with 
Heart Failure


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure with assessment of activity level. X X


D 16
9 HEART HEALTH—HEART FAILURE:  


Assessment of Clinical Signs of Volume 
Overload for Patients with Heart Failure


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure with assessment of clinical signs 
of volume overload (excess).


X X


D 17
0


HEART HEALTH—HEART FAILURE:  Beta-
Blocker Therapy for Left Ventricular Systolic 
Dysfnction


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure who also have Left Ventricular 
Systolic Dysfunction who were prescribed beta-blocker 
therapy.


X X X X


D 17
1


HEART HEALTH—HEART FAILURE:  
Counseling Regarding Implantable 
Cardioverter-Defibrillator (ICD) Implantation 
for Patients with Left Ventricular Systolic 
Dysfunction on Combination Medical Therapy


Percentage of patients aged 18 years and older with a 
diagnosis of heart failure with current LVEF <35% despite 
ACE inhibitor/ARB and beta-blocker therapy for at least 
three months who were counseled regarding ICD 
implantation as a treatment option for th eprophylaxis of 
sudden death.


X X


D 17
2


HEART HEALTH—HEART FAILURE:  Left 
Ventricular Function Assessment


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure who have quantitative or 
qualitative results of Left Ventricular Dysfunction assesment 
recorded.


X X X


D 17
3


HEART HEALTH—HEART FAILURE:  
Patient Education on Disease Management 
and Health Behavior Changes for Patients 
with Heart Failure


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure who were provided with patient 
education on disease management and health behavior 
changes during one or more visit(s).


X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 27 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


D 17
4


HEART HEALTH—HEART FAILURE:  
Patient Self-Care Education


Percentage of patients aged 18 years and older with a 
diagnosis of heart failure who were provided with self-care 
education on three or more elements of education during 
one or more visits within a 12-month period.


X X


D 17
5 HEART HEALTH—HEART FAILURE:  


Record of Weight Measurement for Patients 
with Heart Failure


Percentage of patients aged 18 years and older with a 
diagnosis of Heart Failure who had weight measurement 
recorded.


X X


D 17
6


HEART HEALTH—HEART FAILURE:  
Symptom and Activity Assessment


Percentage of patient visits for those patients aged 18 
years older with a diagnosis of heart failure and with 
quantitative results of an evaluation of both level of activity 
and clinical symptoms documented.


X X


D 17
7


HEART HEALTH—HEART FAILURE:  
Symptom Management


Percentage of patient visits for those patients aged 18 
years older with a diagnosis of heart failure and with 
quantitative results of an evaluation of both level of activity 
AND clinical symptoms documented in which patient 
symptoms have improved or remained consistent with 
treatment goals since last assessment with a documented 
plan of care.


X X


D 17
8 HEART HEALTH—HEART FAILURE:  


Warfarin Therapy for Heart Failure Patients 
with Atrial Fibrillation


Percentage of patients with heart failure (HR) who also 
have paroxysmal or chronic atrial fibrillation who were 
prescribed warfarin therapy.


X X


D 17
9


HEART HEALTH—HYPERTENSION:  
Controlling High Blood Pressure in Patients 
with Hypertension


Percentage of patients 16–85 years of age who had a 
diagnosis of hypertension (HTN) and whose blood pressure 
(BP) was adequately controlled (≤140/90) during the 
measurement year.


X X X
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D 18
0


HEPATITIS C:   Immunity to Hepatitis A Percentage of patients aged 18 years and older with a 
diagnosis of hepatitis C who have received at least one 
injection of hepatitis A vaccine, or who have documented 
immunity to hepatitis A.


X X


D 18
1


HEPATITIS C:   Immunity to Hepatitis B Percentage of patients aged 18 years and older with a 
diagnosis of hepatitis C who have received at least one 
injection of hepatitis B vaccine, or who have documented 
immunity to hepatitis B.


X X


D 18
2


HEPATITIS C:  Antiviral Treatment 
Prescribed


Percentage of patients aged 18 years and older with a 
diagnosis of chronic hepatitis C who were prescribed 
peginterferon and ribavirin therapy within the 12 month 
reporting period.


X X X


D 18
3


HEPATITIS C:  Counseling Regarding Risk of 
Alcohol Consumption


Percentage of patients aged 18 years and older with a 
diagnosis of hepatitis C who were counseled regarding the 
risks of alcohol consumption at least once within the 12 
month reporting period.


X X X


D 18
4


HEPATITIS C:  Counseling Regarding Use of 
Contraception Prior to Antiviral Therapy


Percentage of female patients aged 18 to 44 years and all 
men aged 18 years and older with a diagnosis of chronic 
hepatitis C who are receiving antiviral treatment who were 
counseled regarding contraception prior to the initiation of 
antiviral treatment.


X X X


D 18
5


HEPATITIS C:  HCV Genotype Testing Prior 
to Treatment


Percentage of patients aged 18 years and older with a 
diagnosis of chronic hepatitis C who are receiving antiviral 
treatment for whom HCV genotype testing was performed 
prior to initiation of antiviral treatment.


X X X
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HEPATITIS C:  Ribonucleic Acid (RNA) 
Testing at Week 12 of Treatment


Percentage of patients aged 18 years and older with a 
diagnosis of chronic hepatitis C who are receiving antiviral 
treatment for whom quantitative HCV RNA testing was 
performed at 12 weeks from initiation of antiviral treatment.


X X X


D 18
7


HEPATITIS C:  Ribonucleic Acid (RNA) 
Testing Before Initiating Treatment


Percentage of patients aged 18 years and older with a 
diagnosis of chronic hepatitis C who are receiving antiviral 
treatment for whom quantitative HCV RNA testing was 
performed within 6 months prior to initiation of antiviral 
treatment.


X X X


D 18
8 HEPATITIS C:  Testing for chronic Hepatitis 


C - Confirmation of Hepatitis C Viremia
Percentage of patients aged 18 years and older with a 
diagnosis of hepatitis C seen for an initial evaluation who 
had HCV RNA testing ordered or previously performed. 


X X X


D 18
9 HOSPITALIZATIONS:  Inpatient 


Utilization—General Hospital/Acute Care
Measure summarizes utilization of acute inpatient care and 
services in:  Total Inpatient, Medicine, Surgery, Maternity X X X


D 19
0 HYPERTENSION:  Blood pressure less than 


140/90
Percent of eligible patients with an active diagnosis of 
hypertension whose most recent blood pressure recording 
was less than 140/90 mm Hg.


X X


E 19
1 HYPERTENSION:  Blood Pressure 


Measurement Recorded
Percentage of patient visits with blood pressure 
measurement recorded. X X X


E 19
2


HYPERTENSION:  Plan of Care for Elevated 
Blood Pressure


Percentage of patient visits during which either systolic 
blood pressure is greater than or equal to 140 mm Hg or 
diastolic blood pressure is greater than or equal to 90 mm 
Hg, with documented plan of care for hypertension.


X X X


E 19
3 IMMUNIZATIONS:  Influenza Immunizations Preventive care and screening: percentage of patients who 


received an influenza immunization during the one-year 
measurement period.


X X
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IMMUNIZATIONS:  Influenza Immunizations 
for patients with Spinal Cord injuries


Percent of eligible spinal cord injury and disorders (SCI&D) 
patients receiving influenza immunization between August 
1, 2010 and March 31, 2011 in accordance with defined 
VHA policy.


X X


E 19
5 IMMUNIZATIONS:  Influenza Immunizations 


over 65.
Percent of eligible patients 65 years and older receiving 
influenza immunizations between August 1, 2010 and 
March 31, 2011 in accordance with defined VHA policy.


X X


E 19
6 IMMUNIZATIONS:  Influenza Vaccination 50-


64
Percent of eligible patients age 50 to 64 years receiving 
influenza immunizations between August 1, 2010 and 
March 31, 2011 in accordance with defined VHA policy.


X X


E 19
7 IMMUNIZATIONS:  Pneumonia 


immunizations for patients with Spinal Cord 
injuries


Percent of eligible spinal cord injury and disorders (SCI&D) 
patients receiving pneumococcal immunization. X X


E 19
8 IMMUNIZATIONS:  Preventive Care and 


Screening - Influenza Immunizations of 
Patients ≥50 Years Old


Percentage of patients aged 50 years and older who 
received an influenza immunization during the flu season 
(September through February).


X X


E 19
9


MEDIATIONS:  Antibiotic Utilization Measure summarizes the following data on outpatient 
utilization of antibiotic prescriptions during the 
measurement year, stratified by age and gender:  Total 
number of prescriptions; average number of prescriptions; 
total days supplied; average days supplied; total number of 
prescriptions; average number of prescriptions; percentage 
of antibiotics of concern; average number of antibiotics.


X X X


E 20
0 MEDIATIONS:  Evaluation of Aspirin Use Percentage of women 56 through 79 years and men 46 


through 79 years who discussed the risks and benefits of 
using aspirin with a doctor or other health provider.


X X
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1


MEDICATIONS:  Annual Monitoring for 
Patients on Persistent Medications


Percentage of members 18 years of age and older who 
received at least 180 days supply of ambulatory medication 
therapy for the selected therapeutic agent during the 
measurement and at least one therapeutic monitoring event 
for the therapeutic agent in the measurement year.


X X


E 20
2


MEDICATIONS:  Aspirin Use Percentage of members who are currently taking aspirin, 
including women 56 through 79 years with at least two risk 
factors for CVD; men 46 through 65 years with at least one 
risk factor for cardiovascular disease; all men 66 through 79 
years, regardless of risk factors.


X X


E 20
3


MEDICATIONS:  Disease-Modifying Anti-
Rheumatic Drug Therapy for Rheumatoid 
Arthritis


Percentage of patients who were diagnosed with 
rheumatoid arthritis and who were dispensed at least one 
ambulatory prescription for a disease modifying anti-
rheumatic drug (DMARD).


X X X


E 20
4 MEDICATIONS:  Medication Reconciliation 


Post-Discharge
Percentage of discharges during the measurement year for 
patients 66 years of age and older for whom medications 
were reconciled on or within 30 days.


X X X X


E 20
5


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Percentage of members 18 years of age and older who 
received at least 180 treatment days for an anticonvulsant 
during the measurement year and had at least one drug 
serum concentration level monitoring test for the prescribed 
drug in the measurement year.


X X
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MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Percentage of members 18 years of age and older who 
received at least 180 treatment days of a diuretic during the 
measurement year and had at least one serum potassium 
and either a serum creatinine or a blood urea nitrogen 
therapeutic monitoring test in the measurement year.


X X


E 20
7


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Percentage of members 18 years of age and older who 
received at least 180 treatment days of ACE inhibitors or 
ARBs during the measurement year and had at least one 
serum potassium and either a serum creatinine or a blood 
urea nitrogen therapeutic monitoring test in the 
measurement year.


X X


E 20
8


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Percentage of members 18 years of age and older who 
received at least 180 treatment days of digoxin during the 
measurement year and had at least one serum potassium 
and either a serum creatinine or a blood urea nitrogen 
therapeutic monitoring test in the measurement year.


X X


E 20
9


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - 
Combined Rate.


Percentage of patients 65 years of age and older who have 
evidence of an underlying disease, condition or health 
concern  and who are dispensed an ambulatory prescription 
for a contraindicated medication, concurrent with or after 
the diagnosis:  Combined Rate


X X
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E 21
0


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - CRF


Percentage of patients 65 years of age and older who have 
evidence of an underlying disease, condition or health 
concern  and who are dispensed an ambulatory prescription 
for a contraindicated medication, concurrent with or after 
the diagnosis:  Chronic Renal Failure and prescription for 
nonaspirin NSAIDs or Cox-2 Selective NSAIDs.


X X X


E 21
1


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - Dementia


Percentage of patients 65 years of age and older who have 
evidence of an underlying disease, condition or health 
concern  and who are dispensed an ambulatory prescription 
for a contraindicated medication, concurrent with or after 
the diagnosis:  Dementia and a prescription for tricyclic 
antidepressants for anticholinergic agents.


X X X


E 21
2


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - Falls


Percentage of patients 65 years of age and older who have 
evidence of an underlying disease, condition or health 
concern  and who are dispensed an ambulatory prescription 
for a contraindicated medication, concurrent with or after 
the diagnosis:  History of falls and a prescription for tricyclic 
antidepressants, antipsychotics or sleep agents.


X X X


E 21
3


MEDICATIONS:  Rheumatoid Arthritis (RA) - 
Disease-Modifying Anti-Rheumatic Drug 
Therapy (DMARD) Therapy


Percentage of patients 18 years and older who were 
diagnosed with rheumatoid arthritis and were prescribed, 
dispensed, or administered at least one ambulatory 
prescription for a DMARD.


X X


E 21
4 MEDICATIONS:  Use of High-Risk 


medications in the Elderly
Percentage of patients 65 years of age and older who 
received at least one high-risk medication. X X X


E 21
5 MEDICATIONS:  Use of High-Risk 


medications in the Elderly
Percentage of patients 65 years of age and older who 
received at least two different high-risk medications. X X X
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6


MENTAL HEALTH:   Mental Health 
Utilization


Number and percentage of patients receiving the following 
mental health services during the measurement year:  Any 
service, Inpatient; Intensive outpatient or partial 
hospitalization; Outpatient or ED


X X X


E 21
7


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective 
Treatment During the Acute Stage


Percentage of patients 18 years of age and older 
diagnosed with a new episode of depression and treated 
with antidepressant medication who remained on an 
antidepressant drug during the entire 84-day (12 weeks) 
Acute Treatment Phase.


X X X X X


E 21
8


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective 
Treatment During the Acute Stage


Percentage of patients who were diagnosed with a new 
episode of depression, and treated with antidepressant 
medication, and who remained on an antidepressant drug 
for at least 84 treatment days (12 weeks) after the Index 
Prescription Date.


X X


E 21
9


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective 
Treatment During the Continuous Stage


Percentage of patients 18 years of age and older 
diagnosed with a new episode of depression and treated 
with antidepressant medication who remained on an 
antidepressant drug for at least 180 days (6 months).


X X X X


E 22
0


MENTAL HEALTH:  Assessment Prior to 
Initial Treatment


Percentage of patients presenting with depression who 
were assessed, prior to the initiation of treatment, for the 
presence of prior or current symptoms and/or behaviors 
associated with mania or hypomania.


X X


E 22
1 MENTAL HEALTH:  Follow-U for Children at 


Risk for Delays.
Proportion of children who were determined to be at 
significant risk for developmental, behavioral, or social 
delays who received some level of follow-up health care.


X X
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E 22
2


MENTAL HEALTH:  Follow-Up After 
Hospitalization for Mental Illness


Percentage of discharges for members six years of age or 
older who were hospitalized or treated with selected mental 
health disorders and who were seen on an outpatient basis 
or were in intermediate treatment with a mental health 
provider.


X X


E 22
3


MENTAL HEALTH:  Follow-Up Management 
and Treatment for Patients with Depression


Percentage of discharges for members 6 years of age and 
older who were hospitalized for treatment of selected 
mental health disorders and who had an outpatient visit, an 
intensive outpatient encounter, or partial hospitalization with 
a mental health practitioner within 30 days of discharge.


X X X


E 22
4


MENTAL HEALTH:  Follow-Up Management 
and Treatment for Patients with Depression


Percentage of discharges for members 6 years of age and 
older who were hospitalized for treatment of selected 
mental health disorders and who had an outpatient visit, an 
intensive outpatient encounter, or partial hospitalization with 
a mental health practitioner within 7 days of discharge.


X X X


E 22
5


MENTAL HEALTH:  Major Depressive 
Disorder (MDD) - Suicide Risk Assessment


Percentage of patients aged 18 years and older with a new 
diagnosis or recurrent episode of MDD who had a suicide 
risk assessment completed at each visit during the 
measurement period.


X X X


E 22
6


MENTAL HEALTH:  Major Depressive 
Disorder (MDD):  Diagnostic Evaluation


Percentage of patients aged 18 years and older with a new 
diagnosis or recurrent episode of MDD, who met the DSM-
IV criteria during the visit in which the new diagnosis or 
recurrent episode was identified.


X X X


E 22
7 MENTAL HEALTH:  Management and 


Treatment for Patients with New Diagnosis of 
Depression


Percentage of members ages 18 years and older 
diagnosed with a new episode of depression, treated with 
antidepressant medication and optimally managed.


X X
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E 22
8 MENTAL HEALTH:  Unipolor Depression - 


Initial Assessment
Percentage of patients diagnosed with unipolar depression 
who receive an initial assessment that considers alcohol 
and chemical substance use.


X X


E 22
9 MISCELLANEOUS:  Children's Access to 


Primary Care Pratctioners
Percentage of children 12–24 months and 25 months–6 
years who had a visit with a PCP. X X X


E 23
0


MISCELLANEOUS:  Frequency of Selected 
Procedures


Measure summarizes the utilization of frequently performed 
procedures that often show wide regional variation and 
have generated concern regarding potentially inappropriate 
utilization.


X X X


E 23
1


ONCOLOGY CARE:  Adjuvant Hormonal 
Therapy for High-Risk Prostate Cancer 
Patients


Percentage of patients, regardless of age, with a diagnosis 
of prostate cancer at high risk of recurrence, receiving 
external beam radiotherapy to the prostate who were 
prescribed adjuvant hormonal therapy (GnRH agonist or 
antagonist).


X X X


E 23
2


ONCOLOGY CARE:  Avoidance of Overuse 
of Bone Scan for Staging Low-Risk Prostate 
Cancer Patients


Percentage of patients, regardless of age, with a diagnosis 
of prostate cancer, at low risk of recurrence, receiving 
interstitial prostate brachytherapy, OR external beam 
radiotherapy to the prostate, OR radical prostatectomy, OR 
cryotherapy who did not have a bone scan performed at 
any time since diagnosis of prostate cancer.


X X X


E 23
3


ONCOLOGY CARE:  Baseline AJCC Percentage of patients, regardless of age, with a diagnosis 
of breast, colon, or rectal cancer who are seen in the 
ambulatory setting who have a baseline AJCC cancer stage 
or documentation that the cancer is metastatic in the 
medical record at least once during the 12 month reporting 
period.


X X
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4


ONCOLOGY CARE:  Breast Cancer - 
Hormonal Therapy for Stage IC-IIIC Estrogen 
Receptor/Progesterone Receptor (ER/PR) 
Positive Breast Cancer


Percentage of female patients aged 18 years and older with 
Stage IC through IIIC, estrogen receptor (ER) or 
progesterone receptor (PR) positive breast cancer who 
were prescribed tamoxifen or aromatase inhibitor (AI) 
during the 12 month reporting period


X X X


E 23
5 ONCOLOGY CARE:  Breast Cancer 


Resection Pathology Reporting
Percentage of breast cancer resection pathology reports 
that include the pT category (primary tumor), the pN 
category (regional lymph nodes) and the histologic grade.


X X X


E 23
6


ONCOLOGY CARE:  Chemotherapy for 
Stage III Colon Cancer Patients


Percentage of patients aged 18 years and older with Stage 
IIIA through IIIC colon cancer who are referred for adjuvant 
chemotherapy, prescribed adjuvant chemotherapy, or have 
previously received adjuvant chemotheraopy within the12-
month reporting period.


X X X


E 23
7 ONCOLOGY CARE:  Chronic Lymphocytic 


Leukemia (CLL) - Baseline Flow Cytometry
Percentage of patients aged 18 years and older with a 
diagnosis of CLL who had baseline flow cytometry studies 
performed.


X X X


F 23
8


ONCOLOGY CARE:  Colorectal Cancer 
Resection Pathology


Percentage of colon and rectum cancer resection pathology 
reports that include the pT category (primary tumor), the pN 
category (regional lymph nodes) and the histologic grade. X X X


F 23
9


ONCOLOGY CARE:  Melanoma - Complete 
Physical Skin Exam Recall System


Percentage of patients, regardless of age, with a current 
diagnosis of melanoma or a history of melanoma who were 
entered into a recall system with the date for the next 
complete physical skin exam specified, at least once within 
the 12 month reporting period.


X X


F 24
0 ONCOLOGY CARE:  Melanoma - Imaging 


Studies
Percentage of patients, regardless of age, with stage 0 or 
IA melanoma, without signs or symptoms, for whom no 
diagnostic imaging studies were ordered.


X X
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1


ONCOLOGY CARE:  Melanoma - Treatment 
Plan


Percentage of patients, regardless of age, with a new 
occurrence of melanoma who have a treatment plan 
documented in the chart that was communicated to the 
physician(s) providing continuing care within one month of 
diagnosis.


X X


F 24
2


ONCOLOGY CARE:  Multiple Myeloma - 
Treatment with Bisphosphonates


Percentage of patients aged 18 years and older with a 
diagnosis of multiple myeloma, not in remission, who were 
prescribed or received intravenous bisphosphonate therapy 
within the 12-month reporting period.


X X X


F 24
3


ONCOLOGY CARE:  Myelodysplasatic 
Syndrome (MDS) - Documentation of Iron 
Stores in Patients Receiving Erythropoietin 
Therapy


Percentage of patients aged 18 years and older with a 
diagnosis of MDS who are receiving erythropoietin therapy 
with documentation of iron stores prior to initiating 
erythropoietin therapy.


X X X


F 24
4


ONCOLOGY CARE:  Myelodysplasatic 
Syndrome (MDS) and Acute Leukemias - 
Baseline Cytogenetic Testing Performed on 
Bone Marrow


Percentage of patients aged 18 years and older with a 
diagnosis of MDS or an acute leukemia who had baseline 
cytogenetic testing performed on bone marrow. X X X


F 24
5 ONCOLOGY CARE:  Pain Intensity 


Quantified
Percentage of visits for patients, regardless of age, with a 
diagnosis of cancer currently receiving chemotherapy or 
radiation therapy in which pain intensity is quantified.


X X


F 24
6


ONCOLOGY CARE:  Pancreatic or Lung 
Cancer


Percentage of patients, regardless of age, with a diagnosis 
of pancreatic or lung cancer who receive 3D conformal 
radiation therapy with documentation in medical record that 
radiation dose limits to normal tissues were established 
prior to the initiation of a course of 3D conformal radiation 
for a minimum of two tissues.


X X
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F 24
7


ONCOLOGY CARE:  Plan of Care to 
Address Pain


Percentage of visits for patients, regardless of age, with a 
diagnosis of cancer currently receiving chemotherapy or 
radiation therapy who report having pain with a documented 
plan of care to address pain.


X X


F 24
8


ONCOLOGY CARE:  Prostate Cancer - 
Three-Dimensional (3D) Radiotherapy


Percentage of patients, regardless of age, with a diagnosis 
of clinically localized prostate cancer receiving external 
beam radiotherapy as primary therapy to the prostate with 
or without nodal irradiation (no metastases; no salvage 
therapy) who receive three-dimensional conformal 
radiotherapy (3D-CRT) or intensity modulated radiation 
therapy (IMRT).


X X X


F 24
9


ONCOLOGY CARE:  Treatment Summary 
Report.


Percentage of patients, regardless of age, with a diagnosis 
of cancer who have undergone brachytherapy or external 
beam radiation therapy who have a treatment summary 
report in the chart that was communicated to physician(s) 
providing continuing care and to the patient within one 
month completing treatment.


X X


F 25
0 ORTHO CARE:  Foot/ankle Functional 


Status.
Mean change score in foot/ankle functional status of 
patients with foot/ankle impairments receiving physical 
rehabilitation.


X X


F 25
1 ORTHO CARE:  Hip Functional Status Mean change score in hip functional status of patients with 


hip impairments receiving physical rehabilitation. X X


F 25
2 ORTHO CARE:  Knee Functional Status Mean change score in knee functional status of patients 


with knee impairments receiving physical rehabilitation. X X


F 25
3 ORTHO CARE:  Lumbar Functional Status Mean change score in lumbar functional status for patients 


with lumbar impairments receiving physical rehabilitation. X X
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F 25
4


ORTHO CARE:  Osteoporosis - 
Communication with the Physician Managing 
Ongoing Care Post Fracture


Percentage of patients aged 50 years and older treated for 
a hip, spine, or distal radial fracture with documentation of 
communication with the physician managing the patient's 
on-going care that a fracture occurred and that the patient 
was or should be tested or treated for osteoporosis.


X X


F 25
5 ORTHO CARE:  Osteoporosis - 


Pharmacologic Therapy
Percentage of patients aged 50 years and older with a 
diagnosis of osteoporosis who were prescribed 
pharmacologic therapy within 12 months.


X X X


F 25
6


ORTHO CARE:  Osteoporosis Management 
IN Women who Had a Fracture


Percentage of women 67 years of age and older who 
suffered a fracture and who had either a bone mineral 
density (BMD) test or prescription for a drug to treat or 
prevent osteoporosis in the six months after the fracture.


X X X


F 25
7


ORTHO CARE:  Percentage of patients aged 
50 years and older with a fracture of the hip, 
spine, or distal radius who had a central DXA 
measurement ordered or performed or 
pharmacologic therapy prescribed


Percentage of patients aged 50 years and older with a 
fracture of the hip, spine or distal radius who had a central 
DXA measurement ordered or performed or pharmacologic 
therapy prescribed. X X X


F 25
8


ORTHO CARE:  Screening for Therapy for 
Osteoporosis for Women Aged 65 Years and 
Older


Percentage of female patients aged 65 and older who have 
a central dual-energy X-ray absorptiometry (DXA) 
measurement ordered or performed at least once since age 
60 or pharmacologic theapy prescribed within 12 months.


X X


F 25
9 ORTHO CARE:  Shoulder Functional Status Mean change score in shoulder functional status with 


shoulder impairments receiving physical rehabilitation. X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 41 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


F 26
0 OSTEOARTHRITIS (OA):  Assessment of 


Use of Medications
Percentage of patient visits with assessment for use of anti-
inflammatory or analgesic over-the-counter (OTC) 
medications.


X X


F 26
1


OSTEOARTHRITIS (OA):  Communication 
for Osteoporosis


Percentage of patients aged 50 years and older treated for 
a hip, spine or distal radial fracture with documentation of 
communication with the physician managing the patient's 
on-going care that a fracture occurred and that the patient 
was or should be tested or treated for osteoporosis.


X X


F 26
2


OSTEOARTHRITIS (OA):  DXA 
Measurement


Percentage of female patients aged 65 years and older who 
have a central DXA measurement ordered or performed at 
least once since age 60 or pharmacologic therapy 
prescribed within 12 months.


X X


F 26
3 OSTEOARTHRITIS (OA):  Function and Pain 


Assessment
Percentage of patient visits with assessment for function 
and pain. X X X


F 26
4 OTHER MEASURES:  Assessment of Mental 


Status for Community-Acquired Bacterial 
Pneumonia


Percentage of patients aged 18 years and older with the 
diagnosis of community-acquired bacterial pneumonia with 
mental status assessed


X X


F 26
5


OTHER MEASURES:  Colorectal Cancer 
Screening


Percentage of patients 50–75 years of age who had 
appropriate screening for colorectal cancer (CRC).  
FOBT—12 months; Flex Sig—5 years; Colonoscopy—10 
years.


X X X X


F 26
6


OTHER MEASURES:  Endoscopy and Polyp 
Surveillance


Percentage of patients aged 18 years and older receiving a 
surveillance colonoscopy, with a history of a prior colonic 
polyp in previous colonoscopy findings who had a follow-up 
interval of 3 or more years since their last colonoscopy 
documented in the colonoscopy report.


X X
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F 26
7


OTHER MEASURES:  Endoscopy and Polyp 
Surveillance


Percentage of patients aged 50 years and older receiving a 
screening colonoscopy without biopsy or polypectomy who 
had a recommended follow-up interval of at least 10 years 
for repeat colonoscopy documented in their colonoscopy 
report.


X X


F 26
8 OTHER MEASURES:  Medical Assistance 


with Smoking Cessation—Discussing 
Smoking Cessation Strategies


Percentage of patients 18 years and older who smoke and 
for whom smoking cessation methods or strategies were 
recommended or discussed.


X X


F 26
9


OTHER MEASURES:  Medication 
Reconciliation


Percentage of patients aged 65 years and older discharged 
from any inpatient facility (e.g., hospital, skilled nursing 
facililty, or rehabilitation facility) and seen within 60 days 
following discharge in the office by the physician providing 
on-going care who had a reconciliation of the discharge 
medications with the current medication list in the medical 
record documented.


X X


F 27
0


OTHER MEASURES:  Nuclear Medicine - 
Radionuclide Bone Imaging


Percentage of final reports for all patients, regardless of 
age, undergoing bone scintigraphy that include physician 
documentation of correlation with existing relevant imaging 
studies (e.g., x-ray, MRI, CT) that were performed.


X X


F 27
1 OTHER MEASURES:  Obesity Percent of eligible Veterans screened for obesity within the 


past year. X X


F 27
2


OTHER MEASURES:  On-Going Care Percentage of patients aged 65 years and older discharged 
from any inpatient facility (e.g., hospital, skilled nursing 
facility, or rehabilitation facility) and seen within 60 days 
discharge in the office by the physician providing on-going 
care who had a reconciliation of the discharge medications 
with the current medication list in the outpatient medical 
record documented.


X X
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F 27
3 OTHER MEASURES:  Pneumonia 


Vaccination
Pneumonia patients age 65 and older who were screened 
for pneumococcal vaccine status and were administered 
the vaccine prior to discharge, if indicated


X X X


F 27
4 OTHER MEASURES:  Pneumonia 


Vaccination
Percentage of Medicare members 65 years of age and 
older who have ever received a pneumococcal vaccination. X X


F 27
5 OTHER MEASURES:  Pneumonia 


Vaccination
Percentage of patients 65 years and older who have ever 
received a pneumococcal vaccination. X X


F 27
6


OTHER MEASURES:  Primary Open Angle 
Glaucoma - Optic Nerve Evaluation


Percentage of patients aged 18 years and older with a 
diagnosis of POAG who have abn optic nerve head 
evaluation during one or more office visits within 12 
months.


X X


F 27
7 OTHER MEASURES:  Screened for Fall Risk Percentage of patients aged 65 years and older who were 


screened for future fall risk at least once within 12 months. X X


F 27
8 OTHER MEASURES:  Standardized 


Developmental and Behavioral Screening
Proportion of children whose health care provider 
administered a parent-completed standardized 
developmental and behavioral screening tool.


X X


F 27
9


OTHER MEASURES:  Use of Imaging 
Studies for Low Back Pain


Percentage of patients 18–50 years of age with a primary 
diagnosis of low back pain who did not have an imaging 
study (plain X-ray, MRI, CT scan) within 28 days of the 
diagnosis.


X X X


F 28
0 OTITIS - ACUTE OTITIS EXTERNA (AOE):  


Avoidance of Systemic Antimicrobial Therapy
Percentage of patients aged 2 years and older with a 
diagnosis of AOE who were not prescribed systemic 
antimicrobial therapy.


X X X
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F 28
1


OTITIS - ACUTE OTITIS EXTERNA (AOE):  
Pain Assessment


Percentage of patient visits for those patients aged 2 years 
and older with a diagnosis of AOE with assessment of 
auricular or periauricular pain.


X X


F 28
2 OTITIS - ACUTE OTITIS EXTERNA (AOE):  


Topical Therapy
Percentage of patients aged 2 years and older with a 
diagnosis of AOE who were prescribed topical preparations. X X X


F 28
3


OTITIS - OTITIS MEDIA WITH EFFUSION 
(OME):  Avoidance of Medications


Percentage of patients aged 2 months through 12 years 
with a diagnosis of OME who were not 
prescribed/recommended either antihistamines or 
decongestants.


X X


F 28
4 OTITIS - OTITIS MEDIA WITH EFFUSION 


(OME):  D
Percentage of patients aged 2 months through 12 years 
with a diagnosis of OME who were not prescribed systemic 
antimicrobials.


X X


F 28
5 OTITIS MEDIA WITH EFFUSION (OME):  


Avoidance of Corticosteroids
Percentage of patients aged 2 months through 12 years 
with a diagnosis of OME who were not prescribed systemic 
corticosteroids.


X X


G 28
6


OTITIS MEDIA WITH EFFUSION (OME):  
Diagnostic Evaluation - Assessment of 
Tympanic membrane Mobility


Percentage of patient visits for those patients aged 2 
months through 12 years with a diagnosis of OME with 
assessment of tympanic membrane mobility with pneumatic 
otoscopy or tympanometry.


X X


G 28
7 PARENTAL CONCERNS:  Ask about 


parental concerns (developmental 
surveillance).


Proportion of children whose parents were asked by their 
child's health care provider if they have concerns about 
their child's learning, development and behavior.


X X


G 28
8


PRENATAL CARE:  Anti-D Immune Globulin Percentage of D (Rh) negative, unsensitized patients, 
regardless of age, who gave birth during a 12-month period 
who received anti-D immune globulin at 26-30 weeks 
gestation.


X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 45 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


G 28
9


PRENATAL CARE:  Frequency of Ongoing 
Prenatal Care


Percentage of Medicaid deliveries between November 6th 
of the year prior to the measurement year and November 
5th of the measurement year and uses the same 
denominator and deliveries as the prenatal and postpartum 
care measure.  <21 percent; 21-40 percent; 41-60 percent; 
61-80 percent; ≥81 percent


X X X


G 29
0


PRENATAL CARE:  Prenatal and 
Postpartum Care


Percentage of deliveries of live births during the 
measurement period that received a prenatal care visit in 
the first trimester or wihin 42 days of enrollment in the 
organization.


X X X


G 29
1 PRENATAL CARE:  Prenatal and 


Postpartum Care
Percentage of deliveries that had a postpartum visit on or 
between 21 and 56 days after delivery. X X X


G 29
2 PRENATAL CARE:  Screened for HIV 


Infection
Percentage of patients, regardless of age, who gave birth 
during a 12-month period who were screened for HIV 
infection during the first or second prenatal care visit.


X X


G 29
3


PREVENTIVE HEALTH:  Adult BMI 
Assessment


Percentage of members 18-74 years of age who had an 
outpatient visit and who had their body mass index (BMI) 
documented during the measurement year or the year prior 
to the measurement year.


X X X


G 29
4


PREVENTIVE HEALTH:  Advance Care Plan Percentage of patients aged 65 years and older who have 
an advance care plan or surrogate decision maker 
documented in the medical record or documentation in the 
medical record that an advance care plan was discussed 
but the patient did not wish or was not able to name a 
surrogate decision maker or provide an advance care plan.


X X X
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G 29
5 PREVENTIVE HEALTH:  Appropriate 


Preventive Services for 18 and Under
Preventive services: percentage of enrolled members ages 
less than or equal to 18 years who are up-to-date for all 
appropriate preventive services.


X X


G 29
6 PREVENTIVE HEALTH:  Appropriate 


Preventive Services for Patients 19 and Older
Preventive services: percentage of adult enrolled members 
ages 19 years and older that are up-to-date for all 
appropriate preventive services.


X X


G 29
7


PREVENTIVE HEALTH:  Care for Older 
Adults


Percentage of adults 66 years and older who had each of 
the following during the measurement year:  Advance care 
planning, Medication review, Functional status assessment, 
Pain screening.


X X X


G 29
8


PREVENTIVE HEALTH:  Colorectal Cancer 
Screening


Percentage of patients 50–75 years of age who had 
appropriate screening for colorectal cancer (CRC).  
FOBT—12 months; Flex Sig—5 years; Colonoscopy—10 
years.


X X


G 29
9


PREVENTIVE HEALTH:  Eye Care - Age-
Related Macular Deneration (AMD) 
Counseling


Percentage of patients aged 50 years and older with a 
diagnosis of age-related macular degeneration (AMD) or 
their caregiver(s) who were counseled within 12 months on 
the benefits and/or risks of the AREDS formation for 
preventing progression of AMD.


X X


G 30
0


PREVENTIVE HEALTH:  Eye Care - Age-
Related Macular Deneration (AMD) 
Examination


Percentage of patients aged 50 years and older with a 
diagnosis of age-related macular degeneration (AMD) who 
had a dilated macular examination performed which 
included documentation of the presence or absence of 
macular thickening or hemorrhage, AND the level of 
macular degeneration severity during one or more office 
visits within 12 months.


X X
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G 30
1


PREVENTIVE HEALTH:  Eye Care - 
Cataract Surgery Complications


Percentage of patients aged 18 years and older with a 
diagnosis of uncomplicated cataract who had cataract 
surgery and had any of a specified list of surgical 
procedures in the 30 days following cataract surgery which 
would indicate the occurrence of any of the following major 
complications: retained nuclear fragments, endophthalmitis, 
dislocated or wrong power IOL, retinal detachment, or 
wound dehiscence.


X X


G 30
2


PREVENTIVE HEALTH:  Eye Care - 
Cataract Surgery Conditions


Percentage of patients aged 18 years and older with a 
diagnosis of uncomplicated cataract who had cataract 
surgery and no significant ocular conditions impacting the 
visual outcome of surgery and had best-corrected visual 
acuity of 20/40 or better (distance or near) achieved within 
90 days following the cataract surgery.


X X


G 30
3


PREVENTIVE HEALTH:  Eye Care - 
Glaucoma - Optic Nerve Head Evaluation


Percentage of patients aged 18 years and older with a 
diagnosis of primary open-angle glaucoma who have an 
optic nerve head evaluation during one or more office visits 
within 12 months. 


X X


G 30
4


PREVENTIVE HEALTH:  Eye Care - 
Glaucoma Treatment Has Not Failed


Percentage of patients aged 18 years and older with a 
diagnosis of primary open-angle glaucoma whose 
glaucoma treatment has not failed (the most recent IOP 
was reduced by at least 15% from the pre-intervention 
level) OR if the most recent IOP was not reduced by at 
least 15% from the pre-intervention level a plan of care was 
documented within 12 months.


X X
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G 30
5


PREVENTIVE HEALTH:  Glaucoma 
Screening in Older Adults


Percentage of patients 65 and older, without a prior 
diagnosis of glaucoma or glaucoma suspect, who received 
a glaucoma eye exam by an eye care professional for early 
identification of glaucomatous conditions.


X X X


G 30
6 PREVENTIVE HEALTH:  Promoting Healthy 


Development Survey - All Care Components
Proportion of children who received all individual care 
components measures in the Promoting Healthy 
Development Survey (PHDS).


X X


G 30
7


PREVENTIVE HEALTH:  Promoting Healthy 
Development Survey - Assessment


Preventive and developmental health care for young 
children: average percentage of individual care components 
(assessed in the Promoting Healthy Development Survey 
[PHDS]) a child received.


X X


G 30
8


PREVENTIVE HEALTH:  
Screening/Counseling on Emotional Health


Preventive screening and counseling on emotional health 
and relationship issues: average proportion saying "yes" to 
six items about whether provider(s) discussed/screened for 
feeling sad or depressed, school performance, friends, 
suicide and sexual orientation.


X X


G 30
9


PREVENTIVE HEALTH:  
Screening/Counseling on Lifestyle Issues


Preventive screening and counseling on risky behaviors: 
average proportion saying "yes" to ten items about whether 
provider(s) discussed/screened on smoking, alcohol use, 
helmet use, drunk driving, chewing tobacco, street drugs, 
steroid pills, sexual/physical abuse, violence, guns.


X X


G 31
0


PREVENTIVE HEALTH:  Weight 
Assessment and Counseling for Nutrition and 
Physical Activity for Children/Adolescents


Percentage of patients 3-17 years of age who had an 
outpatient visit with a PCP or OB/GYN and who had 
evidence of BMI percentile documentation, counseling for 
nutrition and counseling for physicial activity during the 
measurement year.


X X X
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G 31
1


PREVENTIVE HEALTH: 
Screening/Counseling on STDs


Preventive screening and counseling on sexual activity and 
sexually transmitted diseases (STDs): average proportion 
saying "yes" to four items about whether provider(s) 
discussed/screened on birth control, condoms and 
prevention of human immunodeficiency virus (HIV)/acquired 
immune deficiency syndrome (AIDS) and STDs.


X X


G 31
2 PREVENTIVE HEALTH: 


Screening/Counseling on Weight and 
Exercise


Preventive screening and counseling on weight, healthy 
diet and exercise: average proportion saying "yes" to three 
items. 


X X


G 31
3


RADIOLOGY:  Carotid Imaging Percentage of final reports for carotid imaging studies (neck 
MR angiography [MRA], neck CT angiography [CTA], neck 
duplex ultrasound, carotid angiogram) performed that 
include direct or indirect reference to measurements of 
distal internal carotid diameter as the denominator for 
stenosis measurement.


X X


G 31
4 RADIOLOGY:  Fluoroscopy Percentage of final reports for procedures using 


fluoroscopy that include documentation of radiation 
exposure or exposure time.


X X


G 31
5 RADIOLOGY:  Screening Mammograms - 


Benign
Percentage of final reports for screening mammograms that 
are classified "probably benign." X X


G 31
6


RADIOLOGY:  Screening Mammograms - 
Reminder System


Percentage of patients aged 40 years and older undergoing 
a screening mammogram whose information is entered into 
a reminder system with a target due date for the next 
mammogram.


X X
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G 31
7


RESPIRATORY:   Chronic Obstructive 
Pulmonary disease (COPD) - Inhaled 
Bronchodilator


Percentage of patients aged 18 years and older with a 
diagnosis of COPD and who have an FEV1/FVC less than 
70% and have symptoms who were prescribed an inhaled 
bronchodilator.


X X


G 31
8


RESPIRATORY:   Chronic Obstructive 
Pulmonary disease (COPD) - Oxygen 
Saturation


Percentage of patients aged 18 years and older with a 
diagnosis of COPD and FEV1 less than 40% of predicted 
value who have oxygen saturation assessed at least 
annually.


X X


G 31
9 RESPIRATORY:   Chronic Obstructive 


Pulmonary disease (COPD):  Spirometry
Percentage of patients aged 18 years and older with a 
diagnosis of COPD who had spirometry evaluation results 
documented


X X X


G 32
0 RESPIRATORY:  Assessment of Oxygen 


Saturation for Community-Acquired Bacterial 
Pneumonia


Percentage of patients aged 18 years and older with the 
diagnosis of community-acquired bacterial pneumonia with 
oxygen saturation documented and reviewed.


X X


G 32
1


RESPIRATORY:  Asthma Assessment Percentage of patients aged 5 to 40 years with diagnosed 
asthma who were evaluated during at least one office visit 
during the reporting year for the frequency (numeric) of 
daytime and nocturnal asthma symptoms.


X X X X


G 32
2


RESPIRATORY:  Asthma Assessment Percentage of patients aged 5 to 40 years diagnosed with 
mild, moderate, or severe persistent asthma who were 
prescribed either the preferred long-term control medication 
(inhaled corticosteroid) or an acceptable alternative 
treatment.


X X X


G 32
3 RESPIRATORY:  Avoidance of Antibiotic 


Treatment in Adults with Acute Bronchitis
Percentage of adults 18–64 years of age with a diagnosis 
of acute bronchitis who were not dispensed an antibiotic 
prescription.


X X X
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G 32
4


RESPIRATORY:  Avoidance of Antibiotic 
Treatment in Adults with Acute Bronchitis


Percentage of adults 18–64 years of age with a diagnosis 
of acute bronchitis who were not dispensed an antibiotic 
prescription on or within 3 days of the initial date of service. X X


G 32
5


RESPIRATORY:  Chronic Obstructive 
Pulmonary Disease (COPD) - Bronchodilator 
Therapy


Percentage of COPD exacerbations for members 40 years 
of age and older who had an acute inpatient discharge or 
ED encounter between January 1 to November 30 of the 
measurement year and who were dispensed a 
bronchodilator within 30 days of the event.


X X X


G 32
6 RESPIRATORY:  Empiric Antibiotic for 


Community-Acquired Bacterial Pneumonia 
Percentage of patients aged 18 years and older with the 
diagnosis of community-acquired bacterial pneumonia with 
an appropriate empiric antibiotic prescribed


X X


G 32
7


RESPIRATORY:  Pharmacotherapy of COPD 
Exacerbation


Percentage of COPD exacerbations for patients 40 years of 
age and older who had an acute inpatient discharge or ED 
encounter in the measurement year and who were 
dispensed approprate medications.  1.  Dispensed a 
systemic corticosteroid within 14 days of event, 2. 
Dispensed a bronchodilator within 30 days of event.


X X X


G 32
8


RESPIRATORY:  Use of Appropriate 
Medications for Patients with Asthma


Percentage of patients 5–50 years of age identified as 
having persistent asthma who were appropriately 
prescribed medication during the previous 12 months ( 
(5–11, 12–50, combined)


X X X X


G 32
9


RESPIRATORY:  Use of Spirometry Testing 
in the Assessment and Diagnosis of COPD


Percentage of members 40 years of age and older with a 
new diagnosis for newly active chronic obstructive 
pulmonary disease who received appropriate spirometry 
testing to confirm the diagnosis.


X X X
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G 33
0 RESPIRATORY:  Vital Signs for Community-


Acquired Bacterial Pneumonia (CAP)
Percentage of patients ages 18 years and older with the 
diagnosis of community-acquired bacterial pneumonia with 
vital signs rcorded and reviewed


X X


G 33
1 SMOKING AND TOBACCO:   Medical 


Assistance with Smoking 
Cessation—Advising Smokers to Quit


Percentage of patients 18 years and older who smoke and 
who received advice to quit smoking. X X


G 33
2 SMOKING AND TOBACCO:   Medical 


Assistance with Smoking Cessation—Brief 
Counseling


Percent of patients using tobacco who have been provided 
with brief counseling within the past year. X X


H 33
3 SMOKING AND TOBACCO:   Medical 


Assistance with Smoking 
Cessation—Referral to Specialty


Percent of patients using tobacco who have been offered a 
referral to smoking cessation specialty program to assist 
with cessation within the past year.


X X


H 33
4 SMOKING AND TOBACCO:   Smoking 


Cessation
Percent of patients using tobacco who have been offered 
medication to assist with cessation within the past year. X X


H 33
5


SMOKING AND TOBACCO:  Medical 
Assistance with Smoking 
Cessation—Discussing Smoking Cessation 
Medications


Percentage of members 18 years of age and older who 
were current smokers or tobacco users and who discussed 
or were recommended cessation medications during the 
measurement year.


X X


H 33
6


SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) 
patients using tobacco who have been offered a referral to 
a tobacco cessation specialty program within the past year. X X


H 33
7 SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) 


patients using tobacco who have been offered medications 
to assist with cessation within the past year. 


X X







Indiana Health Insurance Exchange (HIE)
 Claims versus Clinical Data


Indiana Health Information Exchange, October 2011 Page 53 of 56


A
C


C
 /A


H
A


 / 
A


M
A


H
ED


IS
 / 


N
C


Q
A


N
Q


F


N
Q


M
C


 


PQ
R


I /
PQ


R
S


C
la


im
s 


O
nl


y


C
lin


ic
al


M
an


da
to


ry


Su
rv


ey


H
ea


lth
 P


la
n


SOURCES
DATA


REQUIREMENTS


B
O


O
K


MEASURE MEASURE DEFINITION


M
EA


SU
R


E


H 33
8


SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) 
patients using tobacco who have been provided with brief 
counseling for tobacco cessation within the past year. X X


H 33
9 SMOKING AND TOBACCO:  Tobacco Use Percentage of patients who were queried about tobacco 


use one or more times during the two-year measurement 
period.


X X


H 34
0


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Attention 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Attention 
Functional Communication Measure (FCM). X X


H 34
1


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Memory 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Memory 
Functional Communication Measure (FCM). X X


H 34
2


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Motor 
Speech Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Motor 
Speech Functional Communication Measure (FCM). X X


H 34
3


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Reading 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Reading 
Functional Communication Measure (FCM). X X


H 34
4


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Spoken 
Language Comprehension Functional 
Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Spoken 
Language Comprehension Functional Communication 
Measure (FCM).


X X



http://qualitymeasures.ahrq.gov/content.aspx?id=33595&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=33595&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=33595&search=hedis�
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H 34
5


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Spoken 
Language Expression Functional 
Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Spoken 
Language Expression Functional Communication Measure 
(FCM).


X X


H 34
6


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Swallowing 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Swallowing 
Functional Communication Measure (FCM). X X


H 34
7


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Writing 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group 
that make at least one level of progress on the Writing 
Functional Communication Measure (FCM). X X


H 34
8


STROKE AND STROKE REHABILITATION:  
Screening for Dysphagia


Percentage of patients aged 18 years and older with a 
diagnosis of ischemic stroke or intracranial hemorrhage 
who underwent a dysphagia screening process before 
taking any foods, fluids or medication by mouth.


X X


H 34
9


STROKE AND STROKE REHABILITATION: 
Consideration of Rehabilitation Services


Percentage of patients aged 18 years and older with a 
diagnosis of ischemic stroke or intracranial hemorrhage for 
whom consideration of rehabilitation services is 
documented.


X X


H 35
0


STROKE AND STROKE 
REHABILITATION:Computed Tomography 
(CT) or Magnetic Resonance Imaging (MRI) 
Reports


For patients aged 18 years and older with either a diagnosis 
of ischemic stroke, TIA or intracranial hemorrhage OR at 
least one documented symptom consistent with ischemic 
stroke, TIA or intracranial hemorrhage that includes 
documentation of the presence or absence of each of the 
following:  hemorrhage, mass lesion and acute infarction.


X X
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H 35
1 SURVEY:  Children's Needs Met Proportion of children whose parents had concerns about 


their child's learning, development and behavior and they 
received information to address their concerns.


X x


H 35
2


SURVEY:  Flu Shots for Adults 50-64 Percentage of commercial members 50 to 64 years of age 
who received an influenza vaccination between September 
1 of the measurement year and the date on which the 
CAHPS® 4.0H Adult Survey was completed.


X X X


H 35
3


SURVEY:  Flu Shots for Older Adults Percentage of Medicare members 65 years of age and 
older who received an influenza vaccination between 
September 1 of the measurement year and the date on 
which the Medicare CAHPS survey was completed.


X X X


H 35
4 SURVEY:  Informational Needs Met Information about resources for parents in the community: 


proportion of parents who had their informational needs 
met.


X x


H 35
5 SURVEY:  Management of Urinary 


Incontinence in Older Adults
Management of Urinary Incontinence in Older Adults X X


H 35
6 SURVEY:  Medical Assistance With Smoking 


and Tobacco use Cessation
Medical Assistance With Smoking and Tobacco use 
Cessation X X


H 35
7 SURVEY:  Medicare Health Outcomes 


Survey
Medicare Health Outcomes Survey X X


H 35
8 SURVEY:  Osteoporosis Testing in Older 


Women
Osteoporosis Testing in Older Women X X


H ## SURVEY:  Physical Activity in Older Adults Physical Activity in Older Adults X X


H 36
0 SURVEY:  Pneumonia Vaccination Status for 


Older Adults
Pneumonia Vaccination Status for Older Adults X X


H 36
1 SURVEY:  Private and Confidential Care Average proportion reporting that they had a private and/or 


confidential visit. X x
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H 36
2 URINARY INCONTINENCE:  Assessment of 


Presence or Absence of Urinary Incontinence 
Percentage of female patients aged 65 and older who were 
assessed for the presence or absence of urinary 
incontinence within 12 months.


X X X


H 36
3


URINARY INCONTINENCE:  
Characterization of Urinary Incontinence


Percentage of female patients aged 65 and older with a 
diagnosis of urinary incontinence whose urinary 
incontinence was characterized at least once within 12 
months.


X X X


H 36
4


URINARY INCONTINENCE:  Plan of Care for 
Urinary Incontinence


Percentage of female patients aged 65 years and older with 
a diagnosis of urinary incontinence with a documented plan 
of care for urinary incontinence at least once within 12 
months.


X X X


H 36
5 WOMEN'S HEALTH:  Breast Cancer 


Screening in Women 40–69
Percentage of women 40–69 years of age who had a 
mammogram to screen for breast cancer during the 
previous 24 months.


X X X X


H 36
6 WOMEN'S HEALTH:  Breast Cancer 


Screening in Women 50–69
Percent of women age 50 to 69 who are screened for 
breast cancer. X X


H 36
7 WOMEN'S HEALTH:  Cervical Cancer 


Screening in Women 21–64
Percentage of women 21–64 years of age who received 
one or more Pap tests to screen for cervical cancer during 
the previous 36 months.


X X X


H 36
8 WOMEN'S HEALTH:  Cervical Cancer 


Screening in Women 21–64
Percent of women age 21 to 64 who are screened for 
cervical cancer in the past three years. X X


H 36
9 WOMEN'S HEALTH:  Chlamydia Screening 


in Women (16–20, 21–24, combined)
Percentage of women 16–24 years of age identified as 
sexually active who had at least 1 test for Chlamydia during 
the previous 12 months.


X X X



http://qualitymeasures.ahrq.gov/content.aspx?id=32465&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=32465&search=hedis�
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ACRONYM ORGANIZATION WEBSITE
ACC American College of Cardiology http://www.acc.org/


AHA American Heart Association http://www.heart.org/


AMA American Medical Association http://www.ama-assn.org/


HEDIS Healthcare Effectiveness Data and Information Set http://www.ncqa.org/tabid/59/Default.aspx


NCQA National Committee for Quality Assurance http://ncqa.org/


NQF National Quality Forum http://www.qualityforum.org


NQMC National Quality Measures Clearninghouse http://qualitymeasures.ahrq.gov/


PQRI Physician Quality Reporting Inititive http://www.cms.hhs.gov/PQRI/


PQRS Physician Quality Reporting System https://www.cms.gov/PQRS/



http://www.acc.org/�

http://www.heart.org/�

http://www.ama-assn.org/�

http://www.ncqa.org/tabid/59/Default.aspx�

http://ncqa.org/�

http://www.qualityforum.org/�

http://qualitymeasures.ahrq.gov/�

http://www.cms.hhs.gov/PQRI/�



		IHIE Measure Analysis

		Data Sources Referenced






IN (Quality 


Health First®)


MN (Minnesota Community 


Measurement)


WA (Puget Sound 


Health Alliance)


WI (Wisconsin 


Collaborative for 


Healthcare Quality)


LA (Louisiana Health 


Care Quality Forum)


# of measures 20 Primary Care 


Provider measures, 


adding 6‐20 more 


measures.


About 70 – 36 from hospitals, 15 


from claims data on medical 


groups, 14 from clinical data on 


sites of care, 6 patient experience, 


and HIT survey


~26 32 Ambulatory Measures 


(See Note below)


Being determined; should be 


defined by summer 2012


Type of 


measures


Primary Care 


Providers, 


expanding to 


Specialties.


Hospital, claims data, clinical data, 


patient experience survey, HIT 


survey, cost of procedures


HEDIS (process measures) Ambulatory Clinical 


Quality Measures:   


Chronic Care and 


Preventive; Process and 


Outcome


Being determined; should be 


defined by summer 2012 and 


will include both provider and 


hospital measures


Economic 


Incentive


Yes, paid to the 


providers by the 


participating 


payers.


Measures are included in health 


plan contracts as P4P or risk 


sharing (ACO).


Not currently, though 


internal P4P programs are 


used within some of the 


member organizations.


Internal P4P programs 


based on WCHQ 


measures are used in 


some of the member 


organizations.


Under consideration


# of 


participating 


providers


>2,000 Primary 


Care Providers


550 sites of care for diabetes.  


Patient experience will cover 


almost all physician sites in the 


state.


77 medical groups; 281 


clinic locations


30 ambulatory 


organizations throughout 


Wisconsin, comprising 60‐


70% of Primary Care 


Providers throughout the 


state.  (8 of these are 


new member 


organizations and have 


not yet publicly 


reported). WCHQ 


members use detailed 


N/A


Comparison of state provider quality programs


members use detailed 


measure specifications to 


program measures 


internally and submit 


aggregate denominator 


and numerator data to 


WCHQ’s web‐based 


reporting tool.  WCHQ 


also has 26 hospital 


members and 6 health 


plan members.


Claims Data? 


Source?


Yes, from 


Participating 


payers


Distributed data model with all 


licensed health plans in the state.  


Hospital measures from the 


Hospital Association HCUP file.


Administrative claim data 


from 19 data suppliers 


(health plans, self‐funded 


purchasers/union trusts, 


Medicaid)


We utilize claims data 


from whatever source 


each member uses 


within their organization.  


Members can provide 


measures data one of 


two ways: 1. Repository 


based submission with 


members creating .csv 


files and uploading to the 


WCHQ database for 


measure calculation.


Claims data from all payers in 


LA will be included.


1







IN (Quality 


Health First®)


MN (Minnesota Community 


Measurement)


WA (Puget Sound 


Health Alliance)


WI (Wisconsin 


Collaborative for 


Healthcare Quality)


LA (Louisiana Health 


Care Quality Forum)


Comparison of state provider quality programs


Clinical Data? 


Source?


Yes. Hospitals, 


Laboratories, 


Radiology Centers, 


Physician Practices


Direct data submission from the 


medical groups through our portal.


No, not currently; We are in 


the early stages of a pilot to 


collect clinical data


We utilize clinical EMR 


data from whatever 


source each member 


uses within their 


organization.   Members 


can provide clinical data 


in the same manner as 


described in claims data 


above.


Clinical data will be included. 


Source: HIE


Type of 


Participation:


Mandatory or 


Voluntary


Geographic 


Coverage


Statewide State of Minnesota plus border 


communities.  Also provide 


performance assessment for 


providers in other states through 


BTE


5‐county Puget Sound 


Region; expanding 


statewide 2012‐2013


WCHQ has members 


representing multiple 


geographic areas 


throughout the state of 


Wisconsin


Statewide


Funding 


mechanism


Fees paid by 


payers


Sponsoring organizations (health 


plans, medical society, hospital 


association) about 1/3.  State 


contract  about ¼.  Rest in grants 


and contracts.


~80% member dues; ~20% 


grants


WCHQ is funded 


primarily by annual dues 


paid by members and 


grants funded through 


various sources.


All funding mechanisms have 


not been determined, but will 


include HIE grant funds


Cost to None No direct costs. Not to physicians directly,  Not directly to  Undetermined at this time


Voluntary Some clinical measures are now 


mandatory through state rule 


process.  Most piloted first on 


voluntary basis.


Voluntary Voluntary Voluntary


Cost to 


physicians


None No direct costs. Not to physicians directly, 


but dues are paid by the 


organization to the Alliance.


Not directly to 


physicians, other than 


the dues paid annually by 


the organization.


Undetermined at this time


2
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Disclaimer: This information was prepared as an educational resource and should not be relied on or construed as legal advice.  Use of this table alone will not ensure compliance with 
applicable Federal and State law. 
 
Please contact ONC.Request@hhs.gov attention Jonathan Ishee/Privacy Law Table if you have any comments or suggestions related to this document.   


SUMMARY OF SELECTED FEDERAL LAWS AND REGULATIONS ADDRESSING CONFIDENTIALITY, PRIVACY AND SECURITY  
 
 


Federal Law Citation General Description Applicability Information Covered Summary 
The Privacy Act of 1974 
 


5 U.S.C.  
§ 552a; 45 C.F.R. 
Part 5b; OMB 
Circular No. A-108 
(1975) 
 


The Privacy Act of 1974 
is a withholding statute. 


Any Executive 
department, 
military 
department, 
Government 
corporation, 
Government 
controlled 
corporation, or 
other establishment 
in the executive 
branch of the 
[federal] 
Government 
(including the 
Executive Office of 
the President), or 
any independent 
regulatory agency 


The Privacy Act applies 
when the federal 
government maintains a 
system of records by which 
information about individuals 
is retrieved by use of the 
individuals’ personal 
identifiers (names, social 
security numbers, or any 
other codes or identifiers 
that are assigned to the 
individual).  A “record” for 
purposes of the Privacy Act 
means any item, collection, 
or grouping of information 
about an individual that is 
maintained by the agency 
and that contains the 
individual’s name or other 
personal identifier.   
 


The Privacy Act of 1974 and its implementing regulations: 


1) Prohibits the disclosure of personally identifiable information maintained by 
agencies is a system of records without the consent of the subject individual, subject 
to twelve codified exceptions 


(2) Grants individuals increased rights of access to agency records maintained on 
themselves. 


(3) Grant individuals the right to seek amendment of agency records maintained on 
themselves upon a showing that the records are not accurate, relevant, timely, or 
complete. 


(4)  Establishes a code of "fair information practices" which requires agencies to 
comply with statutory norms for collection, maintenance, and dissemination of 
records. 


 


 
The Freedom of 
Information Act (FOIA) 5 
U.S.C. § 552 (2006), 
amended by OPEN 
Government Act of 2007, 
Pub. L. No. 110-175, 
121Stat. 2524. 


5 U.S.C. § 552; 45 
C.F.R. Part 5 
 


The Freedom of 
Information Act is a 
disclosure statute. 


Agencies within the 
Executive Branch 
of the federal 
government, 
including 
independent 
regulatory agencies 
and some 
components within 
the Executive 
Office of the 
President, are 
subject to the 
provisions of the 
FOIA. 


Records that are (1) either 
created or obtained by an 
agency, and (2) under 
agency control at the time of 
the FOIA request. 


When an agency receives a proper FOIA request for records it must make the 
records "promptly available" unless the records or portions of the records are 
exempt from mandatory disclosure under subsection (b), or excluded under 
subsection (c). 
 
Subsection (b) of the FOIA establishes nine exemptions from disclosure, which were 
created by Congress to permit agencies to protect from disclosure certain specific 
types of information.  Exemption 6 of subsection (b) allows for the withholding of 
personnel, medical, or similar files, the release of which would constitute a clearly 
unwarranted invasion of personal privacy.  Exemption 7(C) provides protection for 
law enforcement information, the disclosure of which could reasonably be expected 
to constitute an unwarranted invasion of personal privacy. 
 
Subsection (c) of the FOIA establishes three special categories of law enforcement-
related records that are entirely excluded from the coverage of the FOIA in order to 
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Federal Law Citation General Description Applicability Information Covered Summary 
safeguard against specific types of harm. The extraordinary protection embodied in 
subsection (c) permits an agency to respond to a request for such records as if the 
records in fact did not exist. 


Health Insurance 
Portability and 
Accountability Act 
(HIPAA), Privacy Rule 
(2000) 


See generally, Pub. 
L. No. 104-191 (42 
U.S.C. § 1320d-2 
note) 
 
45 C.F.R. Part 160 
and Subparts A and 
E of Part 164 
See generally 
http://www.hhs.gov/
ocr/privacy/index.ht
ml 


Establishes national 
standards regarding 
health information 
privacy  


Covered health 
entities; indirectly, 
business 
associates (who 
will become directly 
covered in 2010 
pursuant to the 
American Recovery 
and Reinvestment 
Act of 2009) 


Protected health information 
(certain individually 
identifiable health 
information)   


Provides a federal floor of health information privacy protection; more protective 
state laws remain in force. The Rule assures certain individual rights in health 
information, imposes restrictions on uses and disclosures of protected health 
information, and provides for civil and criminal penalties for violations.  


 


Health Insurance 
Portability and 
Accountability Act 
(HIPAA) Security Rule 


42 U.S.C. § 1320d-
2(d) 
 
45 C.F.R. Part 160 
and Subparts A and 
C of Part 164  
 
See Generally 
http://www.cms.hhs
.gov/SecurityStand
ard/Downloads/sec
urityfinalrule.pdf 


Establishes national 
required and 
addressable security 
standards. 


Covered health 
entities; indirectly 
business 
associates (who 
will become directly 
covered in 2010 
pursuant to the 
American Recovery 
and Reinvestment 
Act of 2009) 


Electronic protected health 
information (certain 
electronic individually 
identifiable information) 


Works in tandem with HIPAA Privacy Rule and lays out three types of security 
safeguards required for compliance: administrative, physical, and technical. 


Health Breach 
Notification Rule 
(Federal Trade 
Commission Rule) 


16 C.F.R. Part 318 
 
http://www.ftc.gov/o
s/2009/04/R911002
healthbreach.pdf 


This proposed rule 
requires vendors of 
personal health records 
(PHRs) and related 
entities to notify 
individuals when their 
individually identifiable 
health information is 
breached 


Vendors of PHRs, 
their related 
entities, and  and 
other third party 
service providers 
who do not qualify 
as entities covered 
under HIPAA  


Unsecured identifiable 
health information of an 
individual in a 
personal health record  


These proposed rule requires vendors of personal health records (PHRs) and 
related entities to provide notice to consumers following a security breach.  
Stipulates that if a service provider of a PHR vendor experiences a breach, it must 
notify the PHR vendor.  The PHR vendor, in turn, must notify consumers of the 
breach. The proposed rule contains additional requirements governing the standard 
for what triggers the notice, as well as the timing, method, and content of notice.  
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Federal Law Citation General Description Applicability Information Covered Summary 
Health Breach 
Notification Rule  
(Health and Human 
Services) 


45 C.F.R. Parts 160 
and Subparts A and 
D of Part 164 
 
http://www.hhs.gov/
ocr/privacy/hipaa/u
nderstanding/cover
edentities/federalre
gisterbreachrfi.pdf 


Requires notification 
from HIPAA covered 
entities, upon discovery 
of a breach of security 


HIPAA covered 
entities; business 
associates 


HIPAA protected health 
information 


Requires covered entities to provide notice to patients, HHS, and in some cases, the 
media following a breach of unsecured protected health information.  Aso requires 
business associates to notify covered entities following the discovery of such a 
breach. 


SAMHSA:  Confidentiality 
of Substance Abuse 
Patient Records  


42 U.S.C. § 290dd-
2, 42 C.F.R. Part 2  
 


Confidentiality of 
substance abuse 
patient records (alcohol 
and drug abuse patient 
records) 


Federally assisted 
alcohol and drug 
abuse programs 
that provide 
diagnosis, 
treatment or 
referral for 
treatment  


Substance abuse patient 
records; information that 
identifies a person as an 
alcohol or drug abuser  


It is prohibited to disclose substance abuse patient records and information that 
identifies an individual as an alcohol or drug abuser without obtaining the written 
consent of the individual.   The regulations establish limited circumstances 
permitting disclosures without consent for medical emergencies, audit/evaluation 
activities, and research.  Other disclosures without patient consent are permitted 
with an authorizing court order issued by a court of competent jurisdiction.   


Medicaid Privacy 
Requirements  


42 U.S.C. 
1396a(a)(7) 
 
42 C.F.R. §§ 
431.300-307 


Administrative privacy 
requirements for 
Medicaid State 
agencies 


States holding data 
related to Medicaid 
beneficiaries  


Information concerning 
applicants for and recipients 
of Medicaid  


A State plan must provide, under a State statute that imposes legal sanctions, 
safeguards meeting the requirements of this subpart that restrict the use or 
disclosure of information concerning Medicaid applicants and recipients to purposes 
directly connected with the administration of the plan and, at the option of the 
States, the exchange of information necessary to verify the certification of eligibility 
of children for free or reduced school meals. 


Genetic Information 
Nondiscrimination Act of 
2008 (GINA) 


Pub. L. No. 110-
233 
 
http://www.gpo.gov/
fdsys/pkg/PLAW-
110publ233/content
-detail.html 
 
HHS Office for Civil 
Rights Proposed 
Rule 
 
http://www.hhs.gov/
ocr/privacy/hipaa/u
nderstanding/speci
al/genetic/ginanprm


Protections for genetic 
information in health 
insurance and 
employment 


Group health plans 
and employers 
(amends ERISA) 


Genetic test results, family 
history, or use of genetic 
services in the individual or 
family members 


Generally, prohibits discrimination by group health plans and employers on the basis 
of genetic information. Prohibits a group health plan from adjusting premium or 
contribution amounts for a group on the basis of genetic information, requesting or 
requiring an individual or family member to undergo a genetic test, or from using or 
disclosing genetic information for underwriting or enrollment determination. Allows 
plans to request but not require genetic testing for research. Prohibits employers 
from using genetic information for terminating, not hiring, refusing to include in 
special programs and training, or affecting employment status in any way. Requires 
genetic information held by employers to be maintained in separate files and 
prohibits disclosure of such information except under extremely limited 
circumstances.  Agencies with regulatory authority include the Departments of 
Labor, Health and Human Services and Treasury. 


 



http://www.gpo.gov/fdsys/pkg/PLAW-110publ233/content-detail.html

http://www.gpo.gov/fdsys/pkg/PLAW-110publ233/content-detail.html

http://www.gpo.gov/fdsys/pkg/PLAW-110publ233/content-detail.html

http://www.gpo.gov/fdsys/pkg/PLAW-110publ233/content-detail.html
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Federal Law Citation General Description Applicability Information Covered Summary 
.pdf 
 
 
Equal Employment 
Opportunity 
Commission 
regulation 
74 Fed. Reg. 9056 
Proposed Rule  
29 C.F.R. Part 1635 
 
http://edocket.acces
s.gpo.gov/2009/E9-
4221.htm 
 
HHS, Labor, and 
Treasury Final Rule 
 
http://www.hhs.gov/
ocr/privacy/hipaa/u
nderstanding/speci
al/genetic/ginaifr.pd
f 
 


Clinical Laboratory 
Improvement 
Amendments (CLIA) 
(1988) 


42 U.S.C. § 263a 
 
42 C.F.R. 
§493.1291 
 
http://wwwn.cdc.go
v/clia/regs/toc.aspx  


Regulates laboratories 
conducting testing on 
human specimens for 
medical purposes 


Any facility which 
performs laboratory 
testing on human 
specimens for 
medical purposes  


Identifiable lab specimens 
and test results 


Assures quality standards for all laboratory testing to ensure the accuracy, reliability 
and timeliness of patient test results. Certified labs may disclose test results or 
reports only to authorized people, those responsible for using (i.e. those treating the 
patient) the results, and the referring lab in a reference lab scenario; State laws 
define who is authorized, which may or may not include the patient.  


Federal Food, Drug, and 
Cosmetic Act (FDCA) 


21 U.S.C. § 301, 
et.seq. 
 
See generally 21 
C.F.R. Part 50 


Assures the safety of 
food and drug products 


Any product or 
activity that falls 
within its 
jurisdiction 


Confidential information that 
may identify human subjects 


Generally, no investigator may involve a human being as a subject in research 
covered by these regulations unless the investigator has obtained the legally 
effective informed consent of the subject or the subject's legally authorized 
representative. An investigator must seek such consent only under circumstances 
that provide the prospective subject or the representative sufficient opportunity to 
consider whether or not to participate and that minimize the possibility of coercion or 
undue influence.  In seeking informed consent, a statement must be provided to the 
each subject describing the extent, if any, to which confidentiality of records 



http://wwwn.cdc.gov/clia/regs/toc.aspx

http://wwwn.cdc.gov/clia/regs/toc.aspx
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Federal Law Citation General Description Applicability Information Covered Summary 
identifying the subject will be maintained and that notes the possibility that the Food 
and Drug Administration may inspect the records. 
 


 
Controlled Substances 
Act (CSA) 


21 U.S.C. § 801, et. 
seq. 
 
21 C.F.R. § 
1316.23 


Allows researchers  to 
petition the U.S. 
Attorney General for a 
grant of confidentiality 
to protect the identify of 
human subjects 


Bona fide research 
projects directly 
related to the 
enforcement of the 
laws under the 
jurisdiction of the 
U.S. Attorney 
General  


Identity of persons involved 
in research of drugs and 
substances covered under 
the Controlled Substances 
Act 


Protects identifiable research information from forced or compelled disclosure. 
Allows for refusal to disclose identifying information regarding research participants 
in civil, criminal, administrative, legislative, or other proceedings 


Federal Policy for the 
Protection of Human 
Subjects (Common Rule) 


45 C.F.R. §§ 
46.111(a)(7), 
46.116(a)(5) 
http://www.hhs.gov/
ohrp/humansubject
s/guidance/45cfr46.
htm  
 
See 
http://www.hhs.gov/
ohrp/policy/commo
n.html for 
codifications of the 
Common Rule into 
various agency 
regulations 


Procedures and 
protections for human 
subjects participating in 
research funded by 
Federal agencies which 
adopted the Common 
Rule 


Institutions, 
institutional review 
boards (IRBs), 
investigators 
conducting 
research 


Research records identifying 
the subject and research 
data, which both can include 
health information 


Governs Institutional Review Boards (IRBs) which exercise oversight of human 
subject research.  As a prerequisite for IRB approval of research is that, when 
appropriate, the research must include adequate provisions protecting the privacy of 
subjects and maintaining confidentiality of data.  Requires obtaining informed 
consent from research subjects, which includes providing subjects with information 
about the extent, if any, to which confidentiality of records identifying the subject will 
be maintained.  


Statutory Authority for 
Certificates of 
Confidentiality  


42 U.S.C. 241(d) Allows the Secretary of 
HHS to issue a 
certificate to protect 
information from 
disclosure 


Researchers 
 


Identity of persons involved 
in biomedical, behavioral, 
clinical, or other research 
(including research on 
mental health, and on the 
use and effect of alcohol 
and other psychoactive 
drugs 


Certificates of confidentiality may be Issued by the National Institutes of Health 
(NIH) and other HHS agencies to protect identifiable research information from 
forced or compelled disclosure. They allow for refusal to disclose identifying 
information on research participants in civil, criminal, administrative, legislative, or 
other proceedings. 



http://www.hhs.gov/ohrp/humansubjects/guidance/45cfr46.htm

http://www.hhs.gov/ohrp/humansubjects/guidance/45cfr46.htm

http://www.hhs.gov/ohrp/humansubjects/guidance/45cfr46.htm

http://www.hhs.gov/ohrp/humansubjects/guidance/45cfr46.htm

http://www.hhs.gov/ohrp/policy/common.html

http://www.hhs.gov/ohrp/policy/common.html

http://www.hhs.gov/ohrp/policy/common.html
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AHRQ Confidentiality 
Provisions 


42 U.S.C. §§ 299c-
3(c), (d) 


Requires AHRQ to get 
consent from subjects 
or suppliers of data 
before releasing 
identifiable data 


Identifiable data 
collected by AHRQ 


Data collected for health 
care improvement research 
or patient safety research by 
AHRQ 


Data collected by AHRQ cannot be used for any purpose other than the purpose for 
which it was supplied unless the identifiable establishment, person, or other supplier 
of the data has consented to its use for such other purpose.   
Provides a civil penalty of up to $10,000 for individuals who violate this provision. 


CDC Confidentiality 
Provisions 


42 U.S.C. § 
242m(d) 


Requires CDC to get 
consent before 
releasing identifiable 
information 


Data collected by 
CDC 


Data collected for research, 
evaluations, and 
demonstrations in health 
statistics, health services, 
and health care technology 


 


Data collected by CDC cannot be used for any purpose other than the purpose for 
which it was supplied unless such establishment or person has consented (as 
determined under regulations of the Secretary) to its use for such other purpose. 
 


SAMHSA:  Confidentiality 
Provisions for Data 
Collection and Survey 
Information  


42 U.S.C. § 
290aa(n) 


Requires the consent of 
the person or 
establishment prior to 
use or release of 
identifiable information 


Data obtained in 
the course of 
activities 
undertaken or 
supported by 
collected by 
SAMHSA 


Data on mental health and 
substance abuse 


Identifiable information obtained in the course of activities undertaken or supported 
by SAMHSA pursuant to data collection activities authorized under 42 U.S.C. 
§290aa-4 may not be used for any purpose other than the purpose for which it was 
supplied unless such establishment or person has consented (as determined under 
regulations of the Secretary) to its use for such other purpose. 
 


Patient Safety and 
Quality Improvement Act 
of 2005 (Patient Safety 
Act) 


42 U.S.C. 299b-21 
to 299b-26; 42 
C.F.R. Part 3 
http://edocket.acces
s.gpo.gov/2008/E8-
27475.htm  


Allows providers to 
voluntarily report 
information to Patient 
Safety Organizations 
(PSOs), on a privileged 
and confidential basis, 
for aggregation and 
analysis of patient 
safety events. 
 


PSOs and 
providers that 
voluntarily 
participate 


Data related to patient 
safety events 


Establishes a framework by which hospitals, doctors, and other health care 
providers may voluntarily report information related to patient safety events (termed 
“patient safety work product”) to Patient Safety Organizations (PSOs), on a 
privileged and confidential basis, for aggregation and analysis of patient safety 
events. 
 
Does not shield providers from having to comply with other Federal, state, or local 
laws pertaining to medical errors.  PSO is a statutorily defined term of art and, by 
statute, the organizations must be listed by ARHQ, acting on behalf of the HHS 
Secretary. 
 


Employee Retirement 
Income Security Act of 
1974 (ERISA) 


29 U.S.C. § 1132 
 


Provision of consumer 
information by certain 
health plans 


Private industry 
pension and health 
plans  


Personal health information Requires pension and health benefits plans to provide information about plan 
features and funding to consumers; provides fiduciary responsibilities for 
management and control of plan assets; establish a plan grievance and appeals 
process; and gives plan members the right to sue for benefits and breaches of 
fiduciary duty, including breaches of privacy.  
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Federal Law Citation General Description Applicability Information Covered Summary 
 
Responsibility for the interpretation and enforcement of ERISA is divided among the 
Department of Labor, the Department of the Treasury, and the Pension Benefit 
Guaranty Corporation. 


Individuals with 
Disabilities Education 
Improvement Act 
(2004) 


20 U.S.C. § 1400, 
et seq.  
 
34 C.F.R. Parts 300 
and 301 
http://frwebgate4.ac
cess.gpo.gov/cgi-
bin/waisgate.cgi?W
AISdocID=8105571
2322+1+0+0&WAIS
action=retrieve  


Ensure services to 
children with disabilities 


All public and 
private schools 
receiving federal 
funds  


Educational records Governs how states and public agencies provide early intervention, special 
education and related services to children with disabilities; infants, toddlers, children 
and youth with disabilities. Includes requirements regarding surrogate parents, 
notice and parental consent regarding disability information. 


Family Educational 
Rights and Privacy Act 
(1974) 
 


20 U.S.C. § 1232g 
 
34 C.F.R. Part 99 
 
http://www.ed.gov/p
olicy/gen/reg/ferpa/i
ndex.html 


Privacy of student 
education records 


Educational 
agencies and 
institutions that 
receive funds 
under any program 
administered by the 
Secretary of 
Education  


Educational records 
maintained by the institution 
that relate directly to the 
student 


Limits disclosure of educational records maintained by agencies and institutions that 
receive federal funding. Protects the confidentiality of student records to some 
extent, while also giving students the right to review their own records.  “Directory 
information” is not protected. 


Protection of Pupil Rights 
Amendment (2002) 


20 U.S.C. § 1232h 
 
34 C.F.R. Part 98 
http://www4.law.cor
nell.edu/uscode/20/
1232h.html  


Protects rights of 
parents and students  


Programs with 
funding from the 
U.S. Department of 
Education  


Personal information, 
including some health 
related information 


Protects the rights of parents and students by 1) making  instructional materials 
used in Department of Education funded surveys and analyses available to parents, 
and 2) ensuring that written parental consent is obtained before minor students 
participate in such surveys and analyses. Topics emphasized are: mental and 
psychological problems; sex behavior and attitudes; illegal, anti-social, self-
incriminating and demeaning behavior; and income. Parents or students who 
believe their rights under PPRA may have been violated may file a complaint with 
the Department of Education. 


Right to Financial Privacy 
Act (1978) 


12 U.S.C.  
§ 3401, et seq. 
 


Protects the 
confidentiality of 
personal financial 
records  


Federal agencies Personal financial records Protects the confidentiality of personal financial records by requiring that federal 
government agencies provide individuals with a notice and an opportunity to object 
before a bank or other specified institution can disclose personal financial 
information to a federal government agency. 


Financial Modernization 
Act (Gramm-Leach-Bliley 
Act 1999)  and  
Privacy of Consumer 


15 U.S.C.  
§§ 6801-6809 
 
16 C.F.R. Part 313 


Protects non-public 
personal information 
collected by financial 
institutions  


Any institution 
engaged in 
financial activities 


Personal non-public 
information 


Financial institutions must protect information collected about individuals; it does not 
apply to information collected in business or commercial activities. Financial 
institutions must issue privacy notices to their customers, with the opportunity to opt-
out of some sharing of personally identifiable financial information with outside 



http://en.wikipedia.org/wiki/United_States_Department_of_Labor

http://en.wikipedia.org/wiki/United_States_Department_of_the_Treasury

http://en.wikipedia.org/wiki/Pension_Benefit_Guaranty_Corporation

http://en.wikipedia.org/wiki/Pension_Benefit_Guaranty_Corporation

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://frwebgate4.access.gpo.gov/cgi-bin/waisgate.cgi?WAISdocID=81055712322+1+0+0&WAISaction=retrieve

http://en.wikipedia.org/wiki/Title_20_of_the_United_States_Code

http://www.law.cornell.edu/uscode/20/1232g.html

http://www.ed.gov/policy/gen/reg/ferpa/index.html

http://www.ed.gov/policy/gen/reg/ferpa/index.html

http://www.ed.gov/policy/gen/reg/ferpa/index.html

http://www4.law.cornell.edu/uscode/20/1232h.html

http://www4.law.cornell.edu/uscode/20/1232h.html

http://www4.law.cornell.edu/uscode/20/1232h.html
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Financial Information 
Regulations 
 
 


 
http://ecfr.gpoacces
s.gov/cgi/t/text/text-
idx?c=ecfr&tpl=/ecfr
browse/Title16/16cf
r313_main_02.tpl 
  


companies. Consumers have no right to stop sharing among affiliates, any company 
that controls, is controlled by, or is under common control with another company.   
Agencies with regulatory authority include the National Credit Union Administration, 
the Secretary of the Treasury, the Securities and Exchange Commission, and the 
Federal Trade Commission 


Fair and Accurate Credit 
Transaction Act (FACTA) 
(2003) 


 Various provisions 
located throughout 
the Fair Credit 
Reporting Act, 15 
U.S.C. § 1681, et 
seq. 
 


Combats identity theft 
and allows consumers 
to exercise greater 
control over their 
personal information 
 
Adds a new section 
604(g)(1) to the Fair 
Credit Reporting Act  


Credit reporting 
agencies 


Consumer information Allows consumers to request and obtain a free credit report once every twelve 
months; individuals can place alerts on their credit histories if identity theft is 
suspected, or if deploying overseas in the military to deter fraudulent credit 
applications; requires secure disposal of consumer information. 


Fair Credit Reporting Act 
(FCRA) (1970) 
 


15 U.S.C.  § 1681, 
et seq.  
 


Protects consumers 
from certain disclosures 
by consumer reporting 
agencies 


Credit reporting 
agencies 


Personal information Provides important protections for credit reports, consumer investigatory reports, 
and employment background checks. Requires credit reporting agencies to protect 
the confidentiality, accuracy, and relevance of credit information. Establishes a 
framework of Fair Information Practices for personal information: rights of data 
quality (access and correct), data security, use limitations, requirements for data 
destruction, notice, user participation (consent), and accountability. FCRA was re-
visited in the Fair and Accurate Credit Transactions Act of 2003 (FACTA).  


Fair Credit Reporting 
Medical Information 
Regulations 
(2005) 
 


12 C.F.R. Part 717 
http://www.access.g
po.gov/nara/cfr/wai
sidx_06/12cfr717_0
6.html 


Allows creditors to 
obtain or use consumer 
medical information for 
any credit eligibility 
determination  


Credit reporting 
agencies 


Personal information A creditor may not obtain or use medical information in connection with any 
determination of a consumer's eligibility, or continued eligibility, for credit except as 
permitted by regulations or FACTA. Creditors can obtain or use medical information 
for credit eligibility determinations where necessary for legitimate purposes, and 
may permit affiliates to share medical information with each other without becoming 
consumer reporting agencies.  


Fair Debt Collection 
Practices Act (Revised 
2006) 
 


15 U.S.C. 
§ 1692 
 


Addresses abusive debt 
collection practices 


Debt collectors Personal information Promotes fair debt collection and provides consumers the right to dispute the 
accuracy of debt information. Creates guidelines under which debt collectors may 
conduct business, defines rights of consumers involved with debt collectors, and 
prescribes penalties and remedies for violations. The debt collector may only 
contact the debtor’s  through his/her attorney; if no attorney, then the collector may 
contact other people, but only to obtain an address, phone number, and work 
location. Collectors usually are prohibited from contacting such third parties more 
than once.  


Children's Online Privacy 
Protection Act (1998) 


15 U.S.C.  
S§ 6501–6506  


Protects children's 
personal information 


Commercial web 
sites and other 


Personal information Protects the privacy of children under the age of 13 by requesting parental consent 
for the collection or use of any personal information of the users. 



http://en.wikipedia.org/wiki/Title_15_of_the_United_States_Code

http://www.law.cornell.edu/uscode/15/1681.html

http://www.access.gpo.gov/nara/cfr/waisidx_06/12cfr717_06.html

http://www.access.gpo.gov/nara/cfr/waisidx_06/12cfr717_06.html

http://www.access.gpo.gov/nara/cfr/waisidx_06/12cfr717_06.html

http://www.access.gpo.gov/nara/cfr/waisidx_06/12cfr717_06.html

http://en.wikipedia.org/wiki/Title_15_of_the_United_States_Code

http://www.law.cornell.edu/uscode/15/6501.html

http://www.law.cornell.edu/uscode/15/6506.html
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and accompanying rule  


16 C.F.R. Part 312 
http://www.ftc.gov/o
s/1999/10/64fr5988
8.htm 


online online services 
directed at children 
under 13, or which 
collect users' age 


Cable Communications 
Policy Act (1984) 


47 U.S.C.  
§ 551  
 


Cable service privacy Cable service 
providers 


Personally identifiable 
information 


Generally, cable service providers must obtain consent from the subscriber before 
collecting or disclosing any personal information and provide a written notice of 
privacy practices annually. 


Telephone Consumer 
Protection Act (1991) 


47 U.S.C. § 227 
 


Restricts the use of 
automated telephone 
systems for 
telemarketing 


Any business that 
solicits consumers 
by phone or other 
electronic media 
(fax, voice 
messages, text 
messaging) 


Personal information Governs the conduct of telephone solicitations or telemarketing. Requires the 
Federal Communications Commission to promulgate rules to protect residential 
telephone subscribers' privacy rights. Established the do not call list for consumers 
to opt out of telemarketing calls. 


Video Privacy Protection 
Act (1988)  


18 U.S.C. § 2710 
 


Prevents disclosure of 
personally identifiable 
records of video rentals 
or purchases by 
consumers 


Video service 
providers 


Personal information and 
video preferences 


Prohibits disclosure of customer records without consumer consent. Requires 
destruction of personally identifiable customer information when no longer 
necessary. 
 


Drivers Privacy 
Protection Act (1994) 


18 U.S.C. § 2721 
 


Limits disclosures of 
personal drivers license 
information  


Departments of 
motor vehicles 


Personal information Release of information for official functions requires the express consent of the 
individual. There are, however, a large number of exceptions, and disclosure is 
permitted for agency functions, civil/judicial proceedings, etc. 


REAL ID Act (2005) H.R. 1268, 109 P.L. 
13 
 


Requires states to 
implement new 
requirements for drivers 
licenses and 
identification cards   


State governments Personal information  Imposes specific federal driver’s license standards. The standards govern what 
information must be collected for and on the license, and in what format. Requires 
use of enhanced data collection, automation and security protections. States must 
meet requirements related to: 


• information and security features for the cards  
• proof of identity and U.S. legal status  
• verification of the source documents provided 


Also requires each state to share its motor vehicle database with all other states. 
Employee Polygraph 
Protection Act (1988)  


29 U.S.C §§ 2001-
2009 
 
29 C.F.R. Part 801 
http://finduslaw.com
/employee_polygra
ph_protection_epp_


Prevents employers 
from requiring lie 
detector tests for 
employees or job 
applicants, with  certain 
exceptions 


Employers Personal information Prevents employers from using lie detector tests, either for pre-employment 
screening or during the course of employment, with certain exemptions. Employers 
generally may not require any employee or job applicant to take a lie detector test, 
or discharge, discipline, or discriminate against an employee or job applicant for 
refusing to take a test. 



http://privacy.med.miami.edu/glossary/xd_vppa.htm

http://privacy.med.miami.edu/glossary/xd_vppa.htm

http://finduslaw.com/employee_polygraph_protection_epp_29_u_s_code_chapter_22

http://finduslaw.com/employee_polygraph_protection_epp_29_u_s_code_chapter_22

http://finduslaw.com/employee_polygraph_protection_epp_29_u_s_code_chapter_22
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29_u_s_code_chap
ter_22  


Federal Trade 
Commission Act (FTCA) 
(1914) 
 


15 U.S.C. § 41, et 
seq. 
 


Established the Federal 
Trade Commission 
(FTC) and its roles; 
governs consumer 
protection and business 
competition in the 
United States 


Trade and 
commerce 
activities 


Information related to any 
questionable business 
practices  


Maintains a competitive marketplace for both consumers and businesses by policing 
anticompetitive practices. Monitors unfair and deceptive acts or practices including 
the Telemarketing Sales Rule, the Pay-Per-Call Rule and the Equal Credit 
Opportunity Act. The FTC has the authority to adopt trade regulation rules that 
define unfair or deceptive acts in particular industries.  
 


Federal Information 
Security Management Act 
(FISMA) 
(2002) 


44 U.S.C.  
§ 3541(a)(1)(A) 
 


Ensures that federal 
government information 
systems and 
information have 
security protections 
commensurate with the 
risk and magnitude of 
the harm resulting from 
unauthorized access, 
use, disclosure, 
disruption, modification, 
or destruction  


Executive branch 
of the federal 
government and to 
outside entities 
acting on behalf of 
the federal 
government, 
including 
government 
contractors 


Any. System risks are 
determined by classifying 
the types of information in it 


Requires a mandatory set of IT system security processes that must be followed for 
all federal information systems. Compliance is monitored through yearly audits. As 
of 2008, annual reports must include: 1) by agency, the number of each type of 
privacy review conducted that year; 2) information about the privacy advice provided 
by the Senior Agency Official for Privacy; 3) the number of written complaints for 
each type of privacy issue allegation received, and 4) the number of complaints the 
agency referred to another agency 


Electronic Signatures in 
Global and National 
Commerce Act (2000) 


15 U.S.C.  § 7001, 
et seq.  
 


Guarantees the same 
legal validity for 
electronic contracts and 
signatures as for those 
executed by hand  


Applies to any 
transaction relating 
to the conduct of 
business, 
consumer or 
commercial affairs 
between two or 
more persons 


Any information contained in 
contracts; individual 
signatures 


A contract or signature may not be denied legal effect, validity, or enforceability 
solely because it is in electronic form. Facilitates the use of electronic records and 
signatures in interstate and foreign commerce by ensuring the validity and legal 
effect of contracts entered into electronically. Consumers have the right to be aware 
of and consent to the use of an electronic record/signature. However, the legal 
effectiveness of the record may be affected by the lack of informed consent. 
Addresses retention of contracts and records.  


Telecommunications Act 
(1996)  


104 P.L. 104-104, 
110 Stat. 56 
 
http://frwebgate.acc
ess.gpo.gov/cgi-
bin/getdoc.cgi?dbn
ame=104_cong_pu
blic_laws&docid=f:p
ubl104.104  


Governs 
telecommunications 
licensure and activities 


Telecommunication
s companies 


Personal information Requires telephone companies to give customers explicit notice of their right to 
control the use of their personal information and obtain express written, oral or 
electronic approval for its use.  Certain provisions relate to prevention of unfair 
billing practices for information or services provided over toll-free telephone calls, 
privacy of consumer information, and a report on the use of advance 
telecommunications services for medical purposes.  



http://finduslaw.com/employee_polygraph_protection_epp_29_u_s_code_chapter_22

http://finduslaw.com/employee_polygraph_protection_epp_29_u_s_code_chapter_22

http://en.wikipedia.org/wiki/Title_44_of_the_United_States_Code

http://www.law.cornell.edu/uscode/44/3541.html

http://en.wikipedia.org/wiki/Title_15_of_the_United_States_Code

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=104_cong_public_laws&docid=f:publ104.104
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Stored Communications 
Act 


18 U.S.C. § 2701, 
et seq. 


Prohibits unauthorized 
access of electronic 
communications 


Everyone Wire or electronic 
communications 


Prohibits unauthorized access of electronic communications and provides civil and 
criminal remedies for violations, including a private right of action for aggrieved 
individuals.  Also requires notice in the event of unauthorized access to a 
consumer’s electronic records. 


Electronic 
Communications Privacy 
Act (1986)  


18 U.S.C 
§§ 2510-22, 2701-
11, 3121-26.  
 


Protections for 
electronic 
communications 


Federal agencies Privileged communications Protects wire, oral, and electronic communications while in transit, and 
communication held in electronic storage. It sets requirements for search warrants 
under some circumstances that are more stringent than in other settings. It also 
prohibits the use of devices to record dialing, routing, addressing, and signaling 
information used in transmitting wire or electronic communications without a search 
warrant. 
 
Exceptions include: No protection for employee using employers equipment and it is 
not unlawful to capture info if at least one person in conversation knows about 
activities 


The PATRIOT Act 
(2001) 


109 P.L. 177 (2005 
reauthorization) 
http://frwebgate.acc
ess.gpo.gov/cgi-
bin/getdoc.cgi?dbn
ame=109_cong_pu
blic_laws&docid=f:p
ubl177.109.pdf  


Expands the authority 
of US law enforcement 
agencies to fight 
terrorism in the United 
States and abroad. 
 


Federal 
enforcement 
agencies 


Restricts, reduces or 
eliminates many federal 
privacy law protections 


Significantly increased the surveillance and investigative powers of law enforcement 
agencies in the United States to monitor private communications and access 
personal information for the purpose of locating terrorists and preventing terrorist 
acts. Amends a number of federal laws that contain privacy protections.  


Foreign Intelligence 
Surveillance Act (FISA) 
(1978)  


50 U.S.C. §§1801–
1811, 1821–29, 
1841–46, and 
1861–62 
 


Provides procedures for 
the surveillance and 
collection of foreign 
intelligence  


Federal agencies Personal information 
obtained without warrants or 
knowledge of the individual 


Created a court which meets in secret, and approves or denies requests for search 
warrants.  The 2001 Patriot Act included provisions to bypass the FISA Court and 
conduct surveillance without a warrant. 


Privacy Protection Act 
(1980) 


42 U.S.C. § 
2000aa, et seq. 
 


Requires law 
enforcement use of 
subpoenas or voluntary 
cooperation to obtain 
evidence from those 
engaged in First 
Amendment activities 


Government 
officers and 
employees  


Personal information and 
personal privacy 


Protects journalists and publishers from being required to turn over to law 
enforcement any work product and documentary materials, including sources, 
before it is disseminated to the public. 


Communications 
Assistance for Law 
Enforcement Act (1994)  


47 U.S.C. § 1001, 
et seq. 


Defines 
telecommunications 
carriers’ duty to 
cooperate in 
intercepting 


Telecommunication
s carriers and 
manufacturers of 
telecommunication
s equipment 


Customer personal 
information  


Telecommunications carriers must assist law enforcement in executing electronic 
surveillance pursuant to lawful authorization. Requires telecommunications carriers 
and manufacturers of telecommunications equipment to modify and design their 
equipment, facilities, and services to ensure the necessary surveillance capabilities. 
Preserves law enforcement's ability to conduct lawfully-authorized electronic 



http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_public_laws&docid=f:publ177.109.pdf

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_public_laws&docid=f:publ177.109.pdf

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_public_laws&docid=f:publ177.109.pdf

http://frwebgate.access.gpo.gov/cgi-bin/getdoc.cgi?dbname=109_cong_public_laws&docid=f:publ177.109.pdf
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Disclaimer: This information was prepared as an educational resource and should not be relied on or construed as legal advice.  Use of this table alone will not ensure compliance with 
applicable Federal and State law. 
 
Please contact ONC.Request@hhs.gov attention Jonathan Ishee/Privacy Law Table if you have any comments or suggestions related to this document.   


Federal Law Citation General Description Applicability Information Covered Summary 
communications for law 
enforcement and other 
purposes 


surveillance while preserving public safety and the public's right to privacy. Includes 
some privacy enhancements, such as raising the standard for government access to 
transactional data. 


Confidential Information 
Protection and Statistical 
Efficiency Act of 2002 


Pub. L. 107-347, 
116 Stat. 2962 (44 
U.S.C.     3501 
 


Protects the 
confidentiality of 
identifiable information 
acquired by federal 
agencies  


Government 
agencies 


Data supplied by Individuals 
and organizations to federal 
agencies under a pledge of 
confidentiality for statistical 
purposes 


Data or information acquired by an agency under a 
pledge of confidentiality for exclusively statistical purposes shall not be disclosed by 
an agency in identifiable form, for any use other than an exclusively statistical 
purpose, except with the informed consent of the respondent. 


Computer Fraud and 
Abuse Act 


18 U.S.C. §1030 Protects computers 
used in Federal 
government, certain 
financial institutions or 
computers used in 
interstate and foreign 
commerce 


Federal 
government, 
financial 
institutions, 
computers used in 
interstate 
commerce 


Information stored in 
computers of the federal 
government or certain 
financial institutions or 
computers used in interstate 
and foreign commerce 


Protects computers used in Federal government, certain financial institutions or 
computers unused in interstate and foreign commerce from unauthorized access.  
Imposes fines and imprisonment for violations. 


Federal Trade 
Commission Identify 
Theft Rule 


16 C.F.R. Part 681 
 
See  
http://www.ftc.gov/o
s/fedreg/2007/nove
mber/071109redfla
gs.pdf 


Require individuals and 
entities to develop 
processes that detect 
identity theft.  


Financial 
institutions and 
creditors with 
covered accounts 


Information stored by 
Financial Institutions and 
Creditors with Covered 
Accounts 


Requires financial Institutions and creditors with covered accounts to develop a 
written program that identifies and detects the relevant warning signs – or “red flags” 
– of identity theft. The program must describe appropriate responses that would 
prevent and mitigate the crime and detail a plan to update the program.  


 
 
 



http://www.ftc.gov/os/fedreg/2007/november/071109redflags.pdf
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Plans?


Perceived Benefits Perceived Risks
General Concerns 


or Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, why?
What level of provider should the ratings 


reflect?


How should ratings be


determined?


How should 


ratings be 


displayed?


What quality 


measures are 


priority?


# of 


comments


Paul Todd, 


Marsh


I do not perceive any benefit 


from additional reporting 


requirements.


Unsure of risks beyond 


having consistently 


accurate data. Inaccurate 


data could put a company 


at risk. 


Additional expense 


and probable 


future mandated 


reporting and 


penalties No


Additional 


expense 


and 


mandated 


reporting


Jerry 


Malooley


As a large employer, we want 


this. Employees keep asking for 


quality data to make good 


purchasing decisions. Quality is 


important. What we really need 


though is cost information. Will 


the HIX also make pricing 


transparency a core part of the 


exchange? Can’t have one 


(quality) without the other 


(pricing). That would be a 


requirement of the insurers. 


You’re going to have better 


outcomes and it’s going to cost 


less in the long run if you go to 


quality providers.


Need to be risk adjusted.  


Give the doctor their 


results. Show them how 


they comparewith their 


competitors (next door 


and within) 


 It HAS to be at the physician level. I feel 


strongly because a person does NOT pick a 


hospital system. They pick an individual 


doctor. The reason the doctor has privileges 


is so he/she can take a patient there if they 


end up in the hospital. Patients ask for help 


finding a doctor. Not a hospital. Even in the 


group practices though, people call and 


make appointments with Physicians.


It needs to be


evidence based


protocol. Decision-


making tree by


specialty. 


We would 


have to see 


how they’re 


done on other 


websites. 


Whatever you 


choose they 


have to be 


defined. 


Stakeholder Feedback - Employer Respondents


Benefits & Risks No Plans Yes, we have thought about it







Plans?


Perceived Benefits Perceived Risks
General Concerns 


or Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, why?
What level of provider should the ratings 


reflect?


How should ratings be


determined?


How should 


ratings be 


displayed?


What quality 


measures are 


priority?


Stakeholder Feedback - Employer Respondents


Benefits & Risks No Plans Yes, we have thought about it


Gloria 


Caruthers, 


Cummins


It's a "Duh!" question. It adds 


value. Any other purchasing 


decision, you want to know who 


has the best record. That’s how 


Angie’s List has become so 


popular. People want to know 


historically how a hospital 


system or doctor has performed.  


It doesn’t always have to be in 


clinical terms. Customer 


Satisfaction. Whether or not the 


office staff is friendly. 


risk that I see is not 


necessarily a risk for 


employers. You will face 


provider backlash. The 


doctor is going to contest 


or demonstrate that you 


didn’t get spmoething 


right. Many times when 


you’re talking about 


providing report cards. 


Nobody wants to be an 


outlier. Everybody has a 


story about how their 


score is different because 


they have hard patient.s 


the system has to be 


based on things that can 


be truly measured and not 


relying on subjective 


criteria. Doctors do not want it at the individual 


provider level. 


I don’t know what the


difference will be for


the state run plan vs. a 


federal run plan. But


you would have a


better chance of


consistent measure


reporting at the federal


level. This is a big deal 


because we have


employees in 12


different states.


Wherever possible,


we want to use the


same vendor, so


different employees


have the same


potions. From an


employer perspective


it would be best to


have one standard set


of criteria. 


keep it simple 


stupid. Not 


married to any 


particular 


method. No 


strong opinions. 


Available by the 


internet. Even in 


manufacturing – 


we’ve been 


using all internet 


based for 


enrollment. We 


use kiosks on 


the plant floor,e 


tc.. Access won’t 


be a barrier. 


The ratings 


should reflect 


the history of 


malpractice 


lawsuits and 


their disposition.







Plans?


Perceived Benefits
Perceived 


Risks


General Concerns or 


Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, why?
Are you aware of other organizations doing 


public reporting? Thoughts?


What level of 


provider 


should the 


ratings reflect?


How should 


ratings be 


determined?


How should 


ratings be 


displayed?


Do providers 


consent to 


quality 


reporting?


# of 


comments
3 3 3 1 1 0 1 2 1 3 1


Steve 


Steinkeller, 


MD, St. 


Vincent's


As long as it's not 


used as a 


marketing tool it 


can have a great 


impact on 


improving patient 


care. Like with 


QHF, the goal with 


this needs to be 


improving patient 


care. Like with 


QHF - if somebody 


has figured out 


how to do 


something great – 


lets share. 


So much of 


what drives 


quality ratings 


is patient 


behavior. if 


they aren’t 


compliant you 


aren’t going to 


have good 


numbers, 


despite good 


instruction. 


It's important to compare 


similarly positioned doctors - 


young docs to young docs; 


established docs to 


established docs. 


In anticipation of this meeting, I made myself go 


to Community’s website and internal quality 


scores. This made me say that we need to post 


our own quality scores. If we did our own internal 


scores, that would be a more valid score of what 


happens in the office. We would have to all 


agree to the same statistics to report on. 


Give me each 


system's group 


score (Give me 


St. V Indy Metro 


score, St. V 


Salem, St. V 


Bedford. ). Site 


level reporting. 


Make doctors 


compete.


Top 2 Quality 


Measures 


should be 


Diabetes (this 


crosses every 


single national 


measurement) 


and 


Preventitve 


Services (this 


affects 


everyone)


Stakeholder Feedback - Provider Respondents


Benefits & Risks Yes, we have thought about itNo Plans







Plans?


Perceived Benefits
Perceived 


Risks


General Concerns or 


Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, why?
Are you aware of other organizations doing 


public reporting? Thoughts?


What level of 


provider 


should the 


ratings reflect?


How should 


ratings be 


determined?


How should 


ratings be 


displayed?


Do providers 


consent to 


quality 


reporting?


Stakeholder Feedback - Provider Respondents


Benefits & Risks Yes, we have thought about itNo Plans


John Clark, 


MD, IU 


Health


Quality ratings 


need to 


benchmark 


against national 


measures (HETIS, 


etc) to really 


understand how 


we're doing. Often 


there is frustration 


with quality 


measurements bc 


of patient 


adherence and 


compliance 


(smoking example) 


but ultimately we 


all face these 


same problems 


(level playing 


field).


The quality 


ratings need to 


compare 


apples to 


apples. Small 


groups to small 


groups. Big 


groups to big 


groups. Etc…


The evidence and research 


show that care teams 


influence patient behavior. 


Physician-driven, goal-


directed care can have a 


significant influence on 


adherence. What we don't 


want to do is be subjected to 


involuntary public reporting. 


Some docs try and try to meet 


certain measures and they 


can’t for whatever reason. 


Sometimes patient 


populations are really 


disparate even within the 


same practice. Individual 


physician information is not 


comparable. 


While in Minnesota, 5 or 6 big groups were 


forced to begin public reporting on Diabetes 


measures without input. Our reaction was anger, 


panic, acceptance, involvement, and finally 


improvement. Even systems that have very good 


reputations for quality (Mayo) weren't hitting the 


measures. Within a few years, that increased 


significantly. www.theD5.org Our paranoia was 


that there would be a mass migration of patients 


once we started public reporting. that didn't 


happen. Patients didn’t look at ratings and 


decide to change doctors. Clinics got to work on 


process, data, building care teams, looking very 


critically at the work they were doing. There was 


a wholesale change. Implicit concern was around 


data and loosing business. We’re a very 


competitive market here. We’re concerned about 


loosing business. Evidence in MN shows that did 


not happen.


Therapeutic 


report vs. 


transactional 


relationship. 


These patients 


are with him 


because his 


patients like 


him. My bias – 


patients won’t 


make decisions 


on healthcare 


based on public 


quality 


reporting. 


Consequently, 


I’m all in favor 


of site level 


reporting. Make 


me nervous that 


my competitors 


are. Not 


individual to 


individual. Make 


it searchable by 


zip. This is what 


D5 did.


What we’re 


looking for 


something that 


is granular 


enough to be 


useful with 


regards to 


being helpful. 


But is this a 


fair means of 


comparing?  


You really can't 


rank the 5 


hospitals 1, 2, 


3, 4, 5.


The more 


measures, the 


better. We 


have 20 in 


production 


right now. I’d 


be inclined to 


put more out 


there rather 


than less. At 


least 8 or 10.  


We know how 


patients 


choose 


physicians - 


gender, 


ethnicity and 


convenience.  


Patients 


choose 


someone they 


identify with. 







Plans?


Perceived Benefits
Perceived 


Risks


General Concerns or 


Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, why?
Are you aware of other organizations doing 


public reporting? Thoughts?


What level of 


provider 


should the 


ratings reflect?


How should 


ratings be 


determined?


How should 


ratings be 


displayed?


Do providers 


consent to 


quality 


reporting?


Stakeholder Feedback - Provider Respondents


Benefits & Risks Yes, we have thought about itNo Plans


Patrick 


Rankin, MD, 


Community 


Hospital


No benefit given 


the poor quality of 


the data.


The major risk 


is that patients 


would make 


decisions 


based on data 


that is at a 


level that 


decisions 


shouldn't be 


made.  Another 


concern is the 


ongoing 


significant 


expense to the 


organization 


needed to 


improve the 


data accuracy.


1. The IHIE data is an 


improvement over payer data. 


Unfortunately, the IHIE data 


requires monthly 


reconciliation by every 


practice to be of any value.  


There is a significant expense 


to the practices to correct the 


inaccuracies of the data.  This 


process does improve the 


quality of the data; however, it 


doesn't make the quality of 


the data at a level that 


patients, employers or payers 


can make decisions that are 


fair to providers.  The quality 


of the data is such that It does 


allow groups to make 


improvement and this is the 


true value of the IHIE data.  


Also the project is beneficial 


because it gets physicians 


focusing on population 


management and process 


improvement.


We are 


comfortable 


with public 


reporting of our 


internal data 


because we 


know its 


strengths and 


weaknesses; 


therefore we 


know 


how/where/whe


n to apply the 


data in public 


discussion.


We only 


report 


publicly at 


the entire 


group level.  


It takes that 


level of 


patient 


population to 


even begin 


to think that 


the data is 


significant. 


(n=500,000+


)


How IHIE data 


would be 


reported is 


critical.  To 


suggest that a 


practice of 4 


physicians with 4 


metrics could be 


compared to a 


practice of 200+ 


physicians with 


all metrics is a 


misuse of the 


data.


To date, payer 


data has been 


full of errors and 


difficult to 


receive to allow 


reconciliation.  


Our dealings 


with payers have 


been spent 


trying to get 


data and then 


we have to 


begin the 


process of 


getting the 


roster correct.  


It's hard to trust 


data that 


doesn't even 


have the correct 


physicians as a 


starting point.







Plans?


Perceived Benefits Perceived Risks
General Concerns or 


Questions


Plans to do 


public 


reporting?


Has public 


reporting 


been 


attempted?


If not, 


why?


Awarenes


s of other 


organizati


ons 


reporting?


What level of provider should the 


ratings reflect?


How should 


ratings be 


determined?


Would this 


be available 


to public or 


members 


only?


How should 


ratings be 


displayed?


Do providers 


consent to 


quality 


reporting?


# of 


comments
2 2 2 2 0 0 0 2 2 2 2 2


Jeff 


Beardmore, 


MD, 


UnitedHealt


h Care


Benefit is that it’s a 


tool for members 


to better 


understand the 


quality and cost 


efficiency for the 


various treatments 


that they get. It 


helps them be 


more educated in 


how they make 


decisions about 


the physicians that 


they use. 


The patient needs to understand 


the information that is provided 


and that it’s just one quality tool. 


We have a set of measures that 


we’re using, but trying to piece 


together everything for the patient. 


It’s not just a risk for us, but in 


general, understanding what 


quality is and how it’s being 


measured. We tried to do that but 


it’s always a challenge. This is a 


quality measure. It’s over a certain 


period of time, but doesn’t 


necessarily mean your physician is 


terrible or great, just a snapshot.


Already making 


quality data available 


to members through 


the  Premium 


designation program


Already 


underway


UHC 


currently 


makes 


provider 


quality 


informatin 


available to 


members 


through the 


unitedhealth


care.com 


website


Individual & Group. See Methodology 


Report for more detail.


The Premium 


designation 


program uses 


evidence-


based, medical 


society, and 


national 


industry 


standards with 


a


transparent 


methodology 


and robust 


data sources 


to evaluate 


physicians


across 22 


specialties. Members


The program 


uses stars - 1 


for quality and 


1 for cost 


efficiency.


Year round, 


providers 


(individuals 


and groups) 


have an 


opportunity to 


reconcile the 


information in 


their reports. 


They can drill 


down to the 


patient level. 


This is similar 


to how QHF 


works and 


demonstrates 


why public 


reporting is not 


a stretch.


Stakeholder Feedback - Payor Respondents


Benefits & Risks No Plans Yes, we havethought about it







Connie St. 


John, 


Anthem


Providing quality 


ratings to 


members will 


promote 


consumerism.  


Consumers can 


make better, wiser 


choices.  It will 


hopefully increase 


the level of quality 


for all providers 


due to more 


accountability.  


There is the potential for 


conflicting information between our 


internal quality measurements and 


what is being reported through the 


Exchange.  The biggest concern is 


the potential for inaccurate 


information being given.  Quality 


reporting is complicated just due 


to the inherent difficulties of 


measuring quality, e.g., must have 


adequate number of patient 


encounters.


It is important that the 


information be 


provided in an 


understandable format 


for the consumer.  


Anthem believes 


competition is good 


for health care. It 


raises the standard of 


service for payers and 


consumers. It will be 


important that 


providers and payers 


are given the 


opportunity to 


reconcile results prior 


to display.


Yes.  We 


have a 


number of 


current 


tools 


already 


available or 


in 


developme


nt.


Individual physician, provider group, 


and hospital.


Individual 


physician and 


physician 


groups rated 


per QHF 


scores.  


Anthem 


currently rates 


hospitals 


according to 


Centers of 


Excellence for 


certain health 


care services.  Members


The ultimate 


display still 


needs to be 


determined, 


but Anthem 


would 


anticipate 


something 


similar to the 


current QHF 


reporting.


Anthem’s 


current 


provider 


contracts in 


general allow 


our company 


to be 


transparent 


with quality 


information.







Access to quality 


ratings?


No 


Access


Perceived Benefits Perceived Risks
General Concerns or 


Questions


Do you have access to 


Healthcare Provider 


quality ratings?


No Access 


to Provider 


Quality 


Ratings


What 


level of 


provider 


do the 


ratings 


reflect?


Does quality 


rating 


information 


influence your 


provider choice?


How are 


ratings 


displayed?


Have 


discussions 


w/ Provider 


regarding 


his/her 


ratings?


Access to 


Health 


Insurance 


Plan Quality 


Ratings?


Prefered quality measures for a 


HIX


# of comments 3 3 3 3 1 2 2 2 3 1 2


Male 


Consumer/SM


B owner


Having this data will allow us to 


quickly evaluate plans and 


providers without having to read 


through pages of detail about 


what is and is not covered. Much 


like other rating systems (such as 


the “star system” for hotels and 


movies), this can be a fast way to 


eliminate possibilities.


If there is a quality rating, it’s 


likely that providers and 


carriers will “game” the system. 


For example, a factor in 


determining the score could be 


the maximum lifetime benefit 


amount. A carrier could 


increase this amount to be far 


more than the average, but 


write in an exception that is not 


captured by the score system.


It’s likely that the rating system 


would be mostly based on formula, 


not on independent experts 


making judgments. It’s like credit 


scores: the system isn’t very 


accurate to begin with and a credit 


counselor knows how to make 


people “look good” with only a 


small effort.  If a provider gets an 


“average weighting” and they have 


a bad experience, they might run a 


marketing campaign to get 


patients to grade them again and 


inflate their records.


Sure, everybody does. This is 


available through any number 


of online websites that rate 


doctors. You can also see who 


the best providers are by 


opening any of the magazines 


periodicals that rank top 


hospitals or other medical 


programs. You can also look 


up the survival rates by 


procedure if you want. This 


information is not that well 


regulated right now but it’s out 


there.


The data 


reflects ALL 


of this 


information. 


Not in the slightest. 


99% of healthcare is 


routine, so I go to 


the provider which 


we already know. If 


it’s not routine, we 


research extensively 


and these ratings 


are just part of the 


process along with 


personal 


recommendation.


Various cute 


methods, such 


as a line of 


stethoscopes. 


Overall it’s 


pretty 


unscientific. No


Health plan and provide a series of 


objective ratings. I’d like at least two 


criteria:  1) level of coverage – how 


much stuff does the plan actually 


coverage, and 2) affordability – how 


competitive is the price of the plan 


given the level of coverage?


Male 


Consumer/SM


B owner


Quality.   Like all professional and 


personal "services" you wonder 


about the person doing the job.  A 


rating would give you some clue 


as to the ability of the doctor and 


his staff to do medal care.   


Similar to Angies List.


Damaging the reputation of the 


doctor  OR  the rating system 


is so watered down in its 


critisism of "bad actor" that it 


has no value to show good 


medal offices vs the bad ones.


It would be good to know what 


plans are good.   Like home and 


auto insurance, some companies 


are good a paying claims and 


some are not.   When we had the 


hail storm in Indianapolis several 


years ago, some companies paid 


for new home roofs in our 


neighborhood and some came up 


with several excuses as to why 


they were not going to pay for new 


roofs.    


A problem would be doctors who 


take on very difficult or high risk 


patients would be reluctant to 


continue to do so for fear of a bad 


rating. 


NO we do not.   


Most doctors 


are VERY 


afraid of rating 


systems and I 


think kill them.


Stakeholder Feedback - Consumer respondents


Benefits & Risks Yes, has access to ratings







Access to quality 


ratings?


No 


Access


Perceived Benefits Perceived Risks
General Concerns or 


Questions


Do you have access to 


Healthcare Provider 


quality ratings?


No Access 


to Provider 


Quality 


Ratings


What 


level of 


provider 


do the 


ratings 


reflect?


Does quality 


rating 


information 


influence your 


provider choice?


How are 


ratings 


displayed?


Have 


discussions 


w/ Provider 


regarding 


his/her 


ratings?


Access to 


Health 


Insurance 


Plan Quality 


Ratings?


Prefered quality measures for a 


HIX


Stakeholder Feedback - Consumer respondents


Benefits & Risks Yes, has access to ratings


Male & Female 


consumers - 


married


The benefits of quality ratings of 


both providers and insurers are 


very important to us.. First, the 


benefits regarding provider 


information are:  Our primary 


care provider (PCP) physician 


welcomes our choices of 


specialists to treat four specialty 


treatments required by my 


husband and me: Orthopaedic, 


endocrinology, cancer surgery 


and cardiology.  During the past 


year, our PCP recommended 


some specialists and hospitals 


that we discovered -- from our 


research -- did not provide what 


we were seeking for a variety of 


reasons, including ratings on 


Angie's List, prior personal 


experience, location of services, 


and reputation among friends 


who had been patients. Because 


we are well insured by Medicare 


and two Medicare Supplement 


insurers (Anthem and


      Mutual of Omaha/United 


World Life Insurance Company) 


price was not a consideration of 


providers, but it should be, I 


believe. Transparency of 


ACTUAL cost does not exist, 


prior to treatment, we discovered. 


 


     Second, we are unaware of 


how to find quality ratings of 


The first risk is being "fired" by 


our Primary Care Physician. 


After filing a complaint with 


Angie's List regarding our 


PCP's office staff practices, I 


was reminded that the 


physician can and DOES 


refuse to serve problem 


patients.  


       The second risk is loss of 


privacy regarding our health 


care information.


The only concern is:  How to 


access that information without 


jeopardizing privacy? And, I 


question whether anyone will ever 


be able to secure cost information 


from carriers or providers.  Quality 


is one concern, but so is VALUE!   


Some day, we'd like to compare 


prices and quality for a true value 


comparison.


Two sources:  State of Indiana 


makes information available 


regarding provider malpractice 


history.  Also, I go to Angie's 


List regularly to find consumer 


ratings of various providers.   


Both sources are good. But, 


kind of sketchy. Only the most 


serious problems seem to 


surface.


The only 


quality 


ratings I 


have used 


are: Public 


records and 


Angie's List 


for individual 


physicians. Yes.


     All that we 


have accessed 


on line are 


individual .. 


somewhat 


anecdotal ... 


reports on 


physicians.


Yes. Have 


spoken to three 


physicians 


about  my 


active 


participation as 


a member of 


Angie's List. All 


three seemed 


uncomfortable 


with the 


discussion.


No. We're 


unaware of how to 


access quality 


ratings.  


First, I'd like to see PREMIUM COST and 


CLAIM payment history.  What is the 


history of Medicare Supplement   policy 


premium price increases?  What do 


various carriers charge for the SAME level 


of coverage?    I've tried and been unable 


to do a side-by-side comparison of 


quality/value among competing carriers. 


Also, why can't insurers improve the 


quality of their claim payment reports?  


CMS and all insurance companies we have 


dealt with send us very confusing 


statements, that ostensibly are an 


"Explanation of Benefits."  Every piece of 


paper raises more questions than it 


answers.  I think they do this on purpose.  


Sure wish a Health Insurance Exchange 


would bring about PLAIN ENGLISH 


explanations of:  What's being paid by 


Medicare, negotiated write-offs, paid by 


private insurance carrier, and patient 


responsibility.   The same was true of all 


insurance carriers ...before we had 


Medicare coverage ... but is even worse 


now that we have Medicare.








 
CONSUMERS 


 
Greetings, 
You are receiving this email because as a consumer with interest in Healthcare reform, the State of Indiana considers 
you to be a key stakeholder in the development of a health insurance exchange (HIX). While the State is taking 
preliminary steps to research and plan for a HIX, a final decision has not been made on whether Indiana will establish its 
own HIX or let the federal government establish it.   
 
As part of this study, Indiana Health Information Exchange (IHIE), a private non-profit organization, is soliciting feedback 
from stakeholder groups, including health plan carriers, healthcare providers, employers and consumers, on concerns 
and issues related to supporting quality data and information in a HIX. Healthcare provider and insurance carrier quality 
data would be made available to help consumers make value-based decisions when they shop for health insurance 
coverage on the exchange. 
 
You are invited to review the questions below and provide your reactions in writing. Alternatively, the questions can be 
considered a discussion guide for conference calls which will be held to provide everyone with an opportunity to provide 
constructive and candid feedback. Upon request, arrangements can be made for any individual or group who may feel 
more comfortable sharing feedback in a 1:1 conversation with an IHIE representative.  
 
Conference call options below. Please confirm which call you plan to join: 
Tuesday, November 3 @ 9:00 – 9:30 a.m. 
Dial-In information TBD 
 
Tuesday, November 8 @ 12:00 – 12:30 p.m. 
Dial-In Information TBD 
 
Solicitation for stakeholder feedback regarding Quality Reporting in a Health Insurance Exchange:  


1. What are the perceived benefits to you and your family of healthcare provider and health insurance plan quality 
ratings being made available to the public? 
 


2.  What are the perceived risks? 
 


3. In general, what are your concerns or questions with making healthcare payer and provider quality data available to 
the public through a Health Insurance Exchange? 
 


4. Do you currently have access to healthcare provider quality ratings? This could include individual physician, physician 
groups, hospitals or clinics. 
 
IF YES: 


 What level of provider do the quality ratings reflect – individual physician, physician groups, hospitals, clinics, or 
another provider type? 


 Does this quality rating information influence which healthcare providers you visit? 


 How are the rating displayed? 
ie, composite scores, summary of scores, rank order or tiers, symbols, bar graphs, numeric representations, 
comparison to benchmarks (local, regional, national) or other forms used to represent the performance 
ratings/scores. 


 Do you talk to your healthcare provider about the quality ratings? 







 


5. Do you currently have access to health insurance plan quality ratings? If so, please describe. 
 
6. What information pertaining to healthcare provider or health insurance plan quality would you want available to the 


public in a Health Insurance Exchange? Please be as specific as possible. 
 


Thank you for taking time to provide your feedback on this important topic. IHIE will compile and report back to the 
State the information provided by each stakeholder group. 


Please send any responses, questions or comments to: 
 
Molly Butters 
Communications Director 
Indiana Health Information Exchange 
mbutters@ihie.org 
317-735-4082 office 
 



mailto:mbutters@ihie.org�





 
EMPLOYERS 


 
Greetings, 
You are receiving this email because you have been identified by the State of Indiana as a key stakeholder in the 
development of a health insurance exchange (HIX). While the State is taking preliminary steps to research and plan for a 
HIX, a final decision has not been made on whether Indiana will establish its own HIX or let the federal government 
establish it.   
 
As part of this study, Indiana Health Information Exchange (IHIE), a private non-profit organization, is soliciting feedback 
from stakeholder groups, including health plan carriers, healthcare providers, employers and consumers, on concerns 
and issues related to supporting quality data and information in a HIX. Healthcare provider and insurance carrier quality 
data would be made available to help consumers make value-based decisions when they shop for health insurance 
coverage on the exchange. 
 
You are invited to review the questions below and provide your reactions in writing. Alternatively, the questions can be 
considered a discussion guide for conference calls which will be held to provide everyone with an opportunity to provide 
constructive and candid feedback. Upon request, arrangements can be made for any individual or group who may feel 
more comfortable sharing feedback in a 1:1 conversation with an IHIE representative.  
 
Conference call options below. Please confirm which call you plan to join: 
Tuesday, November 3 @ 12:00 – 12:30 p.m. 
Dial-In information TBD 
 
Tuesday, November 8 @ 3:00 – 3:30 p.m. 
Dial-In Information TBD 
 
Solicitation for stakeholder feedback regarding Quality Reporting in a Health Insurance Exchange:  


1. What are the perceived benefits to your organization of providing quality ratings to the public? 
 


2. What are the perceived risks to your organization of providing quality ratings to public? 
 


3. In general, what are your concerns or questions with making healthcare payer and provider quality data available to 
the public through a Health Insurance Exchange? 
 


4. Does your organization, independently or in conjunction with your health insurance carrier or administrator, have 
plans to make healthcare provider quality ratings available to the public and/or your employees?   
 
IF NO: 
 Has your organization ever attempted or considered making provider quality ratings available to the public? 
 If so, what was the outcome or conclusion of that consideration? 
 


 If providing quality ratings to the public has not been considered, is there a particular reason? 
 


IF YES: 


 What provider level would the quality ratings reflect – individual physician, physician groups, hospitals, clinics, or 
another provider type? 


 How would the ratings be determined? Please be as specific as possible. 







 How would the ratings be displayed?  
ie, composite scores, summary of scores, rank order or tiers, symbols, bar graphs, numeric representations, 
comparison to benchmarks (local, regional, national) or other forms used to represent the performance 
ratings/scores. 


 Would the quality ratings be made available to the public or only your employees? 


 Would the healthcare providers agree or consent to being included in your quality reporting efforts? 


Thank you for taking time to provide your feedback on this important topic.  IHIE will compile and report back to the 
State the information provided by each stakeholder group. 


Please send any responses, questions or comments to: 
 
Molly Butters 
Communications Director 
Indiana Health Information Exchange 
mbutters@ihie.org 
317-735-4082 desk 
408-368-7138 cell 
 



mailto:mbutters@ihie.org�





 
HEALTH INSURANCE CARRIERS 


 
Greetings, 
You are receiving this email because you have been identified by the State of Indiana as a key stakeholder in the 
development of a health insurance exchange (HIX). While the State is taking preliminary steps to research and plan for a 
HIX, a final decision has not been made on whether Indiana will establish its own HIX or let the federal government 
establish it.   
 
As part of this study, Indiana Health Information Exchange (IHIE), a private non-profit organization, is soliciting feedback 
from stakeholder groups, including health plan carriers, healthcare providers, employers and consumers, on concerns 
and issues related to supporting quality data and information in a HIX. Healthcare provider and insurance carrier quality 
data would be made available to help consumers make value-based decisions when they shop for health insurance 
coverage on the exchange. 
 
You are invited to review the questions below and provide your reactions in writing. Alternatively, the questions can be 
considered a discussion guide for conference calls which will be held to provide everyone with an opportunity to provide 
constructive and candid feedback. Upon request, arrangements can be made for any individual or group who may feel 
more comfortable sharing feedback in a 1:1 conversation with an IHIE representative.  
 
Conference call options below. Please confirm which call you plan to join: 
Tuesday, November 3 @ 10:00 – 10:30 a.m. 
Dial-In information TBD 
 
Tuesday, November 8 @ 1:00 – 1:30 p.m. 
Dial-In Information TBD 
 
Solicitation for stakeholder feedback regarding Quality Reporting in a Health Insurance Exchange:  


1. What are the perceived benefits to your organization of providing quality ratings to members? 
 


2. What are the perceived risks to your organizations of providing quality ratings to members? 
 


3. In general, what are your concerns or questions with making healthcare payer and provider quality data 
available to consumers through a Health Insurance Exchange? 
 


4. Does your organization have plans to make healthcare provider quality ratings available to your plan members?  
 
IF NO: 
 Has your organization ever attempted or considered making provider quality ratings available to members? 
 If so, what was the outcome or conclusion of that consideration? 
 


 If providing quality ratings to members has not been considered, is there a particular reason? 
 


IF YES: 


 What provider level would the quality ratings reflect – individual physician, physician groups, hospitals, clinics, or 
another provider type? 


 How would the ratings be determined? Please be as specific as possible. 


 How would the ratings be displayed?  
ie, composite scores, summary of scores, rank order or tiers, symbols, bar graphs, numeric representations, 







comparison to benchmarks (local, regional, national) or other forms used to represent the performance 
ratings/scores. 


 Would this information be available to the public or only to your members? 


 Would the healthcare providers provide consent as a contractual requirement of network participation to being 
included in your quality reporting efforts? 


Thank you for taking time to provide your feedback on this important topic.  IHIE will compile and report back to the 
State the information provided by each stakeholder group. 


Please send any responses, questions or comments to: 
 
Molly Butters 
Communications Director 
Indiana Health Information Exchange 
mbutters@ihie.org 
317-735-4082 desk 
408-368-7138 cell 
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PROVIDERS 


 
Greetings, 
You are receiving this email because you have been identified by the State of Indiana as a key stakeholder in the 
development of a health insurance exchange (HIX). While the State is taking preliminary steps to research and plan for a 
HIX, a final decision has not been made on whether Indiana will establish its own HIX or let the federal government 
establish it.   
 
As part of this study, Indiana Health Information Exchange (IHIE), a private non-profit organization, is soliciting feedback 
from stakeholder groups, including health plan carriers, healthcare providers, employers and consumers, on concerns 
and issues related to supporting quality data and information in a HIX. Healthcare provider and insurance carrier quality 
data would be made available to help consumers make value-based decisions when they shop for health insurance 
coverage on the exchange. 
 
You are invited to review the questions below and provide your reactions in writing. Alternatively, the questions can be 
considered a discussion guide for conference calls which will be held to provide everyone with an opportunity to provide 
constructive and candid feedback. Upon request, arrangements can be made for any individual or group who may feel 
more comfortable sharing feedback in a 1:1 conversation with an IHIE representative.  
 
Conference call options below. Please confirm which call you plan to join: 
Tuesday, November 3 @ 11:00 – 11:30 a.m. 
Dial-In information TBD 
 
Tuesday, November 8 @ 2:00 – 2:30 p.m. 
Dial-In Information TBD 
 
Solicitation for stakeholder feedback regarding Quality Reporting in a Health Insurance Exchange:  


1. What are the perceived benefits to your practice or organization of providing quality ratings to the public? 
 


2. What are the perceived risks to your practice or organization of providing quality ratings to public? 
 


3. In general, what are your concerns or questions with making healthcare payer and provider quality data available to 
the public through a Health Insurance Exchange? 
 


4. Does your practice or organization have plans to make healthcare provider quality ratings available to the public? 
 
IF NO: 
 Has your organization ever attempted or considered making provider quality ratings available to the public? 
 If so, what was the outcome or conclusion of that consideration? 
 


 If providing quality ratings to the public has not been considered, is there a particular reason? 
 


 Are you aware of other organizations that make healthcare provider quality ratings, scores or measurements 
available to the public?  If so, what are your thoughts on their efforts? 


 
IF YES: 


 What provider level would the quality ratings reflect – individual physician, physician groups, hospitals, clinics, or 
another provider type? 


 How would the ratings be determined? Please be as specific as possible. 







 How would the ratings be displayed?  
ie, composite scores, summary of scores, rank order or tiers, symbols, bar graphs, numeric representations, 
comparison to benchmarks (local, regional, national) or other forms used to represent the performance 
ratings/scores. 


 Would the healthcare providers agree or consent to being included in your quality reporting efforts? 


Thank you for taking time to provide your feedback on this important topic.  IHIE will compile and report back to the 
State the information provided by each stakeholder group. 


Please send any responses, questions or comments to: 
 
Molly Butters 
Communications Director 
Indiana Health Information Exchange 
mbutters@ihie.org 
317-735-4082 desk 
408-368-7138 cell 
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Overview
The UnitedHealth Premium® physician designation program uses clinical


information from health care claims to assist physicians in their continuous


practice improvement and to help consumers in making more informed and


personally appropriate choices for their medical care. The program uses


evidence-based, medical society, and national industry standards with a


transparent methodology and robust data sources to evaluate physicians


across 22 specialties to advance safe, timely, effective, efficient, equitable


and patient-centered care. The program supports practice improvement and


provides physicians with access to information on how their clinical practice


compares with national and specialty-specific measures for quality, and with


local cost efficiency benchmarks in the same geography. 


Evaluation for quality compares a physician’s observed practice to the


UnitedHealthcare® national rate among other physicians who are


responsible for the same interventions. Evaluation for cost efficiency


compares a physician’s observed episode costs to the risk-adjusted costs


of their peers in the same specialty and market. Quality is the primary


measurement, demonstrating our commitment to evidence-based practice.


The quality designation is separate from the cost efficiency designation.


Physicians must first be designated for quality in order to be designated for


cost efficiency. Physicians who meet the quality designation criteria will


receive the quality designation regardless of their cost efficiency evaluation.


Quality and cost efficiency evaluations both incorporate adjustments for


case mix and severity of illness where appropriate. 


The designation process is described in the following image, showing a


fictional Dr. Pratt being evaluated for quality and cost efficiency. First, from


claims data, we identify all of Dr. Pratt’s patients for the conditions


measured in the program. We then compare the actual number of times the


treatment his patients received was consistent with evidence-based


UnitedHealth Premium®


physician designation program
Summary Methodology
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measures compared to the benchmark number based on the UnitedHealthcare national rate for each measure. Using


statistical testing, we determine if the quality criteria are met.  Dr. Pratt must first meet the quality designation criteria in


order to be designated for cost efficiency. Cost efficiency is assessed by comparing the percentile rankings of his


episode costs as compared to his peer group within equivalent conditions and severity levels for his geographic market


and specialty. Using statistical testing, we determine if the cost efficiency criteria are met.


The criteria used to measure physician practices are based on the following aspects of care: 


•  Preventive care – cancer screening and other indicated screening interventions  


•  Appropriate care – appropriate use of medications and diagnostic tests


•  Chronic disease care – monitoring for control, progression, and complications


•  Patient safety –  avoiding duplicate testing or adverse drug interactions, and monitoring safety


•  Sequencing of care – diagnostic tests and procedures, treatment, and monitoring


•  Effectiveness of procedures – lack of failed therapy and complications


Each year we review and enhance our program, including the methodology used to evaluate quality and cost efficiency


for the Premium physician designation program.  This document describes the methodology for the summer 2010


version of the Premium program, its fifth release.
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Physician Eligibility


Individual physicians are evaluated for the UnitedHealth Premium program designation if they are contracted with


UnitedHealthcare, credentialed by UnitedHealthcare, practice in a specialty and geographic location that are included in


the Premium program, are board certified in their primary specialty, and have an unencumbered license at the time of the


designation. Physicians who are being tracked for potential fraud and abuse are not eligible for Premium designation.


Data Sufficiency Requirements


Sufficient data for the quality assessment requires a minimum of 10 unique patients and 20 quality measure


opportunities across all conditions or procedures. “Opportunities” are the number of times a measurement criterion


could have been met.  For cost efficiency, a minimum of 10 medical cases (episodes of care) or 10 procedure or


surgical cases (procedure episodes) is required.  Cardiologists who provide medical care as well as perform


procedures such as cardiac catheterization and percutaneous revascularization can meet the cost efficiency minimum


through a combination of medical and procedure episodes.


Data Used for Assessment


UnitedHealthcare relies primarily on paid claims data to assess the quality and cost efficiency of care. Paid claims data are


commonly used by many types of organizations (e.g., health plans, academia, regulatory agencies, public health, health


service research, specialty societies, and others) to analyze and understand many aspects of health care delivery. The data


are readily available, comprehensive, and can provide detailed information about the type, quantity, and cost of services that


patients receive. The measures used in the Premium program have been designed specifically for use with administrative


claims data. Many of the National Quality Forum’s NQF-Endorsed® standards have been in use for decades. While no data


are 100% accurate, we continually validate and improve the data set through internal work, comments of our advisory


committees and scientific advisory boards, and feedback from groups and individual physicians.


The Premium program counts several non-claims based programs towards quality designation for the specialties


appropriate to each program. These include National Committee for Quality Assurance (NCQA) recognition programs,


Bridges to Excellence (BTE) programs, and American Board of Internal Medicine (ABIM) Practice Improvement Modules®.


The Premium program uses claims for patients enrolled in UnitedHealthcare commercial fee-for-service products only.


Claims from patients whom we can identify as receiving hospice services are not considered in the assessment of


physician performance. The data used in the designation cycle includes commercial claims that were incurred and paid


from January 1, 2006 through March 31, 2009.


The program includes paid claims data from members who were disenrolled from UnitedHealthcare on the end date of


the data collection window as long as those members had a sufficient window of coverage to satisfy the criteria for the


particular measure. However, HEDIS-based NCQA quality measures use data only from members enrolled as of


December 31, 2008.  Such measures include breast cancer screening, cervical cancer screening, chlamydia screening,


and pharyngitis in children.
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Specialties Included 


Sources of Clinical Quality Measures


The clinical quality measures consist first of the National Quality Forum’s NQF-Endorsed® standards when available for


the conditions being evaluated, and in accordance with the principles of the Consumer-Purchaser Disclosure Project’s


Patient Charter. Consistent with the Patient Charter, those measures are supplemented with others as necessary to


evaluate clinically important conditions and specialties.  Additional measures are developed using published literature


and information from organizations such as the following:  


•  The AQA® Alliance (formerly the Ambulatory Care Quality Alliance)


•  The National Committee for Quality Assurance (NCQA)


•  Specialty societies relevant to a specific disease and clinical condition


•  Government agencies 


•  Other national expert panels


Designation Criteria


The designation process starts with the physician’s individual quality and cost efficiency outcomes. The initial individual


outcome is determined by comparing a physician’s own results to that of their peer group. The process concludes with


the public designation (two, one, or no stars) that is displayed online and in reports given to physicians.


The designation rules determine a physician’s assessment based on the physician’s individual outcomes, participation in


qualifying recognition programs, or the assessment results for their specialty in an affiliated group practice, when


applicable. 


1. Quality is assessed first. If the physician does not receive the quality designation, the physician is not eligible for the


cost efficiency designation.
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Primary Care Specialty Areas


� Family Medicine
� Internal Medicine


� Obstetrics and Gynecology
� Pediatrics


Other Specialty Areas


� Allergy 
� Cardiology
� Cardiovascular Surgery
� Cardiology - Electrophysiology
� Cardiology - Interventional 
� Endocrinology 
� Infectious Disease
� Nephrology
� Neurology


� Neurosurgery - Spine 
� Orthopaedics - General
� Orthopaedics - Hand
� Orthopaedics - Foot/Ankle
� Orthopaedics - Hip/Knee
� Orthopaedics - Shoulder/Elbow
� Orthopaedics - Spine
� Pulmonology
� Rheumatology







2. If the physician does not meet the quality criteria based on their individual outcome, the physician can meet quality


criteria by receiving recognition through a qualifying recognition program (e.g., NCQA, BTE), if applicable. 


3. If the physician does not receive quality recognition through a qualifying recognition program, does not have


enough data for assessment, and is affiliated with a group practice, the physician may benefit through application of


the group assessment result for their specialty.


4. A physician must be board certified in their primary specialty in order to receive the quality designation. 


5. Physicians who do not have enough data for cost efficiency assessment can benefit if their specialty in their


affiliated group meets the cost efficiency criteria.  


6. The final designation results are displayed publicly in the UnitedHealthcare physician directories unless there are


other reasons that they should not be displayed (e.g., the physician is under investigation for fraud). 


Public Designation Displays


The following designation results are displayed publicly in UnitedHealthcare’s physician directories for use by members


when making health care choices and by physicians when making referrals.


★★ (Quality and cost efficiency criteria met)


★★ (Quality criteria met)


★★ Not enough data to assess cost efficiency (Quality criteria met and not enough data to assess cost efficiency)


Not enough data to assess 


Not evaluated


Not displayed upon physician request
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Quality
A physician’s quality individual outcome is determined by comparing the number


of times their patients received recommended care with a benchmark number


based on the UnitedHealthcare national rate of the same recommended care for


each quality measure. Physicians must perform at a level that meets or exceeds


the equivalent of the 75th percentile performance for all physicians measured in


order to meet the quality criteria. 


All quality measures are based on evidence-based, medical society, or national


industry standards. This aspect of the Premium designation program only


incorporates those clinical measures that can be assessed from paid claims


data. We also focus on measures that are actionable by a physician. Specialties


for which there are not sufficient measures to evaluate quality are not included in


the assessment. The quality measures are based on nationally recognized and


established evidence-based performance measurements from organizations


such as the National Quality Forum (NQF®), the AQA® Alliance, the National


Committee for Quality Assurance, and the American College of Cardiology®, as


well as measures developed by national expert panels. 


The flow chart at the right describes the quality evaluation process. First,


measures that evaluate adherence to evidence-based practices are mapped to


specific specialties. For example, asthma is mapped to allergists and primary


care physicians.  Then, we analyze the amount of involvement of each physician


with each patient’s care to determine if the involvement was significant


(“attribution”).  If we are analyzing a procedure, the procedure is attributed to the


physician who performed it. If we are analyzing a course of treatment over time


for an ongoing condition, one or more physicians who saw the patient may be


attributed the measure for the patient’s care.  Quality measures for inpatient


procedures are risk adjusted by 3M® APR DRG severity of illness level. Then, for


each physician, we compare the number of instances observed to the number


generated by applying the national rate for each measure to the physician’s


opportunities for that measure. If the sample size is adequate, the chi-square


test is applied to determine statistical significance, an individual quality outcome


is assigned, and a quality designation is determined. A quality designation means


the physician met or exceeded the equivalent of the 75th percentile rate of


recommended care for his or her patient mix and sample size.
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Cost Efficiency
The AQA Alliance has defined efficiency of care as being the measured cost of


care associated with a specific level of quality of care (AQA Principles of Efficiency


Measures, April 2006). Consistent with this principle, the physician must first be


designated for quality in order to be designated for cost efficiency. Cost efficiency


analysis is based on total cost, which is a combination of resource utilization,


resource mix, and unit cost, as collected into episodes of care.  Episodes include


all services delivered to a patient, including those of other physicians or clinicians


and related to a specific procedure or treatment of a condition.  Episodes include


dollars paid to the physician for direct services as well as facility costs and ancillary


services which the software logic determined were related (e.g., medications,


diagnostic tests).  Using software, we categorize episodes as Episode Treatment


Groups® (ETG®) or Procedure Episode Groups® (PEG®) episodes. Physicians must


perform at a level that meets or exceeds the median performance for all physicians


(measured in the same specialty for the same types of episodes in the same


geographic area) in order to meet the cost efficiency criteria.


Complete ETG episodes are attributed to the physician who was responsible for at


least 30% of the total costs.  The responsible physician must be in a Premium-


evaluated specialty that typically manages the care of patients for a given type of


episode.


Surgeries and certain other procedures among cardiologists, cardiovascular


surgeons, orthopaedic surgeons, and spine surgeons are assessed for cost


efficiency through analysis of procedural episodes constructed by PEG, which


aggregates paid claims into procedure-based episodes of care. The unit price of


each discrete clinical service, the choice of diagnostic or therapeutic modality,


facility costs, and the volume and mix of services used in the episode influence the


cost of an episode of care.


The cost efficiency evaluation process is described in the flowchart at the right.


ETG and PEG software generate episodes of care and allow for case-mix and


severity adjustments. Episodes are attributed to a single responsible physician. The


physician’s actual episode costs are put into sets of episodes from other


physicians according to the same types of cases and severity levels.  The


physician’s episodes within each set are evaluated against their peer group


episodes by ordering the episodes from the lowest to highest cost. The low outliers


are removed and the costs are converted into percentiles to allow comparison


across different types of cases. Then sets of comparable episodes for all peer


group physicians are combined and ranked from lowest to highest percentile. If the


sample size is adequate, the Wilcoxon rank-sum test is applied to determine the


statistical significance of the individual physician’s ranks compared with their peer’s


median rank, an individual cost efficiency outcome is assigned, and a cost


efficiency designation is determined.
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Important Program Information
The information from the Premium physician designation program is not an endorsement of a particular physician or


health care professional's suitability for the health care needs of any particular member. UnitedHealthcare does not


practice medicine nor provide health care services. Physicians are solely responsible for medical judgments and


treatments supplied. The quality and/or cost efficiency designation of a physician does not guarantee the quality of


health care services members will receive from a doctor and does not guarantee the outcome of any health care


services members will receive. 


Likewise, the fact that a physician may not be designated by this program does not mean that the physician does not


provide quality health care services. All physicians in the UnitedHealthcare Network have met certain minimum


credentialing requirements. Regardless of whether a physician has received a designation, members have access to all


physicians in the UnitedHealthcare Network, as further described under the member's benefit plan.


UnitedHealthcare informs members that designations are intended only as a guide when choosing a physician and


should not be the sole factor in selecting a physician. As with all programs that evaluate performance based on analysis


of a sample, there is a risk of error. There is a risk of error in the claims data used in the evaluation, in the calculations


used in the evaluation, and in the way the program determined that an individual physician was responsible for the


treatment of the patient's condition. UnitedHealthcare uses statistical testing to compare a physician’s results to


expected or normative results.  There is a risk of error in statistical tests when applied to the data and a result based on


statistical testing is not a guarantee of correct inference or classification.  We inform members that it is important that


they consider many factors and information from as many sources as possible when selecting a physician. We also


inform our members that they may wish to discuss designations with a physician before choosing him or her, or confer


with their current physician for advice on selecting other physicians.


The information contained in this Summary Methodology is subject to change.
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Table 1: Specialty and Condition/Procedure Quality Measurement
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Specialty Condition/Procedure for Measurement Source


Allergy Acute Bronchitis, Acute Sinusitis, Asthma, Chronic Obstructive Pulmonary
Disease, Diabetes, Hypertension, Pharyngitis, Pneumonia, Rheumatoid Arthritis,
Upper Respiratory Infection 


Claims


Cardiology Acute Myocardial Infarction (AMI), Atrial Fibrillation, Cardiovascular Disease,
Cerebral Vascular Accident & Transient Cerebral Ischemia (Stroke), Chronic
Obstructive Pulmonary Disease, Congestive Heart Failure, Coronary Artery Bypass
Graft, Coronary Artery Catheterization (Diagnostic), Coronary Artery
Catheterization (PCTA), Coronary Artery Catheterization with Drug Stent, Coronary
Artery Catheterization with Non Drug Stent, Coronary Artery Disease, Diabetes,
Hyperlipidemia, Hypertension, Implantable Device Defibrillator, Implantable Device
Pacemaker, Invasive Therapeutic Electrophysiology (Ablation), Pneumonia


Claims


Cardiovascular
Surgery


Cardiovascular Disease, Coronary Artery Bypass Graft, Coronary Artery Disease,
Implantable Device Defibrillator, Implantable Device Pacemaker, Surgical Valve
Repair


Claims


Endocrinology Cardiovascular Disease, Chronic Kidney Disease, Coronary Artery Disease,
Diabetes, Hyperlipidemia, Hypertension, Migraine Headache, Osteoporosis
Management, Rheumatoid Arthritis 


Claims


Family Medicine Acquired Immune Deficiency Syndrome (AIDS/HIV), Acute Bronchitis, Acute
Myocardial Infarction (AMI), Acute Otitis Externa, Acute Sinusitis, Alcohol and
Other Drug Dependence Treatment, Asthma, Atrial Fibrillation, Attention Deficit
Hyperactivity Disorder (ADHD), Back Pain, Breast Cancer - Part I, Breast Cancer
Screening, Cardiovascular Disease, Cerebral Vascular Accident & Transient
Cerebral Ischemia (Stroke), Cervical Cancer Screening, Chlamydia Screening,
Chronic Kidney Disease, Chronic Obstructive Pulmonary Disease, Colorectal
Cancer Screening, Congestive Heart Failure, Coronary Artery Disease,
Depression, Diabetes, Epilepsy, Glaucoma Screening, Hepatitis C, Hyperlipidemia,
Hypertension, Migraine Headache, Multiple Sclerosis, Osteoporosis Management,
Pharyngitis, Pneumonia, Pregnancy Management, Rheumatoid Arthritis, Sickle Cell
Anemia, Upper Respiratory Infection


Claims 


Infectious
Disease
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Cardiovascular Disease, Coronary Artery Disease, Diabetes, Hepatitis C,
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Internal Medicine Acquired Immune Deficiency Syndrome (AIDS/HIV), Acute Bronchitis, Acute
Myocardial Infarction (AMI), Acute Sinusitis, Alcohol and Other Drug Dependence
Treatment, Asthma, Atrial Fibrillation, Back Pain, Breast Cancer - Part I, Breast
Cancer Screening, Cardiovascular Disease, Cerebral Vascular Accident &
Transient Cerebral Ischemia (Stroke), Cervical Cancer Screening, Chlamydia
Screening, Chronic Kidney Disease, Chronic Obstructive Pulmonary Disease,
Colorectal Cancer Screening, Congestive Heart Failure, Coronary Artery Disease,
Depression, Diabetes, Epilepsy, Glaucoma Screening, Hepatitis C, Hyperlipidemia,
Hypertension, Migraine Headache, Multiple Sclerosis, Osteoporosis Management,
Pneumonia, Rheumatoid Arthritis, Sickle Cell Anemia


Claims 


Nephrology Cardiovascular Disease, Chronic Kidney Disease, Coronary Artery Disease,
Diabetes, Hyperlipidemia, Hypertension


Claims 







Specialty Condition/Procedure for Measurement Source


Neurology Attention Deficit Hyperactivity Disorder (ADHD),  Alcohol and Other Drug
Dependence Treatment, Back Pain, Cerebral Vascular Accident & Transient
Cerebral Ischemia (Stroke), Depression, Diabetes, Epilepsy, Hyperlipidemia,
Hypertension, Migraine Headache, Multiple Sclerosis


Claims 


Obstetrics/
Gynecology


Acquired Immune Deficiency Syndrome (AIDS/HIV), Acute Bronchitis, Breast
Cancer - Part I, Breast Cancer Screening, Cervical Cancer Screening, Chlamydia
Screening, Colorectal Cancer Screening, Depression, Diabetes, Hyperlipidemia,
Hypertension, Migraine Headache, Osteoporosis Management, Pregnancy
Management


Claims 


Neurosurgery,
Orthopaedics,
Spine


Achilles Tendon Repair, Ankle Ligament Repair, Arthrodesis (Midfoot), Arthroscopic
Decompression (Shoulder), Arthroscopic Removal of Foreign Body/Debridement
(Shoulder), Arthroscopic Repair Rotator Cuff, Arthroscopic Repair Slap Shoulder,
Arthroscopy of Ankle with Major Repair, Carpal Tunnel Release (Arthroscopic),
Carpal Tunnel Release (Open), Cervical Spine Fusion (including revision), Cervical
Spine Fusion with Hardware Insertion, Cervical Spine Laminectomy,
Decompression (Herniated Disc/Lumbar Back), Fusion (Lumbar Back), Fusion
(Lumbar Back) with Hardware Insertion, Hip Arthroscopy, Hip Replacement, Hip
Replacement Revision, Knee Arthroscopy with Cruciate Ligament Repair, Knee
Arthroscopy with Meniscectomy, Knee Replacement Surgery, Knee Replacement
Surgery Revision, Lumbar Spine Revision, Other Knee Arthroscopy with Treatment,
Rotator Cuff Repair, Shoulder Arthroscopy with Claviculectomy, Tenodesis or
Capsulorrha, Shoulder Arthroscopy with Synovectomy or Lysis Adhesions,
Vertebral Corpectomy


Claims 


Pediatrics Acute Otitis Externa, Acute Sinusitis, Asthma, Attention Deficit Hyperactivity
Disorder (ADHD), Diabetes, Migraine Headache, Pharyngitis, Upper Respiratory
Infection


Claims 


Pulmonology Acute Bronchitis, Acute Myocardial Infarction (AMI), Asthma, Atrial Fibrillation,
Cardiovascular Disease, Chronic Obstructive Pulmonary Disease, Congestive
Heart Failure, Coronary Artery Disease, Hyperlipidemia, Hypertension, Pneumonia,
Rheumatoid Arthritis


Claims 


Rheumatology Back Pain, Hypertension, Osteoporosis Management, Rheumatoid Arthritis Claims 


M42044B   5/10   ET30   051710  ©2010 United HealthCare Services, Inc.







<<
  /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
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /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 true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /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 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /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 true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /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 ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice






 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 2 


Table of Contents Pages 


Executive Summary ............................................................................7 


Background ......................................................................................................... 7 


Overview ............................................................................................................ 7 


Summary and Recommendation ......................................................................... 8 


Assumptions ....................................................................................................... 9 


Proposed Rule and Quality Reporting: Minimum Health Plan Requirements ......................... 9 


Proposed Rule and Quality Reporting: Potential for Including Healthcare Provider Quality 
Information ............................................................................................................................ 10 


Chapter 1: Baseline Assessment ....................................................... 16 


Exhibit A: Baseline Survey Template ...................................................................................... 23 


Exhibit B: IHIE Claims and Enrollment Data Sources Contact List (for Baseline Assessment 
RFI 11-81) ............................................................................................................................... 24 


Exhibit C: Baseline Survey Results .......................................................................................... 25 


Chapter 2: Feasibility Study for the Implementation of Quality 
Measures ......................................................................................... 29 


Overview .......................................................................................................... 29 


Summary of Findings ........................................................................................ 30 


1. Identify Public Reporting Initiatives .............................................................. 31 


Objectives .............................................................................................................................. 31 


Summary and Findings .......................................................................................................... 31 


Approach ................................................................................................................................ 32 


Methods ................................................................................................................................. 33 


Quality Measurement in Public Reports ................................................................................ 33 


Other Notes and Findings ...................................................................................................... 34 


Best Practices in Public Reporting ......................................................................................... 34 


Summary of Experiences from Communities Who Produce a Public Report ......................... 35 


2. Determine the Use of Claims Versus Clinical Data in Measures .................... 36 


Objectives .............................................................................................................................. 36 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 3 


Findings .................................................................................................................................. 37 


Quality of Care Measures ...................................................................................................... 37 


Accuracy ................................................................................................................................. 38 


Timeliness .............................................................................................................................. 38 


Limitations ............................................................................................................................. 38 


Conclusions ............................................................................................................................ 39 


Summary ................................................................................................................................ 39 


3. Identify Potential Processes for Collecting, Managing, and Processing Data . 40 


Objective ................................................................................................................................ 40 


Summary ................................................................................................................................ 40 


Option A: Payor-Reported Results ......................................................................................... 41 


Option B: Payor-Supplied Claims ........................................................................................... 42 


Data Collection and Storage .................................................................................................. 43 


Quality Measure Calculation & Reporting ............................................................................. 44 


HIO ......................................................................................................................................... 45 


Hybrid Approach .................................................................................................................... 45 


Option C: Provider Quality Measurements ............................................................................ 45 


Conclusion .............................................................................................................................. 48 


4. Provide Options and Time Lines to Produce Consumer-Friendly Quality 
Reports ............................................................................................................. 51 


Objectives .............................................................................................................................. 51 


Purpose of the Public Report ................................................................................................. 51 


Audience for a Public Report ................................................................................................. 51 


Expected Results of a Public Report ....................................................................................... 51 


Evaluation of Results ............................................................................................................. 52 


Local and National Intelligence ............................................................................................. 52 


Local Consumer Input ............................................................................................................ 53 


Reporting Tools, Methods, and Best Practices ...................................................................... 54 


Conclusions ............................................................................................................................ 59 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 4 


5. Assess Stakeholder Concerns Regarding Provider and Payor Quality Data in a 
HIX .................................................................................................................... 59 


Objective ................................................................................................................................ 59 


Perspectives, Issues, and Concerns Related to Including Healthcare Provider Quality 
Information in a HIX ............................................................................................................... 59 


Issues and Concerns ............................................................................................................... 60 


Summary of Stakeholder Perspectives .................................................................................. 64 


Themes ................................................................................................................................... 65 


Data Use and Presentation .................................................................................................... 65 


Public Reporting and Competition in the Marketplace ......................................................... 66 


Quality Reporting and Influencing Behavior ......................................................................... 67 


6. Identify Key Tools and Vendors That Profile Provider Quality ....................... 68 


Objectives .............................................................................................................................. 68 


Summary ................................................................................................................................ 68 


Findings .................................................................................................................................. 69 


Exhibit D: Data Reporting Audiences ..................................................................................... 71 


Exhibit E: Report 1a – Provider Report Card .......................................................................... 73 


Exhibit E: Report 1b – Provider Comparison by Disease Group ............................................. 74 


Exhibit E: Report 2 – Medical Cost Summary Report ............................................................. 75 


Exhibit E: Report 3 – Utilization Review Report Sample ........................................................ 76 


Exhibit E: Report 4 – Race and Ethnicity Tables ..................................................................... 77 


Exhibit E: Report 5 – Claims Payment Investigative Report .................................................. 78 


Exhibit E: Report 6 – Actuarial Report Example ..................................................................... 79 


Exhibit F: Reporting Software Vendors and Tools Summary ................................................. 80 


Exhibit G: Analytics and Quality Measurement Vendor  Selection Criteria ........................... 83 


Exhibit H: Healthcare Quality Still Improving Slowly, But Disparities Persist ........................ 84 


7. Evaluate Costs Based on Alternative and Ongoing Management Models ..... 85 


Objective ................................................................................................................................ 85 


Summary ................................................................................................................................ 85 


Outsource ............................................................................................................................... 89 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 5 


Outsource ............................................................................................................................... 92 


Conclusion .............................................................................................................................. 92 


Chapter 3: Implementation Plan ....................................................... 93 


Overview .......................................................................................................... 93 


Summary and Recommendation ....................................................................... 93 


Assumptions ..................................................................................................... 93 


Detailed Recommendation ............................................................................... 94 


Health Plan Quality Reporting ............................................................................................... 94 


Provider Quality Reporting .................................................................................................... 97 


Develop Analytics ................................................................................................................. 100 


List of Figures 
Figure 1: Option A Process .......................................................................................................................... 42 


Figure 2: Option B Process .......................................................................................................................... 43 


Figure 3: Option C Process .......................................................................................................................... 46 


Figure 4: Oregon’s Partner for Quality Care ............................................................................................... 54 


Figure 5: Detroit Area Health Council’s Quality of Diabetes Care .............................................................. 55 


Figure 6: California HealthCare Foundation’s Report on Long-Term Care Providers ................................. 56 


Figure 7: HHS Hospital Compare ................................................................................................................. 56 


Figure 8: Massachusetts General Hospital’s Quality and Safety Website .................................................. 57 


Figure 9: Minnesota HealthScores .............................................................................................................. 57 


Figure 10: Minnesota HealthScores (continued) ........................................................................................ 58 


Figure 11: CMS Five-Star Rating System ..................................................................................................... 58 


Figure 12: Option A Process ........................................................................................................................ 96 


Figure 13: Option C Process ........................................................................................................................ 99 


List of Tables 
Table 1: Cost Comparison ........................................................................................................................... 14 


Table 2: Indiana’s Insured and Uninsured .................................................................................................. 19 


Table 3: Claims and Clinical Data ................................................................................................................ 37 


Table 4: Global Registry Identifiers ............................................................................................................. 47 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 6 


Table 5: Option A Tasks ............................................................................................................................... 48 


Table 6: Option B Tasks ............................................................................................................................... 49 


Table 7: Option C Tasks ............................................................................................................................... 50 


Table 8: Cost Comparison ........................................................................................................................... 85 


Table 9: Detailed Costs................................................................................................................................ 86 


Table 10: Option A Costs by Year ................................................................................................................ 87 


Table 11: Option B Costs by Year ................................................................................................................ 89 


Table 12: Option C Costs by Year ................................................................................................................ 92 


Table 13: Option A Cost Summary .............................................................................................................. 96 


Table 14: Options C In-House vs. Outsource Cost Comparison .................................................................. 97 


 


  







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 7 


Executive Summary 


Background 
Section 1311(b) and Section 1321(b) of the Patient Protection and Affordable Care Act (PPACA) permit 
states to establish a state-based health insurance exchange (HIX) for their individual and/or small 
business insurance markets. Section 1321(c)(1) of the PPACA requires the Secretary of the U.S. 
Department of Health and Human Services (HHS) to establish and operate a HIX in any state that does 
not elect to establish a HIX or will not have an operable HIX by January 1, 2014. In January 2011, 
Governor Daniels issued an executive order that allows the State of Indiana to move forward to plan 
conditionally for a HIX. As part of this planning effort, the State is examining the federal requirements 
around establishing a HIX and providing quality data on health plans, and potentially healthcare 
providers,1 to help consumers and small businesses select health plans. 


Overview 
Federal law requires the State of Indiana to decide how it will meet the PPACA’s requirement of creating 
a HIX. Designing a HIX entails many components and categories of decisions—one significant aspect is 
determining: 


 What information to provide through the HIX regarding the quality of the insurance carriers 
offering insurance on the HIX and the quality of healthcare providers (doctors and hospitals). 


 How to obtain, derive, and present that information to the HIX’s users. 


Three important factors related to including quality measurement information in a HIX are: 


 Final federal rules governing a HIX, including requirements for quality information, have not 
been published as of this report’s release date. 


 Currently published proposed rules suggest that although quality information on insurance 
carriers is likely to be required from a HIX, information on healthcare providers is unlikely to be. 
Because the public and other healthcare stakeholders value provider quality information, 
Indiana needs to determine whether to include such information in its HIX. 


 A U.S. Supreme Court ruling on the PPACA healthcare reform law may impact whether and how 
the HIX goes forward. 


In order to guide the state’s decision-making regarding quality measurement information, the Indiana 
Health Information Exchange (IHIE) undertook the work behind this report. That work was broken down 
as follows: 


 Conduct a baseline assessment of relevant data existing in Indiana and what organizations held 
those data. 


 Identify current local, state, and national (public and private) efforts around reporting provider- 
(individual, clinic, and hospital/institution) level quality data that could be applicable to the HIX. 


                                                           
1
 “Healthcare provider” includes individual healthcare practitioners, medical groups, health systems, and health facilities. 
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 Determine whether routine claims data could be used to provide provider-level quality data, 
discuss the limitations of using this data source, and identify other sources of information (such 
as clinical data) that could be used to address these limitations. 


 Identify a potential process or processes for collecting and processing data. 


 Provide options for the State and potential timelines to produce consumer-friendly quality 
reports. 


 Conduct meetings with healthcare providers, health insurance carriers, and consumers, as 
appropriate, to glean input on concerns and issues of key stakeholders and State staff to 
document the key concerns and issues related to supporting provider and insurance carrier 
quality data and information in a HIX. 


 Identify key tools or vendors that specialize in profiling provider quality, including analyzing 
claims data and other sources of information to determine provider-level quality information. 
Discuss the limitations and advantages of each tool/vendor process, and document lessons 
learned and best practices. 


 Develop a cost estimate that identifies implementation and maintenance costs, including 
staffing, estimated setup, and ongoing costs for recommended technology. 


 Recommend an implementation plan for phasing quality measurement into an Indiana-based 
HIX. 


Summary and Recommendation 
Three basic options for incorporating quality data into a HIX are discussed in detail in Chapter 2 and 
summarized below: 


 Option A: Payor Quality Only, Self-Reported—the easiest, simplest, and potentially least 
expensive, will support health plan measure reporting only through a health plan self-reporting 
program. 


 Option B: Payor Quality Only, State-Derived—payor claims and enrollment data are collected in 
a data warehouse, then measures are calculated and results are reported and posted. This 
option could be developed in-house or outsourced. 


 Option C: Add Provider Quality—in addition to reporting payor quality (under either Option A or 
Option B), clinical data from providers and payor claims and enrollment data are collected in a 
data warehouse, and then provider quality measures are calculated and results are reported and 
posted2. This option also could be developed in-house or outsourced. 


IHIE recommends Option A if the State elects to include only payor-level quality information in the HIX. 
If the State decides to include both payor-level and provider-level quality information in the HIX, then 
IHIE recommends Option C, in addition to Option A. 


                                                           
2
 Option C could be implemented using only claims and enrollment data from payors; however, as discussed in Chapter 2, 


producing provider-level quality measures using only claims and enrollment data from payors limits the types of provider-level 
quality measures that can be produced. 
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Assumptions 
The following recommendations include the physical implementation (hardware and software) and 
suggestions concerning provider measures and reporting. In forming the recommendation, IHIE made 
the following assumptions: 


 The State will define participation requirements for qualified health plans offered via the HIX. 


 The plan participation requirements defined by the State will include: 


 Essential benefits (benefit plan content and cost) as defined in the federal regulation. 


 Required quality reporting as defined in the federal regulation. 


Proposed Rule and Quality Reporting: Minimum Health Plan Requirements 


On July 15, 2011, HHS published a proposed rule in the Federal Register setting forth the proposed 
minimum requirements (the Proposed Rule) for a HIX and for qualified health plans (QHPs) that would 
be offered in a HIX (76 Fed. Reg. at 41,866 (July 15, 2011)). On the same day, HHS also published a 
proposed rule setting forth standards (the Proposed Standards) related to reinsurance, risk corridors, 
and risk adjustment (76 Fed. Reg. at 41,930 (July 15, 2011)). 


The Proposed Rule would implement, among other things, Section 1311(c) of the PPACA, which sets 
forth: 


 Minimum requirements imposed upon QHP issuers as a condition of participation in a HIX. 


 The minimum functions of a HIX (76 Fed. Reg. at 41,875). 


One of the minimum requirements imposed upon a HIX is that its Internet portal must present 
standardized comparative information on each available QHP (76 Fed. Reg. at 41,876). The standardized 
information on a HIX’s Internet portal must include quality ratings assigned to QHPs under a rating 
system developed by HHS under Section 1311(c)(3) of the PPACA (76 Fed. Reg. at 41,876). HHS has not 
yet developed the rating system required by Section 1311(c)(3) of the PPACA, which would rate QHPs on 
the basis of relative quality and price (PPACA Section 1311(c)(3)). The Secretary of HHS anticipates 
future rulemaking on the rating system described in Section 1311(c)(3) of the PPACA; however, HHS has 
not indicated a timeframe within which to expect additional rulemaking (76 Fed. Reg. at 41,875.) 


The Proposed Rule would require QHP issuers to comply with quality standards established in and 
pursuant to Section 1311(c)(1) of the PPACA (requiring QHPs to be accredited with respect to local 
performance on clinical quality measures, provide information to enrollees and the HIX on various 
quality measures, and report pediatric quality measures to HHS), Section 1311(c)(3) of the PPACA 
(requiring the use of a rating system developed by HHS that rates health plans on the basis of relative 
quality and price), Section 1311(c)(4) of the PPACA (requiring enrollee satisfaction surveys and the 
reporting of results in the HIX for QHPs of more than 500 enrollees using a survey system developed by 
HHS), and Section 1311(g) of the PPACA (requiring QHPs to implement a quality improvement strategy 
consistent with guidelines issued by HHS that includes increased reimbursement for improving health 
outcomes through, among other things, quality reporting and activities to prevent hospital readmissions 
and reduce medical errors through the use of best clinical practices and evidence-based medicine) (76 
Fed. Reg. at 41,897). Future rulemaking by HHS will specifically address the requirements for QHP 
issuers related to the above statutory provisions (76 Fed. Reg. at 41,897). 
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Providing the basic requirements while indicating that HHS will engage in future rulemaking, particularly 
in the area of quality ratings assigned to QHPs under Section 1311(c)(3) of the PPACA, puts states in the 
difficult position of being forced to move forward with planning activities before knowing the specifics 
of the QHP rating system that their HIX’s Internet portal must include. 


Proposed Rule and Quality Reporting: Potential for Including Healthcare 
Provider Quality Information 


Neither the PPACA nor the Proposed Rule requires a HIX to provide quality rating information on 
healthcare providers through the HIX’s Internet portal, nor does either require a QHP to make such 
information available in order to be a certified QHP. However, a HIX is not prohibited from providing 
quality rating information on healthcare providers through its Internet portal, or from requiring that a 
QHP publicly report healthcare provider quality information (via the HIX or otherwise) in order to be a 
certified QHP. The Proposed Rule encourages states to consider supplemental standards or functionality 
for their HIXes that benefit consumers and businesses (76 Fed. Reg. at 41,875). States may also choose 
to establish additional conditions for QHP participation beyond the minimum requirements established 
by the Secretary of HHS (76 Fed. Reg. at 41,896). 


Results of a recent survey conducted by the State of Indiana indicate a high demand among consumers 
for healthcare provider quality ratings3. More than half of those surveyed by the State said they would 
like to have transparent healthcare provider cost and quality data as a guiding principle of the formation 
of a HIX.4 Providing quality information on healthcare providers also helps consumers and businesses 
make value-based decisions when they shop for health insurance. As discussed below, stakeholders 
have provided positive feedback about including healthcare provider quality ratings in a HIX.5 Given this 
high demand, the interest in enabling value-based decisions by consumers and businesses, and positive 
stakeholder feedback, the State engaged IHIE to conduct a baseline assessment, prepare a feasibility 
study, and offer findings and recommendations with respect to including quality information in a HIX. 


Part 1: Identify public reporting initiatives. The objective of this task was to identify current local, state, 
and national efforts around reporting provider-level quality data. IHIE identified local, regional, and 
national public reports from research beginning with the Agency for Healthcare Research and Quality’s 
(AHRQ) Talking Quality and Report Card Compendium Website, which offers a comprehensive resource 
for organizations that develop reports for consumers about healthcare quality. This Website also serves 
as an educational guide for report sponsors who are looking for information on specific topics related to 
quality reports, examples of different approaches to reporting quality data to consumers, and guidance 
on planning and implementing a reporting project. Also contributing to the identification of public 
reports is the Robert Wood Johnson Foundation’s (RWJF) Aligning Forces for Quality (AF4Q) Website. 
AF4Q sponsors 16 communities across the nation by supporting quality efforts, including public 
reporting, and offers the most up-to-date research and technical assistance from subject matter experts. 


  


                                                           
3
 Exchange Questionnaire Report: Indiana’s Stakeholder Outreach 


4
 Exchange Questionnaire Report: Indiana’s Stakeholder Outreach 


5
 See page 64: “Summary of Stakeholder Perspectives” 
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In addition to reviewing the efforts of the AHRQ and RWJF, IHIE reviewed individual public reporting 
sites and interviewed organizations that have successfully reported provider-level quality data. A 
comprehensive matrix of these institutions was assembled and is available in Appendix 1, Public 
Reporting Matrix. Appendix 2, Data Analysis, includes a measure summary referenced by two tabs: 
Measure category and Measure definition. The organizations directly consulted are Minnesota 
Community Measurement (MNCM), Massachusetts Health Quality Partners (MHQP), and Wisconsin 
Collaborative for Healthcare Quality (WCHQ) (see Appendix 3, Quality Programs Comparison). 


Public reporting of quality performance data has four goals: 


1. Educating users by providing information on healthcare quality and patient experience, the 
importance of the data displayed, and how they relate to the care users receive from their 
providers. This goal includes giving users tools and information to inform them and enable them 
to know what type of questions to ask their healthcare providers. 


2. Comparing providers serves two functions and two audiences (providers and consumers). First, 
it drives providers to improve by creating competition; and second, it enables users to choose a 
provider based on performance. 


3. Improving performance-related scores by driving competition in provider groups to exceed the 
performance of their peers. 


4. Improving user knowledge of important health conditions by providing information to help them 
understand the care they need. 


Part 1 also sought feedback based on the experiences of organizations that produce a public report. IHIE 
asked these organizations seven questions regarding their public reporting efforts. See Chapter 2 for the 
questions and responses. 


Part 2: Discuss the use of claims versus clinical data for provider measurement. The objective of this 
task was to develop a crosswalk indicating what measures can be developed with claims-only data, 
clinical-only data, and/or a combination of claims and clinical data. Claims data are informative about 
major processes of care, but its primary purpose is for billing, so it does not always effectively capture 
the quality of the care provided because it lacks important diagnostic and prognostic information 
despite the presence of coding to indicate diseases, injuries, and procedures. Claims data aggregated 
with clinical data are demonstrably more accurate and effective than claims-only data for measuring 
performance. However, collecting clinical data can be labor-intensive and expensive. Chapter 2 explains 
this in detail and examines methods to collect the data. Appendix 2 gives a complete list of measures 
currently available through nationally recognized organizations. It includes a crosswalk of measures by 
category, type, source, and data requirement. Appendix 2 also identifies measurements that can be 
made with claims data alone and measurements that require clinical data. It also notes measurements 
applicable only to health plans. 


Part 3: Identify alternative processes for collecting, managing, and processing data for the HIX. This 
part identifies alternative solutions for collecting, storing, and managing the information required to 
support health plan and provider quality measurement and comparison processes. Part 7 addresses cost 
considerations for each of these approaches. 
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Part 3 describes three basic options for measuring the quality of health plans and providers to support 
consumer comparison opportunities. Those options outline multiple implementation approaches. 
Option A and Option B will fulfill the basic requirements of the current federal regulations. According to 
the current regulations Option C, would represent an optional enhancement to the HIX program. 
Chapter 2 discusses these options; the pros and cons of alternative implementation models; and cost 
considerations for staff, technology, and ongoing program management. It also covers what is involved 
in each of the three options to aid in the decision-making process. This includes maintaining the privacy 
and confidentiality of the data being stored and managed. Part 3 also gives an overview of the selection 
and management of quality measures and their applicability to the above options. 


Finally, Part 3 includes a comparison of each option along with the tasks involved to implement it. 


Part 4: Provide options for the State and potential time lines to produce consumer-friendly quality 
reports. The objectives of Task 4 were to obtain local and national intelligence, solicit consumer input, 
identify reporting tools/methods/best practices, and document feedback. Most public reports serve to: 


 Educate users by providing information and tools for understanding care and reasons to 
participate in healthcare decisions. 


 Improve health care by providing users information that can assist when seeking health care or 
healthcare advice. 


 Encourage healthcare providers to improve their practice by creating a competitive 
environment that allows users to access information to compare providers’ quality results 
against similar providers. 


 Create an environment where consumers can choose high-quality providers. 


Part 4 describes elements that must be considered when producing an effective report of quality 
information for the public. Presenting too much information can confuse the purpose of a report or Web 
page and overwhelm users. Practices to keep in mind when designing a Website to display quality 
information include the following: 


 Design the Website with the users in mind. 


 Separate the data and screens for specific users, e.g., providers, consumers, employers, health 
plans, etc. 


 Conduct focus groups and/or provide an online process for users to provide ongoing 
input/feedback. 


 Ask users to evaluate the graphics, the ease of finding information, the length of time it takes to 
navigate to the information they are seeking, and the type of information that is important to 
them when they are seeking quality performance data. 


 Ask consumers to evaluate other Websites for examples of good and bad displays of quality 
information. 


Narrowing the information to specific areas of concern allows users to navigate to a single area to focus 
on the information that is important to them at a particular time. 
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Part 5: Obtain perspective from key community stakeholders on concerns and issues they may have 
related to supporting quality data collection from providers and insurance carriers, and managing and 
reporting those data through a central HIX. This task solicited feedback through face-to-face interviews, 
teleconferences, and surveys. Chapter 2 discusses the results in detail. 


Stakeholders have provided positive feedback to the concept of including healthcare provider quality 
ratings in a HIX. Overall, each stakeholder group recognizes the importance and potential value of 
quality reporting within a HIX; however, their approaches, opinions, and recommendations vary. 


 Providers see quality reporting as a tool to help drive innovation of best practices and 
competition. This group is primarily concerned with ensuring that quality data are presented in a 
way that fairly and accurately reflects a provider’s patient population. Based on the feedback 
received, healthcare providers prefer public reporting to be at the group or system level rather 
than at the individual physician level. 


 Insurance carriers believe quality reporting would benefit consumers by helping them 
understand the quality and cost-efficiency of treatments. From insurers’ perspectives, quality 
reporting would generally improve provider quality because it would lead to increased provider 
accountability, well-informed consumers, and, most likely, a more competitive marketplace. 
Insurers’ priority is ensuring the measures are accurate, consistent, and presented in a format 
that is easy to understand. 


 Employers cited increasing demand from employees for more quality and cost information 
about healthcare providers to help them make purchasing decisions. This group feels that cost 
and quality information are inseparable. Employers think quality reporting should also include 
non-clinical information such as average wait times at a practice and friendliness of office staff. 


 Consumers reported that having quality information about both providers and carriers would be 
helpful when choosing a health insurance plan and a doctor. They want information about 
coverage (not a quality issue) and care quality presented in a clear, easy-to-understand format. 
Consumers perceive that physicians are uncomfortable with quality rating systems and would 
take steps to influence or improve negative ratings that may or may not directly reflect the 
quality of the care they are providing. 


Given the high level of interest in enabling value-based decision-making by consumers and businesses, 
and positive stakeholder feedback, Part 5 focuses primarily on the issues and concerns related to 
including healthcare provider quality information in the HIX, and not on the potential benefits of 
including healthcare provider quality data in the HIX. Part 5 also outlines results and certain legal 
concerns and considerations. 


Part 6: Identify key tools/vendors that profile provider quality. The objective of Part 6 was to identify 
tools that may help meet the HIX goals of implementing a database of provider quality measurements 
and providing healthcare data analytics capability. Acquiring an existing tool kit may cost less than 
developing these capabilities in-house. 
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Many vendors and tools are available to support provider measurement programs, and even more to 
support data analytical research. The overriding recommendation is for the State to avoid duplication of 
cost and effort by acquiring the needed measurement and reporting tools or services instead of 
developing them internally, but the make-or-buy decision will come later. There are several approaches 
to supporting the acquisition process and providing ongoing management and enhancement of the 
measurement and reporting results. Considerable discussion of details and direction remains before the 
approach is established, but the following report includes the general roadmap. Chapter 2 provides a 
representative list of vendors and tools of different types, and grid-defining criteria to use when 
developing a request for proposal (RFP) to select an appropriate vendor and tool set. 


Part 7: Evaluate costs based on alternative and ongoing management models. 


Part 7 identifies implementation and maintenance costs, including staffing, estimated setup, and 
ongoing costs for recommended technology and data approaches, as well as setup and ongoing costs for 
methods of making useful profiles available to consumers in a useful form. Option A is the easiest, 
simplest, and potentially least expensive option; it will support health plan measure reporting only 
through a health plan self-reporting program. Option B is to collect payor claims and enrollment data in 
a data warehouse, then measures are calculated and results are reported and posted. This option could 
be developed in-house or outsourced. In addition to reporting payor quality (under either Option A or 
Option B), Option C adds provider quality by collecting clinical data from providers and payor claims and 
enrollment data in a data warehouse. Provider quality measures are calculated and results are reported 
and posted6. This option also could be developed in-house or outsourced. 


The following table provides a high-level comparison of rough costs. 


Table 1: Cost Comparison 


 In-House Outsource 


 One-Time Annual One-Time Annual 


Option A 
Health Plan Quality Only 


(“self-reported”) 


Small 
(less than $120k) 


$420 - 450K 
Small 


(less than $120k) 
$420 - 450K 


Option B 
Health Plan Quality Only 


(State-Derived) 
$1.2M $1.6M – 1.7M 


Small 
(less than $120k) 


$2.0M 


Option C 
Add Provider Quality $8.0M $3.7M – 4.1M 


Small 
(less than $120k) 


$3.6M 


The report includes cost templates for each option, with primary cost drivers identified to enable 
modeling various scenarios. Cost estimates are based upon a member population of one million. The 
options are additive; choosing Option C would encompass the functions of Options A and B. Note that 
neither Option B nor Option C includes the costs of gathering survey data. (See Chapter 2, Part 7 for 
detailed study documentation.) 


                                                           
6
 Option C could be implemented using only claims and enrollment data from payors; however, as discussed in Chapter 2, 


producing provider-level quality measures using only claims and enrollment data from payors limits the types of provider-level 
quality measures that can be produced. 
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Chapter 1: Baseline Assessment 
IHIE conducted a baseline assessment to identify current healthcare claims, their sources and types, and 
numbers of Indiana residents with healthcare insurance coverage. The objectives of this assessment 
included: 


 Determining available data to support a system or method to measure the quality of Payors and 
Providers in Indiana. 


 Identifying an approximate number of sources from which a HIX would gather data. 


 Estimating member populations for the individual, small business, and other employer group 
healthcare insurance markets. 


 Estimating the number of self-insured and fully insured members. 


 Identifying other insurance products being sold besides medical insurance. 


Understanding that other FSSA teams already have obtained certain other information, IHIE’s objective 
was to gather information in one survey event non-intrusively, as opposed to conducting another survey 
later if relevant federal rules change. 


The baseline assessment focused on gathering intelligence about data sources and types. Because IHIE 
solicited information from outside entities doing business in Indiana and often headquartered outside 
the State, the baseline assessment activities were started immediately in order to meet the project’s 
tight timeline. 


Baseline Assessment Findings and Conclusions Summary 


IHIE found the following in the Assessment Project: 


 The two primary sources of claims data are Payors (the entities that process and pay claims) and 
Health Information Organizations7 (HIOs) that aggregate claims today 


 In Indiana, approximately 188,492 people have individual medical insurance coverage and 
294,621 people are covered in small groups. 


 Payors: 


 The survey accounts for the medical claims and enrollment data for over 90% of Indiana’s 
insured citizens, and 98% if we include Medicare beneficiaries. 


 The data are available through 23 individual Payor entities and a majority of it is, or could 
be, available from aggregators such as HIOs doing business in Indiana. 


 Although collecting data from the 23 commercial entities (plus Medicaid and Medicare) will 
not be a trivial task, it is doable. 


 The decision to create or purchase a claims data warehouse and analytic services must consider 
all purposes for which the data and analytics will be used. 


  


                                                           
7
 An entity that enables the movement of health-related data among entities within a state, a region, or a non-jurisdictional participant group. 
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 HIOs: 


 The State of Indiana already supplies monthly Medicaid medical and pharmacy claims and 
recipient data to one of the HIOs (IHIE), and others may aggregate claims in the future. 


 The Centers for Medicare & Medicaid Services (CMS) is currently evaluating the possibility of 
supplying statewide Medicare claims and enrollment data to entities (Infomediaries) in 
support of Accountable Care Organizations (ACOs). This may lead to the aggregation of 
statewide Medicare data within HIOs. 


 HIOs that currently handle claims data have existing assets (infrastructure as well as data) 
and skills that may be of value to meet the needs of Indiana’s HIX. 


 Payment amounts are available through claims data, but other required information, such as 
premium revenue or administrative expense, is not. Those data will need to be collected outside 
the claims data process to support Medical Loss Ratio (MLR), risk adjustment, and stop loss 
calculation processing. 


 Various sources of clinical data also could be collected separately from claims data. 


 Some HIOs have access to clinical data from hospitals and physicians. Some simply pass it from 
one entity to another; some maintain it in a repository. 


 Some Payors receive lab results for their members from laboratories with whom they contract. 


 All hospitals maintain electronic data and most are connected to (or committed to connecting 
to) one or more of the HIOs. 


 Several employers have begun collecting clinical data through company wellness programs. 


 Many employers are implementing on-site clinics and collecting clinical data. 


 Many physicians have implemented or are in the process of implementing electronic medical 
record (EMR) systems. 


The project overview and detailed findings are discussed below. 


Baseline Project Overview 


Payors (insurance carriers and third-party administrators) hold information about only their health plan 
members. Some sources hold aggregated information from multiple carriers. To conduct the baseline 
assessment, IHIE compiled a list (based on information from Milliman; the Indiana Department of 
Insurance; and Healthcare Options, Inc.) of potential data sources in Indiana, and then surveyed those 
entities to obtain the information noted above such as member volumes, insurance financial 
arrangement, product types, and vendors. (See Exhibit A, page 22, for the survey template.) In a 
separate process, IHIE polled HIOs to determine whether they were a source of aggregated claims data. 
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Claim and enrollment data will be required for multiple reasons in support of the HIX depending upon 
the final federal rules and optional functions the State decides to implement. 


 Provider quality measurement: Claims data support the development of many evidence-based 
physician quality and efficiency measures. Most measures require certain historical and recent 
claims data. 


 Health plan quality measures: Obtain final results from Payors or raw data to calculate scores 
internally. 


 Patient registry functions: Claims and enrollment data are used to identify events associated 
with a patient over time, across multiple Payors and sources. 


 Patient-to-physician attribution: The capability to electronically attribute a patient to a physician 
requires claims events and service date information. 


 Other information: Though not in the scope of quality measurement, claims and enrollment 
data will partially support MLR, risk adjustment, and stop loss calculations. 


As is discussed later in this report, other sources of data such as hospital, lab, and physician point of 
care, when used to supplement claims data, enhance measurement, registry, and attribution processing 
and accuracy. So, because the assessment survey addresses only sources of claims and enrollment data, 
IHIE used separate emails and phone calls to identify the non-claim sources. 


The Baseline Assessment Survey (Exhibit A): 


 Was distributed to 40 business entities marketing health insurance, 33 of which responded. 


 Focused on identifying sources of medical claims data. 


 Determined whether the Payor offered supplementary products such as vision, dental, and 
pharmacy benefit services, in case the HIX chooses to present information about those products 
to consumers. 


 Obtained member counts for individual businesses separate from small group employers in case 
the HIX includes small employers. 


 Distinguished between self-insured and fully insured member counts in anticipation that both 
will be needed for physician measurement purposes. 


 Gathered member counts for large employers to determine an overall volume. 


Additionally, IHIE summarized, at a high level, non-claims (clinical) data sources. 


Claims and Enrollment Data Sources 


IHIE distributed the Exhibit A survey to the identified Payors doing business in Indiana. Exhibit B (page 
23) is the list of the Payors that were contacted. 


 40 entities were surveyed; 33 responded. 


 10 of the respondents had no current health business in Indiana or were in the process of 
withdrawing from the Indiana market. The remaining 23 Payors represented slightly over 6 
million Indiana citizens as of the end of 2010. 
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 Of those 6 million, about a million were covered by supplemental products (vision, dental, 
or pharmacy). Because most of the supplemental product members are also counted in the 
base medical plans, the survey results include 5,026,836 Indiana citizens. 


 Some portion of the 5 million may be covered by two Payors (dependents on another’s 
policy). IHIE did not solicit dual coverage numbers in the survey because most carriers do 
not have an accurate count of their members who are also covered by another carrier. 


 According to the U.S. Census Bureau, Indiana’s population in 2010 was 6,483,802. 


 Our survey results show that 188,492 people in Indiana have individual health coverage. 
Also, 294,621 people are covered under Small Size Employer groups. 


 We also noted the following: 


 At the end of 2009, approximately 13% (842,894) of Indiana’s population was uninsured. 


 Therefore, assuming that the insured population of Indiana is approximately 5,640,908 
(6,483,802 – 842,894), the survey results address about 89% (5,026,836/5,640,908) of the 
Indiana member enrollments and claims. 


 Approximately 907,732 (14%) of the Indiana population are Medicare Beneficiaries. Our 
survey showed that 246,579 citizens carry Medicare Supplemental coverage and 154,430 
have a Medicare Advantage Plan. Therefore, we assume that the remaining 506,723 
beneficiaries have Medicare only and are not counted elsewhere in our survey results. 
These 506,723 are not counted in the 89% above. If we add them to our total (5,026,836 + 
506,723)/5,640,908, we can account for about 98% of the insured people in Indiana. 


 See Table below. 


Table 2: Indiana’s Insured and Uninsured 


6,483,802 Indiana Population 842,894 Uninsured in Indiana 5,640,908 Insured in Indiana 


6,050,225 Indiana members 
identified in survey 


1,013,933 members w/supp 
products 


5,036,292 approximate unique 
members 


Survey accounts for about: 5,036,292/5,640,908 89.3% of the Indiana Insured 


907,732 Indiana Medicare 
beneficiaries  


Per survey, 246,579 Med Supp + 
154,430 Med Advantage 


506,723 have Medicare-Only 
coverage 


Considering 5,036,292 unique 
citizens with Commercial 
coverage + 506,723 Medicare 
Benes 


5,036,292 + 506,723 = 
5,543,015/5,640,908 =  


98.3% of the Indiana citizens are 
accounted for in the survey. 


 Caveats: Some people will be counted by two commercial plans. Some may have Medicare 
coverage and still be counted by a commercial or Medicaid plan. Still, the number of insured 
lives in Indiana identified in the survey is significant and certainly exceeds 90% of citizens who 
have health insurance coverage. 
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IHIE also solicited feedback from all five HIOs recognized by the State of Indiana as doing business in 
Indiana to ask whether they collected and stored claims data. As noted below, the Michiana Health 
Information Network (MHIN) and IHIE collect and store claims and enrollment data. IHIE collects them 
from multiple Payors for the entire state. MHIN collects data from specific provider customers. 
HealthBridge is planning to collect some claims data in the future. 


 HealthBridge, the HIO based in Cincinnati, Ohio, does not collect or store claims data. It plans to 
do so in the future. 


 MHIN, the HIO based in South Bend, does not collect or store payor claims data. MHIN has 
claims data from providers, but those data are not shareable under current data use 
agreements. 


 IHIE stores claims and enrollment data monthly for 2.5 million commercially insured people 
(from United Healthcare, Anthem Wellpoint, and Unified Group Services), all of whom are 
Indiana Medicaid recipients (from the State and Managed Care Organizations), and 238,000 
central Indiana Medicare Beneficiaries. 


 Medical Informatics Engineering (MIE) does not collect or store claims data. It provides a data-
sharing function for certain clinical data in a common electronic health record (EHR) for entities 
that do business with MIE. 


 HealthLINC does not collect or store claims data. 


Baseline Assessment Conclusions 


 To inform Indiana’s planning for a HIX, there are two primary sources of claims data—Payors 
(the entities that process and pay claims) and HIOs that aggregate claims today. 


 Approximately 188,492 people have individual medical insurance coverage and 294,621 people 
are covered through small employers’ health plans. 


 Payors: 


 As noted above, IHIE can account for the medical claims and enrollment data for over 90% 
of the insured citizens of Indiana. 


 The data are available through 23 individual Payor entities and a majority of it is, or could 
be, available from aggregators such as HIOs doing business in Indiana. 


 Collecting data from the 23 commercial entities (plus Medicaid and Medicare) will not be a 
trivial task, but imposition of standard data formats will streamline that function, so it is by 
no means insurmountable. 


 As Indiana moves forward in its planning for a HIX and decides to create or purchase a 
claims data warehouse and analytic services, planners should take care to consider all 
purposes for which the data and analytics will be used. 
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 HIOs: 


 The State of Indiana already supplies monthly Medicaid medical and pharmacy claims and 
recipient data to one of the HIOs (IHIE), and others may aggregate claims in the future. 


 CMS is currently evaluating the possibility of supplying statewide Medicare claims and 
enrollment data to entities (Infomediaries) in support of ACOs. This may lead to the 
aggregation of statewide Medicare data within HIOs. 


 The HIOs that currently handle claims data have existing assets (infrastructure as well as 
data) and skills that may be of value to meet the needs of the HIX in Indiana. 


Other Notes and Findings from the Baseline Assessment 


1. The aim of the baseline assessment was only to evaluate sources of claims and enrollment data. 
Several evidence-based provider quality measures can be developed using traditional medical 
and pharmacy claims data. IHIE did not ask for data, such as MLR and stop loss calculations, 
needed to support other functions. Payment amounts are available through claims, but 
exchange-required information, such as premium revenue or administrative expense, is not. 


2. Although IHIE did not cover the collection of clinical (non-claims) data in the Payor Survey, 
various sources of clinical data could also be collected separately from claims data. Clinical data 
are shown to improve the accuracy of the patient and physician registries, the attribution of 
patients to physicians, and the completeness and accuracy of measurement programs. 


a. As noted above in the HIO discussion, some of the HIOs have access to clinical data from 
hospitals and physicians, and two maintain it in a repository, while others simply pass it 
from one entity to another. 


b. Payors can receive lab results for their members from laboratories with whom they 
contract. Anthem Wellpoint does and shares them with IHIE. 


c. HIOs can receive lab data from at least Lab Corp, when the physician contractually approves 
sharing the data. (IHIE has a contract.) 


d. All hospitals maintain electronic data. Nearly all hospitals in the State are connected to (or 
committed to connecting to) one or more of the HIOs. The capability to network is in place. 


e. The survey did not include employers, but some (Anthem (as an employer), Lilly, Fairfield 
Manufacturing, and customers of Unified Group Services) have begun collecting clinical 
data, such as blood pressure, cholesterol and diabetes A1c levels, and weight and height, for 
their employees and dependents through company wellness programs. 


f. Many employers are implementing on-site clinics (such as the WeCareGroup) and collecting 
clinical data for employees and their dependents. 


g. Many physicians have implemented, or are in the process of implementing, EMR systems. 
Franciscan Alliance, St. Vincent, IU Health, Community Physicians of Indiana, Good 
Samaritan, and Reed County, for instance, require their physicians to move to EMRs. Many 
physicians are moving in pursuit of the Meaningful Use directive. Some are already 
exchanging data electronically with HIOs. 
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Next Steps 


IHIE will continue to update the Contacts spreadsheet and Survey Results spreadsheet if additional 
results are submitted. However, IHIE has gathered enough information to proceed and is doing the 
following: 


1. Reviewing findings and recommendations with FSSA and other Feasibility Project Teams to 
compare and clarify notes, identify outstanding questions, and share information to support 
ongoing tasks and research. 


2. Using information such as volumes, numbers of entities, and types of data to inform Parts 2  
and 3. 


3. Drawing conclusions and making assumptions to develop alternative recommendations in Parts 
2 and 3. 
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Exhibit A: Baseline Survey Template 
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Exhibit B: IHIE Claims and Enrollment Data Sources Contact List (for 
Baseline Assessment RFI 11-81) 
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Exhibit C: Baseline Survey Results 
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Exhibit C: Baseline Survey Results (continued) 
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Exhibit C: Baseline Survey Results (continued) 
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Exhibit C: Baseline Survey Results (continued) 
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Chapter 2: Feasibility Study for the 
Implementation of Quality Measures 


Overview 
The feasibility study is a “Findings” project to compile information regarding aspects of a HIX that must 
be addressed, decided upon, and sometimes more thoroughly researched and redesigned to 
incorporate quality measures into the HIX. This Findings project included determining technology needs 
and costs related to establishing and supporting provider and insurance carrier quality data for a HIX. 
The factors that go into planning and preparing for the inclusion of quality measurements are diverse 
but interrelated. 


The feasibility study included seven parts: 


1. Identify current local, state, and national (public and private) efforts around reporting provider- 
(individual, clinic, and hospital/institution) level quality data that could be applicable to the HIX. 


2. Determine whether routine claims data could be used to provide provider-level quality data, 
discuss the limitations of using this data source, and identify other sources of information (such 
as clinical data) that could be used to address these limitations. 


3. Identify a potential process or processes for collecting data and processing the information. 


4. Provide options for the State and potential timelines to produce consumer-friendly quality 
reports. 


5. Conduct meetings with healthcare providers, health insurance carriers, and consumers, as 
appropriate, to gain input on concerns and issues of key stakeholders and State staff to 
document the key concerns and issues related to supporting provider and insurance carrier 
quality data and information in a HIX. 


6. Identify key tools or vendors that specialize in profiling provider quality, including analyzing 
claims data and other sources of information to determine provider-level quality information. 
Discuss the limitations and advantages of each tool/vendor process. Document lessons learned 
and best practices. 


7. Develop a cost estimate that identifies implementation and maintenance costs, including 
staffing, estimated setup, and ongoing costs for recommended technology. 
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Summary of Findings 
In summary, the feasibility study resulted in the following conclusions: 


 Three basic HIX implementation models exist. The least costly provides the least information to 
assist consumers and stakeholders. The more robust and informative models cost more. 


 Based on the assumption that a HIX’s minimum requirement is to publicly report the quality 
of health plans, the HIX could simply require participating health plans to self-report. The 
HIX would establish a Website on which to present results. 


 The HIX could gather data from health plans, calculate the measures, and report them. 


 The HIX could gather data from both plans and providers, and report measure results for 
both. 


 Various iterations of each model should be considered. The costs range from less than $500,000 
to over $4 million per year, plus various startup costs, depending upon the selected 
implementation and ongoing management model. 


 Although implementing a HIX is meant initially to assist consumers (individuals and employers) 
when selecting health plans, the HIX also could give provider quality measurements to enhance 
the efficiency and effectiveness of healthcare practices. 


 Making measurement results available to the public is of little value if the measurements are 
not accurate, timely, and understandable. Even then, simply presenting facts does not 
necessarily provoke action to improve access to care and quality of care, or reduce the cost of 
care. Positive change in these areas will not follow unless management, analysts, case 
managers, and other healthcare advocates study and act upon healthcare data findings. 


 Historically, samples of data from medical claims and supplementary data extracted or manually 
extrapolated at great expense from patient charts have been used to develop summaries and 
outcome probabilities of care practices and expenses. Alternatively, collecting data from 
multiple payors, laboratories, EMR systems, and electronic hospital systems can reduce the 
costs of data collection and greatly improve accuracy and timeliness. More importantly, the data 
support patient care improvement; cost reductions through identification of redundant, 
wasteful, and sometimes fraudulent practices; and identification of public health trends. Several 
tools are already available to support all these goals, given the variety and depth of data that 
the HIX can gather. 


 Historically, medical claims data were (and often still are) the primary source of healthcare 
quality and efficiency reporting. The primary use of claims data is invoicing. For the most part, 
claims data indicate that an event (office visit, test, surgery, etc.) occurred. The data do not 
report a patient’s current condition, progress, or results. Results data are essential to accurately 
measure the quality of care delivered to patients with high-cost health conditions such as 
diabetes, heart disease, cancer, etc. Aggregating clinical data with claims data is a best practice 
for accurate quality measurement. 
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 The public has legitimate concerns with a HIX and HIOs centrally collecting and using personal 
patient healthcare data. Concerns include: 


 Health plans, brokers, providers, and others can use data for competitive purposes. 


 Inaccurate and/or unclear reporting could drive patients erroneously away from providers 
and health plans. 


1. Identify Public Reporting Initiatives 


Objectives 


Identify current local, state, and national efforts reporting provider-level quality data; and develop an 
overall quality reporting purpose and requirements for a HIX. 


Summary and Findings 


IHIE reviewed 123 public reporting sites to identify current local, state, and national efforts around 
reporting provider-level quality data. See Appendix 1 for the list of sites. 


Of the 123 sites reviewed: 


 11 focus on individual provider reporting. 


 33 report at the medical group/clinic level. 


 76 report at the health plan level. 


 3 local sources report as follows: 


 2 report hospital data from Medicare Compare. 


 1 reports IHIE overall program data. 


Concerning the types of measures on the sites: 


 103 of the 123 report clinical quality measures. 


 86 report patient experience. 


 22 report price or cost measures. 


 15 report all three measures above. 


 1 reports on patient safety. 
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The origin of data varies by entity, but many sites list HEDIS and Medicare as primary sources, as well as 
direct medical group submission. 


 HEDIS supports 77 measures. 


 47 require claims-only data. 


 16 need clinical data. 


 12 are provider survey measures. 


 2 are calculated from health-plan internal processes (e.g., length of time to answer customer 
service calls). 


Approach 


Local, regional, and national public reports identified in this paper come from research beginning with 
the AHRQ Talking Quality and Report Card Compendium Website, which offers a comprehensive 
resource for organizations that develop reports for consumers about healthcare quality. This Website 
also serves as an educational guide for report sponsors who are looking for information on specific 
topics related to quality reports, examples of different approaches to reporting quality data to 
consumers, and guidance in planning and implementing a reporting project. Also contributing to 
identification of public reports is the RWJF’s AF4Q Website, which sponsors 16 communities across the 
nation by supporting quality efforts, including public reporting, and offers the most up-to-date research 
as well as technical assistance from subject matter experts. 


In addition to examining the efforts of AHRQ and RWJF, IHIE reviewed individual public reporting sites. 
Part 2 included interviews with other organizations that have successfully reported provider-level 
quality data. For this part, IHIE assembled a comprehensive matrix of institutions (see Appendix 1, Public 
Reporting Matrix). The matrix includes all efforts identified (local, regional, and national) that support or 
have supported public reports for individual providers, medical groups or clinics, or health plans. 


Appendix 1 includes the following elements: 


 Organization(s) who host public reports 


 Type of public reporting offered 


 Publication date, if available 


 Location (state) 


 Sponsor(s) of public report 


 Quality measures reported 


 Elements included in the display of the quality data 


 Format of the public report (print or Website) 


 Intended audience for the public report, if indicated 


 Function, if indicated 


 Source(s) of information 


 Link to the site, if available 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 33 


 Access requirements, if indicated 


 Purpose of the public report 


In addition to the information above, a measure summary was produced (see Appendix 2) that is 
referenced by two tabs: Measure category and Measure definition. This summary is a list of all the 
measures used in any of the identified public reporting programs. 


Methods 


Collection of the above information relied solely on data made available through the sources referenced 
in this report, or individual Website review. No assumptions were made about the representation, 
function, purpose, or intended audience. When it was not clear where the data originated, what they 
represented, or what purpose they served, they were excluded from the matrix document. 


Most data gathered were available through the AHRQ and RWJF Websites or the Websites listed in 
Appendix 1. IHIE leveraged its extensive internal knowledge and information gleaned through 
participation in several initiatives, such as the AHRQ CVE Learning Network and RWJF AF4Q Initiative. 
IHIE also leveraged relationships with communities dating back to the Better Quality Information for 
Medicare Beneficiaries (BQI) project (2006 – 2008). Organizations directly consulted were the MNCM, 
MHQP, and WCHQ (see Appendix 3, Quality Programs Comparison). 


Quality Measurement in Public Reports 


Quality measurement data sources include nationally recognized measure developers/supporters, such 
as: 


 AHRQ 


 American College of Cardiology 


 American Heart Association 


 American Medical Association 


 NCQA 


 National Quality Forum 


 Physician Consortium for Performance Improvement 


The overall purpose of public reporting quality performance data focuses on three areas: 


 Education 


 Comparative information on providers and health plans 


 Improvement 


The goal is to educate users by providing information on both provider practice quality and patient 
experience. To entice the public to access the sites, the data must relate clearly to the care patients 
receive. The goal is to give users tools and information so they can inform themselves and learn what 
types of questions to ask their healthcare providers. 
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Comparing providers is an element that serves two functions and two audiences (providers and 
consumers): 


 Driving providers to improve by creating competition. 


 Allowing users to choose a provider based on performance. 


Improvement is referenced in two ways: 


 Improving performance-related scores by driving competition in provider groups to perform 
higher than their peers. 


 Improving users’ knowledge of health conditions by providing information that can help them 
understand the care they need for certain health conditions. 


Other Notes and Findings 


Numerous studies on public reporting are available. Part 5 discusses much of the research. We identified 
the following organizations as subject matter experts in this area, and referred to them when 
researching information about public reports. 


 AHRQ; www.ahrq.gov 


 NCQA; www.ncqa.org 


 Center for Health Improvement (CHI); www.centerforhealth-careimprovement.org 


 RWJF; www.rwjf.org 


Best Practices in Public Reporting 


The CHI (Judith Hibbard, Dr.P.H., and Shoshanna Sofaer, Dr.P.H., 2010) has identified the following 
elements as best practices in public reporting: 


 Make the information relevant to what consumers already understand and care about. 


 Make it easy for consumers to understand and use the comparative information. 


 Test the reports with consumers during development. 


Model Public Report Elements (Judith Hibbard, Dr.P.H., and Shoshanna Sofaer, Dr.P.H., 2010) highlights 
several communities as best practices in public reports: 


 MNCM’s D5 tool provides an example of a disease-specific report that speaks to the importance 
of the patient role in the care process. www.mncm.org 


 The Partner for Quality Care tool in Oregon allows users to choose condition-specific quality 
indicators. www.partnerforqualitycare.org 


 The MHQP tool highlights for consumers both how to use the information and the benefits of 
doing so. www.mhqp.org 


  



http://www.ahrq.gov/

http://www.ncqa.org/

http://www.centerforhealth-careimprovement.org/

http://www.rwjf.org/

http://www.mncm.org/

http://www.partnerforqualitycare.org/

http://www.mhqp.org/
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 The Maine Health Management Coalition shows strategies for communicating about the 
different ways consumers can use and benefit from the information, and includes a video. 
www.mehmc.org 


 WCHQ, which has an “About” page that gives users information about the organization’s 
membership activities and goals, acts as a resource for consumers, helping increase their 
understanding by using consumer-friendly language in place of clinical and technical terms. 
www.wchq.org 


Summary of Experiences from Communities Who Produce a Public Report 


IHIE interviewed several organizations individually and asked them seven questions regarding their 
public reporting efforts. The questions, and all the corresponding responses received for each one, 
follow: 


1. How does your community collect the data for the publicly reported quality measures? 


 Collect data from members and calculate the measures. 


 Allow members to calculate and submit measures. 


 Act as a vendor for collecting Medicare measures. 


 Collect HEDIS measures from health plans. 


 Collect hospital measures using the Healthcare Cost and Utilization Project (HCUP) file. 


2. What level of detail does your community collect in regards to data for the public report from 
providers, payors, other (e.g., claims), data from medical records, or aggregated scores from 
certifications like the NCQA, etc.? 


 De-identified patient-level data from medical groups 


 Aggregated claims data from health plans and hospitals 


 Claims-level data for cost measures 


 Patient-level data from medical records 


3. Is there an opportunity to correct or reconcile missing data before posting them for the 
public? 


 Yes – all organizations 


  



http://www.mehmc.org/

http://www.wchq.org/
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4. What volume of providers and patients do your public-reported data reflect, i.e., number of 
medical groups or individual providers, or number of patients cared for by these medical 
groups/providers? 


 Data represent 60% of primary care providers (PCPs) in Indiana who are employed by 20 
different member organizations. In total, measures represent 1.4 million individuals from 
age 18 – 85 in 2010. 


 All providers in the State, over 500 care sites excluding the Veterans Administration (VA) 
and tribal providers; measures require a minimum of 30 cases for inclusion and represent all 
patient populations 


 Approximately 100 hospitals in four states 


5. What time period do the data represent and how often are they refreshed? 


 Data collection has been ongoing since 2005 and is refreshed quarterly on the Medicare 
Website. 


 Most measures are annual postings and patient experience is every other year. 


 A single measurement year is represented and refreshed annually. 


6. Who is the intended audience for your public report? 


 Payors 


 Providers 


 Purchasers (employers) 


 Consumers 


7. What has been the feedback thus far on your public reporting efforts from the provider 
community, employer community, and consumers? 


 Generally positive 


 Difficult to obtain 


 Widely accepted and lauded by the provider and employer communities 


2. Determine the Use of Claims Versus Clinical Data in Measures 


Objectives 


To develop a crosswalk indicating the measurements that can be developed with claims-only data, 
clinical-only data, and a combination of claims and clinical data; and to produce a report outlining the 
impact on quality, accuracy, timeliness, and cost considerations when adding clinical data. 
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Findings 


Claims data used for billing purposes cannot effectively capture the quality or completeness of care 
received because it lacks important diagnostic and prognostic information. Claims data are informative 
about major processes of care; however, it is collected primarily for payment purposes and therefore is 
not as complete or accurate as needed for quality measurement. Claims data are a low-cost solution to 
the need to report some quality data. However, studies have shown that measures derived only from 
claims can produce misleading results. 


Combining claims with clinical data has been proven to produce accurate and effective quality 
measurements. However, collecting and correlating clinical and claims data can be labor intensive and 
expensive. There are various ways to collect and aggregate claims and clinical data. This report is limited 
to the following four methods: 


 Claims combined with medical record (chart) review 


 Claims combined with data from an EMR 


 Claims combined with data from a disease registry 


 Claims combined with data from a data repository 


Clinical data sources for supplementing claims data include laboratory, pathology, radiology, pharmacy, 
hospital systems, provider’s medical record system, disease registries, and data repositories. The 
challenge to utilizing the various data sources to produce quality performance measurements is 
identifying patients and providers across the spectrum of data sources. Each entity uses a unique 
identifier for patients and providers. The performance measures’ accuracy depends on merging those 
various sources to globally identify patients and their providers. 


Table 3: Claims and Clinical Data 


 Claims + Clinical Data Claims-Only Data 


Number of Patients 2,171,050 1,402,301 


Number of Patients Attributed 1,315,580 812,475 


% Attribution 61% 58% 


Number of Patients Attributed to Participating Provider 481,445 253,272 


% Attribution to Participating Provider 22% 18% 


Quality of Care Measures 


Elements required to measure quality are not always found on a claim. For example, an exam performed 
to evaluate a female and her current preventive care needs does not indicate that she had a bilateral 
mastectomy 10 years ago, when that exam is billed to the insurance company. The visit may appear in 
the claims data pulled for a breast cancer screening measure because it fits gender and age parameters, 
but the data do not include the findings of bilateral mastectomy, which should exclude her from breast 
cancer screenings. In this instance, the provider may appear not to be providing needed care to his 
female patients in the overall performance measure score, because the exam findings are not evident in 
the billing. When the clinical data element is added, whether through a manual chart review, provider 
reconciliation, or data pulled from a disease registry or data repository, the results improve. The 
bilateral mastectomy could be found in the patient’s history and result in appropriate exclusion so the 
provider is not penalized inadvertently by lack of data. 
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Accuracy 


Identification of patients based on eligibility requirements of claims data is not always accurate. Many 
quality measures include information on disease severity to be relevant for inclusion in a measure 
category. Some quality measures for chronic diseases such as asthma require severity measurements 
that are evidenced by past visits to other care settings, like a hospital emergency department. Claims 
coding in an acute-care setting sometimes fails to capture the data needed to link to the claims in the 
ambulatory setting for purposes of quality measurement. Claims data used to identify patients for 
quality measures do not indicate a patient’s history, which may be important to disease severity, 
especially when the claims data are limited to the time period the patient was with a certain health plan. 
Adding a clinical data element to the claims data increases the accuracy of the identification of patients. 
A patient’s chart, disease registry, or repository can identify the additional information from the 
historical events that indicate severity of disease. 


Timeliness 


Providers may not always submit claims directly after they perform a service. Furthermore, providers 
often must resubmit a claim to correct inaccuracies in the first one. Therefore, the claims data may be 
out-of-date and may not always reflect the care a specific provider currently is providing. Claims are 
often coded by a nonclinical person who does not understand the medical care provided. This increases 
the submission of corrected claims and results in delays that affect the timeliness for quality 
measurement purposes. Claims data used for quality measurement require history or continuous 
enrollment to adequately reflect care over a period of time by a provider. Patients frequently change 
providers and health plans. Claims data often can be in many different systems over a year. Consistency 
in care and in the information stored in electronic systems to measure care provided to patients is 
essential to measure quality performance accurately. These factors limit the usefulness of claims data 
for timely quality measurement. 


Timeliness of data also affects providers’ ability to improve and act upon those data. In programs such 
as the NCQA’s HEDIS, the measurement time period is the previous year to allow for a reliable set of 
information to measure. When a provider’s performance is calculated on year-old data, that provider 
sometimes cannot or does not act on those specific data. The patient may no longer be with the 
provider, other procedures may now be in place, or the situation may no longer exist in today’s 
environment. 


Limitations 


In essence, claims hold data needed for billing. Most of the time, the information is limited to one 
provider source, but patients often receive care from multiple providers. Those multiple providers use 
claims-processing systems that reside in different entities, and they identify patients with medical 
record numbers that are not consistent across these entities. Performance measurement requires data 
that can determine whether a patient is eligible to be measured, whether the patient received the 
appropriate measurement, and whether the appropriate outcome came from the care provided. Data 
from multiple claims sources in multiple systems are difficult to use for patient identification. Claims 
data that reside in one system and are linked by a global patient identification system result in a robust 
and consistent picture of care quality because they give the complete history of a patient. Yet, they lack 
the important diagnostic, prognostic, and other information needed to identify clinically relevant patient 
groups. Clinical data can add relevant factors that determine whether a patient meets criteria for a 
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measure to enable a consistent and reliable measurement of performance, and allow for outcome-
based measures versus just processes of care. 


Conclusions 


Quality measurement can be performed in real time, on a rolling month-to-month basis, or 
retrospectively. Data for quality measurement can be based on a sample or a full population of patients. 
They can be patient-level or de-identified for use in quality measurement. Patient-level data allow a 
provider to react and improve, if they are provided to clinicians in a sufficiently timely manner. Whether 
reporting on a full patient population or a sample, the results can be effective in improving care by 
driving practice-level changes. Allowing providers a review period and/or a data reconciliation process 
ensures the accuracy and validity of the quality measurement, and results in provider satisfaction with 
the measurement process and integrity of results. 


Claims data alone do not produce the most accurate and reliable results when measuring provider 
performance. However, they are the most cost-effective and readily available type of data. Various data 
combinations can be used to produce information for performance measures that are more accurate 
than when claims alone are used. The more robust the data and the more data sources that are 
available at the time of measurement, the more reliable and valid the results will be. 


Summary 


Measurement results for both health plans and provider groups can be produced from identified or de-
identified patient-level claims data. Measuring at the health-plan level limits the denominators to only 
those continuously enrolled in a health plan and looks at care that was provided in the past. Measuring 
performance at the provider level allows for a larger denominator of patients, is not limited to one 
health plan, and can be done more frequently. This enables providers to change or refine their care 
while they are rendering it. Attribution of patients to providers is limited when measuring only at the 
health-plan level. Attribution of patients to providers and rates of performance is negatively affected by 
the lack of clinical data when only claims data are used. Table 3 summarizes the effects of clinical data 
on attribution and measure rates. 


The measure crosswalk Data Analysis (see Appendix 2) is a complete list of measures currently available 
through nationally recognized organizations. The crosswalk includes measures by category, type, source, 
and data requirement. The crosswalk identifies measures that can be performed with claims data alone 
and measures that require clinical data. The crosswalk also indicates measures intended only for a 
health plan. The detailed specifications are available in the AHRQ’s National Quality Measures 
Clearinghouse (NQMC) at www.qualitymeasures.ahrq.gov. This source contains the most up-to-date 
quality measures and guideline information. From this site, users can access a complete list of 
organizations that develop or endorse quality measures. 


  



http://www.qualitymeasures.ahrq.gov/
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3. Identify Potential Processes for Collecting, Managing, and 
Processing Data 


Objective 


To identify alternative solutions for collecting, storing, and managing the information required to 
support health plan and provider quality measurement and comparison processes. 


In addition to the quality measurement and reporting needs of a HIX, MLR and risk adjustment 
requirements also drive the need for claims data and or other submissions from health insurance 
carriers. If the state or HIX plans to have such data, further information will be needed to determine: 


 Whether the State expects to have data that could be used to provide provider-level quality 
information to help consumers make value-conscious decisions. 


 What additional data or information from other sources may be required to produce useable 
profiles. 


 How best to integrate and analyze these additional data or information and present the 
resulting profiles in the most consumer-friendly manner. 


Therefore, the findings of this section should be considered in the context of the State’s plans for 
complying with all HIX-driven needs that require claims data-gathering and analysis. 


Summary 


IHIE has defined and described three basic options around health plan and provider quality 
measurement processing to support consumer comparison processing. Within those options, multiple 
implementation approaches are outlined. 


 Option A: Payor Quality Only, Self-Reported—the easiest, simplest, and potentially least 
expensive, will support health plan measure reporting only through a health plan self-reporting 
program. 


 Option B: Payor Quality Only, State-Derived—payor claims and enrollment data are collected in 
a data warehouse, then measures are calculated and results are reported and posted. This 
option could be developed in-house or outsourced. 


 Option C: Add Provider Quality—in addition to reporting payor quality (under either Option A or 
Option B), clinical data from providers and payor claims and enrollment data are collected in a 
data warehouse, and then provider quality measures are calculated and results are reported and 
posted8. This option also could be developed in-house or outsourced. 


Part 3 discusses these options; the pros and cons of alternative implementation models; and cost 
considerations for staff, technology, and ongoing program management. This report also covers what is 
involved in each of the above options to inform the decision-making process, including the privacy and 
confidentiality of the data being stored and managed, followed by an overview of the selection and 
management of quality measures and their applicability to the above options. 


                                                           
8
 Option C could be implemented using only claims and enrollment data from payors; however, as discussed in Chapter 2, 


producing provider-level quality measures using only claims and enrollment data from payors limits the types of provider-level 
quality measures that can be produced. 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 41 


None of the options above include the selection, implementation, or management of survey data for 
quality reporting and comparison. HEDIS includes two types of survey measures: patient outcome and 
Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys. Some are payor-specific 
(Medicare populations); others, like the CAHPS surveys, are required of all health plans for NCQA 
accreditation. The selection of survey measures is dictated by the State, Payor, and/or health plan. 
Health plans currently oversee the collection and management of survey measures. The IHIE matrix of 
measures includes examples of both types of survey measures. 


Option A can easily support the collection and reporting of survey measures along with other quality 
measures. The burden of selecting, receiving, and managing survey results would be on the health plan, 
and the results simply reported to IHIE. Options B and C do not include collection of survey data. Since 
the data are collected and managed at the health-plan level, the survey data would not be available in 
claims, enrollment, or clinical data. The survey data could be collected from health plans in both Option 
B and Option C and included in their quality reporting. Another option is for IHIE to implement and 
manage the survey measures for the health plans and report the results to the health plans. This option 
would relieve health plans of the burden of collecting, implementing, and managing survey data. 


Note that this report does not address the collection or management of survey data for quality 
comparisons. Option A can support receiving survey results from Payors and reporting the information. 
Options B and C do not address selecting, implementing, or managing surveys to collect information. 
Those functions certainly can be added at some point if necessary, but are not addressed here. 


Finally, Part 3 presents a comparison of each option along with the tasks involved. 


Option A: Payor-Reported Results 


To satisfy the requirement for public reporting of payors’ quality measures within a HIX, Option A 
requires payors to self-report the results of the selected quality measures to the HIX so they can be 
compiled for publication. Typically, payors using HEDIS measures report once a year as of the prior year. 
Therefore, timeliness of the data is a consideration. 


This is the least costly option in terms of overhead and personnel, and is the simplest to implement 
because it puts the onus on payors to gather the selected quality measures and submit the results to the 
HIX. If a payor cannot gather its own quality measurements, it will need to contract that process with a 
vendor. In addition, the State of Indiana would need to consider whether it would want to staff and 
implement an auditing function to review payor measure calculation procedures. Plans using HEDIS are 
already audited or accredited by the NCQA, so a separate audit may not be needed. An added 
advantage of Option A is that it could be structured to avoid providing the State with any patient-
identifiable information, thereby alleviating any potential concerns about patient-identifiable 
information being held by the State. 
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The process for this approach is as follows: 


Figure 1: Option A Process 


Payor 1 Payor 2 Payor n-1 Payor n
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Results
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Results
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Results
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Results


Web Site or


Published Papers


 


Multiple Payors (1 – n) will submit measure results data to the HIX in a predetermined fashion. The HIX 
will then store this data for each payor for each reporting period. When all the data have been 
accumulated, they will be published on either a Website or in some other manner as required. 


Option B: Payor-Supplied Claims 


An alternative is to have all payors submit patient-level claims data to be collected into an All Payor 
Claims (APC) repository out of which quality measures will be calculated then compiled for publication. 
Although the Option A has the lowest overhead costs and is the simplest to implement, Option B has the 
advantage of providing a consistent, neutral approach to ensuring that all payors are reported equally 
on their quality-measure results. It also allows the repository to be used for other purposes, such as 
calculating risk adjustment and other statistical measurements for which claims data are needed. 


Typically, only data from a single payor would be used to calculate quality measure results for that 
payor. None of the data need to be combined or aggregated across multiple payors, but without clinical 
data from hospitals, laboratories, and medical offices, or through a HIO, only administrative measures 
against the claims data can be performed. Calculating measures that require clinical data requires 
obtaining data directly from the clinical source or employing a hybrid method utilizing sample data from 
chart pulls. 
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The following diagram gives an overview of this process: 


Figure 2: Option B Process 
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To build, house, and maintain an APC repository requires several questions to be answered: 


 How data will be collected and stored 


 How privacy and confidentiality will be maintained 


 How quality measures will be calculated and reported 


Data Collection and Storage 


Different payors have different methods of storing and extracting claims data. Invariably, no two 
methods are alike, though the HIX could specify a common format or use HIPAA 834s, etc. Therefore, 
storing data obtained from health plans requires a process to import, transform, and store data in the 
repository. For bulk data transfers, this process typically uses the standard FTP (File Transfer Protocol) or 
SFTP (Secured File Transfer Protocol) to send files in whatever format or structure the data’s source and 
recipient agree upon. 
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This process also creates a burden upon the repository because personnel resources are required to 
create, test, and implement each required data format. Therefore, with n sources of claims data and a 
possibility of m different file types per data source, a total of up to n x m different file formats must be 
created and maintained. 


The claims data’s timeliness depends upon how quickly the provider submits the claim, how long it takes 
the payor to adjudicate or process the claim, and the time involved to extract the data to send them to 
the repository. Typically, this process takes about 30 – 90 days from the time of service. Clinical data can 
generally be obtained more quickly. 


This presumes that the repository would have the needed resources to house and maintain all the data 
submitted by the original data sources. A data retention policy would also need to be established to 
determine how long data should be kept. This decision would also be influenced by the data 
requirements of the quality measures selected. 


Quality Measure Calculation & Reporting 


A process to calculate quality measures must be established once the measures have been identified 
and selected. There are three basic alternatives to calculate quality measures within the in-house 
repository model: 


 Alternative 1: Develop and program measure calculations in-house against the repository. 


 Alternative 2: Purchase an existing software system to calculate measures against the 
repository. 


 Alternative 3: Extract the required data and submit them to an outside vendor for calculation. 


Alternative 1 gives the State the most control but also is the most expense in terms of personnel and 
resources required, not only for the initial development and validation of the quality measures, but also 
for ongoing processing, enhancements, and support. The results could be published to an in-house-
developed Website. 


Alternative 2 eliminates the need for software development and maintenance by putting the burden for 
those tasks upon the software vendor. Personnel and system resources are still required to perform the 
quality measure calculations when needed and to maintain the software updates as per the chosen 
vendor. Depending upon the software chosen (see Part 6 for vendor alternatives), in-house personnel 
may have the flexibility to alter the measures as needed. The software may also be able to satisfy the 
reporting requirements. 


Alternative 3 relieves the repository staff of any technical support other than extracting data from the 
repository and sending them to the outside vendor for calculation and possible reporting, or the results 
can be returned for in-house reporting. This option also places the entire burden of measure 
development and validation upon the vendor. 
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HIO 


Many factors that make a centralized repository attractive also can be considered detriments. To obtain 
the full benefits of a centralized repository requires staffing, data storage, and systems management. 
This requirement generates costs, making this option less attractive than the others. 


To simplify the issue of the HIX obtaining data files from multiple sources, one possible alternative 
would be to outsource the entire process to a data aggregator such as an HIO that already has that 
functionality and infrastructure in place. This relieves the HIX from the need to store, process, and 
secure massive amounts of sensitive patient data and also shifts the burden of conforming to applicable 
privacy processes and expectations to the HIO. Additionally, the HIO can be responsible for performing 
quality measurements and reporting their results. 


An additional benefit of utilizing the services of an HIO is the inclusion of clinical data from hospitals, 
laboratories, and medical offices. This alleviates the need, in most cases, to perform expensive chart 
reviews in medical offices when obtaining clinical data or performing chart sampling needed for 
measures requiring clinical data. 


Hybrid Approach 


An HIO can perform any or all of the necessary functions to maintain an APC repository, calculate quality 
measures, and report on their results. Several possible combinations of the previous options can be 
assembled into a hybrid approach between the HIX and the HIO maintaining the APC repository. For 
example, the HIO can obtain data from all payors and be the primary data source for the HIX-maintained 
APC repository. Another option is for the HIO to maintain the APC repository, but the HIX can then 
report the results. The State, the HIO, the HIX, and the data providers would need to contractually agree 
upon data ownership and each party’s respective rights to use and disclose data contained in the APC 
repository. Typically, the party that contributes data retains ownership of that data, but agrees that 
other parties may make certain uses and disclosures of the data. 


Option C: Provider Quality Measurements 


To perform provider quality measurements, regardless of the method chosen to obtain and manage 
data, certain key critical functions must be performed in order to use clinical data for quality 
measurements of providers. In addition to claims data from payors (see Appendix 2, Data Analysis), 
which lists measures that can be completed with claims-only data), clinical data from hospitals, 
laboratories, medical groups, etc., will need to be included into a repository. Additionally, a global 
registration for patients and providers must be managed, as well as a patient-to-provider attribution. 
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The process for this option is illustrated below: 


Figure 3: Option C Process 


 


Data Collection Requirements 


Clinical data can be obtained from hospitals, labs, and medical offices in a batch-oriented manner as 
with payors, but usually the data are gathered in real time as they are generated. The typical method for 
real-time data transmission is to use Health Level 7 (HL7) messages. This method has the advantage of 
being universal for all systems and encapsulates data into specific message formats depending upon the 
type of data being transmitted. For example, laboratory results are sent using message formats different 
from a hospital admission, but they all follow the same basic set of rules. 


Clinical data will be integrated into the same repository as payor claims. This provides the advantage of 
using clinical data that are not typically found in claims data, such as laboratory values. Such data also 
contribute to the richness of claims data and overall provide a richer dataset for quality measure 
calculations. 
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Global Registration Management 


Each clinical institution has its own way of identifying patients and providers. In many cases, the same 
institution may have multiple registrations of the same individual. With an identity crisis such as this, 
bringing together data from multiple institutions would not be very beneficial without a way of 
identifying the same individual across multiple institutions. 


A global registry uses a global matching process utilizing much of the data available in a person’s set of 
registrations to identify and group multiple registrations from various institutions together. The 
following illustrates an example of what a global registry does: 


Table 4: Global Registry Identifiers 


Global Identifier Data Source Identifier Source-Specific Identifier 


GID123456 


DataSource01 123123 


DataSource02 ABC456 


DataSource03 789XYZ 


In this example, the global identifier references all source-specific identifiers as a whole. In order for this 
to function properly, a periodic matching process must occur to relate the registrations from various 
sources. While basically similar, the matching processes for patients and providers differ in key aspects. 


In general, the matching process must rely upon the information available that is common to all sources 
of data. The first and last names of individuals are used, along with some or all of the following: 


 Patients: Date of birth, gender, and Social Security number (if available) 


 Providers: National Provider Identifier (NPI), Universal Provider Identification Number (UPIN), 
Drug Enforcement Agency (DEA) number, and Tax Identification Number (TIN) 


If other unique identifiers are available that are consistent and complete enough for matching purposes, 
then they could be used as well. Special care must be taken to avoid false positives (inappropriate 
matches) due to incomplete or erroneous data. 


Patient-Provider Attribution 


The relationship between a patient and provider is not always clear, especially when it is necessary to 
determine which provider is primarily responsible for the care of the patient. The best way to make this 
determination is to segregate providers into several attribution groups based upon their practicing 
specialty. For example, PCPs would typically consist of general practitioners, family medicine 
practitioners, internists, and pediatricians. Other possible attribution groups could be cardiologists, 
endocrinologists, orthopedists, etc. Such attributions would need to be made on the basis of a 
“preponderance of the evidence” in terms of patient-provider interaction. 


To determine the provider most likely to be responsible for a patient’s care (by specialty group), all 
patient-provider activity (office visits, prescriptions written, lab orders written, etc.) within the previous 
18 months would be collected and ranked per patient based upon the following criteria, which are 
processed in order only advancing to the next step in case of a tie: 
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1. The provider who had the most distinct dates of interaction with the patient 


2. The provider who had the most recent interaction with the patient 


3. The provider who interacted with the patient for the longest time 


4. The provider who had the most interactions with the patient 


If this ranking does not result in an attribution, then activity in the previous three years would be 
examined utilizing the same process as above. If that step still fails to result in an attribution, then the 
patient would be considered unattributed to any provider. 


Conclusion 


The following tables contain the primary tasks necessary to implement each of the options, along with a 
description of the possible scenario that would be best recommended. The columns for Plan, Build, Buy, 
and Outsource indicate possible options for each task. They are described as follows: 


 Plan: The planning or designing phases of a task 


 Build: Build or develop this portion with in-house or contract staff 


 Buy: Purchase existing software/services 


 Outsource: Outsource the task to an outside vendor 


An X in a column indicates a possibility, whereas an R indicates a recommended approach if that option 
is selected. 


Table 5: Option A Tasks 


Option A: Health Plan Quality Results Only 


Option Tasks Plan Build Buy Outsource 


Initial Design & Development     


 Select measures to be collected and reported R    


 Specify data format for measure results R   X 


 Establish method to collect data R   X 


 Design reporting database R   X 


 Design data-collection process R   X 


 Design reporting Website R   X 


 Develop reporting database  R  X 


 Develop data-collection process  R  X 


 Develop reporting Website  R  X 


 Implement data-collection process  R  X 


 Implement Website  R  X 


Ongoing Production     


 Collect data into database  R  X 


 Update reporting database  R  X 
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Option A has the lowest cost, yet still satisfies the requirements of reporting quality scores from 
participating health plans. Much of the process can be performed in-house or it could be outsourced. If 
resources are available, performing the process in-house may be more cost-effective than outsourcing 
it. In either case, the HIX will need to determine what measures will be collected and reported upon. It 
should be noted that this option relies upon each participating health plan providing validated measure 
results. If a participating health plan does not perform its own measure calculations, then it will have to 
arrange for an outside vendor to perform that service. 


Table 6: Option B Tasks 


Option B: Health Plan Quality Measures 


Option Tasks Plan Build Buy Outsource 


Initial Design & Development     


 Select measures to be calculated R    


 Specify data format for claims data X   R 


 Establish method to collect data X   R 


 Design claims repository X  X R 


 Design data-collection process X  X R 


 Design measure-calculation process X  X R 


 Design reporting database X  X R 


 Design reporting Website X  X R 


 Develop claims repository  X X R 


 Develop data-collection process  X X R 


 Develop measure-calculation process  X X R 


 Develop reporting database  X X R 


 Develop reporting Website  X X R 


 Implement data-collection process  X  R 


 Implement measure-calculation process  X  R 


 Implement Website  X  R 


Ongoing Production     


 Collect patient-level claims into repository  X  R 


 Calculate quality measures from repository  X  R 


 Update reporting database  X  R 


For a more complete solution, Option B provides the opportunity to collect patient-level claims data 
from participating health plans and calculate all measures. This option provides the benefit that all 
health plans are measured the same. It also provides the opportunity to examine the data for other 
cost-savings benefits. 


Option B can be built with in-house or supplemented staff. Alternatively, several software packages exist 
that may be used to collect claims data and provide the required measure calculations. It is unclear 
whether these packages are intended to support data from multiple health plans. 


A consideration for potential outsourcing, an appropriate HIO would already be capable of loading 
claims data from multiple health plans and most likely may already be processing the needed data. In 
this case, outsourcing to an HIO is likely to be the most cost-effective option. 
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Table 7: Option C Tasks 


Option C: Provider-Level Quality Measures 


Option Tasks Plan Build Buy Outsource 


Initial Design & Development     


 Select measures to be calculated R    


 Specify data format for clinical data X  X R 


 Establish method to collect data X  X R 


 Update repository design for clinical data X  X R 


 Design data-collection process X  X R 


 Design patient and provider global matching X  X R 


 Design patient-to-provider attribution X  X R 


 Develop updates to repository  X X R 


 Develop data-collection process  X X R 


 Develop patient and provider global matching  X X R 


 Develop patient-to-provider attribution  X X R 


Ongoing Production     


 Collect clinical data into repository  X  R 


 Perform patient and provider global matching  X  R 


 Perform patient-to-provider attribution  X  R 


 Calculate quality measures from repository  X  R 


 Update reporting database  X  R 


In addition to Option B, Option C provides the opportunity to collect patient-level clinical data from 
hospitals, medical offices, laboratories, etc., and combines them with claims data to perform measure 
calculations. This allows measurement of healthcare providers based on the patients attributed to them. 


As with Option B, the software for Option C can be built with in-house or supplemental staff. 
Alternatively, several software packages could be used to collect claims data and provide the required 
measure calculations. It is unclear whether these packages would provide the needed functionality for 
patient matching across multiple data sources, or attribution of patients to providers. 


When implementing Option C, the fact that some HIOs would have the required functionality in place 
supports the case for outsourcing. An appropriate HIO would already be capable of loading clinical data 
from multiple sources in addition to claims data from multiple health plans, and most likely may already 
be processing the needed data. In this case, outsourcing to a HIO is likely to be the most cost-effective. 
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4. Provide Options and Time Lines to Produce Consumer-Friendly 
Quality Reports 


Objectives 


To obtain local and national intelligence concerning what others are doing in the area of public 
reporting; to solicit consumer input about the usefulness and usability of public reports; to identify 
reporting tools, methods, and best practices; and finally, to document feedback. 


Purpose of the Public Report 


The purpose of the public report must be clear and easy to understand. Users must have a clear 
understanding of what to do with the information. For example, if the purpose is to compare providers, 
it must be clear what information they are comparing, what the information they are comparing means, 
and how that information is relevant to their care or disease process. If numbers or percentages are 
presented, users must have a clear understanding of what those numbers mean; for example, is a higher 
number good or bad? For disease processes, users must understand the purpose of the tests that 
providers recommend. For preventive screening tests and exams, users must understand the 
consequences of not following through with the provider’s recommendations for tests and screenings 
(i.e., why following a provider’s advice is important). 


Audience for a Public Report 


Identifying the intended audience of the publicly reported quality data is important because the 
information must be directed to a specific audience in order to be effective and productive. Consumers 
interpret information differently from providers. Providers can interpret technical, clinical, and statistical 
concepts, but consumers need terms in non-clinical, non-technical language that they can understand 
and relate to. 


Using performance reports to inform choices involves reviewing and processing a large amount of 
information, and then using that information to make a choice. As the number of pieces of information 
or decision factors to consider increases, an individual’s ability to use that information to make choices 
decreases. Indeed, giving people a lot of information can be counterproductive (Vaiana and McGlynn, 
2002; Hibbard, Slovic, and Jewett, 1997). Humans can integrate only a limited number of factors into a 
choice. When asked, consumers often indicate they want more information. When faced with using that 
information to make a choice, however, they feel overwhelmed by the amount of information (Judith 
Hibbard, Dr.P.H., and Shoshanna Sofaer, Dr.P.H., 2010). 


Expected Results of a Public Report 


When designing a public report, it is important to consider the intended outcome and to design the 
report to achieve those results. For example, when a report is focused on improving care, then 
information on how a user can improve his or her care must be communicated and allowance made for 
tools the users can use (download or print). 


Websites that are designed for multiple expected results must be clear and navigable. Users must 
understand when navigating each area what the intended outcome should be to avoid confusion or 
information overload on multiple subjects. For example, separating multiple subjects allows users to 
navigate based on specific areas of interest, e.g., heart disease, cancer, diabetes, etc. 
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Evaluation of Results 


Using specific audiences when designing Websites can assist with evaluating results. User input along 
the way in evaluating each element of a Website is a means to confirm the expected results, test what 
users do or do not understand, identify misinterpretations, and provide insight into whether they can 
navigate and find information within the reports. Examples of audiences for a public report include: 


 Providers – tend to prefer technical and clinical language and want to know how they compare 
to their peers. 


 Employers – usually seek information to improve employees’ health and information on high-
quality, low-cost healthcare options for their employees. 


 Health plans – tend to seek information regarding provider performance and how providers 
compare to their peers. 


 Consumers – need simple explanations and usually seek information on specific subjects 
important to their own health or a family member’s health and how much they will have to pay 
out of pocket for health care. 


Surveys built within a Website, as pop-up options, can be helpful to gain important insight and feedback 
for evaluating effectiveness and usefulness, and planning future functionality. Focus can be a productive 
way to gather information regarding specific audiences and their preferences. 


Local and National Intelligence 


For this report, IHIE gathered and reviewed numerous research reports and white papers on public 
reporting. The references below highlight the majority of best practices. A local consumer group, 
assembled by IHIE (2008) and expanded under the RWJF’s Aligning Forces for Quality Grant, informed 
this report in regards to consumer preference. IHIE, as a Chartered Value Exchange (CVE), gleaned 
information from past CVE Learning Network Webinars, which have showcased the latest research on 
best practices in public reporting. The following publications led to the discovery of tools, methods, and 
best practices in public reporting: 


1. Best Practices in Public Reporting No. 1: How to Effectively Present Health Care Performance 
Data to Consumers (Judith Hibbard, Dr.P.H., and Shoshanna Sofaer, Dr.P.H.) 2010 


2. Successfully Reporting & Communicating Performance Measures: Lessons from Consumers 
(RWJF) 2010 


3. Model Public Report Elements: A Sampler (AHRQ) 2010 


4. Consumer Group Survey (IHIE) 2011 


5. How do healthcare consumers process and evaluate comparative healthcare information? A 
qualitative study using cognitive interviews (Olga C Damman, Michelle Hendriks, Jany 
Rademakers, Diana MJ Delnoij, and Peter P Groenewegen) 2009 


6. How To Display Comparative Information That People Can Understand and Use (RWJF) 
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Local Consumer Input 


Local consumer group members completed a survey of three questions: 


1. What type of information would you seek regarding quality of care provided by healthcare 
providers? 


a. 85.7% felt it was most important to know how well the provider performed when caring for 
patients with certain diseases, for example, diabetes, heart disease, etc. 


b. 64.3% felt it was most important to know how well the provider performs when providing 
preventive care services to his or her patients, for example, breast cancer screening, 
colorectal cancer screening, recommended immunizations, etc. 


c. 57.1% felt it was most important to know how much the provider charges for services 
compared to similar providers. 


d. 14.3% felt it was most important to know how other patients feel about their experience at 
the provider’s office, and 57.1% felt it was moderately important to know this. 


2. Of the three (3) major categories listed, what type of information would you seek regarding a 
health plan? 


a. 92.9% felt it was most important to know how much money they would have to pay out of 
pocket for health care. 


b. 71.4% felt it was most important to know the quality performance of providers that care for 
the health plan’s members. 


c. 7.1% felt it was most important to know how other members felt about their experience 
with the health plan, and 50% felt it was moderately important to know this. 


3. What method of delivery would you prefer if viewing provider-level performance data and/or 
patient-experience survey data on a Website? 


a. 35.7% felt that symbols (e.g., stars, ribbons, smiley faces, etc.) were not important, 21.4% 
felt they were moderately important, and another 21.4% felt they may be important. 


b. 38.5% felt that numeric data (e.g., 95%, 100%) were most important, 30.8% felt they may be 
important, and 23.1% felt they were moderately important. 


c. 35.7% felt that bar graphs (e.g., solid lines where the longer line represents higher 
performance and the smaller line represents lower performance) were most important, and 
another 35.7 % felt they were moderately important. 


d. 50% felt that point of comparison, i.e., state, regional, or national averages (e.g., national 
average is 95%; provider scored 88%) is moderately important, 28.6% felt it was of little 
importance, and 21.4% felt it was most important. 


e. 42.9% felt that it was moderately important to show rank order or tiers (e.g., provider is 
ranked in the top 10% of all providers in the state, or provider scored in the top half of all 
providers in the state), and 35.7% felt it was most important to view this. 
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This survey was sent electronically to 28 people who serve on a Consumer Participation Group, who primarily serve 
as consumer advocates (Central Indiana Alliance for Health). The members were asked to forward the survey to five 
friends, colleagues, or family members. Replies were received from 50% (14) of the members surveyed. 


Reporting Tools, Methods, and Best Practices 


Public reports can influence consumers to make healthcare choices, such as encouraging them to 
choose high-quality providers for themselves and their family. Public reports can influence providers to 
improve by creating a competitive environment. Public reports should be created specific to the 
audiences being targeted. Public reports must inform users and make information relevant to what they 
care about, and they must be easy for users to understand and use. 


Display: The display of data must capture the users’ attention, facilitate their understanding of 
differences in quality, and motivate and enable their use of the information. Presenting an overall 
definition of quality is important because users typically do not understand quality of care in the way 
that it is often measured and reported. Reducing their cognitive burden by summarizing, interpreting, 
highlighting meaning, and narrowing options helps them quickly see the importance and effect on their 
and their families’ health. This increases their motivation to use the information. Three goals of a good 
display of comparative information: 


 Makes it easy to identify and understand patterns. 


 Helps users focus on topics or providers of interest. 


 Reduces the amount of information for users. 


The following examples help users digest information: 


Oregon’s Partner for Quality Care Website illustrates the use of word icons to help users see patterns in 
scores across multiple measures, making it easy to identify strong and weak performers (RWJF; 
www.partnerforqualitycare.org). 


Figure 4: Oregon’s Partner for Quality Care 


 


To help users focus on topics or providers of interest, the Greater Detroit Area Health Council’s report 
on quality of diabetes care from physicians illustrates how listing providers in order of performance 
helps users home in on the top performers (RWJF; www.mycarecompare.org). 


  



http://www.partnerforqualitycare.org/

http://www.mycarecompare.org/
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Figure 5: Detroit Area Health Council’s Quality of Diabetes Care 


 


California HealthCare Foundation’s report on long-term care providers illustrates how to reduce the 
amount of information by using word icons that represent the overall performance of long-term care 
providers (RWJF; www.calqualitycare.org). 


  



http://www.calqualitycare.org/
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Figure 6: California HealthCare Foundation’s Report on Long-Term Care Providers 


 


HHS’ Hospital Compare Website shows state and national averages as comparison points for a hospital 
quality measure, which gives users of the information a basis for evaluating and making sense of 
providers’ quality scores (RWJF; www.hospitalcompare.hhs.gov). 


Figure 7: HHS Hospital Compare 


 


To help users understand the concept of quality, the Massachusetts General Hospital’s Quality and 
Safety Website lists a framework to help them understand the concept of quality (RWJF; 
http://qualityandsafety.massgeneral.org). 


  



http://www.hospitalcompare.hhs.gov/

http://qualityandsafety.massgeneral.org/
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Figure 8: Massachusetts General Hospital’s Quality and Safety Website 


 


Minnesota HealthScores displays a composite measure for diabetes care that reflects the percentage of 
patients with diabetes who achieved five goals (referred to as the “D5”). This composite simplifies the 
measure and makes interpreting the data easy for users (RWJF; www.mnhealthscores.org). 


Figure 9: Minnesota HealthScores 


 


  



http://www.mnhealthscores.org/
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Figure 10: Minnesota HealthScores (continued) 


 


Symbols, such as the star ratings used in the CMS five-star rating system, give users an easy way to 
understand performance without deriving meaning from numbers. The use of symbols can overcome 
many visual and cognitive challenges to users posed by numerical displays (RWJF; www.cms.gov). 


Figure 11: CMS Five-Star Rating System 


 


  



http://www.cms.gov/
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Conclusions 


Certain elements must be considered when producing an effective report of quality information to the 
public. Research has shown that presenting too much information can confuse the purpose of the report 
or Web page and overwhelm users. Practices to keep in mind when designing a Website to display 
quality information include the following: 


 Design the Website with users in mind. 


 Separate the data and screens for specific users, i.e., providers, consumers, employers, health 
plans, etc. 


 Conduct focus groups and/or provide an online process for users to provide input/feedback on 
an ongoing basis. 


 Ask users to evaluate the graphics, the ease of finding information, the length of time it takes to 
navigate to the information they are seeking, and the type of information that is important to 
them when viewing quality performance data. 


 Ask consumers to evaluate other Websites for examples of good and bad displays of quality 
information. 


 Narrow the information to specific areas of concern. This allows users to navigate to a single 
area to focus on the information that is important to them at a particular time. 


5. Assess Stakeholder Concerns Regarding Provider and Payor 
Quality Data in a HIX 


Objective 


To gather perspectives, issues, and concerns around centrally collecting, managing, and/or reporting on 
data from separate, sometimes competing sources. 


Perspectives, Issues, and Concerns Related to Including Healthcare Provider 
Quality Information in a HIX 


Including healthcare provider quality information, such as quality measure results or quality rankings or 
designations, in a HIX is a form of publicly reporting the performance of a healthcare provider. Public 
reporting of healthcare provider performance raises several issues and potential concerns from the 
individuals (physicians and other healthcare providers) and entities (health systems, hospitals, and other 
facilities) whose performance results will be reported. Additionally, issues and concerns related to the 
use and disclosure of personally identifiable information (PII) and protected health information (PHI) 
under the Health Insurance Portability and Accountability Act of 1996, as amended by the Health 
Information Technology for Economic and Clinical Health Act (HITECH), and their respective 
implementing regulations (collectively HIPAA) must be addressed. Healthcare stakeholders, such as 
healthcare providers, health plans, employers, and patients, may also have issues and concerns with 
public reporting of healthcare provider performance. A HIX will need to weigh the potential benefits of 
including healthcare provider quality ratings against the potential costs and risks of doing so. 
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Below is a summary of issues and concerns raised by healthcare stakeholders about including healthcare 
provider quality ratings in a HIX. Stakeholder groups were contacted by email, phone, and in person to 
solicit a response to the survey questions addressing quality reporting within a HIX (see Appendix 6, 
Stakeholder Questions). Additional issues and concerns, as well as mitigation strategies, also are 
discussed below. 


Approaches to Obtaining Quality Information 


Much like the varying approaches to collecting claims data and determining risk scores under the 
Proposed Standards, a HIX could take different approaches to gathering and calculating quality 
information. With respect to health-plan quality information, the forthcoming rules mentioned in the 
executive summary will likely impact the collection and calculation of health-plan quality information. If 
the HIX decides to include healthcare provider quality information, the state could take one of these two 
potential approaches: 


1. Use data the HIX already has or could obtain from QHPs, combined with any additional data the 
HIX determines it needs to obtain, to calculate quality measures based upon a methodology and 
process developed and deployed by the State. 


2. Engage a third party to provide quality information on healthcare providers and then present 
that information on the HIX’s Internet portal. 


The same issues and concerns may arise with stakeholders regardless of which of the above two 
approaches the State takes; however, the second option would allow the State to reduce startup costs 
and shift the obligation to address or mitigate those issues and concerns to a third party. 


An additional issue for the State to consider once HHS makes additional rules regarding quality reporting 
requirements is whether data the HIX collects to enforce the MLR and risk adjustment rules could be 
used to provide healthcare provider quality information or otherwise be publicly reported. When 
collecting MLR information from QHPs, the HIX should be careful to obtain sufficient rights to use that 
information for quality reporting, if the HIX determines that information is relevant to its quality 
reporting. The payment information contained in MLR data is highly sensitive to health plans and 
healthcare providers. Historically, both have been reluctant to make this information available publicly. 


Issues and Concerns 


Legal and Contractual Data Use Restrictions 


The HIX or its third-party source of healthcare provider quality information must secure the rights to use 
data (such as claims and clinical data) for healthcare provider quality ratings that will be publicly 
reported. This will depend, in large part, upon: 


 State and federal laws that regulate health information. 


 The contractual relationships between and among healthcare providers, health plans, data 
intermediaries (such as third-party benefit administrators, pharmacy benefit managers, and 
HIOs), and units of government (such as public payors and state and federal regulatory bodies). 


If the State decides to administer the HIX, as opposed to creating a nonprofit entity to administer the 
HIX, state and federal laws that are relevant when units of government hold data may apply. 
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State and Federal Laws that Regulate Health Information 


The Proposed Rule recognizes that a HIX may be a HIPAA-covered entity (i.e., a health plan, a healthcare 
clearing house, or a healthcare provider that conducts electronic transactions covered by HIPAA) or a 
business associate of HIPAA-covered entities (76 Fed. Reg. at 41,879). The Proposed Rule suggests that 
each HIX analyze its operations and functions to determine its HIPAA status based upon the definitions 
in 45 CFR § 160.103. If a HIX is a HIPAA-covered entity, it must comply with the HIPAA privacy and 
security rules (76 Fed. Reg. at 41,879-80). Regardless of whether the HIX is HIPAA-covered entity, the 
Proposed Rule would require the HIX to comply with the HIPAA security rule and to adopt privacy 
policies related to the appropriate collection, receipt, use, disclosure, and disposal of the various kinds 
of information, including health, financial, and other types of PII the HIX will maintain (76 Fed. Reg. at 
41,880). The Proposed Rule would provide states with flexibility to create tailored standards related to 
HIX privacy policies (76 Fed. Reg. at 41,880). 


Under the HIPAA privacy rule, uses and disclosures of health information for quality reporting purposes 
would fall under healthcare operations and may occur without patient authorization, provided that no 
PII is publicly disclosed, which is assumed in the context of the HIX (45 CFR §§ 164.501 and 164.506). 
Generally, Indiana state law is no more restrictive than HIPAA with respect to uses and disclosures of 
health information by healthcare providers for treatment, payment, and healthcare operations. (See 
IND. CODE ANN. §§ 16-39-5-1 and 16-39-5-3.) 


Additional restrictions on uses and disclosures of certain types of health information, such as substance 
abuse records subject to 45 CFR Part 2 and genetic information subject to the Genetic Information 
Nondiscrimination Act of 2008, may limit the use of certain types of health information for quality 
reporting without patient consent. The design of any public reporting initiative should consider and 
address these restrictions even if no PII will be disclosed. 


The Proposed Rule would require a HIX to identify applicable laws that it needs to follow in its written 
privacy and security policies (76 Fed. Reg. at 41,880). A summary of federal laws that regulate health 
information, prepared by the Office of the National Coordinator for Health Information Technology, is 
included (see Appendix 4, Federal Privacy Laws Table) as a reference for the State in analyzing applicable 
federal laws. 


Contractual Relationships Between and Among Healthcare Data Sources; Data 
Governance 


In addition to state and federal laws that regulate health information, the State will need to examine 
contractual relationships between and among the disparate data sources that will be used for quality 
reporting to ensure that those agreements do not restrict using data or quality information derived from 
data for public quality-reporting purposes. 


A threshold issue that the State will need to examine in its decision on whether to include healthcare 
provider quality information in the HIX and how the HIX will comply with the yet-to-be-established 
health plan quality information requirements is whether the HIX will use clinical data from healthcare 
providers when calculating its quality measurements, or whether the HIX will use only claims and other 
data from health plans to calculate its quality measures. As discussed in other parts of this document, 
there may be advantages to including clinical data from healthcare providers in clinical quality 
measurements; however, including such data adds a layer of complexity. 
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Using Only Claims and Other Data from Health Plans 


Strictly using claims and other data from health plans for quality reporting would allow the HIX to look 
to fewer sources of data (i.e., there are fewer health plans than healthcare providers in any state). 
Health plans also generally do not need permission from healthcare providers to use claims data related 
to healthcare delivered by a particular provider as long as those claims data are used in accordance with 
applicable law. A HIX will also have substantial leverage over a health plan that wants to offer a QHP in 
the HIX, which will allow the HIX to require that the health plan make certain information available for 
use in quality reporting efforts (e.g., flexibility under the Proposed Rule to establish certification criteria 
for QHPs). This leverage and the small number of parties with which to negotiate would allow a HIX to 
secure the rights to use claims data in public reporting of quality information with less effort than would 
be required to obtain the rights to use clinical data from healthcare providers in public reporting of 
quality information. However, the HIX would forego the additional benefits of including clinical data in 
quality measurement. 


Using Both Claims and Other Data from Health Plans and Clinical Data from Healthcare 
Providers 


To obtain the rights to use clinical data from healthcare providers for public reporting of quality 
information, the HIX will need to obtain such data and rights from each healthcare provider that is in the 
network of a QHP. The HIX could attempt to engage directly with healthcare providers or work through 
a mechanism other than individual negotiation to obtain data and data use permissions. 


Negotiating these rights and obtaining data from each healthcare provider that is in a QHP’s network 
would likely be a substantial undertaking for the HIX (i.e., there are many times more healthcare 
providers than health plans in a state). Additionally, healthcare providers may be reluctant to permit 
clinical data from their medical records to be used for public reporting of quality information because it 
may adversely impact the healthcare provider’s practice if the provider scores lower than other 
providers. Therefore, if the HIX will seek to use clinical data from healthcare providers in calculating 
quality information, it may be more efficient for the HIX to engage a mechanism and data-use 
governance model other than individual negotiation to obtain clinical data from a large number of 
providers and the rights to use healthcare providers’ clinical data for public reporting of quality 
information. 


A potential mechanism is a health information exchange (HIE) or a community-wide quality reporting 
initiative, such as IHIE’s Quality Health First® (QHF) Program. HIOs and QHF have been successful in 
bringing together disparate, competing sources of health information and reaching consensus though 
contractual arrangements and governance mechanisms that allow both claims and clinical data to be 
used for quality improvement purposes. Through agreements that provide flexibility for new uses of 
data once those uses are approved by a governing body, usually a committee, a HIO or IHIE’s QHF 
program could be leveraged as a source of data and quality information, provided that applicable 
governing bodies approve the data use. The data-use governance mechanism has the benefit of building 
consensus among stakeholders, which is imperative in any quality reporting effort. 
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If the State decides to engage a third party, such as an HIO or a health plan, to provide healthcare 
provider quality information that would be included in the HIX, that third party would likely be 
responsible for securing the rights to use data for public reporting of quality information. Existing data 
governance models found in HIOs or IHIE’s QHF program could potentially be leveraged to include both 
claims and clinical data in quality information made available in the HIX. The use of these data would be 
subject to the existing data use governance and approval processes, which in some cases may require 
healthcare providers to consent to their data being used for a particular purpose. As discussed below, 
this required consent and/or approval process could benefit the HIX’s overall quality reporting efforts. 


Healthcare Provider Challenges to Public Reporting 


Healthcare providers have challenged public reporting of healthcare provider quality information by 
health plans on the grounds that it amounts to an unfair business practice, false advertising, or 
interference with actual or prospective business advantage, or is a negligent misrepresentation. 
Recently, the California Medical Association (CMA) sued Blue Shield of California alleging that its online 
physician-rating system is misleading and inaccurate because it omits some data from patient medical 
charts, it relies on a limited number of years’ data, and it does not provide physicians with an 
opportunity to correct potential rating errors. The case was dismissed in early 2011 on the grounds that, 
among other things, the program was a protected form of speech that benefits consumers. (See Order 
Granting Special Motion to Strike Under C.C.P. §§ 425.16, 425.17 and Dismissing Action, No. RG10 
535619 (Cal. Super. Ct. Mar. 23, 2011).) 


In light of the CMA case and similar cases, any organization seeking to publicly report healthcare 
provider quality ratings should take steps to mitigate the risk of healthcare providers bringing lawsuits 
to stop such efforts or alleging harm from such efforts. Those steps could include: 


 Obtaining consent or agreement from the healthcare providers whose quality information will 
be publicly reported (this could be done as a separate consent, as part of an agreement 
between the healthcare provider and the QHPs in which the provider participates, or through a 
shared governance mechanism). 


 Consulting with a qualified attorney on the program’s structure and design.9 


 Implementing quality-control efforts to ensure measures are accurate. 


 Providing a mechanism for healthcare providers to reconcile quality information by providing 
additional data that impact the quality information. 


 Allowing healthcare providers to appeal quality information (including removing the information 
that is subject to the appeal from the public reporting forum during the appeal process). 


 Providing clear explanations (both to healthcare providers prior to public reporting and to 
consumers of the information) of the criteria and methodologies used to calculate quality 
information. 


 Creating a forum to engage healthcare providers and other stakeholders to build consensus 
around the quality information that will be reported. 


                                                           
9
 Note: This document is not and should not be construed as legal advice. 
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As with other issues and concerns related to including quality information in the HIX, the issue of 
healthcare provider engagement and challenges can be addressed directly by the HIX or with the 
assistance of a third-party quality information provider that the HIX engages. 


Summary of Stakeholder Perspectives 


IHIE gathered perspectives from a variety of key stakeholders to understand their thoughts, concerns, 
and questions surrounding public quality reports on healthcare providers and health plan carriers in a 
HIX as a means to inform consumers’ choices of health insurance plan purchases. 


Feedback was collected from four stakeholder groups including healthcare providers (Providers), health 
insurance plan carriers (Carriers), employers, and consumers. 


IHIE contacted stakeholder groups by email, phone, and in person to solicit a response to the survey 
questions addressing quality reporting within a HIX (see Appendix 6, Stakeholder Questions). Each 
stakeholder group had opportunities to join conference calls moderated by an IHIE representative to 
discuss the survey questions and share feedback that was documented (see Appendix 5, Stakeholder 
Feedback). Feedback was also submitted to an IHIE representative in writing via email. Those responses, 
while limited, offer a cross-section of perspectives from a variety of vantage points and are included in 
the Appendix 5, Stakeholder Feedback chart. 


Overall, each stakeholder group recognizes the importance and potential value of quality reporting 
within a HIX; however, their approaches, opinions, and recommendations vary. 


Providers see quality reporting as a tool to help drive innovation of best practices and competition. This 
group is primarily concerned with quality data being presented in a way that fairly and accurately 
reflects a provider’s patient population. Based on the feedback received, healthcare providers would 
prefer public reporting to be at the group or system level rather than at the individual physician level. 


Carriers believe quality reporting would be a beneficial tool for consumers to help them understand the 
quality and cost-efficiency of treatments. Provider quality would generally improve due to increased 
accountability. Quality reporting would create better informed consumers and likely result in a more 
competitive marketplace. Ensuring the measures are accurate, consistent, and presented in a format 
that is easy to understand are all priorities for carriers. 


Employers cited increasing demand from employees for more quality and cost information about 
healthcare providers to help with making purchasing decisions. Cost information and quality information 
are inseparable. Quality reporting should also include non-clinical information such as average wait 
times at a practice and friendliness of office staff. 


Consumers reported that having quality information about both providers and carriers would be helpful 
when choosing a health insurance plan and a provider. They want information about coverage and care 
quality presented in a clear, easy-to-understand format. Consumers perceive that physicians are 
uncomfortable with quality rating systems and would take steps to influence or improve negative ratings 
that may or may not directly reflect the quality of the care they are providing. 
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Themes 


Throughout the discussions with each group, three key concerns emerged: 


 How the data are used and presented 


 How the data would influence competition among healthcare providers 


 How quality reporting would influence or impact consumer and provider behavior 


Data Use and Presentation 


Each stakeholder group expressed strong interest in understanding how provider quality and carrier 
quality would be measured and presented within a HIX. The employer and provider respondents were at 
odds with regard to the level of reporting that would be beneficial. Employers feel strongly that quality 
reporting must be at the individual physician level, but providers feel the most effective reporting level 
is the group level. However, both groups agree that when using a HIX to compare providers, the 
reporting should reflect similarly sized and experienced physicians or groups. 


Related response excerpt: 


“It’s important to compare similarly positioned doctors – young docs to young docs; 
established docs to established docs.” 


– Steve Steinkeler, MD, St. Vincent Health. 


Providers also expressed concern about the rate of patient noncompliance and its potential to impair a 
physician’s public quality reporting score. Although this is a concern, the provider group also accepts 
that the reality and prevalence of patient noncompliance creates a level playing field for all physicians. 
Providers would like to see quality measures within a HIX somehow account for the subtle differences in 
patient populations. 


Providers and employers agree that determining an appropriate set of measurements for use within a 
HIX that can be reported on consistently and accurately is a priority. Providers chose two measures they 
perceive as taking top priority within a HIX: 


 Diabetes: Currently crosses every major national measurement. 


 Preventive Services: These are applicable and relevant to every person. 


These were two measures were easily identified as priorities, but providers also stated that the more 
quality measures providers are rated on, the better the reporting becomes. 


Consumer responses indicate that they would be skeptical of any rating-system formula, particularly if it 
lacked transparency the way a consumer credit rating score may. In this sense, all respondents agree 
that whatever method providers and carriers are measured by must be consistent and applied evenly. 
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Related response excerpt: 


“Quality ratings need to benchmark against national measures such as HEDIS to really 
illustrate how we’re doing. Often there is frustration with quality measurements because 


of patient adherence. I can tell a patient over and over to stop smoking, but he won’t. 


But ultimately we all face these same problems, so the playing field is level.” 


– John Clark, MD, IU Health 


Employers also offered support for a federal measures standard, such as HEDIS. 


One carrier respondent, United Healthcare, is currently providing quality data on providers at the 
individual and group levels through its “Premium Designation Program” (see Appendix 7, UHC 
Methodology Report). Although not a public reporting program, Anthem currently participates in the 
QHF program, which is an incentive program operated by IHIE for individual physicians who meet certain 
levels of quality measures. Anthem also publicly rates hospitals according to Centers of Excellence for 
certain healthcare services. 


In addition to clinical quality measures, employers would like to see quality ratings reflect the overall 
patient experience. They also want cost transparency and easily understood information about what a 
plan covers and what a provider charges for particular services. Providing both quality ratings and cost 
information enables consumers to make educated and informed decisions about their health care. 


Related response excerpt: 


“With any other purchasing decision, you want to know who has the best record. That’s 
how Angie’s List has become so popular. People want to know historically how a hospital 


system or doctor has performed. It doesn’t have to be in clinical terms. Customer 
satisfaction – whether the office staff is friendly.” 


– Gloria Caruthers, Cummins 


Public Reporting and Competition in the Marketplace 


Healthcare providers agree that competition is a positive influence in the market. It drives innovation, 
improvements in the quality of care, and cost efficiencies. Although they generally perceive quality 
scores as positive, providers fear their use as marketing tools. The focus should be on working together 
to use quality reporting to improve patient outcomes. 


Related response excerpt: 


“As long as they’re not used as a marketing tool, [quality reports] can have a great 
impact on improving patient care. Like with QHF, the goal with this needs to be 


improving patient care. If somebody has figured out how to do something great, let’s 
share that.” 


– Steve Steinkeler, MD, St. Vincent Health 


However, finding the right formula to spark competition among individual physicians and groups is the 
challenge. 
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Dr. John Clark of IU Health shared details of his experience working in Minneapolis, when several large 
provider groups were required to begin publicly reporting diabetes measures. The provider community’s 
initial reaction was anger because its members had not had an opportunity to contribute to the 
development of the reporting mandate. Second, they feared a mass migration of patients to practices 
with higher scores, and lower scoring practices would fail. As Dr. Clark reported, this is not what 
happened. Instead, patient populations remained intact, and within a few years the community saw a 
significant and steep increase in the quality scores for treating diabetes. 


Dr. Clark attributed this success to the fact that clinics used this opportunity to evaluate their processes, 
build care teams, and critically assess what they were doing. 


Quality Reporting and Influencing Behavior 


Providers believe patients choose a physician based on three criteria—gender, ethnicity, and 
convenience. They choose someone they identify with. Based on this position, some providers do not 
anticipate public quality reporting significantly impacting consumer behavior. 


In response to a growing demand, employers are seeking ways to provide employees with more 
provider and health plan quality and cost information. The belief is that with more information, 
employees will make better healthcare decisions and purchases for themselves and their families. 


Based on consumer responses, awareness of access to provider quality information varies. Some 
consumers access public records on malpractice claims through the Department of Insurance and 
customer satisfaction reviews on Angie’s List, and others said they have no access to any quality 
reporting outlets. One consumer reported having discussions with several healthcare providers about 
their quality scores available on the Internet. 


Angie’s List was referenced as a source for healthcare quality provider information at least twice during 
the stakeholder feedback gathering process. Angie’s List provides consumer reports and reviews on a 
range of companies and service providers, including healthcare professionals. The Angie’s List frequently 
asked questions Website10 provides a response to the question, “How do service companies and health 
professional receive grades on the List?” 


Answer: “A service or health professional is graded on the List only after a member submits a 
report and grades about their experience. Companies and health professionals cannot pay to be 
put on the List, nor are they allowed to submit grades on themselves.” 


The same Website offers information about how negative reports are handled: 


“Does Angie's List remove negative reports?” 


No! There are only three reasons we would ever take down any report: 


1. We find out the report was fraudulently posted 


2. The member who posted the report chooses to remove it. 


3. The report was a successful part of our Complaint Resolution. 


  


                                                           
10


 Angie’s List Frequently Asked Questions: http://www.angieslist.com/faq.aspx#whatis 



http://www.angieslist.com/complaintresolutionfaq.aspx

http://www.angieslist.com/faq.aspx#whatis
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When a report that has been part of the Complaint Resolution process is successfully 
resolved, we think it's only fair that the amended reports carry a grade of at least B—it's 
our way of giving the service company or health professional a little extra incentive to 
finish or fix the issue. If this occurs, the member is always able to repost the entire report 
with both the problem described and the update. If the problem isn't resolved, the 
original report remains untouched. 


We never, ever, ever remove a negative report for any other reason. Angie's List retains 
a respected auditing firm, BPA Worldwide, to check our practices every year to ensure 
that no preferential treatment is given to anyone—including advertisers.” 


Related response excerpt: 


“The State of Indiana makes information available regarding provider malpractice 
history. Also, I go to Angie's List regularly to find consumer ratings of various providers. 


Both sources are good, but kind of sketchy. Only the most serious problems seem to 
surface.” 


– Female consumer 


6. Identify Key Tools and Vendors That Profile Provider Quality 


Objectives 


To identify key tools or vendors that specialize in profiling provider quality, including analyzing claims 
data and other sources of information to determine provider-level quality information; discuss 
limitations and advantages of tool/vendor processes; and document lessons learned and best practices 
where possible. 


The assumptions are that: 


 The data can be used to: 


 Measure provider-level quality. 


 Provide results to be reported publicly in a consumer-friendly manner to help consumers 
make value-conscious decisions regarding their healthcare plan and physician selections. 


 Other analytical or utilization information can be derived from the information for uses defined 
later in the report and by specific types of audiences. 


 A variety of tools available in the marketplace support quality measurement and analytical 
reporting. 


Summary 


Many vendors and tools are available to support provider measurement programs, and even more to 
support data analytical research. The overriding recommendation is to acquire measurement and 
reporting support rather than develop the function internally. Several approaches support the 
acquisition process and provide ongoing management and enhancement of the measurement and 
reporting results. Much detailed and direction-setting discussion must be completed to finalize an 
approach; however, the general roadmap follows. 
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1. The HIX should preferably select a Software-as-a-Service (SaaS) solution. This entails gathering, 
mapping, formatting, and securely supplying data to a measurement/analytics vendor engine. 


a. Ongoing management of measure specifications and processing will be the vendor’s 
responsibility. 


b. The HIX will define the data to be returned to the HIX for custom processing, ongoing 
development of analytical functions, transport to the HIX Website for public reporting, etc. 


c. The HIX will contract consulting services from the vendor, with ongoing costs managed by 
the HIX based on budgetary constraints, use of the data, etc. 


2. The HIX may engage licensing software to be managed and operated internally by HIX staff as an 
alternative to the SaaS model. Ongoing measure upgrades, however, still should be contracted 
to the vendor. A thorough cost analysis must be completed comparing the SaaS model to the 
licensing and insourcing model. 


3. Most vendors support HEDIS and other nationally defined evidence-based provider measures. 
Most are claims-based, but willing to add clinical data, generally at an additional cost. 


4. Though analytical reporting has been a significant topic in the healthcare environment for many 
years, it has become more so today with the dramatic increase in healthcare costs and the 
availability of more detailed, accurate, and timely data. Reducing cost while providing better 
and necessary patient care requires understanding practices and costs through analyzing the 
data. Medical costs and event trends, patient habits and access to care, and redundancy and 
abuse of procedures can easily be identified through the clinical and claims data. Although most 
products offer traditional actuarial and case management reports, the capability exists to mine 
the data for more sophisticated and market-specific analysis. The products offer high-level tools 
for less technical, but more analytical research. 


Findings 


IHIE pursued two paths to gather data for the study. The first was to identify vendors or systems that 
support provider measure calculation and reporting, and analytical reporting, while simultaneously 
identifying probable uses and users of healthcare data. 


Outline of reporting and analytics requirements: 


1. Identification of uses, such as: 


a. Provider quality measurement reporting 


i. Provider cost-effectiveness/cost-comparison reporting (admissions, readmissions, 
emergency department visits with ambulatory-sensitive conditions, prescribing 
practices, redundant radiology events, other evaluation, and management or procedure 
costs) 


ii. Fraud and abuse analysis 


b. Identification of users, such as: 


i. State program management 


ii. State program analysts 
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iii. Caseworkers 


iv. Payors (health plans) 


v. Employers 


vi. Providers 


vii. Consumers 


c. Exclusions: This study does not address internal, computer operations, or daily operational 
reporting such as number of accesses to the Website, numbers of records stored, etc. 


2. Cost considerations for tools 


Regardless of the selected model (SaaS or software licensing), any vendor that provides SaaS services, 
whether managed by HIX staff or not, must comply with applicable federal, state, and local laws, rules, 
and regulations. Under HIPAA, the privacy and confidentiality of patient health data are paramount. 
Ways to secure the privacy and confidentiality of PHI, in addition to personnel rules and regulations, 
must be defined and implemented to protect sensitive patient data. Administrative Safeguard §164.308, 
Physical Safeguard §164.310, and Technical Safeguard §164.312 are incorporated from conception and 
in the ongoing maintenance of the system. 


Exhibit D presents a cross-reference chart of sample types of reports, uses, and probable audiences. 
Much depends on the amount and types of data finally collected and the approved data uses. Claims 
data (e.g., medical, drug), enrollment data from health plans, and clinical data (i.e. from hospitals, 
laboratories, and physician offices) offer a wealth of information for analytical opportunity to monitor 
and trend quality, efficiency, patient access, costs, etc. As sample provider comparison reports, Reports 
1a and 1b are examples from the Website managed by the Massachusetts Health Care Quality and Cost 
Council (http://www.mass.gov/hqcc/). Its consumer site, MyHealthCareOptions (referenced in Exhibit 
D), provides an overall example of what healthcare information consumers have access to. 


Exhibit E provides examples of the types of reports described in Exhibit D. Variations of those reports 
would be developed to meet specific State of Indiana needs. 


Exhibit F is a representative list of the many vendors and tools in the marketplace, with basic 
information about them that IHIE believes is relevant in the initial selection process. Once the State of 
Indiana establishes a firm direction, and assuming that it wants analytical reporting, the standard State 
of Indiana procurement procedure would be followed. Assuming the procedure requires that an RFP be 
developed, the vendors would revisit/update the information in Exhibit F. IHIE found the following in 
reviewing the vendors: 


 Volumes: Most of the vendors set their price based upon volume. They expect year-by-year 
growth figures and scale charges based on claims and/or members. 


 Number of users: Some vendors base their price on the number of users. If providers are going 
to access the data, the cost increases as providers are added. 


 Some have been willing to discuss partnership models, though they requested investment 
dollars up front to share in development costs. In one case, the monthly fees would be reduced 
if the customer would allow the vendor to use aggregate customer data in its national database 
open to other customers for analytical comparisons. 



http://www.mass.gov/hqcc/
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 While many support basic HEDIS or other nationally accepted measures, there are additional 
annual fees for ongoing maintenance, addition of measures, etc. 


 Most vendors offer custom programming at an additional consulting and development cost. 


Until IHIE or the State can provide more precise information about the HIX’s requirements, vendors 
cannot provide a competitive bid. 


Exhibit G is a grid listing basic information that should be incorporated into the RFP if soliciting vendor 
bids and considered during the review and selection process. Again, this information may be further 
delineated or supplemented when more precise HIX direction is set and finer details are documented. It 
will serve as the basis for an RFP. 


Exhibit H is referenced in Exhibit D as supporting material for Report 4: Demographics’ impact on health 
care. Each year since 2003, AHRQ has reported on the progress and opportunities for improving 
healthcare quality and reducing healthcare disparities. The National Healthcare Quality Report focuses 
on national trends in the quality of health care provided to the American people, and the National 
Healthcare Disparities Report focuses on prevailing disparities in healthcare delivery as it relates to racial 
and socioeconomic factors in priority populations. 


Exhibit D: Data Reporting Audiences 


Report 
(See Exhibit E.) 


Use Data Reporting Audiences/Users 


Provider Quality 3-Star Rating for 
COPD Measurement - Report 1a. 
This example came from 
MyHealthCareOptions, a 
healthcare resource provided by 
the Massachusetts 
Commonwealth Health Care 
Quality and Cost Council. 
MyHealthCareOptions 


Measure providers on a standard, preselected 
set of practice quality indicators (e.g., preventive 
care, diabetes management practices). Report on 
benchmark attainment. 


Consumers selecting healthcare 
providers 
Employers to recommend providers 
to employees 
Payors selecting providers with whom 
to network 


Provider Comparison to other 
Providers on Quality 3 Star Rating 
for COPD Measurement -  
Report 1b 
(from MyHealthCareOptions) 


Compare providers on a standard, preselected 
set of practice quality indicators. 


Consumers selecting healthcare 
providers 
Employers to recommend providers 
to employees 
Payors selecting providers with whom 
to network 


Medical Cost Summary Report - 
Report 2 


Medical cost information to identify cost of 
services in various settings per 1,000 patient 
visits, etc. Could be further summarized by 
hospital, ACO, or health plan. 


Medicaid Program actuarial and 
analytical analysts. 
Health Plans 
Employers 



http://hcqcc.hcf.state.ma.us/

http://hcqcc.hcf.state.ma.us/
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Report 
(See Exhibit E.) 


Use Data Reporting Audiences/Users 


Utilization Report: 
Admissions/Readmissions - 
Report 3 


Admission and readmission volumes with 
associated lengths of stay for specific admitting 
diagnoses. To evaluate patient habits (visiting 
hospital rather than physician; not adhering to 
preventive care medication directives). To 
evaluate physician preventive care practices. To 
evaluate reasons for readmissions. 
Patient/physician educational opportunities and 
cost-management opportunities. 


HIX/Medicaid Program Managers 
and Actuaries monitoring costs and 
trends. 
Case Managers for patient education. 
Payors monitoring costs. 
Employers for employee education 
and managing costs 
All evaluating access to care issues 


State Demographic Information - 
Report 4 


Race and ethnicity information for analyzing 
disparities in medical care. (See Exhibit H article.) 
While these data are not all available through 
claims, most hospitals and physician systems 
collect it. 


HIX/Medicaid Program Managers 
and Case Managers to determine why 
there are disparities (if any), and if so, 
what actions might be needed 


Claims Payment Investigative 
Report - Report 5 (one example 
of a fraud and abuse report) 


Healthcare fraud, waste, and abuse cost the 
American healthcare system more than $54 
billion annually.* Left unchecked, the enormous 
cost of healthcare fraud, waste, and abuse 
threatens both the quality of healthcare and 
access to care for millions for Americans. 
HHS/CMS projected that by 2010 the total cost 
of healthcare fraud, waste, and abuse in the U.S. 
could reach $260 billion. 


State Health Claim Payment Fraud 
and Abuse Officer 
Commercial Health Plans Fraud & 
Abuse Officer 
CMS Fraud and Abuse Officer 


Actuarial Report: Claims Cost 
Analysis per Member Patient per 
Year - Report 6 


Claims volume and cost per patient per year 
comparison to previous year to view cost trends 
and utilization by facility and service type. 


Actuaries managing costs and trends 
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Exhibit E: Report 1a – Provider Report Card 
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Exhibit E: Report 1b – Provider Comparison by Disease Group 
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Exhibit E: Report 2 – Medical Cost Summary Report 


Member Months  1,620,000     


Period End Members  135,000     


Inpatient Admissions Allowed $ Costs*/Unit 
Utilization*/ 


1,000 per year 
Allowed 


Costs PMPM 


 Med/Surg 41,949 $462,528,108 $11,025.98 311 $285.51 


 MH/SA 610 $4,967,426 $8,145.89 5 $3.07 


 SNF - $99,293,198 $404.01 1,821 $61.29 


 Maternity** - - - - - 


Total Inpatient 42,559 $566,788,732 $1,965.76 2,136 $349.87 
      


Outpatient Hospital 
Number of 


services Allowed $ Costs/Unit 
Utilization/ 


1,000 per year 


Allowed 
Costs 


PMPM 


 Emergency Room*** 64,893 $11,050,512 $170.29 481 $6.82 


 Surgery Facility*** 62,893 $57,435,509 $913.23 466 $35.45 


 Imaging 209,190 $61,069,988 $291.94 1,550 $37.70 


 Dialysis 1,954 $373,414 $191.14 14 $0.23 


 Psych Facility 23,614 $2,169,775 $91.89 175 $1.34 


 All other OPH 853,892  $99,911,736 $117.01 6,325 $61.67 


 Total OPH 1,216,436  $232,010,934 $190.73 9,011 $143.22 
      


Physicians (all services billed by)     


 Primary Care 1,515,385  $73,778,827 $48.69 11,225 $45.54 


 Emergency Room 86,496  $10,113,427 $116.92 641 $6.24 


 Radiology (prof and tech) 724,330  $43,587,924 $60.18 5,365 $26.91 


 All other physicians 4,629,046  $254,916,679 $55.07 34,289 $157.36 


Total Physician 6,955,257  $382,396,857 $54.98 51,520 $236.05 
      


Other Outpatient      


 Chiropractor 97,391  $3,433,616 $35.26 721 $2.12 


 Ambulance 35,100  $12,347,098 $351.77 260 $7.62 


 DME and Prosthetics 8,177,636  $44,012,314 $5.38 60,575 $27.17 


 Home Health 195,956  $40,795,867 $208.19 1,452 $25.18 


Total Other Outpt. 8,506,083  $100,588,895 $11.83 63,008 $62.09 
      


Totals  $1,281,785,418   $791.23 


      


Not Paid By Medicaid  $214,101,189   $132.16 


      


Net Costs to Medicaid  $1,067,684,230   $659.06 


      


* Utilization is days per 1000 for SNF and admissions per 1000 for Medical/Surgical  
** IP Maternity is merged into Med/Surg service category 
*** ER and Surgery are on a case basis, not a per service basis    
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Exhibit E: Report 3 – Utilization Review Report Sample 


Admissions/Readmissions Utilization Report 


Number of Events 


 Base Year from January, 2009 through December, 2009 Performance Year 1 from January, 2010 through December, 2010 


Measure Original 
Admissions 


Original 
LOS 


Re-admits 
2-30 days 


Readmit 
LOS 


Total 
Admits 


Non-Admit 
ED Visits 


Original 
Admits 


Original 
LOS 


Re-admits 
2-30 days 


Readmit 
LOS 


Total 
Admits 


Non-Admit 
ED Visits 


Diabetes 
Short-term 


90 280 16 90 106 14 88 300 27 102 115 22 


Diabetes 
Long-term 


380 1,700 119 650 499 500 333 1,500 110 605 443 450 


COPD 1,300 4,400 275 1,280 1,575 1,200 1,150 3,850 260 1,201 1,410 1,100 


Congestive 
Heart Failure 


1,600 5,200 545 2,700 2,145 550 1,300 3,875 500 2,508 1,800 475 


Uncontrolled 
Diabetes 


61 163 11 39 72 30 53 157 6 19 59 30 


Lower-
extremity 
Amputation 


35 158 14 183 49 0 31 185 16 88 47 0 


All measures 3,512 12,007 1,109 5,110 4,621 2,199 3,067 9,970 922 4,572 3,989 2,100 


All others 34,000 152,111 6,090 38,000 40,090 57,111 31,351 135,256 5,887 33,620 37,238 52,999 


Total: 37,512 164,118 7,199 43,110 44,711 59,310 34,418 145,226 6,809 38,192 41,227 55,099 


 Base Year eligible members: 1,268,376 Performance Year 1 eligible members: 1,223,739 


 


Utilization Rates 
 Base Year from January, 2009 through December, 2009 Performance Year 1 from January, 2010 through December, 2010 


Measure Original 
Admissions 


[1] 


Avg Orig 
LOS 


Re-admits 
2-30 days 


[1] 


Avg 
Readmit 


LOS 


Total 
Admits 


[1] 


Non-Admit 
ED Visits 


[1] 


Original 
Admits 


[1] 


Avg Orig 
LOS 


Re-admits 
2-30 days 


[1] 


Avg 
Readmit 


LOS 


Total 
Admits 


[1] 


Non-Admit 
ED Visits 


[1] 


Diabetes 
Short-term 


0.85 2.65 0.15 0.85 1.00 0.13 0.86 2.94 0.26 1.00 1.13 0.22 


Diabetes 
Long-term 


3.60 16.08 1.13 6.15 4.72 4.73 3.27 14.71 1.08 5.93 4.34 4.41 


COPD 12.30 41.63 2.60 12.11 14.90 11.35 11.28 37.75 2.55 11.78 13.83 10.79 


Congestive 
Heart Failure 


15.14 49.20 5.16 25.54 20.29 5.20 12.75 38.00 4.90 24.59 17.65 4.66 


Uncontrolled 
Diabetes 


0.58 1.54 0.10 0.37 0.68 0.28 0.52 1.54 0.06 0.19 0.58 0.29 


Lower-
extremity 
Amputation 


0.33 1.49 0.13 1.73 0.46 0.00 0.30 1.81 0.16 0.86 0.46 0.00 


All measures 33.23 113.60 10.49 48.35 43.72 20.80 30.08 97.77 9.04 44.83 39.12 20.59 


All others 321.67 1,439.11 57.62 359.51 379.29 540.32 307.43 1,326.32 57.73 329.68 365.16 519.71 


Total: 354.90 1,552.71 68.11 407.86 423.01 561.13 337.50 1,424.09 66.77 374.51 404.27 540.30 


             


[1] Per 1,000 Eligible Members Per Year           


LOS = Length of Stay           
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Exhibit E: Report 4 – Race and Ethnicity Tables 


County Total 
Population 


Median Age % Under 18 % 19 to 64 % 65 and 
Over 


Boone 55,027 36.9 28.3 59.9 11.8 


Hamilton 269,785 34.0 28.3 64.2 7.5 


Hancock 67,282 37.4 24.6 63.2 12.2 


Hendricks 137,240 36.0 25.2 65.0 9.8 


Johnson 139,158 35.5 25.3 63.5 11.2 


Madison 131,501 39.1 23.0 61.7 15.3 


Marion 880,380 35.3 26.9 62.2 10.9 


Morgan 70,668 38.1 25.2 63.6 11.2 


Shelby 44,186 36.2 26.7 61.1 12.2 


Totals 1,795,227 35.7 26.5 62.8 10.8 


% of Population      


      


County Total 
Population 


% White African 
American 


Hispanic Asian 


Boone 55,027 97.9 0.4 1.2 0.5 


Hamilton 269,785 89.7 3.3 2.7 4.1 


Hancock 67,282 96.0 1.3 1.2 1.0 


Hendricks 137,240 93.0 3.7 2.0 1.5 


Johnson 139,158 96.3 1.4 2.0 1.3 


Madison 131,501 88.8 8.6 2.2 0.2 


Marion 880,380 67.2 25.7 6.6 1.6 


Morgan* 70,668 94.1 2.8 1.8 1.3 


Shelby 44,186 97.3 0.8 1.1 0.6 


Totals 1,795,227 80.2 14.3 4.3 1.8 


% of Population      


      


*ethnicity data not available, used unweighted averages for the seven non-Marion counties 
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Exhibit E: Report 5 – Claims Payment Investigative Report 
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Exhibit E: Report 6 – Actuarial Report Example 


Claims Cost Analysis per Member per Year 


  Base Year Performance Year 1  


  Jan, 2009 through Dec, 2009 Jan, 2010 through Dec, 2010  


  Member 
Months 


Member Years Member 
Months 


Member Years  


 Eligible Members 1,268,376 105,698 1,223,739 101,978  


 Total Events Count Payments Count Payments  


 Admissions 45,000 $452,488,730.75 47,561 $375,713,500.22  


 Other Inpatient 662 $24,359,845.14 704 $24,011,314.08  


 All Inpatient 45,662 $476,848,575.89 48,265 $399,724,814.30  


 SNF 21,373 $106,356,710.89 20,728 $109,467,083.96  


 Outpatient 620,000 $194,315,285.10 550,000 $167,733,493.80  


 Hospice 5,589 $15,382,924.50 7,458 $21,570,550.30  


 Home Health 16,796 $50,963,624.85 29,875 $79,112,617.19  


 Part A Total [1] 709,420 $843,867,121.23 656,326 $777,608,559.55  


 Physician 2,763,660 $257,022,938.19 2,656,241 $243,963,212.63  


 DME 255,278 $37,051,199.14 247,701 $34,106,206.49  


 Part B Total 3,018,938 $294,074,137.33 2,903,942 $278,069,419.12  


 Total 3,728,358 $1,137,941,258.56 3,560,268 $1,055,677,978.67  


 Member Rates Rate [2] Rate [3] Rate [2] Rate [3]  


 Admissions 415.34 $3,902.52 397.74 $3,694.05  


 Other Inpatient 6.26 $230.47 6.90 $235.46  


 All Inpatient 421.60 $4,132.99 404.64 $3,929.51  


 SNF 202.21 $1,006.23 203.26 $1,073.44  


 Outpatient 5,829.17 $1,735.28 5,500.66 $1,644.80  


 Hospice 52.88 $145.54 73.13 $211.52  


 Home Health 158.91 $482.16 292.95 $775.78  


 Part A Total [1] 6,664.77 $7,502.20 6,474.66 $7,635.04  


 Physician 26,146.76 $2,431.67 26,047.13 $2,392.31  


 DME 2,415.16 $350.54 2,428.96 $334.45  


 Part B Total 28,561.92 $2,782.21 28,476.09 $2,726.75  


 Total 35,226.69 $10,284.41 34,950.75 $10,361.79  


[1] Includes all inpatient claims     


[2] Total claims per 1,000 eligible members per year    


[3] Total payments per member per year     
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Exhibit F: Reporting Software Vendors and Tools Summary 
Vendor Product Offering 


Type 
Focus HEDIS and 


Custom 
Host Operating 
Systems 


Database Data 
Location 


Elsevier - MEDai 
Millenia Park 
One/4901 Vineland 
Rd, Suite 450, 
Orlando, FL 32811 
866-422-5156 
medai.com  


Risk 
Navigator 


Software Population management\Physician 
profiling and measurement\Clinical 
surveillance\Outcome 
analysis\Predictive Analytics 


No mention   Vendor 
site 


MZI Analytics 407 
Wekiva Springs Rd, 
Suite 241, 
Longwood, FL 
32779 407-788-
1505 mzihc.com 


EZ-Analytics Software Benefits Administration  Works with 
ManagedCare.c
om to create 
HEDIS metrics 


Microsoft Windows 
2000, NT, and XP 


SQL Server  


SAS Cary NC 800-
727-0025 sas.com 


SAS for 
Health 
Insurance 


Software Fraud Detection and 
Prevention\Health and Condition 
Management\Actuarial 
Analysis\Customer Insight 


Used by NCQA 
to calculate its 
HEDIS 
measures 


HP/UX (Itanium, 
PA-RISC); IBM AIX, 
z/OS; Linux (32-
bit/64-bit); MS 
Windows (32-
bit/64-bit); Solaris 
(SPARC, x64) 


 In house 
or Vendor 
Site 


MedeAnalytics 
5858 Horton St, 
Suite 475, 
Emeryville, CA 
94608 510-379-
3300 
medeanalytics.com 


 Software ACO Technology 
Infrastructure\Payor-Provider 
Transparency\Hospital-Physician 
Revenue Cycle Intelligence 


Discuss HEDIS, 
but don't say if 
they calculate it 


Web-hosted   


MedAssurant 4321 
Collington 
Road\Bowie, 
Maryland 20716 
301-809-4000 
medassurant.com 


 Software Clinical and Quality 
Outcomes\Claims and Payment 
Integrity\Care Coordination and 
Enhancement\Healthcare Data 
Insights 


Yes, product is 
called “HEDIS 
Advantage.” 


   


iDashboards 700 
Tower Drive\Suite 
400\Troy, Michigan 
48098 888-359-
0500 
idashboards.com 


 Software Clinical Dashboard\Patient 
Metrics\Physician Scorecard. 
“Anvita Health also conducts 
retrospective batch analyses for 
better total population 
management, generating reports for 
traditional review of gaps in care, 
drug safety, HEDIS and other 
performance measures for pay for 
performance (P4P).” 


No mention Java 2 Enterprise 
Edition compliant 
application server 
that implements at 
least Servlet 2.3 
and JSP 1.2 


  


Harris Corp/CareFX 
7500 N. 
Dobson\Suite 
200\Scottsdale, AZ 
85256 480-833-
5010 carefx.com 


Fusionfx Software Clinical Information Access & 
Integration\Clinical Workflow 
Management\Performance 
Management & Improvement 


No mention    


Vantage Point 34 
Bridle Road\New 
Milford, CT 06776 
860-210-9049 
vantagepointinc.co
m 


SmartCare Software ACOs & Global Payment\Predictive 
Modeling\Pay-for-
Performance\Clinical Integration 


“Imports 
membership 
data to analyze 
eligibility and 
report on 
HEDIS and 
other quality 
measures.” 


Windows XP, Vista, 
7, Server OS 


Oracle, SQL 
Server 


 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 81 


Vendor Product Offering 
Type 


Focus HEDIS and 
Custom 


Host Operating 
Systems 


Database Data 
Location 


IBM 800-966-9875 
ibm.com/us/en/ 


InfoSphere 
Clinical 
Analytics 


Software Clinical analytics\Business 
intelligence\Healthcare intelligence 
dashboard\Data warehouse 
hardware/software 


Several 
references in 
more than one 
product 


Linux; Windows 
Server 


 In house 
or Vendor 
Site 


SDI Health 1 SDI 
Drive\Plymouth 
Meeting, PA 19462 
610-834-0800 
sdihealth.com 


 Service Analyzing the patient 
experience\Measuring healthcare 
systems\Integrating and 
warehousing information assets 


No mention    


Milliman 1301 Fifth 
Ave\Suite 
3800\Seattle, WA 
98101-2605 206-
624-7940 
milliman.com 


 Service Actuarial consulting services Milliman’s 
expertise 
comes from its 
cross-functional 
team of data 
validation 
consultants 
including 
consultants and 
analysts with 
HEDIS and 
other data 
metric 
validation 
experience. 


   


Total Benchmark 
Solution P.O. Box 
178, South Bend, IN 
46624 800-940-
0424 
totalbenchmarksolu
tion.com 


 Service Clarity with Benchmarks\Meaningful 
Metric Calculations\Context with 
Custom Peer Groups\Balanced and 
Optimized Performance 
Improvement 


HEDIS and 
Custom 


  Vendor 
site 


Anvita Health 7090 
Miratech Drive\San 
Diego, CA 92121 
858-554-1886 
anvitahealth.com 


CDS Plus Software Smart Clinical Decision 
Support\Analyzed In Real Time. 
“Anvita Health also conducts 
retrospective batch analyses for 
better total population 
management, generating reports for 
traditional review of gaps in care, 
drug safety, HEDIS and other 
performance measures for pay for 
performance (P4P).” 


HEDIS and 
Custom 


  Local or 
Cloud 


Strata Decision 
Technology 200 E. 
Randolph 
Street\49th 
Floor\Chicago, IL 
60601-6463 312-
726-1227 
stratadecision.com 


StrataJazz Software Management/Productivity 
Reporting\Rolling 
Forecasting\Service Line/Physician 
Planning\Financial/Strategic 
Planning 


No mention    


Interpoint Partners 
1230 Peachtree St 
NE\Suite 
2330\Atlanta, GA 
30309 
404-446-0050 
interpointpartners.c
om 


Opportuni-ty 
Explorer 


Software Hospitals\Physician Clinics\CFO 
Dashboards & Analytics\Forecasting 


No mention    
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Vendor Product Offering 
Type 


Focus HEDIS and 
Custom 


Host Operating 
Systems 


Database Data 
Location 


Expert Health Data 
Programming 
11122 SE 164th St, 
Renton, WA 98055 
888-709-5319 
ehdp.com 


VitalNet 
Health 
Statistics 


Software Community assessment\Data 
analysis, mining, query, & 
warehouse\Decision support\ICD 
database\Virtual data center 


No mention Windows, DOS, 
Unix/Linux, Web-
Based 


Proprietary Vendor 
site 


General Dynamics 
Information 
Technology 
Company One West 
Pennsylvania Ave., 
Suite 700, 
Baltimore, MD 
21204 410-832-
8315 
vips.com/index.cfm  


VIPS Software 
& 
Consultin
g 


Provider of healthcare data 
management, analytics, decision 
support, process automation, and 
related information technology 
solutions from customized IT to 
HEDIS® compliance reporting and 
physician performance 
measurement.  


Measures 
against HEDIS 
using the tool 
“SourceMeasur
es.” NCQA-
certified. 


   


OptumInsight 
(Ingenix) 12125 
Technology Drive, 
Eden Prairie, MN 
55344 888-445-
8745 
optumInsight.com 


United 
HealthCare 


Software 
& 
Consultin
g 


Sets the standard for the 
intelligence needed to make better 
business and health decisions 
through technology, information, 
analytics, and consulting 


Off the shelf 
and custom 
measures, 
consulting, 
products to sell, 
EHRs etc. 


   


Trans/Union LLC 
555 W. Adams, 
Chicago, IL 60661 
312-985-2391 
managedcare.com 


Managed 
Care.com 


Software  HEDIS reporting for physicians, 
custom programming, analytics 
available.  


Yes. And will 
program mods 
to HEDIS. Not 
NCQA-certified. 


  Vendor 
site 
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Exhibit G: Analytics and Quality Measurement Vendor  
Selection Criteria 


Required Information and 
Functionality 


Selection Importance 


  


Vendor name, address, phone #, 
email address 


Background check, references, online customer comments research 


Product (s) name Later research during review process 


Software solution includes 
production-ready, nationally 
approved, evidence-based 
measures. 


The HIX will need to determine what measure organizations to support (HEDIS, National 
Quality Forum, American College of Cardiology, etc.) and ensure the vendor already 
supports approved measures. Vendor needs to demonstrate production readiness. 


Software License Model; SaaS vs. 
licensed to be used on the HIX 
CPU? Either model is viable with 
other considerations. 


SaaS model 
 -Assume data will be gathered, formatted, and sent to the vendor’s site/CPU by the HIX. 
 -Measures will be calculated, etc. 
 -HIX personnel will have access to the data. 
 -Need to determine extent to which vendor processes the data (measure results only, 
registry processing, attribution processing, reporting) 
 -Comprehensive security analysis needs to be completed since data will be sent offsite 
(probably out of state). 
Licensed software managed on the HIX CPU. 
 -Software needs to be compatible with HIX operating system environment. Version 
control procedures need to be in place to keep operating system, related utilities, and 
vendor software in sync. 
 -Contract needs to be clear concerning ongoing vendor software maintenance.  


Other services available such as 
business consulting; training for 
HIX personnel; and customers such 
as providers, health plans, etc.? 


Require a basic level of technical HIX training as well as business process and procedure, 
data, and reporting training (train-the-trainer) in the implementation agreement. 
Vendor should assist in the evaluation of measure upgrades, data issues, other services, 
etc.  


Product Technical Requirements  If installing in-house: 
 -Operating system and supporting utilities 
 -Space demands 
 -Database architecture 
 -Security system protocol 
 -Vendor management/access 
 -Upgrade frequency 
 -External tables (i.e., procedure codes, diagnosis codes) required – or included? 
If SaaS model: 
 -Communications software/protocol requirements for HIX staff and end users (i.e., 
providers, consumers, and health plans) 
 -File/data format standards pre- and post-vendor processing 
 -Storage requirements pre- and post-vendor processing 
 -Other hardware requirements/options 


Accreditation Status – preferably 
the Product is NCQA-accredited. 


NCQA administers an accreditation program. Many organizations such as the State of 
Indiana require certain quality measurement subcontractors such as the MCOs to use 
accredited measurement software. Either the vendor must be accredited or, for instance, 
the MCO must. Preferably the product is. If not, the HIX may need to be. The 
accreditation process is comprehensive, time-consuming, and expensive. 
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Exhibit H: Healthcare Quality Still Improving Slowly, But Disparities Persist 


NewsBlaze.com 


FEB 28, 2011 


Newswise – Improvements in health care quality continue to progress at a slow rate - about 2.3 percent 
a year; however, disparities based on race and ethnicity, socioeconomic status and other factors persist 
at unacceptably high levels, according to the 2010 National Healthcare Quality Report and National 
Healthcare Disparities Report issued today by HHS’ Agency for Healthcare Research and Quality. 


The reports, which are mandated by Congress, show trends by measuring health care quality for the 
nation using a group of credible core measures. The data are based on more than 200 health care 
measures categorized in several areas of quality: effectiveness, patient safety, timeliness, patient-
centeredness, care coordination, efficiency, health system infrastructure, and access. 


“All Americans should have access to high-quality, appropriate and safe health care that helps them 
achieve the best possible health, and these reports show that we are making very slow progress toward 
that goal,” said AHRQ Director Carolyn M. Clancy, M.D. “We need to ramp up our overall efforts to 
improve quality and focus specific attention on areas that need the greatest improvement.” 


Gains in health care quality were seen in a number of areas, with the highest rates of improvement in 
measures related to treatment of acute illnesses or injuries. For example, the proportion of heart attack 
patients who underwent procedures to unblock heart arteries within 90 minutes improved from 42 
percent in 2005 to 81 percent in 2008. 


Other very modest gains were seen in rates of screening for preventive services and child and adult 
immunization; however, measures of lifestyle modifications such as preventing or reducing obesity, and 
promoting smoking cessation and substance abuse saw no improvement. 


The reports indicate that few disparities in quality of care are decreasing, and almost no disparities in 
access to care are declining. Overall, blacks, American Indians and Alaska Natives received worse care 
than whites for about 40 percent of core measures. Asians received worse care than whites for about 20 
percent of core measures. Hispanics received worse care than whites for about 60 percent of core 
measures. Poor people received worse care than wealthy people in about 80 percent of core measures. 


Of the 22 measures of access to health care services tracked in the reports, about 60 percent showed no 
improvement and 40 percent worsened. On average, Americans report barriers to care one-fifth of the 
time, ranging from 3 percent of people saying they were unable to get or had to delay getting 
prescription medications to 60 percent of people saying their usual provider did not have office hours on 
weekends or nights. Among disparities in core access measures, only one - the gap between Asians and 
whites in the percentage of adults who reported having a specific source of ongoing care - showed a 
reduction. 


Each year since 2003, AHRQ has reported on the progress and opportunities for improving health care 
quality and reducing health care disparities. The National Healthcare Quality Report focuses on national 
trends in the quality of health care provided to the American people, while the National Healthcare 
Disparities Report focuses on prevailing disparities in health care delivery as it relates to racial and 
socioeconomic factors in priority populations.  
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7. Evaluate Costs Based on Alternative and Ongoing Management 
Models 


Objective 


To identify implementation and maintenance costs, including staffing, estimated setup, and ongoing 
costs for recommended technology and data approaches, as well as setup and ongoing costs for 
methods of making useful profiles available in a useful form to consumers. 


Summary 


IHIE has defined and described three basic options around health plan and provider quality 
measurement processing to support consumer comparison. Within those options are outlines of 
multiple implementation approaches. 


 Option A: Payor Quality Only, Self-Reported—the easiest, simplest, and potentially least 
expensive, will support health plan measure reporting only through a health plan self-reporting 
program. 


 Option B: Payor Quality Only, State-Derived—payor claims and enrollment data are collected in 
a data warehouse, then measures are calculated and results are reported and posted. This 
option could be developed in-house or outsourced. 


 Option C: Add Provider Quality—in addition to reporting payor quality (under either Option A or 
Option B), clinical data from providers and payor claims and enrollment data are collected in a 
data warehouse, and then provider quality measures are calculated and results are reported and 
posted11. This option also could be developed in-house or outsourced. 


The following table shows a high-level comparison of rough costs: 


 


Table 8: Cost Comparison 


 In-House Outsource 


 One-Time Annual One-Time Annual 


Option A 
Health Plan Quality Only 


(“self-reported”) 


Small 
(less than $120k) 


$420 - 450K 
Small 


(less than $120k) 
$420 - 450K 


Option B 
Health Plan Quality Only 


(State-Derived) 
$1.2M $1.6M – 1.7M 


Small 
(less than $120k) 


$2.0M 


Option C 
Add Provider Quality $8.0M $3.7M – 4.1M 


Small 
(less than $120k) 


$3.6M 


 
                                                           
11


 Option C could be implemented using only claims and enrollment data from payors; however, as discussed in Chapter 2, 
producing provider-level quality measures using only claims and enrollment data from payors limits the types of provider-level 
quality measures that can be produced. 







 


CONFIDENTIAL AND PROPRIETARY; ©2012 Indiana Health Information Exchange, Inc. (IHIE) 
All rights reserved. This document contains confidential information that may not be reproduced, redistributed, or disclosed without the express written consent of 
IHIE. Any protected health information contained in this document is subject to additional contractual and legal restrictions. If you are unable or unwilling to 
maintain the confidentiality of this document and comply with the foregoing requirements, please return this document to IHIE without making or retaining any 
copies. Your acceptance and retention of this document constitute your agreement to maintain its confidentiality and comply with the foregoing requirements. 


 Page 86 


Cost templates for each of the options are included (see Chapter 3) with primary cost drivers identified 
to enable modeling various scenarios. Cost estimates are based upon a member population of one 
million. The options are additive; choosing Option C would encompass the functions of Option A and 
Option B. 


 


Table 9: Detailed Costs 


 Cost Drivers 


Cost Categories Option A Option B Option C 


Internet Portal and Connection X X X 


Data Center X X X 


Software Labor X X X 


Subscriptions X X X 


Maintenance  X X 


Interfaces & Mapping  X X 


Project Management  X X 


Professional Services  X X 


Training & Support   X 


Option A: Payor-Reported Results 


To satisfy the requirement for publicly reporting payors’ quality measures, Option A requires payors to 
self-report the results of the selected quality measures to the HIX. Typically, payors using the HEDIS 
measures report once per year as of the prior year. This is the least costly method, requiring the state to 
staff and implement only management, quality, and auditing functions to review payor submissions and 
procedures. When all the data have been accumulated, they would be published on a Website. 


In-house staffing costs are presented for Option A; these functions could be outsourced with the 
appropriate internal management. Due to the minimal staffing requirements for this option, outsourcing 
would depend upon negotiating a comparable staffing agreement. 


Initial, one-time costs are limited to Internet, a Web-hosting setup and portal development. The costs to 
construct a Website to report payor-provided information and integrate it into the HIX portal are 
represented by the one-time costs. 


Ongoing costs are predominately comprised of the software function’s labor component. This includes 
staff to manage quality and audit payor submissions and procedures, as well as the ability to maintain 
the Web portal. Also included are Web connectivity, hosting services, and subscriptions for 
measurement definition publications. The position that audits payor submissions likely would require 
the measurement definition publications as a reference. 
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Table 10: Option A Costs by Year 


Option A Summary One-Time 2013 2014 2015 


Internet Portal and Connection $120,000 $10,000 $10,300 $10,609 


Data Center $0 $72,000 $72,000 $72,000 


Software (Labor) $0 $327,000 $340,080 $353,683 


Subscriptions $0 $11,830 $12,185 $12,550 


 $120,000 $420,830 $434,565 $448,843 


Option B: Payor-Supplied Claims 


An alternative is to have all payors submit patient-level claims data collected into an APC repository out 
of which quality measures will be calculated then compiled for publication. Although Option A has the 
lowest overhead costs and is the simplest to implement, Option B has the advantage of providing a 
consistent, neutral approach to ensuring that all payors are reported equally on their quality measure 
results. It also allows the repository to be used for other purposes such as calculating risk adjustment 
and other such statistical measurements, assuming claims data are needed in those functions. 


In-House: One-Time Costs 


Initial, one-time costs include the components of Option A with the addition of hardware and software 
infrastructure required to hold and process the claims data. This purpose-built infrastructure will be 
needed regardless of other data stores that exist. The portal infrastructure, service integration, and 
consulting services would be more complex than Option A. Therefore, the initial costs associated with 
the Internet are substantially higher. Finally, costs are associated with receiving the data, transforming 
them as required, and loading them into the database. All new data sources require an assessment to 
build the transformations so that the data can be loaded into a normalized database to calculate the 
measures. HIPAA regulations adopted certain standard transactions for Electronic Data Interchange 
(EDI) of healthcare data to include specific code sets for diagnoses and procedures to be used in all 


Internet 
$10,000 


2.4% 
Data Center 


$72,000 
17.1% 


Software (Labor) 
$327,000 


77.7% 


Subscriptions 
$11,830 


2.8% 


2013 Ongoing Costs 
Total: $420,830 
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transactions. These code sets will be used to measure calculations, eliminating the need for the more 
costly semantic normalization process required in Option C. Formatting and field manipulation will be 
handled by typical database extract, transform, and load (ETL) toolsets, eliminating the need for a 
healthcare integration engine. This software is included in the initial software category as part of the 
database licensing. 


 


In-House: Ongoing Costs 


The largest ongoing cost for Option B is also the labor component of the software function. The staff 
includes more resources to manage both the quality and auditing of payor submissions and procedures 
and the HIX’s internal processes and measures. Additional resources will also be required to maintain 
the more complex Web portal. The second-largest component is the data center infrastructure, 
including the operations and information systems security. The data center costs are consolidated to 
reflect either a managed service-hosting arrangement or the system could be hosted in a State facility if 
one exists with the capacity. Due to the systems’ small footprint, IHIE does not recommend building out 
facilities to support the initiative. The maintenance category covers support contracts for both hardware 
and software components at an industry-standard planning factor of 20% of the original costs. The third-
largest component is integration, which reflects the minimum staffing levels required to maintain the 
data feeds, transformations, and data loads of the payor data. Integration staffing will be driven by the 
number of data sources as indicated by the “support factor” in the model. However, in an in-house 
model, a minimum staffing level must be maintained to support even a small number of data sources. 
Since data will be transmitted, stored, and processed, legal support will be required from both a privacy 
and data-use agreement perspective. This is reflected in professional services. Project management 
costs are driven by new data sources being the source of new projects. With the minimal amount of 
data sources in this option, it is likely that the services will be utilized on a contract basis. The remaining 
ongoing costs are Internet connectivity and subscriptions that do not differ from Option A. 


  


Internet 
 600,000  


51.8% 
Data Center 


 378,000  
32.6% 


Software 
 133,500  


11.5% 


Integration 
 46,500  


4.0% 


One-Time Costs 
Total: $1,173,000 
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Table 11: Option B Costs by Year 


Option B Summary One-Time 2013 2014 2015 


Internet Portal and Connection $600,000 $10,000 $10,300 $10,609 


Data Center $378,000 $391,432 $418,351 $430,901 


Software $133,500 $516,911 $537,451 $558,915 


Maintenance $0 $102,300 $105,294 $108,288 


Subscriptions $0 $11,830 $12,185 $12,550 


Integration $61,500 $327,000 $340,080 $364,770 


Project Management $0 $120,000 $0 $20,800 


Professional Services $0 $208,000 $216,320 $224,973 


 $1,173,000 $1,687,472 $1,639,981 $1,731,806 


Outsource 


The claims data could be forwarded or submitted to an external entity that would calculate the 
measures. That entity could either return the measures as the payors would do in Option A or provide a 
reporting portal. Based upon IHIE’s experience with well-known vendors, an external provider could 
perform the measure functions and provide the reporting for a population of one million for an 
estimated $1.5 million annually. There would still be a requirement for the functions covered within 
Option A. As a result, the overall expected costs for the outsourced solution should still be below $2 
million annually. Depending upon the scope and term of the outsourcing agreement, there may also be 


Internet 
 10,000  


0.6% 
Data Center 


 391,432  
23.2% 


Software 
 516,911  


30.6% 


Maintenance 
 102,300  


6.1% 


Subscriptions 
 11,830  


0.7% 


Integration 
 327,000  


19.4% 


Project 
Management 


 120,000  
7.1% 


Professional 
Services 
 208,000  


12.3% 


2013 Ongoing Costs 
Total: $1,168,472 
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initial setup costs. These are conservative estimates since it was beyond the scope of this engagement 
to obtain actual quotes from vendors. 


Option C: Provider Quality Measurements 


To perform provider quality measurements, regardless of the method chosen to obtain and manage 
data, some key critical functions will need to be performed in order to use clinical data to measure 
provider quality. In addition to claims data from payors, clinical data from hospitals, laboratories, 
medical groups, etc. must be included. Additionally, a global registration management for patients and 
providers is required, as well as a patient-to-provider attribution. 


In-House: One-Time Costs 


Integration drives the large cost increases in Option C. Clinical data will come from a large number of 
varied sources. These clinical data will also require semantic normalization and the mapping of local 
code sets to standardized code sets to enable measurements using data from multiple sources. This 
combination of a large number of data sources along with the additional cost of semantic normalization 
results in integration consuming 81% of the initial costs and driving an increase of almost eight times the 
initial costs of Option B. This is the cost of acquiring the data, and it is necessary to provide meaningful 
comparisons of provider quality. Data center and software costs have also increased compared to 
Option B, reflecting the need to store and process more data, which requires more infrastructure. 
Internet costs have remained the same. Presumably, a method for provider reconciliation of data could 
be incorporated into the portal within the allocated budget. 


 


  


Internet 
$600,000 


7.5% 
Data Center 


$626,000 
7.8% 


Software 
$251,320 


3.2% 


Integration 
$6,500,000 


81.5% 


One-Time Costs 
Total: $7,997,320 
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In-House: Ongoing Costs 


The increased complexity of data acquisition from a large number of sources increases project 
management cost in order to manage the integration projects. The integration staff needed increases in 
proportion to the increased number of data sources and expectations of additional maintenance and 
monitoring requirements. It is likely that acquiring data from sources in a variety of formats (HL7, CSV, 
XML, etc.) will require healthcare integration engine software. The open-source Mirth platform is apt 
due to its use in other state agencies. Mirth has no initial acquisition cost, but an ongoing support 
contract is recommended and included in the maintenance category. All other ongoing cost categories 
except training and support are the same as Option B. The costs are proportional to the additional scope 
and scale of Option C. 


The training and support category was added in Option C specifically to support the providers. The help-
desk function will respond to questions regarding the portal, reconciliation, and integration. The training 
and support category includes these costs; however, it could be integrated into the HIX call center 
function with agents specifically training to support the provider quality program. The help-desk agents 
would also be responsible for validating the provider directory quality by calling to verify conflicting 
information received from multiple sources or audit change requests. This cost category also contains 
resources that would train providers on the program, help them understand the measures, and provide 
assistance with reconciliation or acquiring additional data sources to ensure accuracy. Finally, the 
category contains resources to administer and respond to application issues the help desk cannot 
resolve. 


 


  


Internet 
$10,000 


0.3% 
Data Center 


$391,432 
10.4% 


Software 
$616,911 


16.3% 


Maintenance 
$175,464 


4.6% 


Subscriptions 
$11,830 


0.3% 


Integration 
$693,525 


18.4% 


Training and Support 
$669,700 


17.7% 


Project 
Management 


$1,000,000 
26.5% 


Professional Services 
$208,000 


5.5% 


2013 Ongoing Costs 
Total: $3,776,861 
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Table 12: Option C Costs by Year 


Option C Summary One-Time 2013 2014 2015 


Internet Portal and Connection $600,000 $10,000 $10,300 $10,609 


Data Center $626,000 $391,432 $418,351 $430,901 


Software $251,320 $616,911 $641,451 $667,075 


Maintenance $0 $175,464 $178,458 $181,452 


Subscriptions $0 $11,830 $12,185 $12,550 


Integration $6,500,000 $693,525 $1,397,266 $1,523,461 


Training and Support $0 $669,700 $696,488 $940,668 


Project Management $0 $1,000,000 $104,000 $114,400 


Professional Services $0 $208,000 $216,320 $224,973 


 $7,977,320 $3,776,861 $3,674,819 $4,106,088 


Outsource 


There has been significant community investment in the Indiana Network for Patient Care (INPC) as a 
repository of clinical data from a wide variety of sources. As discussed in the in-house section, acquiring 
and aggregating clinical data through a syntax and semantic cleansing process entail significant one-time 
and ongoing costs. Data in the INPC have had these processes applied already. The INPC is the data 
source for the IHIE QHF provider quality program. The existing infrastructure and program make this a 
potential candidate for outsourcing provider quality measurement. It is estimated that an outsource 
arrangement of this kind could be achieved for one million members at an approximate cost of $3 
million annually and significantly lower one-time costs than for an in-house program. Just as in Option B, 
the requirement for the functions within Option A remains. As a result, the overall expected costs for 
the outsourced solution should still be below $3.6 million annually (see table 14). 


Conclusion 


Complexity and costs rise from Option A through Option C. The simplest, Option A, requires some staff 
to manage the process and quality. IHIE anticipates that these functions are still required in Option B 
and C even with an outsourcing partner. If the State chooses Option B or C, IHIE recommends seriously 
considering an outsource option due to both the costs (especially higher one-time costs) and the clinical 
and the technical skill sets required for execution. 
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Chapter 3: Recommendations 


Overview 
This plan outlines recommendations and high-level implementation steps to generate, incorporate, and 
present payor and, if the State chooses, provider quality data and performance measures into a 
potential Indiana-based HIX. 


Summary and Recommendation 
Three basic options for incorporating quality data into a HIX are discussed in detail in Chapter 2 and 
summarized below: 


 Option A: Payor Quality Only, Self-Reported—the easiest, simplest, and potentially least 
expensive, will support health plan measure reporting only through a health plan self-reporting 
program. 


 Option B: Payor Quality Only, State-Derived—payor claims and enrollment data are collected in 
a data warehouse, then measures are calculated and results are reported and posted. This 
option could be developed in-house or outsourced. 


 Option C: Add Provider Quality—in addition to reporting payor quality (under either Option A or 
Option B), clinical data from providers and payor claims and enrollment data are collected in a 
data warehouse, and then provider quality measures are calculated and results are reported and 
posted12. This option also could be developed in-house or outsourced. 


IHIE recommends Option A if the State elects to include only payor-level quality information in the HIX. 
If the State decides to include both payor-level and provider-level quality information in the HIX, then 
IHIE recommends Option C, in addition to Option A. 


Assumptions 
The following recommendations include the physical implementation (hardware and software) and 
suggestions concerning provider measures and reporting. In forming the recommendation, IHIE made 
the following assumptions: 


 The State will define participation requirements for all qualified health plans offered via the HIX. 


 The plan participation requirements defined by the State will include: 


 Essential benefits (benefit plan content and cost) as defined in the federal regulation. 


 Required quality reporting as defined in the federal regulation. 


  


                                                           
12


 Option C could be implemented using only claims and enrollment data from payors; however, as discussed in Chapter 2, 
producing provider-level quality measures using only claims and enrollment data from payors limits the types of provider-level 
quality measures that can be produced. 
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 The final federal regulation will require nationally accepted, evidence-based measures for payor 
quality reporting, such as HEDIS, but will not require provider quality reporting. 


 For reasons including risk adjustment, the State will require participating plans to submit claims 
data. 


Detailed Recommendations 
As explained in Chapters 1 and 2, the State has two overarching decisions to make with respect to 
quality reporting: 


 How should health plan quality reporting be implemented? 


 Should Indiana’s HIX develop or sponsor a statewide provider quality reporting system and, if so, 
how might this be accomplished? 


The plan recommended below addresses both decisions. The recommended approach can be 
summarized as follows: 


 Health Plan Quality Reporting: To meet the minimum payor quality reporting requirements, the 
state should execute Option A—requiring plans to self-report their measures. 


 Provider Quality Reporting: Going beyond Option A requires the State to weigh the significant 
additional cost associated with provider reporting against the compelling case for the value of 
including these data. If the State chooses to include provider quality in the HIX, it should execute 
Option C. 


 To avoid the nearly $8 million in up-front capital costs associated with developing a 
program, the State should outsource Option C to a capable vendor partner. 


 When determining the outsource arrangement, the State should consider the overall 
context of the data-gathering decisions and infrastructure investments it has made to 
support a HIX. 


 Analytics Opportunity: If, and only if, the State executes Option C, it will have made the core 
investment needed to perform valuable data analytics and, while outside the scope of HIX 
quality reporting, the State should be aware of this potential additional value. 


Health Plan Quality Reporting 


IHIE recommends that the State execute Option A and require all participating health plans to report the 
payor quality measures required under yet-to-be released federal rules for all of their Indiana covered 
lives. This approach is recommended because: 


 Many health plans already produce quality measures, so this requirement would not add to 
their costs. 


 Few economies of scale would create value if the State undertakes this responsibility, partly 
because many nationally recognized quality standards require survey information (12 of the 77 
HEDIS measures13), chart reviews (16 HEDIS measures), and internal plan information (2 HEDIS 
measures) that are specific to each plan. The number of chart reviews and surveys is a function 


                                                           
13


 See Appendix 2, Data Analysis. 
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of the number of health plans, not a function of their aggregate size. (HEDIS requires health 
plans to obtain a fixed number of samples, regardless of a plan’s size.) 


 Nationally recognized measures, such as HEDIS, are well-understood, nationally accepted, 
evidence-based, and NCQA-approved, and have become an industry standard for evaluating 
health plan performance. 


 Each measure is well-documented and supported by current scientific evidence. 


 An inclusive national process already exists for developing new measures and retiring outdated 
measures. 


 NCQA has certified a well-developed set of auditing standards and a selection of auditors to 
conduct HEDIS audits. 


IHIE recommends that all health plans that wish to participate in the HIX be required to report the 
federally required payor quality measures to the HIX annually and provide the State with an audit report 
verifying the measures’ accuracy. IHIE also recommends that the measures cover all of the health plans’ 
covered lives in Indiana (not simply HIX members), to avoid adding to health plan expense by requiring 
measures for a subset of a carrier’s participants. 


Some small carriers may not currently produce HEDIS. To facilitate these carriers’ participation in the 
HIX, IHIE recommends that the State contract with an organization that is certified to produce HEDIS 
reports and allow small carriers to purchase HEDIS reporting services from the selected vendor. The 
purpose is to allow small carriers to get help with HEDIS reporting at a reasonable price. 


If the Federal Government were to require more or different measures than HEDIS, the State would add 
these measures to those it required of participating plans. IHIE would expect health plans (most of 
which have licenses in multiple states) to quickly acquire the ability to report the new measures to 
comply with any federal requirements. 


To implement the above approach, IHIE recommends adopting Option A as outlined in Chapter 2, Part 3, 
“Identify Potential Processes for Collecting, Managing, and Processing Data” beginning on page 40. 


Implementing the Recommendation 


1. Option A requires health plans to self-report the results of the quality measures to the HIX, 
which then formats and posts the results to the HIX Website. Typically, health plans producing 
HEDIS measures report annually as of the prior year. Therefore, the timeliness of information is 
a consideration, but that timeframe is currently accepted nationally. 


2. This model is the least expensive in terms of overhead and personnel costs, and is the simplest 
to implement because it makes health plans responsible for calculating the quality measures 
and submitting the results to the HIX. If a health plan does not calculate its own quality 
measures, it will need to contract that function with a vendor. Multiple health plans (1 – n) will 
submit measured results data to the HIX, which then will store the data for each health plan for 
each reported period. When all the data have been accumulated, they will be published on 
either a Website or in some other media as required. 
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The process for this approach is illustrated as follows: 


Figure 12: Option A Process 
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A summary of estimated costs appears below. Details are documented in Chapter 2, Part 7, “Evaluate 
Costs Based on Alternative and Ongoing Management Models.” 


Table 13: Option A Cost Summary 


Option A 
Summary 


One-Time 2013 2014 2015 


Internet $120,000 $10,000 $10,300 $10,609 


Data Center $0 $72,000 $72,000 $72,000 


Software (Labor) $0 $327,000 $340,080 $353,683 


Subscriptions $0 $11,830 $12,185 $12,550 


 $120,000 $420,830 $434,565 $448,843 


The State needs to appoint a team or contract with a vendor to develop the site. Chapter 2, Part 3 is an 
excellent starting point for identifying considerations, lessons learned from other communities, and 
references to sites that provide examples of consumer-oriented programs. The site should be designed 
according to the final HIX rules and what else the State decides to implement (e.g., provider 
measurement). The Website project needs to consider consumers who don’t have access to the Web or 
other electronic tools. 
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Ideally, consumers will be able to easily and intuitively log in, select health plans that offer benefit 
packages that meet their personal needs, select providers networked with their health plan that are 
easily accessible to them, and, if a consumer is interested, be able to evaluate plans and providers based 
on more than cost and geography. 


Assuming the initial HIX implementation is to present health plan comparison information, the initial 
Website will not need to support provider measurement results or comparisons. That issue is discussed 
in provider-level reporting below. It would be helpful if the decision on provider-level quality reporting 
were already made or at least considered during the design of the Website and consumer engagement 
program. 


Provider Quality Reporting 


The second question is whether the State will develop or sponsor a system to make provider-specific 
quality reports available to patients via the HIX. Going beyond health plan reporting requires the State 
to weigh the significant additional cost associated with provider reporting against the compelling case 
for the value of including these data. As discussed in Chapter 2, this type of information is available in 
several states, and many stakeholders in Indiana want this information to be available. Ultimately, the 
decision to provide provider-specific quality reports will be determined by their value as perceived by 
the State. If the State chooses to include provider quality in the HIX, it should execute Option C. 


To avoid the nearly $8 million in up-front capital costs associated with developing a program, the State 
should outsource Option C to a capable vendor partner. When determining the outsource arrangement, 
the State should consider the overall context of the data-gathering decisions and infrastructure 
investments it has made to support HIX. This means, for example, considering what data will be 
gathered and what data warehousing or analysis capacity will be built or purchased for other reasons 
related to creating and operating a HIX. These consideration could influence the state’s decision to seek 
an existing turnkey provider quality program (e.g., simply post-quality measures created by a third party 
on the HIX site) or outsource components of a program it does not already have. 


Table 14, below, shows the estimated costs for Option C comparing in-house and outsource options. 
Supporting the recommendation to outsource is the avoidance of nearly $8 million in expected costs. 


Table 14: Options C In-House vs. Outsource Cost Comparison 


 In-House Outsource 


 One-Time Annual One-Time Annual 


Option C 
Add Provider Quality $8.0M $3.7M – 4.1M 


Small 
(less than $120k) 


$3.6M 
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The following implementation steps and cost estimates of developing and maintaining a provider quality 
process help to illustrate such a program’s complexity and support the recommendation to outsource. 


1. Develop or purchase and then staff a repository that can store claims and clinical information 
and use that information to report provider quality measures using national standards. 
Measuring provider quality, regardless of the method chosen to obtain and manage data, 
requires some critical functions to be performed in order to utilize clinical data for the 
measurements. In addition to claims data from health plans, clinical data from hospitals, 
laboratories, medical groups, etc., will need to be included in a repository. There will also be the 
need for a global registration management process for patients and providers, as well as 
patient-to-provider attribution. These capabilities need to be developed or acquired. 14 


2. Select standard measures for reporting. 


a. Develop a Measures Committee. The purpose of this group will be to select measures 
appropriate for the State. This might be a small committee representing health plans, 
physicians, consumers, and employers. HIX management should be the convener/facilitator. 


b. Identify State healthcare focuses (well child, diabetes management, women’s health, etc.). 


c. While the Measures Committee members provides input, the State Health Commissioner, 
with input from county and other health entities, should also influence recommendations. 


d. Consider data’s cost and availability. Many measures can be calculated fairly inexpensively 
using medical claims, pharmacy claims, and electronic feeds from pharmacy benefits 
managers and labs (e.g., SureScripts, Quest, MACL). Manually extracting data from patient 
charts or entering data from faxed materials is not cost-effective and often results in 
incomplete data. The viability of collecting data to support measurement calculation and 
analysis is influenced by the availability of data and the cost of collecting them. 


e. Select nationally accepted (e.g., HEDIS, NQF) measures in support of the State’s healthcare 
focus. Chapter 2, Part 2, Table 3 (Claims versus Clinical data; see page 37) is a 
comprehensive crosswalk of measures that health plans commonly use. The Measures 
Committee should select the appropriate ones for Indiana with input from state and county 
health officials. 


3. Require participating health plans to contribute claims and enrollment data to the HIX. Claims 
and enrollment data are vital to gathering the volume of information necessary to fairly 
evaluate provider performance at the level of individual medical groups or hospitals. 


4. Begin the process with claims data. The repository can then add clinical data collected from 
hospitals, labs, and physician offices to the database over time. (See Chapter 2, Part 2.) There is 
great value in adding clinical data to measure development to improve the information’s 
accuracy, timeliness, and usefulness. Chapter 2, Part 2, Table 3 (Claims versus Clinical data) is a 
comprehensive crosswalk of measures. Traditional claims data are adequate to measure 
whether certain events occurred and within what timeframes, but it does not measure 
outcomes or results. For diabetes, cholesterol, and heart health management, results are 
crucial, not only to measure provider practices, but also to improve patient care. 


                                                           
14


 It should be possible to develop this information much less expensively if an existing quality measurement program were 
used. For example, IHIE’s Quality Health First® program produces 20 provider-specific measures today for over 2,000 primary 
care physicians in Indiana. 
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Both providers and health plans understand and desire the integration of data from multiple 
health plans, as well as the addition of clinical data. Together, the data provide a more 
complete, more accurate picture of the patient’s health status than claims data alone. Current 
health plans do not want to require a physician to perform a test that was recently completed 
when the patient was in a different health plan. A physician doesn’t need to perform additional 
tests completed recently by another physician. 


5. Obtain measurement results and post them on the HIX Website. The Option C model is outlined 
in Chapter 2, Part 3 (“Identify Potential Processes for Collecting, Managing, and Processing 
Data”). 


The process for this approach is as follows: 


Figure 13: Option C Process 
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This measure development and reporting function adds costs in terms of technology and personnel, but, 
in addition to providing the benefits of provider-level quality reporting, creates a significant data 
repository that may be useful to the State in the future. 
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Develop Analytics 


If, and only if, the State executes Option C, it will have made the core investment needed to perform 
valuable data analytics and, while outside the scope of HIX quality reporting, the State should be aware 
of this potential additional value. Analytical review and reporting of medical or healthcare costs in 
Indiana has not yet been mentioned as a requirement in the PPACA. Though that function might be low 
on the implementation priority list initially, to ignore it would be a tremendous loss of opportunity for 
the HIX and the State. The Federal Government, through CMS and other organizations, is constantly 
researching data (for the most part, claims-only data) to assess healthcare quality, costs, access, trends, 
and adverse events. Chapter 2, Part 6 (“Identify Key Tools and Vendors that Profile Provider Quality”) 
discusses analytical uses of the data the HIX will collect. That part shows only examples of the kinds of 
analysis that can be completed by state actuaries, case managers, auditors, and program managers. 
Assuming that Medicaid data will be one of the sets of data collected by the HIX, cost reductions 
through provider efficiencies, fraud and abuse findings, and, most importantly, improved patient care 
can contribute to the HIX program’s sustainability. 


Additionally, again assuming Medicaid data will be included in the HIX, the HIX might complete certain 
reporting required of the contracted Medicaid Managed Care Organizations (MCOs). This would reduce 
MCO expenses and facilitate easier consolidated reporting across all MCOs. 


Many vendors and tools are available to support data analytical research. If the State makes the Option 
C investment discussed above, IHIE recommends considering acquiring or purchasing data analytic 
capability as a way of deriving additional economic value from the HIX investment. Chapter 2, Part 6 
provides a vendor and tool criteria grid that can inform future decision-making. 


There are several approaches to supporting the acquisition process and providing ongoing management 
and enhancement of the measurement and reporting results. More detailed discussion and direction-
setting is needs to occur to finalize an approach. Part 6 outlines the general roadmap and provides a 
representative list of vendors and different types of tools, depending on the specific analytics the State 
decides to pursue. 












Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose


Health Care Choices Individual 
Provider 2005 New York Other Clinical quality •Numeric data;    


•Year to year trends Print not indicated Decision Support AHRQ healthcarechoices.org n/a Report on volume of breast cancer surgeries 
performed by surgeons in New York


Health Grades Individual 
Provider 2003 National Vendor


•Clinical quality  
•Patient experience   


•Price or cost


•Numeric data;   
•Year to year trends Web site not indicated not indicated AHRQ healthgrades.com Fee Report on the quality and other characteristics of 


individual physicians across the country


Maine Health 
Management Coalition


Individual 
Provider 2010 Maine Other Clinical quality


•Symbols;           
•Point of comparison-


National standards 
and mix of quality 


ratings


Web site not indicated not indicated AHRQ mhmc.info/hospitals n/a Report on the quality of care provided by primary care 
physicians in Maine


Massachusetts 
Executive Office of 
Health and Human 


Services


Individual 
Provider Ongoing Massachusetts Government Clinical quality Numeric data Web site not indicated not indicated AHRQ mass.gov/healthcareqc n/a Report on the volume of procedures for surgeons in 


Massachusetts


National Committee for 
Quality Assurance 


(NCQA)


Individual 
Provider Ongoing National


Health care 
quality 


organization
Clinical quality


•Point of comparison-
NCQA standards;   


•Summary or 
composite score


Web site not indicated not indicated AHRQ recognition.ncqa.org n/a Report on quality of physicians (certain specialties) 
across the country


New Jersey 
Department of Health 
and Senior Services


Individual 
Provider 2009 New Jersey Government Clinical quality


•Numeric data;     
•Bar graphs;       


•Point of comparison-
State avg;             


•Year to year trends


Print not indicated not indicated AHRQ
state.nj.us/health/healthca
requality/cardiacsurgery.s


html#CSR
n/a Report on quality of coronary artery bypass surgery 


performed by surgeons in New Jersey


New York State 
Department of Health


Individual 
Provider 2009 New York Government Clinical quality


•Numeric data;   
•Point of comparison-


State avg
Print not indicated not indicated AHRQ


health.state.ny.us/statistic
s/diseases/cardiovascular


/
n/a Report on the volume and outcomes of cardiac 


surgeries performed by physicians in New York State


New York State 
Department of Health


Individual 
Provider 2009 New York Government Clinical quality


•Numeric data;   
•Point of comparison-


State avg
Print not indicated not indicated AHRQ


health.state.ny.us/statistic
s/diseases/cardiovascular


/
n/a Report on the quality of cardiologists performing 


angioplasty in New York


Pennsylvania Health 
Care Cost Containment 


Council (PHC4)


Individual 
Provider Ongoing Pennsylvania Government •Clinical quality  


•Price or cost


•Numeric data;      
•Bar graph;   
•Symbols;          


•Rank order or tiers


Web site not indicated not indicated AHRQ phc4.org/cabg/ n/a
Report on the volume and outcomes of coronary artery 


bypass graft surgeries performed by physicians in 
Pennsylvania


Pennsylvania Health 
Care Cost Containment 


Council (PHC4)


Individual 
Provider 2005 Pennsylvania Government •Clinical quality   


•Price or cost


•Numeric data;   
•Symbols;           


•Point of comparison-
Expected performance


Web site not indicated not indicated AHRQ phc4.org/hipknee/ n/a Report on surgical care for joint replacement in 
Pennsylvania


Virginia Health 
Information


Individual 
Provider 2010 Virginia


Health care 
quality 


organization


•Clinical quality  
•Price or cost


•Numeric data;       
•Bar graphs; 
•Symbols;          


•Point of comparison-
State average


Web site not indicated not indicated AHRQ vhi.org/phys_ob.asp n/a Report on the quality of obstetrical services provided 
by physicians in Virginia


Albuquerque Coalition 
for Healthcare 
Quality/NCQA 


Accredited Health Plan 
Data


Medical 
Group/Clinic 2011 New Mexico Collaborative Clinical quality


•Numeric data;      
•Bar graphs;        


•Point of comparison-
National and State 


avg


Web site not indicated not indicated AHRQ/AF4Q abqhealthcarequality.org/r
eporting/medicalgroups/ n/a Report on quality of care provided by medical groups 


in Albuquerque


Summary of Public Reporting Programs







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Anthem Blue Cross Medical 
Group/Clinic 2008 California Health plan •Clinical quality 


•Patient experience


•Symbols;          
•Point of comparison-
Performance targets: 


Regional 
performance, 


Statewide 
performance;  
•Summary or 


composite score


Web site not indicated


Health plan pays 
bonuses to 


providers based on 
performance


AHRQ secure1.anthem.com n/a
Report on quality of large medical groups and 


independent practice associations available through 
this health plan


Better Health Greater 
Cleveland


Medical 
Group/Clinic 2010 Ohio Collaborative Clinical quality


•Numeric data;      
•Bar graphs;       


•Point of comparison-
Regional avg;    
•Summary or 


composite score


Print; web 
site Medicaid 


Provides 
comparative 


information for 
heart failure, 
diabetes, and 
hypertension


AHRQ/AF4Q betterhealthcleveland.org/ n/a Report on the quality of care provided by medical 
groups in the Cleveland area


Buyers Health Care 
Action Group (1997)


Medical 
Group/Clinic 1997 Minnesota Purchaser Patient experience •Numeric data;     


•Bar graphs Print not indicated
Comparative quality 
and relative cost of 


care systems
AHRQ n/a


Management of report  
transferred to Patient 
Choice Healthcare: 


patientchoicesignature.c
om/aboutpcs/consumers


urvey


Report on patients' experiences with care systems in 
Minnesota


Buyers Health Care 
Action Group (2001)


Medical 
Group/Clinic 2001 Minnesota Purchaser •Patient experience  


•price or cost


•Symbols;           
•Point of comparison-


Survey averages;    
•Summary or 


composite score


Print not indicated
Portray "value" by 
combining info on 
cost and quality


AHRQ n/a


Management of report  
transferred to Patient 
Choice Healthcare: 


patientchoicesignature.c
om/aboutpcs/consumers


urvey


Report on patients' experiences with care systems in 
Minnesota


California HealthCare 
Foundation


Medical 
Group/Clinic 1999 California Other •Clinical quality  


•Patient experience


•Numeric data;    
•Summary or 


composite score


Print-
Spanish 


only
Spanish


Newspaper 
supplement - one 


time in "La Opinion"
AHRQ n/a No longer available Report in Spanish on quality of medical groups in 


California


California Office of 
Patient Advocate


Medical 
Group/Clinic 2011 California Government •Clinical quality   


•Patient experience


•Numeric data;       
•Bar graphs;    
•Symbols;          


•Point of comparison-
National standards of 
care and cut points;    


•Summary or 
composite score; 


•Rank order or tiers


Web site Spanish, 
Chinese not indicated AHRQ opa.ca.gov n/a Report on quality of medical groups in California


Community Health 
Alliance


Medical 
Group/Clinic 2010 California Collaborative


•Clinical quality  
•Patient experience  


•Price or cost


•Numeric data;      
•Bar graphs;        


•Point of comparison-
State avg and national 


median;        
•Summary or 


composite score;    
•Rank order or tiers


Web site not indicated not indicated AHRQ
communityhealthalliance.
org/?p=find_quality_care&


report=physician
n/a


Report on the quality of care provided by medical 
offices in Humboldt County (also includes data on the 


quality of hospitals in Humboldt county







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Employer Health Care 
Alliance Cooperative 


(The Alliance)


Medical 
Group/Clinic 1999 Wisconsin Purchaser Patient experience


•Numeric data;      
•Bar graphs;        


•Point of comparison-
Best-in-nation 
benchmark;    


•Summary or 
composite score


Print


Alliance 
members 
(password 
protected 
access)


not indicated AHRQ n/a
password protected 
access for Alliance 


members only


Report on patients' experiences with medical groups in 
south-central Wisconsin


Greater Detroit Area 
Health Council


Medical 
Group/Clinic 2009 Michigan


Collaborative 
(Multi-


stakeholder 
Coalition)


Clinical quality


•Numeric data;     
•Bar graphs;      


•Point of comparison-
Southeast MI avg and 


performance of top 
20% in SE MI region; 


•Summary or 
composite score; 


Rank order or tiers; 
year to year trends


Web site not indicated not indicated AHRQ mycompare.org n/a Report on quality of care provided by physician 
organizations in SE MI area


Harvard Pilgrim Health 
Care/Harvard Pilgrim 
Health Care of New 


England


Medical 
Group/Clinic 2010 Maine, 


Massachusetts Health Plan Clinical quality


•Point of comparison-
National 90th 


percentile;          
•Rank order or tiers


Print
Other 


languages 
upon request


not indicated AHRQ


harvardpilgrim.org/portal/
page?_pageid=213,20149
8&_dad=portal&_schema


=PORTAL


n/a Health plan's listing of top-performing physician groups 
for adult and pediatric care 


Health Improvement 
Collaborative of 


Greater Cincinnati


Medical 
Group/Clinic 2010 Ohio Collaborative 


(Other) Clinical quality
•Numeric data;    


•Point of comparison-
National avg


Print not indicated not indicated AHRQ/AF4Q


the-
collaborative.org/Aligning
ForcesforQuality/Primary
CarePhysicianPerformanc
eReport/tabid/1343/Defau


lt.aspx


n/a Report on quality of care provided by medical groups 
in Greater Cincinnati area


HealthNet Medical 
Group/Clinic Ongoing California Health Plan •Clinical quality   


•Patient experience


•Symbols;          
•Point of comparison-


Health Plan's 
expectations; 
•Summary or 


composite score


Web site Available for 
CA only not indicated AHRQ


healthnet.com/portal/mem
ber/prvfinder/searchMedic
alGroupsForm.do?categor
y=DoctorSearch&topic=C
ompareMedicalGroups®io


n=CA


n/a Report on quality of medical groups available through 
health plan


HealthPartners Medical 
Group/Clinic 2008 Minnesota and 


Wisconsin Health Plan Clinical quality


•Numeric data;    
•Bar graphs; 
•Symbols;              


•Point of comparison-
Health partners' goals, 


state and national 
benchmarks; 
•Summary or 


composite scores; 
•Rank order or tiers;   
•Year to year trends


Print not indicated not indicated AHRQ healthpartners.com/portal/
145.html n/a Report on quality of care provided by clinics in 


Minnesota and Wisconsin


HealthPartners Medical 
Group/Clinic Ongoing Minnesota Health Plan •Clinical quality  


•Patient experience


•Symbols;          
•Point of comparison-


Survey averages, 
standards;    


•Summary or 
composite score


Web site not indicated not indicated AHRQ healthpartners.com/portal/
3418.html n/a Report on the performance of provider groups in 


Minnesota


Healthy Memphis 
Common Table/Health 
Care Quality Matters


Medical 
Group/Clinic 2011 Tennessee Collaborative 


(Other)
•Clinical quality   


•Patient experience


•Symbols;          
•Point of comparison-


National avg
Web site not indicated not indicated AF4Q healthcarequalitymatters.


org n/a Report on the performance of provider groups in 
Western Tennessee







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Kansas City Quality 
Improvement 
Consortium


Medical 
Group/Clinic 2009 Missouri Collaborative 


(Other)
•Clinical quality  


•Patient experience


•Numeric data;     
•Bar graphs;        


•Point of comparison-
National avg and 


Greater Kansas City 
area avg;     


•Summary or 
composite score; 


•Rank order or tiers


Web site not indicated not indicated AHRQ qualityhealthtogether.org/f
ind_quality_care.php n/a Report on the quality of care provided by medical 


groups in the Kansas City area


Maine – Quality 
Counts/Get Better 


Maine/Maine 
Healthcare 


Management Coalition


Medical 
Group/Clinic 2011 Maine Collaborative 


(Other)
•Clinical quality   


•Patient experience Symbols Web site not indicated not indicated AF4Q getbettermaine.org n/a Report quality information on Maine Doctors


Massachusetts Health 
Quality Partners


Medical 
Group/Clinic 2009 Massachusetts


Health care 
quality 


organization
Clinical quality


•Numeric data; 
•Symbols;         


•Point of comparison-
50th percentile and 
90th percentile for 


health plans 
nationally, and the 


statewide rate for all 
physicians for whom 


the 5 participating 
health plans reported 


the measure


Web site not indicated not indicated AHRQ mhqp.org/quality/clinical/c
qSearch.asp?nav=032400 n/a Report on clinical quality of physician networks in 


Massachusetts


Massachusetts Health 
Quality Partners


Medical 
Group/Clinic 2008 Massachusetts


Health care 
quality 


organization
Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;           


•Point of comparison-
Percentiles of all 


physician groups in 
the survey;         


•Summary or 
composite score


Web site not indicated not indicated AHRQ mhqp.org/quality/pes/pes
Search.asp?nav=031600 n/a Report on patients' experience with physician groups 


in Massachusetts


Minnesota Community 
Measurement


Medical 
Group/Clinic Ongoing Minnesota


Collaborative 
(Health plan; 


Provider)
Clinical quality


•Numeric data;    
•Bar graphs;       


•Point of comparison-
Avg % of patients who 


achieved all 5 goals 
among all participating 


clinics


Web site Diabetes 
patients


Focuses solely on 
Diabetes AHRQ thed5.org/ n/a Information on the quality of care provided by 


Minnesota clinics to patients with diabetes


Minnesota Community 
Measurement


Medical 
Group/Clinic Ongoing Minnesota


Health care 
quality 


organization


•Clinical quality   
•Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;           


•Point of compariso-
Clinic; medical group, 


and State avgs; 
•Summary or 


composite score; 
•Rank order or tiers; 
•Year to year trends


Web site Medicaid not indicated AHRQ mnhealthcare.org/ n/a Report on quality of clinics and medical groups in 
Minnesota and bordering communities







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
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Minnesota Department 
of Employee Relations


Medical 
Group/Clinic 2001 Minnesota, 


Wisconsin Government Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;         


•Point of comparison-
Survey avg; 


•Summary or 
composite score


Print No longer 
available not indicated AHRQ n/a n/a Report on patients' experience with medical groups in 


Minnesota


Minnesota Health Data 
Institute


Medical 
Group/Clinic 1999 Minnesota


Health care 
quality 


organization


•Clinical quality  
•Patient experience


•Numeric data;    
•Bar graphs; 
•Summary or 


composite score


Print not indicated not indicated AHRQ n/a n/a Report on patients' experience with clinics in 
Minnesota


Oregon Health Care 
Corp-Partnering for 


Quality Care


Medical 
Group/Clinic 2011 Oregon Collaborative 


(Other) Clinical quality Symbols Web site not indicated not indicated AF4Q partneringforqualitycare.o
rg n/a Compare quality of care in Oregon clinics


PacifiCare (part of 
United Healthcare)


Medical 
Group/Clinic 2009 California Health plan


•Clinical quality  
•Patient experience  


•Patient safety    
•Price or cost


•Numeric data; 
•Symbols;         


•Point of comparison-
Other medical groups 
under contract with 


PacifiCare; 
•Summary or 


composite score; 
•Rank order or tiers


Print not indicated not indicated AHRQ pacificare.com n/a Report on the quality of medical groups available 
through the health plan in California


Patient Choice Medical 
Group/Clinic 2009


Minnesota, North 
Dakota, 


Wisconsin


Collaborative 
(Health plan; 


Provider)


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data; 
•Symbols;          


•Point of comparison-
Avg of respondents; 


•Summary or 
composite score


Print not indicated Decision support AHRQ patientchoicesignature.co
m/aboutpcs/index.html n/a Report on quality of clinics in Minnesota and limited 


areas of western Wisconsin and North Dakota


Premera Blue Cross Medical 
Group/Clinic 2009 Washington Health plan


•Clinical quality; 
•Patient experience; 


•Price or cost


•Numerical data; 
•Bar graphs;        


•Point of comparison-
Avg of participating 
clinics and avg of 
other Washington 


clinics   •Year to year 
trends


Web site not indicated


Support 
collaboration 


among Washington 
medical groups and 


health plans to 
improve care


AHRQ
premera.com/stellent/grou
ps/public/documents/xcpr
oject/qsc09_overview.asp


n/a
Report on the quality of care provided by medical 
groups participating in a collaboration to improve 


quality in Washington State


Puget Sound Health 
Alliance


Medical 
Group/Clinic 2009 Washington Other Clinical quality


•Numeric data; 
•Symbols;           


•Point of comparison-
Regional avgs;      


•Rank order or tiers


Web site not indicated not indicated AHRQ wacommunitycheckup.org n/a Report on the quality of care from medical groups in 
the 5-county Puget Sound region of Washington State


South Central 
Pennsylvania


Medical 
Group/Clinic unknown South Central 


Pennsylvania
Collaborative 


(Other)
•Clinical quality; 


•Patient experience 


•Numeric data;       
•Bar graphs;            


•Point of comparison-
Community avg, 


national avg


Web site not indicated not indicated AF4Q aligning4healthpa.org n/a Compare quality information on area practices


Western Michigan - 
Alliance for Health


Medical 
Group/Clinic 2010 Western 


Michigan
Collaborative 


(Other) Clinical quality •Numeric data; 
•Bar graphs


Print not indicated not indicated AF4Q rethinkhealthy.org n/a Report on diabetes care quality results on selected 
medical groups in West MI
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Western New York - P2 
Collaborative Reaching 


for Excellence


Medical 
Group/Clinic unknown Western New 


York
Collaborative 


(Other) Clinical quality Symbols Web site not indicated not indicated AF4Q rx4excellence.org
Unable to acess without 


provider first and last 
name


See diabetes measures for adult primary care 
physicians


Wisconsin 
Collaborative for 


Healthcare Quality


Medical 
Group/Clinic 2009 Wisconsin


Health care 
quality 


organization


•Patient experience   
•Price or cost


•Numeric data;     
•Bar graphs Web site not indicated not indicated AHRQ wchq.org n/a Report on quality of medical groups in Wisconsin


Alliance Cooperative 
for Health Insurance 


Purchasing
Health Plan 1996 Colorado Purchaser •Clinical quality   


•Patient experience


•Numeric data;      
•Bar graphs;    
•Symbols;          


•Point of comparison-
Goals, avg of Denver 


plans


Print No longer 
available not indicated AHRQ n/a n/a Report on quality of health plans in Colorado


California Cooperative 
Healthcare Reporting 


Initiative (CCHRI)
Health Plan 2009 California


Health care 
quality 


organization
Patient experience


•Numeric data;     
•Point of comparison-


NCQA national avg 
and 90th percentile; 


CCHRI avg; 
•Summary or 


composite score


Web site not indicated not indicated AHRQ cchri.org/reports/hp_mem
ber_survey.html# n/a Report on experiences of HMO and PPO enrollees 


with health plans and medical groups in California


California Cooperative 
Healthcare Reporting 


Initiative (CCHRI)
Health Plan 2009 California


Health care 
quality 


organization


•Clinical quality   
•Patient experience


•Numeric data; 
•Symbols; •Point of 
comparison-NCQA 


national avg and 90th 
percentile; CCHRI 
unweighted avg


Web site not indicated not indicated AHRQ cchri.org/reports/hp_repor
t_card.html n/a Report on quality of health plans in California


California Department 
of Health Care Services Health Plan 2007 California Government •Clinical quality   


•Patient experience


•Symbols;             
•Point of comparison-
State avg for Medi-Cal 
Managed Care health 


plans;           
•Summary or 


composite score


Print Medicaid not indicated AHRQ
dhcs.ca.gov/individuals/P
ages/MMCDConsumerGu


ide.aspx
n/a Report on the quality of Medi-Cal Managed Care 


health plans in California


California Department 
of Insurance Health Plan 2009 California Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs; 
•Symbols;          


•Point of comparison-
National standards; 


•Summary or 
composite score; 


•Rank order or tiers


Web site Also in 
Spanish not indicated AHRQ


insurance.ca.gov/0100-
consumers/0070-health-


issues/0050-
ppo/index.cfm


n/a Report on the quality of care provided by the Preferred 
Provider Organizations (PPO) in California


California HealthCare 
Foundation Health Plan 1999 California Other Patient experience


•Numeric data; 
•Summary or 


composite score
Print Spanish only


No longer available; 
One-time news 


paper supplement
AHRQ n/a n/a Report in Spanish on enrollees' experiences with 


health plans in California


California Office of 
Patient Advocate Health Plan 2011 California Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
Cut points;      


•Summary or 
composite score; 


•Rank order or tiers


Web site
Available in 


Spanish, 
Chinese


Decision support AHRQ opa.ca.gov/index.aspx n/a Report on quality of health plans in California
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Centers for Medicaid 
and Medicare Services Health Plan Ongoing National Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs;         


•Point of comparison-
State and National 


avg;               
•Summary or 


composite score


Web site Also available 
in Spanish Decision support AHRQ


medicare.gov/MPPF/Inclu
de/DataSection/Questions


/Welcome.asp
n/a Comparative information on health plans available to 


Medicare beneficiaries nationwide


Colorado Business 
Group on Health Health Plan 2009 Colorado Purchaser •Clinical quality  


•Patient experience


•Numeric data;     
•Bar graphs;      


•Point of comparison-
Statewide avgs; 
national NCQA 


benchmark


Print Also available 
in Spanish Decision support AHRQ


cbghealth.org/cbgh/index.
cfm?LinkServID=E049392


D-D33F-F20A-
D2ED70858A72E914&sh


owMeta=0


n/a Report on quality of health plans in Colorado


Connecticut Insurance 
Department Health Plan Ongoing Connecticut Government


•Clinical quality  
•Patient experience   


•Price or cost


•Numeric data;     
•Bar graphs;        


•Point of comparison-
State avg


Print not indicated not indicated AHRQ ct.gov/cid/lib/cid/2009Man
ageCareOrganization.pdf n/a Report on the quality of health plans in Connecticut


Employer Health Care 
Alliance (Cincinnati, 


Ohio)
Health Plan 2000 Ohio Purchaser


•Clinical quality   
•Patient experience  


•Price or cost


•Symbols;          
•Point of comparison-


National avg; 
benchmark best 


practice;     
•Summary or 


composite score


Print not indicated No longer available AHRQ n/a n/a Report on cost and quality of health plans in Cincinnati


Florida Agency for 
Health Care 


Administration
Health Plan Ongoing Florida Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
State avg;      


•Summary or 
composite score; 


•Rank order or tiers


Web site Medicaid not indicated AHRQ floridahealthfinder.gov/ n/a Comparative information on the health plans in Florida


Ford Motor Company Health Plan 2005 National Purchaser
•Clinical quality   


•Patient experience   
•Price or cost


•Symbols;           
•Point of comparison-
National avg; top and 
bottom 10% of plans


Web site Ford 
employees


Decision support; 
No longer available AHRQ n/a Ford employees only Report on quality of health plans available to Ford 


employees


Detroit Area Health 
Council; Michigan 
Purchasers Health 


Alliance; Alliance for 
Health


Health Plan 2009 Michigan Other Clinical quality


•Numeric data;     
•Bar graphs;      
•Symbols;           


•Point of comparison-
NCQA 90th percentile;     


•Rank order or tiers


Print not indicated not indicated AHRQ
afh.org/doc/FINAL%20EV
8%2CONSUMERS%0GU


IDE%2010-30-08.pdf
n/a Report on the quality of health plans in Michigan


Iowa Department of 
Human Services Health Plan 2002 Iowa Government Patient experience


•Point of comparison-
Avg; Summary or 
composite score


Print Medicaid not indicated AHRQ n/a n/a Report on enrollees' experiences with health plans in 
Iowa


Iowa Department of 
Personnel Health Plan 1998 Iowa Government Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;           


•Point of comparison-
Survey avg; 


•Summary or 
composite score


Print No longer 
available not indicated AHRQ n/a n/a Report on consumers' experiences with their health 


plans in Iowa
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J.D. Power and 
Associates Health Plan 2009 National Vendor Patient experience


•Symbols;           
•Point of comparison-


Performance of all 
participating health 


plans;          
•Summary or 


composite score; 
•Rank order or tiers


Web site not indicated
Study analysis for 
companies within 


health care industry
AHRQ jdpower.com/healthcare/r


atings/health-plans/ n/a Report on consumer satisfaction with 35 large health 
plans


Jewish Federation of 
Metropolitan Chicago Health Plan 2009 Illinois Purchaser Patient experience •Bar graphs;      


•Symbols Print Employees


Published annually 
and varies in 
content and 
presentation 


strategies from year-
to-year based on 


input from the 
employees for 


whom it is designed


AHRQ n/a n/a Report on quality information of Chicago-area HMOs


Louisiana Department 
of Health and Hospitals Health Plan 2010 Louisiana Government •Clinical quality   


•Patient experience


•Numeric data;     
•Bar graphs;       


•Point of comparison-
Commercial plans - 
top 10% nationwide, 


top 10% South central 
region, Medicaid top 
10% nationwide and 


top 10% South 
central; •Summary or 


composite score


Web site Medicaid 


HEDIS measures 
for private plans; 
State Medicaid 
program; Pt. 


experience only for 
private health plans


AHRQ healthfinderla.gov/Compa
reQuality.aspx n/a Report on quality of health plans in Louisiana


Maryland Department 
of Health and Mental 


Hygiene
Health Plan 2009 Maryland Government •Clinical quality  


•Patient experience


•Symbols;          
•Point of comparison-


Plan avgs;       
•Summary or 


composite score


Print
Medicaid; 


Also available 
in Spanish


not indicated AHRQ dhmh.state.md.us/mma/h
ealthchoice/html/ n/a Report on performance of health plans participating in 


Maryland's Medicaid program


Maryland Health Care 
Commission Health Plan 2009 Maryland Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs; 
•Symbols;           


•Point of comparison-
Regional and National 


Health plan avgs; 
•Summary or 


composite score


Print not indicated not indicated AHRQ mhcc.maryland.gov/hmo/i
ndex.html n/a Report on quality of Commercial managed care plans 


in Maryland


Maryland Health Care 
Commission Health Plan 2010 Maryland Government •Clinical quality   


•Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;          


•Point of comparison-
Regional and national 


health plan avgs; 
•Summary or 


composite score


Print not indicated not indicated AHRQ mhcc.maryland.gov/hmo/i
ndex.html n/a Report on the quality of commercial managed care 


plans in Maryland







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Massachusetts Division 
of Healthcare Finance 


and Policy
Health Plan 2007 Massachusetts Government •Clinical quality   


•Patient experience


•Numeric data:    
•Bar graphs; 
•Symbols;           


•Point of comparison-
National avg; 
•Summary or 


composite score


Print not indicated not indicated AHRQ
mass.gov/Eeohhs2/docs/
dhcfp/r/pubs/07/mgd_care


_guide_07.pdf
n/a Report on quality of health plans in Massachusetts


Michigan Department of 
Community Health Health Plan 2009 Michigan Government Patient experience


•Point of comparison-
National avg from 


NCQA, Avg for 
vendors plans, 
National avg for 
Medicaid plans 
reporting to the 


CAHPS Database; 
•Summary or 


composite score


Print


Medicaid; 
Intended for 


public 
agency, not 
consumers


not indicated AHRQ
michigan.gov/mdch/0,160


7,7-132-2943_4860-
130530--,00.html


n/a Report on Medicaid beneficiaries' experiences with 
health plans in Michigan


Michigan Department of 
Community Health Health Plan 2010 Michigan Government •Clinical quality   


•Patient experience


•Symbols;          
•Point of comparison-


Statewide avg; 
•Summary or 


composite score


Print Medicaid not indicated AHRQ
michigan.gov/mdch/0,160


7,7-132-2943_4860---
,00.html


n/a Report on the quality of care provided to Medicaid 
beneficiaries by Michigan health plans


Michigan Department of 
Community Health Health Plan 2008 Michigan Government Clinical quality


•Numeric data;    
•Bar graphs; 
•Symbols;          


•Point of comparison-
Weighted State avgs, 


National avgs, and 
benchmarks;        


•Rank order or tiers;       
•Year to year trends


Print Medicaid not indicated AHRQ
michigan.gov/mdch/0,160


7,7-132-2943_4860-
39268--,00html


n/a Report on the clinical quality of care provided to 
Medicaid beneficiaries by Michigan health plans


Michigan Department of 
Energy, Labor & 


Economic Growth, 
Office of Financial and 
Insurance Regulation 


(OFIS)


Health Plan 2010 Michigan Government •Clinical quality   
•Patient experience


•Symbols;           
•Point of comparison-


National avgs 
provided by NCQA;     


•Summary or 
composite score


Print not indicated not indicated AHRQ


michigan.gov/documents/
dleg/v2.2_Welcome_to_th
e_HMO_Consumer_Guid
e_for_2009_313038_7.ht


m


n/a Report on the quality of HMOs in Michigan


Minnesota Department 
of Employee Relations; 


Buyers Health Care 
Action Group


Health Plan 2001 Minnesota
Collaborative 
(Government; 


Purchaser)
Patient experience


•Symbols;          
•Point of comparison-


Survey avg; 
•Summary or 


composite score


Print No longer 
available not indicated AHRQ n/a n/a Report on enrollees' experiences with health plans in 


Minnesota


Minnesota Department 
of Health Health Plan 2002 Minnesota Government Clinical quality Numeric data Web site Medicaid not indicated AHRQ health.state.mn.us/divs/hp


sc/hep/ n/a Report on the clinical quality of HMOs in Minnesota


Minnesota Department 
of Health Health Plan 2002 Minnesota Government Clinical quality


•Numeric data;     
•Bar graphs;         


•Point of comparison-
For some measures: 
Statewide avg or avg 


for reporting plans


Print Medicaid not indicated AHRQ
health.state.mn.us/divs/hp
sc/hep/publications/privat


emarkets/prof2001.pdf
n/a Report on the financial and quality performance of 


HMOs in Minnesota







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Minnesota Department 
of Health Health Plan 2000 Minnesota Government Clinical quality


•Numeric data;    
•Bar graphs;         


•Point of comparison-
Department's 


community health 
goals;                  


•Year to year trends


Print Medicaid not indicated AHRQ
health.state.mn.us/divs/hp
sc/hep/publications/privat


emarkets/profprt1.pdf
n/a Report on the clinical quality of Minnesota HMOs


Minnesota Health Data 
Institute Health Plan 1995 Minnesota


Health care 
quality 


organization
Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;         


•Point of comparison-
State average for 


specific type of plan


Print No longer 
available


Newspaper 
distribution during 
open enrollment 


(1995)


AHRQ n/a n/a Report on consumers' experiences with Minnesota 
health plans


Minnesota Health Data 
Institute Health Plan 2001 Minnesota


Health care 
quality 


organization


•Clinical quality   
•Patient experience


•Numeric data;      
•Bar graphs;      


•Point of comparison-
State avg for plans;     


•Summary or 
composite score


Print
Medicaid; No 


longer 
available


Distributed to 
Medicaid 


enrollment offices 
at county level


AHRQ n/a n/a
Report on quality of care provided to Medicaid and 
MinnesotaCare beneficiaries by Minnesota health 


plans


Missouri Department of 
Health and Senior 


Services
Health Plan 2006 Missouri Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
State avg;      


•Summary or 
composite score 


Print Medicaid not indicated AHRQ dhss.mo.gov/ManagedCa
re/Publications.html n/a Report on the performance of managed care plans 


available to Medicare beneficiaries in Missouri


Missouri Department of 
Health and Senior 


Services
Health Plan 2006 Missouri Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
State avg;     


•Summary or 
composite score


Print Medicaid not indicated AHRQ dhss.mo.gov/ManagedCa
re/Publications.html n/a Report on the performance of managed care plans 


available to commercial enrollees in Missouri


Missouri Department of 
Health and Senior 


Services
Health Plan 2006 Missouri Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
State avg;        


•Summary or 
composite score


Print Medicaid not indicated AHRQ dhss.mo.gov/ManagedCa
re/Publications.html n/a


Report on the performance of managed care plans 
available through Missouri's medical assistance 


program.


National Committee for 
Quality Assurance Health Plan Ongoing National


Health care 
quality 


organization


•Clinical quality   
•Patient experience


•Symbols;         
•Point of comparison-
For summary scores, 
national standards; for 


condition-specific 
measures, top 10% of 


all plans


Web site Medicaid Decision support AHRQ reportcard.ncqa.org/plan/
external n/a Report on quality of health plans across the country


New Jersey 
Department of Banking 


and Insurance
Health Plan 2009 New Jersey Government Clinical quality


•Numeric data;     
•Bar graphs;        


•Point of comparison-
State avg;     


•Summary or 
composite score


Web site not indicated not indicated AHRQ
state.nj.us/dobi/lifehealtha
ctuarial/hmo2009/index.ht


ml
n/a Report on the quality of HMOs in New Jersey
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New Mexico Health 
Policy Commission Health Plan 2009 New Mexico Government •Clinical quality   


•Patient experience


•Numeric data;      
•Symbols;         


•Point of comparison-
State and national 
avg; •Summary or 
composite score


Print not indicated not indicated AHRQ hpc.state.nm.us/pages/ n/a
Report on the quality of health plans in New Mexico; 
Report includes accreditation status and enrollment 


information for each health plan


New York State 
Department of Health Health Plan 2009 New York Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;              


•Point of comparison-
State avgs; 


•Summary or 
composite score


Web site
Medicaid; 


Also available 
in Spanish


not indicated AHRQ


health.state.ny.us/health_
care/managed_care/cons
umer_guides/guides_200


7/index.htm


n/a Report on the quality of managed care plans in New 
York State by region


New York State 
Department of Health Health Plan 2009 New York Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;                   


•Point of comparison-
State avgs; 


•Summary or 
composite score; 


•Year to year trends


Print Medicaid Decision support AHRQ
health.state.ny.us/health_
care/managed_care/repor


ts/
n/a Report on quality of managed care plans in New York 


State


New York State 
Department of Health Health plan 2007 New York Government •Clinical quality   


•Patient experience


•Numeric data; 
•Symbols;         


•Point of comparison-
State benchmarks; 


•Summary or 
composite score


Web site Medicaid not indicated AHRQ
health.state.ny.us/health_
care/managed_care/repor
ts/eqarr/2007/index.htm


n/a Interactive online report on the quality of managed 
care in New York; Also known as eQARR


New York State 
Accountability 


Foundation (IPRO and 
New York Business 
Group on Health)


Health Plan 2010


Connecticut; 
New Jersey; New 


York; Rhode 
Island; Vermont


Collaborative 
(Health care 


quality 
organization)


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data; 
•Symbols;          


•Point of comparison-
State avg;         


•Summary or 
composite score; 


•Rank order or tiers


Web site not indicated not indicated AHRQ abouthealthquality.org/ind
ex/hmo_report_card n/a


Report on the quality of commercial health insurance 
plans in New York, New Jersey, Vermont and Rhode 


Island


New York State 
Department of 


Insurance; New York 
State Department of 


Health


Health Plan 2009 New York Government


•Clinical quality   
•Patient experience   


•Other quality 
measures


•Numeric data;     
•Bar graphs; 


Symbols;              
•Point of comparison-


State avg


Print not indicated Decision support AHRQ ins.state.ny.us/hgintro.ht
m n/a Report on the performance of all insurers in New York 


State


New York State 
Department of 


Insurance; New York 
State Department of 


Health


Health Plan 2009 New York Government
•Clinical quality   


•Patient experience   
•Price or cost


•Numeric data;     
•Bar graphs; 
•Symbols;          


•Point of comparison-
State avg;          


•Rank order or tiers


Web site not indicated Decision support AHRQ nyshmoguide.org n/a Interactive report on the performance of HMOs in New 
York State


Office of Personnel 
Management Health Plan 2006 National Government •Clinical quality   


•Price or cost


•Numeric data;     
•Point of comparison-
Avg rate for all plans 


in the Federal 
Employees Health 
Benefits Program


Web site Federal 
employees not indicated AHRQ opm.gov/insure/health/he


dis2006/index.asp n/a Report on the HEDIS results for health plans available 
through the Federal Health Benefits Program







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
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Office of Personnel 
Management Health Plan 2009 National Government Patient experience


•Numeric data;    
•Point of comparison-


HMO avg and FFS 
avg


Web site Federal 
employees not indicated AHRQ opm.gov/insure/07/spmt/p


lansearch.aspx n/a Comparison of health plans through the Federal 
Employees Health Benefits Program


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2009 Oregon Government Patient experience


•Symbols;         
•Point of comparison-
Avg for health plans in 
the Medicaid Program


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/planlist/mai


n.shtml
n/a Report on Medicaid beneficiaries' experiences with 


plans available through the Oregon Health Plan


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2004 Oregon Government Patient experience


•Numeric data;    
•Bar graphs; 
•Symbols;          


•Point of comparison-
Avg across all plans;  


•Summary or 
composite score


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/reports/mai


n.shtml
n/a Report describing different ethnic groups' experiences 


with Medicaid managed care in Oregon


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2005 Oregon Government Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;         


•Point of comparison-
Avg across all plans 


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/reports/mai


n.shtml
n/a Report on Medicaid beneficiaries' ability to access care 


from Oregon health plans


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2005 Oregon Government Clinical quality


•Numeric data;    
•Bar graphs; 
•Symbols;          


•Point of comparison-
Avg across all plans, 
AHRQ benchmarks, 
Health People 2010 


benchmarks


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/reports/mai


n.shtml 
n/a Report on the quality of asthma care provided to the 


Medicaid beneficiaries by Oregon health plans


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2005 Oregon Government Clinical quality


•Numeric data;    
•Bar graphs; 
•Symbols;         


•Point of comparison-
Avg across all plans; 


•Summary or 
composite score


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/reports/mai


n.shtml
n/a Report on the quality of diabetes care provided to 


Medicaid beneficiaries by Oregon health plans


Oregon Department of 
Human Services; Office 
of Medical Assistance 


Programs


Health Plan 2005 Oregon Government Clinical quality


•Numeric data;    
•Bar graphs; 
•Symbols;           


•Point of comparison-
Avg across all plans


Print Medicaid not indicated AHRQ
oregon.gov/DHS/healthpl
an/data_pubs/reports/mai


n.shtml
n/a Report on the quality of cardiovascular care provided 


to Medicaid beneficiaries by Oregon health plans


Pennsylvania 
Department of Public 


Welfare, Office of 
Medical Assistance 


Programs


Health Plan 2009 Pennsylvania Government •Clinical quality   
•Patient experience


•Numeric data:    
•Bar graphs;       


•Point of comparison-
Avg; Rank order or 


tiers;                      
•Year to year trends


Print
Medicaid; 


Also available 
in Spanish


not indicated AHRQ dpw.state.pa.us/omap/hc
mc/omaphcmci.asp n/a Report on quality of Medicaid plans in three regions of 


Pennsylvania







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Pennsylvania Health 
Care Cost Containment 


Council (PHC4)
Health Plan 2008 Pennsylvania Government •Clinical quality   


•Patient experience


•Numeric data;      
•Bar graphs; 
•Symbols;           


•Point of comparison-
State and national 


avg; expected 
performance;     


•Rank order or tiers


Web site
Commercial 


plan 
members


not indicated AHRQ phc4.org/reports/mcpr/06/
default.htm n/a Report on the quality of commercial HMOs in 


Pennsylvania


Pennsylvania Health 
Care Cost Containment 


Council (PHC4)
Health Plan 2008 Pennsylvania Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs;       


•Point of comparison-
State and national 
avg; •Summary or 
composite score


Print Medicaid Decision support AHRQ phc4.org/reports/medicare
hmo/2007/default.htm n/a Report on quality of care provided by Medicare 


Managed Care plans in Pennsylvania


Rhode Island 
Department of Health Health Plan 2005 Rhode Island Government


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data;     
•Point of comparison-
State, regional, and 


national avg; 
•Summary or 


composite score; 
•Year to year trends


Print not indicated not indicated AHRQ
health.ri.gov/publications/
healthbynumbers/0505.pd


f
n/a Report on the quality of commercial health plans in 


Rhode Island


Rhode Island 
Department of Health Health Plan 2005 Rhode Island Government


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data;    
•Point of comparison-


State avg, national 
avg;                    


•Year to year trends


Print Medicaid not indicated AHRQ health.ri.gov/chic/perform
ance/medicare2003.pdf n/a Report on the performance of the five largest Medicare 


and Medicaid Health Plans in Rhode Island


St. Louis Area 
Business Health 


Coalition
Health Plan 1999 Missouri Purchaser •Clinical quality   


•Patient experience Numeric data Print not indicated not indicated AHRQ n/a n/a Report on performance of HMOs in St. Louis


Texas Health Care 
Information Council Health Plan 1999 Texas Government Clinical quality


•Numeric data;    
•Bar graphs;       


•Point of comparison-
State and national avg 


Print


No longer 
available; 


web site now 
offers CMS' 


Medicare 
Compare tool


not indicated AHRQ
dshs.state.ex.us/thcic/pub
lications/HMOs/HMORep


orts.shtm
n/a Report on the clinical quality of care delivered by 


Medicare HMOs in Texas


Texas Health Care 
Information Council Health Plan 1999 Texas Government Clinical quality •Numeric data;     


•Bar graphs Print
Medicaid; No 


longer 
available


not indicated AHRQ
dshs.state.tx.us/thcic/publ
ications/HMOs/HMORepo


rts.shtm
n/a Report on the clinical quality of care delivered by 


Medicaid HMOs in Texas


Texas Health Care 
Information Council Health Plan 1998-2001 Texas Government •Clinical quality   


•Patient experience


•Numeric data;     
•Bar graphs;         


•Point of comparison-
Regional and state 


avgs; HP 2010 goals


Print not indicated not indicated AHRQ
dshs.state.tx.us/thcic/publ
ications/HMOs/HMORepo


rts.shtm
n/a Report on the quality of care delivered by commercial 


HMOs in Texas


Texas Office of Public 
Insurance Council Health Plan 2009 Texas Government •Clinical quality;  


•Patient experience


•Numeric data;     
•Bar graphs;      


•Point of comparison-
State avg;      


•Summary or 
composite score


Print Also available 
in Spanish Decision support AHRQ opic.state.tx.us/health.php n/a Report on consumers' experience with care from 


HMOs in Texas







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Texas Office of Public 
Insurance Council Health Plan 2009 Texas Government •Clinical quality


•Numeric data;     
•Bar graphs; 
•Symbols;           


•Point of comparison-
State avg and NCQA 


Quality Compass; 
•Summary or 


composite score


Print not indicated not indicated AHRQ dshs.state.tx.us/thcic n/a Report on the clinical quality of HMOs in Texas


United HealthCare Health Plan Ongoing U.S. Health Plan •Clinical quality     
•Cost •Symbols Web site


Physicians 
Providers 
Employers


Decision Support UHC myuhc.com
Health Plan 


member/provider/employ
er


Report on primary and specialty care physicians


U.S. News and World 
Report Health Plan 2010 National Other •Clinical quality    


•Patient experience


•Numeric data; 
•Symbols;          


•Point of comparison-
Other health plans 
across the country; 


•Summary or 
composite score; 


•Rank order or tiers


Web site Medicaid not indicated AHRQ usnews.com/healthplans n/a Report on the quality of US health maintenance 
organizations and point-of-service plans


Utah Department of 
Health Health Plan 2000 Utah Government Patient experience


•Numeric data;      
•Bar graphs; 
•Symbols;           


•Point of comparison-
State avg;      


•Summary or 
composite score


Print Medicaid not indicated AHRQ n/a n/a
Report on the quality of care provided to Medicaid 


beneficiaries with special health care needs by Utah 
HMOs


Utah Department of 
Health Health Plan 2000 Utah Government •Clinical quality; 


Patient experience


•Numeric data;     
•Bar graphs; 
•Symbols;          


•Point of comparison-
State and national 
avg; •Summary or 
composite score


Print Medicaid not indicated AHRQ n/a n/a Report on the quality of care provided to Medicaid 
beneficiaries by Utah HMOs


Utah Department of 
Health; Utah Health 


Data Committee
Health Plan 2008 Utah Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs; 
•Symbols;         


•Point of comparison-
State and National 


avgs;           
•Summary or 


composite score


Web site Medicaid not indicated AHRQ health.utah.gov/had/report
s/2008/hmo/index.php n/a Report on the performance of health plans in Utah


Utah Department of 
Health; Utah Health 


Data Committee
Health Plan 2007 Utah Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs; 
•Symbols;           


•Point of comparison-
State and National 


avgs;            
•Summary or 


composite score


Web site Medicaid not indicated AHRQ health.utah.gov/had/Repo
rts/hmo/index.php n/a Report on the performance of health plans in Utah







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Vermont Department of 
Banking, Insurance, 


Securities and Health 
Care Administration


Health Plan 2010 Vermont Government •Clinical quality   
•Patient experience


•Symbols;           
•Point of comparison-


National and New 
England managed 


care avg;     
•Summary or 


composite score; 
•Year to year trends


Print not indicated not indicated AHRQ
bishca.state.vt.us/health-
care/health-plan-report-


card
n/a Report on quality of Vermont health plans


Virginia Department of 
Medical Assistance 


Services
Health Plan 2010 Virginia Government


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data;     
•Bar graphs;       


•Point of comparison-
For HEDIS measures, 


national avg; for 
immunization rates: 
compliance target; 


•Year to year trends


Print Medicaid; 
Policymakers not indicated AHRQ


dmas.virginia.gov/mc-
studies_reports_surveys.h


tm
n/a Report on the performance of plans serving Medicaid 


beneficiaries in Virginia


Virginia Health 
Information Health Plan Ongoing Virginia


Health care 
quality 


organization


•Clinical quality   
•Patient experience   


•Price or cost


•Numeric data;    
•Bar graphs;        


•Point of comparison-
State avg, national 
avg, 90th percentile


Web site not indicated not indicated AHRQ vhi.org/hmo_compare.asp n/a Report on performance of HMOs in Virginia


Wisconsin 
Collaborative for 


Healthcare Quality
Health Plan 2009 Wisconsin


Health care 
quality 


organization


•Clinical quality   
•Patient experience  


•Price or cost


•Numeric data:    
•Bar graphs;        


•Point of comparison-
90th percentile for 


HEDIS and CAHPS 
measures;            


•Year to year trends


Web site not indicated not indicated AHRQ wchq.org n/a Report on quality of health plans in Wisconsin


Wisconsin Department 
of Employee Trust 


Funds
Health Plan 2011 Wisconsin Government •Clinical quality   


•Patient experience


•Symbols;         
•Point of comparison-


Avg for all plans 
reporting CAHPS 


Health Plan Survey 
results; national avg 


for HEDIS;        
•Summary or 


composite score


Print not indicated not indicated AHRQ
etf.wi.gov/publications/dc
_content/dc_2010/report_


card_state_2010.pdf
n/a Report on the quality of Wisconsin health plans


Wisconsin Office of the 
Commissioner of 


Insurance
Health Plan Ongoing Wisconsin Government •Clinical quality   


•Patient experience


•Numeric data;    
•Bar graphs;        


•Point of comparison-
State and national 


avgs for both HEDIS 
measures and 
CAHPS survey 


results;                 
•Year to year trends


Print not indicated not indicated AHRQ oci.wi.gov/hmo_info.htm n/a Report on quality of Wisconsin health plans


Central Indiana Alliance 
for Health Hospital  2011 Indiana Collaborative 


(Other)
•Clinical quality   


•Patient experience
•Numeric data;            


•Bar graphs Web site not indicated not indicated CIA4H centralindianaallianceforh
ealth.org n/a Compare hospital performance in central Indiana


Indiana Hospital 
Association Hospital 2011 Indiana Collaborative 


(Other)
•Clinical quality   


•Patient experience
•Numeric data;            


•Bar graphs Web site not indicated not indicated CIA4H centralindianaallianceforh
ealth.org







Organization Type Publication Location Sponsor Type Measures Reported Display Format Audience Function Source(s) Link Access Requirements Purpose
Summary of Public Reporting Programs


Quality Health First 
program IHIE 2011 Indiana


Indiana Health 
Information 
Exchange


Clinical quality •Numeric data;            
•Bar graphs Web site not indicated not indicated IHIE ihie.org n/a Report on community improvements







Measure Categories
Clinical Quality


Cancer Screening
Children's Health
Diabetes Care
Heart Health
Imaging
Immunizations
Medications
Pregnancy - Prenatal/Postpartum Care
Women's Health


Patient Experience
Access to care
Accuracy of Claims - health plan
Communication - health plan/provider
Cost of care
Experience with care
Satisfaction with care
Shared decision making - provider
Rating of provider/health plan
Timlieness - health plan/provider


Price or Cost
Health Plan services
Hospitals -charges
Hospitals-cost
Hospitals-utilizations
Hospitals-financial viability
Hospitals-community support







ALCOHOL AND OTHER DRUGS:  
Identification of Alcohol and Other Drug 
Services


Measure summarizes the number of patients with an alcohol and 
other drug (AOD) claim who received the following chemical 
dependency services during the measurement year:  Any service, 
Inpatient, Intensive outpatient or partial hospitalization, Outpatient or 
ED.


ALCOHOL AND OTHER DRUGS:  Initiation 
and Engagement of Alcohol and Other Drug 
Dependence Treatment


Percentage of adolescent and adult patients with a new episode of 
alcohol and other drug (AOD) dependence who initiate treatment 
and who had two or more additional services with a diagnosis of 
AOD within 30 days of the initiation visit.


ALCOHOL AND OTHER DRUGS:  Initiation 
and Engagement of Alcohol and Other Drug 
Dependence Treatment


Percentage of adolescent and adult patients with a new episode of 
alcohol and other drug (AOD) dependence who initiate treatment 
through an inpatient AOD admission, outpatient visit, intensive 
outpatient encounter or partial hospitalization within 14 days of 
diagnosis.


AMBULATORY CARE:  Adults' Access to 
Preventive/Ambulatory Health Services


Ambulatory care: summary of utilization of ambulatory care in the 
following categories: outpatient visits and emergency department 
visits.


AMBULATORY CARE:  Adults' Access to 
Preventive/Ambulatory Health Services


Percentage of patients 20 years and older who had an ambulatory or 
preventive care visit.


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE)


Average percentage of recommended topics discussed by a child's 
doctor(s) or other health provider(s).


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE)


Proportion of children whose health care provider(s) discussed at 
least 80% of the recommended AGPE topics.


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE) from doctor(s) or other health 
provider(s).


Proportion of children whose parents had their informational needs 
met on all recommended anticipatory guidance and parental 
education topics assessed.


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational needs 
met about development and behavior of the child from doctor(s) or 
other health provider(s).


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational needs 
met about injury prevention from doctor(s) or other health 
provider(s).


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Proportion of children whose parents had their informational needs 
met about the physical care of the child from doctor(s) or other 
health provider(s).


MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION



http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�

http://qualitymeasures.ahrq.gov/content.aspx?id=34130&search=hedis�





MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


ANTICIPATORY GUIDANCE AND 
PARENTAL EDUCATION (AGPE):  
Anticipatory guidance and parental education 
(AGPE).


Average percentage of topics for which parents had their 
informational needs met from doctor(s) or other health provider(s).


ASSESSMENT:  Assessment of psychosocial 
well-being of parent(s) in the family.


Average percentage of recommended topics assessed.


ASSESSMENT:  Assessment of psychosocial 
well-being of parent(s) in the family.


Proportion of children whose parents were assessed for one or more 
topics related to psychosocial well-being. 


ASSESSMENT:  Assessment of Risk Factors Proportion of children whose parents were assessed for one or more 
risk factors of smoking, substance abuse, safety, and firearms risks 
in the family by a child's doctor(s) or other health care provider(s).


ASSESSMENT:  Assessment of Risk Factors Assessment of smoking, substance abuse, safety, and firearms risks 
in the family: average percentage of recommended topics assessed.


ATTENTION-DEFICIT/HYPERACTIVITY:  
Continuation and Maintenance Phase


Attention-deficit/hyperactivity disorder (ADHD) (continuation and 
maintenance phase): percentage of members 6 to 12 years of age 
with an ambulatory prescription dispensed for ADHD medication, 
who remained on the medication for at least 210 days and who, in 
addition to the visit in the initiation phase, had at least two follow-up 
visits with a practitioner within 270 days (9 months) after the initiation 
phase ended.


ATTENTION-DEFICIT/HYPERACTIVITY:  
Diagnosis and Management


Percentage of patients treated with psychostimulant medication for 
the diagnosis of ADHD whose medical record contains 
documentation of a follow-up visit at least twice a year.


ATTENTION-DEFICIT/HYPERACTIVITY:  
Diagnosis and management of attention deficit 
hyperactivity disorder (ADHD) in primary care 
for school age children and adolescents


Percentage of patients newly diagnosed with ADHD whose medical 
record contains documentation of DSM-IV-TR or DSM-PC criteria.


ATTENTION-DEFICIT/HYPERACTIVITY:  
Initiation Phase


Attention-deficit/hyperactivity disorder (ADHD) (initiation phase): 
percentage of members 6 to 12 years of age with an ambulatory 
prescription dispensed for ADHD medication, who had one follow-up 
visit with a practitioner with prescribing authority during the 30-day 
initiation phase.


BIPOLAR DISORDER:  Monitored for Change Percentage of patients diagnosed and treated for bipolar disorder 
who are monitored for change in their level-of-functioning in 
response to treatment.


BIPOLAR DISORDER:  Received Initial 
Assessment for Alcohol and Chemical 
Substance Use


Percentage of patients with bipolar disorder who receive an initial 
assessment that considers alcohol and chemical substance use.


BIPOLAR DISORDER:  Received Initial 
Assessment for Risk of Suicide


Percentage of patients diagnosed with bipolar disorder who receive 
an initial assessment that considers the risk of suicide.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


BIPOLAR DISORDER:  Received Screening 
for Hyperglycemia.


Percentage of patients diagnosed with bipolar disorder and treated 
with an atypical antipsychotic agent who receive at least one 
screening for hyperglycemia within the initial 16 weeks of treatment.


CARE COORDINATION:  Proportion of children needing more than one health care service 
who received coordinated care.


CHILDREN'S HEALTH:  Adolescent 
Immunizations


Percentage of adolescents 13 years of age who had one dose of 
meningococcal vaccine and one tetanus, diphtheria toxoids and 
acellular pertussis vaccine (Tdap) or one tetanus, diphtheria toxoids 
vaccine (Td) by their 13th birthday.


CHILDREN'S HEALTH:  Adolescent Well-
Care Visits


Percentage of adolescents 12–21 years of age who had at least one 
comprehensive well-care visit with a primary care practitioner or an 
OB/GYN each year of age.


CHILDREN'S HEALTH:  Appropriate Testing 
for Children with Pharyngitis


Percentage of children 2–18 years of age diagnosed with pharyngitis 
and dispensed an antibiotic and received a group A streptococcum 
(strep) test for the episode.


CHILDREN'S HEALTH:  Appropriate 
Treatment for Children with Upper Respiratory 
Infection


Percentage of children 3 months–18 years of age who were given a 
diagnosis of upper respiratory infection (URI) and not dispensed an 
antibiotic prescription.


CHILDREN'S HEALTH:  Attention-
Deficit/Hyperactivity Disorder (ADHD) 
Medication - Continuation Phase


Percentage of children newly prescribed ADHD medication who 
have at least three follow-up care visits within a 10 month period, 
one of which is within 30 days of diagnosis of when the first ADHD 
medication was dispensed.  


CHILDREN'S HEALTH:  Attention-
Deficit/Hyperactivity Disorder (ADHD) 
Medication - Initial Phase


Percentage of children newly prescribed ADHD medication who 
have at least three follow-up care visits within a 10 month period, 
one of which is within 30 days of diagnosis of when the first ADHD 
medication was dispensed.  


CHILDREN'S HEALTH:  Childhood 
Immunization Status


Percentage of children 2 years of age who had four diphtheria, 
tetanus and acellular pertussis (DTaP); three polio (IPV); one 
measles, mumps and rubella (MMR); three H influenza type B (HiB); 
three hepatitis B (HepB), one chicken pox (VZV); four pneumococcal 
conjugate (PCV); two hepatitis A (HepA); two or three rotavirus (RV); 
and two influenza (flu) vaccines by their second birthday.


CHILDREN'S HEALTH:  Childhood 
Immunization Status #02


Percentage of children two years old who had four DtaP/DT, three 
IPV, one MMR, three H influenza type B, three hepatitis B, one 
chicken pox vaccine (VZV).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #03


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV) and four pneumococcal 
conjugate (PCV) vaccinations by their second birthday (combination 
#3).







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


CHILDREN'S HEALTH:  Childhood 
Immunization Status #04


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, and two hepatitis A (HepA) 
vaccinations by their second birthday (combination #4).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #05


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, and two or three rotavirus (RV) 
vaccinations by their second birthday (combination #5).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #06


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, and two influenza vaccinations by 
their second birthday (combination #6).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #07


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, two hepatitis A vaccinations (HepA), 
and two or three rotavirus (RV) vaccinations by their second birthday 
(combination #7).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #08


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, two hepatitis A (HepA) vaccinations, 
and two influenza vaccinations by their second birthday (combination 
#8).


CHILDREN'S HEALTH:  Childhood 
Immunization Status #09


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, two or three rotavirus (RV) 
vaccinations, and two influenza vaccinations by their second birthday 
(combination #9).







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


CHILDREN'S HEALTH:  Childhood 
Immunization Status #10


Childhood immunization status: percentage of enrolled children who 
had four diphtheria, tetanus, and acellular pertussis (DTaP), three 
injectable polio virus (IPV), one measles, mumps, and rubella 
(MMR), three haemophilus influenza type B (HiB), three hepatitis B 
(HepB), one chicken pox vaccination (VZV), four pneumococcal 
conjugate (PCV) vaccinations, two hepatitis A (HepA) vaccinations, 
two or three rotavirus (RV) vaccinations, and two influenza 
vaccinations by their second birthday (combination #10).


CHILDREN'S HEALTH:  Lead Screening in 
Children


Percentage of children 2 years of age who had one or more capillary 
or venous lead blood test for lead poisoning by their second birthday.


CHILDREN'S HEALTH:  Well-Child Visits for 
Children Three-to-Six Years of Age


Percentage of children 3–6 years of age who received one or more 
well-child visits with a primary care practitioner each year of age.  
(This is not a combined measure.)


CHILDREN'S HEALTH:  Well-Child Visits in 
the First 15 Months of Life


Percentage of children who had six or more well-child visits during 
their first 15 months of life.


DENTAL CARE:  Annual Dental Visit  Percentage of patients 2–21 years of age who had at least one 
dental visit during the measurement year (only applies if the dental 
care is a covered benefit.)


DIABETES CARE:  Blood Pressure 
Management 140/90 mm Hg


Comprehensive diabetes care: percentage of members 18 through 
75 years of age with diabetes mellitus (type 1 and type 2) whose 
most recent blood pressure reading is less than 140/90 mm Hg.


DIABETES CARE:  Blood Pressure 
Management 140/90 mm Hg


Percentage of patients with diabetes who had their blood pressure 
documented in the past year less than 140/90 mm Hg.


DIABETES CARE:  Blood Pressure 
Management—Superior Control 130/80 mm Hg


Percentage of patients with diabetes who had their blood pressure 
documented in the past year less than 130/80 mm Hg.


DIABETES CARE:  Diabetic Retinopathy - 
Communication with the Physician Managing 
On-Going Diabetes Care


Percentage of patients aged 18 years and older with a diagnosis of 
diabetic retinopathy who had a dilated macular or fundus exam 
performed with documented communication to the physician who 
manages the on-going care of the patient with diabetes mellitus 
regarding the findings of the macular or fundus exam at least once 
within 12 months.


DIABETES CARE:  Diabetic Retinopathy - 
Documentation of Presence or Absence of 
Macular Edema and Level of Severity of 
Retinopathy


Eye care: percentage of patients aged 18 years and older with a 
diagnosis of diabetic retinopathy who had a dilated macular or 
fundus exam performed which included documentation of the level 
of severity of retinopathy AND the presence or absence of macular 
edema during one or more office visits within 12 months. 


DIABETES CARE:  Dilated Eye Exam in 
Diabetic Patient


Percentage of patients aged 18 through 75 years with a diagnosis of 
diabetes mellitus who had a dilated eye exam.


DIABETES CARE:  Evaluation for Proper 
Footware


Percentage of patients aged 18 years and older with a diagnosis of 
diabetes mellitus who were evaluated for proper footwear and sizing 
during one or more office visits within 12 months.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


DIABETES CARE:  HbA1c Control ≤9% for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes with HbA1c control (≤9.0%) on their most recent HbA1c 
testing during the previous 12 months. 


DIABETES CARE:  HbA1c Good Control <7% Comprehensive diabetes care: percentage of members 18 through 
64 years of age with diabetes mellitus (type 1 and type 2) whose 
most recent hemoglobin A1c (HbA1c) level is less than 7.0% 
(controlled).


DIABETES CARE:  HbA1c Good Control <7% 
for Patients with Diabetes Without 
Complications.


Percentage of patients 18–64 years of age, without complications, 
with type 1 or type 2 diabetes with good HbA1c control (<7.0%) on 
their most recent HbA1c testing during the previous 12 months.


DIABETES CARE:  HbA1c Good Control <8% 
for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes with good HbA1c control (<8.0%) on their most recent 
HbA1c testing during the previous 12 months.


DIABETES CARE:  HbA1c Poor Control (>9%) 
for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes with HbA1c poorly controlled (≤9.0%) on their most recent 
HbA1c testing during the previous 12 months. 


DIABETES CARE:  HbA1c Testing for Patients 
with Diabetes


Diabetes mellitus: percent of patients with a diagnosis of diabetes 
mellitus having HbA1c testing performed during the past year.


DIABETES CARE:  Kidney Disease Monitored 
for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who were monitored for kidney disease (nephropathy) 
during the previous 12 months.


DIABETES CARE:  Kidney Disease Monitored 
for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who were monitored for kidney disease (nephropathy) 
during the previous 12 months.


DIABETES CARE:  LDL-C Controlled at <100 
mg/dL for Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes whose most recent LDL-C during the previous 12 months 
was controlled at <100 mg/dL.


DIABETES CARE:  LDL-C Controlled at <100 
mg/dL for Patients with Diabetes


Diabetes mellitus: percent of patients with diabetes mellitus who had 
an LDL-C test performed in the past year and the most recent LDL-C 
is less than 100 mg/dL


DIABETES CARE:  LDL-C Screening for 
Patients with Diabetes


Comprehensive diabetes care: percentage of members 18 through 
75 years of age with diabetes mellitus (type 1 and type 2) who had 
low-density lipoprotein cholesterol (LDL-C) test performed.


DIABETES CARE:  LDL-C Screening for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who had LDL-C screening performed during the previous 
12 months.


DIABETES CARE:  Lower Extremity 
Neurological Exam


Percentage of patients aged 18 years and older with a diagnosis of 
diabetes mellitus who had a lower extremity neurological exam 
performed at least once within 12 months.


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who had a retinal eye exam during the previous 12 months, 
or a negative retinal eye exam during the previous 24 months.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who had a retinal eye exam during the previous 12 months, 
or a negative retinal eye exam during the previous 24 months.


DIABETES CARE:  Retinal Eye Exam for 
Patients with Diabetes and a Spinal Cord Injury


Percentage of patients 18–75 years of age with type 1 or type 2 
diabetes who had a retinal eye exam during the previous 12 months, 
or a negative retinal eye exam during the previous 24 months.


DIABETES CARE:  Urine Screening for 
Microalbumin or Medical Attention for 
Nephropathy in Diabetic Patients


Percentage of patients aged 18 through 75 years with diabetes 
mellitus who received urine protein screening or medical attention for 
nephropathy during at least one office visit within 12 months.


DIABETES:  Blood Pressure less than 140/80 
mm Hg


Comprehensive diabetes care: percentage of members 18 through 
75 years of age with diabetes mellitus (type 1 and type 2) whose 
most recent blood pressure reading is less than 140/80 mm Hg.


DIABETES:  Blood Pressure less than 140/90 
in Diabetics with Spinal Cord Disorders


Diabetes mellitus: percent of spinal cord injury and disorders 
(SCI&D) patients with a diagnosis of diabetes mellitus and blood 
pressure less than 140/90.


DIABETES:  HbA1c Testing in Diabetics with 
Spinal Cord Disorders


Diabetes mellitus: percent of spinal cord injury and disorders 
(SCI&D) patients with a diagnosis of diabetes mellitus having HbA1c 
greater than 9 or not done during the measurement year.


DIABETES:  LDL-C Testing in Diabetics with 
Spinal Cord Disorders


Diabetes mellitus: percent of spinal cord injury and disorders 
(SCI&D) patients with diabetes mellitus who had an LDL-C test 
performed during the measurement year and the most recent LDL-C 
is less than 100 mg/dL.


ELECTRONIC HEALTH RECORDS: Electronic Health Records in a Large, Integrated Health System: It's 
Automatic....NOT! At Least, Not Yet. 


END STAGE RENAL DISEASE (ESRD):  
Autogenous AV Fistula


Percentage of patients on maintenance hemodialysis during the last 
hemodialysis treatment of the month using an autogenous AV fistula 
with two needles.


END STAGE RENAL DISEASE (ESRD):  
Delivered Peritoneal Dialysis Dose


Percentage of all adult (greater than or equal to 18 years old) 
peritoneal dialysis patients whose delivered peritoneal dialysis dose 
was a weekly Kt/V urea of at least 1.7 (dialytic + residual) during the 
four month study period.


END STAGE RENAL DISEASE (ESRD):  
Dialyzed With A Chronic Catheter


Percentage of patients who are dialyzed with a chronic catheter (90 
days or more) prior to the last hemodialysis session during the study 
period.


END STAGE RENAL DISEASE (ESRD):  ESA 
Measurement


Percentage of all adult (greater than or equal to 18 years old) 
hemodialysis and peritoneal dialysis patients prescribed an ESA at 
any time during the study period or who have a Hb less than 11.0 
g/dL in at least one month of the study period for whom serum 
ferritin concentration AND either percent transferrin saturation or 
reticulocyte Hb content (CHr) are measured at least once during the 
study period for in-center hemodialysis patients, and at least twice 
during the study period for peritoneal dialysis patients and home 
hemodialysis patients.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


END STAGE RENAL DISEASE (ESRD):  
Frequency of Hemodialysis Specified


Percentage of all adult (greater than or equal to 18 years old) in-
center hemodialysis patients in the sample for analyses for whom 
delivered hemodialysis dose was calculated using UKM or 
Daugirdas II during the study period and for whom the frequency of 
hemodialysis per week is specified.


END STAGE RENAL DISEASE (ESRD):  
Influenza Immunization in Patients with ESRD


Percentage of patients aged 18 years and older with a diagnosis of 
ESRD and receiving dialysis seen for a visit between October 1 and 
February 28 who received the influenza immunization during the visit 
OR patient reported previous receipt of an influenza immunization.


END STAGE RENAL DISEASE (ESRD):  
Influenza Immunization in Patients with ESRD


Percentage of ESRD patients being dialyzed from October 1 (or 
when the influenza vaccine became available) through March 31 
who either received, were offered and declined, or were determined 
to have a medical contraindication to the influenza vaccine.


END STAGE RENAL DISEASE (ESRD):  
Mean Hb Less Than 10.0 g/dl


Percentage of all adult (greater than or equal to 18 years old) 
hemodialysis and peritoneal dialysis patients, with ESRD greater 
than or equal to 3 months and who had Hb values reported for at 
least 2 of the 3 study months, who have a mean Hb less than 10.0 
g/dL for a 3 month study period, irrespective of ESA use.


END STAGE RENAL DISEASE (ESRD):  
Monthly Adequacy Measurements


Percentage of all adult (greater than or equal to 18 years 
old) hemodialysis patients in the sample for analyses with 
documented monthly adequacy measurements (spKt/V) or its 
components in the calendar month.


END STAGE RENAL DISEASE (ESRD):  Plan 
of Care for Inadequate Hemodialysis in ESRD 
Patients


Percentage of patient calendar months during the 12 month 
reporting period in which patients aged 18 years and older with a 
diagnosis of ESRD receiving hemodialysis have a Kt/V greater than 
or equal to 1.2 OR have a Kt/V less than 1.2 with a documented plan 
of care for inadequate hemodialysis.


END STAGE RENAL DISEASE (ESRD):  Plan 
of Care for Inadequate Peritoneal Dialysis


Percentage of patients aged 18 years and older with a diagnosis of 
ESRD receiving peritoneal dialysis who have a Kt/V greater than or 
equal to 1.7 OR patients who have a Kt/V less than 1.7 with a 
documented plan of care for inadequate peritoneal dialysis at least 
three times (every 4 months) during the 12 month reporting period.


END STAGE RENAL DISEASE (ESRD):  Risk-
Adjusted Standardized Mortality Ratio


Risk-adjusted standardized mortality ratio for dialysis facility patients.


END STAGE RENAL DISEASE (ESRD):  
Sample for Analysis for Serum Phosphorus


Percentage of all adult (greater than or equal to 18 years old) 
peritoneal dialysis and hemodialysis patients included in the sample 
for analysis with serum phosphorus measured at least once within a 
month.


END STAGE RENAL DISEASE (ESRD):  
Sample for Analysis with Serum Calcium


Percentage of all adult (greater than or equal to 18 years old) 
peritoneal dialysis and hemodialysis patients included in the sample 
for analysis with serum calcium measured at least once within a 
month.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


END STAGE RENAL DISEASE (ESRD):  
sp/Kt/V Greater Than or Equal to 1.2


Percentage of all adult (greater than or equal to 18 years old) 
patients in the sample for analysis who have been on hemodialysis 
for 6 months or more and dialyzing thrice weekly whose average 
delivered dose of hemodialysis (calculated from the last 
measurements of the month using the UKM or Daugirdas II formula) 
was a spKt/V greater than or equal to 1.2 during the study period.


END STAGE RENAL DISEASE (ESRD):  
sp/Kt/V Greater Than or Equal to 1.2


Percentage of all adult (greater than or equal to 18 years old) 
patients in the sample for analysis who have been on hemodialysis 
for 90 day or more and dialyzing thrice weekly, and have a residual 
renal function (if measured in the last three months) less than 2 
ml/min/1.73m2, whose delivered dose of hemodialysis (calculated 
from the last measurements of the month using the UKM or 
Daugirdas II formula) was a spKt/V greater than or equal to 1.2 
during the reporting period.


END STAGE RENAL DISEASE (ESRD):  Total 
Solute Clearance for Urea Measured


Percentage of all adult (greater than or equal to 18 years old) 
peritoneal dialysis patients with total solute clearance for urea 
(endogenous residual renal urea clearance & dialytic) measured at 
least once in a four month time period.


END STAGE RENAL DISEASE (ESRD):  
Weekly Kt/V Urea Calculated


Percentage of all adult (greater than or equal to 18 years old) 
peritoneal dialysis patients with weekly Kt/V urea (endogenous 
residual renal urea clearance & dialytic) calculated in a standard 
way.


EXPERT COMMENTARY: Wanted: Delivery System-Level Performance Measures 


EXPERT COMMENTARY: Is the Measurement Mandate Diverting the Patient Safety 
Revolution? 


EXPERT COMMENTARY: Why Are There No Efficiency Measures in the National Quality 
Measures Clearinghouse? 


EXPERT COMMENTARY: Composite Measures: Matching the Method to the Purpose 


EXPERT COMMENTARY: Home Is Where the Laboratory Is: The PCMH as a Laboratory for 
Performance Measure Development 


HEALTH INFORMATION FOR CHILDREN: Proportion of children whose parents received all health information.


HEALTH PLANS:  Adult Version Health Plan Survey for Adults


HEALTH PLANS:  Call Abandonment Percentage of calls received by the organization's Member Services 
call centers (during operating hours) during the measurement period 
that were abandoned by the caller before being answered by a live 
voice.


HEALTH PLANS:  Call Answer Timeliness Percentage of calls received by the organization's Member Services 
call centers (during operating hours) during the measurement period 
that were answered by a live voice within 30 seconds.


HEALTH PLANS:  Child Version Health Plan Survey for Children


HEALTH PLANS:  Children With Chronic 
Conditions


Health Plan Survey for Children with Chronic Conditions







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEALTH PLANS:  Communication about 
Preventive Care


Percentage of adult health plan members who reported how often 
their doctor and other health provider talked about specific things 
they could do to prevent illness.


HEALTH PLANS:  Communication about 
Preventive Care for Child


Percentage of parents or guardians who reported how often they and 
their child's doctor or other health provider talked about specific 
things they could do to prevent illness in their child.


HEALTH PLANS:  Communication with Child's 
Doctor


Percentage of parents or guardians of health plan members who 
reported how often their child's doctors communicated well.


HEALTH PLANS:  Communication with Child's 
Doctor


Percentage of parents or guardians who reported how often their 
enrolled child's personal doctor communicated well.


HEALTH PLANS:  Communication with Doctor Percentage of adult health plan members who reported how often 
their doctors communicated well.


HEALTH PLANS:  Communication with Doctor Percentage of adult health plan members who reported how often 
their personal doctor communicated well.


HEALTH PLANS:  Communication with Doctor Percentage of parents or guardians who reported they received 
assistance with coordination of care and services for their enrolled 
children with chronic conditions.


HEALTH PLANS:  Coordination of Care for 
Chronic Conditions


Percentage of parents or guardians of health plan members who 
reported whether they received assistance with coordination of care 
and services for their children with chronic conditions.


HEALTH PLANS:  Cost of Care Percentage of adult health plan members who reported how often 
they were able to find out from their health plan how much they 
would have to pay for a healthcare service or equipment and specific 
prescription medicines.


HEALTH PLANS:  Ease in Getting Care 
Needed


Percentage of adult health plan members who reported how often it 
was easy to get needed care.


HEALTH PLANS:  Experience with Child's 
Doctor


Percentage of parents or guardians of health plan members who 
reported their experiences with their children's personal doctor for 
their children with chronic conditions.


HEALTH PLANS:  Experience with Doctor or 
Nurse with Child with Chronic Condition


Percentage of parents or guardians who reported their experiences 
with their children's personal doctor or nurse for their enrolled 
children with chronic conditions.


HEALTH PLANS:  Getting Needed Care Percentage of adult health plan members who reported how often it 
was easy for them to get needed care.


HEALTH PLANS:  Getting Needed Care for 
Child


Percentage of parents or guardians of health plan members who 
reported how often it was easy to get needed care for their child.


HEALTH PLANS:  Getting Needed Care for 
Child


Percentage of parents or guardians who reported how often it was 
easy for them to get needed care for their enrolled child.


HEALTH PLANS:  Getting Needed Information 
for Child with Chronic Conditions


Percentage of parents or guardians of health plan members who 
reported their experiences in getting needed information for their 
children with chronic conditions.


HEALTH PLANS:  Getting Needed Information 
for Child with Chronic Conditions


Percentage of parents or guardians who reported their experiences 
with getting needed information about their children's care for their 
enrolled children with chronic conditions.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEALTH PLANS:  Getting Prescription 
Medications


Percentage of parents or guardians of health plan members who 
reported how often it was easy to get prescription medicines for their 
children with chronic conditions.


HEALTH PLANS:  Getting Prescriptions for 
Child with Chronic Conditions


Percentage of parents or guardians who reported how often it was 
easy to get prescription medicines for their enrolled children with 
chronic conditions through their health plan.


HEALTH PLANS:  Getting Specialized 
Services for Child with Chronic Conditions


Percentage of parents or guardians of health plan members who 
reported how often it was easy to get specialized services for their 
children with chronic conditions.


HEALTH PLANS:  Getting Specialized 
Services for Child with Chronic Conditions


Percentage of parents or guardians who reported how often it was 
easy to get specialized services for their enrolled children with 
chronic conditions.


HEALTH PLANS:  Health Plan Information and 
Customer Service


Percentage of adult health plan members who reported how often 
they were satisfied with their health plan information and customer 
service.


HEALTH PLANS:  Health Plan Information and 
Customer Service for Child


Percentage of parents or guardians who reported how often they 
were satisfied with their enrolled child's health plan information and 
customer service.


HEALTH PLANS:  Informed and Up-To-Date 
about Care


Percentage of adult health plan members who reported how often 
their personal doctor seemed informed and up-to-date about care 
they got from other doctors or other health providers.


HEALTH PLANS:  Informed and Up-To-Date 
about Child's Care


Percentage of parents or guardians who reported how often their 
child's personal doctor seemed informed and up-to-date about the 
care their child got from other doctors or health providers.


HEALTH PLANS:  Rating Their Child's Doctor Parents' or guardians' ratings of their child's personal doctor.


HEALTH PLANS:  Rating Their Child's Health 
Care


Parents' or guardians' ratings of their child's health care.


HEALTH PLANS:  Rating Their Child's Health 
Plan


Parents' or guardians' ratings of their child's health plan.


HEALTH PLANS:  Rating Their Child's 
Specialist


Parents' or guardians' ratings of the specialist their child saw most 
often.


HEALTH PLANS:  Rating Their Doctor Adult health plan members' ratings of their personal doctor.


HEALTH PLANS:  Rating Their Health Plan  Adult health plan members' ratings of their health plan.


HEALTH PLANS:  Rating Their Specialist Adult health plan members' ratings of the specialist they saw most 
often.


HEALTH PLANS:  Satisfaction with Care Adult health plan members' ratings of all health care received from 
their health plan in the last 12 months.


HEALTH PLANS:  Satisfaction with Care Adult health plan members' overall ratings of their health care.


HEALTH PLANS:  Satisfaction with Care Adult health plan members' overall ratings of their health plan.


HEALTH PLANS:  Satisfaction with Child's 
Care


Parents' or guardians' overall ratings of their children's health care.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEALTH PLANS:  Satisfaction with Child's 
Doctor


Parents' or guardians' overall ratings of their children's personal 
doctor.


HEALTH PLANS:  Satisfaction with Child's 
Health Plan


Parents' or guardians' overall ratings of their children's health plan.


HEALTH PLANS:  Satisfaction with Child's 
Specialist


Parents' or guardians' overall ratings of their children's specialist.


HEALTH PLANS:  Satisfaction with Customer 
Service


Percentage of adult health plan members who reported how often 
they were satisfied with their health plan's customer service.


HEALTH PLANS:  Satisfaction with Customer 
Service for Child


Percentage of parents or guardians of health plan members who 
reported how often they were satisfied with their child's health plan 
customer service.


HEALTH PLANS:  Satisfaction with Doctor Adult health plan members' overall ratings of their personal doctor.


HEALTH PLANS:  Satisfaction with Specialist Adult health plan members' overall ratings of their specialist.


HEALTH PLANS:  Shared Decision Making Percentage of adult health plan members who reported whether a 
doctor or other health provider included them in shared decision 
making.


HEALTH PLANS:  Shared Decision Making in 
Child with Chronic Conditions


Percentage of parents or guardians who reported their experiences 
with shared decision-making for their enrolled children with chronic 
conditions.


HEALTH PLANS:  Shared Decision Making in 
Child's Care


Percentage of parents or guardians of health plan members who 
reported their experience with shared decision making for their child.


HEALTH PLANS:  Timeliness and Accuracy of 
Claims


Percentage of adult health plan members who reported how often 
their health plans handled their claims quickly and correctly.


HEALTH PLANS:  Timeliness of Care Percentage of adult health plan members who reported how often 
they get care quickly.


HEALTH PLANS:  Timeliness of Care Percentage of adult health plan members who reported how often 
they get care quickly.


HEALTH PLANS:  Timeliness of Child's Care Percentage of parents or guardians of health plan members who 
reported how often their child got care quickly.


HEALTH PLANS:  Timeliness of Child's Care Percentage of parents or guardians who reported how often their 
enrolled child got care quickly.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  ACE Inhibitor or ARB 
Therapy–Diabetes or Left Ventricular Systolic 
Dysfunction (LVEF <40%)


Percentage of patients 18 years of age and older with a diagnosis of 
coronary artery disease who also have diabetes and/or left 
ventricular systolic dysfunction (LVSD) who were prescribed ACE 
Inhibitor or ARB therapy.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Antiplatelet Therapy


Percentage of patients who were prescribed antiplatelet therapy.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Antiplatelet Therapy


Percentage of patients 18 years and older with a diagnosis of 
coronary artery disease seen within a 12-month period who were 
prescribed aspirin or clopidogrel.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Antiplatelet Therapy Prescribed for 
Patients with Coronary Artery Disease


Percentage of patients with coronary artery disease who were 
prescribed antiplatelet therapy (ASA/plavix/coumadin)


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Beta-Blocker Therapy


Chronic stable coronary artery disease (CAD): percentage of 
patients with prior myocardial infarction (MI) who were prescribed 
beta-blocker therapy.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Beta-Blocker Therapy for Patients 
with Prior MI.


Percentage of patients with prior MI at any time who were prescribed 
beta-blocker therapy.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Beta-Blocker–Prior Myocardial 
Infarction (MI) or Left Ventricular Systolic 
Dysfunction (LVEF <40%)


Percent of patients aged 18 years and older with a diagnosis of 
coronory artery disease seen within a 12-month period who also 
have prior MI or a current or prior LVEF <40% who were prescribed 
beta-blocker therapy.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Blood Pressure Control


Percentage of patients aged 18 and older with a diagnosis of 
coronary artery disease seen within a 12-month period with a blood 
pressure of <140/90 mm Hg OR patients with a blood pressure 
=>140/90 mm Hg and prescribed 2 or more anti-hypertensive 
medications during the most recent office visit.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Cardiac Rehabilitation


Percentage of patients in an outpatient clinical practice who have 
had a qualifying event/diagnosis during the previous 12 months, who 
have been referred to an outpatient cardiac rehabilitation program.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Cardiac Rehabilitation Patient 
Referral From an Outpatient Setting


All patients evaluated in an outpatient setting who within the past 12 
months have experienced an acute myocardial infarction (MI), 
coronary artery bypass graft (CABG) surgery, a percutaneous 
coronary intervention (PCI), cardiac valve surgery, or cardiac 
transplanation, or who have chronic stable angina (CSA) and have 
not already participated in an early outpatient cardiac 
rehabilitation/secondary prevention (CR) program for the qualifying 
event/diagnosis are referred to such a program.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Drug Therapy for Lowering LDL 
Cholesterol for Patients with Coronary Artery 
Disease (CAD)


Percentage of patients 18 years and older with Coronary Artery 
Disease (CAD) who were prescribed a lipid-lowering therapy (based 
on current ACC/AHA guidelines.)


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Level of Activity and Symptoms


Percentage of patients evaluated for both level of activity and anginal 
symptoms during one or more office visits.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Lipid Control


Percentage of patients aged 18 years and older with a diagnosis of 
coronary artery disease seen within a 12 month period who have an 
LDL-C result <100 mg/dL OR patients who have an LDL-C ≥100 
mg/dL and have a documented plan of care to achieve LDL-C 
<100mg/dL, including at a minimum the prescription of a statin.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Symptom and Activity Assessment


Percentage of patients aged 18 years and older with a diagnosis of 
coronary artery disease seen within a 12-month period for whom 
there are documented results of an evaluation of level of activity 
AND an evaluation of presence or absence of anginal symptoms in 
the medical record.


HEART HEALTH—CORONARY ARTERY 
DISEASE:  Tobacco Use—Screening and 
Cessation Intervention


Percentage of patients aged 18 years and older with a diagnosis of 
coronary artery disease seen within a 12 month period who were 
screened for tobacco use AND who received tobacco cessation 
counseling intervention if identified as a tobacco user.


HEART HEALTH—CORONARY ARTYERY 
DISEASE:  Symptom Management


Percentage of patients aged 18 years older with a diagnosis of 
coronary artery disease seen within a 12-month period and with 
results of an evaluation of level of activity AND an evaluation of 
presence or absence of anginal symptoms, with appropriate 
management of anginal symptoms (evaluation of level of activity and 
symptoms includes no report of anginal symptoms OR evaluation of 
level of activity and symptoms includes report of anginal symptoms 
and a plan of care is documented to achieve control of anginal 
symptoms).


HEART HEALTH—CV:  LDL-C Control at 
<100 mg/dL for Patients with Cardiovascular 
Conditions


Cholesterol management for patients with cardiovascular conditions: 
percentage of patients with a cardiovascular condition who had a low-
density lipoprotein cholesterol (LDL-C) screening performed and the 
percentage of patients who have a documented LDL-C level less 
than 100 mg/dL.


HEART HEALTH—CV:  LDL-C Control at 
<100 mg/dL for Patients with Cardiovascular 
Conditions


Percentage of patients 18–75 years of age discharged alive for acute 
myocardial infarction (AMI), coronary artery bypass graft (CABG), 
percutaneous transluminal coronary angioplasty (PTCA), in the 12 
months prior to the measurement period, or those patients who had 
a diagnosis of Ischemic Vascular Disease (IVD during the 
measurement period and the twelve months prior to the 
measurement period whose most recent LDL-C screening during the 
previous 12 months was controlled at <100 mg/dL.


HEART HEALTH—CV:  LDL-C Screening for 
Patients with Cardiovascular Conditions


Percentage of patients 18–75 years of age discharged alive for acute 
myocardial infarction (AMI), coronary artery bypass graft (CABG), 
percutaneous transluminal coronary angioplasty (PTCA), in the 12 
months prior to the measurement period, or those patients who had 
a diagnosis of Ischemic Vascular Disease (IVD during the 
measurement period and the twelve months prior to the 
measurement period who had LDL-C screening during the previous 
12 months.


HEART HEALTH—CV:  Persistence of Beta-
Blocker Therapy After a Heart Attack


Percentage of patients 18 years of age and older hospitalized and 
discharged alive in the year prior to the previous year with a 
diagnosis of acute myocardial infarction (AMI) who received 
persistent beta-blocker treatment for 180 days.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEART HEALTH—HEART FAILURE:  ACE 
Inhibitor or ARB Therapy for Patients with 
Heart Failure


Percentage of patients aged 18 years and older with a diagnosis of 
heart failure (HF) who also have left ventricular systolic dysfunction 
(LVSD) who were prescribed ACE inhibitor or ARB therapy.


HEART HEALTH—HEART FAILURE:  
Assessment of Activity Level for Patients with 
Heart Failure


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure with assessment of activity level.


HEART HEALTH—HEART FAILURE:  
Assessment of Clinical Signs of Volume 
Overload for Patients with Heart Failure


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure with assessment of clinical signs of volume overload 
(excess).


HEART HEALTH—HEART FAILURE:  Beta-
Blocker Therapy for Left Ventricular Systolic 
Dysfnction


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure who also have Left Ventricular Systolic Dysfunction 
who were prescribed beta-blocker therapy.


HEART HEALTH—HEART FAILURE:  
Counseling Regarding Implantable 
Cardioverter-Defibrillator (ICD) Implantation for 
Patients with Left Ventricular Systolic 
Dysfunction on Combination Medical Therapy


Percentage of patients aged 18 years and older with a diagnosis of 
heart failure with curent LVEF <35% despite ACE inhibitor/ARB and 
beta-blocker therapy for at least three months who were counseled 
regarding ICD implantation as a treatment option for th eprophylaxis 
of sudden death.


HEART HEALTH—HEART FAILURE:  Left 
Ventricular Function Assessment


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure who have quantitative or qualitative results of Left 
Ventricular Dysfunction assesment recorded.


HEART HEALTH—HEART FAILURE:  Patient 
Education on Disease Management and Health 
Behavior Changes for Patients with Heart 
Failure


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure who were provided with patient education on disease 
management and health behavior changes during one or more 
visit(s).


HEART HEALTH—HEART FAILURE:  Patient 
Self-Care Education


Percentage of patients aged 18 years and older with a diagnosis of 
heart failure who were provided with self-care education on three or 
more elements of eduation during one or more visits within a 12-
month period.


HEART HEALTH—HEART FAILURE:  Record 
of Weight Measurement for Patients with Heart 
Failure


Percentage of patients aged 18 years and older with a diagnosis of 
Heart Failure who had weight measurement recorded.


HEART HEALTH—HEART FAILURE:  
Symptom and Activity Assessment


Percentage of patient visits for those patients aged 18 years older 
with a diagnosis of heart failure and with quantitative results of an 
evaluation of both level of activity and clinical symptoms 
documented.


HEART HEALTH—HEART FAILURE:  
Symptom Management


Percentage of patient visits for those patients aged 18 years older 
with a diagnosis of heart failure and with quantitative results of an 
evaluation of both level of activity AND clinical symptoms 
documented in which patient symptoms have improved or remained 
consistent with treatment goals since last assessment with a 
documented plan of care.


HEART HEALTH—HEART FAILURE:  
Warfarin Therapy for Heart Failure Patients 
with Atrial Fibrillation


Percentage of patients with heart failure (HR) who also have 
paroxysmal or chronic atrial fibrillation who were prescribed warfarin 
therapy.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HEART HEALTH—HYPERTENSION:  
Controlling High Blood Pressure in Patients 
with Hypertension


Percentage of patients 16–85 years of age who had a diagnosis of 
hypertension (HTN) and whose blood pressure (BP) was adequately 
controlled (≤140/90) during the measurement year.


HEPATITIS C:   Immunity to Hepatitis A Percentage of patients aged 18 years and older with a diagnosis of 
hepatitis C who have received at least one injection of hepatitis A 
vaccine, or who have documented immunity to hepatitis A.


HEPATITIS C:   Immunity to Hepatitis B Percentage of patients aged 18 years and older with a diagnosis of 
hepatitis C who have received at least one injection of hepatitis B 
vaccine, or who have documented immunity to hepatitis B.


HEPATITIS C:  Antiviral Treatment Prescribed Percentage of patients aged 18 years and older with a diagnosis of 
chronic hepatitis C who were prescribed peginterferon and ribavirin 
therapy within the 12 month reporting period.


HEPATITIS C:  Counseling Regarding Risk of 
Alcohol Consumption


Percentage of patients aged 18 years and older with a diagnosis of 
hepatitis C who were counseled regarding the risks of alcohol 
consumption at least once within the 12 month reporting period.


HEPATITIS C:  Counseling Regarding Use of 
Contraception Prior to Antiviral Therapy


Percentage of female patients aged 18 to 44 years and all men aged 
18 years and older with a diagnosis of chronic hepatitis C who are 
receiving antiviral treatment who were counseled regarding 
contraception prior to the initiation of antiviral treatment.


HEPATITIS C:  HCV Genotype Testing Prior to 
Treatment


Percentage of patients aged 18 years and older with a diagnosis of 
chronic hepatitis C who are receiving antiviral treatment for whom 
HCV genotype testing was performed prior to initiation of antiviral 
treatment.


HEPATITIS C:  Ribonucleic Acid (RNA) 
Testing at Week 12 of Treatment


Percentage of patients aged 18 years and older with a diagnosis of 
chronic hepatitis C who are receiving antiviral treatment for whom 
quantitative HCV RNA testing was performed at 12 weeks from 
initiation of antiviral treatment.


HEPATITIS C:  Ribonucleic Acid (RNA) 
Testing Before Initiating Treatment


Percentage of patients aged 18 years and older with a diagnosis of 
chronic hepatitis C who are receiving antiviral treatment for whom 
quantitative HCV RNA testing was performed within 6 months prior 
to initiation of antiviral treatment.


HEPATITIS C:  Testing for chronic Hepatitis C - 
Confirmation of Hepatitis C Viremia


Percentage of patients aged 18 years and older with a diagnosis of 
hepatitis C seen for an initial evaluation who had HCV RNA testing 
ordered or previously performed. 


HOSPITALIZATIONS:  Inpatient 
Utilization—General Hospital/Acute Care


Measure summarizes utilization of acute inpatient care and services 
in:  Total Inpatient, Medicine, Surgery, Maternity


HOSPITALIZATIONS:  Plan All-Cause 
Readmissions


Acute inpatient stays during the measurement year that were 
followed by an acute readmission for any diagnosis within 30 days, 
for patients 18 eyars of age and older:  Index Hospital Stays; 30-Day 
Readmissions; Average Adjusted Probability of Readmission


HYPERTENSION:  Blood pressure less than 
140/90


Percent of eligible patients with an active diagnosis of hypertension 
whose most recent blood pressure recording was less than 140/90 
mm Hg.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


HYPERTENSION:  Blood Pressure 
Measurement Recorded


Hypertension: percentage of patient visits with blood pressure 
measurement recorded.


HYPERTENSION:  Plan of Care for Elevated 
Blood Pressure


Hypertension: percentage of patient visits during which either systolic 
blood pressure is greater than or equal to 140 mm Hg or diastolic 
blood pressure is greater than or equal to 90 mm Hg, with 
documented plan of care for hypertension.


IMMUNIZATIONS:  Influenza Immunizations Preventive care and screening: percentage of patients who received 
an influenza immunization during the one-year measurement period.


IMMUNIZATIONS:  Influenza Immunizations 
for patients with Spinal Cord injuries


Immunizations: percent of eligible spinal cord injury and disorders 
(SCI&D) patients receiving influenza immunization between August 
1, 2010 and March 31, 2011 in accordance with defined VHA policy.


IMMUNIZATIONS:  Influenza Immunizations 
over 65.


Influenza immunization: percent of eligible patients 65 years and 
older receiving influenza immunizations between August 1, 2010 and 
March 31, 2011 in accordance with defined VHA policy.


IMMUNIZATIONS:  Influenza Vaccination 50-
64


Influenza immunization: percent of eligible patients age 50 to 64 
years receiving influenza immunizations between August 1, 2010 
and March 31, 2011 in accordance with defined VHA policy.


IMMUNIZATIONS:  Pneumonia immunizations 
for patients with Spinal Cord injuries


Immunizations: percent of eligible spinal cord injury and disorders 
(SCI&D) patients receiving pneumococcal immunization.


IMMUNIZATIONS:  Preventive Care and 
Screening - Influenza Immunizations of 
Patients ≥50 Years Old


Percentage of patients aged 50 years and older who received an 
influenza immuniization during the flu season (September through 
February).


MEDIATIONS:  Antibiotic Utilization Measure summarizes the following data on outpatient utilization of 
antibiotic prescriptions during the measurement year, stratified by 
age and gender:  Total number of prescriptions; average number of 
prescriptions; total days supplied; average days supplied; total 
number of prescriptions; average number of prescriptions; 
percentage of antibiotics of concern; average number of antibiotics.


MEDIATIONS:  Evaluation of Aspirin Use Aspirin use: percentage of women 56 through 79 years and men 46 
through 79 years who discussed the risks and benefits of using 
aspirin with a doctor or other health provider.


MEDICATIONS:  Annual Monitoring for 
Patients on Persistent Medications


Percentage of members 18 years of age and older who received at 
least 180 days supply of ambulatory medication therapy for the 
selected therapeutic agent during the measurement and at least one 
therapeutic monitoring event for the therapeutic agent in the 
measurement year.


MEDICATIONS:  Aspirin Use Aspirin use: percentage of members who are currently taking aspirin, 
including women 56 through 79 years with at least two risk factors 
for CVD; men 46 through 65 years with at least one risk factor for 
cardiovascular disease; all men 66 through 79 years, regardless of 
risk factors.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


MEDICATIONS:  Disease-Modifying Anti-
Rheumatic Drug Therapy for Rheumatoid 
Arthritis


Percentage of patients who were diagnosed with rheumatoid arthritis 
and who were dispensed at least one ambulatory prescription for a 
disease modifying anti-rheumatic drug (DMARD).


MEDICATIONS:  Medication Reconciliation 
Post-Discharge


Percentage of discharges during the measurement year for patients 
66 years of age and older for whom medications were reconciled on 
or within 30 days.


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Annual monitoring for patients on persistent medications: percentage 
of members 18 years of age and older who received at least 180 
treatment days for an anticonvulsant during the measurement year 
and had at least one drug serum concentration level monitoring test 
for the prescribed drug in the measurement year.


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Annual monitoring for patients on persistent medications: percentage 
of members 18 years of age and older who received at least 180 
treatment days of a diuretic during the measurement year and had at 
least one serum potassium and either a serum creatinine or a blood 
urea nitrogen therapeutic monitoring test in the measurement year.


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Annual monitoring for patients on persistent medications: percentage 
of members 18 years of age and older who received at least 180 
treatment days of ACE inhibitors or ARBs during the measurement 
year and had at least one serum potassium and either a serum 
creatinine or a blood urea nitrogen therapeutic monitoring test in the 
measurement year.


MEDICATIONS:  Monitoring of Patients on 
Persistent Medications


Annual monitoring for patients on persistent medications: percentage 
of members 18 years of age and older who received at least 180 
treatment days of digoxin during the measurement year and had at 
least one serum potassium and either a serum creatinine or a blood 
urea nitrogen therapeutic monitoring test in the measurement year.


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - Combined 
Rate.


Percentage of patients 65 years of age and older who have evidence 
of an underlying disease, condition or health concern  and who are 
dispensed an ambulatory prescription for a contraindicated 
medication, concurrent with or after the diagnosis:  Combined Rate


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - CRF


Percentage of patients 65 years of age and older who have evidence 
of an underlying disease, condition or health concern  and who are 
dispensed an ambulatory prescription for a contraindicated 
medication, concurrent with or after the diagnosis:  Chronic Renal 
Failure and prescription for nonaspirin NSAIDs or Cox-2 Selective 
NSAIDs.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - Dementia


Percentage of patients 65 years of age and older who have evidence 
of an underlying disease, condition or health concern  and who are 
dispensed an ambulatory prescription for a contraindicated 
medication, concurrent with or after the diagnosis:  Dementia and a 
prescription for tricyclic antidepressants for anticholinergic agents.


MEDICATIONS:  Potentially Harmful Drug-
Disease Interactions in the Elderly - Falls


Percentage of patients 65 years of age and older who have evidence 
of an underlying disease, condition or health concern  and who are 
dispensed an ambulatory prescription for a contraindicated 
medication, concurrent with or after the diagnosis:  History of falls 
and a prescription for tricyclic antidepressants, antipsychotics or 
sleep agents.


MEDICATIONS:  Rheumatoid Arthritis (RA) - 
Disease-Modifying Anti-Rheumatic Drug 
Therapy (DMARD) Therapy


Percentage of patients 18 years and older who were diagnosed with 
rheumatoid arthritis and were prescribed, dispensed, or administered 
at least one ambulatory prescription for a DMARD.


MEDICATIONS:  Use of High-Risk 
medications in the Elderly


Percentage of patients 65 years of age and older who received at 
least one high-risk medication.


MEDICATIONS:  Use of High-Risk 
medications in the Elderly


Percentage of patients 65 years of age and older who received at 
least two different high-risk medications.


MENTAL HEALTH:   Mental Health Utilization Number and percentage of patients receiving the following mental 
health services during the measurement year:  Any service, 
Inpatient; Intensive outpatient or partial hospitalization; Outpatient or 
ED


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective Treatment 
During the Acute Stage


Percentage of patients 18 years of age and older diagnosed with a 
new episode of depression and treated with antidepressant 
medication who remained on an antidepressant drug during the 
entire 84-day (12 weeks) Acute Treatment Phase.


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective Treatment 
During the Acute Stage


Mental health: percentage of patients who were diagnosed with a 
new episode of depression, and treated with antidepressant 
medication, and who remained on an antidepressant drug for at least 
84 treatment days (12 weeks) after the Index Prescription Date.


MENTAL HEALTH:  Antidepressant 
Medication Management—Effective Treatment 
During the Continuous Stage


Percentage of patients 18 years of age and older diagnosed with a 
new episode of depression and treated with antidepressant 
medication who remained on an antidepressant drug for at least 180 
days (6 months).


MENTAL HEALTH:  Assessment Prior to Initial 
Treatment


Percentage of patients presenting with depression who were 
assessed, prior to the initiation of treatment, for the presence of prior 
or current symptoms and/or behaviors associated with mania or 
hypomania.


MENTAL HEALTH:  Follow-U for Children at 
Risk for Delays.


Proportion of children who were determined to be at significant risk 
for developmental, behavioral, or social delays who received some 
level of follow-up health care.


MENTAL HEALTH:  Follow-Up After 
Hospitalization for Mental Illness


Percentage of discharges for members six years of age or older who 
were hospitalized or treated with selected mental health disorders 
and who were seen on an outpatient basis or were in intermediate 
treatment with a mental health provider.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


MENTAL HEALTH:  Follow-Up Management 
and Treatment for Patients with Depression


Mental health: percentage of discharges for members 6 years of age 
and older who were hospitalized for treatment of selected mental 
health disorders and who had an outpatient visit, an intensive 
outpatient encounter, or partial hospitalization with a mental health 
practitioner within 30 days of discharge.


MENTAL HEALTH:  Follow-Up Management 
and Treatment for Patients with Depression


Mental health: percentage of discharges for members 6 years of age 
and older who were hospitalized for treatment of selected mental 
health disorders and who had an outpatient visit, an intensive 
outpatient encounter, or partial hospitalization with a mental health 
practitioner within 7 days of discharge.


MENTAL HEALTH:  Major Depressive 
Disorder (MDD) - Suicide Risk Assessment


Percentage of patients aged 18 years and older with a new diagnosis 
or recurrent episode of MDD who had a suicide risk assessment 
completed at each visit during the measurement period.


MENTAL HEALTH:  Major Depressive 
Disorder (MDD):  Diagnostic Evaluation


Percentage of patients aged 18 years and older with a new diagnosis 
or recurrent episode of MDD, who met the DSM-IV criteria during the 
visit in which the new diagnosis or recurrent episode was identified.


MENTAL HEALTH:  Management and 
Treatment for Patients with New Diagnosis of 
Depression


Percentage of members ages 18 years and older diagnosed with a 
new episode of depression, treated with antidepressant medication 
and optimally managed.


MENTAL HEALTH:  Unipolor Depression - 
Initial Assessment


Percentage of patients diagnosed with unipolar depression who 
receive an initial assessment that considers alcohol and chemical 
substance use.


MISCELLANEOUS:  Children's Access to 
Primary Care Pratctioners


Percentage of children 12–24 months and 25 months–6 years who 
had a visit with a PCP.


MISCELLANEOUS:  Frequency of Selected 
Procedures


Measure summarizes the utilization of frequently performed 
procedures that often show wide regional variation and have 
generated concern regarding potentially inappropriate utilization.


ONCOLOGY CARE:  Adjuvant Hormal 
Therapy for High-Risk Prostate Cancer 
Patients


Percentage of patients, regardless of age, with a diagnosis of 
prostate cancer at high risk of recurrence, receiving external beam 
radiotherapy to the prostate who were prescribed adjuvant hormonal 
therapy (GnRH agonist or antagonist).


ONCOLOGY CARE:  Avoidance of Overuse of 
Bone Scan for Staging Low-Risk Prostate 
Cancer Patients


Percentage of patients, regardless of age, with a diagnosis of 
prostate cancer, at low risk of recurrence, receiving interstitial 
prostate brachytherapy, OR external beam radiotherapy to the 
prostate, OR radical prostatectomy, OR cryotherapy who did not 
have a bone scan performed at any time since diagnosis of prostate 
cancer.


ONCOLOGY CARE:  Baseline AJCC Percentage of patients, regardless of age, with a diagnosis of breast, 
colon, or rectal cancer who are seen in the ambulatory setting who 
have a baseline AJCC cancer stage or documentation that the 
cancer is metastatic in the medical record at least once during the 12 
month reporting period.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


ONCOLOGY CARE:  Breast Cancer - 
Hormonal Therapy for Stage IC-IIIC Estrogen 
Receptor/Progesterone Receptor (ER/PR) 
Positive Breast Cancer


Percentage of female patients aged 18 years and older with Stage 
IC through IIIC, estrogen receptor (ER) or progesterone receptor 
(PR) positive breast cancer who were prescribed tamoxifen or 
aromatase inhibitor (AI) during the 12 month reporting period


ONCOLOGY CARE:  Breast Cancer Resection 
Pathology Reporting


Percentage of breast cancer resection pathology reports that include 
the pT category (primary tumor), the pN category (regional lymph 
nodes) and the histologic grade.


ONCOLOGY CARE:  Chemotherapy for Stage 
III Colon Cancer Patients


Percentage of patients aged 18 years and older with Stage IIIA 
through IIIC colon cancer who are referred for adjuvant 
chemotherapy, prescribed adjuvant chemotherapy, or have 
previously received adjuvant chemotheraopy within the12-month 
reporting period.


ONCOLOGY CARE:  Chronic Lymphocytic 
Leukemia (CLL) - Baseline Flow Cytometry


Percentage of patients aged 18 years and older with a diagnosis of 
CLL who had baseline flow cytometry studies performed.


ONCOLOGY CARE:  Colorectal Cancer 
Resection Pathology


Percentage of colon and rectum cancer resection pathology reports 
that include the pT category (primary tumor), the pN category 
(regional lymph nodes) and the histologic grade.


ONCOLOGY CARE:  Melanoma - Complete 
Physical Skin Exam


Percentage of patients, regardless of age, with a current diagnosis of 
melanoma or a history of melanoma who were entered into a recall 
system with the date for the next complete physical skin exam 
specified, at least once within the 12 month reporting period.


ONCOLOGY CARE:  Melanoma - Imaging 
Studies


Percentage of patients, regardless of age, with stage 0 or IA 
melanoma, without signs or symptoms, for whom no diagnostic 
imaging studies were ordered.


ONCOLOGY CARE:  Melanoma - Recall 
System


Percentage of patients, regardless of age, with a current diagnosis of 
melanoma or a history of melanoma who were entered into a recall 
system with the date for the next complete physical skin exam 
specified, at least once within the 12 month reporting period.


ONCOLOGY CARE:  Melanoma - Treatment 
Plan


Percentage of patients, regardless of age, with a new occurrence of 
melanoma who have a treatment plan documented in the chart that 
was communicated to the physician(s) providing continuing care 
within one month of diagnosis.


ONCOLOGY CARE:  Multiple Myeloma - 
Treatment with Bisphosphonates


Percentage of patients aged 18 years and older with a diagnosis of 
multiple myeloma, not in remission, who were prescribed or received 
intravenous bisphosphonate therapy within the 12-month reporting 
period.


ONCOLOGY CARE:  Myelodysplasatic 
Syndrome (MDS) - Documentation of Iron 
Stores in Patients Receiving Erythropoietin 
Therapy


Percentage of patients aged 18 years and older with a diagnosis of 
MDS who are receiving erythropoietin therapy with documentation of 
iron stores prior to initiating erythropoietin therapy.


ONCOLOGY CARE:  Myelodysplasatic 
Syndrome (MDS) and Acute Leukemias - 
Baseline Cytogenetic Testing Performed on 
Bone Marrow


Percentage of patients aged 18 years and older with a diagnosis of 
MDS or an acute leukemia who had baseline cytogenetic testing 
performed on bone marrow.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


ONCOLOGY CARE:  Pain Intensity Quantified Percentage of visits for patients, regardless of age, with a diagnosis 
of cancer currently receiving chemotherapy or radiation therapy in 
which pain intensity is quantified.


ONCOLOGY CARE:  Pancreatic or Lung 
Cancer


Oncology: percentage of patients, regardless of age, with a 
diagnosis of pancreatic or lung cancer who receive 3D conformal 
radiation therapy with documentation in medical record that radiation 
dose limits to normal tissues were established prior to the initiation of 
a course of 3D conformal radiation for a minimum of two tissues.


ONCOLOGY CARE:  Plan of Care to Address 
Pain


Percentage of visits for patients, regardless of age, with a diagnosis 
of cancer currently receiving chemotherapy or radiation therapy who 
report having pain with a documented plan of care to address pain.


ONCOLOGY CARE:  Prostate Cancer - Three-
Dimensional (3D) Radiotherapy


Percentage of patients, regardless of age, with a diagnosis of 
clinically localized prostate cancer receiving external beam 
radiotherapy as primary therapy to the prostate with or without nodal 
irradiation (no metastases; no salvage therapy) who receive three-
dimensional conformal radiotherapy (3D-CRT) or intensity 
modulated radiation therapy (IMRT).


ONCOLOGY CARE:  Treatment Summary 
Report.


Percentage of patients, regardless of age, with a diagnosis of cancer 
who have undergone brachytherapy or external beam radiation 
therapy who have a treatment summary report in the chart that was 
communicated to physician(s) providing continuing care and to the 
patient within one month completing treatment.


ORTHO CARE:  Foot/ankle Functional Status. Mean change score in foot/ankle functional status of patients with 
foot/ankle impairments receiving physical rehabilitation.


ORTHO CARE:  Hip Functional Status Mean change score in hip functional status of patients with hip 
impairments receiving physical rehabilitation.


ORTHO CARE:  Knee Functional Status Mean change score in knee functional status of patients with knee 
impairments receiving physical rehabilitation.


ORTHO CARE:  Lumbar Functional Status Mean change score in lumbar functional status for patients with 
lumbar impairments receiving physical rehabilitation.


ORTHO CARE:  Osteoporosis - 
Communication with the Physician Managing 
Ongoing Care Post Fracture


Percentage of patients aged 50 years and older treated for a hip, 
spine, or distal radial fracture with documentation of communication 
with the physician managing the patient's on-going care that a 
fracture occurred and that the patient was or should be tested or 
treated for osteoporosis.


ORTHO CARE:  Osteoporosis - 
Pharmacologic Therapy


Percentage of patients aged 50 years and older with a diagnosis of 
osteoporosis who were prescribed pharmacologic therapy within 12 
months.


ORTHO CARE:  Osteoporosis Management IN 
Women who Had a Fracture


Percentage of women 67 years of age and older who suffered a 
fracture and who had either a bone mineral density (BMD) test or 
prescription for a drug to treat or prevent osteoporosis in the six 
months after the fracture.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


ORTHO CARE:  Percentage of patients aged 
50 years and older with a fracture of the hip, 
spine, or distal radius who had a central DXA 
measurement ordered or performed or 
pharmacologic therapy prescribed


Percentage of patients aged 50 years and older with a fracture of the 
hip, spine or distal radius who had a central DXA measurement 
ordered or performed or pharmacologic therapy prescribed.


ORTHO CARE:  Screening for Therapy for 
Osteoporosis for Women Aged 65 Years and 
Older


Percentage of female patients aged 65 and older who have a central 
dual-energy X-ray absorptiometry (DXA) measurement ordered or 
performed at least once since age 60 or pharmacologic theapy 
prescribed within 12 months.


ORTHO CARE:  Shoulder Functional Status Mean change score in shoulder functional status with shoulder 
impairments receiving physical rehabilitation.


OSTEOARTHRITIS (OA):  Assessment of Use 
of Medications


Percentage of patient visits with assessment for use of anti-
inflammatory or analgesic over-the-counter (OTC) medications.


OSTEOARTHRITIS (OA):  Communication for 
Osteoporosis


Percentage of patients aged 50 years and older treated for a hip, 
spine or distal radial fracture with documentation of communication 
with the physician managing the patient's on-going care that a 
fracture occurred and that the patient was or should be tested or 
treated for osteoporosis.


OSTEOARTHRITIS (OA):  DXA Measurement Percentage of female patients aged 65 years and older who have a 
central DXA measurement ordered or performed at least once since 
age 60 or pharmacologic therapy prescribed within 12 months.


OSTEOARTHRITIS (OA):  Function and Pain 
Assessment


Percentage of patient visits with assessment for function and pain.


OTHER MEASURES:  Assessment of Mental 
Status for Community-Acquired Bacterial 
Pneumonia


Percentage of patients aged 18 years and older with the diagnosis of 
community-acquired bacterial pneumonia with mental status 
assessed


OTHER MEASURES:  Colorectal Cancer 
Screening


Percentage of patients 50–75 years of age who had appropriate 
screening for colorectal cancer (CRC).  FOBT—12 months; Flex 
Sig—5 years; Colonoscopy—10 years.


OTHER MEASURES:  Endoscopy and Polyp 
Surveillance


Percentage of patients aged 18 years and older receiving a 
surveillance colonoscopy, with a history of a prior colonic polyp in 
previous colonoscopy findings who had a follow-up interval of 3 or 
more years since their last colonoscopy documented in the 
colonoscopy report.


OTHER MEASURES:  Endoscopy and Polyp 
Surveillance


Percentage of patients aged 50 years and older receiving a 
screening colonoscopy without biopsy or polypectomy who had a 
recommended follow-up interval of at least 10 years for repeat 
colonoscopy documented in their colonoscopy report.


OTHER MEASURES:  Medical Assistance with 
Smoking Cessation—Discussing Smoking 
Cessation Strategies


Percentage of patients 18 years and older who smoke and for whom 
smoking cessation methods or strategies were recommended or 
discussed.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


OTHER MEASURES:  Medication 
Reconciliation


Percentage of patients aged 65 years and older discharged from any 
inpatient facility (e.g., hospital, skilled nursing facililty, or 
rehabilitation facility) and seen within 60 days following discharge in 
the office by the physician providing on-going care who had a 
reconciliation of the discharge medications with the current 
medication list in the medical record documented.


OTHER MEASURES:  Nuclear Medicine - 
Radionuclide Bone Imaging


Percentage of final reports for all patients, regardless of age, 
undergoing bone scintigraphy that include physician documentation 
of correlation with existing relevant imaging studies (e.g., x-ray, MRI, 
CT) that were performed.


OTHER MEASURES:  Obesity Obesity: percent of eligible Veterans screened for obesity within the 
past year.


OTHER MEASURES:  On-Going Care Percentage of patients aged 65 years and older discharged from any 
inpatient facility (e.g., hospital, skilled nursing facility, or rehabilitation 
facility) and seen within 60 days discharge in the office by the 
physician providing on-going care who had a reconciliation of the 
discharge medications with the current medication list in the 
outpatient medical record documented.


OTHER MEASURES:  Pneumonia Vaccination Pneumonia patients age 65 and older who were screened for 
pneumococcal vaccine status and were administered the vaccine 
prior to discharge, if indicated


OTHER MEASURES:  Pneumonia Vaccination Pneumonia patients age 65 and older who were screened for 
pneumococcal vaccine status and were administered the vaccine 
prior to discharge, if indicated


OTHER MEASURES:  Pneumonia Vaccination Percentage of patients 65 years and older who have ever received a 
pneumococcal vaccination.


OTHER MEASURES:  Pneumonia Vaccination Pneumonia vaccination status: percentage of Medicare members 65 
years of age and older who have ever received a pneumococcal 
vaccination.


OTHER MEASURES:  Primary Open Angle 
Glaucoma - Optic Nerve Evaluation


Percentage of patients aged 18 years and older with a diagnosis of 
POAG who have abn optic nerve head evaluation during one or 
more office visits within 12 months.


OTHER MEASURES:  Screened for Fall Risk Percentage of patients aged 65 years and older who were screened 
for future fall risk at least once within 12 months.


OTHER MEASURES:  Standardized 
Developmental and Behavioral Screening


Proportion of children whose health care provider administered a 
parent-completed standardized developmental and behavioral 
screening tool.


OTHER MEASURES:  Use of Imaging Studies 
for Low Back Pain


Percentage of patients 18–50 years of age with a primary diagnosis 
of low back pain who did not have an imaging study (plain X-ray, 
MRI, CT scan) within 28 days of the diagnosis.


OTITIS - ACUTE OTITIS EXTERNA (AOE):  
Avoidance of Systemic Antimicrobial Therapy


Percentage of patients aged 2 years and older with a diagnosis of 
AOE who were not prescribed systemic antimicrobial therapy.


OTITIS - ACUTE OTITIS EXTERNA (AOE):  
Pain Assessment


Percentage of patient visits for those patients aged 2 years and older 
with a diagnosis of AOE with assessment of auricular or periauricular 
pain.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


OTITIS - ACUTE OTITIS EXTERNA (AOE):  
Topical Therapy


Percentage of patients aged 2 years and older with a diagnosis of 
AOE who were prescribed topical preparations.


OTITIS - OTITIS MEDIA WITH EFFUSION 
(OME):  Avoidance of Medications


Percentage of patients aged 2 months through 12 years with a 
diagnosis of OME who were not prescribed/recommended either 
antihistamines or decongestants.


OTITIS - OTITIS MEDIA WITH EFFUSION 
(OME):  D


Percentage of patients aged 2 months through 12 years with a 
diagnosis of OME who were not prescribed systemic antimicrobials.


OTITIS MEDIA WITH EFFUSION (OME):  
Avoidance of Corticosteroids


Percentage of patients aged 2 months through 12 years with a 
diagnosis of OME who were not prescribed systemic corticosteroids.


OTITIS MEDIA WITH EFFUSION (OME):  
Diagnostic Evaluation - Assessment of 
Tympanic membrane Mobility


Percentage of patient visits for those patients aged 2 months 
through 12 years with a diagnosis of OME with assessment of 
tympanic membrane mobility with pneumatic otoscopy or 
tympanometry.


PARENTAL CONCERNS:  Ask about parental 
concerns (developmental surveillance).


Proportion of children whose parents were asked by their child's 
health care provider if they have concerns about their child's 
learning, development and behavior.


PRENATAL CARE:  Anti-D Immune Globulin Percentage of D (Rh) negative, unsensitized patients, regardless of 
age, who gave birth during a 12-month period who received anti-D 
immune globulin at 26-30 weeks gestation.


PRENATAL CARE:  Prenatal and Postpartum 
Care


Percentage of deliveries of live births during the measurement 
period that received a prenatal care visit in the first trimester or wihin 
42 days of enrollment in the organization.


PRENATAL CARE:  Screened for HIV 
Infection


Percentage of patients, regardless of age, who gave birth during a 
12-month period who were screened for HIV infection during the first 
or second prenatal care visit.


PREVENTIVE HEALTH:  Adult BMI 
Assessment


Percentage of members 18-74 years of age who had an outpatient 
visit and who had their body mass index (BMI) documented during 
the measurement year or the year prior to the measurement year.


PREVENTIVE HEALTH:  Advance Care Plan Percentage of patients aged 65 years and older who have an 
advance care plan or surrogate decision maker documented in the 
medical record or documentation in the medical record that an 
advance care plan was discussed but the patient did not wish or was 
not able to name a surrogate decision maker or provide an advance 
care plan.


PREVENTIVE HEALTH:  Appropriate 
Preventive Services for 18 and Under


Preventive services: percentage of enrolled members ages less than 
or equal to 18 years who are up-to-date for all appropriate preventive 
services.


PREVENTIVE HEALTH:  Appropriate 
Preventive Services for Patients 19 and Older


Preventive services: percentage of adult enrolled members ages 19 
years and older that are up-to-date for all appropriate preventive 
services.


PREVENTIVE HEALTH:  Care for Older Adults Percentage of adults 66 years and older who had each of the 
following during the measurement year:  Advance care planning, 
Medication review, Functional status assessment, Pain screening.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


PREVENTIVE HEALTH:  Colorectal Cancer 
Screening


Percentage of patients 50–75 years of age who had appropriate 
screening for colorectal cancer (CRC).  FOBT—12 months; Flex 
Sig—5 years; Colonoscopy—10 years.


PREVENTIVE HEALTH:  Eye Care - Age-
Related Macular Deneration (AMD) Counseling


Percentage of patients aged 50 years and older with a diagnosis of 
age-related macular degeneration (AMD) or their caregiver(s) who 
were counseled within 12 months on the benefits and/or risks of the 
AREDS formation for preventing progression of AMD.


PREVENTIVE HEALTH:  Eye Care - Age-
Related Macular Deneration (AMD) 
Examination


Percentage of patients aged 50 years and older with a diagnosis of 
age-related macular degeneration (AMD) who had a dilated macular 
examination performed which included documentation of the 
presence or absence of macular thickening or hemorrhage, AND the 
level of macular degeneration severity during one or more office 
visits within 12 months.


PREVENTIVE HEALTH:  Eye Care - Cataract 
Surgery Complications


Percentage of patients aged 18 years and older with a diagnosis of 
uncomplicated cataract who had cataract surgery and had any of a 
specified list of surgical procedures in the 30 days following cataract 
surgery which would indicate the occurrence of any of the following 
major complications: retained nuclear fragments, endophthalmitis, 
dislocated or wrong power IOL, retinal detachment, or wound 
dehiscence.


PREVENTIVE HEALTH:  Eye Care - Cataract 
Surgery Conditions


Percentage of patients aged 18 years and older with a diagnosis of 
uncomplicated cataract who had cataract surgery and no significant 
ocular conditions impacting the visual outcome of surgery and had 
best-corrected visual acuity of 20/40 or better (distance or near) 
achieved within 90 days following the cataract surgery.


PREVENTIVE HEALTH:  Eye Care - 
Glaucoma - Optic Nerve Head Evaluation


Percentage of patients aged 18 years and older with a diagnosis of 
primary open-angle glaucoma who have an optic nerve head 
evaluation during one or more office visits within 12 months. 


PREVENTIVE HEALTH:  Eye Care - 
Glaucoma Treatment Has Not Failed


Percentage of patients aged 18 years and older with a diagnosis of 
primary open-angle glaucoma whose glaucoma treatment has not 
failed (the most recent IOP was reduced by at least 15% from the 
pre-intervention level) OR if the most recent IOP was not reduced by 
at least 15% from the pre-intervention level a plan of care was 
documented within 12 months.


PREVENTIVE HEALTH:  Glaucoma Screening 
in Older Adults


Percentage of patients 65 and older, without a prior diagnosis of 
glaucoma or glaucoma suspect, who received a glaucoma eye exam 
by an eye care professional for early identification of glaucomatous 
conditions.


PREVENTIVE HEALTH:  Promoting Healthy 
Development Survey - All Care Components


Preventive and developmental health care for young children: 
proportion of children who received all individual care components 
measures in the Promoting Healthy Development Survey (PHDS).







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


PREVENTIVE HEALTH:  Promoting Healthy 
Development Survey - Assessment


Preventive and developmental health care for young children: 
average percentage of individual care components (assessed in the 
Promoting Healthy Development Survey [PHDS]) a child received.


PREVENTIVE HEALTH:  
Screening/Counseling on Emotional Health


Preventive screening and counseling on emotional health and 
relationship issues: average proportion saying "yes" to six items 
about whether provider(s) discussed/screened for feeling sad or 
depressed, school performance, friends, suicide and sexual 
orientation.


PREVENTIVE HEALTH:  
Screening/Counseling on Lifestyle Issues


Preventive screening and counseling on risky behaviors: average 
proportion saying "yes" to ten items about whether provider(s) 
discussed/screened on smoking, alcohol use, helmet use, drunk 
driving, chewing tobacco, street drugs, steroid pills, sexual/physical 
abuse, violence, guns.


Preventive Health:  Weight Assessment and 
Counseling for Nutrition and Physicial Activity 
for Children/Adolesecents


Percentage of patients 3-17 years of age who had an outpatient visit 
with a PCP or OB/GYN and who had evidence of BMI percentile 
documentation, counseling for nutrition and counseling for physicial 
activity during the measurement year.


PREVENTIVE HEALTH: 
Screening/Counseling on STDs


Preventive screening and counseling on sexual activity and sexually 
transmitted diseases (STDs): average proportion saying "yes" to four 
items about whether provider(s) discussed/screened on birth control, 
condoms and prevention of human immunodeficiency virus 
(HIV)/acquired immune deficiency syndrome (AIDS) and STDs.


PREVENTIVE HEALTH: 
Screening/Counseling on Weight and Exercise


Preventive screening and counseling on weight, healthy diet and 
exercise: average proportion saying "yes" to three items. 


RADIOLOGY:  Carotid Imaging Percentage of final reports for carotid imaging studies (neck MR 
angiography [MRA], neck CT angiography [CTA], neck duplex 
ultrasound, carotid angiogram) performed that include direct or 
indirect reference to measurements of distal internal carotid 
diameter as the denominator for stenosis measurement.


RADIOLOGY:  Fluoroscopy Percentage of final reports for procedures using fluoroscopy that 
include documentation of radiation exposure or exposure time.


RADIOLOGY:  Screening Mammograms - 
Benign


Percentage of final reports for screening mammograms that are 
classified "probably benign."


RADIOLOGY:  Screening Mammograms - 
Reminder System


Percentage of patients aged 40 years and older undergoing a 
screening mammogram whose information is entered into a 
reminder system with a target due date for the next mammogram.


RESPIRATORY:   Chronic Obstructive 
Pulmonary disease (COPD) - Inhaled 
Bronchodilator


Percentage of patients aged 18 years and older with a diagnosis of 
COPD and who have an FEV1/FVC less than 70% and have 
symptoms who were prescribed an inhaled bronchodilator.


RESPIRATORY:   Chronic Obstructive 
Pulmonary disease (COPD) - Oxygen 
Saturation


Percentage of patients aged 18 years and older with a diagnosis of 
COPD and FEV1 less than 40% of predicted value who have oxygen 
saturation assessed at least annually.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


RESPIRATORY:   Chronic Obstructive 
Pulmonary disease (COPD):  Spirometry


Percentage of patients aged 18 years and older with a diagnosis of 
COPD who had spirometry evaluation results documented


RESPIRATORY:  Assessment of Oxygen 
Saturation for Community-Acquired Bacterial 
Pneumonia


Percentage of patients aged 18 years and older with the diagnosis of 
community-acquired bacterial pneumonia with oxygen saturation 
documented and reviewed.


RESPIRATORY:  Asthma Assessment Asthma: percentage of patients aged 5 to 40 years with diagnosed 
asthma who were evaluated during at least one office visit during the 
reporting year for the frequency (numeric) of daytime and nocturnal 
asthma symptoms.


RESPIRATORY:  Asthma Assessment Asthma: percentage of patients aged 5 to 40 years diagnosed with 
mild, moderate, or severe persistent asthma who were prescribed 
either the preferred long-term control medication (inhaled 
corticosteroid) or an acceptable alternative treatment.


RESPIRATORY:  Avoidance of Antibiotic 
Treatment in Adults with Acute Bronchitis


Percentage of adults 18–64 years of age with a diagnosis of acute 
bronchitis who were not dispensed an antibiotic prescription.


RESPIRATORY:  Avoidance of Antibiotic 
Treatment in Adults with Acute Bronchitis


Percentage of adults 18–64 years of age with a diagnosis of acute 
bronchitis who were not dispensed an antibiotic prescription on or 
within 3 days of the initial date of service.


RESPIRATORY:  Chronic Obstructive 
Pulmonary Disease (COPD) - Bronchodilator 
Therapy


Pharmacotherapy management of chronic obstructive pulmonary 
disease (COPD) exacerbation: percentage of COPD exacerbations 
for members 40 years of age and older who had an acute inpatient 
discharge or ED encounter between January 1 to November 30 of 
the measurement year and who were dispensed a bronchodilator 
within 30 days of the event.


RESPIRATORY:  Empiric Antibiotic for 
Community-Acquired Bacterial Pneumonia 


Percentage of patients aged 18 years and older with the diagnosis of 
community-acquired bacterial pneumonia with an appropriate 
empiric antibiotic prescribed


RESPIRATORY:  Pharmacotherapy of COPD 
Exacerbation


Percentage of COPD exacerbations for patients 40 years of age and 
older who had an acute inpatient discharge or ED encounter in the 
measurement year and who were dispensed approprate 
medications.  1.  Dispensed a systemic corticosteroid within 14 days 
of event, 2. Dispensed a bronchodilator within 30 days of event.


RESPIRATORY:  Use of Appropriate 
Medications for Patients with Asthma


Percentage of patients 5–50 years of age identified as having 
persistent asthma who were appropriately prescribed medication 
during the previous 12 months ( (5–11, 12–50, combined)


RESPIRATORY:  Use of Spirometry Testing in 
the Assessment and Diagnosis of COPD


Percentage of members 40 years of age and older with a new 
diagnosis for newly active chronic obstructive pulmonary disease 
who received appropriate spirometry testing to confirm the diagnosis.


RESPIRATORY:  Vital Signs for Community-
Acquired Bacterial Pneumonia (CAP)


Percentage of patients ages 18 years and older with the diagnosis of 
community-acquired bacterial pneumonia with vital signs rcorded 
and reviewed


SMOKING AND TOBACCO:   Medical 
Assistance with Smoking Cessation—Advising 
Smokers to Quit


Percentage of patients 18 years and older who smoke and who 
received advice to quit smoking.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


SMOKING AND TOBACCO:   Medical 
Assistance with Smoking Cessation—Brief 
Counceling


Percent of patients using tobacco who have been provided with brief 
counseling within the past year.


SMOKING AND TOBACCO:   Medical 
Assistance with Smoking Cessation—Referral 
to Specialty


Percent of patients using tobacco who have been offered a referral 
to smoking cessation specialty program to assist with cessation 
within the past year.


SMOKING AND TOBACCO:   Smoking 
Cessation


Percent of patients using tobacco who have been offered medication 
to assist with cessation within the past year.


SMOKING AND TOBACCO:  Medical 
Assistance with Smoking 
Cessation—Discussing Smoking Cessation 
Medications


Percentage of members 18 years of age and older who were current 
smokers or tobacco users and who discussed or were 
recommended cessation medications during the measurement year.


SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) patients 
using tobacco who have been offered a referral to a tobacco 
cessation specialty program within the past year.


SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) patients 
using tobacco who have been offered medications to assist with 
cessation within the past year. 


SMOKING AND TOBACCO:  Spinal Cord Percent of eligible spinal cord injury and disorders (SCI&D) patients 
using tobacco who have been provided with brief counseling for 
tobacco cessation within the past year.


SMOKING AND TOBACCO:  Tobacco Use Percentage of patients who were queried about tobacco use one or 
more times during the two-year measurement period.


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Attention 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Attention Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Memory 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Memory Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Motor 
Speech Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Motor Speech Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Reading 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Reading Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Spoken 
Language Comprehension Functional 
Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Spoken Language 
Comprehension Functional Communication Measure (FCM).
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MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Spoken 
Language Expression Functional 
Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Spoken Language Expression 
Functional Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Swollowing 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Swallowing Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:   
Speech and Language Function - Writing 
Functional Communication Measure


Proportion of stroke patients in each risk-adjusted group that make 
at least one level of progress on the Writing Functional 
Communication Measure (FCM).


STROKE AND STROKE REHABILITATION:  
Screening for Dysphagia


Percentage of patients aged 18 years and older with a diagnosis of 
ischemic stroke or intracranial hemorrhage who underwent a 
dysphagia screenign process before taking any foods, fluids or 
medication by mouth.


STROKE AND STROKE REHABILITATION: 
Consideration of Rehabilitation Services


Percentage of patients aged 18 years and older with a diagnosis of 
ischemic stroke or intracranial hemorrhage for whom consideration 
of rehabilitation services is documented.


STROKE AND STROKE 
REHABILITATION:Computed Tomography 
(CT) or Magnetic Resonance Imaging (MRI) 
Reports


For patients aged 18 years and older with either a diagnosis of 
ischemic stroke, TIA or intracranial hemorrage OR at least one 
documented symptom consistent with ischemic stroke, TIA or 
intracranial hemorrage that includes documentation of the presence 
or absence of each of the following:  hemorrhage, mass lesion and 
acute infarction.


SURVEY:  Children's Needs Met Information to address parental concerns: proportion of children 
whose parents had concerns about their child's learning, 
development and behavior and they received information to address 
their concerns.


SURVEY:  Flu Shots for Adults 50-64 Influenza immunization: percentage of commercial members 50 to 
64 years of age who received an influenza vaccination between 
September 1 of the measurement year and the date on which the 
CAHPS® 4.0H Adult Survey was completed.


SURVEY:  Flu Shots for Older Adults Influenza immunization: percentage of Medicare members 65 years 
of age and older who received an influenza vaccination between 
September 1 of the measurement year and the date on which the 
Medicare CAHPS survey was completed.


SURVEY:  Informational Needs Met Information about resources for parents in the community: proportion 
of parents who had their informational needs met.


SURVEY:  Management of Urinary 
Incontinence in Older Adults


Management of Urinary Incontinence in Older Adults


SURVEY:  Medical Assistance With Smoking 
and Tobacco use Cessation


Medical Assistance With Smoking and Tobacco use Cessation


SURVEY:  Medical Home Assessment Medical home: percentage of children and adolescents who meet 
the threshold for having a medical home according to a subset of 
questions from the 2007 National Survey of Children's Health.







MEASURES THAT MIGHT BE USED IN A 
PUBLIC REPORT * HIGHLIGHTED* ARE 


MEASURES TYPICALLY SEEN IN A PUBLIC 
REPORT


MEASURE DEFINITION


SURVEY:  Medicare Health Outcomes Survey Medicare Health Outcomes Survey


SURVEY:  Osteoporosis Testing in Older 
Women


Osteoporosis Testing in Older Women


SURVEY:  Physical Activity in Older Adults Physical Activity in Older Adults


SURVEY:  Pneumonia Vaccination Status for 
Older Adults


Pneumonia Vaccination Status for Older Adults


SURVEY:  Private and Confidential Care Average proportion reporting that they had a private and/or 
confidential visit.


URINARY INCONTINENCE:  Assessment of 
Presence or Absence of Urinary Incontinence 


Percentage of female patients aged 65 and older who were 
assessed for the presence or absence of urinary incontinence within 
12 months.


URINARY INCONTINENCE:  Characterization 
of Urinary Incontinence


Percentage of female patients aged 65 and older with a diagnosis of 
urinary incontinence whose urinary incontinence was characterized 
at least once within 12 months.


URINARY INCONTINENCE:  Plan of Care for 
Urinary Incontinence


Percentage of female patients aged 65 years and older with a 
diagnosis of urinary incontinence with a documented plan of care for 
urinary incontinence at least once within 12 months.


WOMAN'S HEALTH:  Frequency of Ongoing 
Prenatal Care


Percentage of Medicaid deliveries between November 6th of the 
year prior to the measurement year and November 5th of the 
measurement year and uses the same denominator and deliveries 
as the prenatal and postpartum care measure.  <21 percent; 21-40 
percent; 41-60 percent; 61-80 percent; ≥81 percent


WOMEN'S HEALTH:  Breast Cancer 
Screening in Women 40–69


Percentage of women 40–69 years of age who had a mammogram 
to screen for breast cancer during the previous 24 months.


WOMEN'S HEALTH:  Breast Cancer 
Screening in Women 50–69


Breast cancer screening: percent of women age 50 to 69 who are 
screened for breast cancer.


WOMEN'S HEALTH:  Cervical Cancer 
Screening in Women 21–64


Percentage of women 21–64 years of age who received one or more 
Pap tests to screen for cervical cancer during the previous 36 
months.


WOMEN'S HEALTH:  Cervical Cancer 
Screening in Women 21–64


Cervical cancer screening: percent of women age 21 to 64 who are 
screened for cervical cancer in the past three years.


WOMEN'S HEALTH:  Chlamydia Screening in 
Women (16–20, 21–24, combined)


Percentage of women 16–24 years of age identified as sexually 
active who had at least 1 test for Chlamydia during the previous 12 
months.


WOMEN'S HEALTH:  Prenatal and 
Postpartum Care


Percentage of deliveries that had a postpartum visit on or between 
21 and 56 days after delivery.
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