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BACKGROUND

According to the United Nations World Health Report 20001, the U.S. spends more than twice as much
on healthcare per person than most of Western Europe, with no better outcomes than Cuba and Costa
Rica, which spend one-tenth of our per person cost.  While California reportedly continues to have the
lowest health insurance premiums in the United States, the state's health outcome to spending ratio is likely
not much different than the rest of the nation.  This is an example of the "Quality Chasm" identified by the
California Healthcare Foundation and others.  The chasm refers to the disparity that currently exists
between the health care that is provided, and the care that should be provided.  The chasm is most evident
in the area of care that is provided to patients with chronic diseases, the most prevalent of which are
diabetes and various cardiovascular diseases.  

The U.S. health care system has long been structured around the provision of episodic care for acute rather
than chronic conditions.  The system has not been designed to effectively manage patient care and improve
outcomes proportionate to resources consumed.  Beginning with the Federal HMO Act of 1973 managed
care included preventive health care services, which at the time were not included under traditional major
medical insurance coverage.  Managed care pioneered the use of preventive health care guidelines that have
since been adopted by many other types of health care programs.  Managed care provided by network
model health plans to HMO enrollees typically provides services at a lower cost than PPO and other more
traditional insurance programs.  However, little research has compared the success of managed care in
bridging the quality chasm relative to care provided under more traditional insurance models.

In California, the early acceptance of managed care, and prevalence of medical groups and Independent
Practice Associations (hereafter collectively referred to as “medical groups”) creates an opportunity to re-
think and re-engineer how care is delivered. System improvements can help physicians adopt effective
patient management practices to improve the health outcomes for a large number of California consumers.

A majority of HMO enrollees in California receive their care from delegated/capitated prepaid medical
groups.  Kaiser Permanente, comprised of a health plan, hospital and medical group, represents the most
integrated of these arrangements.  Aside from the Permanente medical group, approximately 200 other
medical groups provide and arrange for health care services to over 10 Million HMO enrollees through
contracts with approximately 20 network model health plans.  The majority of these HMO enrollees are
concentrated in six state-wide health plans.  Integration and coordination of health care within the medical
groups and between the medical groups and health plans varies widely.  According to James C. Robinson
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in his paper2 Physician Organization in California: Crisis and Opportunity (Health Affairs, July/August
2001), “The HMOs passed the core of managed care rights and responsibilities on to the physicians, and
focused their own efforts [elsewhere]”.  

The health plans and various interest groups, including the State of California Department of Managed
Health Care, California Department of Health Services, Pacific Business Group on Health, and public
advocacy groups, want to see quality of care reporting for the approximately 200 medical groups.  While
quality of care and quality of care outcomes reported to NCQA by the 20 health plans are often derived
from sampling techniques using medical record abstractions, this is prohibitively expensive to apply to the
hundreds of medical groups, each of which contracts with several health plans. 

Recently, through the activity of the Integrated Healthcare Association and many health plans, agreement
has been reached about the value of measuring the quality of care provided by delegated/ capitated medical
groups, and encouraging improvement in through quality bonus incentives.  The "Pay-for-Performance"
proposal will exclusively rely on administrative data to document the quality of care provided and measure
quality of care outcomes. This administrative data about health care provided by medical groups to health
plan HMO enrollees under delegated/capitated care will, by necessity, come from various data sources,
including:

Medical Group Data Enrollee eligibility and demographic data
Medical service claims paid
Medical service encounters 

Health Plan Data Enrollee eligibility and demographic data
Prescription drug claims paid
Hospital service claims paid
Medical encounter reporting data

Reference Lab Data  Laboratory tests performed and test results.  
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STUDY PURPOSE AND OBJECTIVES

The use of administrative data from medical groups integrated with health plan data to measure the quality
of care provided has not been tested on a large scale.  While done by a few health plans for their own use,
their successes and failures are not publicly reported.  Furthermore, assessment of quality of care provided
by the medical groups is likely more complicated because of the large number of data sources that need
to be integrated (as described above), when compared to a health plan’s own  assessment of quality.  

The Benchmark Study described in this Findings Report aggregated data from medical groups, creating
a statistically representative sample of data for HMO enrollees within the non-Kaiser delegated/capitated
model. The large cohort of lives in the collected data was needed to consider what are often small rates
of occurrences in some quality measures.  The physician service data was integrated with health plan
pharmacy data, as well as reference laboratory data on tests performed and test values, from which quality
measurements can be made.  The aggregated data was used for several Study objectives.  

1.    Test the caliber and completeness of administrative data for its use to measure the quality of care
within medical groups. 

2. Develop benchmarks that measure the quality of care provided by medical groups that are
applicable to a variety of payment models.  For example, the guiding principle of the delegated/
capitated health care delivery model has that by granting physicians greater clinical autonomy, they
would be encouraged to provide greater collaborative and coordinated care, better emphasize
prevention, improve patient access to necessary services, which would ultimately result in improved
quality of care and reduced costs.

3. Test data on quality, access, and cost indicators to determine if using administrative data would
provide meaningful and actionable information, and help medical groups improve the quality of care
provided. 

4. Acuity-adjust data samples, where appropriate, so that quality indicators reflect the impact of
underlying patient conditions.
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Challenges Using Administrative Data

There are various challenges inherent in relying on administrative data from many dissimilar sources.  This
Study assembled eligibility and encounter data from more than 20 of California's larger medical groups,
pharmacy data from six state-wide health plans, and data from several reference laboratories.  Establishing
a data warehouse of usable data required creating a number of data combinations that have either rarely
been tested, or the results not publicly reported.  

One of the greatest challenges in aggregating data from dissimilar sources is matching data that uses
different patient identifiers.  Each medical group has its own process for assigning a member or medical
record number to internally track services provided to its HMO enrollees.  The identifier assigned by the
medical group differs from the identifier assigned by each of the six health plans to its enrollees.  For
HEDIS and other recognized quality measurement systems, a combination of pharmacy data from health
plans and medical service/encounter data from medical groups is needed to identify specific patient
populations for quality measurement, such as patients with diabetes, asthma, or cardiovascular disease. 

Some quality indicators require data about processes and outcomes of specific services, for example
laboratory data about tests performed and test results are needed for specific patient populations.  This
becomes complicated when reference laboratories use an internally generated patient identifier unlike those
assigned by either the medical group or health plan.  The common identifier that can be used to effectively
link patient data across data sources is often a combination of patient's last name, first name, data of birth,
and gender, though even this methodology is not without problems since allowance must be made for
differences in name spelling, such as with hyphenated names and titles (e.g., "Jr.").

The California Cooperative Healthcare Reporting Initiative (CCHRI) conducted a study that compared
patient visits recorded in a sample of medical charts in a small number of medical groups to administrative
data sets at the medical group and the health plan.  The Completeness and Accuracy of Managed Care
Administrative Data Sets ("CAMAS") conducted in 1999 found that for 786 encounters located through
medical record abstraction, less than one percent of the data was missing from the medical group encounter
data, while 69 percent was missing from the health plan encounter reporting system.  NCQA reports that
for indicators relying on laboratory tests or test results, the majority of health plans are reporting these
indicators according to HEDIS hybrid methodology, using medical record abstraction for a sample of
patients rather than relying exclusively on administrative data.   Because of these limitations of administrative
data, most network model health plans have relied on medical record abstraction to periodically measure
quality of care provided by their contract medical groups.
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Given the high resource cost for each health plan to conduct medical record audits at each contract medical
group, the health plans need to rely on administrative data for “Pay-for-Performance” and other quality
incentive programs.  For the medical groups, learning to use administrative data for self-assessment and
self-improvement is necessary to improve their quality of care.  Medical groups have large quantities of
data.  Unfortunately it is not all useful, or always in a useable form, in addition to the problem of linking
medical group medical service data to pharmacy data provided by each of the contract health plans.

Data integrity and the completeness of data is a challenge, which the health care industry works to improve.
Quality scores need to reflect the health care services that were or were not delivered, rather than report
how much data was missing.

STUDY METHODOLOGY

Identification of the Study Sample

To obtain a statistically significant sample of data documenting the health care services provided to HMO
enrollees under the delegated/capitated model, Intelligent Healthcare sent invitations to participate in the
Benchmark Study to the chief executive officer and/or chief medical officer of approximately 100 medical
groups in California (using both mailed and electronic correspondence). 

Eligible organizations were those with reported HMO enrollment over 35,000 members.  These
organizations were identified through lists maintained by Intelligent Healthcare, the California Association
of Physician Organizations, the Pacific Business Group on Health, and Cattaneo & Stroud.  Approximately
35 responses for participation were received.  Potential participants were referred to the Information
Technology Survey developed by Intelligent Healthcare, which was accessible on our web site. A total of
31 Information Technology Surveys were completed.   Based on the self-reported completeness of claims,
encounter, and eligibility data, 25 medical groups were asked to participate in the Study by submitting their
administrative data covering services provided in Calendar Years 2000 and 2001.  

Information Technology Survey

Among the 31 responses to the Information Technology Survey, 13 were traditional medical group models
with mostly employed physicians, and 18 were independent practice associations where most physicians
are under contract.  Seven of the respondents reported having more than ten percent of their encounter
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data missing.  All but one of these occurred because of subcapitated arrangements with primary care and
other medical specialties, when the subcapitated physicians did not report all of their services.  One medical
group reported incomplete data due to complications of a system conversion process.  For five of these
seven medical groups included in the Study, one had overstated the extent of their missing data, and one
had understated the amount of missing data.  All of the medical groups mentioned that their data
completeness has improved since the period of time included in the Study.

Maintaining complete and accurate HMO member eligibility information is a challenge for any medical
group because the data comes from each HMO in different formats, and because all of the information is
subject to retroactive changes.  Almost all of the medical groups reported using electronic eligibility
information provided by the health plans to automatically process member and eligibility information.  About
half are relying on a process beginning with the reported current complete electronic file, while the other
half are beginning with an add/change electronic file which only updates members when the health plans
reported new or changed information (add, deletes, et cetera).  Ten of the medical groups mentioned
referring back to printed or printable reports to check on any discrepancies in their processes. 

Only eight of the medical groups mentioned running a periodic cleanup process, where for example,
members are deleted if they no longer appear on the HMO report as eligible, or are not found in the
add/change tables.  Several of these medical groups mentioned the importance of running periodic cleanup
of the member enrollment database.  Four of the medical groups stated that they do not rely on the
processed member eligibility information for an accurate count of eligible members by month.  Instead, they
rely on the enrollment reported by the health plans in separate monthly capitation reports.  

Authorization for Access to Data and Confidentiality Protection

Intelligent Healthcare entered into confidentiality agreements with each participant for the security of patient,
medical group, health plan, and laboratory identifiable data.  These agreements required that the Study
adhere to current State of California and Federal medical privacy and protection laws that prohibit the
disclosure of patient identifiable information.  Participating medical groups signed releases authorizing the
participating health plans to provide pharmacy data for their HMO enrollees, and for reference laboratories
to submit their lab test and test value data. Intelligent Healthcare convened a privacy board for a waiver
from the patient notification provisions under HIPPA.  The privacy board signed the waiver in July, 2002.

Lists of the participating medical groups were submitted to each of the six health plans, which subsequently
provided two years of pharmacy data for their HMO enrollees assigned to the groups.  One reference
laboratory agreed to provide data for approximately half of its medical group clients participating in the
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Study.  Five medical groups provided their own laboratory test value data.  Almost all of the medical
groups provided laboratory encounter data.  

Once the participating medical groups were identified, the following processes took place:

STEP 1:  Intelligent Healthcare referred each participating medical group to the data dictionary
that was posted on our web site.  The data dictionary identified the data elements needed for the Study.
Providing the large volume of required data for the Study was burdensome to all participants. We asked
each of the medical groups to provide data in their preferred format to make the process as convenient as
possible.  Typically data submitted by the medical groups to a health plan or intermediary is required to be
precompiled into specific formats, which adds to the complexity of data submission.  This precompiling
process may be responsible for some of the data loss seen in the CCHRI CAMAS study3.  Intelligent
Healthcare worked directly with the assigned staff members at each medical group to understand their
preferred data format.  

The data dictionary did not include enrollee name, though it did include enrollee date of birth and sex.
Some medical groups were reluctant to provide member names despite the confidentiality provisions in the
signed agreements.  This limited our ability to work around some of the data limitations of linking health plan
provided pharmacy data to medical group medical service data to identify patient populations for chronic
disease quality measures.

Table 1:  Count of Records Processed

Claims 77 million

Eligibility 10.1 million

Provider 145,000

Pharmacy 33.3 million

Laboratory 4.7 million

Total Records Processed 125.2 million
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STEP 2. Once data was submitted, Intelligent Healthcare built a script to scrub and load each
medical group’s data into our data warehouse.  Scrubbing the data translates it into our standard database
format, which partitions data into tables organized according to claim/encounter files, provider information,
enrollee eligibility, and enrollee demographics.  Twenty-two medical groups submitted data that was
scrubbed and loaded, which was submitted in 22 different formats.  At this step, processing of data from
two medical groups was stopped because the data submitted did not cover the requested period of time,
or was missing several key elements in the data dictionary.

Table 2: Sample Diagram from Intelligent Healthcare Database.
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STEP 3. Intelligent Healthcare calculated per member per month (PMPM) costs for each medical
group by plan type (commercial/senior), and procedure utilization rates (utilization per 1,000 enrollees per
year).  A summary level sample of the utilization rate variation across medical groups is provided in Table
3 below.  A sample of the PMPM cost profiles with variations across medical groups is presented in Table
4.   Cost and utilization reports were submitted to each medical group for their review before further
processing the data.  

The utilization shown below represents the count of reported services provided (procedures), divided by
the count of eligible members during Calendar Year 2001 (member months), times 1,000 enrollees times
12 months, which equals “annual utilization per 1,000 enrollees”.  This utilization computation is used for
comparative purposes across data sets to determine completeness of reported data, including unreported
and unbundled services.  The minimum, maximum, mean and standard deviation represent the variation
across the 17 medical groups included in the indicator database.

Table 3:  Annual Utilization Rates per 1,000 Enrollees for Commercial Enrollment in Study
Database

Procedure Code Group Minimum Maximum Mean Standard Deviation

Anesthesiology 23 1,072 433 299

Evaluation & Mgmt 2,319 7,039 3,513 1,197

Letter Codes 352 4,441 1,397 994

Medicine 1,297 6,939 2,462 1,445

Path & Lab 455 7,638 3,369 1,727

Radiology 443 2,160 1,081 439

Surgery 593 3,696 1,406 787

Costs reported in Table 4 reflect the fee schedules used by each participating medical group to report their
service costs.  Variations in service responsibility and fee schedules will account for some of the variation
seen in procedure code groups.  Most of the variation is due to missing data, under-coding, and unbundling
of services.  
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  Table 4: Per Member Per Month Costs for Commercial Enrollment in Study Database

Procedure Code Group Minimum Maximum Mean Standard Deviation

Anesthesiology $0.22 $3.15 $1.38 $0.82

Evaluation & Mgmt $10.54 $59.45 $19.55 $12.82

Letter Codes $1.45 $7.33 $2.91 $1.54

Medicine $3.12 $19.28 $6.33 $4.20

Path & Lab $1.59 $22.55 $5.43 $5.40

Radiology $2.87 $15.39 $7.39 $3.94

Surgery $5.28 $32.94 $13.00 $6.99

Two medical groups had eligibility information available only for patients who had obtained care, and not
for those enrollees who had not received services.  Using this data overstates utilization rates and generates
higher PMPM costs since some percentage of enrollees do not receive health care services.  One medical
group was dropped from the Study at this point because of problems with their eligibility information not
linking with the medical claims and encounters. 

STEP 4. An acuity analysis was run for each of the participating medical groups, using Symmetry-
Health Data System's Episode Risk Grouper software.  This program uses an episode of care grouper to
categorize healthcare services by patient into episodes of care.  The episodes of care are then categorized
into risk groups.  These risk groups equate to cost factors, and are combined with demographic cost
factors to produce an age, sex and acuity factor per enrollee.  Taking all of the weights for all commercial
patients, and dividing it by the number of patients, yields an average acuity factor by medical group.  The
results across medical groups were then normalized and compared.  Table 5 shows the variations in
normalized weights for the participating medical groups. 
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Table 5: Comparative Acuity of Participating Medical Groups.

Geographic
Area

Demographic Only Demographic + Acuity

High Low High Low

N. California 1.09 1.07 1.11 1.04

S. California 1.10 0.85 1.17 0.75

As shown in the table above, there is considerable variability in the relative acuity of patient populations.
Based on the demographic weights alone, the low of 0.85 and high of 1.10, implies that the cost of care
for a commercial population could vary among medical groups by 29 percent (1.10-0.85)/0.85.  Using the
demographic+acuity score, the expected cost can vary by as much as 43 percent.  A low demographic+
acuity score could also result from missing encounter data since fewer episodes of care would be
“grouped”, which was observed in several of the participating medical groups.  As a result, 43 percent
probably overstates the difference in acuity.  

STEP 5. HMO enrollees in the medical groups were selected for the Study population based on
medical group provided enrollment data, showing the member was enrolled with the organization at January
1, 2000 and through December 31, 2001, allowing up to one 45-day break in enrollment during 2001.
The decision to only use patients enrolled for two years was based on recommendations from the Study
advisory group.  Turnover in enrollment can vary by medical group, and its impact on measurements was
considered an important factor that this Study should control for.  Selecting enrollees with two years of
enrollment was the compromise to mitigate this factor among medical groups.  Unfortunately, this required
variations on established quality indicators (i.e., requiring two years instead of the one year of enrollment
under the HEDIS Comprehensive Diabetes Care4 methodology).  We are not suggesting that established
indicators should be changed.  Rather this Study was testing the use and limitations of administrative data
to measure quality of care.

STEP 6. Eligibility data for HMO enrollees identified by the medical groups with two years’
continuous enrollment was copied into an enrollment table in a second database (the indicator database).
Of the approximately 1.6 million enrollees with health care coverage, 988,915 meet the two year eligibility
criteria with the six participating health plans.  Approximately 14 million medical claims for those selected
enrollees were subsequently copied into the indicator database. 
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STEP 7.  Pharmacy claims from each of the six health plans for prescription drugs were examined.
Those with an NDC code matching the patient selection criteria for patients with diabetes, asthma, and
hypertension were loaded into the indicator database. The NDC code list for patients with diabetes and
patients with asthma was taken from the NCQA web site. NDC codes for hypertension were created by
a pharmacy benefits consultant, using information available from a health plan.  Approximately 4.8 million
pharmacy records were copied into indicator database.

The pharmacy data was reported in variations of the Calinx format from each of the six health plans.   Once
in the database, matching pharmacy claims to members in the indicator database was conducted by making
one of several data queries.  First, using the medical group reported health plan patient identifier, and
second, using a combination of the first nine characters of the health plan patient identifier and date of birth
when the identifier was over nine characters in length, or seven characters in the patient identifier and date
of birth when the identifier was nine characters in length. 

Not all pharmacy data could be linked.  Numerous variations exist in medical group reported health plan
patient identifier compared to what the health plans report, with greater variation observed for some health
plans than others.  If HEDIS Event/Diagnosis specifications are the standard for identifying patients with
defined medical conditions, and these specifications require linking health plan pharmacy and medical group
medical claims, then the number of links could be under-represented in many administrative data sets.  This
may result in under-reporting of patients with asthma where patients need to have both specified medical
services with a diagnosis of asthma, and the specified prescriptions according to the HEDIS Asthma
Event/Diagnosis specifications.  This may also cause an incorrect count of patients with diabetes, since
under HEDIS patients have either the specified medical services with a diagnosis of diabetes or the
specified prescriptions.  

Table 6: Completeness Comparison of Member Matches to Pharmacy Data.

Rate of matching HMO pharmacy data to
medical group reported HMO enrollees

>80% >60% >40% >20%

Count of medical groups 4 5 7 1

STEP 8. The indicators were then run for each participating medical group.  The list of indicators
used and their technical specifications are provided in the Appendix.  Also included in the Appendix is a
list which recaps the reasons why 5 medical groups were not included in the indicator database.
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STUDY INDICATORS

The indicators selected in consultation with the Study advisory group were intended to meet the needs of
the medical group participants to provide information to help improve reported quality of care.  As
previously stated, we are not proposing the development of new indicators.  Rather, we were testing
administrative data on a variety of indicators to look for explainable variations in results.  For example, this
Study used the HEDIS Event/Diagnosis specifications for both patients with diabetes and patients with
asthma.  The continuous enrollment specification for the Study was two years, which is different than the
one year specified in HEDIS Comprehensive Diabetes Care.  

Even though the results may be different than HEDIS, the range of results is likely similar to what will come
from HEDIS measures, and the range of results are representative of what would be seen across medical
groups using HEDIS.  Results reported here are useful for establishing meaningful benchmarks applicable
to the quality of care among medical groups.  While the Study is using available data for delegated/capitated
enrollment, the indicators and benchmarks that will be published from this Study should be applicable to
physicians under any payment model. Indicators include measures of patient access to primary care and
various medical specialties, utilization rates of select procedures, and costs.
    
We have included combinations of indicators clustered around chronic diseases to consider the value of
outcomes by which services are provided, such as looking at the resources used to care for patients with
chronic conditions, the rate of evidence-based processes, and outcome measures. These combined
measures may provide a more in-depth and useful analysis of the structure and process of care, which may
help physicians better judge their processes and impact on outcomes.

For patients with diabetes, the Study includes six indicators.  First, the prevalence of patients with diabetes
(per 1,000 enrollees) within each medical group's population identifies whether adverse or beneficial
selection of patients is a factor.  Three process indicators include:  retinal eye exam rate, hemoglobin A1c
testing rate, and rate that patients are seen by a physician (no visits, single visit, more than one visit during
the year).  The resource indicators include:  the utilization rate of services by provider specialty, and the
annual cost of medical group provided services to their patients with diabetes.  There is one outcome
indicator:  average hemoglobin A1c test values (for reported values only).

Rather than including acute cardiovascular disease indicators, we focused on indicators related to
hypertension, a chronic cardiovascular disease.  For many of the participating medical groups, complete
hospital claims and encounter data necessary to identify acute cardiovascular events was not available.  In
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addition, typical indicators for patients with an acute cardiovascular event are rare within the primarily
commercial HMO population included in the Study. According to Dr. Steven Asch5, and other investigators
at Rand, selected data dependent indicators should have a high prevalence or incidence for which effective
medical treatment is established, and should be identifiable from diagnosis codes in claims and encounter
data (Measuring Underuse of Necessary Care Among Elderly Medicare Beneficiaries Using Inpatient
and Outpatient Claims, JAMA, November 8, 2000).  

PARTICIPATING MEDICAL GROUPS

Data was received from 22 medical groups, which in total account for 1.9 Million of the 10 Million
California HMO enrollees receiving health care under the delegated/capitated delivery model.
Administrative data from 17 groups was fully processed and included in the indicator database.  A listing
of all the participating medical groups is found in the Appendix. 

Table 9: Indicator database statistics by group enrollment size.
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FINDINGS: 
COMPLETENESS AND RELIABILITY OF ADMINISTRATIVE DATA 

The participating medical groups each have their own methodology and nomenclature for recording patient
information and assigning member identification numbers.  This information was to some extent captured
in the Information Technology Survey results, which asked how the medical groups process and maintain
HMO member eligibility information reported to them by the health plans.  A patient changing health plans
or a health plan changing member identification numbers for an established enrollee can cause a change in
medical group assigned member identification number more often than not.  

The HIPAA inspired shift away from using subscriber social security number as the assigned identification
number has removed a common element that could follow an enrollee as they changed health plans.  Only
if the treating physician or patient informed the medical group that they changed health plans would there
be a way to assure that a change in health plan does not result in a change in medical group assigned patient
identifier.  Programs to check enrollee name, date of birth, gender to like information of recently dropped
enrollees would require a sophisticated and complicated algorithm, including fuzzy logic to account for
possible differences in name spellings, and can not reasonably be expected to occur within medical claims
payment or patient accounting system platforms.

The network model health plans have for over 20 years required encounter reporting of physician service
data from the medical groups.  Unfortunately, the health plans have not publically reported how successful
they have been at using reported encounter information, to either refute or confirm the CAMAS findings.
Comments made by both health plan and medical group representatives indicate that encounter reporting
is not always reliable, though the reasons are not explained.  Since computer technology has advanced
significantly over the last 20 years, continued problems with encounter data are likely attributed to problems
that have nothing to do with computer technology.  

Intelligent Healthcare encountered obstacles in mapping medical group-maintained HMO eligibility to
HMO-reported pharmacy encounter data.  It was not a simple or straight-forward process.  This Study
relied on HMO member eligibility as reported by the medical groups, while health plan pharmacy data was
provided according to health plan eligibility data.  Eligibility from each health plan is reported to the medical
groups in different formats, complicating the process for the medical groups.  Since the Study was
measuring care at the medical group level, we relied on their view of eligibility.  

The big test of the eligibility process surfaced in linking the HMO-reported pharmacy data to the
HMO-assigned member identifier as recorded by each medical group.  The percentage of links achieved
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varied significantly, by both HMO and by medical group.  Success in matching members reported in the
pharmacy data to the HMO eligibility reported for each group is shown in Table 6 (see  Study
Methodology, Step 7).  

MEASUREMENT STATISTICS/ESTABLISHING BENCHMARKS

The Study results of the indicators are found in the Appendix.  At the top of the result pages, reported
percentages show the weighted mean - the average result.  The descriptive statistics report the median
among the medical groups, with half of the groups above the 50th percentile and half below.  Summaries
of the results are reported below.  Only commercial enrollment results are discussed, which account for
a majority of the enrollment reported by the participating medical groups.

Statistical Methods

For each of the quantitative indicators, e.g. the rate of hemoglobin A1c testing among patients with
diabetes, the data was summarized using basic descriptive statistics such as mean, standard deviation and
range, as well as the quartiles: 25th, 50th (median) and 75th.  Values were quoted separately for commercial
and senior plan types.  In addition, histograms were drawn from the results across the groups and within
the plan types. Scaling of the graphs was performed automatically by the statistical program used (NCSS
2000, Kaysville, Utah, May,2002 version).  For categorical data (e.g. number of visits for patients with
hypertension), the data was presented in the form of a frequency table.  Suggested benchmarks for each
of the quantitative indicators were determined from the 75th sample percentile for that indicator and plan
type.

For measurements related to asthma, hypertension or diabetes, a correlation analysis was performed for
each indicator within each disease.  In each case, the Pearson product-moment correlation coefficient
(reference: Dixon WJ, Massey FJ. Introduction to Statistical Analysis, 4th edition. Boston: WCB McGraw-
Hill, 1983, pg. 221) was computed between the number of visits per patient and variables such as testing
fraction (LDL or HbA1c), prevalence of disease (at the group level), cost of care, and demographic+
acuity indices. These coefficients were computed on a weighted basis by the number of individuals in the
given group with the disease in question. In addition, a multiple regression model (Dixon and Massey,
pgs.241-256) was formulated in each disease case with the dependent variable being the number of visits,
and with the other disease indicators used as the independent variables.  In each model, the acuity variables
were included as co-variants for adjustment.  The correlations between adult access to preventative care
and the various access indicators (orthopedic surgery, cardiology, et cetera.) were also examined.
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Statistical Results

The Benchmark Study Results are provided in the Appendix along with the summary statistics and
histograms.  It is worth noting that a number of the histograms demonstrate a bimodal shape, or at least an
indication of two separate groups of data. This is notable for primary care access and emergency room use
indicators (Access Indicators 1, 3 and 4), as well as some of the disease-specific indicators (Patients with
Diabetes: Report 3 - Glycoslated Hemaglobin (HbA1c) test rates; Patients with Asthma: Report 2 -
emergency room utilization rate; and Patients with Hypertension: Report 2 - LDL test rate).  

Sample histograms: “Bell-shaped” on left and “bimodal” on right.

               

This may be explained by a lack of complete data for a certain number of the medical groups reporting this
information. On the other hand, for the indicators on resources used (total visit-number variables for the
three diseases considered), the histogram appears to more closely resemble a bell-shaped “normal” curve,
as might be expected for most of the quantitative indicators if complete data had been available.  With the
large cohort of lives in the accumulated database, the results are representative of both the prevalence of
missing data, and when the data is not missing, scores on various quality indicators.  
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Statistics - Patients with Diabetes

The Study identified approximately 36,000 patients with diabetes.  Beginning with the prevalence of
diabetes within the commercial HMO enrollment, we found a mean of 3.6 percent, a low of 1.9 percent
of the enrollment, and a high of 5.3 percent by medical group.  [Diabetes prevalence in the senior
enrollment:  low 8.6 percent, high 18.9 percent, mean 15 percent] .  As stated before, the patients are
identified using the HEDIS Event/Diagnosis specifications using medical services with a diagnosis of
diabetes, or the specified prescriptions.  Rather than a bell shaped curve, we have a trimodal curve.  The
mean of 3.6 percent in the commercial population is close to numbers reported by many of the health plans.

For the rate of eye exams, the results are bimodal, those below approximately 30 percent, and those above
40 percent.  We believe that the lower mode likely reflects incomplete data, while the higher mode reflects
the true rate of eye exams within the population.  The rate of hemoglobin A1c testing is also bimodal, with
the lower mode (below 30 percent) most likely reflecting missing data, and the higher mode (above 50
percent) indicating the rate for this population.  The rate of patients seeing a physician found that the
majority of these patients (98 percent) saw a physician (any specialty) at least once during the year.  The
total visit rate (all provider types) shows a more normal distribution. 

Histogram for “Patients with Diabetes - Report 2:  Eye Exam”

The mean cost of medical group provided care provided to patients with diabetes is $1,9196 per patient
per year, approximately 3.5 times the typical capitation revenue paid to most medical groups.  On average,
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3.6 percent of the population costs the medical groups approximately 13 percent of its total expenses,
which is generally offset in the medical groups by large numbers of enrollees where costs are below the
typical capitation revenue.  Among the six medical groups with reported laboratory test values, the mean
of the reported values was 7.4 with a notable amount of missing data.  We did not assume a test value for
missing data.  Our methodology is different than HEDIS, which assumes a test value higher than 9.6 for any
missing data, which for this Study would account for 40 percent of all patients with diabetes.
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Benchmarks:

Report
Patients with Diabetes
Descriptive Statistics

Median: 50th

Percentile
75th

Percentile

1 Prevalence in total population 3.6%

2 Patients with eye screening for diabetic retinal disease 43%

3 Hemoglobin test rate 79%

4 Percentage of patients with 1, 2 or no physician visits
during the study year

86%: 2 visits
12%: 1 visit

5 Health care resources used by identified patients at the
medical group (all provider types)

13.9 visits /
$1,919 per year

6 Average glycoslated hemoglobin levels (reported test
values only) 7.4

Correlations: The simple correlation analysis yielded very little in the way of meaningful associations.  All
correlations were weighted on the basis of the number of lives by medical group with the
disease in question. 

For patients with diabetes, senior plans exhibited a significant correlation between visits
and HbA1c testing rate (r=0.62, p=.02).  This was not seen for commercial plans (r=0.35,
p=.22).  There was no evidence of any correlation between access to primary care and
specialty care.  However, when multivariate models were considered, HbA1c testing was
now found to significantly associate with visit frequency (p=.0085). 

Statistics - Patients with Persistent Asthma

The Study identified approximately 13,000 patients with asthma.  Prevalence within the population is a bell
shaped curve, with the mean at 1.5 percent of the commercial population.  Because the identification of this
population using HEDIS Event/Diagnosis specifications requires patients to have the specified number of
medical services with a diagnosis of asthma and the specified prescriptions, any problem with matching the
pharmacy data to medical data for the same patients would reduce the reported prevalence.  Geography
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and patient population demographics also appear to play a role in the prevalence observed across medical
groups.

Emergency department utilization for the population had a mean of 3 percent with an approximate trimodal
distribution as high as 6 percent.  Use of long term control drugs has a mean of 88 percent, under a more
typical bell shaped curve.  The average cost per patient with asthma was $1,4357, approximately 2.5 times
capitation revenue.  As a result, this 1.5 percent of the commercial population accounts for approximately
7.5 percent of medical group costs.  

Benchmarks:

Report
Patients with Persistent Asthma 

Descriptive Statistics
Median: 50th

Percentile
75th

Percentile

1 Prevalence in total population 1.5%

2 Patients with an emergency room visit 4.%

3 Patients with use of long-term control drugs 91%

4 Patients with a follow-up physician visit within 30 days
after an emergency department visit

2.1%

5 Health care resources used by identified patients at the
medical group (all provider types)

8.3 visits /
$1,435 per year

Correlations: There was a significant direct correlation between the number of visits and prevalence
(r=0.55, p=.02 for commercial plans).  However, when multivariate models were
considered, the association between visits and prevalence was no longer a significant
correlate.
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Statistics - Patients with Hypertension

Hypertension was selected as a cardiovascular disease chronic condition, because the more typical
indicators for patients with an acute cardiovascular event have few occurrences within the primarily
commercial HMO population included in the Study, and because complete hospital claims and encounter
data necessary for identifying an acute cardiovascular event was not available.  Prevalence within the
commercial population is a mean of approximately 3 percent [16 percent in the senior population], though
the distribution is fairly flat from 1.5 percent to 4.5 percent .  

LDL cholesterol testing rates were bimodal.  Below 30 percent, the test rate likely reflects missing data,
and from 40 percent and higher actual testing rates.  The average LDL cholesterol test value for patients
with a reported test value was 120.  All of the patients saw a physician during the measurement year. 

Histogram for “Patients with Hypertension  - Report 2: LDL Test Rate”

The average cost of care for each commercial patient with hypertension is $1,5138, approximately 2.5 times
a typical medical group capitation rate.  This 3 percent of the commercial patient population accounts for
approximately 8 percent of medical group costs.
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Benchmarks:

Report
Patients with Hypertension

Descriptive Statistics
Median: 50th

Percentile
75th

Percentile

1 Prevalence in total population 2.7%

2 Patients with LDL rate tests 62%

3 Patients with hypertension with 0, 1, or 2+ provider
visits during the study year

85%:  2+ visits
14%:  1 visit

4 Health care resources used by identified patients at
the medical group (all provider types)

11.9 visits /
$1,513 per year

Correlations: There was a marginal association between visit frequency and LDL testing (r=0.48, p=.08
for commercial plans and r=0.54, p=.048 for senior plans).  For hypertensives, LDL
testing remained significant (p=.03 for commercial plans).   For multivariate modeling of
patients with hypertension, there was a strong correlation between visits and cost (r=0.59,
p=.03 for commercial plans and r=0.72, p=.004 for senior plans). 
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POLICY CONSIDERATIONS

To provide consumers with accurate quality reporting, medical groups and health plans should consider
some short-term fixes to some of the industries long-term data problems.  

Medical groups participating in the Study did so with the desire to find new ways to improve the quality
of health care they provide to California consumers.  Physicians desire and intend to provide appropriate,
evidence-based care for their patients, and to move forward in crossing the quality chasm to provide the
healthcare that should be provided. Clinicians need help working around the various shortcomings of
existing data that is relied upon by both health plans and medical groups. If not addressed, these data
problems will impede quality incentive programs from reaching their aims.  Data used to make decisions
related to "Pay-for-Performance" risks reflecting the extent of missing data rather than reporting on quality
of care provided.

Medical groups must gain control of information they need to provide evidence-based health care to patient
populations with special needs, including chronic conditions such as diabetes, asthma, and cardiovascular
diseases.  This will help improve quality of care, and as a result improve medical group scores under
"Pay-for-Performance" and other quality initiatives.

Medical groups currently have too much data, of which only a small portion is useful to improve the care
of special patient populations.  According to this Study, patients with diabetes account for about 13 percent
of medical group costs, and we can infer 13 percent of medical group data.  The remaining 87 percent of
medical data for all other patients may hinder access to data needed by treating physicians. Only a small
proportion of all pharmacy claims are for insulin or other drugs to control diabetes. Similarly, hemoglobin
A1c tests comprise only a fraction of all laboratory test data. Discerning the data for a small number
patients amounts to finding the proverbial “needle in a haystack”.  

Medical groups should use a disease registry, which would select necessary data from large data sources
and store it in a more accessible and easier to use format for medical group medical directors and treating
physicians.  Such registries could also contain evidence-based guidelines for patient care and provide
variance reports when the health care provided differs from guidelines.  Information contained in the disease
registry could be reported periodically to health plans to better coordinate identification of special patient
population needs, and to coordinate patient outreach and education efforts.
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By using a disease registry, the medical group and treating physicians will know which patients are due for
evidence-based care, and can then work to get the appropriate care scheduled.  Rather than waiting until
the patient calls for an appointment, the medical group can become proactive.  

The disease registry will allow the medical group medical director to track the progress of evidence-based
care for special patient populations, while it is occurring.  This is different than the health plans role of
scoring a medical group on quality indicators.  “Pay-for-Performance” quality indicators will show what
did happen, since they are done several months after the year in question is over.  The medical group’s
work on “Pay-for-Performance” begins 12 months prior to the scoring.  

For most medical groups, pharmacy and inpatient utilization data is maintained by health plans.  In some
cases, by the time it is reported to the medical group, it is already "outdated."  In addition, the databases
are often large and cumbersome to use.  To better facilitate improvement in medical group quality of patient
care, health plans will need to analyze pharmacy and hospital data, and provide medical groups with timely
access to lists of patients with special needs.  By  identifying these populations for the medical groups, and
segregating this special patient population data from larger, more cumbersome datasets, health plans will
quickly improve the ability of a large number of medical groups to provide better evidence-based care.

To learn how to make the most use of disease registries and evidence-based care, medical groups may opt
to develop and participate in disease collaboratives.  For example, some free and community clinics
currently participate in collaboratives on a number of chronic diseases, which are used to share information
and help collaborative members learn about effective strategies to improve care.  According to Nancy
Oswald, PhD, in her paper9 Structured Collaboratives: Accelerating Quality Improvement in
California (research prepared for California Healthcare Foundation, July 2002), “Collaboration between
organizations rests on the assumption that each party will be more successful by virtue of common work
toward a shared goal. The process tends to be cooperative, creative, and innovative.”

Though electronic medical records hold some promise of providing a platform for better generating and
storing of electronic data, even effective use of EMRs will not resolve the problem of linking data from
health plan and medical group dissimilar sources.   EMRs are for most medical groups prohibitively
expensive to implement.  Unlike hospitals, which can increase their charges and payment rates to pay for
electronic order entry systems, most physician groups have little or no pricing leverage.  
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Quality improvement and quality reporting is more likely to be successful by considering some simple short-
term solutions to long-term industry data problems.  Some data problems are endemic to the healthcare
industry, and will require long-term structural solutions.  HIPAA may eventually help some of the data
problems, but its impact is still unclear.  

R:\AN_OFFICE\WPWIN\DATADOC\All_2002\Benchmarking Study\FINAL_REPORTS\Bstudy_NarrativeFINAL_color2.wpd
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MEDICAL GROUPS IN INDICATOR DATABASE

17 groups were loaded into the indicator database.  5 medical groups were excluded for the
following reasons:

(1) two groups - data did not cover the study period
(2) one group - data did not have a field for linking to health plans
(3) one group - data arrived after indicator study results were compiled
(4) one group - eligibility data did not link to the claims data.  
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AVERAGE VISIT FEE BY SPECIALTY

Explanation to Footnotes 6, 7 and 8:    “Per patient costs were calculated using the count of patient
visits by provider type times an estimated visit fee per specialty.”

A visit is defined as “a patient seen by a particular provider on a given day, without regard to the CPT
codes or number of services provided”.  The count of visits by provider specialty for all patients with
diabetes, asthma, or hypertension was multiplied times an estimated visit fee to determine a cost for all
visits for these patients, which was divided, respectively, by the number of patients with diabetes,
asthma, or hypertension.  The calculation result is the average cost per patient per year reported for the
medical group for patients with the identified condition.  

The visit fees used in the Study were determined by Intelligent Healthcare LLC, using its database of
cost and utilization by California medical groups.  The visit fees are based on the 2001 Medicare
RBRV’s fee schedule.  Cost per visit was determined a more reliable bases for cost than reported
procedure code utilization rates, because of the wide-variation in reported procedure code utilization
rates.  (See attached table “Average Visit Fee by Specialty”).



Oct 2002Commercial, Medi-Cal & Senior Enrollment
Benchmark Study
for the California Healthcare Foundation
by Intelligent Healthcare LLC
January 1, 2001 through December 31, 2001

Average Visit Fee by Specialty

AverageAverage

Visit FeeSpecialtyVisit FeeSpecialty

121Ophthalmology/Optometry77Allergy & Immunology
144Other913Ambulance
151Otolaryngology447Anesthesiology
52PCP: family/gen practice164Cardiology
54PCP: internal medicine271Critical Care
59PCP: pediatrics107Dermatology

262Pediatric Specialties200DME
938Pharmacy103Emergency Med/Urgent Care
129Phy Med, Rehab, Therapy76Endocrinology
100Podiatry175Gastroenterology
157Pulmonary Medicine237Hematology/Oncology
87Radiology421Home Health

298Radiology, Therapeutic116Hospital
108Rheumatology153Hospital, emergency room
946Surgery: cardiovascular436Hospital, general
255Surgery: endoscopic236Hospital, outpatient
255Surgery: general321Hospital, surgery center
489Surgery: neuro155Hospitalist
267Surgery: oral/maxillofacial117Infectious Diseases
178Surgery: ortho121Internal Medicine
304Surgery: pediatric66Laboratory/Pathology
353Surgery: plastic142Mental Health
560Surgery: thoracic1,052Neonatal & Perinatal Medicine
187Surgery: transplant184Nephrology/Dialysis
147Surgery: urology153Neurology
167Surgery: vascular205Obstetrics/Gynecology

svr7\Bstudy\average_visit_fee.qpw
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ACRONYMS AND TERMS DEFINED

Acuity (risk) Analysis - An acuity analysis using Symmetry-Health Data System's Episode Risk
Grouper software.  This program uses an episode of care grouper to categorize healthcare services by
patient into episodes of care.  The episodes of care are then categorized into risk groups.  These risk
groups equate to cost factors, and are combined with demographic cost factors to produce an age, sex
and acuity factor per enrollee.  Taking all of the weights for all commercial patients, and dividing it by
the number of patients, yields an average acuity factor by medical group. 

Benchmark - Webster defines as “a point of reference from which measurements of any sort may be
made.”

CALINX - California Information Exchange.  A collaborative of association heads representing
purchasers, providers, and plans and funded by CHCF.  It promotes standardization and collaboration
in the exchange of electronic healthcare information among California’s plans, providers, and
purchasers.

CCHRI - California Cooperative Health Care Reporting Initiative.  A statewide collaborative of
employers, health plans, and providers dedicated to providing accurate, standardized comparable
reports on health care performance.

CCHRI CAMAS - The CCHRI conducted a study that compared patient visits recorded in a sample
of medical charts in a small number of medical groups to administrative data sets at the medical group
and the health plan.  The Completeness and Accuracy of Managed Care Administrative Data Sets
("CAMAS") conducted in 1999 found that for 786 encounters located through medical record
abstraction, less than one percent of the data was missing from the medical group encounter data, while
69 percent was missing from the health plan encounter reporting system.

EMR - Electronic medical records are computer-based patient record systems, which focus on clinical
medicine; aimed at enhancing delivery of quality healthcare while improving the physician's life.

 HbA1c - Webster defines hemoglobin as “the red respiratory protein of erythrocytes, consisting of
approximately 6 percent heme and 94 percent globin, that transports oxygen from the lungs to the
tissues;  glycoslated as “any of one four h. fractions (A1c) which together account for less than 4
percent of the total h. in blood.”
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HEDIS - The Health Plan Employer Data and Information Set.  A set of standardized performance
measures designed to insure that purchasers and consumers have the information they need to reliably
compare the performance of managed health care plans.  

HEDIS Comprehensive Diabetes Care Methodology - From NCQA Publications, HEDIS 2002
Technical Specifications, Volume 2, Comprehensive Diabetes Care (pp 87-95). 
http://www.ncqa.org/somc2001/DIABETES/SOMC_2001_CDIAB.html 

HMO - healthcare maintenance organization.  

HIPPA - Title I of the Health Insurance Portability and Accountability Act of 1996 (HIPAA) protects
health insurance coverage for workers and their families when they change or lose their jobs.

Information Technology Survey - “Physician Organization Information Technology Survey” designed by
Intelligent Healthcare LLC to assess data components and capability of medical groups invited to
participate in the Benchmark Study.  Eight page document can be downloaded at www.intelHC.com
under Benchmark Study.  

Integrated Healthcare Association - IHA is a California leadership group of health plans, physician
groups, and health care systems, plus academic, purchaser, consumer, and pharmaceutical industry
representatives, committed to policy development, public dialogue, and special projects associated with
the continuing evolution of managed health care. IHA's most recent undertaking is a collaborative Pay-
for-Performance initiative involving six major California HMOs and their medical groups. www.iha.org  

LDL - Low density lipoprotein.  Webster defines as “a fraction of relatively small molecular weight, low
density, rich in cholesterol, and found in the B-globulin fraction of human plasma ...(1.019-1.063).”  

NCQA - National Committee for Quality Assurance.  An independent, non-profit organization whose
mission is to evaluate and report on the quality of the nation’s managed care organizations.  

NDC - The National Drug Code “NDC” serves as a universal product identifier for human drugs.
Pay-for-Performance - A state-wide initiative for common quality measures to evaluate the
performance of medical groups, and for deferring quality performance payments.  

PPO - preferred provider organization.  
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PMPM - Defined in this paper as  “Per member per month net cost , usually based on the data
reported net amount divided by member months.”

Utilization  - Defined in this paper as “ representing the count of reported services provided
(procedures), divided by the count of eligible members during a specified period (member months),
times 1,000 enrollees times 12 months, which equals “annual utilization per 1,000 enrollees”.  This
utilization computation is used for comparative purposes across data sets to determine completeness of
reported data, including unreported and unbundled services.”
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Access - Rpt 1 Child access to primary care providers

The percentage of children who had a visit with a primary care physician, physician assistant, or nurse practitioner.

Access - Rpt 2 Adult access to preventive and other ambulatory health services

The percentage of adult enrollees who had a preventive or other ambulatory  visit.

Access - Rpt 3 Adult emergency department utilization rates

The percentage of adult enrollees with an emergency room visit.

Access - Rpt 4 Child emergency department utilization rates

The percentage of children enrollees with an emergency room visit.

Access - Rpt 5 Access frequency: Orthopedic Surgeon

Percentage of patients visiting an Orthopedic Surgeon. 

Access - Rpt 6 Access frequency: Cardiologist/Cardiovascular Surgeon

Percentage of patients visiting a Cardiologist/Cardiovascular Surgeon. 

Access - Rpt 7 Access frequency: Otolaryngologist (ENT)

Percentage of patients visiting Otolaryngologist (ENT). 

Access - Rpt 8 Access frequency: Dermatologist/Plastic Surgeon

Percentage of patients visiting Dermatologist/Plastic Surgeon. 

Access - Rpt 9 Access frequency: Gastroenterologist

Percentage of patients visiting a Gastroenterologist. 

Asthma - Rpt 2 Patients with asthma: Emergency department utilizaton rate

The percentage of persistent asthmatic patients with an emergency room visit.

Asthma - Rpt 3 Patients with asthma: Use of long- term control drugs

The percentage of persistent asthmatic patients with use of long-term control drugs.

Asthma - Rpt 4 Patients with asthma: Follow up after emergency department visit

The percentage of persistent asthmatic patients with a follow-up physician visit within 30 days after an emergency 
department visit.
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Asthma - Rpt 5 Patients with asthma: Resources used by adults/children

Health care resources used by  adult/child persistent asthmatic patients.

Diabetes - Rpt 2 Patients with diabetes: Eye Exam

Eye screening for diabetic retinal disease among patients with diabetes.

Diabetes - Rpt 3 Patients with diabetes: Glycoslated hemoglobin (HbA1c) testing

Percentage of adult patients with diabetes receiving a hemoglobin (HbA1c) test.

Diabetes - Rpt 4 Patients with diabetes: Provider visit - 0, 1, or 2+ times during the year

The percentage of patients with diabetes with 0, 1, or 2+ physician visits during the study year

Diabetes - Rpt 5 Patients with diabetes: Resources used by adults

Health care resources used by adult patients with diabetes.

Diabetes - Rpt 6 Patients with diabetes: Glycoslated hemoglobin (HbA1c) levels

Average glycoslated hemoglobin (HbA1c) levels for tested patients with diabetes.

Hypertension - Rpt 2Patients with hypertension: LDL tests

Percentage of adult patients with hypertension with LDL rate tests.

Hypertension - Rpt 3Patients with hypertension: Provider visit - 0, 1, or 2+ times during the year

Percentage of adult patients with hypertension with 0, 1, or 2+ provider visits during the year

Hypertension - Rpt 4Patients with hypertension: Resources used

Health care resources used by adult patients with hypertension

Hypertension - Rpt 5Patients with hypertension: Average LDL values

Average LDL value among adult patients with hypertension who had LDL values calculated during the study 
period.

Utilization - Rpt 1 Acute Care: Angioplasty

Utilization rate of angioplasty. 

Utilization - Rpt 2 Acute Care: CABG

Utilization rate of cardiovascular heart bypass surgery. 
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Utilization - Rpt 3 Acute Care: Cardiac Catheterization

Utilization rate of cardiac catheterization. 

Utilization - Rpt 4 Acute Care: Hysterectomy

Utilization rate of hysterectomy. 

Utilization - Rpt 5 Acute Care: MRI/CT/Pet Scan

Utilization rate of MRI/CT/Pet Scan. 

Utilization - Rpt 6 Obstetric patients: Delivery rate

Birth rate 
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Diabetes - Rpt 2

Patients with diabetes: Eye Exam

Eye screening for diabetic retinal disease among patients with diabetes.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the 
healthcare needs of patients with diabetes.  The national consensus shows that an annual 
eye exam is necessary to prevent diabetic retinopathy.

Commercial, Medi-Cal, Medicare

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with one of the following CPT codes, or eye exam 
visit with an eye care specialist. 

67101, 67105, 67107-67110, 67112, 67141, 67145, 67208, 67210, 67218, 67227, 
67228, 92002, 92004, 92012, 92014, 92018, 92019, 92225, 92226, 92230, 92235, 
92240, 92250, 92260, 92287, 92013

None.

None.

Not applicable.

Not applicable.

Eye care specialist.

Persons 31 years or older, dispensed insulin and/or oral hypoglycemics in the period, or 
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter 
with a diagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0).      

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS

Page 1 of 28

Based on:
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Diabetes - Rpt 3

Patients with diabetes: Glycoslated hemoglobin (HbA1c) testing

Percentage of adult patients with diabetes receiving a hemoglobin (HbA1c) test.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the 
healthcare needs of patients with diabetes.  Regular testing of glycosylated hemaglobin 
is a necessary part of diabetic care management.

Commercial, Medi-Cal, Medicare

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population who had a glycosylated hemoglobin (HbA1c) test 
performed during the study period. 

83036

None.

None.

Not applicable.

Not applicable.

Not applicable.

Persons 31 years or older, dispensed insulin and/or oral hypoglycemics in the period, or 
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter 
with a diagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0).      

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS

Page 2 of 28

Based on:
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Diabetes - Rpt 4

Patients with diabetes: Provider visit - 0, 1, or 2+ times during the year

The percentage of patients with diabetes with 0, 1, or 2+ physician visits during the 
study year

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the 
healthcare needs of patients with diabetes.  Appropriate oversight of patient care 
requires periodic physician visits.

Commercial, Medi-Cal, Medicare

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with 2 of any ambulatory physician encounters at 
least 3 months apart.

99201-99205, 99211-99215  

None.

None.

Not applicable.

Not applicable.

Physican visit.

Persons 31 years or older, dispensed insulin and/or oral hypoglycemics in the period, or 
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter 
with a diagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0).      

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Rand QI Tools

Page 3 of 28

Based on:
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Diabetes - Rpt 5

Patients with diabetes: Resources used by adults

Health care resources used by adult patients with diabetes.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the 
healthcare needs of patients with diabetes.  Combined with the other dimensions of care 
for a particular disease, resource indicators identify the efficiency by which the 
measured effectiveness is achieved.

Commercial, Medi-Cal, Medicare

31 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The count of visits with a provider: Contact for physician of physician hospital, 
laboratory, radiology, other ancillary, inpatient hospital, outpatient hospital, prescription 
drugs.

Not applicable.  

None.

None.

Yes

Not applicable.

All visits.

Persons 31 years or older, dispensed insulin and/or oral hypoglycemics in the period, or 
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter 
with a diagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0).      

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC

Page 4 of 28

Based on:
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Findings Report to California Healthcare Foundation

Diabetes - Rpt 6

Patients with diabetes: Glycoslated hemoglobin (HbA1c) levels

Average glycoslated hemoglobin (HbA1c) levels for tested patients with diabetes.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the 
healthcare needs of patients with diabetes.  The results of periodic measurement of 
patients should provide evidence (from administrative data) that patients are getting 
effective medical care and patient education.

Commercial, Medi-Cal, Medicare

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Sum the values of the lowest recorded glycosylated hemoglobin (HbA1c) level for all 
measured patients who had an HbA1c test performed during the study period.

Not applicable.  

None.

None.

Not applicable.

Not applicable.

Not applicable.

Persons 31 years or older, dispensed insulin and/or oral hypoglycemics in the period, or 
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter 
with a diagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0) who had 
an HbA1c test during the study period with reported values.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Health Partners

Page 5 of 28

Based on:
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14-Nov-02

Findings Report to California Healthcare Foundation

Asthma - Rpt 2

Patients with asthma: Emergency department utilizaton rate

The percentage of persistent asthmatic patients with an emergency room visit.

One of 4 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with asthma.  High emergency room utilization rates may indicate 
access problems to preventive and other ambulatory health care services.

Commercial, Medi-Cal

5 to 9 years, 10 to 17 years, 18 to 56 years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with a qualifying CPT code.  

99281-99285, 99288  

None.

45x, 981

Not applicable.

23

Not applicable.

Persons meeting any one of the following 4 criteria during the study year or prior year:
   1) 4 asthma medication dispensing events*
   2) one ER visit with ICD9 code 493.xx 
   3) one hospitalization with ICD9 code 493.xx
   4) 4 outpatient visits with ICD9 code 493.xx AND 2 asthma medication dispensing 
events*
     * medication dispensing event = (days supply/30), rounded up

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

HEDIS

Page 6 of 28

Based on:
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14-Nov-02

Findings Report to California Healthcare Foundation

Asthma - Rpt 3

Patients with asthma: Use of long- term control drugs

The percentage of persistent asthmatic patients with use of long-term control drugs.

One of 4 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with asthma.  Shows the effectiveness of care, based on following 
nationally recognized guidelines for the control of asthma.

Commercial, Medi-Cal

5 to 9 years, 10 to 17 years, 18 to 56 years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Number of patients in the eligible population with one or more prescriptions for inhaled 
corticosteroids, cromolyn sodium, nedocromil, leukotriene modifiers or methylxanthines.

Not applicable.  

None.

None.

Yes

Not applicable.

Not applicable.

Persons meeting any one of the following 4 criteria during the study year or prior year:
   1) 4 asthma medication dispensing events*
   2) one ER visit with ICD9 code 493.xx 
   3) one hospitalization with ICD9 code 493.xx
   4) 4 outpatient visits with ICD9 code 493.xx AND 2 asthma medication dispensing 
events*
     * medication dispensing event = (days supply/30), rounded up

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

HMSA / HEDIS

Page 7 of 28

Based on:
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14-Nov-02

Findings Report to California Healthcare Foundation

Asthma - Rpt 4

Patients with asthma: Follow up after emergency department visit

The percentage of persistent asthmatic patients with a follow-up physician visit within 
30 days after an emergency department visit.

One of 4 dimensions to evaluate the effectiveness and efficiency in meeting the health 
care needs of patients with asthma.  Immediate follow-up to an emergency room event is 
necessary for effective patient condition management and to prevent a recurrence.

Commercial, Medi-Cal

5 to 9 years, 10 to 17 years, 18 to 56 years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Patients with an ambulatory physician encounter within 7 days of an emergency room 
visit. 

99201-99205, 99211-99215, 99241-99245, 99341-99353, 99301-99303, 99311-99313, 
99321-99323, 99331-99333, 99385-99387, 99395-99397, 99401-99404, 99411-99412, 
99420-99429, 99499, 92002-92014

None.

None.

Not applicable.

Not applicable.

Non-surgical ambulatory with a physician, PA or NP.

Persons with an ER visit with ICD9 code 493.xx.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HMSA

Page 8 of 28

Based on:
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Findings Report to California Healthcare Foundation

Asthma - Rpt 5

Patients with asthma: Resources used by adults/children

Health care resources used by  adult/child persistent asthmatic patients.

One of 4 dimensions to evaluate the effectiveness and efficiency in meeting the health 
care needs of patients with asthma.  Combined with the other dimensions of care for a 
particular disease, resource indicators identify the efficiency by which the measured 
effectiveness is achieved.

Commercial, Medi-Cal

5 to 9 years, 10 to 17 years, 18 to 56 years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The count of visits with the following provider types: PCP, Specialist, Lab, Radiology, 
Other Ancillary, and Prescriptions 

Not applicable.  

None.

None.

Yes

Not applicable.

All visits.

Persons meeting any one of the following 4 criteria during the study year or prior year:
   1) 4 asthma medication dispensing events*
   2) one ER visit with ICD9 code 493.xx 
   3) one hospitalization with ICD9 code 493.xx
   4) 4 outpatient visits with ICD9 code 493.xx AND 2 asthma medication dispensing 
events*
     * medication dispensing event = (days supply/30), rounded up

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

Intelligent Healthcare, LLC

Page 9 of 28

Based on:
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Hypertension - Rpt 2

Patients with hypertension: LDL tests

Percentage of adult patients with hypertension with LDL rate tests.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with hypertension.  High LDL blood cholesterol increases the risk 
for heart disease.  Periodic measurement of patients is considered evidence of proper 
physician oversight.

Commercial, Medi-Cal

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

Adults in the eligible population, who had LDL values calculated at least once during 
the study year.

83718-83721, 80061

None.

None.

Not applicable.

Not applicable.

Not applicable.

During the Study Year and Prior Year, received 2 or more prescriptions for a 
hypertensive medication (Hypotensives: vasodilators, sympatholytic, ganglionic 
blockers, ACE blocking type, veratrium alkaloids, angiotensin receptor blockers, other 
miscellaneous hypotensives, peripheral vasodilators calcium channel blocking agents, 
adrenergic inhibitors, alpha-adrenergic blocking agents, beta-adrenergic blocking 
agents, thiazide diuretics and related agents, potassium sparing diuretics, diuretics, 
miscellaneous loop diuretics) & had 1 or more physician visit with a diagnosis of 
hypertension 401.xx to 405.xx.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

Health Partners

Page 10 of 28

Based on:
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Hypertension - Rpt 3

Patients with hypertension: Provider visit - 0, 1, or 2+ times during the year

Percentage of adult patients with hypertension with 0, 1, or 2+ provider visits during the 
year

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with hypertension.  High LDL blood cholesterol increases the risk 
for heart disease.  The results of periodic measurement of patients should provide 
evidence (from administrative data) that patients are getting effective medical 
care/patient education.

Commercial, Medi-Cal

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

Persons in the eligible population with any 2 of the following codes being at least 3 
months apart:

99201-99205, 99211-99215, 99241-99245, 99341-99353, 99301-99303, 99311-99313, 
99321-99323, 99331-99333, 99385-99387, 99395-99397, 99401-99404, 99411-99412, 
99420-99429, 99499, 92002-92014

None.

51X, 52X, 982, 983

Not applicable.

Not applicable.

Non-surgical ambulatory.

During the Study Year and Prior Year, received 2 or more prescriptions for a 
hypertensive medication (Hypotensives: vasodilators, sympatholytic, ganglionic 
blockers, ACE blocking type, veratrium alkaloids, angiotensin receptor blockers, other 
miscellaneous hypotensives, peripheral vasodilators calcium channel blocking agents, 
adrenergic inhibitors, alpha-adrenergic blocking agents, beta-adrenergic blocking 
agents, thiazide diuretics and related agents, potassium sparing diuretics, diuretics, 
miscellaneous loop diuretics) & had 1 or more physician visit with a diagnosis of 
hypertension 401.xx to 405.xx.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

Rand QI Tools

Page 11 of 28

Based on:
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Hypertension - Rpt 4

Patients with hypertension: Resources used

Health care resources used by adult patients with hypertension

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with hypertension.  Combined with the other dimensions of care 
for a particular disease, resource indicators identify the efficiency by which the 
measured effectiveness is achieved.

Commercial, Medi-Cal

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

The count of visits with the following provider types: PCP, Specialist, Lab, Radiology, 
Other Ancillary, and Prescriptions 

Not applicable.  

None.

None.

Not applicable.

Not applicable.

All visits.

During the Study Year and Prior Year, received 2 or more prescriptions for a 
hypertensive medication (Hypotensives: vasodilators, sympatholytic, ganglionic 
blockers, ACE blocking type, veratrium alkaloids, angiotensin receptor blockers, other 
miscellaneous hypotensives, peripheral vasodilators calcium channel blocking agents, 
adrenergic inhibitors, alpha-adrenergic blocking agents, beta-adrenergic blocking 
agents, thiazide diuretics and related agents, potassium sparing diuretics, diuretics, 
miscellaneous loop diuretics) & had 1 or more physician visit with a diagnosis of 
hypertension 401.xx to 405.xx.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

Intelligent Healthcare, LLC

Page 12 of 28

Based on:
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Hypertension - Rpt 5

Patients with hypertension: Average LDL values

Average LDL value among adult patients with hypertension who had LDL values 
calculated during the study period.

One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health 
care needs of patients with hypertension.  High LDL blood cholesterol increases the risk 
for heart disease.  Periodic measurement of patients should provide evidence (from 
administrative data) that patients are getting effective medical care and patient education.

Commercial, Medi-Cal

31 years and older    

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

The sum of the lowest values for all LDLs taken for each adult in the eligible 
population. 

Not applicable.  

None.

None.

Not applicable.

Not applicable.

Not applicable.

During the Study Year and Prior Year, received 2 or more prescriptions for a 
hypertensive medication (Hypotensives: vasodilators, sympatholytic, ganglionic 
blockers, ACE blocking type, veratrium alkaloids, angiotensin receptor blockers, other 
miscellaneous hypotensives, peripheral vasodilators calcium channel blocking agents, 
adrenergic inhibitors, alpha-adrenergic blocking agents, beta-adrenergic blocking 
agents, thiazide diuretics and related agents, potassium sparing diuretics, diuretics, 
miscellaneous loop diuretics) & had 1 or more physician visit with a diagnosis of 
hypertension 401.xx to 405.xx, and had an LDL calculated during the study period.

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year.

Health Partners
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 1

Child access to primary care providers

The percentage of children who had a visit with a primary care physician, physician 
assistant, or nurse practitioner.

One of 2 dimensions (in conjunction with Indicator 04) to identify possible problems 
with children accessing or using primary care and preventive services.   

Commercial, Medi-Cal

1 to 2 years, 3 to 6 years, 7 to 11 years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population receiving a visit/service of a primary care provider, or 
their provider extender.

99201-99205, 99211-99215, 99241-99245, 99341-99353, 99301-99303, 99311-99313, 
99321-99323, 99331-99333, 99385-99387, 99395-99397, 99401-99404, 99411-99412, 
99420-99429, 99499, 92002-92014

None.

51X, 52X, 982, 983

Not applicable.

11

Non-surgical ambulatory with a physician, PA or NP.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 2

Adult access to preventive and other ambulatory health services

The percentage of adult enrollees who had a preventive or other ambulatory  visit.

One of 2 dimensions (in conjunction with Indicator 03) to identify possible problems 
with adults accessing or using preventive and other ambulatory care services.   

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with a qualifying CPT code.  

99201-99205, 99211-99215, 99241-99245, 99341-99353, 99301-99303, 99311-99313, 
99321-99323, 99331-99333, 99385-99387, 99395-99397, 99401-99404, 99411-99412, 
99420-99429, 99499, 92002-92014

None.

51X, 52X, 982, 983

Not applicable.

11

Non-surgical ambulatory with a physician, PA or NP.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 3

Adult emergency department utilization rates

The percentage of adult enrollees with an emergency room visit.

Higher utilization rates may indicate problems for patients accessing preventive and 
other ambulatory health care services.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with a qualifying CPT code.

99281-99285, 99288

None.

45X, 981

Not applicable.

23

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 4

Child emergency department utilization rates

The percentage of children enrollees with an emergency room visit.

Higher utilization rates may indicate problems for patients accessing preventive and 
other ambulatory health care services.

Commercial, Medi-Cal

1 to 2 years, 3 to 6 years, 7 to 11 years

Male & Female

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population with a qualifying CPT code.

99281-99285, 99288

None.

45X, 981

Not applicable.

23

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 5

Access frequency: Orthopedic Surgeon

Percentage of patients visiting an Orthopedic Surgeon. 

Access to medical specialists has been identified by the health plans and other interested 
parties as a key indicator for improving patient satisfaction.  Use of an access indicator 
(from administrative data) should provide a comparison for information reported from 
patient attitude services and health plan grievance reports.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving a visit/service with an Orthopedic Surgeon. 

  

None.

None.

Not applicable.

Not applicable.

Orthopedic surgeon, hand surgeon.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 6

Access frequency: Cardiologist/Cardiovascular Surgeon

Percentage of patients visiting a Cardiologist/Cardiovascular Surgeon. 

Access to medical specialists has been identified by the health plans and other interested 
parties as a key indicator for improving patient satisfaction.  Use of an access indicator 
(from administrative data) should provide a comparison for information reported from 
patient attitude services and health plan grievance reports.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving a visit/service with an Cardiologist or Cardiovascular 
Surgeon. 

  

None.

None.

Not applicable.

Not applicable.

Cardiologist, cardiac surgeon.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 7

Access frequency: Otolaryngologist (ENT)

Percentage of patients visiting Otolaryngologist (ENT). 

Access to medical specialists has been identified by the health plans and other interested 
parties as a key indicator for improving patient satisfaction.  Use of an access indicator 
(from administrative data) should provide a comparison for information reported from 
patient attitude services and health plan grievance reports.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving a visit/service with an Otolaryngologist

  

None.

None.

Not applicable.

Not applicable.

Otolaryngologist.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC
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14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 8

Access frequency: Dermatologist/Plastic Surgeon

Percentage of patients visiting Dermatologist/Plastic Surgeon. 

Access to medical specialists has been identified by the health plans and other interested 
parties as a key indicator for improving patient satisfaction.  Use of an access indicator 
(from administrative data) should provide a comparison for information reported from 
patient attitude services and health plan grievance reports.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving a visit/service with a Dermatologist or Plastic Surgeon. 

None.

None.

Not applicable.

Not applicable.

Dermatologist, plastic surgeon.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC

Page 21 of 28

Based on:



BENCHMARK STUDY 

  SPECIFICATIONS OF STUDY INDICATORS

14-Nov-02

Findings Report to California Healthcare Foundation

Access - Rpt 9

Access frequency: Gastroenterologist

Percentage of patients visiting a Gastroenterologist. 

Access to medical specialists has been identified by the health plans and other interested 
parties as a key indicator for improving patient satisfaction.  Use of an access indicator 
(from administrative data) should provide a comparison for information reported from 
patient attitude services and health plan grievance reports.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male & Female  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving a visit/service with a Dermatologist or Gastroenterologist.

None.

None.

Not applicable.

Not applicable.

Gastroenterologist.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

Intelligent Healthcare, LLC
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 1

Acute Care: Angioplasty

Utilization rate of angioplasty. 

Use of service measures apply to high occurrence/high cost services.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The number of patients in the eligible population with one of the following procedures 
for angioplasty: 

92982, 92995, 92980, 92984, 92996  

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 2

Acute Care: CABG

Utilization rate of cardiovascular heart bypass surgery. 

Use of service measures apply to high occurrence/high cost services.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The number of patients in the eligible population with one of the following procedures 
for CABG: 

33510-33514, 33516-33519, 33521-33523, 33533-33536  

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 3

Acute Care: Cardiac Catheterization

Utilization rate of cardiac catheterization. 

Use of service measures apply to high occurrence/high cost services.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The number of patients in the eligible population with one of the following procedures 
for cardiac catheterization: 

93501, 93510, 93511, 93514, 93524, 93526-93529, 93539-93545  

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 4

Acute Care: Hysterectomy

Utilization rate of hysterectomy. 

Use of service measures apply to high occurrence/high cost services.

Commercial, Medi-Cal, Medicare

15 to 44 years, 45 to 64 years

Female Only  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The number of patients in the eligible population with one of the following procedures 
for hysterectomy: 

58150, 58152, 58180, 58200, 58210, 58240, 58957, 59135, 59525, 56308, 58260, 
58262, 58263, 58267, 58270, 58275, 58280, 58285 

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 5

Acute Care: MRI/CT/Pet Scan

Utilization rate of MRI/CT/Pet Scan. 

Use of service measures apply to high occurrence/high cost services.

Commercial, Medi-Cal, Medicare

18 to 44 years, 45 to 64 years, 65+ years

Male Only, Female Only

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

The number of patients in the eligible population with one of the following procedure 
codes for MRIs, CTs, or PET scans: 

70450-70492, 71250-71270, 72125-72133, 72192-72194, 73200-73202, 74150-74170, 
70336, 76400, 70540-70553, 71550-71555, 72141-72159, 72196-72198, 73220-73225, 
73700-73702 73720-73725, 74181-74185, 75552-75556, 76093-76094, 78608-78609, 
78459, 78491-78492, 78810

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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14-Nov-02

Findings Report to California Healthcare Foundation

Utilization - Rpt 6

Obstetric patients: Delivery rate

Birth rate 

Obstetrical care is in aggregate the highest expense and highest volume condition for 
commercial and Medicaid/Medi-Cal, HMO enrollment.  Use of service measures may 
provide useful information for physicians to better manage these services.

Commercial, Medi-Cal

15 to 17 years, 18 to 34 years, 35 to 49 years, 50+ years

Female Only  

Enrolled as of December 31 of the measurement year.

One Allowed up to 45 days.

No exclusions.

Women in the eligible population with a qualifying CPT code.  

59400-59414, 59510-59515, 59610-59622  

None.

None.

Not applicable.

Not applicable.

Not applicable.

None

Indicator Description:

Purpose:

Eligible Population

Line of Business:

Age(s):

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Study Year + Prior Year

HEDIS
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