BENCHMARK STUDY

of the delegated/capitated health care
delivery model in California

Findings Report
for the California Healthcare Foundation
November 15, 2002

Research conducted by

Intelligent Healthcare LLC

2800 - 28'" Street, Suite 210, Santa Monica, CA 90405
www.intel[HC.com (310) 458-6966

Researchers

Paul M. Katz, M.B.A.
Paul Torrens, M.D.
Martin Lee, PhD.



TABLE OF CONTENTS

Background

Study Purpose and Objectives

Study Methodology

Study Indicators

Participating Medica Groups

FindingsCompleteness & Rdiability of Adminigrative Data
Measurement Statistics/Establishing Benchmarks

Policy Congderations

APPENDIX

Acknowledgments

Participating Organizations

Medica Groupsin Indicator Database
Advisory Group Members

Other Contributors

References

Average Vist Fee by Specidty

Acronyms and Terms Defined
Indicators with Technica Specifications
Benchmark Study Results



BENCHMARK STUDY
Findings Report to California Healthcare Foundation
November 15, 2002

BACKGROUND

According to the United Nations World Health Report 2000, the U.S. spends more than twice as much
on hedlthcare 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 Cdifornia reportedly continues to have the
lowest hedlthinsurance premiumsinthe United States, the state's heal th outcome to spending ratio islikely
not much different than the rest of the nation. Thisis an example of the "Quality Chasm" identified by the
Cdifornia Hedlthcare Foundation and others. The chasm refers to the disparity that currently exists
betweenthe hedthcarethat is provided, and the care that should be provided. The chasmismost 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. hedthcare system haslong beenstructured around the provisionof episodic carefor acuterather
than chronic conditions. The system has not been designed to effectively manage patient care and improve
outcomes proportionate to resources consumed. Beginning with the Federd HMO Act of 1973 managed
care included preventive hedlth care services, which at the time were not included under traditional mgor
medica insurancecoverage. Managed care pioneered the use of preventive hedth careguiddinesthat have
since been adopted by many other types of hedth care programs. Managed care provided by network
modd hedthplansto HMO enrollees typicdly provides servicesat alower cost than PPO and other more
traditional insurance programs. However, little research has compared the success of managed care in
bridging the qudity chasm relative to care provided under more traditiond insurance models.

In Cdifornia, the early acceptance of managed care, and prevalence of medica groups and Independent
Practice Associations (hereafter collectively referred to as* medica groups’) creates an opportunity to re-
think and re-engineer how care is ddivered. System improvements can hdp physicians adopt effective
patient management practicesto improve the hedlth outcomes for alarge number of Cdifornia consumers.

A mgority of HMO enrollees in Cdifornia receive their care from delegated/capitated prepaid medical
groups. Kaiser Permanente, comprised of ahealth plan, hospital and medica group, represents the most
integrated of these arrangements. Aside from the Permanente medica group, approximately 200 other
medica groups provide and arrange for hedlth care servicesto over 10 Million HMO enrollees through
contracts with gpproximately 20 network modd hedlth plans. The mgority of these HMO enrollees are
concentrated in Sx state-wide healthplans. Integration and coordination of hedth care within the medica
groups and betweenthe medica groups and hedth plans varieswiddy. According to JamesC. Robinson

See resource links under References in Appendix.
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inhis paper? PhysicianOrganizationinCalifornia: Crisisand Opportunity (Hedth Affairs, July/August
2001), “The HMOs passed the core of managed care rightsand responsbilitieson to the physicians, and
focused their own efforts [elsawhere]”.

The hedth plans and various interest groups, induding the State of Cdifornia Department of Managed
Hedth Care, Cdifornia Department of Hedlth Services, Padific Busness Group on Hedth, and public
advocacy groups, want to see qudity of care reporting for the gpproximately 200 medica groups. While
quality of care and quality of care outcomes reported to NCQA by the 20 hedlth plans are oftenderived
from sampling techniques using medica record abstractions, thisis prohibitively expengve to goply to the
hundreds of medica groups, each of which contracts with severd hedth plans.

Recently, through the activity of the Integrated Hedlthcare Association and many hedth plans, agreement
has beenreached about the value of measuring the quaity of care provided by delegated/ capitated medica
groups, and encouraging improvement in through qudity bonus incentives. The " Pay-for-Performance”
proposal will exdusvey rey onadminidrative datato document the quaity of care provided and measure
qudity of care outcomes. This adminigrative dataabout hedthcare provided by medica groupsto hedth
plan HMO enrollees under delegated/capitated care will, by necessity, come from various data sources,
induding:

Medical Group Data Enrollee digibility and demographic deta
Medicd service damspad
Medicd service encounters

Hedth Plan Data Enrollee digibility and demographic deta
Prescription drug clams paid

Hospitd service clams paid
Medica encounter reporting data

Reference Lab Data Laboratory tests performed and test results.

See References in Appendix.
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Stuby PURPOSE AND OBJECTIVES

The use of adminigrative datafrom medica groups integrated with hedlth plan data to measurethe quaity
of care provided hasnot beentested onalarge scale. While done by afew hedth plansfor their own use,
their successes and failuresare not publidy reported. Furthermore, assessment of quality of care provided
by the medica groups is likdy more complicated because of the large number of data sources that need
to be integrated (as described above), when compared to a hedlth plan’s own assessment of quality.

The Benchmark Study described in this Findings Report aggregated data from medica groups, creating
adatisticaly representative sample of datafor HMO enrolleeswithinthe non-Kaiser del egated/capitated
model. The large cohort of livesin the collected data was needed to consider what are often smal rates
of occurrences in some quality measures. The physician service data was integrated with health plan
pharmacy data, aswdl as reference laboratory data ontests performed and test vaues, fromwhichquality
measurements can be made. The aggregated data was used for severa Study objectives.

1 Test the caliber and completeness of adminidirative data for its use to measure the qudity of care
within medica groups.

2. Develop benchmarks that measure the quality of care provided by medica groups that are
gpplicable to a variety of payment models. For example, the guiding principle of the delegated/
capitated health care delivery mode hasthat by granting physicians greater dinicd autonomy, they
would be encouraged to provide greater collaborative and coordinated care, better emphasize
prevention, improve patient accessto necessary services, whichwould ultimatdly result inimproved
quaity of care and reduced codts.

3. Test data on qudlity, access, and cost indicators to determine if usng adminidrative data would
provide meaningful and actionable information, and help medica groupsimprove 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 arevarious chdlengesinherent in relying on adminidrative data from many dissmilar sources. This
Study assembled digibility and encounter data from more than 20 of Cdifornias larger medica groups,
pharmacy datafromsix state-wide hedthplans, and datafromseverd referencelaboratories. Establishing
adata warehouse of usable data required creating a number of data combinations that have elther rarely
been tested, or the results not publicly reported.

One of the greatest chalenges in aggregating data from dissmilar sources is metching data that uses
different patient identifiers. Each medica group has its own process for assgning a member or medica
record number to internally track services provided to its HMO enrollees. The identifier assigned by the
medica group differs from the identifier assgned by each of the 9x hedth plans to its enrollees. For
HEDIS and other recognized quality measurement systems, a combination of pharmacy data from hedlth
plans and medicd servicelencounter data from medica groups is needed to identify specific patient
populations for quaity measurement, such as patients with diabetes, asthma, or cardiovascular disease.

Some qudity indicators require data about processes and outcomes of specific services, for example
|aboratory data about tests performed and test results are needed for specific patient populations. This
becomes complicated whenreferencelaboratoriesuse aninternaly generated patient identifier unlikethose
assigned by ether the medica group or hedthplan. The common identifier that can be used to effectively
link patient data across data sources is oftenacombinationof patient'slast name, first name, data of birth,
and gender, though even this methodology is not without problems since alowance must be made for
differences in name pelling, such as with hyphenated names and titles (e.g., "J.").

The Cdifornia Cooperative Hedthcare Reporting Initiaive (CCHRI) conducted a study that compared
patient vigts recorded in a sample of medicd charts in asmdl number of medica groups to adminidrative
data sets at the medica group and the hedlth plan. The_Completeness and Accuracy of Managed Care
Adminigrative Data Sets ("CAMAS') conducted in 1999 found that for 786 encounters |ocated through
medica record abstraction, lessthanone percent of the datawas missng fromthe medica group encounter
data, while 69 percent was missing from the hedlth planencounter reporting system. NCQA reports that
for indicators rdying on laboratory tests or test results, the mgority of hedth plans are reporting these
indicators according to HEDIS hybrid methodology, usng medica record abstraction for a sample of
patientsrather thanrdyingexdusvely on adminidrative data. Because of theselimitationsof adminidretive
data, most network mode hedth plans have relied on medica record abstraction to periodicaly measure
qudlity of care provided by their contract medica groups.
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Giventhe highresource cost for each health planto conduct medical record audits at each contract medical
group, the hedth plans need to rely on adminidrative data for “Pay-for-Performance’ and other qudity
incentive programs. For the medical groups, learning to use adminidrétive data for self-assessment and
sf-improvement is necessary to improve their qudity of care. Medicd groups have large quantities of
data. Unfortunately it is not al useful, or dways in a useable form, in addition to the problem of linking
medica group medical service data to pharmacy data provided by each of the contract hedlth plans.

Dataintegrity and the completeness of datais a chdlenge, whichthe hedlth care industry worksto improve.
Quality scores need to reflect the hedlth care services that were or were not delivered, rather than report
how much datawas missng.

STubY METHODOLOGY

| dentification of the Study Sample

To obtain adatigticaly sgnificant sample of data documenting the health care services provided toHMO
enrollees under the del egated/capitated modd, Intelligent Hedlthcare sent invitations to participate in the
Benchmark Study to the chief executive officer and/or chief medica officer of gpproximately 100 medica
groups in Cdifornia (using both mailed and eectronic correspondence).

Higble organizations were those with reported HMO enrollment over 35,000 members.  These
organizations were identified through lists maintained by Intdligent Hedthcare, the Cdifornia Association
of Physician Organizations, the Pacific Business Group onHedlth, and Cattaneo & Stroud. Approximatdy
35 responses for participation were received. Potentia participants were referred to the Information
Technology Survey devel oped by Intdligent Healthcare, which was accessible on our web site. A tota of
31 Information Technology Surveys were completed. Based on the sdlf-reported completeness of claims,
encounter, and digibility data, 25 medica groupswere asked to participateinthe Study by submitting ther
adminigtrative data covering services provided in Caendar Y ears 2000 and 2001.

I nformation Technology Survey

Among the 31 responsesto the Information Technology Survey, 13 weretraditiona medical group modds
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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datamissng. All but one of these occurred because of subcapitated arrangements with primary care and
other medical specidties, whenthe subcapitated physcans did notreport dl of their services. Onemedica
group reported incompl ete data due to complications of a system conversion process. For five of these
seven medica groups included in the Study, one had overstated the extent of their missing data, and one
had understated the amount of missng data. All of the medicd groups mentioned that their data
completeness has improved since the period of time included in the Study.

Maintaning complete and accurate HMO member digibility information is a chalenge for any medica
group because the data comes from each HMO in different formats, and because dl of the information is
subject to retroactive changes. Almogt dl of the medical groups reported using eectronic digibility
information provided by the hedlthplansto automaticaly process member and digibility information. About
hdf are rdying on a process beginning with the reported current complete dectronic file, while the other
haf are beginning with an add/change dectronic file which only updates members when the hedth plans
reported new or changed information (add, deletes, et ceterd). Ten of the medica groups mentioned
referring back to printed or printable reports to check on any discrepanciesin their processes.

Only eght of the medica groups mentioned running a periodic cleanup process, where for example,
members are deleted if they no longer appear on the HMO report as digible, or are not found in the
add/change tables. Severd of these medica groups mentioned theimportance of running periodic cleanup
of the member enrollment database. Four of the medical groups stated that they do not rely on the
processed member digihilityinformationfor an accurate count of digible membersby month. Instead, they
rely on the enrollment reported by the hedth plans in separate monthly capitation reports.

Authorization for Accessto Data and Confidentiality Protection

Intelligent Hedl thcareenteredinto confidentidity agreements with each participant for the security of patient,
medica group, health plan, and laboratory identifiable data. These agreements required that the Study
adhere to current State of Cdiforniaand Federal medicd privacy and protection laws that prohibit the
disclosure of patient identifiable information. Participating medical groups signed releases authorizing the
participating hedth plans to providepharmacy datafor thar HMO enrollees, and for referencelaboratories
to submit their |ab test and test value data. Intdligent Healthcare convened a privacy board for awaiver
fromthe patient notificationprovisons under HIPPA. The privacy board Sgned the waiver in July, 2002.

Ligtsof the participating medica groups were submitted to each of the Sx hedth plans, which subsequently

provided two years of pharmacy data for ther HMO enrollees assgned to the groups. One reference
laboratory agreed to provide data for approximately hdf of its medica group dients participating in the
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Study. Five medica groups provided their own laboratory test vaue data. Almost al of the medical
groups provided laboratory encounter data.

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

STEP 1. Intdligent Hedthcare referred each participating medica group to the data dictionary
that was posted on our web site. The data dictionary identified the data € ements needed for the Study.
Providing the large volume of required data for the Study was burdensome to dl participants. We asked
each of the medica groupsto provide dataintheir preferred format to make the process as convenient as
possible. Typicdly datasubmitted by the medica groupsto ahedthplanor intermediary is required to be
precompiled into pecific formats, which adds to the complexity of data submisson. This precompiling
process may be responsible for some of the data loss seen in the CCHRI CAMAS study?.  Intelligent
Hedlthcare worked directly with the assigned gaff members at each medical group to understand their
preferred data format.

The data dictionary did not indlude enrollee name, though it did indude enrollee date of birth and sex.
Some medica groupswere reluctant to provide member names despite the confidentidity provisions inthe
sggned agreements. Thislimited our ability to work around someof the datalimitations of linking hedth plan
provided pharmacy datato medical group medica servicedatato identify patient populations for chronic
disease quality measures.

Table 1: Count of Records Processed

Clams 77 million
Eligibility 10.1 million
Provider 145,000
Pharmacy 33.3 million
Laboratory 4.7 million
Total Records Processed 125.2 million

See Acronyms & Terms Defined in Appendix.
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STEP 2. Once data was submitted, Intelligent Healthcare built a script to scrub and load each
medical group’ sdata into our data warehouse. Scrubbing the datatrandatesit into our standard database
format, which partitions datainto tabl es organized according to claim/encounter files, provider informetion,
enrollee digihility, 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 missng severd key dementsin the data dictionary.

Table 2: Sample Diagram from Intelligent Healthcare Database.
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STEP 3. Intdligent Healthcare cal culated per member per month (PMPM) costsfor eachmedical
group by plantype (commercid/senior), and procedure utilizationrates (utilization per 1,000 enrollees per
year). A summary leve sample of the utilizationrate variationacross medica groupsis provided in Table
3 beow. A sampleof the PMPM cost profileswith variations across medica groupsispresentedin Table
4. Cos and utilization reports were submitted to each medica group for their review before further
processing the data.

The utilization shown bel ow represents the count of reported services provided (procedures), divided by
the count of eigible membersduring Calendar Y ear 2001 (member months), times 1,000 enrollees times
12 months, which equas “annud utilization per 1,000 enrollees’. This utilization computation is used for
comparative purposes across data sets to determine compl eteness of reported data, including unreported
and unbundled services. The minimum, maximum, mean and standard deviation represent the variation
across the 17 medica groups included in the indicator database.

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

Procedure Code Group Minimum Maximum Mean Standard Deviation

Anesthesology 23 1,072 433 299

Evduation & Mgmt 2,319 7,039 3,513 1,197
L etter 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

Costsreported in Table 4 reflect the fee schedul es used by each participating medica group to report ther
sarvicecodts. Variaionsin service responghility and fee schedules will account for some of the variation
seeninprocedure code groups. Most of the variation is dueto missing data, under-coding, and unbundling
of services.
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Table 4: Per Member Per Month Costs for Commercial Enrollment in Sudy Database

Procedure Code Group Minimum Maximum Mean Standard Deviation
Anesthesiology $0.22 $3.15 $1.38 $0.82
Evduaion & 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 medicd groups hed digibility informationavailable only for patients who had obtained care, and not
for those enrolleeswho had not received services. Using thisdataoverstates utilization ratesand generates
higher PMPM costs since some percentage of enrolleesdo not receive hedth care services. One medica
group was dropped from the Study at this point because of problemswith their digibility information not
linking with the medica clams and encounters.

STEP 4. An acuity andyss wasrunfor each of the participating medical groups, usng Symmetry-
Hedlth Data System's Episode Risk Grouper software. This programusesan episode of care grouper to
categorize hedthcare 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
factorsto produce an age, sex and acuity factor per enrollee. Taking dl of the weightsfor dl commercid
patients, and dividing it by the number of patients, yields an average acuity factor by medical group. The
results across medica groups were then normdized and compared. Table 5 shows the variations in
normalized weights for the participating medica groups.
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Table 5: Comparative Acuity of Participating Medical Groups.

Demographic Only Demographic + Acuity
Geographic
Area High Low High Low
N. Cdifornia 1.09 1.07 111 1.04
S. Cdifornia 1.10 0.85 117 0.75

As shown in the table above, there is consderable variability in the relative acuity of patient populations.
Based on the demographic weights done, the low of 0.85 and high of 1.10, impliesthat the cost of care
for acommercia population could vary among medica groups by 29 percent (1.10-0.85)/0.85. Usngthe
demographic+acuity score, the expected cost can vary by as much as 43 percent. A low demographic+
acuity score could aso result from missng encounter data since fewer episodes of care would be
“grouped”, which was observed in severa of the participating medica groups. As a result, 43 percent
probably overdates the difference in acuity.

STEP 5. HMO enralleesin the medica groups were selected for the Study population based on
medical group provided enrollment data, showing the member was enrolled withthe organizationat January
1, 2000 and through December 31, 2001, dlowing up to one 45-day break in enroliment during 2001.
The decison to only use patients enrolled for two years was based on recommendetions from the Study
advisory group. Turnover in enrollment can vary by medica group, and itsimpact onmeasurementswas
consdered an important factor that this Study should control for. Selecting enrollees with two years of
enrollment was the compromiseto mitigate this factor among medica 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 Care methodology). We are not suggesting that established
indicators should bechanged. Rather this Study was testing the use and limitations of adminidrative data
to measure qudity of care

STEP 6. Highility 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 millionenrolleeswithhealthcare coverage, 988,915 meet the two year digibility
criteriawith the six participating hedthplans. Approximately 14 million medica dams for those sdected
enrollees were subsequently copied into the indicator database.

See Acronyms & Terms Defined in Appendix.
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STEP 7. Pharmacy clamsfrom each of the six hedlth plansfor prescription drugs were examined.
Those with an NDC code matching the patient selection criteria for patients with diabetes, asthma, and
hypertenson were |oaded into the indicator database. The NDC code ligt for patients with digbetes and
patients with asthma wastakenfromthe NCQA web site. NDC codes for hypertension were created by
apharmacy benefits conaultant, usng information avalable from a hedth plan. Approximately 4.8 million
pharmacy records were copied into indicator database.

The pharmacy datawasreported invariations of the Cainx format fromeach of the Sx hedthplans. Once
inthe database, matching pharmacy dams to membersinthe indicator database was conducted by making
one of severa data queries. Firdt, usng the medica group reported hedth plan patient identifier, and
second, usng a combination of the firgt nine characters of the hedthplan patient identifier and date of birth
when the identifier was over nine charactersinlength, or seven characters in the patient identifier and date
of birth when the identifier was nine charactersin length.

Not al pharmacy data could be linked. Numerous variations exist in medica group reported hedth plan
patient identifier compared to what the health plans report, with greater variation observed for some hedlth
plansthan others. If HEDIS Event/Diagnoss specifications are the standard for identifying patients with
defined medica conditions, and these specifications require linking heal th plan pharmacy and medica group
medical clams, thenthe number of linkscould be under-represented inmany adminidretive datasets. This
may result in under-reporting of patients with asthma where patients need to have both specified medical
sarvices with a diagnod's of asthma, and the specified prescriptions according to the HEDIS Asthma
Event/Diagnos's specifications. This may aso cause an incorrect count of patients with diabetes, snce
under HEDIS patients have ether the specified medica services with a diagnoss of diabetes or the
Specified prescriptions.

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

Rate of matching HMO pharmacy deta to >80%  >60% >40%  >20%
medica group reported HMO enrollees

Count of medica groups 4 5 7 1

STEP 8. The indicators were then run for each participating medica group. Thelig of indicators
used and their technica specifications are provided in the Appendix. Also included in the Appendix isa
list which recaps the reasons why 5 medical groups were not included in the indicator database.
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STUDY |NDICATORS

The indicators sdlected in consultation withthe Study advisory group were intended to meet the needs of
the medica group participants to provide information to help improve reported quality of care. As
previoudy stated, we are not proposing the development of new indicators. Rather, we were testing
adminidraive dataonavariety of indicators to look for explangble varigionsinresults. For example, this
Study used the HEDIS Event/Diagnosis specifications for both patients with diabetes and patients with
ashma. 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 thanHEDI S, the range of resultsislikdy smilar to what will come
from HEDIS measures, and the range of results are representative of what would be seen across medical
groupsusngHEDIS. Results reported here are useful for establishing meaningful benchmarks applicable
tothequdityof care among medica groups. Whilethe Study isusing available datafor delegated/capitated
enrollment, the indicators and benchmarks that will be published from this Study should be gpplicable to
physicians under any payment modd. Indicators include measures of patient access to primary care and
various medica specidties, utilization rates of select procedures, and cogts.

We have included combinations of indicators clustered around chronic diseases to consder 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 ussful analys's of the structure and process of care, whichmay
help physicians better judge their processes and impact on outcomes.

For patientswithdiabetes, the Study includessix indicators. Firg, the prevaence of patientswith diabetes
(per 1,000 enrollees) within each medica group's population identifies whether adverse or beneficid
selection of patientsisafactor. Three processindicatorsinclude: retind eye exam rate, hemoglobin Alc
testing rate, and rate that patients are seen by a physician (no vidts, Sngle vigt, more than one vigt during
the year). The resourceindicatorsinclude: the utilization rate of services by provider specidty, and the
annua cost of medica group provided services to their patients with diabetes. There is one outcome
indicator: average hemoglobin Alc test vaues (for reported vaues only).

Rather than induding acute cardiovascular disease indicators, we focused on indicators related to

hypertension, achronic cardiovascular disease. For many of the participating medica groups, complete
hospitd claims and encounter data necessary to identify acute cardiovascular eventswasnot available. In
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addition, typica indicators for patients with an acute cardiovascular event are rare within the primarily
commercid HMO populationincludedinthe Study. Accordingto Dr. Steven Asch?, and other investigators
at Rand, sel ected data dependent indicators should have a high prevaence or incidencefor which effective
medica treatment is established, and should be identifiable from diagnosis codes in claims and encounter
data(Measuring Under useof Necessary Care Among Elderly MedicareBeneficiariesUs ng I npatient
and Outpatient Claims, JAMA, November 8, 2000).

PARTICIPATING MEDICAL GROUPS

Data was received from 22 medica groups, which in total account for 1.9 Million of the 10 Million
Cdifornia HMO enrollees recaving hedth care under the delegated/capitated delivery modd.
Adminigrative data from 17 groups was fully processed and included in the indicator database. A listing
of dl the participating medica groupsis found in the Appendix.

Table 9: Indicator database statistics by group enrollment size.

<50,000
050-100,000
>100,000

O Fr N W b O O N ©

Groups

See resource links under References in Appendix.
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FINDINGS:
COMPLETENESSAND RELIABILITY OF ADMINISTRATIVE DATA

The participating medica groups each have their own methodology and nomenclature for recording petient
information and assigning member identification numbers. Thisinformation was to some extent captured
in the Information Technology Survey results, whichasked how the medica groups process and maintain
HMO member digibilityinformationreported to themby the hedthplans. A patient changing hedlth plans
or a hedth plan changing member identification numbersfor an established enrollee can cause a changein
medica group assigned member identification number more often than not.

The HIPAA inspired shift away from using subscriber socia security number as the assigned identification
number has removed a common eement that could follow an enrollee as they changed hedth plans. Only
if the tresting physician or patient informed the medical group that they changed hedth plans would there
be away to assure that a change inhealth plan does not result ina change inmedica group assigned patient
identifier. Programsto check enrollee name, date of birth, gender to like information of recently dropped
enrollees would require a sophisticated and complicated dgorithm, induding fuzzy logic to account for
possible differences in name pdlings, and can not reasonably be expected to occur within medica clams
payment or patient accounting system platforms.

The network model health plans have for over 20 years required encounter reporting of physician service
datafrom the medicd groups. Unfortunately, the health plans have not publicaly reported how successful
they have been at using reported encounter information, to either refute or confirmthe CAMAS findings.
Comments made by both hedlth plan and medica group representativesindicatethat encounter reporting
is not dways reliable, though the reasons are not explained. Since computer technology has advanced
sgnificantly over the last 20 years, continued problems withencounter data are likdy attributedto problems
that have nothing to do with computer technology.

Intdlligent Healthcare encountered obstacles in magpping medica group-maintained HMO digihility to
HMO-reported pharmacy encounter data. It was not asmple or straight-forward process. This Study
relied onHMO member digibility as reported by the medica groups, while hedlth planpharmacy datawas
provided according to hedthplandighilitydata. Eligibility from each hedlth planisreported to the medical
groups in different formats, complicating the process for the medical groups. Since the Study was
measuring care a the medical group leve, we rdied on their view of digibility.

The big test of the digibility process surfaced in linking the HMO-reported pharmecy data to the
HMO-assigned member identifier asrecorded by each medical group. The percentage of links achieved
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varied sgnificantly, by both HMO and by medica group. Successin matching members reported in the
pharmacy data to the HMO dighility reported for each group is shown in Table 6 (see Study
Methodology, Step 7).

M EASUREMENT STATISTICSYESTABLISHING BENCHMARKS

The Study results of the indicators are found in the Appendix. At thetop of the result pages, reported
percentages show the weighted mean - the average result. The descriptive gatistics report the median
among the medical groups, with haf of the groups above the 50 percentile and half below. Summaries
of the results are reported below. Only commercia enrollment results are discussed, which account for
amgority of the enrollment reported by the participating medica groups.

Statistical M ethods

For each of the quantitative indicators, eg. the rate of hemoglobin Alc tesing among patients with
diabetes, the datawas summarized using basic descriptive atistics such as mean, sandard deviationand
range, aswdl asthe quartiles: 251, 50" (median) and 75™. Vaueswere quoted separately for commercia
and senior plan types. In addition, histograms were drawn from the results across the groups and within
the plantypes. Scaing of the graphs was performed automaticaly by the statistica program used (NCSS
2000, Kaysville, Utah, May,2002 version). For categorica data (e.g. number of vidts for patients with
hypertension), the data was presented in the form of afrequency table. Suggested benchmarks for each
of the quantitative indicators were determined from the 75" sample percentile for that indicator and plan

type.

For measurements related to asthma, hypertension or diabetes, a correlation andysis was performed for
each indicator within each disease. In each case, the Pearson product-moment correlation coefficient
(reference: DixonWJ, Massey FJ. Introductionto Statistical Andysis, 4™ edition Boston: WCB McGraw-
Hill, 1983, pg. 221) was computed betweenthe number of visits per patient and variables such astesting
fraction (LDL or HbA1c), prevaence of disease (at the group levd), cost of care, and demographic+
acuity indices. These coefficients were computed on aweighted basis by the number of individuds in the
given group with the disease in question. In addition, a multiple regresson modd (Dixon and Massay,
pgs.241-256) was formulated in each disease case withthe dependent variable being the number of vists,
and withthe other disease indicators used as the independent variables. Ineach modd, the acuity variables
were included as co-variants for adjustment. The correations betweenadult access to preventative care
and the various access indicators (orthopedic surgery, cardiology, et cetera)) were aso examined.
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Statistical Results

The Benchmark Study Results are provided in the Appendix dong with the summary datistics and
hisgograms. It isworth noting that a number of the hisograms demonstrate abimoda shape, or at least an
indicationof two separate groups of data. Thisisnotable for primary care access and emergency roomuse
indicators (Access Indicators 1, 3 and 4), aswdl as some of the disease-specific indicators (Patients with
Diabetes. Report 3 - Glycodated Hemaglobin (HbA1c) test rates; Patients with Asthma: Report 2 -
emergency room utilization rate; and Patients with Hypertenson: Report 2 - LDL test rate).

Sample histograms: “ Bell-shaped” on left and “ bimodal” on right.
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Thismay be explained by alack of complete data for a certain number of the medica groupsreporting this
information. On the other hand, for the indicators on resources used (total vist-number variadles for the
three diseases considered), the histogram appears to more closdy resemble abell-shaped “normd” curve,
as might be expected for most of the quantitative indicatorsif complete data had been available. With the
large cohort of livesin the accumulated database, the results are representative of both the prevaence of
missing data, and when the data is not missing, scores on various qudity indicators.
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Statistics - Patients with Diabetes

The Study identified approximately 36,000 patients with diabetes. Beginning with the prevaence of
diabetes within the commercid 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 usng medical services with a diagnoss of
diabetes, or the specified prescriptions. Rather than abdll shaped curve, we have atrimoda curve. The
mean of 3.6 percent inthe commercid populationis close to numbersreported by many of the hedthplans.

For the rate of eye exams, the resultsare bimodd, those bel ow approximately 30 percent, and thoseabove
40 percent. Webdlievethat thelower mode likely reflectsincomplete data, while the higher mode reflects
the true rate of eye exams withinthe population. The rate of hemoglobin Alc testing is dso bimodd, with
the lower mode (below 30 percent) most likely reflecting missng data, and the higher mode (above 50
percent) indicating the rate for this population. The rate of patients seeing a physician found that the
mgority of these patients (98 percent) saw a physician (any specidty) at least once during the year. The
totd vigt rate (al provider types) shows amore normd distribution.

Histogram for “ Patients with Diabetes - Report 2: Eye Exanm’

Histogram of Fraction
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The mean cost of medical group provided care provided to patients with diabetesis $1,919° per patient
per year, goproximately 3.5 timesthe typical capitationrevenue paid to most medical groups. On average,

Per patient costs were calculated using the count of patient visits by provider type times an
estimated visit fee per specialty. See Visit Fee explanation in the Appendix.
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3.6 percent of the population cogts the medica groups gpproximately 13 percent of its total expenses,
which is generdly offsat in the medica groups by large numbers of enrollees where costs are below the
typica capitation revenue. Among the six medical groups with reported |aboratory test values, the mean
of the reported vaues was 7.4 with a notable amount of missng data. We did not assume atest vaue for
missingdata. Our methodology isdifferent than HEDIS, which assumesatest value higher than 9.6 for any
missing data, which for this Study would account for 40 percent of al patients with digbetes.

Hemoglobin HbA1lc

Distribution of Test Values
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Benchmarks:
Patients with Diabetes Median; 50 750
Report Descriptive Statigtics Percentile Percentile

1 Prevdencein tota population 3.6%
2 Patients with eye screening for diabetic retind disease 43%
3 Hemoglobin test rate 79%
4 Percentage of patientswith 1, 2 or no physcian vigts 86%: 2 vidts

during the study year 12%: 1 vigt
5 Hedlth care resources used by identified patients a the 13.9vigdts/

medica group (al provider types) $1,919 per year
6 Average glycodated hemoglobin levels (reported test

values only) 7.4

Correations.  Thesmple corrdationandyss yieded very little inthe way of meaningful associations. Al

correlations were weighted on the bagis of the number of livesby medica group with the
disease in question.

For patients with diabetes, senior plans exhibited a Sgnificant correlation between vigts
and HbA 1ctegtingrate(r=0.62, p=.02). Thiswasnot seenfor commercia plans(r=0.35,
p=.22). There was no evidence of any correlation between access to primary care and
specidty care. However, when multivariate modelswere considered, HbA 1c testing was
now found to sgnificantly associate with vist frequency (p=.0085).

Statistics - Patients with Persstent Asthma

The Study identified approximately 13,000 patientswithasthma. Prevaence within the populationisabel
shaped curve, withthe meanat 1.5 percent of the commercia population. Becausetheidentification of this
population usng HEDIS Event/Diagnoss specifications requires patients to have the specified number of
medica serviceswithadiagnoss of asthma and the specified prescriptions, any problem with matching the
pharmacy datato medical datafor the same patients would reduce the reported prevalence. Geography
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and patient popul ation demographics aso appear to play arole inthe prevalence observed across medical
groups.

Emergency department utilizationfor the population had ameanof 3 percent withan approximeate trimoda
distribution as high as 6 percent. Use of long term control drugs has amean of 88 percent, under a more
typica bel shaped curve. Theaverage cost per patient with asthmawas $1,435’, goproximately 2.5 times
capitation revenue. Asaresult, this 1.5 percent of the commercia populationaccounts for approximately
7.5 percent of medical group codts.

Benchmarks:
Patients with Persistent Asthma Median: 50" 750
Report Destriptive Statigtics Percentile Percentile
1 Prevaencein total population 1.5%
2 Patients with an emergency room vist 4.%
3 Petients with use of long-term control drugs 91%
4 Petients with a follow-up physician vist within 30 days 2.1%

after an emergency department visit

5 Hedlth care resources used by identified patients at the 8.3 vidts/
medical group (al provider types) $1,435 per year

Corrdations.  There was a significant direct correlation between the number of visits and prevaence
(r=0.55, p=.02 for commercid plans). However, when multivariate modes were
considered, the association between vidts and prevaence was no longer a sgnificant
correlate.

See Visit Fee explanation in the Appendix.
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Statistics - Patients with Hypertension

Hypertenson 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
commercid HMO population included in the Study, and because complete hospital claims and encounter
data necessary for identifying an acute cardiovascular event was not available. Prevaence within the
commercid population isamean of gpproximately 3 percent [ 16 percent inthe senior population], though
the digtribution isfairly flat from 1.5 percent to 4.5 percent .

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

Histogram for “ Patients with Hypertension - Report 2: LDL Test Ratée’

Histogram of Fraction
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The average cost of carefor eachcommercid patient withhypertensionis $1,5138, gpproximately 2.5 times
atypica medica group capitation rate. This 3 percent of the commercid patient population accountsfor
approximately 8 percent of medical group costs.

See Visit Fee explanation in the Appendix.
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LDL Cholestrol

Distribution of Values
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Benchmarks:
Patients with Hypertension Median; 50" 750
Report Descriptive Stetistics Percentile Percentile

1 Prevaencein total population 2.7%
2 Petientswith LDL rate tests 62%
3 Patients with hypertenson with O, 1, or 2+ provider 85%: 2+ vidts

vigts during the sudy year 14%: 1vist
4 Hedlth care resources used by identified patients at 11.9vigts/

the medica group (al provider types) $1,513 per year

Corrdations.  Therewasamargind association betweenvist frequency and LDL testing (r=0.48, p=.08
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for commercid plans and r=0.54, p=.048 for senior plans). For hypertensives, LDL
testing remained sgnificant (p=.03 for commercid plans). For multivariate modding of
patients withhypertension, there was a strong correl ation between vistsand cost (r=0.59,
p=.03 for commercia plans and r=0.72, p=.004 for senior plans).
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PoLicy CONSIDERATIONS

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

Medica groups participating in the Study did so with the desire to find new ways to improve the qudity
of hedlth care they provide to Cdifornia consumers. Physcians desire and intend to provide appropriate,
evidence-based care for their patients, and to move forward in crossing the quality chasm to provide the
hedlthcare that should be provided. Clinicians need hdp working around the various shortcomings of
exiging data that is relied upon by both hedlth plans and medical groups. If not addressed, these data
problems will impede quality incentive programs from reaching their ams. Data used to make decisons
related to " Pay-for-Performance” risks reflecting the extent of missing datarather thanreporting on quaity
of care provided.

Medica groups must gaincontrol of informationthey need to provide evidence-based hedth care to patient
populations with specid needs, including chronic conditions such as diabetes, asthma, and cardiovascular
diseases. This will help improve quality of care, and as a result improve medica group scores under
"Pay-for-Performance’ and other quality initiatives.

Medica groups currently have too much data, of which only asmal portion is useful to improve the care
of specia patient populations. According to this Study, patientswith diabetes account for about 13 percent
of medica group costs, and we can infer 13 percent of medica group data. The remaining 87 percent of
medica datafor dl other patients may hinder access to data needed by treeting physicians. Only asmall
proportion of al pharmacy damsare for insulin or other drugs to control diabetes. Smilarly, hemoglobin
Alc tests comprise only a fraction of dl laboratory test data. Discerning the data for a small number
patients amounts to finding the proverbid “needle in a haystack”.

Medical groups should use a disease registry, which would select necessary datafrom large data sources
and goreit inamore ble and easier to useformat for medical group medica directors and treating
physicians. Such registries could aso contain evidence-based guidelines for patient care and provide
variancereports whenthe hedthcare provided differsfromguiddines. Information containedinthedisease
registry could be reported periodicdly to hedlth plans to better coordinate identification of specid patient
population needs, and to coordinate patient outreach and education efforts.
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By usng adiseaseregidiry, the medica group and tresting 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 gppointment, the medica group can become proactive.

The diseaseregistry will lowthe medica group medical director to track the progress of evidence-based
care for specid patient populations, while it is occurring.  This is different than the hedth plans role of
scoring amedica group on qudity indicators. * Pay-for-Performance” quality indicators will show what
did happen, since they are done several morths after the year in question isover. The medicd group’s
work on “Pay-for-Performance” begins 12 months prior to the scoring.

For most medical groups, pharmacy and inpatient utilizetion dataiis maintained by hedlth plans. 1n some
cases, by thetimeit is reported to the medical group, it isdready "outdated.” In addition, the databases
are oftenlarge and cumbersome to use. To better facilitate improvement in medica group quality of patient
care, hedthplanswill need to andyze pharmacy and hospita data, and provide medica groupswithtimedy
accessto ligsof patients with specid needs. By identifying these populations for the medica groups, and
segregating this specid patient population data from larger, more cumbersome datasets, hedlth plans will
quickly improve the ability of alarge number of medica groups to provide better evidence-based care.

To learnhow to make the most use of disease regidtriesand evidence-based care, medica groups may opt
to develop and participate in disease collaboratives. For example, some free and community dinics
currently participate in collaboratives onanumber of chronic diseases, whichare used to share information
and hdp collaborative members learn about effective strategies to improve care. According to Nancy
Oswald, PhD, in her paper® Sructured Collaboratives: Accelerating Quality Improvement in
California (research prepared for Cdifornia Hedl thcare 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 cooperdtive, creative, and innovative.”

Though dectronic medica records hold some promise of providing a platform for better generating and
goring of dectronic data, even effective use of EMRswill not resolve the problem of linking data from
hedlth plan and medica group dissmilar sources. EMRs are for most medica groups prohibitively
expensve to implement. Unlike hospitals, which can incresse their charges and payment rates to pay for
electronic order entry systems, most physician groups have little or no pricing leverage.

See References in Appendix.
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Qudity improvement and quaity reporting ismorelikey to be successful by considering some smple short-
term solutions to long-term industry data problems. Some data problems are endemic to the hedthcare
indugtry, and will require long-term structura solutions. HIPAA may eventudly help some of the data
problems, but itsimpact is ill unclear.

R:\AN_OFFICE\WPWIN\DATADOC\AII_2002\Benchmarking Study\FINAL_REPORTS\Bstudy_NarrativeFINAL_color2.wpd
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MEDICAL GROUPSIN INDICATOR DATABASE

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

(1) two groups - data did not cover the study period

(2) one group - data did not have afield for linking to hedth plans

(3) one group - data arrived after indicator study results were compiled
(4) one group - digibility 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 ca culated using the count of patient
vigits by provider type times an estimated vist fee per specidty.”

A vistisdefined 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 specidty for dl patients with
diabetes, asthma, or hypertenson was multiplied times an estimated visit fee to determine a cost for al
vigts 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
medica group for patients with the identified condition.

The vigt fees used in the Study were determined by Intelligent Hedthcare LLC, using its database of
cost and utilization by Cdiforniamedica groups. The visit fees are based on the 2001 Medicare
RBRV'’sfee 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 Specidty”).
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I for the California Healthcare Foundation

u by Intelligent Healthcare LLC

January 1, 2001 through December 31, 2001
Average Visit Fee by Specialty

Average Average
Specialty Visit Fee Specialty Visit Fee

Allergy & Immunology 77 Ophthalmology/Optometry 121
Ambulance 913 Other 144
Anesthesiology 447 Otolaryngology 151
Cardiology 164 PCP: family/gen practice 52
Critical Care 271 PCP: internal medicine 54
Dermatology 107 PCP: pediatrics 59
DME 200 Pediatric Specialties 262
Emergency Med/Urgent Care 103 Pharmacy 938
Endocrinology 76 Phy Med, Rehab, Therapy 129
Gastroenterology 175 Podiatry 100
Hematology/Oncology 237 Pulmonary Medicine 157
Home Health 421 Radiology 87
Hospital 116 Radiology, Therapeutic 298
Hospital, emergency room 153 Rheumatology 108
Hospital, general 436 Surgery: cardiovascular 946
Hospital, outpatient 236 Surgery: endoscopic 255
Hospital, surgery center 321 Surgery: general 255
Hospitalist 155 Surgery: neuro 489
Infectious Diseases 117 Surgery: oral/maxillofacial 267
Internal Medicine 121 Surgery: ortho 178
Laboratory/Pathology 66 Surgery: pediatric 304
Mental Health 142 Surgery: plastic 353
Neonatal & Perinatal Medicint 1,052 Surgery: thoracic 560
Nephrology/Dialysis 184 Surgery: transplant 187
Neurology 153 Surgery: urology 147
Obstetrics/Gynecology 205 Surgery: vascular 167

svr7\Bstudy\average_visit_fee.qpw
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ACRONYMSAND TERMS DEFINED

Acuity (risk) Andysis - An acuity andyss usng Symmetry-Hedlth 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 al of the weights for dl commercia patients, and dividing it by
the number of patients, yields an average acuity factor by medical group.

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

CALINX - Cdifornia 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 eectronic hedthcare information among Cdifornia s plans, providers, and
purchasers.

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

CCHRI CAMAS - The CCHRI conducted a study that compared patient visits recorded in asample
of medicd chartsin asmal number of medica groups to adminidrative data sets at the medicd group
and the hedlth plan. The Completeness and Accuracy of Managed Care Adminigirative Data Sets
("CAMAS") conducted in 1999 found that for 786 encounters located through medical record
abgiraction, less than one percent of the data was missing from the medical group encounter data, while
69 percent was missng from the hedth plan encounter reporting system.

EMR - Electronic medica records are computer-based patient record systems, which focus on clinica
medicine amed at enhancing ddlivery of qudity hedlthcare while improving the physician'slife

HbA 1c - Webster defines hemoglobin as “the red respiratory protein of erythrocytes, consisting of
goproximately 6 percent heme and 94 percent globin, that trangports oxygen from the lungsto the
tissues, glycodated as “any of onefour h. fractions (A1c) which together account for less than 4
percent of thetota h. in blood.”

Intelligent Healthcare, LLC
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HEDIS - The Hedth 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 hedth care plans.

HEDIS Comprehensive Diabetes Care Methodology - From NCQA Publications, HEDIS 2002
Technical Specifications, Volume 2, Comprehensive Diabetes Care (pp 87-95).
http://mwww.ncga.org/somc2001/DIABETES/'SOMC 2001 _CDIAB.html

HMO - hedthcare maintenance organization.

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

Information Technology Survey - “Physcian Organization Information Technology Survey” designed by
Intelligent Healthcare LL C to assess data components and capability of medica groups invited to
participate in the Benchmark Study. Eight page document can be downloaded at www.intel HC.com
under Benchmark Study.

Integrated Hedlthcare Association - IHA is a Cdifornialeadership group of hedth plans, physician
groups, and health care systems, plus academic, purchaser, consumer, and pharmaceutica industry
representatives, committed to policy development, public didogue, and speciad projects associated with
the continuing evolution of managed hedlth care. IHA's most recent undertaking is a collaboretive Pay-
for-Performance initiative involving sx mgor CdiforniaHMOs and their medica groups. www.iha.org

LDL - Low densty lipoprotein. Webster defines as “afraction of relaively small molecular weight, low
dengity, rich in cholesteral, and found in the B-globulin fraction of human plasma....(1.019-1.063).”

NCQA - Nationd Committee for Quality Assurance. An independent, non-profit organization whose
mission isto evduate and report on the quality of the nation’s managed care organizations.

NDC - The Nationd Drug Code “NDC” serves as a universa product identifier for human drugs.
Pay-for-Performance - A state-wide initiative for common quality measuresto evauate the
performance of medica groups, and for deferring quaity performance payments.

PPO - preferred provider organization.

Intelligent Healthcare, LLC
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PMPM - Defined in this paper as “Per member per month net cost , usualy 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 equas “annua utilization per 1,000 enrollees’. This
utilization computation is used for comparative purposes across data sets to determine compl eteness of
reported data, including unreported and unbundled services.”

Intelligent Healthcare, LLC
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TABLE OF STUDY INDICATORS

Access - Rpt 1 _|Child accessto primary careproviders

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

Access - Rpt 2 |Adult accessto preventive and other ambulatory health services

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

Access - Rpt 3 |Adult emer gency department utilization rates

The percentage of adult enrollees with an emergency room visit.

Access - Rpt 4 |Child emer gency 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 Cardiol ogist/Cardiovascular Surgeon.

Access - Rpt 7 |Accessfrequency: Otolaryngologist (ENT)

Percentage of patients visiting Otolaryngologist (ENT).

Access - Rpt 8 |Access frequency: Der matologist/Plastic Surgeon

Percentage of patients visiting Dermatol ogist/Plastic Surgeon.

Access- Rpt 9 |Accessfrequency: Gastroenter ologist

Percentage of patients visiting a Gastroenterologist.

Asthma - Rpt 2_|Patientswith asthma: Emer gency department utilizaton rate

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

Asthma - Rpt 3 |Patientswith asthma: Use of long- term control drugs

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

Asthma - Rpt 4_|Patientswith 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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TABLE OF STUDY INDICATORS

Asthma - Rpt 5 |Patientswith asthma: Resour ces used by adults/children

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

Diabetes - Rpt 2_|Patientswith diabetes Eye Exam

Eye screening for diabetic retinal disease among patients with diabetes.

Diabetes - Rpt 3_|Patientswith diabetes: Glycodated hemoglobin (HbA1c) testing

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

Diabetes - Rpt 4 |Patientswith diabetes: Provider visit - 0, 1, or 2+ timesduring the year

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

Diabetes - Rpt 5_|Patientswith diabetes: Resour ces used by adults

Health care resources used by adult patients with diabetes.

Diabetes - Rpt 6 |Patientswith diabetes: Glycosated hemoglobin (HbA1c) levels

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

[Hypertension - Rpt |Patientswith hypertension: LDL tests

Percentage of adult patients with hypertension with LDL rate tests.

[Hypertension - Rpt |Patientswith hypertension: Provider visit - 0, 1, or 2+ timesduring the year

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

[Hypertension - Rpt |Patientswith hypertension: Resour ces used

Health care resources used by adult patients with hypertension

[Hypertension - Rpt |Patientswith hypertension: Average L DL 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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TABLE OF STUDY INDICATORS

| utilization - Rpt 3|Acute Care: Cardiac Catheterization

Utilization rate of cardiac catheterization.

| Utilization - Rpt 4|Acute Care: Hyster ectomy

Utilization rate of hysterectomy.

| utilization - Rpt 5|Acute Care: MRI/CT/Pet Scan

Utilization rate of MRI/CT/Pet Scan.

| utilization - Rpt 6|Obsgtetric patients: Delivery rate

Birth rate
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SPECIFICATIONS OF STUDY INDICATOR

| Diabetes - Rpt 2 |
Patientswith diabetes Eye Exam

Indicator Description: Eye screening for diabetic retinal disease among patients with diabetes.

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the

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:

Based on:

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 yearsand older

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year

One Allowed up to 45 days.

No exclusions.

Personsin 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 hypoglycemicsin 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).

HEDIS

Page 1 of 28
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SPECIFICATIONS OF STUDY INDICATOR

| Diabetes - Rpt 3 |
Patientswith diabetes. Glycodated hemoglobin (HbALC) testing

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

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the

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:

Based on:

healthcare needs of patients with diabetes. Regular testing of glycosylated hemaglobin
is anecessary part of diabetic care management.

Commercial, Medi-Cal, Medicare

31 yearsand older

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year

One Allowed up to 45 days.

No exclusions.

Persons in the eligible population who had a glycosylated hemoglobin (HbA 1c) 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 hypoglycemicsin the period, or
had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter
with adiagnosis of diabetes (ICD9 250.XX, 357.2, 362.XX, 366.41 or 648.0).

HEDIS

Page 2 of 28
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SPECIFICATIONS OF STUDY INDICATOR

| Diabetes - Rpt 4 |

Patientswith diabetes. Provider visit - 0, 1, or 2+ timesduring the year

Indicator Description: The percentage of patients with diabetes with O, 1, or 2+ physician visits during the

study year

Purpose: One of 6 dimensions to evauate the effectiveness and efficiency of meeting the
healthcare needs of patients with diabetes. Appropriate oversight of patient care

requires periodic physician visits.

Eligible Population

Line of Business:
Age(s):

Commercial, Medi-Cal, Medicare

31 yearsand older

Sex:

Anchor Date:

Continuous Enrollment:

Continuous Gap:

Exclusion Factors:

Numerator

Criteria:

CPT Codes:
ICD-9 Codes:
UB92 Codes:
Pharmacy:

Place of Service Codes:

Visits:

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior 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.

Denominator

Additional Criteria: Persons 31 years or older, dispensed insulin and/or oral hypoglycemicsin the period, or

had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter

Based on:

with adiagnosis of diabetes (ICD9 250.XX, 357.2, 362.X X, 366.41 or 648.0).

Rand QI Tools
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SPECIFICATIONS OF STUDY INDICATOR

| Diabetes - Rpt 5 |
Patientswith diabetes. Resour ces used by adults

Indicator Description: Health care resources used by adult patients with diabetes.

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the

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:

Based on:

healthcare needs of patients with diabetes. Combined with the other dimensions of care
for aparticular disease, resource indicators identify the efficiency by which the
measured effectivenessis achieved.

Commercia, Medi-Cal, Medicare

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

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior 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 hypoglycemicsin 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).

Intelligent Hedlthcare, LLC
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SPECIFICATIONS OF STUDY INDICATOR

| Diabetes - Rpt 6 |
Patientswith diabetes. Glycodated hemoglobin (HbA1c) levels

Indicator Description: Average glycodated hemoglobin (HbA1c) levels for tested patients with diabetes.

Purpose: 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.

Eligible Population

Line of Business: Commercial, Medi-Cal, Medicare
Age(s): 31 yearsand older
Sex: Male & Female
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: Sum the values of the lowest recorded glycosylated hemoglobin (HbA1c) leve for all
measured patients who had an HbA 1c test performed during the study period.
CPT Codes: Not applicable.
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.

Place of Service Codes: Not applicable.
Visits: Not applicable.

Denominator

Additional Criteria: Persons 31 years or older, dispensed insulin and/or oral hypoglycemicsin the period, or

had 2 ambulatory or physician encounters, or one inpatient, emergency room encounter
with adiagnosis of diabetes (ICD9 250.XX, 357.2, 362.X X, 366.41 or 648.0) who had
an HbA 1c test during the study period with reported values.

Based on: Health Partners
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SPECIFICATIONS OF STUDY INDICATOR

| Asthma - Rpt 2 |

Patientswith asthma: Emer gency department utilizaton rate

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

Purpose: One of 4 dimensions to eval uate the effectiveness and efficiency of meeting the health

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:

Based on:

care needs of patients with asthma. High emergency room utilization rates may indicate
access problems to preventive and other ambulatory health care services.

Commercia, Medi-Cal

5to9years, 10 to 17 years, 18 to 56 years

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

No exclusions.

Personsin 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

HEDIS
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SPECIFICATIONS OF STUDY INDICATOR

| Asthma - Rpt 3 |

Patientswith asthma: Use of long- term control drugs

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

Purpose: One of 4 dimensions to eval uate the effectiveness and efficiency of meeting the health

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:

Based on:

care needs of patients with asthma. Shows the effectiveness of care, based on following
nationally recognized guidelines for the control of asthma.

Commercia, Medi-Cal

5to9years, 10 to 17 years, 18 to 56 years

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

No exclusions.

Number of patientsin 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

HMSA / HEDIS
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SPECIFICATIONS OF STUDY INDICATOR

| Asthma - Rpt 4 |

Patientswith asthma: Follow up after emer gency department vist

Indicator Description: The percentage of persistent asthmatic patients with a follow-up physician visit within

30 days after an emergency department visit.

Purpose: One of 4 dimensions to evaluate the effectiveness and efficiency in meeting the health

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:

Based on:

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

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

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior 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.

HMSA
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SPECIFICATIONS OF STUDY INDICATOR

| Asthma - Rpt 5 |
Patientswith asthma: Resour ces used by adults/children

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

Purpose: One of 4 dimensions to evaluate the effectiveness and efficiency in meeting the health

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:

Based on:

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
effectivenessis achieved.

Commercial, Medi-Cal

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

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

No exclusions.

The count of visits with the following provider types: PCP, Speciaist, 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 visitswith ICD9 code 493.xx AND 2 asthma medication dispensing
events*
* medication dispensing event = (days supply/30), rounded up

Intelligent Hedlthcare, LLC
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SPECIFICATIONS OF STUDY INDICATOR

| Hypertension - Rpt 2 |
Patientswith hypertension: LDL tests

Indicator Description: Percentage of adult patients with hypertension with LDL rate tests.

Purpose: 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

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:

Based on:

for heart disease. Periodic measurement of patientsis considered evidence of proper
physician oversight.

Commercial, Medi-Cal

31 yearsand older

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

Adultsin 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 Y ear and Prior Y ear, 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, al pha-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 adiagnosis of
hypertension 401.xx to 405.xx.

Health Partners
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SPECIFICATIONS OF STUDY INDICATOR

| Hypertension - Rpt 3 |

Patientswith hypertension: Provider visit - 0, 1, or 2+ timesduring the year

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

year

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health

Eligible Population

Line of Business:
Age(s):

Sex:

Anchor Date:
Continuous Enroliment:
Continuous Gap:
Exclusion Factors:

Numerator

Criteria:

CPT Codes:

ICD-9 Codes:

UB92 Codes:

Pharmacy:

Place of Service Codes:

Visits:

Denominator

Additional Criteria:

Based on:

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.

Commercia, Medi-Cal

31 yearsand older

Mae & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior 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 Y ear and Prior Y ear, 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.

Rand QI Tools
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

[ Hypertension - Rpt 4 |

Patientswith hypertension: Resour ces used

Indicator Description: Health care resources used by adult patients with hypertension

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health

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:

Based on:

care needs of patients with hypertension. Combined with the other dimensions of care
for aparticular disease, resource indicators identify the efficiency by which the
measured effectivenessis achieved.

Commercial, Medi-Cal

31 yearsand older

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

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

Not applicable.
None.

None.

Not applicable.
Not applicable.
All visits.

During the Study Y ear and Prior Y ear, 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, al pha-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 adiagnosis of
hypertension 401.xx to 405.xx.

Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Hypertension - Rpt 5 |

Patientswith hypertension: Average LDL values

Indicator Description: Average LDL value among adult patients with hypertension who had LDL values

calculated during the study period.

Purpose: One of 6 dimensions to evaluate the effectiveness and efficiency of meeting the health

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:

Based on:

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 yearsand older

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year.

One Allowed up to 45 days.

Pregnancy diagnosis or delivery procedure codes.

The sum of the lowest values for al LDLstaken for each adult in the eligible
population.

Not applicable.
None.
None.
Not applicable.
Not applicable.
Not applicable.

During the Study Y ear and Prior Y ear, received 2 or more prescriptions for a
hypertensive medication (Hypotensives: vasodilators, sympatholytic, ganglionic
blockers, ACE blocking type, veratrium alkal oids, 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 adiagnosis of
hypertension 401.xx to 405.xx, and had an LDL calculated during the study period.

Health Partners
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access- Rpt 1 |

Child accesstoprimary careproviders

Indicator Description: The percentage of children who had avisit with a primary care physician, physician

assistant, or nurse practitioner.

Purpose: One of 2 dimensions (in conjunction with Indicator 04) to identify possible problems

with children accessing or using primary care and preventive services.

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:

Based on:

Commercia, Medi-Cal

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

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior Year

One Allowed up to 45 days.

No exclusions.

Personsin 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

HEDIS
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 2 |

Adult accessto preventive and other ambulatory health services

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

Purpose: One of 2 dimensions (in conjunction with Indicator 03) to identify possible problems

with adults accessing or using preventive and other ambulatory care services.

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:

Based on:

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.
Study Year + Prior 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

HEDIS
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 3 |

Adult emer gency department utilization rates

Indicator Description: The percentage of adult enrollees with an emergency room visit.

Purpose: Higher utilization rates may indicate problems for patients accessing preventive and

other ambulatory health care services.

Eligible Population

Line of Business:
Age(s):

Sex:

Commercial, Medi-Cal, Medicare
18 to 44 years, 45 to 64 years, 65+ years
Male Only, Female Only

Anchor Date: Enrolled as of December 31 of the measurement year.
Study Year + Prior Year

One Allowed up to 45 days.

Continuous Enrollment:
Continuous Gap:

Exclusion Factors: No exclusions.
Numerator

Criteria: Persons in the eligible population with a qualifying CPT code.

CPT Codes: 99281-99285, 99288

ICD-9 Codes: None.

UB92 Codes: 45X, 981

Pharmacy: Not applicable.

Place of Service Codes: 23

Visits: Not applicable.
Denominator

Additional Criteria: None

Based on: HEDIS
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 4 |

Child emergency department utilization rates

Indicator Description: The percentage of children enrollees with an emergency room visit.

Purpose: Higher utilization rates may indicate problems for patients accessing preventive and

other ambulatory health care services.

Eligible Population

Line of Business:
Age(s):

Sex:

Commercial, Medi-Cal
1to 2 years, 3to 6 years, 7 to 11 years
Male & Femae

Anchor Date: Enrolled as of December 31 of the measurement year.
Study Year + Prior Year

One Allowed up to 45 days.

Continuous Enrollment:
Continuous Gap:

Exclusion Factors: No exclusions.
Numerator

Criteria: Persons in the eligible population with a qualifying CPT code.

CPT Codes: 99281-99285, 99288

ICD-9 Codes: None.

UB92 Codes: 45X, 981

Pharmacy: Not applicable.

Place of Service Codes: 23

Visits: Not applicable.
Denominator

Additional Criteria: None

Based on: HEDIS
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 5 |

Access frequency: Orthopedic Surgeon

Indicator Description: Percentage of patients visiting an Orthopedic Surgeon.

Purpose: Accessto medical specialists has been identified by the health plans and other interested

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:

Based on:

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.

Commercia, Medi-Cal, Medicare

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

Male & Female

Enrolled as of December 31 of the measurement year.
Study Year + Prior 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

Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 6 |

Accessfrequency: Cardiologist/Cardiovascular Surgeon

Indicator Description: Percentage of patients visiting a Cardiologist/Cardiovascular Surgeon.

Purpose: Accessto medical specialists has been identified by the health plans and other interested

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:

Based on:

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.
Study Year + Prior 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

Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 7 |

Access frequency: Otolaryngologist (ENT)

Indicator Description: Percentage of patients visiting Otolaryngologist (ENT).

Accessto 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.

Purpose:

Eligible Population

Line of Business:
Age(s):
Sex:

Commercial, Medi-Cal, Medicare
18 to 44 years, 45 to 64 years, 65+ years
Male & Femade

Anchor Date: Enrolled as of December 31 of the measurement year.

Continuous Enrollment: Study Year + Prior Year

Continuous Gap: One Allowed up to 45 days.

Exclusion Factors: No exclusions.
Numerator
Criteria: Eligible enrollees receiving a visit/service with an Otolaryngologist
CPT Codes:
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.

Visits: Otolaryngologist.

Denominator
Additional Criteria: None

Based on: Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 8 |

Accessfrequency: Dermatologist/Plastic Surgeon

Indicator Description: Percentage of patients visiting Dermatol ogist/Plastic Surgeon.

Purpose: Accessto medical specialists has been identified by the health plans and other interested

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:

Based on:

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.
Study Year + Prior Year

One Allowed up to 45 days.

No exclusions.

Eligible enrollees receiving avisit/service with a Dermatol ogist or Plastic Surgeon.
None.

None.

Not applicable.

Not applicable.
Dermatologist, plastic surgeon.

None

Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Access - Rpt 9 |

Accessfrequency: Gastroenterologist

Indicator Description: Percentage of patients visiting a Gastroenterol ogist.

Accessto 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.

Purpose:

Eligible Population

Line of Business:
Age(s):
Sex:

Commercial, Medi-Cal, Medicare
18 to 44 years, 45 to 64 years, 65+ years
Male & Femade

Anchor Date: Enrolled as of December 31 of the measurement year.

Continuous Enrollment: Study Year + Prior Year

Continuous Gap: One Allowed up to 45 days.

Exclusion Factors: No exclusions.
Numerator

Criteria: Eligible enrollees receiving avisit/service with a Dermatol ogist or Gastroenterologist.

CPT Codes:

ICD-9 Codes: None.

UB92 Codes: None.

Pharmacy: Not applicable.

Place of Service Codes: Not applicable.

Visits: Gastroenterologist.
Denominator

Additional Criteria: None

Based on: Intelligent Hedlthcare, LLC
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 1 |

Acute Care: Angioplasty

Indicator Description: Utilization rate of angioplasty.
Purpose: Use of service measures apply to high occurrence/high cost services.

Eligible Population

Line of Business: Commercia, Medi-Cal, Medicare
Age(s): 18 to 44 years, 45 to 64 years, 65+ years
Sex: Male Only, Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: The number of patientsin the eligible population with one of the following procedures
for angioplasty:
CPT Codes: 92982, 92995, 92980, 92984, 92996
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.
Denominator
Additional Criteria: None
Based on: HEDIS
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BENCHMARK STUDY

Findings Report to California Healthcare Foundation

14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 2 |
Acute Care: CABG

Indicator Description: Utilization rate of cardiovascular heart bypass surgery.
Purpose: Use of service measures apply to high occurrence/high cost services.

Eligible Population

Line of Business: Commercia, Medi-Cal, Medicare
Age(s): 18 to 44 years, 45 to 64 years, 65+ years
Sex: Male Only, Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: The number of patientsin the eligible population with one of the following procedures
for CABG:
CPT Codes: 33510-33514, 33516-33519, 33521-33523, 33533-33536
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.
Denominator
Additional Criteria: None
Based on: HEDIS
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14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 3 |
Acute Care: Cardiac Catheterization

Indicator Description: Utilization rate of cardiac catheterization.
Purpose: Use of service measures apply to high occurrence/high cost services.

Eligible Population

Line of Business: Commercia, Medi-Cal, Medicare
Age(s): 18 to 44 years, 45 to 64 years, 65+ years
Sex: Male Only, Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: The number of patientsin the eligible population with one of the following procedures
for cardiac catheterization:
CPT Codes: 93501, 93510, 93511, 93514, 93524, 93526-93529, 93539-93545
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.
Denominator
Additional Criteria: None
Based on: HEDIS
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14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 4 |

Acute Care Hysterectomy

Indicator Description: Utilization rate of hysterectomy.
Purpose: Use of service measures apply to high occurrence/high cost services.

Eligible Population

Line of Business: Commercia, Medi-Cal, Medicare
Age(s): 15 to 44 years, 45 to 64 years
Sex: Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: The number of patientsin the eligible population with one of the following procedures
for hysterectomy:
CPT Codes: 58150, 58152, 58180, 58200, 58210, 58240, 58957, 59135, 59525, 56308, 58260,
58262, 58263, 58267, 58270, 58275, 58280, 58285
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.
Denominator
Additional Criteria: None
Based on: HEDIS
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14-Nov-02

SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 5 |
AcuteCare: MRI/CT/Pet Scan

Indicator Description: Utilization rate of MRI/CT/Pet Scan.
Purpose: Use of service measures apply to high occurrence/high cost services.

Eligible Population

Line of Business: Commercia, Medi-Cal, Medicare
Age(s): 18 to 44 years, 45 to 64 years, 65+ years
Sex: Male Only, Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: The number of patients in the eligible population with one of the following procedure
codesfor MRIs, CTs, or PET scans:
CPT Codes: 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

ICD-9 Codes: None.

UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.

Denominator
Additional Criteria: None
Based on: HEDIS
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SPECIFICATIONS OF STUDY INDICATOR

| Utilization - Rpt 6 |
Obgetric patients: Delivery rate

Indicator Description: Birth rate

Purpose: Obgtetrical careisin aggregate the highest expense and highest volume condition for
commercia and Medicaid/Medi-Cal, HMO enrollment. Use of service measures may
provide useful information for physicians to better manage these services.

Eligible Population

Line of Business: Commercia, Medi-Cal
Age(s): 15to 17 years, 18 to 34 years, 35 to 49 years, 50+ years
Sex: Female Only
Anchor Date: Enrolled as of December 31 of the measurement year.
Continuous Enrollment: Study Year + Prior Year
Continuous Gap: One Allowed up to 45 days.
Exclusion Factors: No exclusions.
Numerator
Criteria: Women in the eligible population with a qualifying CPT code.
CPT Codes: 59400-59414, 59510-59515, 59610-59622
ICD-9 Codes: None.
UB92 Codes: None.
Pharmacy: Not applicable.
Place of Service Codes: Not applicable.
Visits: Not applicable.
Denominator
Additional Criteria: None
Based on: HEDIS
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