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[DATE]

[Provider Name]
 [Address1]
[Address2]
[City], [State] [ZIP Code]

RE:  Variations in Practice Patterns and Opportunities for Improvement 

Dear Dr. <Name>:

Health care is at a pivotal point. Significant gaps remain in health care quality, patient experience and affordability and it is incumbent on all of us to close these gaps. As an important step, the Choosing Wisely initiative sponsored by the American Board of Internal Medicine Foundation with the support of many national specialty societies has provided lists of tests and treatments that they believe are of limited benefit to patients. In addition, many organizations have developed evidence-based guidelines for physicians on what the best circumstances are to utilize procedures and prescribe medications. Now many consumers and employers are encouraging payers to quantify the cost of the tests and treatments that may not be necessary or of little value in diagnosing or treating conditions under certain circumstances, and potentially not pay for them.

UnitedHealthcare’s physician network plays an important role in addressing these gaps and opportunities by utilizing health care resources as efficiently as possible while providing our members with quality care. To support physicians in their efforts, when practice patterns are identified that may represent opportunities to improve quality and decrease unwarranted variation in utilization, UnitedHealthcare will work hard to identify those practice patterns and provide identified physicians with the tools and information to improve resource utilization in a way that is consistent with evidence-based medicine guidelines. 

To further complement and advance these efforts, UnitedHealthcare has developed the enclosed health care management summary according to evidence-based medicine guidelines, claims data, other UnitedHealthcare databases and an extensive list of services and procedures used in the care of patients. The health care management summary provides physicians with reports that outline their adherence to evidence-based guidelines compared to their peers on a risk- and geographically-adjusted basis; how they are using health care resources; and how they compare to physicians in their markets when it comes to treating patients pursuant to the relevant clinical care guidelines and utilization patterns. 

We are sharing your health care management summary with you to support your continued efforts to provide quality care to your patients while improving outcomes and appropriately decreasing health care costs. 

Based on a review of our member data, the following areas have been identified for you as a good starting place to address your practice’s adherence opportunities. More details for each of these areas of opportunity can be found in the enclosed health care management summary. 

· <placeholder 1>
· <placeholder 2>
· <placeholder 3> top non-compliant Evidence Based Medicine (EBM) rule
· <placeholder 4>
· <placeholder 5>



What we are asking you to do

As we all work toward better health care outcomes at reduced costs, we ask you to take a look at this health care management summary and use the information as an opportunity to improve on overutilization of services. Please know that we will update the data in the health care management summary and share that information with you every six months over an 18-month period. We look forward to working with you during this time to support you in your improvement efforts.  

We continue to incentivize quality care provided by our network physicians through programs such as the UnitedHealth Premium® physician designation program and pay-for-performance contracts. Please read your health care management summary and note the opportunities for improvement. 

If, over the course of the next 18 months, the data continues to show unexplained variation from the benchmarks without improvements that bring the practice pattern(s) closer to the norm, UnitedHealthcare will evaluate its next steps which could impact your:  
· Participation in future UnitedHealthcare products and programs; 
· Participation or compensation in our performance-based contracting (if applicable); and 
· Designation under the UnitedHealth Premium Designation program as that program evolves over time.

If you have questions, please call the Physician Support Center at <insert telephone number> or email physician_engagement@uhc.com or call me directly at SIGNATORY’S DIRECT CONTACT INFO. 
Thank you.

Sincerely,

/s/
<MMD name>
<MPIN>
<MMD title>
Dr. <Physician Name>		 <Page>
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Section 1: Episodes of Care Data

Population:  Commercial, Medicare  
Dates of Service:  <Date Range>  

Episodes of Care Summary: This information includes a summary of your Episode Treatment Groups® (ETG®). ETGs create episodes by collecting all inpatient, outpatient, and ancillary services into mutually exclusive and extensive categories. At the patient level, ETGs recognize co-morbidities, complications, and treatments that may change the patient’s clinical profile, health care utilization, and costs. ETGs enable powerful and accurate case mix adjustment. The following table summarizes your care as the responsible provider who is primarily accountable for all episodes, with expected costs matched by specialty and severity for the management of similar episodes. This measure is geographically adjusted using market specific benchmarks.
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KEY: RED-SHADED – HIGHEST VALUES; YELLOW-SHADED – MEDIAN VALUES; GREEN-SHADED – LOWEST VALUES.
GREEN-SHADED (LOWEST) VALUES ARE CLOSEST TO THE PEER BENCHMARK.
	Inpatient Facility – claims submitted by a treatment facility for room & board services as noted by room & board revenue codes
Laboratory/Pathology – claims submitted 
by any provider for laboratory and pathology services
Management – claims submitted by a clinician for the evaluation of a member’s condition, primarily consisting of CPT®-4 E&M codes
Other Ancillary – claims submitted by any provider for ‘other’ and miscellaneous outpatient services
Outpatient Facility – claims submitted by any provider for outpatient surgery, anesthesia and related services 
Pharmaceutical – claims for a 
prescription drug, HCPC drug administration code, specialty pharmacy (non-chemotherapy) or DME
Radiology – claims submitted by any provider for radiological or similar services
Surgery – claims submitted by a clinician 
for procedural CPT®-4 codes for surgical or related procedures

[image: ]

Observed to expected ratio: The observed to 
expected (O:E) ratio is the ratio of the physician’s observed (actual) rate/value to the expected (risk adjusted) benchmark rate/value. For ETG data, this benchmark is calculated using information from physicians of the same specialty in the same 
geographic area, similar disease states, severity level and treatment status (for ETG data), pharmacy coverage status and product (Commercial or Medicare). Benchmark data are further refined to be inclusive of a least 50 episodes for at least three physicians. If the benchmark criteria are not met (i.e. less than 50 episodes and/or less than three physicians for a given ETG combination), the benchmark average cost is considered not valid and the physician is not evaluated for the specific ETG combination.



Episodes of Care Details: The table below lists your care for the top episode treatment groups by volumeYour overall observed to expected (O:E) ratio is XX% higher than the expected rate for your market, specialty, episode types and severity. The areas noted below have higher O:E ratios.
· Management: The O:E ratio is XX% higher than expected, driven by [physician visits, etc.].
· Surgery: The O:E ratio is x% higher than expected, driven by [outpatient surgery, etc.].
· Inpatient Facility:  The O:E ratio for inpatient facility is more than x times higher than expected.
· Outpatient Facility:  The O:E ratio for outpatient facility is more than x times higher than expected.
· Laboratory/Pathology: The O:E ratio is xx% higher than expected, driven by [freestanding clinical lab, etc.].
· Radiology: The O:E ratio is xx% higher than expected, driven by [freestanding clinical lab, etc.].
· Other Ancillary: The O:E ratio is xx% higher than expected, driven by [freestanding clinical lab, etc.].
· Pharmaceutical: The O:E ratio is x% higher than expected, driven by [pharmacy, etc.].

with costs matched by specialty for the management of similar episodes:
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Key: Red-shaded – highest values; Yellow-shaded – median values; Green-shaded – lowest values.

· The O:E ratio for [ETG1] is X% higher than expected. This is driven by [category 1] and [category 2].
· The O:E ratio for [ETG2] is X% higher than expected. This is driven by [category 1] and [category 2].
· The O:E ratio for [ETG3] is X% higher than expected. This is driven by [category 1] and [category 2].
· The O:E ratio for [ETG4] is X% higher than expected. This is driven by [category 1] and [category 2].
· The O:E ratio for [ETG5] is X% higher than expected. This is driven by [category 1].












Section 2: Evidence-based Medicine Summary

Evidence-based Medicine Summary: Evidence-based medicine (EBM) integrates the available scientific literature, clinical experience, and patient values to help to improve physician adherence with treatment guidelines and member adherence with prescribed treatment. The data below identifies your top EBM conditions or procedures by total patient volume. This measure is not geographically adjusted.

Population: Commercial
Dates of Service:  <Date Range>  
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HEDIS/Star Measures: The National Committee for Quality Assurance’s (NCQA) Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by health plans and regulators to evaluate the health plan’s performance on many aspects of their service. Stemming from the measures set forth by HEDIS, the Centers for Medicare & Medicaid Services (CMS) deployed its Star Rating system that rates a health plan’s Medicare Advantage programs. The Star Ratings are awarded based on a variety of quality measures that fall into member-centric categories. These categories include a focus on areas such as managing long term conditions, preventative care, member experiences with drug plans and customer service/plan responsiveness. For the clinically indicated HEDIS Star measures, we derive the HEDIS Star measures from data we obtain from you about the care you supplied for our Medicare Advantage members and that is what is reflected in the following table and charts.

Population: Medicare 
Dates of Service:  <Date Range>  
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Section 3: Out-of-Network Utilization

Population: Commercial
Dates of Service: <Date Range>  

Out-of-Network Utilization: The information in this summary is sourced from your episode treatment group (ETG) data. It outlines the percentage of the total claims we paid for care for members attributed to you when those members saw out-of-network providers. The assigned provider types associated with these out-of-network costs as well as the percentages of the out-of-network cost are also summarized. This measure is not geographically adjusted or compared to a benchmark; it is a straight percentage.
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· Among all Commercial ETG episodes, your percentage of cost for care provided by out of 
network providers is X%.
· X% of your Commercial episodes has out of network activity.
· Provider types that are noted as having out of network costs include spec1, spec2 and spec3.






Section 4: Office Practice

Population: Commercial
Dates of Service: <Date Range>  

Your Office Practice: This summary uses reimbursements for patient care made directly to you as one way to evaluate practice resource usage by comparing aggregates with those of your peers. The table below summarizes some of your resource usage measures compared to other doctors in your specialty, based on 12 months of claims data, and geographically adjusted. The utilization measures are compared to a national benchmark by specialty while the office practice cost measures are compared to a market benchmark for your geography.

[image: ]

Key: Red-shaded – highest values; Yellow-shaded – median values; Green-shaded – lowest values.

· Your cost per patient is x% higher/lower compared to the expected rate.
· Your cost per visit is X% higher/lower than expected.
· Your visit per patient ratio is X% higher/lower than expected.
· Your procedures per patient ratio is X% higher/lower than expected.
· Your level 4 visit percentage is x% higher/lower than expected.
· Your level 5 visit percentage is y% higher/lower than expected.
· Your utilization of modifier 25 is X% higher/lower than expected.




Population: Medicare
Dates of Service: <Date Range>  
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Key: Red-shaded – highest values; Yellow-shaded – median values; Green-shaded – lowest values.

· Your cost per patient is x% higher/lower compared to the expected rate.
· Your cost per visit is X% higher/lower than expected.
· Your visit per patient ratio is X% higher/lower than expected.
· Your procedures per patient ratio is X% higher/lower than expected.
· Your level 4 visit percentage is x% higher/lower than expected.
· Your level 5 visit percentage is y% higher/lower than expected.
· Your utilization of modifier 25 is X% higher/lower than expected.












Section 5: Prescribing Practice

Population: Commercial
Dates of Service: <Date Range>  

Prescribing Practice: This report outlines how your prescribing patterns affect the cost paid by your patients and compares you with your peers. The table and graph below summarize some of your resource usage measures compared to other doctors in your specialty, based on 12 months of claims data. This measure uses a national benchmark.
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Key: Red-shaded – highest values; Yellow-shaded – median values; Green-shaded – lowest values.

· Your scripts per patient ratio is X% higher/lower than expected.
· Your percentage of Tier 3 prescriptions is X% higher/lower than expected.







Section 6: Antibiotic Utilization

Population:  Commercial
Dates of Service: <Date Range>  

Antibiotics in Upper Respiratory Infections (URI), Bronchitis and Otitis Media: 
The information in this section summarizes the utilization of anti-infective prescription medications in treating upper respiratory infections, bronchitis and otitis media. Claims records submitted by you for members identified with these infections were compiled and matched with prescription claims for anti-infective medications filled within three days of the infection diagnosis to determine the antibiotic utilization rate. This measure uses a national market benchmark.

Antibiotic overutilization continues to be a problem in the health care setting despite literature on the risks associated with unnecessary prescribing. According to a recent study, the prescribing rate for a sore throat should be 10% and for bronchitis 0%.[footnoteRef:1] With the increase of antibiotic resistant super bugs, the burden on the patient and the health care system is expected to continue to rise. [1:  http://.healthday.com/infectious-disease-information-21/antibiotics-news-30/too-many-antibiotics-still-prescribed consumer -for-sore-throats-bronchitis-studies-680798.html
] 
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	· Your antibiotic utilization rate for <condition 1> is xx% higher than the market rate and yy% higher than the national rate.
· Your antibiotic utilization rate for <condition 2> is xx% higher than the market rate and yy% higher than the national rate.
· Your antibiotic utilization rate for <condition 3> is xx% higher than the market rate and yy% higher than the national rate.
· Your antibiotic utilization rate for <condition 4> is xx% higher than the market rate and yy% higher than the national rate.
· Your antibiotic utilization rate for <condition 5> is xx% higher than the market rate and yy% higher than the national rate.




Appendix

Glossary

Case mix adjustment – ETGs have been developed to account for differences in member severity, including variations in complicating conditions, comorbidities and major surgeries. This is usually accomplished by identifying discrete units of conditions which differ from one another with respect to resource consumption. Once these discrete groups of conditions are identified, any subsequent analysis based upon these discrete units can be said to be case mix adjusted.

Clinical homogeneity – ETGs are designed to be clinically homogeneous, which means each member’s illness and its severity are medically consistent with others belonging to the same ETG. This is important for two reasons: physicians and other direct care providers can relate to the illness groupings, allowing for meaningful communication regarding treatment; and, for observed differences in treatment patterns within an ETG, clinical homogeneity minimizes the argument of someone having sicker patients, providing the basis for substantive comparison and detailed drill-down analysis.

Episode – A complete treatment episode incorporates inpatient, outpatient, professional, and ancillary services, including pharmaceutical services. Once treatment for an episode has begun, all clinically relevant information is collected until an absence of treatment or clean period is detected. Thus, all appropriate procedural and cost information is collected and correctly assigned to one complete treatment episode.

Episode Treatment Groups® (ETG®) - Component: ETGs create episodes by collecting all inpatient, outpatient and ancillary services into mutually exclusive and extensive categories. At the patient level, ETGs recognize co-morbidities, complications and treatments that change the patient’s clinical profile, health care utilization, and costs. ETGs enable accurate case mix adjustment. The summary includes providers’ top episode treatment groups by volume, with costs matched by specialty for the management of similar episodes

Geographical adjustment, market – For the office practice cost measures only (cost per visit and cost per patient), a benchmark is established within each specialty based on the market peer average and serves as 
the basis of an expected value. The expected value in the cost-related claims view is an unweighted overall market average.

Geographical adjustment, national – For the office practice utilization measures only (visits per patient and procedures per patient), a benchmark is established within each specialty based on a national peer average and serves as the basis of an expected value. The expected value in the claims view is an unweighted overall national average.

Observed to expected ratio calculation – The observed to expected (O:E) ratio is calculated by 
aggregating the costs (observed) values for the episodes attributed to the physician against a benchmark of their peer groups’ patients (physicians of the same specialty in the same geographic area, similar disease state (ETG), severity level, treatment status, pharmacy coverage status, and product - Commercial or Medicare). Benchmark data are further refined to be inclusive of at least 50 episodes for at least three physicians. If the benchmark criteria are not met (i.e. less than 50 episodes and/or less than three physicians for a given ETG combination), the benchmark average cost is considered not valid and the physician is not evaluated for the specific ETG combination.

Responsible provider for an episode – The responsible provider is primarily accountable for the episode. This provider gets credit for the episode’s cost and utilization within the analysis. Only one provider is deemed the responsible provider for the episode. The determination of responsible provider for an episode is based on which provider has the highest combined charges for management and surgery records in the episode.
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Methodological Detail

Section 1: Episodes of Care Category Descriptions:  Below are the various categories of clinical services that may be grouped into an episode.
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Description of Measures

Evidence-based Medicine (EBM) – EBM integrates available scientific literature and clinical experience. By integrating clinically relevant research evidence with actual care patterns, areas of care can be identified in which physicians can intervene to improve their compliance with treatment guidelines and member compliance with prescribed treatment.

Below are the specific EBM measures and the applicable specialties.
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HEDIS Star Measures

Description of Measures: Below are the HEDIS Star measures and their specifications.
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Out-of-Network Utilization

Description of Measures: Below are the measures for calculating out of network utilization.
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Office Practice

Description of Measures: Below are the measures for calculating office practice data.
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Prescribing Practice

Description of Measures: Below are the measures for pharmacy utilization.
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Antibiotic Utilization in Upper Respiratory Infections (URI), Bronchitis 
and Otitis Media 

Description of Measures: Below are the measures for antibiotic utilization.
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Additional clinical information about antibiotic use and evidence based medicine:

Antibiotic resistance is a quickly growing, dangerous problem. World health leaders have described antibiotic-resistant bacteria as "nightmare bacteria" that "pose a catastrophic threat" to people in every country in the world. Each year in the United States, at least two million people become infected with bacteria that are resistant to antibiotics, and at least 23,000 people die each year as a direct result of these infections. Many more people die from other conditions that were complicated by an antibiotic-resistant infection.1 
 



The Centers for Disease Control is arguing for a four-pronged approach to the issue2: 

1. Preventing infections - by such things as immunization, infection control in health care settings, 
safe food handling, and better hand hygiene — so that antibiotics will be used less often
2. Tracking antibiotic-resistant infections to understand the causes of resistance and to develop 
preventive strategies
3. Changing the way antibiotics are employed to eliminate inappropriate use both in 
humans and animals
4. Developing new drugs and diagnostics. Bacterial evolution ensures that the development of
antibiotic resistance can be slowed but not stopped, so new drugs are needed, as well as 
tests to track resistance.

Please avoid unnecessary antibiotics for viral infections and prescribe first-line agents whenever appropriate. This will help improve health outcomes in your community and promote the quality and efficiency of care of 
your practice.


<MPIN>

<MPIN>


Dr. <Physician Name>		 <Page>

Dr. <Physician Name>		 <Page>

[footnoteRef:2] [2:   ‘Antibiotic Resistance Threats in the US’, Centers for Disease Control; http://www.cdc.gov/features/AntibioticResistanceThreats/; updated: September 16, 2013.
2  ‘CDC Sounds Alarm on Drug-Resistant Bugs’, MedPage Today; published: Sep 16, 2013, updated: Sep 17, 2013.


Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Health plan coverage provided by UnitedHealthcare of California, UnitedHealthcare of Arizona, Inc., UnitedHealthcare  of Colorado, Inc., UnitedHealthcare of Oregon, Inc., UnitedHealthcare of Utah, Inc. and UnitedHealthcare of Washington, Inc. or other affiliates. Administrative services provided by United HealthCare Services, Inc. or its affiliates.
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Population Episode 

Count

Overall Mgmt Surgery

Inpt 

Facil

Outpt 

Facil

Lab/ 

Path

Radiol

Oth 

Ancil

Pharm

Commercial 269 1.23 1.01 1.58 0.45 0.77 1.59 1.09 1.04 1.12

Medicare

Overall 269 1.23 1.01 1.58 0.45 0.77 1.59 1.09 1.04 1.12

<MD Name>

Observed to Expected Ratios for Episode Categories

by Average Allowed Cost
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Episode Treatment Group Number of 

Episodes

Overall 

O:E Ratio

Mgmt

O:E Ratio

Surg

O:E 

Ratio

IP Facil

O:E Ratio

OP Facil

O:E Ratio

Lab/Path 

O:E Ratio

Radiol 

O:E Ratio

Oth Ancil 

O:E Ratio

Pharm

O:E Ratio

Irritable bowel syndrome

38

1.62

1.24 3.06 0.00 0.42 0.46 1.67 0.00 1.34

Gastroenterology diseases signs & symptoms

34

2.51

0.63 5.74 0.00 5.51 1.09 0.80 1.08 2.19

Non-malignant neoplasm of intestines & abdomen

31

1.08

0.54 1.11 0.00 1.14 1.22 0.77 1.05 0.89

Non-malignant neoplasm of rectum or anus

21

1.02

1.17 1.02 0.00 0.96 1.03 1.00 0.00 1.08

Diverticulitis & diverticulosis

20

1.15

0.41 3.09 0.00 1.53 1.34 3.51 0.00 0.87

<MD Name>

Top 5 Episode Treatment Groups by Episode Volume, Commercial and Medicare
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Condition/Procedure Measure Total 

Patients

Total 

Opportunities

Your 

Results

Rate 

Achieved

Medication Safety Monitoring 209 209 201 97%

Prostate Cancer 24 24 23 96%

Cerebral Vascular Accident & Transient Cerebral Ischemia (Stroke) 19 19 18 95%

Hypertension 542 542 508 94%

Chronic Kidney Disease 106 106 96 93%

Hyperlipidemia 300 300 272 91%

Cardiovascular Disease 9 9 8 89%

Breast Cancer - Part I 6 6 5 84%

Cervical Cancer Screening 95 95 77 82%

Diabetes 714 714 577 81%

Evidence-Based Medicine (EBM) Conditions for <MD Name>

Top Conditions by Total Patient Volume


image7.emf
97%

96%

95%

94%

93%

91%

89%

84%

82%

81%

0% 20% 40% 60% 80% 100%

Medication Safety Monitoring

Prostate Cancer

Cerebral Vascular Accident &…

Hypertension

Chronic Kidney Disease

Hyperlipidemia

Cardiovascular Disease

Breast Cancer - Part I

Cervical Cancer Screening

Diabetes

Evidenced-Based Medicine Conditions

Adherence Rates for <MD Name>


image8.emf
Quality Measure

Relevant

Patients

Open Care

Opportunities

% Non-

adherent

% Adherent

C01-Breast Cancer Screening 5 1 20% 80%

C02-Colorectal Cancer Screening 34 14 41% 59%

C03-Cardiovascular Care - Cholesterol Screening 2 - 0% 100%

C04-Diabetes Care - Cholesterol Screening 8 1 13% 88%

C05-Glaucoma Testing 47 13 28% 72%

C14-Osteoporosis Management in Women who had a Fracture 1 - 0% 100%

C15-Diabetes Care - Eye Exam 8 5 63% 38%

C16-Diabetes Care - Kidney Disease Monitoring 8 1 13% 88%

C17-Diabetes Care - Blood Sugar Controlled 8 8 100% 0%

C18-Diabetes Care - Cholesterol Controlled 8 8 100% 0%

C20-Rheumatoid Arthritis Management - - - -

D14-High Risk Medication 62 7 11% 89%

D15-Diabetes Treatment 12 2 17% 83%

D16-Part D Medication Adherence for Diabetes Medications 9 3 33% 67%

D17-Part D Medication Adherence for Hypertension (ACEI or ARB) 22 9 41% 59%

D18-Part D Medication Adherence for Cholesterol (Statins) 26 12 46% 54%

<MD Name>

HEDIS Star Measures Adherence Rates
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Observed Expected O:E Ratio

Cost per Patient (Allowed) $257 $302 0.85

Cost per Visit $128 $117 1.10

Visits per Patient 2.01 2.58 0.78

Procedures per Patient 8.83 5.12 1.72

Level 4 Visit % 14.4% 34.4% 0.42

Level 5 Visit % 0.3% 2.2% 0.15

Modifier -25 Utilization 0.3% 2.2% 0.15

<MD Name>

Office Practice Measures - Commercial
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Observed Expected O:E Ratio

Cost per Patient (Allowed) $257 $302 0.85

Cost per Visit $128 $117 1.10

Visits per Patient 2.01 2.58 0.78

Procedures per Patient 8.83 5.12 1.72

Level 4 Visit % 14.4% 34.4% 0.42

Level 5 Visit % 0.3% 2.2% 0.15

Modifier -25 Utilization 0.3% 2.2% 0.15

<MD Name>

Office Practice Measures - Medicare
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Observed Expected O:E Ratio

Scripts per Patient with Rx Coverage 10.2 9.6 1.06

% Tier 3 Scripts (Brand and Generic) 44.4% 17.7% 2.51

<MD Name>

Office Practice Pharmacy Measures

Patients with Rx Coverage and with Prescriptions
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Healthcare management summary Episodes of Care Calculation - Sample Physician's Observed v. Expected by ETG and Overall

Expected is broken out by Commercial vs. Medicare Advantage data (if applicable), specialty, condition, market, severity level,

type of treatment (if applicable) and presence or absence of pharmacy benefit (rolled up to an ETG condition level).

The table below contains sample results for 1 physician (rolled up to an ETG base class level). 

Products are rolled up in sample below. 

Physician 

MPIN

ETG Name Number 

Episodes

Actual Allowed 

per episode

Allowed 

(Observed)

Expected 

Allowed per 

Episode

Expected Variance by 

ETG/Overall

ETG 

Treatment 

Indicator

Severity 

Level

RX 

Coverage

123 Hypertension 15 $150 $2,250 $120 $1,800 $450 1 2 N

123 Hypertension 30 $200 $6,000 $180 $5,400 $600 0 3 Y

123 Sinusitis 12 $120 $1,440 $120 $1,440 $0 0 1 N

123 Sinusitis 18 $200 $3,600 $150 $2,700 $900 1 4 Y

123 Diabetes 25 $550 $13,750 $500 $12,500 $1,250 1 1 Y

Totals 100 $27,040 $23,840 $3,200

Observed vs Expected (O:E) = Total Observed / Total Expected = $27,040 / $23,840 = 1.13
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Category Description Procedures/Services Included

Inpatient Facility A claim record submitted by a treatment facility 

for room & board services as noted by room & 

board revenue codes billed by the facility

- inpatient confinements

- skilled nursing facility confinements

Lab/Path A claim record submitted by any provider for 

inpatient, outpatient and free-standing laboratory 

and pathology services

- laboratory procedures

- pathology procedures

Management A claim record submitted by a clinician for services 

related to the evaluation of a member’s condition, 

primarily consisting of evaluation and 

management CPT®-4 codes

- physician office visits (new, 

established E&M)

- physician consultations

- physician inpatient visits

Other Ancillary A claim record submitted by any provider for 

inpatient miscellaneous, 'other' or similar services

- immunizations

- ER visits, observation care

- specialty services (cardiovascular, 

neurology)

Outpatient Facility A claim record submitted by a treatment facility 

for facility-related services related to treatment in 

the outpatient setting.

- miscellaneous outpatient services 

related to outpatient surgery

- anesthesia

- outpatient rehabilitation

Pharmaceutical A claim record for a prescription drug claim, HCPC 

code for drug administration, specialty pharma 

(non-chemotherapy) or DME

- prescription drugs

- injectable drugs (given by health care 

professional)

- DME, medical supplies

Radiology A claim record submitted by any provider for 

inpatient, outpatient and free-standing 

radiological services

- radiology procedures

Surgery A claim record submitted by a clinician for 

procedural CPT®-4 codes for surgical or related 

procedures

- outpatient surgical procedures

- inpatient surgical procedures

- office-based procedures
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Condition/Measure Rule Description Family 

Medicine

Internal 

Medicine

Pediatrics

Acute Bronchitis Patient(s) With A Diagnosis Of Acute Bronchitis That Did Not Have A 

Prescription For An Antibiotic On Or Three Days After The Initiating 

Visit.

X X

Acute Myocardial Infarction (AMI) Patient(s) Hospitalized With An Acute Myocardial Infarction (AMI) 

Persistently Taking A Beta-Blocker For Six Months After Discharge.

X X

Acute Otitis Externa Patient(s) 2 Years Of Age And Older With Acute Otitis Externa Who 

Were Not Prescribed Systemic Antimicrobial Therapy.

X X

Acute Sinusitis Patient(s) That Had A Sinus Computerized Axial Tomography (CT) Or 

Magnetic Resonance Imaging (MRI) Test.

X X X

Acute Sinusitis Patient(s) That Had A Sinus Radiographic Test. X X X

Acute Sinusitis Patient(s) Treated With An Antibiotic For Acute Sinusitis That 

Received A First Line Antibiotic.

X X X

Adolescent Well-Care Visits Patient(s) 12 - 21 Years Of Age That Had One Comprehensive Well-

Care Visit With A PCP Or An Ob/Gyn In The Last 12 Reported Months.

X X

Asthma Adult(s) 40 Years And Older Taking Chronic Corticosteroids That Had 

Osteoporosis Screening In Last 24 Reported Months.

X X

Asthma Adult(s) With Presumed Uncontrolled Or Partly Controlled Asthma 

Using An Inhaled Corticosteroid Or Acceptable Alternative.

X X

Asthma Patient(s) Between The Ages Of 12 And 18 With Presumed Persistent 

Asthma Using An Inhaled Corticosteroid Or Acceptable Alternative.

X X

Asthma Patient(s) Between The Ages Of 19 And 50 With Presumed Persistent 

Asthma Using An Inhaled Corticosteroid Or Acceptable Alternative.

X

Asthma Patient(s) Between The Ages Of 5 And 11 With Presumed Persistent 

Asthma Using An Inhaled Corticosteroid Or Acceptable Alternative.

X X

Asthma Patient(s) Between The Ages Of 51 And 64 With Presumed Persistent 

Asthma Using An Inhaled Corticosteroid Or Acceptable Alternative.

X

Asthma Patient(s) Exhibiting Problematic Asthma Control Who Had 

Pulmonary Or Allergy Consultation In Last 12 Reported Months.

X X

Asthma Patient(s) That Had An Office Visit For Asthma Care In Last 6 

Reported Months.

X X

Asthma Patient(s) Using A Long-Acting Beta2-Agonist Inhaler In Combination 

With An Inhaled Corticosteroid.

X X

Asthma Patient(s) With An Asthma Related Hospitalization Or ER Encounter 

In Last 3 Reported Months Or Frequently Using Short-Acting Beta2-

Agonist Inhalers That Had An Office Visit In Last 3 Reported Months.

X

Asthma Pediatric Patient(s) With Presumed Uncontrolled Or Partly 

Controlled Asthma Using An Inhaled Corticosteroid Or Acceptable 

Alternative.

X X

Atrial Fibrillation Patient(s) Taking Amiodarone That Had Thyroid Stimulating 

Hormone (TSH) Test In Last 12 Reported Months.

X X

Back Pain Patient(s) With Uncomplicated Low Back Pain That Did Not Have 

Imaging Studies.

X X

Breast Cancer - Part I Patient(s) That Had An Annual Mammogram. X X

Breast Cancer Screening Patient(s) 42 - 69 Years Of Age That Had A Screening Mammogram In 

Last 24 Reported Months.

X X

Cardiovascular Disease Patient(s) With A LDL Cholesterol Test During The Report Period. X X

Cerebral Vascular Accident & Transient 

Cerebral Ischemia (Stroke)

Patient(s) Taking Warfarin That Had 3 Or More Prothrombin Time 

Tests In Last 6 Reported Months.

X X

Cerebral Vascular Accident & Transient 

Cerebral Ischemia (Stroke)

Patient(s) With A LDL Cholesterol Test In Last 12 Reported Months.

X X

Cerebral Vascular Accident & Transient 

Cerebral Ischemia (Stroke)

Patient(s) With A Recent Acute Cerebral Ischemic Event That Had A 

Carotid Doppler Or Head/Neck Angiography Test In Last 12 Reported 

Months.

X X

Evidence-Based Medicine Measures, Descriptions and Related Physician Specialties


image20.emf
Condition/Measure Rule Description Family 

Medicine

Internal 

Medicine

Pediatrics

Cervical Cancer Screening Patient(s) That Had A Cervical Cancer Screening Test In Last 36 

Reported Months.

X X

Children and Adolescents' Access to 

Primary Care Practitioners

Patient(s) 12-19 Years Of Age That Had A PCP Visit During The Report 

Period.

X X

Children and Adolescents' Access to 

Primary Care Practitioners

Patient(s) 7-11 Years Of Age That Had A PCP Visit During The Report 

Period.

X X

Childrens' Access to Primary Care 

Practitioners

Patient(s) 12 - 24 Months Of Age That Had A PCP Visit During The 

Report Period.

X X

Childrens' Access to Primary Care 

Practitioners

Patient(s) 25 Months To 6 Years Of Age That Had A PCP Visit During 

The Report Period.

X X

Chronic Kidney Disease Adult(s) With Stage 4 Or 5 CKD That Had A HDL Cholesterol Test In 

Last 12 Reported Months.

X

Chronic Kidney Disease Adult(s) With Stage 4 Or 5 CKD That Had A LDL Cholesterol Test In Last 

12 Reported Months.

X

Chronic Kidney Disease Adult(s) With Stage 4 Or 5 CKD That Had A Triglyceride Test In Last 12 

Reported Months.

X

Chronic Kidney Disease Patient(s) Taking An Erythropoietin Analogue That Had A 

Hemoglobin/Hematocrit In Last Reported Month.

X X

Chronic Kidney Disease Patient(s) Taking An Erythropoietin Analogue That Had A Serum 

Ferritin In Last 6 Reported Months.

X X

Chronic Kidney Disease Patient(s) Taking Cinacalcet That Had Serum Calcium In Last 3 

Reported Months.

X

Chronic Kidney Disease Patient(s) Taking Cinacalcet That Had Serum Phosphorus In Last 3 

Reported Months.

X

Chronic Kidney Disease Patient(s) Taking Cinacalcet That Had Serum PTH Test In Last 6 

Reported Months.

X

Chronic Kidney Disease Patient(s) That Had A Serum Potassium In Last 12 Reported Months.

X X X

Chronic Obstructive Pulmonary Disease Patient(s) That Had Appropriate Spirometry Testing To Confirm COPD 

Diagnosis.

X X

Chronic Obstructive Pulmonary Disease Patient(s) With Frequent Short-Acting Inhaled Bronchodilator Use 

Who Are Also Using A Long-Acting Inhaled Bronchodilator.

X

Comprehensive Ischemic Vascular 

Disease Care

Patient(s) Prescribed Aspirin Or Other Antithrombotic Medications 

During The Measurement Year.

X

Comprehensive Ischemic Vascular 

Disease Care

Patient(s) With A Lipid Profile Test During The Report Period.

X X

Congestive Heart Failure Patient(s) Currently Taking A Beta-Blocker Specifically 

Recommended For CHF Management.

X X

Congestive Heart Failure Patient(s) Prescribed Ace Inhibitor Or Angiotensin II Receptor 

Antagonist Therapy During The Measurement Year.

X

Congestive Heart Failure Patient(s) With CHF And Atrial Fibrillation Currently Taking Warfarin.

X X

Coronary Artery Disease Patient(s) Prescribed Lipid-Lowering Therapy During The 

Measurement Year.

X X

Coronary Artery Disease Patient(s) Taking Ace-Inhibitor Or Angiotensin II Receptor Antagonist 

That Had Serum Creatinine Test In Last 12 Reported Months.

X

Coronary Artery Disease Patient(s) Taking Ace-Inhibitor Or Angiotensin II Receptor Antagonist 

That Had Serum Potassium Test In Last 12 Reported Months.

X

Coronary Artery Disease Patient(s) Taking Statin That Had Serum ALT Or AST Test In Last 12 

Reported Months.

X

Coronary Artery Disease Patient(s) With A Ldl Cholesterol Test In Last 12 Reported Months. X

Coronary Artery Disease Patient(s) With A Prior Myocardial Infarction Prescribed Beta-Blocker 

Therapy During The Measurement Year.

X X

CVA/TIA - Part 3 Patient(s) With A Recent Emergency Room Encounter For A Transient 

Cerebral Ischemic Event That Had Any Physician Visit Within 14 Days 

Of The Acute Event.

X X

Evidence-Based Medicine Measures, Descriptions and Related Physician Specialties
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Condition/Measure Rule Description Family 

Medicine

Internal 

Medicine

Pediatrics

Diabetes Adult(s) Taking Insulin With Evidence Of Self-Monitoring Blood 

Glucose Testing.

X X

Diabetes Adult(s) That Had A Serum Creatinine In Last 12 Reported Months. X X

Diabetes Adult(s) With A HDL Cholesterol Test In Last 12 Reported Months. X X X

Diabetes Adult(s) With A Triglyceride Test In Last 12 Reported Months. X X X

Diabetes Patient(s) 18 - 75 Years Of Age That Had A Hba1C Test In Last 12 

Reported Months.

X X X

Diabetes Patient(s) 18 - 75 Years Of Age That Had An Annual Screening Test For 

Diabetic Retinopathy.

X X X

Diabetes Patient(s) 18 - 75 Years Of Age That Had Annual Screening For 

Nephropathy Or Evidence Of Nephropathy.

X X X

Diabetes Patient(s) 18 - 75 Years Of Age With A LDL Cholesterol In Last 12 

Months.

X X X

Diabetes Patient(s) 5 - 17 Years Of Age That Had A Hba1C Test In Last 12 

Reported Months.

X X X

Diabetes Patient(s) Taking A Thiazolidinedione (E.G. Pioglitazone; 

Rosiglitazone); That Had Serum ALT Or AST Test In Last 12 Reported 

Months.

X X

Diabetes Patient(s) That Had An Office Visit For Diabetes Care In Last 6 

Reported Months.

X

Diabetes Patient(s) With A Diagnosis Of Diabetic Nephropathy; Proteinuria; Or 

Chronic Renal Failure Currently Taking An Ace-Inhibitor Or 

Angiotensin Ii Receptor Antagonist.

X X

Glaucoma Screening Patient(s) 67 Years Of Age And Older That Had An Eye Exam For 

Glaucoma In The Last 24 Reported Months.

X X

Hyperlipidemia Patient(s) With A HDL Cholesterol Test In Last 12 Reported Months. X

Hyperlipidemia Patient(s) With A LDL Cholesterol Test In Last 12 Reported Months. X

Hypertension Patient(s) That Had A Serum Creatinine In Last 12 Reported Months.

X X

Hypertension Patient(s) That Had An Annual Physician Visit. X X

Inflammatory Bowel Disease Patient(s) 15 Years Of Age Or Older With Ulcerative Colitis Or Crohn'S 

Colitis That Had A Colonoscopy In Last 36 Reported Months.

X

Inflammatory Bowel Disease Patient(s) Taking Methotrexate That Had A Serum Creatinine In Last 6 

Reported Months.

X

Inflammatory Bowel Disease Patient(s) Taking Methotrexate; Azathioprine Or Mercaptopurine 

That Had Serum ALT Or AST Test In Last 6 Reported Months.

X

Medication Safety Monitoring Adult Patient(s) Taking A Statin-Containing Medication Or Nicotinic 

Acid That Had An Annual Serum ALT Or AST Test.

X X

Medication Safety Monitoring Adult Patient(s) Taking Warfarin That Had Three Or More 

Prothrombin Time Tests In Last 6 Reported Months.

X X

Medication Safety Monitoring Adult Patients Persistently Taking Angiotensin Converting Enzyme 

(ACE) Inhibitors Or Angiotensin Receptor Blockers (ARB) Who 

Received A Serum Potassium Test And Either A Serum Creatinine Or 

Blood Urea Nitrogen Test Within The Last 12 Reported Months (HEDIS 

Criteria).

X X

Medication Safety Monitoring Adult Patients Persistently Taking Digoxin Containing Medication 

Who Received A Serum Potassium Test And Either A Serum 

Creatinine Or A Blood Urea Nitrogen Test Within The Last 12 

Reported Months (HEDIS Criteria).

X X

Medication Safety Monitoring Adult Patients Persistently Taking Diuretic Containing Medication 

Who Received A Serum Potassium Test And Either A Serum 

Creatinine Or A Blood Urea Nitrogen Test Within The Last 12 

Reported Months (HEDIS Criteria).

X X

Evidence-Based Medicine Measures, Descriptions and Related Physician Specialties
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Condition/Measure Rule Description Family 

Medicine

Internal 

Medicine

Pediatrics

Medication Safety Monitoring Adult Patients Persistently Taking Phenytoin Medication Who 

Received A Drug Serum Concentration Test For Phenytoin Within The 

Last 12 Reported Months (HEDIS Criteria).

X X

Medication Safety Monitoring Adult(s) 40 Years Of Age And Older Taking Chronic Corticosteroids 

That Had Osteoporosis Screening In Last 24 Reported Months.

X X

Medication Safety Monitoring Patient(s) Currently Taking A Cox-2 Inhibitor Without A Documented 

Indication.

X X

Migraine Headache Adult Patient(s) With A Computerized Axial Tomography (CT) Or 

Magnetic Resonance Imaging (MRI) Study Of The Head That Was Not 

Medically Indicated.

X X

Migraine Headache Adult Patient(s) With Frequent Use Of Acute Medications That Also 

Received Prophylactic Medications.

X X

Migraine Headache Patient(s) That Received Meperidine For Management Of A 

Migraine.

X X X

Migraine Headache Patient(s) With Frequent ER Encounters Or Frequent Acute 

Medication Use That Had An Office Visit In Last 6 Reported Months.

X X

Migraine Headache Patient(s) With One Or More Hospitalizations For Migraines That Had 

Neurology Or Anesthesiology Consultation In Last 6 Reported 

Months.

X

Multiple Sclerosis Patient(s) Taking Interferon That Had A CBC In Last 12 Reported 

Months.

X X

Multiple Sclerosis Patient(s) Taking Interferon That Had Serum ALT Or AST Test In Last 

12 Reported Months.

X X

Multiple Sclerosis Patient(s) With A Computerized Axial Tomography (CT) Study Of The 

Head (Excluding Patient(s) With Neurologic Manifestations Or 

Complications Suggesting A New Disease State).

X X

Multiple Sclerosis Patient(s) With A History Of Thyroid Dysfunction Taking Interferon 

That Had Serum TSH Test In Last 12 Reported Months.

X

Multiple Sclerosis Patient(s) With More Than One Magnetic Resonance Imaging (MRI) 

Scan Of The Head In Last 12 Reported Months (Excluding Patient(s) 

With Neurologic Manifestations Or Complications Suggesting A New 

Disease State).

X X

Osteoporosis Management Patient(s) 50 Years And Older With Osteoporosis Who Were 

Prescribed Treatment.

X X

Osteoporosis Management Women 67 Years Of Age Or Older Who Were Treated Or Tested For 

Osteoporosis Within Six Months Of A Fracture.

X X

Pharyngitis Patient(s) Treated With An Antibiotic For Pharyngitis That Had A 

Group A Streptococcus Test.

X X

Pneumonia Adult(s) With Community-Acquired Bacterial Pneumonia Who Have 

A CXR.

X X

Pneumonia Patient(s) With A Diagnosis Of Community-Acquired Bacterial 

Pneumonia Who Were Treated With A Recommended Antibiotic.

X X

Potentially Harmful Drug-Disease 

Interactions in the Elderly

Elderly Patients With A Diagnosis Of Chronic Renal Failure (CRF) Who 

Took An NSAID Or Cox-2 Selective NSAID After The Earliest Record Of 

CRF But Prior To The Reporting End Date (HEDIS Criteria).

X

Prostate Cancer Patient(s) That Had A Prostate Specific Antigen Test In Last 12 

Reported Months.

X X

Prostate Cancer Patient(s) That Had An Annual Physician Visit Or Evidence Of A 

Digital Rectal Examination.

X X

Evidence-Based Medicine Measures, Descriptions and Related Physician Specialties
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Condition/Measure Rule Description Family 

Medicine

Internal 

Medicine

Pediatrics

Rheumatoid Arthritis Patient(s) Taking Chronic Corticosteroids That Had Rheumatology 

Consultation In Last 6 Reported Months.

X

Rheumatoid Arthritis Patient(s) Taking Hydroxychloroquine (Plaquenil) That Had An Eye 

Exam In Last 12 Reported Months.

X

Rheumatoid Arthritis Patient(s) Taking Methotrexate Or Sulfasalazine That Had A Serum 

Creatinine In Last 6 Reported Months.

X X

Rheumatoid Arthritis Patient(s) Taking Methotrexate; Sulfasalazine; Gold; Or Leflunomide 

That Had A CBC In Last 3 Reported Months.

X X

Rheumatoid Arthritis Patient(s) Taking Methotrexate; Sulfasalazine; Or Leflunomide That 

Had Serum ALT Or AST Test In Last 3 Reported Months.

X X

Rheumatoid Arthritis Patient(s) That Had An Office Visit For RA Care In Last 12 Reported 

Months.

X

Rheumatoid Arthritis Patient(s) Who Had A Prescription Dispensed For A Disease 

Modifying Anti-Rheumatic Drug (DMARD) During The Report Period.

X X

Rheumatoid Arthritis Patient(s) With Complex RA Treatment Regimens Or Complications 

That Had Rheumatology Consultation In Last 6 Reported Months.

X X

Sickle Cell Anemia Patient(s) 5 Years Or Younger That Are Currently Receiving An 

Antibiotic For Pneumococcal Prophylaxis.

X X X

Sickle Cell Anemia Patient(s) 6 Years Or Older That Had Hematology Consultation In Last 

24 Reported Months.

X X X

Sickle Cell Anemia Patient(s) Taking Hydroxyurea That Had A CBC In Last 6 Reported 

Months.

X X

Sickle Cell Anemia Patient(s) That Had A Hemoglobin/Hematocrit In Last 12 Reported 

Months.

X X

Sickle Cell Anemia Patient(s) With Complications That Had Hematology Consultation In 

Last 6 Reported Months.

X X

Upper Respiratory Infection Patient(s) With A Diagnosis Of Upper Respiratory Infection (URI) That 

Did Not Have A Prescription For An Antibiotic On Or Three Days After 

The Initiating Visit.

X X

Well-Child Visits in the First 15 Months 

of Life

Patient(s) That Had No Well-Child Visits With A PCP During The First 

15 Months Of Life.

X X X

Well-Child Visits in the Third; Fourth; 

Fifth and Sixth Years of Life

Patient(s) 3 - 6 Years Of Age That Had One Well-Child Visit With A 

PCP In The Last 12 Reported Months.

X X X

Evidence-Based Medicine Measures, Descriptions and Related Physician Specialties
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Measure IDMeasure Name Measure Description

C01 Breast Cancer Screening The percentage of women 40–69 years of age who had a mammogram to screen for breast cancer 

during the past 2 years.

C02 Colorectal Cancer Screening The percentage of members 50–75 years of age who had appropriate screening for colorectal 

cancer.

C03 Cardiovascular Care - Cholesterol Screening The percentage of members with heart disease who have had a test for ―"bad" (LDL) cholesterol 

within the past year.

C04

Diabetes Care - 
Cholesterol Screening

The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had an LDL-

C Screening.

C05 Glaucoma Screening The percentage of Medicare members 65 years and older who received a glaucoma eye exam by 

an eye care professional for early identification of glaucomatous conditions.

C14 Osteoporosis Management in Women Who Had a Fracture The percentage of women 67 years of age and older who suffered a fracture and who had either a 

bone mineral density (BMD) test or prescription for a drug to treat or prevent osteoporosis in the 

six months after the fracture.

C15

Diabetes Care - 
Eye Exam

The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had an eye 

exam (retinal) performed.

C16

Diabetes Care - 
Kidney Disease Monitoring

The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had medical 

attention for nephropathy.

C17

Diabetes Care - 
Blood Sugar Controlled

The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had 

Hemoglobin A1c (HbA1c) testing and HbA1c poor control (>9.0%).

C18

Diabetes Care - 
Cholesterol Controlled

The percentage of members 18–75 years of age with diabetes (type 1 and type 2) who had an LDL-

C Screening and LDL-C control (<100mg/dL).

C20 Rheumatoid Arthritis Management The percentage of members who were diagnosed with rheumatoid arthritis and who were 

dispensed at least one ambulatory prescription for a disease-modifying anti-rheumatic drug 

(DMARD).

D14 High Risk Medication Plan Members 65 and Older Who Received Prescriptions for Certain Drugs with a High Risk of Side 

Effects when there may be safer drug choices. 

The HRM measure is defined as the percentage of Medicare plan enrollees 65 years or older who 

received two or more fills* of the same HRM drug during the measurement year. The goal of the 

plan is to minimize the number of members that are identified as an HRM user during the 

measurement period.

D15 Diabetes Treatment This measure evaluates the number of members being treated for both diabetes and 

hypertension that are currently taking a renin angiotensin system (RAS) antagonist. It is 

recommended that RAS antagonists are used as a component of therapy for Medicare members 

that are being treated for both diabetes and hypertension. The goal of the plan is to increase the 

number of Medicare plan enrollees receiving RAS antagonists when the member is receiving 

prescriptions for both diabetes and high blood pressure.

RAS Antagonists include: ACE Inhibitors (eg. lisinopril, benazepril, ramipril), ARB's (eg. 

olmesartan, losartan, valesartan) or a direct renin inhibitor (Aliskiren)

D16 Diabetes Adherence This measurement evaluates the percentage of Medicare plan enrollees* that adhere to their 

prescribed diabetes medication based upon the member's prescription fill history. Members are 

defined as "adherent" when their prescription fills can be alotted to 80% of the days within the 

measurement period. (eg. A member being evaluated for the last 300 days of the year, must have 

prescriptions for diabetic drugs processed for 240 days during this measurement period to be 

adherent)

D17 Hypertension (ACEI/ARB) This measurement evaluates the percentage of Medicare plan enrollees that adhere to their 

prescribed RAS antagonist hypertension medication (ACE inhibitor, ARB or aliskiren) based upon 

the member's prescription fill history. Members are defined as "adherent" when their 

prescription fills can be alotted to 80% of the days within the measurement period. (eg. A 

member being evaluated for the last 300 days of the year, must have prescriptions for diabetic 

drugs processed for 240 days during this measurement period to be adherent)

D18 Statins (Cholesterol) This measurement evaluates the percentage of Medicare plan enrollees that adhere to their 

prescribed "statin" cholesterol medication based upon the member's prescription fill history. 

Members are defined as "adherent" when their prescription fills can be alotted to 80% of the days 

within the measurement period. (eg. A member being evaluated for the last 300 days of the year, 

must have prescriptions for diabetic drugs processed for 240 days during this measurement 

period to be adherent)

HEDIS Star Measure Descriptions
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Measure Measure Description

% of Treatment Cost Related to Out of 

Network Providers

Percentages of in network and out of network 

allowed costs for services

% of Episodes with Out of Network Activity Percentage of episodes with out of network 

activity to all episodes

Provider Types and Cost Percentages for 

Out of Network Providers

Percentages of out of network allowed costs by 

provider specialty

Out of Network Utilization
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Measure Measure Description Measure Details

Cost Sum of total allowed amount for all patients None

Allowed amount The portion of submitted charges covered under plan 

benefits after discounts and not covered/excluded 

expenses, and before employee and member 

responsibility.

None

Observed (Physician) Cost 

per Patient (Allowed)

Physician's average allowed amount per unique patientCost per unique patient

Expected Cost per Patient 

(Allowed)

Specialty-specific benchmark average allowed amount 

per unique patient based on an unweighted market 

average

None

Observed (Physician) Cost 

per Visit (Allowed)

Specialty-specific benchmark average allowed amount 

per patient visit based on an unweighted market 

average

Cost per face to face encounter for patients with unique dates of service

Expected Cost per Visit 

(Allowed)

Specialty-specific benchmark average allowed amount 

per unique patient based on an unweighted market 

average

Cost per face to face encounter for patients with unique dates of service

Observed (Physician) Visits 

per Patient

Physician's average number of face to face encounters 

with patients (visits) on unique dates of service per 

patient

Visits defined as face to face encounters with unique dates of service

Expected Visits per Patient Specialty-specific average number of face to face 

encounters with patients (visits) on unique dates of 

service per patient based on an unweighted national 

average

Same as above

Observed (Physician) 

Procedures per Patient

Average number of procedures with unique dates of 

service per patient

Procedures include CPT procedure codes, HCPC codes

Expected Procedures per 

Patient

Average number of procedures with unique dates of 

service per patient

Observed (Physician) Level 4 

E&M Procedure %

Percentage of physician level 4 E&M new and 

established office visits (CPT codes 99204, 99214) to all 

physician E&M new and established office visits

Excludes office consults

Expected Level 4 E&M 

Procedure %

Observed (Physician) Level 5 

E&M Procedure %

Percentage of physician level 5 E&M new and 

established office visits (CPT codes 99205, 99215) to all 

physician E&M new and established office visits

Excludes office consults

Expected Level 5 E&M 

Procedure %

Modifier -25 Utilization Percentage of physician claims submitted with modifier 

25 to all physician claims.

Modifier 25 is utilized when a significant, separately identifiable E&M service 

is performed by the same physician or other qualified health care 

professional on the same day of the procedure or other service.

- It may be necessary to indicate that on the day a procedure or service 

identified by a CPT code was performed, the patient's condition required a 

significant, separately identifiable E&M service above and beyond the other 

service provided or beyond the usual preoperative and postoperative care 

associated with the procedure that was performed.

 - A significant, separately identifiable E&M service is defined or 

substantiated by documentation that satisfies the relevant criteria for the 

respective E&M service to be reported.

- The E&M service may be prompted by the symptom or condition for which 

the procedure and/or service was provided. As such, different diagnoses are 

not required for reporting of the E&M services on the same date. This 

circumstance may be reported by adding modifier 25 to the appropriate level 

of E&M service.

Office Practice Measures
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Measure Measure Description

Scripts per Patient with Rx Coverage Average number of filled prescriptions per unique patient

% Tier 3 Scripts Percentage of all brand name and generic Tier 3 

prescriptions compared to all prescriptions

Office Practice Pharmacy Measures
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Measure Conditions Included

Bronchitis - acute bronchitis

- bronchitis, unspecified

- acute bronchiolitis

Otitis Media - acute serous otitis media

- acute mucoid otitis media

- non-suppurative otitis media

Sinusitis  - acute (ethmoidal, frontal, maxillary, sphenoidal) sinusitis

- chronic (ethmoidal, frontal, maxillary, sphenoidal) sinusitis

- allergic rhinitis

Upper Respiratory 

Infection (URI)

- acute upper respiratory infection

- acute laryngopharyngitis

Antibiotics Medications (including injectables)

Medication prescribed 

within 3 days of the 

physician visit for one 

of the conditions noted 

above.

- aminopenicillins

- antibacterials

- first to fourth generation cephalosporins

- HCPC J codes

- other macrolides

- polyenes

- quinolones

- sulfonamides

- tetracyclines

Antibiotic Utilization


