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Introduction
NCQA is pleased to introduce its 2003 State of Health Care Quality report. Each edition of the
report is the culmination of a year�s worth of measurement and data collection, the goal of which
is to help drive improvement by providing as complete a view of health care quality and
performance as possible. In an environment where the state of health care is perhaps of greater
concern than ever, the 2003 report has expanded to include additional perspectives and data not
included in previous versions.  

Before the numbers tell their stories, which are powerful in and of themselves, this report
features contributions from five distinguished authors, each of whom provides an important
perspective on where quality stands now and, more important, where it needs to go in the future.

As for the data themselves, the 2003 report includes, for the first time, same-year commercial,
Medicaid and Medicare results, thanks to the support of the Centers for Medicare & Medicaid
Services. The report also provides performance trends for Medicaid and Medicare health plans,
allowing readers to see where these organizations excel and where they can improve.

New to this year�s report are regional Top 5 listings of the best-performing commercial health
plans on the HEDIS Effectiveness of Care (EOC) measures; these join the national Top 10
listings for EOC and CAHPS member satisfaction performance that debuted last year.

The State of Health Care Quality is NCQA�s seventh annual assessment and interpretation of key
trends in the health care industry and their effect on the nation�s overall health. This edition is
based on data collected for Quality Compass, NCQA�s database of managed care information,
and for NCQA�s accreditation and recognition programs. Quality Compass 2003 contains
audited, plan-specific information on clinical performance, accreditation and member
satisfaction from 513 commercial, Medicaid and Medicare organizations�collectively covering
more than 71 million lives�that submitted their performance results to NCQA for public
dissemination. Plan-specific performance data are available free of charge to the media.

About NCQA and HEDIS

The National Committee for Quality Assurance is a private, not-for-profit organization dedicated
to improving health care quality everywhere. NCQA is active in quality oversight and
improvement initiatives at all levels of the health care system, from evaluating entire systems of
care to recognizing individual providers that demonstrate excellence. 

HEDIS is a tool used by most of America�s health plans to measure performance on important
dimensions of care and service. HEDIS is designed to provide purchasers and consumers with
the information they need to reliably compare the performance of managed health care plans.
HEDIS results are based on a statistically valid random sample of members. Results are
rigorously audited by certified auditors using a process designed by NCQA.
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Executive Summary
Overview

More than 57,000 Americans die needlessly each year because they do not receive appropriate
health care. The majority, almost 50,000, die because known conditions�high blood pressure or
elevated cholesterol�are not adequately monitored and controlled. Others die or are at increased
risk of death because they have not received the right preventive or follow-up care.

These deaths should not be confused with those attributable to medical errors or lack of access to
health care. This report shows that a thousand Americans die each week because the care they
get is not consistent with the care that medical science tells us they should get. People with high
blood pressure do not have it controlled. People who have suffered a heart attack do not have
their cholesterol levels monitored. Smokers receive no advice to quit. Put simply, the health care
system regularly fails to deliver care we know to be appropriate. 

A complex web of factors combine to prevent many Americans from getting the care they
should. These include:

• The slow pace of the health care industry to adopt needed systems and technology to
disseminate information and guidelines to patients and providers, and to help track
compliance and outcomes

• The past failure of the federal government to provide direction and incentives for
investment in information technology and quality measurement

• The inconsistency with which physicians and other health care professionals provide
appropriate, evidence-based care

• The lack of widespread collaboration among health care organizations in addressing local
and regional health care issues

• The fact that existing financing and reimbursement mechanisms fail to provide any
incentive for excellence 

• The failure of the system to embrace processes to measure and report on performance�a
prerequisite for enabling quality improvement and informing consumer choice

Fixing these problems will not be easy. But it is clear that 57,000 lives are an unacceptable price
to pay for the system�s failures. Moreover, it is a price we need not pay. The proof of this is in
the performance of certain health plans and medical practices�in certain parts of the country
more than others�where people do, by and large, get the care they should get. In these
organizations and regions, care is delivered consistently at a very high level, and according to
well-specified guidelines based on medical evidence. Examples of these high-achieving
organizations can be found in the lists that appear on page 57. 

Data from NCQA�s Quality Compass show that regardless of what health condition a person has,
or whether care is provided by a public or private plan, the performance of our health care
system is wildly inconsistent. This inconsistency has a severe financial, as well as a human, toll. 
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In addition to the thousands of unnecessary deaths, each year missed health care opportunities
cost the nation more than $1 billion dollars in avoidable hospital bills, and nearly 41 million
work days, resulting in the loss of $11.5 billion for American businesses.

Dramatic and system-wide changes are needed for all Americans to obtain the health care we
expect and deserve. The keys to closing the �quality gap� are:

• Investment in technology and systems to support evidence-based care
• Increased collaboration between health care professionals 
• Payment systems that reward excellence
• More consumer engagement in provider selection and care decisions 
• Greater transparency, to allow consumers and others to see and compare quality

information

Variation in Quality Leads to Unnecessary Deaths

As this report and others have described for the past several years (see McGlynn EA, et al., N
Engl J Med. 2003 Jun 26; Fisher ES, et al., Ann Internal Med., 2003 Feb 18; Committee on
Quality of Health Care in America, Crossing the Quality Chasm), the rates at which specific
recommended health care services are delivered vary dramatically both within and across regions
of the country. At their best, health care providers and plans are nearing optimal rates in a few
measures related to cardiovascular care and cancer prevention. For example, the top 10 percent
of health plans in the country reported 100 percent, or perfect scores, in terms of delivering beta-
blockers to heart attack patients. If we use the top 10 percent as a proxy for the level of
performance that all Americans might reasonably be expected to receive, what would the impact
be?  More than 57,000 deaths per year would be avoided (see Table 1).

Table 1: Estimated Deaths Attributable to Failure to Deliver Recommended Care: 
Selected Measures/Conditions (U.S. Population)*

Measure Avoidable Deaths
Each Year

Beta-Blocker Treatment   1,700
Breast Cancer Screening   2,500
Cervical Cancer Screening      700
Cholesterol Management�Control   6,500
Controlling High Blood Pressure 28,300
Diabetes Care�HbA1c Control 13,600
Prenatal Care   1,500
Smoking Cessation   2,700
Total 57,500

* Please see pages 23�38 for definitions of these and other measures.
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For example, at present, about 40 percent of the 31 million Americans with diagnosed high blood
pressure have their blood pressure adequately controlled. If that rate were improved to 68 percent
(a level of performance already achieved by the top 10 percent), it would save an estimated
28,000 lives next year. 

Another example: About 8.5 million Americans have diagnosed diabetes. Currently, an estimated
38 percent of those individuals have elevated levels of blood sugar (HbA1c). If we could reduce
that percentage to 21 percent (10 percent of health plans have already achieved this level of
performance), it would save 13,000 lives next year. 

As described above, the failure to consistently apply principles of evidence-based medicine
manifests itself most clearly in the widespread variation in rates of care. In every clinical area
studied, the gap between the top 10 percent and the bottom 10 percent in delivering care is
enormous (see Table 2).

Table 2: Selected 10th and 90th Percentiles: Commercial, 2002

Measure 10th Percentile 90th Percentile Difference
Advising Smokers to Quit 60.5 74.7 14.2
Beta-Blocker Treatment After a Heart Attack 86.4         100.0 13.6
Breast Cancer Screening 67.2 83.1 15.9
Cervical Cancer Screening 73.7 87.1 13.4
Cholesterol Management�Control 46.4 74.2 27.8
Comprehensive Diabetes Care�Poor HbA1c
Control*

47.2 20.6 26.6

Controlling High Blood Pressure 46.7 68.0 21.3
Timeliness of Prenatal Care 74.8 94.8 20.0

* Lower rates are better for this measure.

We can also look at regional performance across a range of clinical measures to see how often
specific treatments and services are rendered in various parts of the country (see Table 3).
Clearly, health plans and physicians in certain regions�New England and other eastern states,
for example�consistently perform better than other areas in delivering needed care. In part, this
may be due to socioeconomic, geographic or cultural factors that are difficult to change. But
these factors cannot explain the variations completely. It is well documented that the health care
system in these areas has begun to adopt, to some degree, the five key principles laid out in this
report. New England health plans and providers, for example, have long collaborated on quality
issues, and have been at the forefront of adoption of technology to support more effective
medical practice. Perhaps it comes as no surprise, therefore, that 7 of this year�s Top 10
performing health plans (see page 57) are from New England. 
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Table 3: Selected Regional Averages: Commercial, 2002*

Measure New
England

Middle
Atlantic

South
Atlantic

East
North

Central

South
Central

West
North

Central

Mountain Pacific

Advising
Smokers to Quit

73.3 68.1 67.6 68.3 64.2 66.1 66.5 68.0

Beta-Blocker
Treatment After a
Heart Attack

97.4 94.8 90.6 95.5 90.5 92.9 91.8 94.6

Breast Cancer
Screening

80.8 74.0 75.4 76.1 71.2 74.9 73.5 74.8

Cervical Cancer
Screening

85.7 80.6 81.4 80.9 75.4 82.0 80.7 81.0

Cholesterol
Management�
Control

68.7 66.5 61.7 59.1 55.0 58.1 61.7 61.0

Comprehensive
Diabetes Care�
HbA1c Testing

87.6 83.2 79.3 82.9 80.8 84.7 81.4 84.4

Comprehensive
Diabetes Care�
Poor HbA1c
Control**

27.5 32.4 36.2 31.5 39.6 32.1 35.7 33.7

Controlling High
Blood Pressure

64.6 58.9 57.5 58.7 57.2 58.1 53.6 58.2

Timeliness of
Prenatal Care

92.7 90.0 85.9 87.1 81.3 87.9 84.0 88.8

* Highest and lowest rates are indicated in bold.
** Lower rates are better for this measure.

The regions above (defined by the U.S. Census Bureau) include the following states.  

East North Central: Illinois, Indiana, Michigan, Ohio, Wisconsin
Middle Atlantic: New Jersey, New York, Pennsylvania
Mountain: Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, Wyoming
New England: Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont
Pacific: Alaska, California, Hawaii, Oregon, Washington
South Atlantic: Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, Virginia,
West Virginia
South Central: Alabama, Arkansas, Kentucky, Louisiana, Mississippi, Oklahoma, Tennessee, Texas
West North Central: Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South Dakota
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Avoidable Deaths Are Just the Tip of the Iceberg

The tragic and unnecessary loss of more than 1,000 lives each week is compounded by the
realization that the costs to our society extend far beyond the deaths themselves. Tens of
thousands of avoidable hospitalizations due to avoidable second heart attacks, the complications
of diabetes and treatable cancers that were detected too late pile billions of dollars in needless
costs onto our already bloated health care expenses (see Table 4). Uncontrolled high blood
pressure alone accounts for more than $1.2 billion in avoidable hospital costs every year. 

Table 4: Estimated* Avoidable Hospital Costs Due to Heart Attacks and Stroke (U.S. Population)

Measure Avoidable Costs
Each Year

Beta-Blocker Treatment      $11,076,204
Cholesterol Management�Control      $94,249,482
Controlling High Blood Pressure $1,242,836,580
Diabetes Care�HbA1c Control    $178,464,900
Smoking Cessation      $97,690,642
Total $1,624,317,808

* This table estimates the costs associated with providing care for heart attack and stroke patients that is below the
level received by people enrolled in the top 10 percent of plans.  

And, as we have reported previously, less than optimal health care results in the loss of millions
of days of labor due to absenteeism or reduced on-the-job productivity. This year, for just five
health care conditions, we found that that loss totals nearly 41 million days�or the equivalent
productivity of more than 173,000 workers lost from the economy each year�at a cost to
employers of more than $11.5 billion dollars (see Table 5). It is important to note that this is for
only a subset of the clinical areas we could choose to examine.

Table 5: Avoidable Sick Days Due to Suboptimal Care (U.S. Workforce)

Condition Sick Days  
Asthma   7,542,598
Depression   2,913,800
Diabetes 11,557,340
Heart Disease   7,174,257
Hypertension 11,731,461
Total 40,919,456
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Care Is Improving in Some Areas, But Not in Others

Consistent with what NCQA has reported over the past several years, we again find that�among
those health plans and physicians that have submitted data�care has improved in certain clinical
areas, albeit at a slower rate than in prior years (see Table 6).

There has been particular progress in care for people living with chronic illnesses, where the
average performance (of those health plans reporting their data to NCQA) has increased
significantly. But in other areas�mainly preventive screenings�we have witnessed a leveling
off of performance.

A notable exception to the improvement trend continues to exist for those with depression and
other mental health conditions. Since 1999, rates on measures related to medical management of
depression and follow-up for mental health issues have remained almost stagnant. In at least one
case, the rate has actually declined. The appropriate treatment of those with behavioral health
conditions remains a critical shortcoming of our health care system, with an enormous adverse
impact on quality of life and workplace productivity. 

Table 6: HEDIS Effectiveness of Care Measures: Selected Commercial Averages, 1999�2002

Measure 1999 2000 2001 2002
Advising Smokers to Quit 65.3 66.3 NA 67.7
Antidepressant Medication Management�
Acute Phase

58.8 Data 56.9 59.8

Antidepressant Medication Management�
Continuation Phase

42.1 Not 40.1 42.8

Antidepressant Medication Management�Contacts 21.4 Available 19.8 19.2
Asthma Medication Use�All Ages Combined 57.3 62.6 65.6 67.9
Beta-Blocker Treatment After a Heart Attack 85.0 89.4 92.5 93.5
Breast Cancer Screening 73.4 74.5 75.5 74.9
Cervical Cancer Screening 71.8 78.1 80.0 80.5
Cholesterol Management�Control 45.2 53.4 59.3 61.4
Cholesterol Management�Screening 68.9 74.2 77.1 79.4
Comprehensive Diabetes Care�HbA1c Testing 75.0 78.4 81.4 82.6
Comprehensive Diabetes Care�Lipid Control 36.7 44.3 49.8 54.8
Comprehensive Diabetes Care�Lipid Profile 69.0 76.5 81.4 85.1
Comprehensive Diabetes Care�
Monitoring Diabetic Nephropathy

36.0 41.4 46.3 51.8

Comprehensive Diabetes Care�Poor HbA1c Control* 44.9 42.5 36.9 33.9
Controlling High Blood Pressure 39.0 51.5 55.4 58.4
Follow-Up After Mental Illness�7 Days 47.4 48.2 51.3 52.7
Follow-Up After Mental Illness�30 Days 70.1 71.2 73.2 73.6

* Lower rates are better for this measure.
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Transparency Remains Essential

Once again this year, we find that those health plans and providers who choose to publicly report
information about their performance deliver recommended care at much higher rates than those
who do not (see Tables 7 and 8). This finding holds true regardless of whether the population
studied is enrolled in a private plan or Medicaid.  

Table 7: Publicly Reporting vs. Non-Publicly Reporting Plans: Selected Commercial Averages, 2002

Measure Public
Reporters

Non-Public
Reporters

Average Average Difference
Adolescent Immunizations�Combo 1 53.0 29.5 23.5
Check-Ups After Delivery 79.0 63.0 16.0
Childhood Immunizations�Combo 1 70.6 54.3 16.3
Cholesterol Management�Control 62.6 49.8 12.8
Cholesterol Management�Screening 80.0 73.1   6.9
Comprehensive Diabetes Care�Eye Exams 53.7 39.9 13.8
Comprehensive Diabetes Care�HbA1c Testing 84.1 73.5 10.6
Comprehensive Diabetes Care�Lipid Control 56.3 45.0 11.3
Timeliness of Prenatal Care 88.3 74.9 13.4

Table 8: Publicly Reporting vs. Non-Publicly Reporting Plans Selected Medicaid Averages, 2002

Measure Public
Reporters

Non-Public
Reporters

Average Average Difference
Adolescent Immunizations�Combo 1 47.4 35.7 11.7
Check-Ups After Delivery 55.2 49.6   5.6
Childhood Immunizations�Combo 1 63.1 49.3 13.8
Cholesterol Management � Control 38.9 29.4   9.5
Cholesterol Management � Screening 59.2 53.7   5.5
Comprehensive Diabetes Care � Eye Exams 50.2 42.8   7.4
Comprehensive Diabetes Care � HbA1c Testing 76.4 70.5   5.9
Comprehensive Diabetes Care � Lipid Control 46.4 40.0   6.4
Timeliness of Prenatal Care 74.9 63.3 11.6
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What We Must Do

The following pages feature essays by national health care leaders, each of whom provide
important insight on what we need to do to help reform and improve our health care system.

Making Quality Matter 

NCQA President Margaret E. O�Kane, a member of the Institute of Medicine (IOM) and
recipient of the Centers for Disease Control and Prevention�s Champion of Prevention Award in
2000, declares that the American health care system must embrace transparency in order to reap
the benefits of a model where measuring and reporting on performance is the norm.  

The Right Way to Pay

The Honorable David F. Durenberger, former United States Senator (R-Minn.) and current
Chairman and CEO of the National Institute of Health Policy, discusses the need to reform the
existing method of reimbursement in a way that will encourage investment in quality.  

Too Many Soloists

Gordon Mosser, M.D., Executive Director of the Institute for Clinical Systems Improvement, a
Minnesota collaborative of health plans and medical groups, argues that regional collaboration is
an effective, rapid means of yielding improvement in health care, citing his organization�s
experiences in Minnesota.  

A Technical Cure

Charles M. Kilo, M.D., M.P.H., Chief Executive Officer of GreenField Health System, an
Oregon network of innovative medical practices, and an Institute for Healthcare Improvement
(IHI) Fellow who helped develop and lead IHI�s Idealized Design of Clinical Office Practices
initiative, outlines a realistic vision of medical care that takes advantage of technology to drive
more adherence to evidence-based guidelines of care. 

Shopping in the Dark

Debra L. Ness, Executive Vice President of the National Partnership for Women and Families, a
leading consumer advocacy organization, describes the steps the health care system can take to
support Americans in making more informed choices.
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Making Quality Matter
Margaret E. O�Kane
President
National Committee for Quality Assurance
Washington, D.C.

The August 28, 2003 issue of the New England Journal of Medicine includes an astute and
thoughtful article by Claude Lenfant, M.D., head of the National Heart, Lung, and Blood
Institute, that explores the medical establishment�s failure to efficiently �move medical
knowledge off the shelves and into practice.� This is precisely the same phenomenon we explore
in this report, the same horrific lapse that leads to 57,000 deaths a year. Dr. Lenfant rightfully
suggests that the situation might be much improved simply by increasing the level of
transparency and accountability in medical practice. A wealth of data will attest to the
correctness of this suggestion.

 In �transparent� systems where performance measurement and accountability are the norm, it is
possible to essentially erase the traditional concept of �average� performance and replace it with
universal excellence. The airline industry is an oft-cited example. In that industry, every single
accident is reported, investigated and analyzed by the National Transportation Safety Board.

Then pilots, mechanics, controllers and others are
informed about how to avoid such crashes in the future
and any necessary �system fixes� are put into place. The
results are impressive: Your chances of arriving safely
on a domestic flight are better than 99.9999 percent and
among American carriers, not a single fatal crash was
reported in 2002. Consumers don�t have to select among

airlines based on safety, because between the least and the most safe airline, the difference is not
meaningful in practical terms. Unfortunately, for the most part, the health care system is neither
transparent, nor accountable. But it must become so. Several obstacles remain.

Chief among these obstacles is a lack of incentive. In our present health care system, it is not
only hard to distinguish the good from the bad, but both are compensated equally.  NCQA and its
partner organizations the American Diabetes Association and the American Heart
Association/American Stroke Association support two �recognition� programs to try to drive
performance measurement down to the physician level of the system. These programs are
focused on heart disease, stroke and diabetes. The diabetes program has proven its worth over
the past seven years, driving impressive performance gains among participating providers. The
heart/stroke program, launched earlier this year, has broad support and we expect it to drive
similarly impressive results. But these program themselves are not sufficient. They may help
make the system transparent (i.e., help us to tell the good from the not so good), but transparency
only creates the opportunity for accountability. They are not the same thing. To leverage the
power of accountability to drive improvement, we need rewards based on performance.

To leverage the power of
accountability to drive
improvement, we need actual
rewards and/or punishments
based on performance.
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Fortunately, at least one level of the system is starting to work that way. Among managed care
organizations, we�ve made good progress not only in measuring performance (that�s
transparency�health maintenance organizations (HMOs) covering approximately 80 percent of
people enrolled in an HMO contributed data for this report), but also in making performance
matter (accountability). For instance, to earn NCQA Accreditation, a health plan must report on
its level of clinical quality. Some large employers are doing their part too�many will not do
business with a health plan that has not earned NCQA Accreditation, and many more use HEDIS
data to help make their health plan contracting decisions. Many of those same employers will
also use HEDIS data to set performance targets and establish related bonus payments. 

As a result, quality has improved. For the fourth straight year, we report promising trends on the
following pages. Clinical quality has improved on nearly every measure. Gains in cardiac care
and the treatment of diabetes are especially impressive and will save thousands of lives this year
alone. And in one key clinical area, we�re approaching the ideal�among health plans that
reported HEDIS data last year, more than 93 percent of people who should get a beta-blocker
after a heart attack actually do.  

These are gratifying success stories, but there�s a flip side to this coin. Fifty-seven thousand
people will die this year who would not if the health care system did a better job of translating
knowledge into practice. To realize that vision will require a broad commitment to transparency
and accountability. It will require all purchasers of health care, not just the benefits managers at
our largest employers, to come to appreciate that it is possible to buy health care based on value,
the same way we buy other products and services. The price of not doing so is far too high.

The Right Way to Pay
Hon. David F. Durenberger
President and CEO
National Institute of Health Policy
Minneapolis, Minn.
Member, NCQA Board of Directors

It was reported just two weeks before this year�s State of Health Care Quality report was
released that the average health insurance premium for next year would be almost 14 percent
higher than it was this year. That brings the annual tab for health care coverage for an American
family to about $9,000. Workers are being forced to absorb these costs, paying 50 percent more
for coverage today than they did just three years ago. These figures make me cringe. Not just
because they are so large and getting bigger, but also
because the rules governing how many of those dollars
are paid out can actually discourage the health care
system from delivering top quality care.

This is a problem that goes back many years to when
Medicare first established a Diagnosis Related Group
(DRG) payment system, which set a fixed amount to

We need to devise a payment
system that will reward
individuals and organizations
that invest in delivering better
care and service.
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be paid for a given service. The private sector works similarly. On its face, this may not seem
unreasonable. We would expect to pay more or less the same for a bushel of wheat, regardless of
where it was grown or by whom. The problem with this approach is that  health care is not a
commodity and can�t be treated like one when it comes to payment.  Imagine if the price of four
door sedans were regulated by a DRG-type system and held at an industry average of $22,500�
would Lexus or Mercedes still make the same cars they do today?  Could they afford to?

Unfortunately, the problem is even deeper than that. Consider: If a hospital admits two otherwise
identical patients for coronary artery bypass graft surgery (a common cardiac procedure) under
existing Medicare reimbursement rules, it will be reimbursed about $10,000 for each. However,
should the second of these patients develop a nosocomial infection and require further treatment,
the hospital would be entitled to charge many thousands of dollars more. What�s worse, the
hospital would run a much larger profit on the second patient. Health plans face a different
quandary�if they invest in delivering better care, they eat into their profits without necessarily
realizing a return. In fact, those that make such investments may be seen as �less profitable� by
financial analysts and as �more expensive� by a price sensitive market. But for hospitals and
health plans alike, the effect is the same: There is a disincentive for quality.

Even to the uninitiated, the above scenarios should be frightening. I do not mean to suggest that
any hospital anywhere would deliberately seek to endanger patients or spread infection. But as it
is currently formulated, our reimbursement system provides serious financial disincentives for
hospitals, doctors or health plans to work to avoid infections or deliver the best possible care.
Nevertheless, many do. On page 57 of this report are lists of national and regional quality
leaders. Many of these plans, including the nation�s top clinical performer, Touchpoint Health
Plan in Wisconsin, has a longstanding and ongoing commitment to investing in better technology
to make key clinical information available to providers in real time. The payback for Touchpoint
(and its members) is not higher profits; it�s better quality. Dr. Kilo�s essay on page 18 profiles
the Greenfield Clinic�s efforts to leverage technology to deliver better care and service despite
the financial obstacles to doing so. Rather than throw up obstacles to progress, we need to devise
a payment system that will reward individuals and organizations that invest in delivering better
care and service. 

Efforts to reform the way we pay for health care are already underway. Notable among these
efforts are a series of Centers for Medicare & Medicaid Services (CMS) pilot projects to award
quality-based incentive payments to providers, hospitals and health plans. The pilots vary, of
course, but in general they feature bonus payments for meeting established performance targets.
For many of the participating organizations, the prospect of earning a guaranteed reward for
delivering better care will be a first, and a welcome first at that; the prospect of a tangible return
for delivering quality care will make it sensible, even compelling to invest in achieving better
performance. These efforts will be watched closely over the next several years, allowing
supporters and skeptics alike to assess more objectively the effectiveness of using financial
incentives to drive improvement. I�m confident that the participants will rise to the occasion. 
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Thankfully, the health care sector is different from the rest of the economy�ethics drives much
of the decision making and the sacrifice of profit to prevent suffering is commonplace. But
money is still a powerful motivator. Let�s spend it wisely. 

Too Many Soloists
Gordon Mosser, M.D.
Executive Director
Institute for Clinical Systems Improvement (ICSI)
Minneapolis, Minn.

Imagine a solo violinist, a solo cellist, a pianist, a clarinetist�all playing beautifully, but taking
no notice of each other. Dissonant; noisy; unpleasant. This is the sound presented to patients and
health plan members by health plans, physicians, and hospitals in most regions of our country.

We would all benefit from regional collaboration and
alignment, from regional health care orchestras.

Such collaborations are rare, but they do exist. In
Wisconsin, plans and employers work together through
the Wisconsin Collaborative for Healthcare Quality, a
voluntary statewide consortium that has worked to
improve quality and standardized measurement
activities. In California, six of the state�s largest health

plans are working together on the Pay for Performance initiative, an effort to reward medical
groups based on quality. And in Minnesota, the Institute for Clinical Systems Improvement
works with many of the state�s medical groups and hospitals to help its members identify and
accelerate the adoption of best practices. Each of these collaborations has achieved results for
patients and members that are simply not attainable except by cooperation across competitive
boundaries. Again, these results are not achievable any other way: Cooperation is essential. 

Our experience in Minnesota is instructive here. The members of ICSI are 43 medical groups and
hospitals, representing two-thirds of the state�s physicians and one-third of its hospitals. The
program is supported by all six Minnesota health plans. The members join together in �action
groups� to improve preventive services, waiting time for physician appointments, the experience
of patients receiving care, and so on. Each year, the ICSI board endorses two topics for statewide
collaboration, and members work on other topics as well. Because of the collaboration, all health
plans and medical groups have standardized the data elements and definitions used in registries
of patients with diabetes. All six health plans now disseminate the same set of clinical practice
guidelines, which are written by physicians, nurses and pharmacists from the member
organizations. The economies of scale and improvements in quality we have achieved would not
be possible using a non-collaborative approach.

In health care, every day is a
command performance, and
we can�t afford a sour note;
by working together, we can
better hit our cues, and
improve that much faster.
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Independent of ICSI, Minnesota health plans have also joined together to measure performance
across the universe of all plan members, starting with diabetes care. They are now also poised to
standardize quality improvement reporting from medical groups and hospitals.

Regional collaborations also have the advantage of decreasing restarts and confusion as patients
move from physician to physician and members move from health plan to health plan. A
standard approach to the management of depression, for example, is more likely to be pursued by
all, because it is more likely to be known and accepted than would be multiple separate
approaches. And, over time, peer pressure works to eliminate freeloading by health plans and
other health care organizations avoiding the effort and expense of striving for quality. The
performance of all musicians is improved by the exemplary influence of the best.

Regional collaborations are effective chiefly because health care organizations near to one
another care what the other nearby organizations think about them. They know that over time,
they�ll be treating one another�s patients. If these organizations know each other�s performance
and have the means to learn from one another, their professional motives and their desires to
excel will spur them to improve. Soloists can come together to make an orchestra, and
dissonance can yield to community harmony. In health care, every day is a command
performance, and we can�t afford a sour note; by working together, we can better hit our cues,
and improve that much faster. 

A Technical Cure
Charles M. Kilo, M.D., M.P.H.
Chief Executive Officer
GreenField Health System
Portland, Ore.

The promise of technology to transform the practice of medicine is truly unprecedented. While
the practice of the future will still have exam rooms and will still require dedicated doctors,
nurses, and other professionals, what happens around them will differ substantially. Paper
records will disappear; physicians will use handheld personal data assistants to help make
treatment decisions; and the next e-mail you get just may be a reminder that you are overdue for
a prescription refill. At many progressive practices around the country, that future is already
here. At others, it is getting closer day by day, as new technologies like these are adopted to help
improve the quality, service and cost-effectiveness of
care. 

At my clinic, GreenField Health, we have had much
success in adopting such technologies. Our practice
uses office visits as an important mode of care�
however, that care is now supplemented by a
combination of e-mail, telephone contacts and group
visits, creating much more robust interactions between
health care professionals and patients. The net benefit? At GreenField Health, e-mail and phone

Leadership demands that we
not wait for others to pay us
before we do the right thing,
and it demands that we
provide data to support the
advances that we propose.
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care have eliminated approximately 50 percent of the follow-up visits for individuals with
chronic conditions�effective care is still delivered, it is simply done by mechanisms other than
face-to-face visits. 

Adopting these technologies has also helped us move from care based on intermittent, time-
constrained visits toward care based upon relationships where communication is open and
continuous. We no longer rely on our schedules or on crude tickler files to try to assure
appropriate patient follow-up. Instead, we use a variety of systems to ensure that patients do not
fall through the cracks�to ensure that the cracks are sealed from defects in care or follow-up.
These include e-mail reminders that pop up in the future, electronic tracking mechanisms (e.g.,
registries) to ensure that people with chronic conditions receive the care that they need and
automated reminders about screening and prevention. 

Current data suggest that a substantial number of medical visits (some data suggest more than 20
percent) occur without the patient�s chart being available because the chart can�t be found. This
situation makes care perilous and embarrassing. Compare this to the instantly available
electronic patient records that we use whether the patient calls, e-mails or is in our practice, or
whether we are at the office or home on call. 

In addition, despite the tremendous expansion of available medical information, we work to fully
engage people in their care�to bring individuals fully and actively into the decision-making
process if and when they desire. This necessitates much deeper patient education through the
provision of group visits, advanced reading materials, and deeper educational sessions than have
traditionally been available. Individuals are the source of control of their care, not us. 

Clearly, our current financing system neither rewards efforts to improve quality nor provides
incentives to embrace technology. To fully deploy the capabilities available today, such changes
in financing will be necessary. We believe that it is our job as medical professionals first to
define how care could and should be delivered in this new world, and then to work with payers
to develop appropriate payment systems. Leadership demands that we not wait for others to pay
us before we do the right thing, and it demands that we provide data to support the advances that
we propose. 

Health care is increasingly humbling, but solutions are available today. Our professional roots
are embedded in our service of others, our interest in personal relationships, and our intrigue
with medical science. Contrary to popular belief, practice changes available today do not hinder
our ability to achieve professional satisfaction; rather, they enhance that ability, because they
deepen our ability to deliver both knowledge and deeply enriching relationships to our patients in
ways that the doctors of yesterday would envy.
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Shopping in the Dark
Debra L. Ness
Executive Vice President
National Partnership for Women and Families
Washington, D.C.
Member, NCQA Board of Directors

It has been said that health care works like no other sector of the economy. Usually, this is a
reference to the fact that, thanks to insurance coverage, most consumers are relatively insulated
from the costs of the care they receive. But there is another important difference as well: When it
comes to buying health care, most of us tend to make important purchasing decisions based on

little or no information. And really, what choice do we
have? If you had cancer and wanted to find the best
oncologist in town, where would you turn for
objective information? 

In 2000, when I first wrote about consumers� need for
more information and guidance in making health care
purchasing decisions in NCQA�s annual report, there

was much talk about the shift to consumer-directed plans. Three years later, there is still more
talk than shift, but it�s clear that the idea is not going away. In fact, as health care costs continue
to rise and as the economy continues to limp, the stage is set for a renewed push toward
consumer-directed care. In a few short years, this may leave us in the ironic and untenable
position of requiring consumers to take a more active role in selecting and directing their health
care, while providing them with no information with which to do so. 

This may well be the future that is in store for us, but I believe it will be a short-lived one, done
in quickly by market pressure. American consumers are a savvy group and, particularly since the
dawn of the World Wide Web, they have grown accustomed to looking for and using
information about the relative quality of products and services. We have become a nation of
informed consumers. People use the Web to look for the disease-, drug- or therapy-specific
information that is available in abundance. A number of surveys have found that nearly every
consumer who is online will at some point use the Web to search for information about a
particular disease or health condition. The percentage using the Web to evaluate a particular
physician is obviously much lower�that information simply doesn�t exist. Consumers will not,
in my view, accept for very long a system that forces them to shop in the dark for their health
plan or health care provider.   

The tension between consumers� need for information about physician quality and the pervasive
lack of such information must be resolved. To do so, we will need to do three simple things:
measure, report and reward. Measurement in health care is not a new concept (most health
maintenance organizations have measured their performance for years), but it is a rarity at the
physician level. Nevertheless, it�s a good idea. When physicians measure their performance on
key aspects of clinical care, they tend to improve, and often they improve substantially. We also

Consumers will not accept for
very long a system that forces
them to shop in the dark for
their health plan or health
care provider.
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need to report this information�consumers have a right to see and act on these differences.
Finally, as noted elsewhere in this report, we need to reward physicians who demonstrate
excellence. This is not just an equity issue; delivering quality care comes with a price tag to
support the information systems, education and support staff that make excellence possible. 

Health care will probably never work just like the rest of the economy and for a lot of reasons, it
probably shouldn�t. But when we go shopping for health care, let�s at least turn the light on.  
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HEDIS Effectiveness of Care Measures
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Adolescent Immunization Status
Many adolescents continue to be affected by vaccine-
preventable diseases such as measles, mumps, rubella
(MMR), hepatitis B and varicella (chickenpox). Safe and
effective vaccines are available, and immunizations
successfully and inexpensively reduce the incidence of
these dangerous and costly diseases.

Nationally, the average rate of
immunizations in top-performing plans is
four times higher than those of the bottom-
performing plans.

Results & Trends

Commercial

• In 2002, the average immunization rates for
commercial health plans increased 3�7 percentage
points over the previous year, continuing an
improvement trend.  

• Nationally, the average rate of immunizations
among plans in the top 10 percent of plans is six
times higher than those of plans in the bottom 10
percent.

• Geographically, there is high variability in
adolescent immunization rates. The highest regional
average for all recommended immunizations is in
New England (72.2 percent), while the lowest is in
South Central (31.8 percent).

Medicaid

• In 2002, the top 10th of Medicaid plans provided six
times more adolescent immunizations than the
bottom 10th.

• The bottom-performing region for Medicaid rates is
the Mountain area, while the top-performing region
is New England. For example, the Mountain area
rate of immunizations for hepatitis B is 33.1 percent,
while in New England, the rate is 65.7 percent.
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Immunizations are one of the most cost-effective health interven
more than $5 in direct health care costs for each dollar spent.
Adolescent Immunization Status�Combo 1
Commercial Rates: 1999�2002
Year Average
2002 50.1
2001 44.0
2000 36.8
1999 30.4

Adolescent Immunization Status�Combo 1
Medicaid Rates: 2000�2002

Year Average
2002 43.1
2001 37.3
2000 28.5
Adolescent Immunization

ildren are usually immunized against MMR
ring early childhood, but an immunization booster
ot during adolescence is required to ensure
ntinued protection against these illnesses.
 the estimated 125,000 new cases of hepatitis B
ch year, more than 70 percent affect adolescents
d young adults. Hepatitis B is highly infectious
d can be unknowingly passed on to others.

re Definition

dolescent Immunization Status measure estimates
centage of adolescent health plan members that

eceived all required doses of several vaccines by
3th birthday. The measure includes the percentage
tinuously enrolled adolescents who became 13
 the measurement year and who were identified as
 the following vaccinations: (1) two doses of
s-mumps-rubella (MMR); (2) three doses of
is B and (3) a single dose of VZV (varicella, or
npox). Each of these vaccination rates was
ed separately.

tion strategies available, saving the nation
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Antidepressant Medication
Management
Nearly 35 million adults in the United States will suffer
from major depressive disorder in their lifetime. In a
given year, an estimated 18.8 million American adults
suffer from a depressive disorder or depression. A
depressive disorder is an illness that disrupts a person�s
mood, behavior, physical health and thoughts. There are
three main depressive disorders: major depression,
dysthymia (chronic/mild depression) and bipolar
disorder.

Across the board, treatment rates for
depression have made little to no
advancement over the past four years.

Results & Trends

Commercial

• In 2002, there was a slight downward trend in two of
the three indicator rates for Antidepressant
Medication Management: acute-phase treatment and
optimal physician contacts. Continuation-phase
treatment had a slight increase of 2.3 percentage
points (see table, page 25).

Medicaid

• Nationally, top-performing Medicaid plans manage
antidepressant medication five times more
effectively than bottom-performing plans.

Medicare

• On average, only 1 in 10 Medicare patients sees a
health care provider the recommended three times in
the 12 weeks following the diagnosis of a new
episode of clinical depression (see page 25).

About Depression

• Depression often affects people during their prime
working years.

• Nearly 1 in 6 people with severe, untreated
depression commits suicide.

• Adults who are depressed are less physically healthy
than adults who are not depressed and are less
socially active and less satisfied with their lives.

Measure Definition

There are three components of the Antidepressant
Medication Management measure:

Effective Acute-Phase Treatment: The percentage of
eligible members who received effective acute-phase
treatment after a new episode of depression.

Effective Continuation-Phase Treatment: The percentage
of members who received effective continuation-phase
treatment by remaining on antidepressant medication
continuously in the six months after the initial diagnosis
and treatment.

Optimum Practitioner Contact: The percentage of eligible
members who received at least three follow-up office
visits with a primary care physician (PCP) or mental
health provider in the 12-week acute-treatment phase
after a diagnosis of depression and prescription of
antidepressant medication.

Nearly 3 million sick days could be avoided nationally each year if all workers with depression received
treatment at the rates seen in health plans at the 90th percentile.
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Antidepressant Medication Management: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Antidepressant Medication Management �
Acute Phase

58.8 Data 56.9 59.8

Antidepressant Medication Management �
Continuation Phase

42.1 Not 40.1 42.8

Antidepressant Medication Management �
Contacts

21.4 Available 19.8 19.2

Antidepressant Medication Management: Medicaid & Medicare Rates, 2001�2002
Measure Medicaid Medicare

2001 2002 2001 2002
Antidepressant Medication Management �
Acute Phase

45.5 47.4 51.3 52.1

Antidepressant Medication Management �
Continuation Phase

30.0 32.3 36.8 37.7

Antidepressant Medication Management �
Contacts

19.0 18.2 11.9 10.8
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Advising Smokers to Quit
Nearly 49 million Americans are smokers. Each year,
more than 442,000 Americans die as a result of smoking,
including approximately 38,000 nonsmokers who die
from lung cancer and heart disease attributable to
exposure to secondhand smoke. Smoking continues to be
a major public health concern, and physicians are in a
unique position to compel smokers to quit.

There is a sizable gap�14 percentage
points�between the top- and
bottom-performing plans.

Results & Trends

Note: A new methodology for estimating commercial
and Medicaid Advising Smokers to Quit rates was
implemented in 2001. Hence, rates in 2002 represent
first-year reporting of a two-year �rolling average� rate.

Commercial

• In commercial plans, an average of 67.7 percent of
self-identified smokers reported receiving advice
from a physician to quit smoking.

• The difference in regional averages is 9 percentage
points between the highest- and lowest-performing
regions.

• The gap between the 90th and 10th percentiles is 14
percentage points.

Medicaid & Medicare

• Similar differences amongst the regional averages
and the 90th and 10th percentiles are observed in the
Medicaid and Medicare plan respondents.

About Smoking Cessation

• According to the World Health Organization, the
risk of heart disease decreases by 50 percent one
year after quitting; and within 15 years, the relative
risk of dying from heart disease for an ex-smoker
approaches that of a long-time (lifetime) nonsmoker. 

• Adult male and female smokers lose an average of
13.2 and 14.5 years of life, respectively, as a result
of their habit.

Measure Definition

The Advising Smokers to Quit measure estimates the
percentage of members age 18 and older who were either
current smokers or recent quitters, were seen by a
practitioner and received advice to quit smoking in the
past year.

Advising Smokers to Quit
Commercial Rates: 1999�2002

Year Average
2002 67.7
2001 NA
2000 66.3
1999 65.3

Advising Smokers to Quit
Medicaid & Medicare Rates: 2000�2002

Year Medicaid Medicare
2002 63.6 61.5
2001 NA 60.8
2000 64.2 59.7

Nearly 2,700 lives could be saved each year if all American smokers were advised to quit at the rates seen
in plans at the 90th percentile.
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Beta-Blocker Treatment After a
Heart Attack
An estimated 7.5 million Americans ages 20 and older
have a history of myocardial infarction (MI). The
American Heart Association and the American College
of Cardiology recommend treatment using beta-blockers
following MI to reduce mortality during acute and long-
term management of MI. The dramatic rise in beta-
blocker treatment rates�more than 30 percentage
points, or almost 50 percent, since 1996�is evidence
that sustained attention and accountability can result in
improved care, better quality of life and saved lives.

Top-performing health plans report beta-
blocker treatment rates of 100 percent,
preventing thousands of heart attack
deaths each year.

Results & Trends

Commercial

• The top 10th of commercial plans report 100 percent
of patients receive beta-blocker prescriptions after
being hospitalized for a heart attack.

• Little variation is observed across regions.  The
average performance in the lowest region was 90
percent (South Central) and the highest region was
97.4 percent (New England).

Medicaid

• The average Medicaid rate increased from 87.9
percent in 2001 to 90.1 percent in 2002, a gain of
more than 2 percentage points.  
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An estimated 1,726 lives could be saved and 1,062 non-fatal sec
year if all heart attack patients received beta-blockers at the rate
percentile.
Beta-Blocker Treatment After a Heart Attack
Commercial Rates: 1999�2002

Year Average
2002 93.5
2001 92.5
2000 89.4
1999 85.0

Beta-Blocker Treatment After a Heart Attack
Medicaid & Medicare Rates: 2000�2002

Year Medicaid Medicare
2002 90.1 93.0
2001 87.9 92.9
2000 82.9 89.3
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n average, Medicare rates held steady in 2002,
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Breast Cancer Screening
Breast cancer is one of the most common types of cancer
among American women. There will be an estimated
211,300 new cases of breast cancer and 40,200 deaths
from breast cancer in 2003. Fortunately, deaths resulting
from breast cancer in females have been declining
overall in recent years, due to early detection by
screening with mammograms. More than 70 percent of
women diagnosed with breast cancer have no
identifiable risk factors, such as a family history of
breast cancer, that might alert their doctor to potential
breast cancer without a mammogram.

The 2002 commercial and Medicare Breast
Cancer Screening rates dropped slightly
last year, the first time in six years that the
national averages have decreased.

Results & Trends

Commercial

• The 2002 commercial rate for the Breast Cancer
Screening measure dropped slightly, from 75.5
percent in 2001 to 74.9 percent in 2002. This is the
first time in six years that the national average rate
of screening for breast cancer has decreased.

• Variation between regions remains considerable,
with a nearly 10-point gap between the highest (80.8
percent) and lowest (71.2 percent) regional averages.

Medicaid

• The average Medicaid plans reported that only
slightly more than half of the women who should
receive mammograms actually do (55.8 percent).
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Cervical Cancer Screening
Cervical cancer is one of the most successfully treatable
cancers when detected early. Increased screening has
resulted in a major overall decline in mortality from
cervical cancer over the past several decades.
Unfortunately, a significant number of women still
develop the disease. An estimated 12,200 new cases of
cervical cancer, with 4,100 deaths from the disease, are
expected in 2003. Many or all of these deaths could be
eliminated with timely and effective screening. (Note:
There is no Medicare rate, because this measure does not
apply to women over age 65.)

Despite slight improvement overall,
regional variations for both commercial
and Medicaid populations were dramatic,
particularly among the latter group.

Results & Trends

Commercial

• The national average for commercial members in
2002 increased by only half a percentage point to
80.5 percent.  

• Average regional rates ranged from a high of 90.9
percent for the top 10th of plans in New England to
67.3 percent for the bottom 10th of plans in the
South Central region.

Medicaid

• Nationally, the average Medicaid rate for cervical
cancer screening is 62.4 percent, an increase of 1.3
percentage points from 2001, and of nearly 3
percentage points from 2000.

• The top-performing region was the New England
region, with an average of 79.2 percent. The bottom-
performing region was the South Central region,
with an average of 50.1 percent.
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Childhood Immunization Status
Immunizations are one of the safest and most effective
ways to protect children from serious diseases.
Immunization coverage among children in the United
States is high, yet it is vital to maintain these high levels
to prevent a resurgence of vaccine-preventable diseases.
Each day, 11,000 babies are born who will require 16�
20 doses of vaccine before age 2. Currently, more than
20 percent of 2-year-olds within the United States are
still missing one or more recommended immunizations.

Despite little progress�or backwards
movement�in overall immunization rates,
children continued to receive chickenpox
vaccinations in greater numbers.

Results & Trends

Commercial

• The 2002 immunization rate for chickenpox showed
the largest improvement last year, jumping 7
percentage points, to 82 percent (see page 47).

• Rates for childhood chickenpox immunizations vary
by region. The South Atlantic region had the highest
average rate of immunizations at 86.2 percent; while
the lowest average was in the East North Central
region, with rates at 79.3 percent.

Medicaid

• The national average rate of children receiving all
the recommended immunizations, with the exception
of chickenpox, by age 2 (combo 1) dropped by
almost a full point, to 57.7 percent. Chickenpox rates
rose by nearly 3 percentage points (see page 47).
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Childhood Immunization Status�Combo 1
Commercial Rates: 1999�2002

Year Average
2002 68.5
2001 68.1
2000 66.8
1999 63.6

Childhood Immunization Status�Combo 1
Medicaid Rates: 2000�2002

Year Average
2002 57.7
2001 58.9
2000 56.4
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Chlamydia Screening
Chlamydia, a treatable sexually transmitted disease
(STD), is the most commonly reported STD in the
United States, with approximately 3 million new cases
each year. Untreated chlamydia infection increases a
woman�s risk for pelvic inflammatory disease (PID),
infertility, ectopic pregnancy, and HIV infection.
Newborn children of untreated women are at greater risk
for problems like conjunctivitis and pneumonia, and
even death. Chlamydia screening is extremely important
because most infected women have no discernible
symptoms, and because the disease is easily treatable
with a course of antibiotics.

Despite continued improvement since 1999,
commercial chlamydia screening rates
remain just over 26 percent, 15 points
below average Medicaid rates.

Results & Trends

Commercial

• The commercial rate for chlamydia screening
increased by 2 percentage points in 2002, for both
the 16�20 and the 21�26 age ranges.

• Nationally, the top-performing plans still report
screening only 38.5 percent of sexually active
women ages 16�26. 

• There is a high degree of variation in screening rates
among commercial health plans. The top 10th of
plans� screening rates were three times higher than
the bottom 10th of plans for the combined age
group.

Medicaid

• The average rate of screening in Medicaid plans for
the combined age group is 41 percent.
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Cholesterol Management After a
Heart Attack
Heart disease is the leading cause of death in the United
States. Some 15 million Americans suffer from coronary
artery disease, the most common form of heart disease.
High cholesterol is one of the principal modifiable risk
factors for heart disease. Screening and management of
low-density lipoprotein (LDL-C) is an important and
effective way to reduce the suffering and disability
caused by coronary heart disease (CHD).

Cholesterol management rates increased
across the board, with Medicaid and
Medicare organizations showing
significant improvement.

Results & Trends

Commercial

• In 2002, the average commercial rate for both
cholesterol control and cholesterol screening
increased by 2 percentage points.

• Cholesterol control rates varied greatly among plans.
The top 10th of plans had rates 45 percentage points
higher than the bottom 10th.

Medicaid

• Medicaid plans� rates for both control and screening
of cholesterol levels increased substantially since
2000. The average rate for control increased by 8
percentage points, while the average rate for
screening increased by 14 percentage points.

Medicare

• Nationally, Medicare rates for Cholesterol
Management have improved greatly, increasing 10
percentage points for control and 7 percentage points
for screening in the past two years.

About Cholesterol Management

• Heart disease is America�s number one killer�it
claims more than 40 percent of the 2.4 million
Americans who die each year.

• More than 50 million American adults have blood
cholesterol levels high enough to require medical
advice and treatment. More than 90 million adults
have cholesterol levels that are higher than desirable.

• Reducing total cholesterol levels by 10 percent can
result in a 30 percent reduction of coronary heart
disease.

 
Measure Definition

The Cholesterol Management measure estimates the
percentage of health plan members ages 18�75 who had
evidence of an acute cardiovascular event and whose
LDL-C was screened and controlled to less than 130
mg/dL in the year following the event.

An estimated 6,500 lives could be saved each year if high cholesterol was controlled at the rates
demonstrated by health plans in the 90th percentile.

Cholesterol Management After a Heart Attack
Commercial Rates: 1999�2002

Year Screening Control
2002 79.4 61.4
2001 77.1 59.3
2000 74.2 53.4
1999 68.9 45.2

Cholesterol Management After a Heart Attack
Medicaid & Medicare Rates: 2000�2002

Year Medicaid Medicare
Screening Control Screening Control

2002 57.8 36.7 77.7 62.3
2001 50.6 34.5 75.5 58.4
2000 43.8 28.2 70.6 52.9
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Controlling High Blood Pressure
More than one-third of Americans 45 or older have high
blood pressure (hypertension), the most treatable
cardiovascular disease. Untreated high blood pressure
causes stroke, coronary heart disease, kidney failure and
blindness. Nearly one-third of adults with high blood
pressure do not know that they have it, increasing the
risk of associated complications and diseases.

Since 1999, blood pressure control rates
among commercial health plans have
increased by nearly 20 percentage points.

Results & Trends

Commercial

• In 2002, the average rate for commercial plans
increased by 3 percentage points.

• The top 10th of plans had 68 percent of their
hypertensive members with blood pressure of
140/90 mm Hg or lower.

• The New England region had the highest regional
average for controlling hypertension (64.6 percent).
However, all regions had plans with rates above the
national 75th percentile (64.5 percent).

Medicaid

• Medicaid rates continued their upward movement in
2002, but the progress slowed, with a difference of
0.4 percentage points from 2001. 

Medicare

• In 2002, the national Medicare plan average
increased by more than 3 percentage points, from
53.6 in 2001, to 56.9 percent in 2002.
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Comprehensive Diabetes Care
Diabetes is the sixth leading cause of death by disease in
the United States. Approximately 17 million
Americans�6.2 percent of the population�have
diabetes. Much of the cost of diabetes treatment is
attributed to long-term complications, such as heart
disease, blindness, kidney disease, stroke and even
death. With appropriate and timely screening and
treatment, this burden can be reduced significantly.

Rates improved overall, but performance
varied widely, with gaps of up to 40
percentage points on some measures.

Results & Trends

Commercial

• In 2002, five of the Comprehensive Diabetes Care
indicators improved by 1�6 percentage points.  The
national average rate for eye exams dropped slightly,
by half a percentage point.

• Statistically significant increases were observed for
rates in lipid screening and control, as well as the
monitoring of nephropathy.

• There is substantial regional variation across all six
diabetes care indicators: 9�20 percentage points
between the highest- and lowest-performing regions.
However, no one region had the highest average for
all six indicators.

Medicaid

• Medicaid plans improved across all six of the
Comprehensive Diabetes Care indicators.

• The greatest improvements among the six indicators
were in the screening and control of cholesterol
levels, both of which increased by 5 percentage
points from 2001.

• Performance among plans varies widely. For
example, in Monitoring Kidney Disease
(nephropathy screening), the top 10th of plans were
36 percentage points higher than the bottom 10th.

Medicare

• The largest increases were in the rates for controlling
cholesterol levels and monitoring kidney disease,
which increased by 5.1 and 5.4 percentage points,
respectively, since 2001.

About Diabetes

• It is estimated that for every 1 percent reduction in
blood glucose levels, the risk of developing eye or
kidney/end-stage renal disease, and for requiring
lower-extremity amputation drops by 40 percent. 

• Approximately 1 million cases of diabetes are
diagnosed each year among people over age 20.

Measure Definition

The Comprehensive Diabetes Care measure includes
several important features of effective, multiphasic
management of diabetes and its complications. The
measure estimates the percentage of health plan
members with Type 1 and Type 2 diabetes that were
ages 18�75 and, during the measurement year and had:
(1) an HbA1c test, (2) poorly controlled HbA1c (level
greater than 9.5 percent), (3) a serum cholesterol level
(LDL-C) screening, (4) their cholesterol level (LDL-C)
controlled to less than 130 mg/dL, (5) an 
eye exam, and (6) a screening for kidney disease
(microalbuminuria test).

More than 13,000 lives could be saved each year if all Americans with diabetes had their Hemoglobin A1c
levels controlled at the rates seen in the 90th percentile.
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Comprehensive Diabetes Care: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Comprehensive Diabetes Care � Eye Exams 45.4 48.1 52.1 51.7
Comprehensive Diabetes Care �
HbA1c Testing

75.0 78.4 81.4 82.6

Comprehensive Diabetes Care � Lipid Control 36.7 44.3 49.8 54.8
Comprehensive Diabetes Care � Lipid Profile 69.0 76.5 81.4 85.1
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

36.0 41.4 46.3 51.8

Comprehensive Diabetes Care �
Poor HbA1c Control*

44.9 42.5 36.9 33.9

Comprehensive Diabetes Care: Medicaid & Medicare Rates, 2000�2002
Measure Medicaid Medicare

2000 2001 2002 2000 2001 2002
Comprehensive Diabetes Care �
Eye Exams

43.1 46.4 47.1 62.8 66.0 68.4

Comprehensive Diabetes Care �
HbA1c Testing

68.5 71.7 74.0 82.5 85.7 85.0

Comprehensive Diabetes Care �
Lipid Control

32.0 38.9 43.9 50.9 57.5 62.6

Comprehensive Diabetes Care �
Lipid Profile

59.6 66.6 71.7 80.5 85.7 87.9

Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

38.9 42.3 47.8 45.0 51.9 57.3

Comprehensive Diabetes Care �
Poor HbA1c Control*

54.9 48.3 48.2 33.4 26.8 24.5

* Lower rates are better than higher ones for this measure.
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Follow-Up After Hospitalization for
Mental Illness
Mental illnesses such as depression, bipolar disorder and
schizophrenia are significant causes of disability in the
United States. Mental disorders can lead to suicide, one
of the nation�s leading preventable causes of death.
Appropriate treatment and follow-up of mental illness
can reduce the duration of disability and the likelihood
of recurrence.

Both 7-day and 30-day rates have reached
a plateau, despite modest increases in
2002; only about half of all patients
received 7-day follow-up treatment.

Results & Trends

Commercial

• In 2002, the national average for commercial plans
slightly improved for both 7-day and 30-day follow-
up.  Approximately half of all patients receive
appropriate 7-day follow-up, while 73.6 percent
receive 30-day follow-up.

• Commercial plans in the New England area
outperform plans in other regions.  The top 10
percent of plans in New England had follow-up for
90 percent of their patients at the 30-day mark.

Medicaid

• Medicaid plans� rates changed little in the past two
years.

• The top 10th of Medicaid plans had rates three times
higher than bottom 10th for the 7-day follow-up, and
up to twice as high for the 30-day follow-up.

Medicare

• Medicare rates changed slightly, or did not change at
all, from 2001.

• For 30-day follow-up, the bottom 10th percentile of
Medicare plans increased by 4 percentage points, to
38 percent.

• The gap between the top and the bottom 10th
percentiles of Medicare plans is 42�44 percentage
points for both the 7-day and 30-day follow-up.

About Mental Illness

• Schizophrenia affects 2 million Americans, with
300,000 new cases occurring each year. Mood
disorders such as major depression and bipolar
disorder affect 18 million Americans each year. 

• Appropriate follow-up care helps reduce the risk of
repeat hospitalization for some people, and identifies
those in need of further hospitalization before they
reach a crisis point.

Measure Definition

The Follow-Up After Hospitalization for Mental Illness
measure indicates the percentage of health plan members
age 6 and older who received inpatient treatment for a
mental health disorder and had an ambulatory or
day/night follow-up visit after being discharged. The
measure includes hospitalizations for depression,
schizophrenia, attention deficit disorder, and personality
disorders. The measure collected the percentage of
members who received follow-up care within 7 days and
those that received follow-up care within 30 days.

Mental illnesses account for more than 15 percent of the overall disease burden in the United States. This
is greater than the burden associated with all forms of cancer.

Follow-Up After Mental Illness
Commercial Rates: 1999�2002

Year 7 Days 30 Days
2002 52.7 73.6
2001 51.3 73.2
2000 48.2 71.2
1999 47.4 70.1

Follow-Up After Mental Illness
Medicaid & Medicare Rates: 2000�2002

Year Medicaid Medicare
7 Days 30 Days 7 Days 30 Days

2002 36.9 56.3 38.7 60.6
2001 33.2 52.2 37.2 60.6
2000 34.6 54.9 37.5 59.3
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Prenatal and Postpartum Care 
Early and adequate prenatal care can identify mothers at
risk of delivering a preterm or growth-retarded infant
and provide an array of medical, nutritional and
educational interventions. Poor pregnancy outcomes can
be costly, though many are preventable with early
intervention. Early infancy is another critical time for the
health of both the baby and the mother in which
continuity of care can help detect problems early and
prevent complications.

Women continue to receive prenatal care
more often than they receive postpartum
care, but Medicaid rates are falling,
indicating substantial opportunities for
treatment both before and after birth.

Results & Trends

Commercial

• The rate for Postpartum Care is unchanged from
2001. The Timeliness of Prenatal Care rate increased
slightly, to nearly 87 percent.

Medicaid

• Medicaid rates for both indicators decreased in 2002,
with prenatal care rates falling by nearly 3
percentage points.

• The gaps between the top and bottom 10 percent of
Medicaid plans for prenatal and postpartum care are
34 and 44 percentage points, respectively.
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Use of Appropriate Medications for
People With Asthma
Asthma is one of the nation�s most common and costly
diseases, affecting an estimated 15 million people,
including 7.7 million children and adolescents. Asthma
is the country�s most common chronic disease in
children and the sixth most common chronic condition
overall. Many asthma-related hospitalizations,
emergency room visits, and missed work and school
days can be avoided if patients have appropriate
medications and medical management.

Commercial and Medicaid rates continued
their steady, incremental progress, rising
about 2 percentage points from 2001. 

Results & Trends

Commercial

• In 2002, commercial plan rates increased by 2�3
percentage points in each age range, continuing a
steady increase from the previous year.

• Approximately two-thirds of members within the
average commercial organization were being treated
with appropriate medications in 2002.

• There is a relatively small degree of variation in
rates across plans and geographic regions. 

Medicaid

• The Medicaid rate trends and variability in
performance kept pace with the commercial sector,
but overall rates continue to lag behind.
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Collaborative Recognition Programs: 

Measuring Performance 
At the Physician Level
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Physician Recognition
The HEDIS performance information NCQA collects from health plans every year is the foundation for the bulk
of this report. But NCQA also collects data about the performance of individual physicians and medical groups
that opt to participate in one of our physician recognition programs. Such data are rare; most performance
measurement in health care still takes place at the system level. Last year, for the first time, we introduced data
from our Diabetes Physician Recognition Program into this report, commenting that measurement at the
physician level held real promise, not just to help inform consumer choice but to help physicians deliver the
best care possible. And since last year�s report, NCQA has launched another important physician recognition
program, the Heart/Stroke Recognition Program, in collaboration with the American Heart
Association/American Stroke Association (AHA/ASA). Although it is too early to share the results from the
first participants in this new program, the new program holds enormous promise to help improve care for
conditions that are, respectively, the nation�s leading and third-leading causes of death.

The Diabetes Physician Recognition Program (DPRP)

Across every measure of clinical performance, physicians participating in the DPRP performed at levels well
above the norm and beyond those seen just a few years ago. For example, among physicians who applied from
1999�2001, 65 percent of patients with diabetes had their cholesterol controlled at an acceptable level. Among
physicians who applied from 2000�2002, the figure was 73 percent.

Diabetes Care Performance Among DPRP-Recognized Physicians*
Measure 2000�2002 Average 1999�2001 Average

Cholesterol Screening 89.3 83
Cholesterol Control 73.0 65
Controlling High Blood Pressure 72.4 71
Eye Exams 70.0 69
HbA1c Testing 98.2 98
Monitoring Diabetic Nephropathy 74.9 66
Poor HbA1c Control**   7.3   9

* To see how these averages compare with national health plan rates, view the tables on page 35.
** Lower rates are better for this measure.

Success is not without its rewards. Since January, Aetna has highlighted DPRP-Recognized physicians in its
online provider directory by placing an icon alongside recognized physicians� entries. CIGNA and
UnitedHealthcare will soon do the same, and major consumer Web sites have also expressed interest.

The Heart/Stroke Recognition Program (HSRP)

Together, cardiovascular disease and stroke are responsible for more than a million deaths each year in the
United States. In part, this is because many heart and stroke patients do not receive care consistent with what
science tells us is appropriate for these conditions. On pages 31 and 34, it was noted that even among health
plans that measure and report on their performance, only 61 percent of heart attack patients had their cholesterol
appropriately controlled (below 130 mg/dL) and only 58 percent of diagnosed hypertensives had their blood
pressure appropriately controlled (below 140/90 mm Hg). In the broader health care system, performance in
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these areas is certainly much worse. Thus, in the interest of driving improvement, NCQA and AHA/ASA have
set a high bar to earn HSRP Recognition. The required measures and thresholds are as follows:

HSRP Measures and Thresholds
Measure Threshold for Recognition

(Percentage)
Blood Pressure Control (Below 140/90 mm Hg) 75 
Complete Lipid Profile 80 
Cholesterol Control (Low-Density Lipoprotein Below
100 mg/dL)*

50 

Use of aspirin or another antithrombotic 80 
Smoking Status and Cessation Advice or Treatment 80 

* Note that this is a more aggressive performance threshold than the one measured at the health plan level in HEDIS (130 mg/dL). 

Pay for Performance
Interest among the employer community in physician recognition programs is strong. This is because many
employers understand and appreciate the link between health care quality and the indirect costs of illness such
as reduced productivity, absenteeism and lost revenue. When employees receive high-quality care, these costs
go down. In a bid to maximize this dividend, several regional and national pay-for-performance initiatives took
shape in 2003. One initiative, the Bridges to Excellence effort, builds upon the good performance seen in
NCQA�s collaborative recognition programs.

The employer-led Bridges to Excellence (BTE) attracted widespread attention last year, and will likely draw
further attention when bonus payments are made later this year. The way the program works is simple:
Qualifying physicians receive a $100 bonus from the BTE coalition for each patient with diabetes they treat
who is employed by a participating employer. The list of BTE employers is impressive: General Electric, Ford
Motor Company, Procter & Gamble, UPS and Verizon. In addition, the program offers a suite of products and
tools to help people with diabetes get engaged in their care, achieve better outcomes, and identify local
physicians who meet the high performance measures. Overall, based on a number of studies and actuarial
analyses, the program is estimated to generate savings of $350 per patient with diabetes per year, and cost
employers no more than $175 per patient with diabetes per year. The BTE coalition will also reward physicians
who earn recognition under the HSRP beginning in early 2004.

The successful introduction of physician-level assessment programs such as those described above is a key part
of the vision we have for a transparent, accountable health care system; perhaps no other activity holds such
promise to drive improvement or to generate useful information for consumers.
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CAHPS Member Satisfaction Measures

The Consumer Assessment of Health Plans (CAHPS 3.0H) measures members� satisfaction with their commercial and
Medicaid organizations. It addresses areas such as the ability to obtain information from a health plan, the timeliness of
services and the speed and accuracy by which health plans process claims. Taken together, the CAHPS results offer an
indication of how well health care organizations are meeting their members� expectations. The CAHPS 3.0H surveys
were developed with the Agency for Healthcare Research and Quality (AHRQ), which began the CAHPS initiative.

Medicare members� experiences are measured through the Medicare CAHPS survey, which is administered by the
Centers for Medicare & Medicaid Services (CMS). 

High levels of service and member satisfaction are closely related, and are used by health care purchasers and consumers
in selecting a plan. With that in mind, this report includes a Top 10 listing of the commercial health plans that registered
the best CAHPS results. In addition, HEDIS 2004 contains three additional measures that will gauge performance in key
areas of member service.
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Rating of Health Plan
For the Rating of Health Plan measure, respondents were asked to rate their health plan, with �0� equaling �worst health
plan possible� and �10� equaling �best health plan possible.� Commercial and Medicaid rates indicate the percentage of
members who rated their health plan with an 8, 9 or 10. Medicare CAHPS averages are calculated differently; the
Medicare rate for this measure indicates the percentage of members who rated their health plan with a 9 or 10.

Although the Medicaid average increased slightly in 2002, rising from 69.1 to 69.3 percent, commercial and Medicare
members expressed somewhat lower overall satisfaction with their health plans. The 2002 commercial average dipped
half a percentage point from 2001, and the Medicare rate fell nearly 2 percentage points.

Commercial and Medicaid Averages, 1999�2002

Year Commercial Medicaid
2002 61.3 69.3
2001 61.8 69.1
2000 59.3 67.0
1999 56.7

Medicare Averages, 2000�2002

Year Average
2002 65.4
2001 67.2
2000 61.6
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Claims Processing
The Claims Processing composite measures members� experiences with sending in claims to their health plans in the last
12 months. Commercial rates indicate the percentage of members who answered �Always� or �Usually.� Claims
Processing rates are not measured for Medicaid or Medicare. 

Topics That Were Measured

• How often the health plan handled claims in a reasonable time frame
• How often the health plan handled claims correctly

Responses

• Always
• Usually
• Sometimes
• Never

Commercial health plan members described more positive experiences with getting their claims processed accurately and
quickly; the 2002 rate represents a gain of 1.5 percentage points over 2001. Members who responded to the CAHPS

survey answered �Always� or �Usually� to both Claims Processing questions more than 80 percent of the time. 

Commercial Averages, 1999�2002

Year Average
2002 85.4
2001 83.8
2000 80.8
1999 77.9

Rates for Individual Questions: Commercial, 2002*

Questions Asked Percent of Members Responding�
Never Sometimes Usually Always

How often did your health plan handle your
claims in a reasonable time?

4.1 12.3 36.1 47.6

How often did your health plan handle your
claims correctly?

2.7 11.0 33.8 52.6

* Percent of members responding �Never,� �Sometimes,� �Usually� or �Always� may not add to 100 percent due to rounding. Responses
are based on members checking �Yes� to Question 35: �In the last 12 months, did you or anyone else send in any claims to your health
plans?�
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Customer Service
The Customer Service composite measures how much of a problem it was for members to find and obtain information in
the last 12 months. Rates indicate the percentage of members who answered �Not a problem.�

Topics That Were Measured

• Finding information in the health plan�s written materials
• Getting information from the health plan�s customer service line
• Dealing with paperwork for the health plan (Note: This question was used for screening purposes, and was not

used in calculating the composite rates.)

Responses

• A big problem
• A small problem
• Not a problem

 
Commercial rates for the Customer Service composite rose by nearly 3 percentage points in 2002, despite significant
percentages of members reporting �a small problem� with the issues covered in the measure. This is also noteworthy in
light of the drop in the commercial Rating of Health Plan average; customer service is frequently cited as a primary factor
in members� satisfaction with their health plans. Medicaid and Medicare rates experienced slight decreases of 0.1 and 0.6
percentage points, respectively.
 

Commercial, Medicaid and Medicare Averages, 1999�2002

Year Commercial Medicaid Medicare
2002 70.4 67.4 80.3
2001 67.2 67.5 80.9
2000 66.6 70.3 80.3
1999 64.5

Rates for Individual Questions: Commercial, 2002*

Questions Asked Percentage of Members Responding�
A big problem A small problem Not a problem

How much of a problem, if any, was it to find or
understand information in the written materials?

  9.1 34.9 56.1

How much of a problem, if any, was it to get the
help you needed when you called your health plan�s
customer service?

12.9 25.9 61.3

How much of a problem, if any, did you have with
paperwork for your health plan?

 6.2 22.2 71.5

* Percent of members responding �A big problem,� �A small problem� or �Not a problem� may not add to 100 percent due to rounding.
Responses are based on members checking �Yes� to Question 47: �In the last 12 months, did you have to fill out any paperwork for
your health problem?�
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Appendices
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Appendix 1: HEDIS Effectiveness of Care Measures: 2002 National Averages

Measure Commercial Medicaid Medicare 
Adolescent Immunizations � Hepatitis B 54.6 46.8 NA
Adolescent Immunizations � MMR 67.9 64.3 NA
Adolescent Immunizations � VZV 40.5 33.2 NA
Antidepressant Medication Management �
Acute Phase

59.8 47.4 52.1

Antidepressant Medication Management �
Continuation Phase

42.8 32.3 37.7

Antidepressant Medication Management �
Contacts

19.2 18.2 10.8

Asthma Medication Use � Ages 5�9 69.5 59.7 NA
Asthma Medication Use � Ages 10�17 65.2 61.7 NA
Asthma Medication Use � Ages 18�56 68.7 65.1 NA
Beta-Blocker Treatment After Heart Attack 93.5 90.1 93.0
Breast Cancer Screening 74.9 55.8 74.5
Cervical Cancer Screening 80.5 62.4 NA
Check-Ups After Delivery 77.0 52.9 NA
Childhood Immunization � DTP 80.1 69.5 NA
Childhood Immunization � Hepatitis B 81.9 76.7 NA
Childhood Immunization � Hib 83.2 74.7 NA
Childhood Immunization � MMR 90.1 84.6 NA
Childhood Immunization � OPV 86.0 80.6 NA
Childhood Immunization � VZV 82.0 76.5 NA
Chlamydia Screening � Ages 16�20 26.7 41.3 NA
Chlamydia Screening � Ages 21�26 24.5 41.9 NA
Cholesterol Management � Control 61.4 36.7 62.3
Cholesterol Management � Screening 79.4 57.8 77.7
Comprehensive Diabetes Care � Eye Exams 51.7 47.1 68.4
Comprehensive Diabetes Care �
HbA1c Testing

82.6 74.0 85.0

Comprehensive Diabetes Care � Lipid Control 54.8 43.9 62.6
Comprehensive Diabetes Care � Lipid Profile 85.1 71.7 87.9
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

51.8 47.8 57.3

Comprehensive Diabetes Care �
Poor HbA1c Control*

33.9 48.2 24.5

Controlling High Blood Pressure 58.4 53.4 56.9
Follow-Up After Mental Illness � 7 Days 52.7 36.9 38.7
Follow-Up After Mental Illness � 30 Days 73.6 56.3 60.6
Timeliness of Prenatal Care 86.7 70.1 NA

* Lower rates are better than higher ones for this measure.
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Appendix 2: HEDIS Effectiveness of Care Measures: Trends, 1999�2002

Adolescent Immunization Status: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Adolescent Immunizations � Hepatitis B 34.4 41.1 48.3 54.6
Adolescent Immunizations � MMR 58.8 62.3 65.4 67.9
Adolescent Immunizations � VZV 24.1 28.5 34.1 40.5

Adolescent Immunization Status: Medicaid Rates, 2000�2002
Measure 2000 2001 2002

Adolescent Immunizations � Hepatitis B 33.0 40.8 46.8
Adolescent Immunizations � MMR 54.2 61.2 64.3
Adolescent Immunizations � VZV 21.6 27.8 33.2

Antidepressant Medication Management: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Antidepressant Medication Management �
Acute Phase

58.8 Data 56.9 59.8

Antidepressant Medication Management �
Continuation Phase

42.1 Not 40.1 42.8

Antidepressant Medication Management �
Contacts

21.4 Available 19.8 19.2

Antidepressant Medication Management: Medicaid & Medicare Rates, 2001�2002
Measure Medicaid Medicare

2001 2002 2001 2002
Antidepressant Medication Management �
Acute Phase

45.5 47.4 51.3 52.1

Antidepressant Medication Management �
Continuation Phase

30.0 32.3 36.8 37.7

Antidepressant Medication Management �
Contacts

19.0 18.2 11.9 10.8
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Asthma Medication Use: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Asthma Medication Use � Ages 5�9 57.6 61.4 65.7 69.5
Asthma Medication Use � Ages 10�17 54.8 59.5 62.3 65.2
Asthma Medication Use � Ages 18�56 59.4 64.4 67.3 68.7

Asthma Medication Use: Medicaid Rates, 2000�2002
Measure 2000 2001 2002

Asthma Medication Use � Ages 5�9 52.5 55.0 59.7
Asthma Medication Use � Ages 10�17 56.0 58.0 61.7
Asthma Medication Use � Ages 18�56 60.8 63.5 65.1

: Commercial Rates, 1999�2002 

Childhood Immunization Status: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Childhood Immunization � DTP 78.7 80.4 81.5 80.1
Childhood Immunization � Hepatitis B 75.5 77.9 79.9 81.9
Childhood Immunization � Hib 80.7 82.7 83.4 83.2
Childhood Immunization � MMR 87.0 88.4 89.4 90.1
Childhood Immunization � OPV 82.6 84.2 85.4 86.0
Childhood Immunization � VZV 63.8 70.5 75.3 82.0

Childhood Immunization Status: Medicaid Rates, 2000�2002
Measure 2000 2001 2002

Childhood Immunization � DTP 70.1 71.2 69.5
Childhood Immunization � Hepatitis B 73.3 75.4 76.7
Childhood Immunization � Hib 74.8 75.0 74.7
Childhood Immunization � MMR 82.1 83.7 84.6
Childhood Immunization � OPV 77.8 79.1 80.6
Childhood Immunization � VZV 67.4 73.6 76.5
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Comprehensive Diabetes Care: Commercial Rates, 1999�2002
Measure 1999 2000 2001 2002

Comprehensive Diabetes Care � Eye Exams 45.4 48.1 52.1 51.7
Comprehensive Diabetes Care �
HbA1c Testing

75.0 78.4 81.4 82.6

Comprehensive Diabetes Care � Lipid Control 36.7 44.3 49.8 54.8
Comprehensive Diabetes Care � Lipid Profile 69.0 76.5 81.4 85.1
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

36.0 41.4 46.3 51.8

Comprehensive Diabetes Care �
Poor HbA1c Control*

44.9 42.5 36.9 33.9

* Lower rates are better than higher ones for this measure.

Comprehensive Diabetes Care: Medicaid & Medicare Rates, 2000�2002
Measure Medicaid Medicare

2000 2001 2002 2000 2001 2002
Comprehensive Diabetes Care �
Eye Exams

43.1 46.4 47.1 62.8 66.0 68.4

Comprehensive Diabetes Care �
HbA1c Testing

68.5 71.7 74.0 82.5 85.7 85.0

Comprehensive Diabetes Care �
Lipid Control

32.0 38.9 43.9 50.9 57.5 62.6

Comprehensive Diabetes Care �
Lipid Profile

59.6 66.6 71.7 80.5 85.7 87.9

Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

38.9 42.3 47.8 45.0 51.9 57.3

Comprehensive Diabetes Care �
Poor HbA1c Control*

54.9 48.3 48.2 33.4 26.8 24.5

* Lower rates are better than higher ones for this measure.
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Appendix 3: CAHPS 3.0H Member Satisfaction Measures:

2002 Commercial and Medicaid Averages

Measure Commercial Medicaid 
Rating of Health Plan 61.3 69.3
Claims Processing* 85.4 NA
Courteous Office Staff 92.1 88.4
Customer Service 70.4 67.4
Getting Care Quickly 77.6 71.9
Getting Needed Care 76.9 72.3
How Well Doctors Communicate 91.0 85.7
Rating of Health Care 75.1 71.6
Rating of Personal Doctor 75.0 76.0
Rating of Specialist 76.0 74.1

Appendix 3A: CAHPS 2.0H Member Satisfaction Measures:
2002 Medicare Averages**

Measure Average 
Rating of Health Plan 65.4
Claims Processing NA
Courteous Office Staff 78.5
Customer Service 80.3
Getting Care Quickly 55.8
Getting Needed Care 83.6
How Well Doctors Communicate 68.0
Rating of Health Care 72.2
Rating of Personal Doctor 70.1
Rating of Specialist 71.7

* Claims Processing rates are not measured for Medicaid or Medicare.
** Medicare CAHPS averages are calculated differently than commercial and Medicaid rates.  For the �Rating Of� measures, the
Medicare rate indicates the percentages of members who rated their health plan with a 9 or 10; commercial and Medicaid rates are
based on ratings of 8, 9 or 10.  For measures that call for respondents to answer with �Always,� �Usually,� �Sometimes� or �Never,� the
Medicare rate is based on the percentage of �Always� answers; the commercial and Medicaid rates are based on the percentage of
members who answered �Always� or �Usually.�
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Appendix 4: HEDIS Effectiveness of Care Measures:

Accredited vs. Non-Accredited Plans (Commercial, 2002)

Measure Accredited Non-
Accredited

Average Average Difference
Adolescent Immunizations � Combo 1 54.8 40.9 13.9
Antidepressant Medication Management �
Acute Phase 

60.7 57.9   2.8

Antidepressant Medication Management �
Continuation Phase

43.5 41.4   2.1

Antidepressant Medication Management �
Contacts 

20.7 15.9   4.8

Asthma Medication Use � Ages 5�9 69.9 68.4   1.5
Asthma Medication Use � Ages 10�17 65.6 64.5   1.1
Asthma Medication Use � Ages 18�56 69.2 67.7   1.5
Beta-Blocker Treatment After Heart Attack 95.2 88.8   6.4
Breast Cancer Screening 76.1 72.8   3.3
Cervical Cancer Screening 82.0 77.6   4.4
Check-Ups After Delivery 79.1 73.2   5.9
Childhood Immunizations � Combo 1 71.4 63.1   8.3
Chlamydia Screening � Ages 16�20 28.3 23.5   4.8
Chlamydia Screening � Ages 21�26 26.0 21.8   4.2
Cholesterol Management � Control 63.9 55.4   8.5
Cholesterol Management � Screening 80.5 76.8   3.7
Comprehensive Diabetes Care � Eye Exams 54.3 47.2   7.1
Comprehensive Diabetes Care �
HbA1c Testing

84.3 79.4   4.9

Comprehensive Diabetes Care � Lipid Control 56.7 51.4   5.3
Comprehensive Diabetes Care � Lipid Profile 86.8 82.2   4.6
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy 

53.5 48.8   4.7

Comprehensive Diabetes Care �
Poor HbA1c Control*

31.6 38.3  -6.7

Controlling High Blood Pressure 60.4 54.7   5.7
Follow-Up After Mental Illness � 7 Days 53.7 50.4   3.3
Follow-Up After Mental Illness � 30 Days 74.7 71.0   3.7
Timeliness of Prenatal Care 88.5 83.2   5.3

* Lower rates are better than higher ones for this measure, so the negative difference signifies that NCQA-Accredited plans perform
better.
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Appendix 5: HEDIS Effectiveness of Care Measures:

Accredited vs. Non-Accredited Plans (Medicaid, 2002)

Measure Accredited Non-
Accredited

Average Average Difference
Adolescent Immunizations � Combo 1 50.0 37.2 12.8
Antidepressant Medication Management �
Acute Phase 

47.0 47.8  -0.8

Antidepressant Medication Management �
Continuation Phase

31.9 32.8  -0.9

Antidepressant Medication Management �
Contacts

19.6 15.9   3.7

Asthma Medication Use � Ages 5�9 61.7 58.0   3.7
Asthma Medication Use � Ages 10�17 63.2 60.6   2.6
Asthma Medication Use � Ages 18�56 66.6 64.0   2.6
Beta-Blocker Treatment After Heart Attack 92.4 84.9   7.5
Breast Cancer Screening 57.5 54.3   3.2
Cervical Cancer Screening 66.9 59.4   7.5
Check-Ups After Delivery 56.3 50.7   5.6
Childhood Immunizations � Combo 1 61.3 55.2   6.1
Chlamydia Screening � Ages 16�20 41.7 41.1   0.6
Chlamydia Screening � Ages 21�26 43.6 40.7   2.9
Cholesterol Management � Control 38.3 33.8   4.5
Cholesterol Management � Screening 58.1 57.1   1.0
Comprehensive Diabetes Care � Eye Exams 51.5 43.8   7.7
Comprehensive Diabetes Care �
HbA1c Testing

77.9 71.1   6.8

Comprehensive Diabetes Care � Lipid Control 77.4 67.3 10.1
Comprehensive Diabetes Care � Lipid Profile 58.1 57.1   1.0
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

51.4 45.1   6.3

Comprehensive Diabetes Care �
Poor HbA1c Control*

44.7 51.0  -6.3

Controlling High Blood Pressure 55.7 50.4   5.3
Follow-Up After Mental Illness � 7 Days 38.7 33.8   4.9
Follow-Up After Mental Illness � 30 Days 58.0 53.6   4.4
Timeliness of Prenatal Care 76.9 65.8 11.1

* Lower rates are better than higher ones for this measure, so the negative difference signifies that NCQA-Accredited plans perform
better.
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Appendix 6: HEDIS Effectiveness of Care Measures:

Accredited vs. Non-Accredited Plans (Medicare, 2002)

Measure Accredited Non-
Accredited

Average Average Difference
Antidepressant Medication Management �
Acute Phase

53.2 50.0   3.2

Antidepressant Medication Management �
Continuation Phase 

38.8 35.6   3.2

Antidepressant Medication Management �
Contacts 

11.5   9.4   2.1

Beta-Blocker Treatment After Heart Attack 96.0 89.5   6.5
Breast Cancer Screening 77.2 71.6   5.6
Cholesterol Management � Control 68.2 55.1 13.1
Cholesterol Management � Screening 81.4 73.3   8.1
Comprehensive Diabetes Care � Eye Exams 72.6 64.0   8.6
Comprehensive Diabetes Care �
HbA1c Testing

88.3 81.6   6.7

Comprehensive Diabetes Care � Lipid Control 66.6 58.3   8.3
Comprehensive Diabetes Care � Lipid Profile 90.6 85.1   5.5
Comprehensive Diabetes Care �
Monitoring Nephropathy

60.6 53.8   6.8

Comprehensive Diabetes Care �
Poor HbA1c Control*

20.9 28.4  -7.5

Controlling Blood Pressure 59.0 54.6   4.4
Follow-Up After Mental Illness � 7 Days 42.5 33.5   9.0
Follow-Up After Mental Illness � 30 Days 64.1 56.0   8.1

* Lower rates are better than higher ones for this measure, so the negative difference signifies that NCQA-Accredited plans perform
better.
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Appendix 7: HEDIS Effectiveness of Care Measures:

Publicly Reporting vs. Non-Publicly Reporting Plans (Commercial, 2002)

Measure Public
Reporters

Non-Public
Reporters

Average Average Difference
Adolescent Immunizations � Combo 1 53.0 29.5 23.5
Antidepressant Medication Management �
Acute Phase

60.4 55.3   5.1

Antidepressant Medication Management �
Continuation Phase

43.2 39.6   3.6

Antidepressant Medication Management �
Contacts

19.4 17.2   2.2

Asthma Medication Use � Ages 5�9 69.7 68.3   1.4
Asthma Medication Use � Ages 10�17 65.3 65.1   0.2
Asthma Medication Use � Ages 18�56 69.1 66.1   3.0
Beta-Blocker Treatment After Heart Attack 94.5 83.6 10.9
Breast Cancer Screening 75.9 69.1   6.8
Cervical Cancer Screening 81.3 75.7   5.6
Check-Ups After Delivery 79.0 63.0 16.0
Childhood Immunizations � Combo 1 70.6 54.3 16.3
Chlamydia Screening � Ages 16�20 27.0 24.5   2.5
Chlamydia Screening � Ages 21�26 24.8 22.6   2.2
Cholesterol Management � Control 62.6 49.8 12.8
Cholesterol Management � Screening 80.0 73.1   6.9
Comprehensive Diabetes Care � Eye Exams 53.7 39.9 13.8
Comprehensive Diabetes Care �
HbA1c Testing

84.1 73.5 10.6

Comprehensive Diabetes Care � Lipid Control 56.3 45.0 11.3
Comprehensive Diabetes Care � Lipid Profile 86.4 77.3   9.1
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

52.7 46.7   6.0

Comprehensive Diabetes Care �
Poor HbA1c Control*

32.0 46.7      -14.7

Controlling Blood Pressure 59.1 52.6   6.5
Follow-Up After Mental Illness � 7 Days 53.2 48.4   4.8
Follow-Up After Mental Illness � 30 Days 74.0 69.5   4.5
Timeliness of Prenatal Care 88.3 74.9 13.4

* Lower rates are better than higher ones for this measure, so the negative difference signifies that publicly reporting plans perform
better.
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Appendix 8: HEDIS Effectiveness of Care Measures:

Publicly Reporting vs. Non-Publicly Reporting Plans (Medicaid, 2002)

Measure Public
Reporters

Non-Public
Reporters

Average Average Difference
Adolescent Immunizations � Combo 1 47.4 35.7 11.7
Antidepressant Medication Management �
Acute Phase

47.4 47.3   0.1

Antidepressant Medication Management �
Continuation Phase

31.8 32.8  -1.0

Antidepressant Medication Management �
Contacts

19.4 16.5   2.9

Asthma Medication Use � Ages 5�9 61.4 56.6   4.8
Asthma Medication Use � Ages 10�17 62.6 60.0   2.6
Asthma Medication Use � Ages 18�56 66.7 62.2   4.5
Beta-Blocker Treatment After Heart Attack 93.3 84.2   9.1
Breast Cancer Screening 58.1 51.6   6.5
Cervical Cancer Screening 66.4 57.3   9.1
Check-Ups After Delivery 55.2 49.6   5.6
Childhood Immunizations � Combo 1 63.1 49.3 13.8
Chlamydia Screening � Ages 16�20 41.6 40.9   0.7
Chlamydia Screening � Ages 21�26 43.6 39.5   4.1
Cholesterol Management � Control 38.9 29.4   9.5
Cholesterol Management � Screening 59.2 53.7   5.5
Comprehensive Diabetes Care � Eye Exams 50.2 42.8   7.4
Comprehensive Diabetes Care �
HbA1c Testing

76.4 70.5   5.9

Comprehensive Diabetes Care � Lipid Control 46.4 40.0   6.4
Comprehensive Diabetes Care � Lipid Profile 74.6 67.4   7.2
Comprehensive Diabetes Care �
Monitoring Diabetic Nephropathy

49.2 45.8   3.4

Comprehensive Diabetes Care �
Poor HbA1c Control*

46.3 51.1 -4.8

Controlling Blood Pressure 54.4 50.8  3.6
Follow-Up After Mental Illness � 7 Days 42.9 25.3      17.6
Follow-Up After Mental Illness � 30 Days 61.3 46.2      15.1
Timeliness of Prenatal Care 74.9 63.3      11.6

* Lower rates are better than higher ones for this measure, so the negative difference signifies that publicly reporting plans perform
better.
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Appendix 9: Top 10 Organizations in HEDIS Effectiveness of Care Measures and

CAHPS 3.0H Member Satisfaction Measures (Listed Alphabetically)*

HEDIS Effectiveness of Care Measures
Organization State

Anthem Blue Cross and Blue Shield � Connecticut (HMO/POS products) Connecticut
Blue Cross and Blue Shield of Massachusetts, Inc. (HMO/POS products) Massachusetts
Capital Health Plan, Inc. d/b/a Capital Health Plan (HMO product) Florida
ConnectiCare, Inc. (HMO/POS products) Connecticut
Fallon Community Health Plan (HMO/POS products) Massachusetts
Harvard Pilgrim Health Care, Inc. (HMO/POS products) Massachusetts
Kaiser Foundation Health Plan of Colorado (HMO product) Colorado
Total Health Plan, Inc. d/b/a Tufts Health Plan (POS product) Massachusetts
Touchpoint Health Plan (HMO product) Wisconsin
Tufts Health Plan (HMO product) Massachusetts

CAHPS 3.0H Member Satisfaction Measures
Organization State

Capital District Physicians Health Plan, Inc. (HMO product) New York
Harvard Pilgrim Health Care, Inc. (HMO/POS products) Massachusetts
Harvard Pilgrim Health Care of New England (NH) (HMO/POS products) New Hampshire
Health New England, Inc. (HMO/POS products) Massachusetts
HealthPlus of Michigan (HMO/POS products) Michigan
Independent Health (HMO product) New York
Medical Associates Health Plan, Inc. (HMO/POS products) Iowa
MVP Health Care, Inc. (HMO/POS products) New York
Rochester Area Health Maintenance Organization d/b/a Preferred Care
(HMO/POS products)

New York

Scott and White Health Plan (HMO product) Texas

∗ Note: Only organizations holding NCQA Excellent Accreditation at the time of the report were eligible for the Top 10 lists.
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Appendix 10: Top 5 Organizations in HEDIS Effectiveness of Care Measures by Region (Listed Alphabetically)

The regions (as defined by the U.S. Census Bureau) include the following states:

East North Central: Illinois, Indiana, Michigan, Ohio, Wisconsin
Middle Atlantic: New Jersey, New York, Pennsylvania
Mountain: Arizona, Colorado, Idaho, Montana, Nevada, New Mexico, Utah, Wyoming
New England: Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont
Pacific: Alaska, California, Hawaii, Oregon, Washington
South Atlantic: Delaware, District of Columbia, Florida, Georgia, Maryland, North Carolina, South Carolina, Virginia, West Virginia
South Central: Alabama, Arkansas, Kentucky, Louisiana, Mississippi, Oklahoma, Tennessee, Texas
West North Central: Iowa, Kansas, Minnesota, Missouri, Nebraska, North Dakota, South Dakota.

East North Central
Organization State

Care Choices HMO (HMO product) Michigan
Group Health Cooperative of South Central Wisconsin (HMO product) Wisconsin
Network Health Plan of Wisconsin, Inc. (HMO product) Wisconsin
PersonalCare Insurance of Illinois, Inc. (HMO product) Illinois
Touchpoint Health Plan (HMO product) Wisconsin

Middle Atlantic
Organization State

Excellus BlueCross BlueShield, Rochester Region (HMO/POS products) New York
Excellus Health Plan, Inc. d/b/a Univera Healthcare (HMO/POS products) New York
Excellus Health Plan, Inc. d/b/a Upstate HMO (HMO product) New York
HealthAmerica Pennsylvania, Inc./HealthAssurance Pennsylvania, Inc.
(HMO/POS products)

Pennsylvania

Rochester Area Health Maintenance Organization d/b/a Preferred Care
(HMO/POS products)

New York

Mountain
Organization State

HMO Colorado (HMO/POS products) Colorado
IHC Health Plans (HMO/POS products) Utah
Kaiser Foundation Health Plan of Colorado (HMO product) Colorado
PacifiCare of Arizona, Inc. (HMO product) Arizona
United HealthCare of Colorado, Inc. and United HealthCare Insurance
Company (HMO/POS products)

Colorado
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New England*
Organization State

Anthem Blue Cross and Blue Shield � Connecticut (HMO/POS products) Connecticut
Blue Cross and Blue Shield of Massachusetts, Inc. (HMO/POS products) Massachusetts
ConnectiCare, Inc. (HMO/POS products) Connecticut
Fallon Community Health Plan (HMO/POS products) Massachusetts
Harvard Pilgrim Health Care, Inc. (HMO/POS products) Massachusetts
Total Health Plan, Inc. d/b/a Tufts Health Plan (POS product) Massachusetts
Tufts Health Plan (HMO product) Massachusetts

* The New England list is comprised of seven health plans rather than five because all seven plans listed appear in the national Top 10.

Pacific
Organization State

Group Health Cooperative (HMO product) Washington
Kaiser Foundation Health Plan of Hawaii, Inc. (HMO product) Hawaii
Kaiser Foundation Health Plan, Inc. � Northern California (HMO product) California
Kaiser Foundation Health Plan, Inc. � Southern California (HMO product) California
Kaiser Foundation Health Plan of the Northwest, Inc. (HMO product) Oregon

South Atlantic
Organization State

Blue Cross and Blue Shield of North Carolina (HMO/POS products) North Carolina
Blue Cross Blue Shield Healthcare Plan of Georgia, Inc. (HMO/POS
products)

Georgia

Capital Health Plan, Inc. d/b/a Capital Health Plan (HMO product) Florida
Kaiser Foundation Health Plan of Georgia, Inc. (HMO product) Georgia
MD � Individual Practice Association, Inc. (M.D. IPA) (HMO/POS products) Maryland

South Central
Organization State

Anthem Health Plans of Kentucky, Inc., d/b/a Anthem Blue Cross and Blue
Shield (HMO/POS products)

Kentucky

PacifiCare of Oklahoma, Inc. (HMO product) Oklahoma
PacifiCare of Texas, Inc. (HMO product) Texas
Scott and White Health Plan (HMO product) Texas
UnitedHealthcare of Texas, Inc. (HMO/POS products) Texas
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West North Central
Organization State

Blue Plus (HMO Minnesota d/b/a Blue Plus) (HMO/POS products) Minnesota
HealthPartners, Inc. (HMO/POS products) Minnesota
Medical Associates Health Plan, Inc. (HMO/POS products) Iowa
UnitedHealthcare of the Midlands, Inc. (HMO product) Nebraska
Wellmark Health Plan of Iowa, Inc. (HMO/POS products) Iowa
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