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Dear Colleague:

Thanks to the collective efforts of dedicated professionals, health plans, and health care organizations,
there is now in place a systematic assessment of health care quality in this country that did not exist a
decade ago. The rewards of this effort are substantial: across nearly every dimension of care measured,
performance has trended steadily, and in some cases dramatically, upward.

Happily, the trend of quality improvement continued this past year. The level of performance among
private health plans improved on 35 of 42 HEDIS® measures of effectiveness of care. While abstract on
paper, these gains translate into real improvements.  In 2005, for instance, blood pressure control
improved two percentage points over the previous year. Behind this small gain, however, are 82,000
people who brought their blood pressure down to appropriate levels - and between 1,000 and 2,000
lives were saved as a direct result.

Some may credit such improvements to what's known in business schools as the Hawthorne effect:
obvious measurement is, in and of itself, an impetus for improvement. Skeptics often ascribe various
improvements to the Hawthorne effect to cast doubt on whether a certain program, therapy, or 
innovation is actually effective. But this begs the question: What happens if we don't measure?

The good news is that the number of plans that do measure and report on quality-and the number of
Americans covered by such plans-increased for the first time in three years. In 2005, 536 HMOs and
POS plans reported data for more than 62 million Americans. And for the first time, more than 80 
preferred provider organizations (PPOs) reported HEDIS data for another 14 million people, demon-
strating that quality measurement and reporting among PPOs, once thought to be impossible, is now
feasible. This is an enormously promising development for the millions of Americans enrolled in those
plans that came forward to report. This good news, however, is tempered by the knowledge that more
than 100 million Americans remain enrolled in plans that choose to report no objective quality data. 

Too many consumers and employers choose their plan on the basis of cost alone and it's hard to blame
them. Although premium increases have slowed in recent years, they still far outpace wage growth
and our gross domestic product. Rising costs threaten to crowd quality out of the national discussion
on health care, so it's imperative to focus our efforts on not just eliminating waste, but clearly quantify-
ing and expressing our return on our health care investment in terms of better health outcomes.

Information is only of value to the extent that it prompts action or effects change. To this end, recent
developments, particularly in the public sector, are encouraging. In August, President Bush signed an
Executive Order that calls for health plans serving federal employees to collect quality and cost data.
Other federal agencies, including the Medicare program and the Federal Employees Health Benefits
program, have announced HEDIS reporting initiatives. 

Helping our health care system realize its full potential for delivering the right care at the right time to
all Americans will require tremendous resources, coordinated effort and political courage. But the
work of dedicated stakeholders from across the health care system has brought us this far, and 
produced a promising and remarkable story of improvement. I look forward to its next chapter.

Sincerely,

Margaret E. O’Kane
President

PRESIDENT’S MESSAGE
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The State of Health Care Quality is produced annually by NCQA to monitor and report on performance
trends over time, track variations in patterns of care and provide recommendations for future quality
improvement. 

This report is read annually by tens of thousands of people, from consumers to benefits managers,
policymakers, academics and consultants. As the purpose of this report is to drive improvement in the
delivery of evidence-based medicine by drawing attention to the pressing quality issues we face as a
nation, members of the media are also frequent readers.

The clinical and member satisfaction data upon which this report is based were voluntarily reported to
NCQA by more than 500 health plans. All clinical data—including data reported for the first time this
year by preferred provider organizations—are rigorously audited. Member satisfaction information is
independently collected and verified. All of these plans are to be commended for their commitment to
accountability and continuous quality improvement.

Copies of this report may downloaded online free of charge at NCQA’s Web site, www.ncqa.org. This
report is also available for purchase from NCQA by calling (888) 275-7585.

We thank you for your interest and welcome your feedback. 

INTRODUCTION
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MORE THAN 70 MILLION AMERICANS BENEFIT FROM IMPROVEMENTS DRIVEN BY QUALITY MEASUREMENT

The quality of health care for millions of Americans improved in most areas of care in 2005, the seventh
consecutive year of such gains. People enrolled in health plans that measure and publicly report per-
formance data were more likely to receive preventive care and have their chronic conditions managed
in accordance with clinical guidelines based upon medical evidence. 

Among the most notable improvements: 77.7 percent of children enrolled in private health plans
received all recommended immunizations, up from 72.5 percent in 2004; 70.3 percent of children in
Medicaid managed care plans were immunized in accordance with clinical guidelines, up from 63.1
percent in 2004. And 75.5 percent of Medicare beneficiaries who were smokers received advice to quit,
a gain of nearly 11 percentage points over 2004 (Figure 1). 

In 2005, for patients enrolled in private health plans, there was improvement in 35 of 42 HEDIS® meas-
ures. The results were also impressive among Medicaid beneficiaries enrolled in managed care plans;
31 of 40 Medicaid HEDIS measures posted gains. Among Medicare beneficiaries, however, health plans
posted gains in only 10 of 23 measures.

EXECUTIVE SUMMARY
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FIGURE 1. HEDIS EFFECTIVENESS OF CARE MEASURES
SELECT TRENDS, 2003 - 2005

COMMERCIAL AVERAGES 2003 2004 2005

Adolescent Immunization Status - Combination 2 41.6 46.9 53.7

Controlling High Blood Pressure 62.2 66.8 68.8

Childhood Immunization Status - Combination 2 69.8 72.5 77.7

Beta-Blocker Treatment After a Heart Attack 94.3 96.2 96.6

Comprehensive Diabetes Care: HbA1c Testing 84.6 86.5 87.5

Comprehensive Diabetes Care: Lipid Control (<100 mg/dL) 34.7 40.2 43.8

Medical Assistance with Smoking Cessation 68.6 69.6 71.2

MEDICAID AVERAGES 2003 2004 2005

Adolescent Immunization Status - Combination 2 33.9 38.1 42.4

Controlling High Blood Pressure 58.6 61.4 61.4

Childhood Immunization Status - Combination 2 58.5 63.1 70.3

Beta-Blocker Treatment After a Heart Attack 83.5 84.8 86.1

Comprehensive Diabetes Care: HbA1c Testing 74.8 75.9 76.2

Comprehensive Diabetes Care: Lipid Control (<100 mg/dL) 27.8 30.6 32.6

Medical Assistance with Smoking Cessation 65.8 66.9 65.6

MEDICARE AVERAGES 2003 2004 2005

Controlling High Blood Pressure 61.4 64.6 66.4

Beta-Blocker Treatment After a Heart Attack 92.9 94.0 93.8

Comprehensive Diabetes Care: HbA1c Testing 87.9 89.1 88.9

Comprehensive Diabetes Care: Lipid Control (<100 mg/dL) 41.9 47.5 50.0

Medical Assistance with Smoking Cessation 63.3 64.7 75.5



Amidst this success story, however, were signs that the pace of improvement may be slowing: fewer
quality measures showed statistically significant improvements in 2005 than in 2004. This may be an
indication that there is less room for improvement (Figure 2) and that new strategies and new measures
need to be developed and implemented to take the next steps forward in continued improvement.

THE LESSONS OF TEN YEARS OF MEASUREMENT

This year's report marks the tenth year that NCQA has reported on the state of health care quality to
the American people. A powerful thread emerges from the 10 years of collecting, analyzing and
reporting quality data: measurement leads to quality improvement.

To best demonstrate the long-term transformative effects of measurement and public reporting it is
useful to examine the trends of quality measures over the duration of the measure. Such examination
uncovers startling improvements: for example, in 2005, children enrolled in commercial health plans
were nearly three times as likely to have received all recommended immunizations as they were eight
years ago. Patients with diabetes are now more than twice as likely to have their cholesterol controlled
to recommended levels as they were in 1998. 

And perhaps the most dramatic success story is that of beta-blocker treatment: in 2005, more than 96
percent of patients who suffered a heart attack were prescribed beta-blockers to help prevent a second,
and often fatal, heart attack, up from only 62 percent in 1996. This improvement alone has saved
between 4,200 and 5,300 lives over the past 10 years.

Performance rates on several key dimensions of care have not only substantially improved over the past
decade, but in many cases undesirable variation among plans has decreased, resulting in more consis-
tent quality for patients no matter what plan they belong to (Figures 2-3).  

EXECUTIVE SUMMARY
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FIGURE 2. BETA-BLOCKER TREATMENT AFTER
A HEART ATTACK

COMMERCIAL MEAN, 10TH AND 90TH %ILES, 1996 - 2005

FIGURE 3. CONTROLLING HIGH
BLOOD PRESSURE

COMMERCIAL MEAN, 10TH AND 90TH %ILES, 1999 - 2005
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These continuous improvements in clinical quali-
ty over time, the direct result of performance
measurement and reporting, have saved the lives
of 53,000 to 91,000 Americans—and prevented
hundreds of thousands of serious complications
(Figure 4).

There are, however, disturbing exceptions to this
pattern of improvement. The quality of care for
Americans with mental health problems remains
as poor today as it was several years ago. Patients
on antidepressant medication are about as likely
to receive appropriate care today as they were in
1999 (Figure 5). Similarly, patients hospitalized for
mental illness are only marginally more likely to
receive appropriate follow-up care. Given the
huge economic and societal toll of untreated or
inadequately treated mental illness, new
approaches must be developed to bring mental
health care quality to the level of clinical 
effectiveness that evidence shows to be possible. 

PERSISTENCE OF “QUALITY GAPS” COSTS LIVES, MONEY

Despite the general improvements in quality over the past several years, enormous differences persist
between the performance of the health care system as a whole and the top 10 percent of health plans
who report on quality. These “quality gaps” represent the continuing failure to consistently deliver care
in accordance with well-established guidelines and exact a substantial toll in terms of both lives and 
economic costs. If the entire health care system performed at the level of the top accountable plans,
between 37,600 and 81,000 deaths would be avoided per year and between $2.6 billion and $3.6 billion
in unnecessary hospitalization expenses would be saved (Figure 6). 

Consumers and employers share the costs of this failure as well: low-quality care leads to an estimated
64.7 million avoidable sick days: the equivalent of almost 270,000 full-time employees, or the combined
workforces of Starbucks and Boeing, calling in sick for an entire year. Quality gaps also lead to $10.6
billion in lost productivity (Figure 7).

EXECUTIVE SUMMARY

NATIONAL COMMITTEE FOR QUALITY ASSURANCE 8

FIGURE 4. LIVES SAVED DUE TO
IMPROVEMENTS IN ACCOUNTABLE PLANS

COMMERCIAL AND MEDICARE

MEASURE LIVES SAVED

Beta-Blocker Treatment 
After a Heart Attack 4,200 - 5,300

Controlling High 
Blood Pressure 47,800 - 83,000

Poor HbA1c Control 1,600 - 2,700

TOTAL 53,600 - 91,000

FIGURE 5. FOLLOW UP AFTER HOSPITALIZATION
FOR MENTAL ILLNESS - 7 DAYS

COMMERCIAL MEAN, 10TH AND 90TH %ILES, 1998 - 2005
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FIGURE 6. AVOIDABLE DEATHS AND MEDICAL COSTS DUE TO UNEXPLAINED VARIATIONS
IN CARE: SELECT MEASURES AND CONDITIONS, U.S. POPULATION, 2005

MEASURE AVOIDABLE DEATHS AVOIDABLE HOSPITAL COSTS

Beta-Blocker Treatment After a Heart Attack 800 - 1700 $9.7 million - $15.2 million

Breast Cancer Screening 100 - 700 $41.9 million - $94.2 million

Controlling High Blood Pressure 10,600 - 29,600 $333 million - $922 million

Cervical Cancer Screening 800 - 1,200 N/A

Diabetes Care - HbA1c Control 7,400 - 15,000 $1.35 billion - $1.62 billion

Smoking Cessation 7,300 - 11,100 $848 million - $872 million

Prenatal Care 1,300 - 2,200 N/A

Colorectal Cancer Screening 5,700  - 11,900 $267 million - $374 million

Flu Shots for Adults (65+) 3,600 - 7,600 N/A

Osteoporosis Management N/A $8.3 million - $8.7 million

Total 37,600 - 81,000 $2.9 billion - $3.9 billion

FIGURE 7. ESTIMATED SICK DAYS* AND LOST PRODUCTIVITY
DUE TO SUBOPTIMAL CARE, U.S. WORKFORCE, 2005

MEASURE SICK DAYS LOST PRODUCTIVITY

Depression 8.4 million $1.4 billion

Asthma 11.8 million $1.9 billion

Diabetes 17.3 million $2.8 billion

Hypertension 27.2 million $4.5 billion

Total 64.7 million $10.6 billion

* Includes days attributable to “presenteeism,” when sick employees report to work but work at a reduced capacity.



ACCREDITATION, PUBLIC REPORTING ARE KEYS TO QUALITY 

Health plans that undergo accreditation - assessment for compliance with standards for quality
improvement, access to care, utilization management, and patients' rights and responsibilities - 
continue to perform at a higher level than those that are not accredited (Figure 8). In 2005, accredited
commercial managed care plans scored higher than their unaccredited counterparts on 38 of 40 report-
ed measures. Accredited Medicare plans scored higher on 22 of 23 measures, while accredited
Medicaid plans outperformed non-accredited plans on 34 of 38 measures.

Public reporting also spurs higher performance. This year, publicly reporting commercial plans outper-
formed non-publicly reporting plans on 37 of 40 measures, and publicly reporting Medicaid plans
scored higher than their non-publicly reporting counterparts on 33 of 38 measures (Figure 9). 

EXECUTIVE SUMMARY
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FIGURE 8. HEDIS EFFECTIVENESS OF CARE MEASURES
ACCREDITED VS. NON-ACCREDITED PLANS: SELECT COMMERCIAL AVERAGES, 2005

MEASURE ACCREDITED UNACCREDITED DIFFERENCE

Adolescent Immunization Status - Combo 2 56.5 44.2 12.2 

Beta-Blocker Treatment After a Heart Attack 97.1 93.0 4.2 

Breast Cancer Screening 72.6 70.1 2.5 

Cervical Cancer Screening 82.6 79.0 3.7 

Childhood Immunization Status - Combo 2 79.1 73.1 6.0 

Comprehensive Diabetes Care - Poor HbA1c Control* 28.6 33.4 (4.8)

Controlling High Blood Pressure   69.9 64.9 5.0 

Follow-up After Hospitalization for Mental Illness - 30 Days 77.0 70.4 6.7 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 92.9 88.2 4.7 

Use of Appropriate Medications for Asthma - Combined Rate 90.3 88.5 1.8 

* Lower rates are better for this measure; the negative difference signifies higher performance among NCQA-Accredited plans for this measure.

FIGURE 9. HEDIS EFFECTIVENESS OF CARE MEASURES
PUBLICLY REPORTING VS. NON-PUBLICLY REPORTING PLANS: SELECT COMMERCIAL AVERAGES, 2005

MEASURE PUBLIC NON-PUBLIC DIFFERENCE

Adolescent Immunization Status - Combo 2 55.2 37.6 17.6 

Beta-Blocker Treatment After a Heart Attack 96.9 91.8 5.1 

Breast Cancer Screening 72.3 69.3 3.0 

Cervical Cancer Screening 82.3 77.2 5.1 

Childhood Immunization Status - Combo 2 78.9 65.3 13.6 

Comprehensive Diabetes Care - Poor HbA1c Control* 29.0 35.7 (6.7)

Controlling High Blood Pressure  69.4 62.0 7.4 

Follow-up After Hospitalization for Mental Illness - 30 Days 76.6 66.5 10.1 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 92.7 84.1 8.6 

Use of Appropriate Medications for Asthma - Combined Rate 89.9 89.3 0.6 

* Lower rates are better for this measure; the negative difference signifies higher performance among publicly reporting plans for this measure.



The Centers for Medicaid & Medicare Services (CMS) requires that all Medicare Advantage managed
care plans publicly report HEDIS data; NCQA requires all accredited plans to allow public reporting of
their clinical quality data. Additionally, a number of states require that plans offering Medicaid 
managed care plans report HEDIS data.

ENROLLMENT SHIFTS PRESENT 
CHALLENGES FOR IMPROVEMENT 

Americans enrolled in health 
maintenance organizations
(HMOs) and point of service
(POS) plans are significantly more
likely to have information about
the quality provided to their
members. In 2005, more than 73
percent of HMO/POS plans 
operating in the U.S. submitted
data on their performance, the
highest proportion ever. But the
proportion of Americans enrolled
in such plans has declined from a
high of 52 percent in 1999 to 33
percent today (Figure 10). At the 
same time, the number of people enrolled in preferred provider organizations (PPOs) and consumer-
directed health plans (CDHPs) has grown to nearly 100 million Americans, or 64 percent of those who
get their insurance through their employer. 

The continuing high cost of coverage has created new barriers to Americans with insurance receiving
needed care and increased the number of Americans without insurance. While the recent double-digit
pace of health care inflation appears to have slowed, the cost of the average health insurance policy for
a family of four topped $10,000 a year in 2005. The need to focus on both cost and quality has never
been greater.

MORE AMERICANS IN ACCOUNTABLE PLANS AS PPOS COME FORWARD

Troubled by these trends, NCQA in 2005 called on PPOs to voluntarily report their performance on
HEDIS measures. A total of 80 commercial PPOs - providing care to 14 million Americans - reported
clinical quality data in 2005. This has helped to reverse a three-year trend of fewer Americans in
accountable health plans. 

In 2006, this positive trend is expected to continue thanks to the leadership of the federal government.
The Centers for Medicare & Medicaid Services (CMS) has required PPOs participating in the Medicare
Advantage program to report HEDIS measures in 2006 and to begin public reporting in 2007. In addi-
tion, the Office of Personnel Management (OPM) has required PPOs and other fee-for-service plans
serving federal employees to report five HEDIS measures in 2007 for public release in 2008. 

EXECUTIVE SUMMARY
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FIGURE 10. ENROLLMENT TRENDS
BY PRODUCT TYPE, 1988-2006
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Source: Kaiser Family Foundation/HRET Employer Health Benefits Survey, 2006.



Owing to the limited number of PPOs reporting and the fact that not all reported results for the entire
HEDIS data set, the resulting set of reportable measure averages is limited (Figures 11-12). However, it
is important to bear in mind that 2005 was the first year of HEDIS reporting for many of the PPO plans
that submitted data to NCQA. 

These plans that came forward in 2005 (Figure 13) are to be commended for being among the first in
their sector of the health insurance industry to report HEDIS results. The implications for consumers
and purchasers could not be more significant: more than six in ten Americans are enrolled in a PPO or
similar type of health plan; until 2005, very little reliable quality data existed for this largest sector of
the industry. The reporting efforts of these plans demonstrate that systematic collection and reporting
of quality data is an activity in which PPOs and similar plans can engage in today. 

As those PPOs that have led the market in reporting quality data expand and refine their efforts, and
new PPOs come forward to report their data, it is to be expected that a broader set of measure results
will become available in subsequent years. More importantly, as 10 years of measurement among 
managed care plans has shown, performance on those measures will improve substantially as quality
improvement initiatives are implemented and data collection strategies refined. This holds significant
promise for dramatic improvements in the care for, and quality of life of, tens of millions of Americans.

EXECUTIVE SUMMARY
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FIGURE 11. HEDIS EFFECTIVENESS OF CARE MEASURES - PPO
Select National Averages (Administrative Data), Commercial PPO Plans - 2005

MEASURE RATE

Breast Cancer Screening 64.6

Chlamydia Screening (ages 16-20) 27.2

Chlamydia Screening (ages 21-26) 29.0

Chlamydia Screening (Combined rate) 28.1

Imaging Studies for Low Back Pain 72.9

Appropriate Treatment for Children with an Upper Respiratory Infection 83.3

Flu Shots for Adults 36.8

FIGURE 12. CAHPS MEMBER SATISFACTION MEASURES - PPO
Select National Averages, Commercial PPO Plans - 2005

MEASURE RATE

Rating of Health Plan (8, 9 or 10) 63.5

Getting Needed Care 84.3

Getting Care Quickly 81.2

Customer Service 67.7

Claims Processing 90.1

Rating of Personal Doctor (8, 9 or 10) 78.6



TAKING OFF THE BLINDFOLD: TRANSPARENT HEALTH CARE FOR ALL AMERICANS

The success of the past 10 years cannot be taken for granted. Today, more than 100 million Americans
who have health insurance still do not benefit from the transparency of quality measurement and
reporting. And, of course, 47 million Americans who are uninsured have access to little or no 
information about the quality of the care they receive. NCQA proposes to expand in the coming years
the breadth of health care accountability by calling for public quality reporting from a greater number
of health plans. NCQA will also expand the scope of reporting by introducing new metrics of clinical
quality and resource use. NCQA’s recommendations for improving health care accountability follow.

� Expand the community of accountable health plans. A decade’s worth of data has shown that
plans that measure and report on their quality perform at a higher level than unaccountable plans.
The introduction of PPO reporting demonstrates that many plans that have not traditionally
engaged in quality measurement and reporting activities can do so today. This highlights the imper-
ative that private and public customers of all health plans—including HMOs, point-of-service plans,
PPOs, “high-deductible” plans and fee-for-service plans—demand more widespread collection and
reporting of quality data to allow for informed comparisons and sound choices. 

There are encouraging signs that purchasers—most visibly in the public sector—are demanding
accountability from their health plans. In August, President Bush signed an Executive Order man-
dating that health plans administered or sponsored by the federal government measure the quality
of their care and provide cost and quality data to their beneficiaries. Additionally, Medicare
Advantage PPO plans will report HEDIS measures in 2006 and begin public reporting in 2007; the
Office of Personnel Management will require PPOs and other fee-for-service plans serving federal
employees to report five HEDIS measures beginning in 2007. 

EXECUTIVE SUMMARY
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FIGURE 13. PPO PLANS REPORTING HEDIS DATA IN 2005
Commercial PPO Plans - 2005

REPORTING PLANS, 2005*

Aetna Life Insurance Company - North East Region
Aetna Life Insurance Company - West Region
Aetna Life Insurance Company - MidAtlantic Region
Aetna Life Insurance Company - North Central Region
Aetna Life Insurance Company - Southeast Southwest 

Region
American Postal Workers Union Health Plan
Blue Cross and Blue Shield of Kansas City
Blue Cross and Blue Shield of Massachusetts, Inc.
Blue Cross and Blue Shield of New Mexico
Blue Cross and Blue Shield of North Carolina
Blue Cross Blue Shield of Delaware
Blue Cross of California
Blue Shield of California
BluePreferred 
Cariten Insurance Company
Connecticut General Life Insurance Company
Federal Plan 87
Foreign Service Benefit Plan
Geisinger Indemnity Insurance Company
Government Employees Hospital Association, Inc.
Hawaii Medical Service Association (HMSA)

Health Alliance Plan of Michigan
HealthPartners, Inc.
Horizon HMO
Humana Health Plan of Texas, Inc.
Humana Health Plan, Inc. - Kentucky
Humana Healthplan of Ohio, Inc.
Humana Insurance Company 
Humana Medical Plan, Inc. - Florida
IBA Health and Life Assurance Company
Keystone Health Plan West, Inc.
Medical Mutual of Ohio
National Association of Letter Carriers Health Benefit Plan
PacifiCare Life and Health Insurance Company/

PacifiCare Life Assurance Company
PersonalCare Insurance of Illinois, Inc.
QCC Insurance Company (Personal Choice)
Rural Carrier Benefit Plan
Special Agents Mutual Benefit Association
Triple-S, Inc. (P.R.)
Tufts Associated Health Maintenance Organization, Inc.   

* This list comprises those participating PPOs that allowed their names to be published.



To help facilitate better comparisons among health plans, NCQA is developing a common set of
quality standards to apply to all health plans. This initiative, to be unveiled in detail in 2007 and
implemented in 2008, proposes to evaluate all health plans on a single set of standards and to allow
consumers to compare plans based on a common set of criteria.

NCQA is currently reaching out to the stakeholders across the health care industry—including 
consumers, employers, health plans and government leaders—to gain input on how best to align
accreditation requirements and drive greater improvement in the performance throughout the U.S.
health care system. 

� Promote quality measurement and improvement at the provider level—and reward those who
participate. Demand for provider-level quality measurement is growing among consumers, employ-
ers, and such public programs as Medicare. While some progress has occurred in recent years—
especially in the hospital arena—precious little objective data exist to help consumers make sound
decisions about their care. A number of efforts to measure provider quality are under way. NCQA
plays a role in many of them. 

Consensus is key to any measurement effort; to that end, NCQA has worked with a number of
broad stakeholder groups to develop measures of care in the ambulatory setting. In 2005, NCQA
collaborated with the American Medical Association's Physician Consortium for Performance
Improvement to develop measures of ambulatory care quality that have gained endorsement from
the National Quality Forum. This year, NCQA partnered with the AMA Consortium and
Mathematica Policy Research in an ongoing effort to develop measures of quality among medical
specialists.

The number and type of provider measures is growing, but provider-level measurement cannot
answer all of the ills of the U.S. health care system. Many physicians practice by themselves or in
small groups and do not have enough patients to accurately assess their performance. At the same
time, many patients see two or more physicians and it is difficult to assess their care at the 
individual provider level.

Quality measurement at the health plan level remains a powerful tool to assess provider quality. In
2006, NCQA launched Physician and Hospital Quality, a voluntary component of its Quality Plus
program, to evaluate how well plans measure and report on the quality of care delivered by the 
hospitals and physicians in their network. More than 50 health plans, covering more than 20 million
Americans, have committed to participate.  

A powerful tool to drive improvement in physician quality is pay for performance-the linking of
payment to quality. Notable efforts in this area include the Integrated Healthcare Association's P4P
project in California and the employer-led Bridges to Excellence program, operating in nearly a
dozen communities across the country. Further expansion of provider-level measurement coupled
with plan measurement and pay for performance is needed.

Ultimately, the effort to measure at the provider level will be judged a success by the extent to which
it helps consumers make better decisions about their care. As consumers migrate into plans that
demand a higher level of participation, such as PPOs and consumer-directed plans, the need for 
useful, understandable information about physicians and hospitals will be brought into sharp relief.

EXECUTIVE SUMMARY
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� Make the cost and quality of health care transparent for all Americans. Ten years ago, systematic
measurement of health care quality on a national level simply did not exist. Since then, we have
made enormous progress in the effort to map the quality of America’s health care. Yet many blind
spots where no measurement activities occur persist. 

Perhaps the most glaring of these blind spots is measurement of health care value: the assessment of
both quality and costs. Although annual increases in health care premiums have dropped below
double digits, costs have increased nonetheless, more than 56 percent over the last five years. As a
result, the line item for health insurance has undergone a great deal of scrutiny in recent years in
both family and corporate budgets—and while many workers and companies have assessed their
health care spending, few have worked to determine how much health they’re getting for their health
care dollar.

To help determine the efficiency of health care providers, NCQA has developed the first generation
of Relative Resource Use HEDIS measures. These measures of resource use, when combined with
HEDIS quality measures, will provide for standardized, risk-adjusted comparisons of provider net-
works based on efficiency — in other words, they help make comparative assessments of how much
health purchasers get for their health care dollar. The measures cover six major conditions: diabetes,
cardiac conditions, asthma, cardiac obstructive pulmonary disorder (COPD), uncomplicated hyper-
tension and acute low back pain. These six conditions collectively account for 50 to 60 percent of all
direct medical expenses.

Expanded Accreditation, in concert with Relative Resource Use measures, are a first step towards 
providing American consumers with a more complete picture of both the quality and cost of health
care and drive the improvement that is so sorely needed. But these initiatives are insufficient by 
themselves; their impact is dependent upon the support of consumers and purchasers, and the 
participation of health plans and providers. Spreading the benefits of transparency and accountability
to the millions of Americans currently in the dark will require enormous political will and the concert-
ed efforts of consumers, purchasers, health care providers and thought and policy leaders. 

The past 10 years of data clearly demonstrate the transformative effects of quality measurement and
reporting. Only through sustained, concerted calls for expansion can its tremendous promise for
improving America’s health be realized.
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HEDIS MEASURES OF CARE

ABOUT HEDIS

The Health Plan Employer Data and Information Set (HEDIS) is a tool used by more than 90 percent of
America’s managed health care plans to measure performance on important dimensions of care and
service. By providing objective clinical performance data measured against a detailed set of measure
criteria, HEDIS provides purchasers and consumers the means to make informed comparisons among
health plans on the basis of performance.

Employers, consultants and consumers use HEDIS data, along with accreditation information, to help
them select the best health plan for their needs. HEDIS data are also the centerpiece of most health
plan “report cards” that appear in national magazines and local newspapers.

HEDIS measures address a broad range of important health issues, including:

�Asthma � Chronic Obstructive Pulmonary Disease (COPD)
� Blood Pressure � Depression
� Cancer � Diabetes
� Cardiovascular Disease � Osteoporosis
� Childhood Immunizations � Smoking

Included in HEDIS is the CAHPS 3.0H survey, which measures members’ experiences with their care
in areas such as claims processing, customer service, and getting needed care quickly.

To ensure the validity of HEDIS results, all data are rigorously audited by certified auditors, using a
process designed by NCQA. 

More information about national averages and trends are available in the Appendices.

NEW IN THIS YEAR’S REPORT

Life-of-measure trends: As part of our look back over the last decade of quality measurement, NCQA
is including historical data for the entire life of each HEDIS measure. This provides the most complete
picture of the trends over time for each measure, highlighting success stories and pointing out areas for
further improvement

National Variation: Undesirable variation in care is a critical area for improvement. This report 
quantifies “national variation”—the difference between the top 10 percent and bottom 10 percent of
health plans—for each measure to provide a more complete picture of the gaps in quality.

Top States: This report identifies for the first time the top-performing state on each measured aspect of
care to provide specific insight into geographic variations in health care quality. Some states appear
often on these lists. While some differences in results can be ascribed to economic or demographic fac-
tors, it is hard to understand why care would appear to be dramatically better in a handful of states.
Only those states where five or more plans reported data were considered for inclusion.

CHOLESTEROL MANAGEMENT AFTER A HEART ATTACK

In 2005, health plans and auditors reported a number of false-positive members for the Cholesterol
Management After a Heart Attack measure. After investigating the problem, NCQA determined that
errors in the coding specifications artificially depressed rates on this measure across the board. As a
result, results for this measure are not included in this year’s report.
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Rates improve substantially in key preventive measure.

Immunizations play a key role in protecting the health of adolescents.  Safe and effective vaccines are
available; however, some adolescents continue to be affected by vaccine-preventable diseases such as
measles, mumps, rubella, hepatitis B and varicella (chicken pox). Immunizations successfully and inex-
pensively reduce the incidence of these dangerous and costly diseases.

ADOLESCENT IMMUNIZATION STATUS

ABOUT ADOLESCENT IMMUNIZATION

�Adolescent immunizations for hepatitis B, vari-
cella and MMR are recommended by the
Centers for Disease Control and Prevention.1

� The hepatitis B vaccine is now a routine part of
childhood vaccinations; new infections have
declined from an average of 260,000 in the
1980s to about 60,000 in 2004, with the greatest
decline among children and adolescents.2

�Approximately 340,000 children and adoles-
cents aged 2-18 years have chronic illnesses,
placing them at risk for influenza and pneumo-
coccal diseases and their complications.3

MEASURE DEFINITION 

The Adolescent Immunization Status measure
estimates the percentage of enrolled adolescents
who turn 13 years old and who had a second
MMR, three hepatitis B and one VZV (chicken
pox) vaccinations by their 13th birthday.  The
measure calculates a rate for each vaccine and
one combination rate. 

Note: Combination 1 was retired in 2005.

THE CASE FOR IMPROVEMENT 

� Discontinuation of the measles vaccine in the
U.S. would result in 3-4 million measles cases,
1,800 deaths, 1,000 cases of encephalitis and
80,000 cases of pneumonia per year.4

� Immunizations are one of the most cost-effec-
tive health intervention strategies available,
saving society more than $5 for each dollar
spent.5

� The MMR vaccine saves $16.34 in direct med-
ical costs for every $1 spent.6
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RESULTS AND ANALYSIS

COMMERCIAL

Chicken Pox Vaccination: 60.2 up 4.5 pts
Nationwide variability: 52.1 pts
Top State: Massachusetts, 89.9

Hepatitis B Vaccination: 71.8 up 5.0 pts
Nationwide variability: 42.2 pts
Top State: Massachusetts, 91.9

Measles/Mumps/Rubella: 78.5 up 1.7 pts
Nationwide variability: 32.8 pts
Top State: Connecticut, 91.6

Combination 2 Rate: 53.7 up 6.8 pts
Nationwide variability: 54.7 pts
Top State: Massachusetts, 85.5

MEDICAID

Chicken Pox Vaccination: 48.3 up 1.5 pts
Nationwide variability: 55.2 pts
Top State: Michigan, 68.2

Hepatitis B Vaccination: 63.6 up 2.5 pts
Nationwide variability: 47.9 pts
Top State: New York, 81.4

Measles/Mumps/Rubella: 70.7 down 0.9 pts
Nationwide variability: 47.0 pts
Top State: New York, 83.9

Combination 2 Rate: 42.4 up 4.3 pts
Nationwide variability: 56.1 pts
Top State: Michigan, 61.5

ADOLESCENT IMMUNIZATION STATUS
COMBINATION 2: TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICAID

2005 53.7 42.4

2004 46.9 38.1

2003 41.6 33.9

2002 31.2 24.8

2001 24.8 18.6

2000 18.4 13.2

1999 13.9 N/A

1998 10.5 N/A



Rates show mixed results, have been largely stagnant over the life of the measure.

32.6 to 35.1 million adults in the United States—about 15 percent of the population—will suffer from
major depressive disorder in their lifetime.1 Depressive disorders are marked by a substantial and sus-
tained disruption in a person's mood, behavior, physical health and thoughts. There are three main
depressive disorders: major depression, dysthymia (a less severe, chronic form of depression) and
bipolar disorder.  In a given year, an estimated 17.1 million American adults suffer from a depressive
disorder or depression.2

ANTIDEPRESSANT MEDICATION MANAGEMENT

ABOUT ANTIDEPRESSANT MANAGEMENT

� 40 to 50 percent of primary care patients diag-
nosed with depression discontinue treatment
within the first 3 months.3 Another 50 percent
discontinue antidepressant medications during
the maintenance phase of treatment.4

� Premature discontinuation of treatment is asso-
ciated with higher rates of depression relapse
and major depressive episodes.5

MEASURE DEFINITION 

The following components of this measure assess
different facets of successful pharmacological
management of depression in patients 18 years
and older.

Optimal Practitioner Contacts for Medication
Management: The percentage of eligible members
with a new diagnosis of depression treated with
an antidepressant medication who received at
least three follow-up office visits with a primary
care physician or mental health provider in the
12-week acute treatment phase. 

Effective Acute Phase Treatment: The percentage of
eligible members who remained on antidepres-
sant medication during the entire 12-week acute
phase.

Effective Continuation Phase Treatment: The per-
centage of eligible members treated with antide-
pressant medication and remained on antide-
pressant medication for at least 6 months.

These indicators monitor the degree to which
adult health plan members suffering from
depression receive effective clinical management
and pharmacological treatment of depression as
outlined in the Agency for Healthcare Research
and Quality’s Depression in Primary Care.
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RESULTS AND ANALYSIS

COMMERCIAL

Practitioner Contacts: 20.6 up 0.6 pts
Nationwide variability: 19.1 pts
Top State: Connecticut, 33.4

Acute Treatment: 61.4 up 0.5 pts
Nationwide variability: 15.9 pts
Top State: Minnesota, 70.2

Continuation Treatment: 45.0 up 0.7 pts
Nationwide variability: 16.1 pts
Top State: Minnesota, 57.4

MEDICARE

Practitioner Contacts: 11.8 down 0.1 pts
Nationwide variability: 14.1 pts
Top State: New York, 18.0

Acute Treatment: 54.9 down 1.3 pts
Nationwide variability: 27.5 pts
Top State: Pennsylvania, 60.6

Continuation Treatment: 41.0 down 1.1 pts
Nationwide variability: 29.2 pts
Top State: Pennsylvania, 46.7

MEDICAID

Practitioner Contacts: 20.7 up 1.3 pts
Nationwide variability: 25.0 pts
Top State: New York, 22.8

Acute Treatment: 46.0 down 0.4 pts
Nationwide variability: 26.2 pts
Top State: Minnesota, 57.5

Continuation Treatment: 30.3 down 0.2 pts
Nationwide variability: 28.2 pts
Top State: Minnesota, 41.3



ANTIDEPRESSANT MEDICATION MANAGEMENT

THE CASE FOR IMPROVEMENT 

� Major depressive disorder is the leading cause
of disability in the United States and in market
economies worldwide.6

� Depression has the highest medical benefit
costs for all behavioral conditions and results in
more days of disability than chronic medical
conditions such as heart disease, hypertension,
diabetes and lower back pain. 

� Workers with depression cost employers in
excess of $30 billion per year in lost productive
time compared to the expected cost in workers
without depression.7

� Total medical costs are reduced in patients
remaining on antidepressants for at least 90
days.8

� One study showed patients discontinuing anti-
depressant treatment within 6 months accumu-
lated $432 in higher medical costs per year than
adherent patients.9

� The overall health bills of workers who report
depression are 70 percent higher than those of
employees who do not.10

� Chronically ill patients with co-morbid depres-
sion are associated with lower survival rates,
lower treatment compliance and lower quality
of life.11

�Adults who are depressed are less physically
healthy, less socially active and less satisfied
with their lives than adults who are not
depressed.12

� Nearly 1 in 6 people with severe, untreated
depression commits suicide.13

� Suicide rates increase with age and are very
high among those 65 years and older. Most eld-
erly suicide victims are seen by their primary
care provider a few weeks prior to their suicide
attempt and diagnosed with their first episode
of mild to moderate depression.14

� Depression affects people of all ages, but often
first occurs in a person's late twenties. Elderly
people suffer from high rates of depression.15
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OPTIMAL PRACTITIONER CONTACTS
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 20.6 11.8 20.7

2004 20.0 11.9 19.4

2003 20.3 10.5 18.0

2002 19.2 10.8 18.2

2001 19.8 11.9 19.0

2000 N/A N/A N/A

1999 21.4 N/A N/A

1998 22.7 N/A N/A

EFFECTIVE ACUTE PHASE TREATMENT
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 61.4 54.9 46.0

2004 60.9 56.3 46.4

2003 60.7 53.3 46.2

2002 59.8 52.1 47.4

2001 56.9 51.3 45.5

2000 N/A N/A N/A

1999 58.8 N/A N/A

1998 54.3 N/A N/A

EFFECTIVE CONTINUATION
PHASE TREATMENT

TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 45.0 41.0 30.3

2004 44.3 42.1 30.5

2003 44.1 39.2 29.3

2002 42.8 37.7 32.3

2001 40.1 36.8 30.0

2000 N/A N/A N/A

1999 42.1 N/A N/A

1998 38.0 N/A N/A



Rates decline among commercial and Medicaid plans.

Pharyngitis, or sore throat, is a common diagnosis in children. An estimated 10 percent of all children
who see a medical care provider will be evaluated for pharyngitis annually.1 The majority of pharyngi-
tis cases in children are caused by viral illnesses. While antibiotics are needed to treat bacterial pharyn-
gitis, they are not useful for treating viral pharyngitis. Before antibiotics are prescribed, a simple diag-
nostic test needs to be run to validate a bacterial origin. Unfortunately, a diagnostic test is not always
completed before antibiotics are prescribed. Inappropriate use of antibiotics is costly, ineffective and
contributes to the development of drug-resistant bacterial strains.

APPROPRIATE TESTING FOR CHILDREN
WITH PHARYNGITIS  

ABOUT PHARYNGITIS TESTING

� Only 35 percent of pharyngitis cases in children
are caused by bacteria. Pharyingitis is most
commonly caused by Group A streptococcus
(GAS), commonly known as strep throat.2

�Antibiotic use has been proven to be directly
linked to the prevalence of antibiotic resistance
in the community.  Promoting judicious use of
antibiotics is important to reduce levels of
antibiotic resistance.3

� Physicians perform tests for strep throat in 51
percent of pediatric pharyngitis cases.4

�A 2003 study found testing for strep throat to
be completed in 73 percent of all pharyngitis
cases and in 81 percent of cases where antibi-
otics were prescribed. Of concern, in 36 percent
of cases where a patient received antibiotics
and underwent a test for strep throat, the test
came back negative.5

MEASURE DEFINITION 

This measure estimates the percentage of children
2 - 18 years of age who were diagnosed with
pharyngitis, prescribed an antibiotic and who
received a GAS, or strep, test for the episode.

THE CASE FOR IMPROVEMENT 

� In a recent nationwide physician survey, 42
percent reported that they would start antibiotic
treatment for children with pharyngitis before
knowing the results and continue with treat-
ment despite a negative strep test.6

� 7.3 million children ages 3-17 visit primary care
physicians and emergency rooms with a sore
throat. In 53 percent of these visits antibiotics
were prescribed.7

� The Office of Technology Assessment (OTA)
calculated the direct cost of antibiotic resistance
for hospitals at $1.9 billion in 2001 dollars.8
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APPROPRIATE TESTING FOR
CHILDREN WITH PHARYNGITIS

TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICAID

2005 69.7 52.0

2004 72.6 54.4

2003 70.7 53.8

RESULTS AND ANALYSIS

COMMERCIAL

Testing rate: 69.7 down 2.9 pts
Nationwide variability: 31.1 pts
Top State: Georgia, 85.7

MEDICAID

Testing rate: 52.0 down 2.4 pts
Nationwide variability: 54.8 pts
Top State: Tennessee, 65.6



APPROPRIATE TREATMENT FOR CHILDREN
WITH AN UPPER RESPIRATORY INFECTION

TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICAID

2005 82.9 82.5

2004 82.7 79.9

2003 80.8 80.1

Medicaid plans post gains; inappropriate treatment leads to antibiotic resistance.

In the course of a year, Americans will suffer an estimated 1 billion upper respiratory infections (URIs),
commonly known as colds.1 Colds are most prevalent among children due to their relative lack of
exposure to prior colds and to their high contact with other children. Consequently, children have an
estimated six to ten colds a year. Existing clinical guidelines do not support the use of antibiotics
because the cause of the common cold is often viral. However, research indicates antibiotics are often
prescribed in children with URIs.2

APPROPRIATE TREATMENT FOR CHILDREN WITH AN
UPPER RESPIRATORY INFECTION

ABOUT TREATMENT FOR UPPER RESPIRATORY
INFECTIONS

� Studies have found as many as 22 percent of
office visits for common colds result in an
antibiotic prescription for children under 15.3

� Between 1996 and 2001, four percent of all U.S. 
children age 1-14 were prescribed antibiotics to
treat an URI.4

� Inappropriate treatment of the common cold
with antibiotics increases drug resistance,
decreasing the effectiveness of currently avail-
able pharmaceuticals against bacteria and
increasing an individual's risk of becoming
infected with a drug-resistant bacteria.5

MEASURE DEFINITION 

This measure estimates the percentage of chil-
dren 3 months to 18 years of age who were diag-
nosed with an upper respiratory infection (URI)
and did not receive an antibiotic prescription
within 3 days of the visit. Higher rates indicate
more appropriate use of antibiotics. 

THE CASE FOR IMPROVEMENT 

�Appropriate treatment for URI will decrease
the number of individuals at risk for complica-
tions arising from the side effects of antibiotics,
which include fevers, rashes, drug allergies,
prolonged hospital stays and even death. 

�Appropriate antibiotic use will help lessen the
spread of antibiotic resistance, prolonging the
effectiveness of currently available antibiotics
and decreasing the risk of infection by a drug-
resistant pathogen. 

� In 1998, $227 million was spent for inappropri-
ate treatment for URIs in 7.4 million patients.6

�Appropriate antibiotic use will decrease the
need to develop new and often very expensive
antibiotic drugs to replace those that have
become ineffective due to resistance. It will also
decrease the probability of developing 
infections for which no effective antibiotics 
currently exist.
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RESULTS AND ANALYSIS

COMMERCIAL

Treatment rate: 82.9 up 0.2 pts
Nationwide variability: 17.1 pts
Top State: Washington, 90.7

MEDICAID

Treatment rate: 82.5 up 2.6 pts
Nationwide variability: 20.8 pts
Top State: Colorado, 91.1



Top 10 percent of plans score 100 percent on important aspect of cardiac care.

An estimated 7.2 million Americans over 20 have a history of myocardial infarction (MI), or heart
attack.1 The American Heart Association and the American College of Cardiology strongly recommend
beta-blocker treatment following an MI to reduce mortality during its acute and long-term manage-
ment.2 The dramatic rise in beta-blocker treatment rates—more than 30 percentage points since 1996—
is proof that sustained attention and effective initiatives can save lives and improve quality of life.

BETA-BLOCKER TREATMENT AND PERSISTENCE OF
BETA-BLOCKER TREATMENT AFTER A HEART ATTACK 

ABOUT BETA-BLOCKER TREATMENT

� Over a million heart attacks occur in 
the United States each year, resulting in 515,000
deaths, one half of those who die 
do so within 1 hour of symptom onset3

�About half of all heart attack survivors are
readmitted to the hospital within one year of
the event; reoccurring heart attack rates 
remain exceedingly high.4

� Cardiovascular diseases are the single largest
killer of Americans. Every 26 seconds, an
American suffers a coronary event; about every
minute, an American dies from one.5 

� If all heart attack survivors received timely
beta-blocker therapy, an estimated 1,500 deaths
could be averted each year. If they continued
treatment for twenty years, 4,300 fewer chronic
heart disease deaths and 3,500 fewer heart
attacks would result.6

MEASURE DEFINITION 

The Beta-Blocker Treatment After a Heart Attack
measure estimates the percentage of members 35
years of age and older who were hospitalized
and discharged from the hospital after surviving
a heart attack and who received a prescription
for beta blockers upon discharge.

The Persistence of Beta-Blocker Treatment After 
a Heart Attack measure estimates the percentage 
of members 35 years of age and older who were 
hospitalized and discharged from the hospital 
after surviving a heart attack and who received 
persistent beta blocker treatment for six months
after discharge.  
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RESULTS AND ANALYSIS

COMMERCIAL

Beta-Blocker Treatment: 96.6 up 0.5 pts
Nationwide variability: 8.1 pts
Top State: Connecticut, 99.4

Beta-Blocker Persistence: 70.3 up 2.9 pts
Nationwide variability: 23.0 pts
Top State: Massachusetts, 78.9

MEDICARE

Beta-Blocker Treatment: 93.8 down 0.2 pts
Nationwide variability: 16.9 pts
Top State: Pennsylvania, 98.8

Beta-Blocker Persistence: 65.4 up 4.1 pts
Nationwide variability: 37.5 pts
Top State: Massachusetts, 75.3

MEDICAID

Beta-Blocker Treatment: 86.1 up 1.3 pts
Nationwide variability: 40.9 pts
Top State: Michigan, 96.0

Beta-Blocker Persistence: 69.8 down 0.1 pts
Nationwide variability: 29.4 pts
Top State: Pennsylvania, 71.0



BETA-BLOCKER TREATMENT AND PERSISTENCE OF
BETA-BLOCKER TREATMENT AFTER A HEART ATTACK

THE CASE FOR IMPROVEMENT 

� The estimated direct and indirect costs 
associated with heart disease in 2006 is $258.5
billion; indirect costs—such as missed work
days and decreased productivity—account for
$110.4 billion.7

� Several clinical studies have demonstrated that
use of beta-blockers following a heart attack
decreases the likelihood of a recurrent heart
attack and other cardiovascular mortality,
increasing the probability of long-term survival
up to 40 percent.8-10

�Although beta-blockers are very frequently
prescribed in the acute phase after a heart
attack, adherence to beta-blocker therapy
declines significantly within the first year.11

� Treating a heart failure patient with beta-
blockers saves nearly $4,000 in hospital bills
over a 5-year period.12
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BETA-BLOCKER TREATMENT
AFTER A HEART ATTACK

TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 96.6 93.8 86.1

2004 96.2 94.0 84.8

2003 94.3 92.9 83.5

2002 93.5 93.0 90.1

2001 92.5 92.9 87.9

2000 89.4 89.3 82.7

1999 85.0 N/A N/A

1998 79.7 N/A N/A

1997 74.1 N/A N/A

1996 62.6 N/A N/A

PERSISTENCE OF BETA-BLOCKER 
TREATMENT AFTER A HEART ATTACK

TRENDS, 2004 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 70.3 65.4 69.8

2004 67.4 61.3 69.9



7 in 10 diagnosed with breast cancer have no identifiable risk factors. 

Breast cancer is one of the most common types of cancer among American women. In 2006, an estimat-
ed 214,000 new cases will be identified. It is the second leading cause of cancer death for women, with
an estimated 41,430 deaths this year.1 Fortunately, breast cancer mortality in women has been recently
declining overall, due in part to early detection by screening with mammograms.2

While a widely accepted screening tool, debate still exists on the effectiveness of mammography. A
review in 2000 of mammogram screening trials concluded regular mammography screening did not
reliably show a decrease in mortality.3 While these findings have generally been discounted, current
mammography debate topics include age of first and last screening, screening interval, screening of
high-risk younger women and screening accuracy.4 NCQA will continue to monitor developments and
revise this measure as scientific and clinical consensus is achieved.

BREAST CANCER SCREENING

ABOUT BREAST CANCER SCREENING

�A woman living in the United States has a 1 in
7 lifetime risk of developing breast cancer.5

�A mammogram can detect breast cancer 1 to 3
years before a woman can feel the lump; stud-
ies indicate that mammography screening for
women 50 and older can reduce breast cancer
mortality by 30 percent.6

� Mammography can detect approximately 85
percent of breast cancers.7

� The greatest incidence of breast cancer occurs
in women before menopause.8

MEASURE DEFINITION 

This measure estimates the percentage of women
aged 50-69 enrolled in a health plan who had at
least one mammogram in the past 2 years.

� Note: For HEDIS 2006, data for this measure
were collected through administrative data
sources only. In the past, data were collected
through a combination of administrative and
medical record data.  

Due to the change in specifications, a slight
decrease in performance rates is expected.
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BREAST CANCER SCREENING
TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 72.0 71.6 53.9

2004* 73.4 74.0 54.1

2003 75.3 74.0 55.9

2002 74.9 74.5 55.8

2001 75.5 75.3 55.1

2000 74.5 73.9 54.9

1999 73.4 N/A N/A

1998 72.1 N/A N/A

1997 71.1 N/A N/A

1996 70.4 N/A N/A

RESULTS AND ANALYSIS

COMMERCIAL

Screening Rate: 72.0 untrendable*
Nationwide variability: 14.9 pts
Top State: New Hampshire, 80.5

MEDICARE

Screening Rate: 71.6 untrendable*
Nationwide variability: 24.0 pts
Top State: Massachusetts, 83.1

MEDICAID

Screening Rate: 53.9 untrendable*
Nationwide variability: 22.6 pts
Top State: New York, 63.0

* Results untrendable due to changes to measure specifications.



BREAST CANCER SCREENING

THE CASE FOR IMPROVEMENT 

� The direct and indirect costs associated with
breast cancer in the U.S. are estimated to be
between $2.35 and $3.13 billion annually. Of
that total, almost $2 billion is spent on late
stage breast cancer treatment.9

� More than 70 percent of women diagnosed
with breast cancer have no identifiable risk fac-
tors, such as a family history of breast cancer
that might alert their doctor to potential breast
cancer without a mammogram.10

� Women whose breast cancer is detected early
are more likely to be eligible for less intensive
therapy (e.g., lumpectomy rather than mastec-
tomy) and experience better long-term 
outcomes.

�As with many cancers, breast cancer detected
in its earliest, pre-invasive stage costs signifi-
cantly less than cancer detected in later stages.
In the United States breast cancer treatment
costs nearly $7 billion per year.11

� Cancers that are detected early require less
extensive medical treatment and far fewer days
away from work.12
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Screening rose to 81.8 percent in 2005; early treatment cure rate nearly 100 percent.

Cervical cancer is one of the most successfully treatable cancers when detected early. Increased screen-
ing has resulted in a major decline in mortality from cervical cancer over the past few decades; screen-
ing is estimated to reduce cervical cancer over 80 percent.1 Unfortunately, a significant number of
women still develop the disease and are diagnosed at a late cancer stage. In 2006, an estimated 9,700
new cases of cervical cancer will be diagnosed and 3,700 deaths will be attributed to the disease.2
Most—if not all—of these deaths could be avoided with timely and effective screening and treatment.

CERVICAL CANCER SCREENING

ABOUT CERVICAL CANCER SCREENING

�About 50 million Pap smears are performed
annually in the United States.3

� The American Cancer Society, the National
Cancer Institute, the American Medical
Association and others unanimously recom-
mend that all women who are sexually active
or have reached age 18 have Pap tests.

� The risk of developing invasive cervical cancer
is 3 to 10 times greater in women who have not
been screened.4

� With screening, a woman's lifetime risk of cer-
vical cancer is estimated to be only 0.7 percent;
without screening, the risk rises to 2.5 percent.5

MEASURE DEFINITION 

The Cervical Cancer Screening rate estimates the
percentage of women aged 21-64 enrolled in a
health plan who had at least one Pap test in the
past three years.  

THE CASE FOR IMPROVEMENT 

� Early detection is critical. Cervical cancer is a
silent cancer; it rarely causes pain or noticeable
symptoms until it is so advanced that it is unre-
sponsive to treatment.6

� The cervical cancer cure rate is close to 100 
percent if treated in an early stage. 

�A majority of cases of invasive cervical cancer
occur in women who are not adequately
screened.7,8 Clinicians, hospitals and health
plans should develop systems to identify and
screen the subgroup of women who have had
no screening or inadequate past screening.
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CERVICAL CANCER SCREENING
TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 81.8 65.0

2004 80.9 64.7

2003 81.8 64.0

2002 80.5 62.4

2001 80.0 61.1

2000 78.1 59.9

1999 71.8 N/A

1998 69.8 N/A

1997 70.9 N/A

1996 70.5 N/A

RESULTS AND ANALYSIS

COMMERCIAL

Treatment rate: 81.8 up 0.9 pts
Nationwide variability: 12.2 pts
Top State: New Hampshire, 88.9

MEDICAID

Treatment rate: 65.0 up 0.3 pts
Nationwide variability: 26.8 pts
Top State: New York, 74.7



THE CASE FOR IMPROVEMENT

� One fourth of lifelong hepatitis B virus infec-
tions, which can lead to liver failure and
death, result from infections in infants and
young children.5

� Childhood immunizations of DTaP, Hib, IPV,
MMR, hepatitis B and varicella vaccines save
$9.9 billion in direct medical costs and $43.3
billion in indirect costs.6

�A child with chicken pox misses an average of
5-6 days of school; adult caretakers miss an
average of  3-4 days of work.7

� Every dollar spent on Hib vaccine saves $1.40
in direct medical costs and $2.00 in indirect
costs; every dollar spent on hepatitis B vaccine
saves 50 cents in direct medical costs and
$3.10 in indirect costs; and every dollar spent
on varicella vaccine saves 90 cents in direct
medical costs and $5.40 in indirect costs.8

� Discontinuing Hib immunization would
result in approximately 20,000 cases per year
of invasive disease, with 600 associated
deaths.9

Many rates improve significantly; vaccines save $43 billion per year.

Immunizations are one of the safest and most effective ways to protect children from a variety of
potentially serious childhood diseases. While immunization coverage is high among children in the
United States, it is vital to maintain these levels to eliminate the threat of vaccine-preventable diseases.
Currently, more than 20 percent of 2-year-olds within the United States are still missing one or more
recommended immunizations. 

CHILDHOOD IMMUNIZATION STATUS

ABOUT CHILDHOOD IMMUNIZATION 

� Childhood immunizations are responsible for
the control of many infectious diseases that
were once common, including polio, measles,
diphtheria, pertussis (whooping cough), rubella
(German measles), mumps, tetanus and
Haemophilus influenzae type b (Hib).1

� Before vaccinations were common, Hepatitis B
infected 24,000 infants and children each year.2

� Pneumoccocal disease, the main cause of bacte-
rial meningitis, is found most frequently among
children under 2, with a high mortality rate.3

� While the reported cases of vaccine-preventable
diseases have significantly declined, they still
do occur. During 1998-2000, 824 cases of Hib
were reported.4

MEASURE DEFINITION 

These measures estimate the percentage of 
children who turned 2 years old during the
measurement year and received the following
vaccinations by their second birthday: 

1. Four doses DTP or DTaP (diphtheria-tetanus) 
2. Three doses OPV or IPV (polio)
3. One dose MMR (measles-mumps-rubella)
4. Three doses Hib (Haemophilus influenzae type b)
5. Three doses hepatitis B 
6. One dose VZV (chicken pox)
7. Four doses pneumococcal conjugate* 
8. Combination 2 (combination of 1-6)
9. Combination 3 (combination of 1-7)* 

*First year measures. Combination 1 was retired after 2005.
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CHILDHOOD IMMUNIZATION STATUS
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RESULTS AND ANALYSIS

COMMERCIAL

Combination 2 Rate: 77.7 up 5.2 pts
Nationwide variability: 19.5 pts
Top State: Connecticut, 85.1

Combination 3 Rate: 53.1 new measure
Nationwide variability: 25.7 pts
Top State: Pennsylvania, 65.6

Diphtheria/Tetanus: 86.1 up 0.2 pts
Nationwide variability: 12.0 pts
Top State: New Hampshire, 92.9

Polio Vaccination: 90.3 up 0.2 pts
Nationwide variability: 10.1 pts
Top State: New Hampshire, 95.4

Measles/Mumps/Rubella: 93.0 up 0.7 pts
Nationwide variability: 6.7 pts
Top State: New Hampshire, 95.9

Hib Vaccination: 92.9 up 5.1 pts
Nationwide variability: 9.1 pts
Top State: New Hampshire, 97.0

Hepatitis B Vaccination: 90.0 up 2.8 pts
Nationwide variability: 12.4 pts
Top State: Michigan, 95.7

Chicken Pox Vaccination: 89.9 up 2.4 pts
Nationwide variability: 10.2 pts
Top State: North Carolina, 93.7

Pneumococcal conjugate: 58.8 new measure
Nationwide variability: 23.5 pts
Top State: Massachusetts, 70.9

RESULTS AND ANALYSIS

MEDICAID

Combination 2 Rate: 70.4 up 7.3 pts
Nationwide variability: 29.0 pts
Top State: Michigan, 77.4

Combination 3 Rate: 42.5 new measure
Nationwide variability: 32.7 pts
Top State: Maryland, 52.0

Diphtheria/Tetanus: 76.8 up 1.2 pts
Nationwide variability: 26.6 pts
Top State: Washington, 82.2

Polio Vaccination: 84.5 down 0.3 pts
Nationwide variability: 21.7 pts
Top State: Washington, 91.1

Measles/Mumps/Rubella: 89.5 up 1.4 pts
Nationwide variability: 13.8 pts
Top State: Maryland, 93.2

Hib Vaccination: 86.7 up 7.6 pts
Nationwide variability: 20.4 pts
Top State: Washington, 93.9

Hepatitis B Vaccination: 85.2 up 3.3 pts
Nationwide variability: 23.3 pts
Top State: Michigan, 93.2

Chicken Pox Vaccination: 86.4 up 1.7 pts
Nationwide variability: 18.8 pts
Top State: California, 91.8

Pneumococcal conjugate: 46.6 new measure
Nationwide variability: 38.2 pts
Top State: Pennsylvania, 58.3

CHILDHOOD IMMUNIZATION STATUS
COMBINATION 2: TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 77.7 70.4

2004 72.5 63.1

2003 69.8 58.5

2002 62.5 53.2

2001 57.6 52.5

2000 53.5 47.2

1999 47.5 N/A

1998 37.0 N/A

1997 29.6 N/A



While improving for sixth consecutive year, screening rates remain low.

Chlamydia is the most commonly reported sexually transmitted disease (STD) in the United States.1
Untreated chlamydia 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 conjunc-
tivitis, pneumonia and death.2 Chlamydia screening is extremely important because most infected
women have no discernible symptoms and because the disease is easily treated with antibiotics.

CHLAMYDIA SCREENING
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CHLAMYDIA SCREENING: AGES 16 - 20
TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID

2005 34.4 49.1

2004 32.6 45.9

2003 30.4 44.3

2002 26.7 41.3

2001 24.5 39.6

2000 23.6 37.4

1999 18.5 N/A

CHLAMYDIA SCREENING: AGES 21 - 25
TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID

2005 35.2 52.4

2004 31.7 49.0

2003 29.1 46.0

2002 24.5 41.9

2001 22.1 41.1

2000 20.7 37.9

1999 16.0 N/A

RESULTS AND ANALYSIS

COMMERCIAL

Screening, ages 16-20: 34.4 up 1.8 pts
Nationwide variability: 19.2 pts
Top State: District of Columbia, 42.4

Screening, ages 21-25: 35.2 up 3.5 pts
Nationwide variability: 23.9 pts
Top State: California, 44.7

MEDICAID

Screening, ages 16-20: 49.1 up 3.3 pts
Nationwide variability: 29.1 pts
Top State: New York, 53.0

Screening, ages 21-25: 52.4 up 3.4 pts
Nationwide variability: 31.6 pts
Top State: Michigan, 56.9

ABOUT CHLAMYDIA SCREENING 

�A woman with chlamydia is up to five times
more likely to acquire HIV if exposed.3

� In 2004, over 929,000 chlamydial infections
were reported in the United States.4

�A study of pregnant women found 9 percent to
have asymptomatic chlamydia, showing the
importance of chlamydia screening during
pregnancy.5

MEASURE DEFINITION

The chlamydia screening measure estimates the
percentage of sexually active female plan mem-
bers 16-25 years of age who had at least one test
for chlamydia during the measurement year. 

THE CASE FOR IMPROVEMENT

� Broad-based screening programs have
decreased chlamydia and PID in young women
by 60 percent, lowering hospitalization and
complication rates.6

� 20 to 25 percent of newborns exposed to their
mother's chlamydia develop conjunctivitis.

�Detection and treatment also often prevent
such complications as PID, tubal infertility,
ectopic pregnancy and chronic pelvic pain.7

� C. trachomatis infections are the most common
bacterial STD, affecting an estimated 4 million
Americans at an annual cost of $2.4 billion.8,9

� Screening all sexually active women 18-24
would prevent about 140,000 cases of PID each
year and save $45 for every woman screened.10



Commercial rates rise dramatically as screening rates continue to improve.

Colorectal cancer is the third most common cancer among both men and women in the United States;
more than 148,000 new cases of colorectal cancer will be diagnosed in 2006.1 Colorectal cancer is sec-
ond only to lung cancer in terms of mortality: as many as  55,000 Americans will die from the disease
in 2006.2 Colorectal cancer develops slowly and often without early-stage symptoms. More than 9 in 10
whose colorectal cancer is detected and treated early live five years or longer.3 Less than one third of
colorectal cancer cases are associated with a family history of the disease4, highlighting the importance
of early screening efforts.

COLORECTAL CANCER SCREENING 

ABOUT COLORECTAL CANCER SCREENING

� Colorectal cancer screening rates are lower than
those for other common cancers. 

�According to the CDC's Behavior Risk Factor
Surveillance Survey, only 26.5 percent of
respondents had received a fecal occult blood
test (FOBT) within the past two years; only 43.3
percent of respondents had ever received a sig-
moidoscopy or colonoscopy.5

�A polyp can be removed during screening for
about $1,500, but if the patient is not diagnosed
until the disease has metastasized, the patient's
chance of survival drops to 10 percent and the
costs of care can add up to $58,000 over the
patient's lifetime.6

� Place of birth, ethnicity, education, health cov-
erage, smoking, gender and body mass index
all have been shown to affect prevalence of col-
orectal cancer screening rates.7,8

MEASURE DEFINITION

The colorectal cancer screening measure esti-
mates the percentage of adults 50-80 years of age
who have had appropriate screening for colorec-
tal cancer. The screening criteria can be met with
any of the four tests below: 

� FOBT during the measurement year; 

� Flexible sigmoidoscopy during the measure-
ment year or the four years prior; 

� Double contrast barium enema during the
measurement year or the four years prior; 

� Colonoscopy during the measurement year or
the nine years prior. 

THE CASE FOR IMPROVEMENT

� If detected early (stage 1), 85-95 percent of
patients with colorectal cancer can be cured; if
detected in a later stage, the average 5-year 
survival rate is 50 percent or less.9

�An annual FOBT plus sigmoidoscopy every 5
years can reduce cancer-related mortality by 80
percent compared with no screening.10

� Colorectal cancer treatment costs Americans
over $6.5 billion per year,11 second only to
breast cancer treatment ($6.6 billion).12

� When detected early, treatment of colorectal
cancer treatment costs about $10,000; late-stage
treatment can cost up to ten times as much.13

31THE STATE OF HEALTH CARE QUALITY 2006 � HEDIS MEASURES OF CARE

COLORECTAL CANCER SCREENING
TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE

2005 52.3 53.9

2004 49.0 52.6

2003 47.4 49.5

RESULTS AND ANALYSIS

COMMERCIAL

Screening rate: 52.3 up 3.3 pts
Nationwide variability: 22.6 pts
Top State: New Hampshire, 65.2

MEDICARE

Screening rate: 53.9 up 1.3 pts
Nationwide variability: 31.5 pts
Top State: Massachusetts, 70.7



Rates level off; poor HbA1c control rates rise for Medicare, Medicaid.

Diabetes is the sixth leading cause of death from disease in the United States.1 Over 14 million
Americans have been diagnosed with diabetes; an additional 6 million Americans suffer from undiag-
nosed diabetes.2 Much of the burden of illness and cost of diabetes treatment is attributed to potentially
preventable long-term complications such as heart disease, blindness, kidney disease and stroke.3
Appropriate and timely screening and treatment can significantly reduce this disease burden.

COMPREHENSIVE DIABETES CARE

ABOUT DIABETES 

� In the US, diabetes accounts for 45 percent of
new cases of kidney failure.4

� Diabetic retinopathy causes 12,000 to 24,000
new cases of blindness annually.5

� Diabetics are more likely to die from acute ill-
nesses such as pneumonia or influenza than
people who do not have diabetes.6

� For every 1 percent reduction in blood glucose
levels (HbA1c blood tests), the risk of develop-
ing eye, kidney/ESRD and nerve disease is
reduced by 40 percent.7

� Every 10 millimeters of mercury reduction in
systolic blood pressure in diabetics results in a
12 percent reduction in diabetic complications.8

� Nearly two-thirds of the 20 million Americans
living with diabetes will die from a heart attack
or stroke.9

MEASURE DEFINITION 

Comprehensive Diabetes Care measures assess
several important features of effective, multi-risk
factor management of diabetes and its potential
complications. The measures estimate the per-
centage of health plan members 18-75 years of
age with diabetes (type 1 and type 2) who had
each of the following: 

� Hemoglobin A1c (HbA1c) testing; 

� Poorly controlled HbA1c (greater than 9.0)* 

� eye exam (retinal) performed

� a serum cholesterol level (LDL-C) screening; 

� LDL-C controlled to less than 130 mg/dL; 

� LDL-C controlled to less than 100 mg/dL; and

� kidney disease (nephropathy) monitored

THE CASE FOR IMPROVEMENT 

� Improved control of cholesterol can reduce 
cardiovascular complications 20 to 50 percent.10

� Diabetes patients who maintain near normal
HbA1c levels can gain (on average) an extra 5
years of life, 8 years of sight and 6 years free
from kidney disease.11

�A large long-term clinical trial found that low-
ering blood glucose reduced the risk of eye dis-
ease by 78 percent, kidney disease by 50 per-
cent and nerve disease by 60 percent.12

� In 2002, economic costs related to diabetes
totaled $132 billion. Direct medical costs totaled
$91.8 billion. Indirect costs such as work loss,
mortality and disability totaled $40 billion.13

� In 2002, total medical expenditures incurred by
people with diabetes were $13,243 per person,
compared to $2,560 for people without dia-
betes. After taking into account demographic
differences, the diabetic group still had 2.4
times more medical expenditures.14

�A worker's decreased productivity due to dia-
betes can cost the worker between $3,700 and
$8,700 in yearly earnings.15
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* Lower rates are better for this measure.



COMPREHENSIVE DIABETES CARE 
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* Lower rates are better for this measure.

RESULTS AND ANALYSIS

COMMERCIAL MEDICARE MEDICAID

HbA1c Testing: 87.5 up 1.0 pts 88.9 down 0.2 pts 76.2 up 0.2 pts
Nationwide variability: 10.0 pts Nationwide variability: 13.8 pts Nationwide variability: 24.8 pts

Top State: New Hampshire, 92.1 Top State: Wisconsin, 93.7 Top State: Minnesota, 88.7

Poor HbA1c Control*: 29.7 down 1.0 pts 23.6 up 1.1 pts 49.1 up 0.5 pts
Nationwide variability: 20.2 pts Nationwide variability: 28.3 pts Nationwide variability: 44.0 pts

Top State: Wisconsin, 21.0 Top State: Wisconsin, 13.8 Top State: Minnesota, 31.1

Eye Exams: 54.8 up 3.8 pts 66.5 down 0.5 pts 48.6 up 3.7 pts
Nationwide variability: 31.0 pts Nationwide variability: 38.4 pts Nationwide variability: 42.6 pts

Top State: New Hampshire, 71.1 Top State: Oregon, 81.2 Top State: Minnesota, 63.5

LDL-C Screening: 92.3 up 1.3 pts 93.3 down 0.2 pts 80.5 up 0.9 pts
Nationwide variability: 7.1 pts Nationwide variability: 9.7 pts Nationwide variability: 24.5 pts

Top State: California, 94.3 Top State: Florida, 96.2 Top State: New York, 90.4

LDL-C Control (<130): 67.5 up 2.7 pts 71.6 up 0.2 pts 51.3 up 0.3 pts
Nationwide variability: 20.2 pts Nationwide variability: 26.5 pts Nationwide variability: 42.7 pts

Top State: Wisconsin, 74.5 Top State: Massachusetts, 78.5 Top State: New York, 63.2

LDL-C Control (<100): 43.8 up 3.6 pts 50.0 up 2.5 pts 32.6 up 2.0 pts
Nationwide variability: 17.8 pts Nationwide variability: 27.0 pts Nationwide variability: 32.1 pts

Top State: Wisconsin, 51.6 Top State: Massachusetts, 57.5 Top State: Maryland, 40.7

Monitoring Nephropathy: 55.1 up 3.1 pts 60.2 up 1.7 pts 48.8 up 2.1 pts
Nationwide variability: 24.6 pts Nationwide variability: 33.3 pts Nationwide variability: 35.5 pts
Top State: Massachusetts, 65.0 Top State: Minnesota, 73.3 Top State: Minnesota, 64.6

HbA1c TESTING
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 87.5 88.9 76.2

2004 86.5 89.1 76.0

2003 84.6 87.9 74.8

2002 82.6 85.0 74.0

2001 81.4 85.7 71.7

2000 78.4 82.5 68.5

1999 75.0 N/A N/A

1998 72.7 N/A N/A

POOR HbA1c CONTROL
TRENDS, 1998 - 2005; LOWER IS BETTER FOR THIS MEASURE

YEAR COMMERCIAL MEDICARE MEDICAID

2005 29.7 23.6 49.1

2004 30.7 22.5 48.6

2003 32.0 23.4 48.6

2002 33.9 24.5 48.2

2001 36.9 26.8 48.3

2000 42.5 33.4 54.9

1999 44.9 N/A N/A

1998 38.3 N/A N/A



COMPREHENSIVE DIABETES CARE
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EYE EXAMS
TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 54.8 66.5 48.6

2004 51.0 67.1 44.9

2003 48.8 64.9 45.0

2002 51.7 68.4 47.1

2001 52.1 66.0 46.4

2000 48.1 62.8 43.1

1999 45.4 N/A N/A

1998 40.9 N/A N/A

1997 38.8 N/A N/A

1996 38.0 N/A N/A

LDL-C CONTROL (<130 mg/dL)
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 67.5 71.6 51.3

2004 64.8 71.4 51.0

2003 60.4 67.7 47.8

2002 54.8 62.6 43.9

2001 49.8 57.5 38.9

2000 44.3 50.9 32.0

1999 36.7 N/A N/A

1998 29.1 N/A N/A

MONITORING DIABETIC NEPHROPATHY
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 55.1 60.2 48.8

2004 52.0 58.5 46.7

2003 48.2 53.6 43.7

2002 51.8 57.3 47.8

2001 46.3 51.9 42.3

2000 41.4 45.0 38.9

1999 36.0 N/A N/A

1998 28.4 N/A N/A

LDL-C CONTROL (<100 mg/dL)
TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 43.8 50.0 32.6

2004 40.2 47.5 30.6

2003 34.7 41.9 27.8

LDL-C SCREENING
TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 92.3 93.3 80.5

2004 91.0 93.5 79.6

2003 88.4 91.1 75.9 

2002 85.1 87.9 71.7

2001 81.4 85.7 66.6

2000 76.5 80.5 59.6

1999 69.0 N/A N/A

1998 60.3 N/A N/A



Hypertension costs in excess of $60B annually. 

High blood pressure (hypertension) is a common medical condition that affects one-fourth of all
Americans. Hypertension is a significant risk factor for cardiovascular illness; the risk of developing it
increases greatly with age.1 Despite available effective treatment options, 65 percent of hypertension is
not well controlled.2 All patients with hypertension are at risk for stroke, coronary heart disease and
other cardiovascular diseases; vulnerable populations such as elderly patients and those with high-risk
comorbidities such as diabetes and chronic kidney disease are at even greater risk.

CONTROLLING HIGH BLOOD PRESSURE 

ABOUT HIGH BLOOD PRESSURE

�Almost half of Americans 45 or older have high
blood pressure.3

� Hypertension doubles one’s risk of stroke.4

� Nearly one third of adults with high blood
pressure do not know they have it, increasing
the risk of related complications and diseases.5

� High blood pressure was listed as a primary or
contributing cause of death in approximately
278,000 deaths in the United States in 2003.6

� Hypertension decreases life expectancy for men
5.1 years in men and women 4.9 years.7

MEASURE DEFINITION

This measure estimates the percentage of hyper-
tensive adults ages 46-85 whose blood pressure
was controlled. Adequate control is defined as a
blood pressure reading of 140/90 mmHg or lower
during the past year. Both systolic and diastolic
pressure must be at or under this threshold for
blood pressure to be considered controlled. 

THE CASE FOR IMPROVEMENT

� In 2006, the estimated aggregate cost of high
blood pressure in the U.S. is $63.5 billion— 
$47.5 billion in direct medical expenditures and
$16 billion indirect medical expenses.8

� NCQA’s quality gap analysis has found that
more than over 29,000 deaths and 13 million
sick days would be avoided each year if 
diagnosed hypertension were controlled at 
levels seen in the top 10 percent of commercial
MCO plans. 

� In clinical trials, antihypertensive therapy has
been associated with a one-third reduction in
stroke incidence, one-fourth reduction in
myocardial infarctions and more than one-half
reduction in heart failure.9
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CONTROLLING HIGH BLOOD PRESSURE
TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 68.8 66.4 61.4

2004 66.8 64.6 61.4

2003 62.2 61.4 58.6 

2002 58.4 56.9 53.4

2001 55.4 53.6 53.0

2000 51.5 46.7 45.4

1999 39.0 N/A N/A

RESULTS AND ANALYSIS

COMMERCIAL

Control Rate: 68.8 up 2.0 pts
Nationwide variability: 16.7 pts
Top State: New Hampshire, 74.5

MEDICARE

Control Rate: 66.4 up 1.8 pts
Nationwide variability: 19.4 pts
Top State: Massachusetts, 72.1

MEDICAID

Control Rate: 61.4 no change
Nationwide variability: 29.9 pts
Top State: Pennsylvania, 70.8



Commercial plans report over 80% usage of DMARDs in measure’s first year.

Rhumatoid Arthritis (RA) is a chronic autoimmune disorder often characterized by progressive joint
destruction; if not properly treated, in can attack other vital organs as well.1 It affects approximately 2.5
million Americans, 75 percent of whom are women.2,3 RA is the most common type of arthritis trig-
gered by the immune system.4 Since there is no cure for RA, the goal of treatment is to slow the pro-
gression of disease and prevent joint destruction, relieve pain and maintain functional capacity.

DISEASE MODIFYING ANTI-RHEUMATIC THERAPY
IN RHEUMATOID ARTHRITIS

ABOUT RHEUMATOID ARTHRITIS

�Although the course of RA in individual
patients is highly variable, most patients with
persistent RA develop progressive functional
limitation and physical disability. Persistent RA
has been found to reduce life expectancy.5-7 

� Disease-modifying anti-rheumatic drugs
(DMARDs) slow the progression of RA by
slowing down bone erosions, reduce of inflam-
mation and long-term structural damage.
Studies find that use of DMARDs result in
improved functional status and quality of life.8

MEASURE DEFINITION 

This measure assesses whether patients diag-
nosed with rheumatoid arthritis (RA) have been
prescribed a disease modifying anti-rheumatic
drug (DMARD). 

THE CASE FOR IMPROVEMENT

� Early DMARD treatment for RA within 3-6
months after onset greatly decreases long-term
disability.9

� DMARDs have the potential to preserve joint
integrity and function and ultimately reduce
the total costs of health care for RA patients.10

� Individuals with RA have three times the direct
medical costs, twice the hospitalization rate and
10 times the work disability rate of those with-
out RA. Indirect costs (disability, work loss)
have been estimated to be 3 times higher than
direct costs associated with the disease.11

� The total costs of RA amount to approximately
1 percent of the U.S. gross national product.12
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RESULTS AND ANALYSIS

COMMERCIAL

Treatment Rate: 80.9 new measure
Nationwide variability: 19.6 pts
Top State: New Hampshire, 90.3

MEDICARE

Control Rate: 64.2 new measure
Nationwide variability: 32.7 pts
Top State: Missouri, 71.8

MEDICAID

Control Rate: 67.5 new measure
Nationwide variability: 28.2 pts
Top State: New York, 72.4

THIS IS A FIRST-YEAR MEASURE.



Vaccine shortage contributes to decline among commercial, Medicare plans. 

Every year, 15 to 59 million Americans contract influenza.1 While rates of infection are highest among
children, the risk of serious illness or death from influenza is highest among adults over 64, children
under 2 and those with chronic medical conditions.2 More than 200,000 people are hospitalized for flu-
related complications each year.3 63 percent are 65 years or older.4 On average, 36,000 Americans die
from flu-related complications each year, an estimated 90 percent of whom are elderly.5 Vaccination is
the most effective way to prevent severe illness complications and death.

FLU SHOTS FOR ADULTS 

ABOUT FLU SHOTS FOR ADULTS

� One third of all Americans age 50 to 64 have
one or more chronic medical conditions that
place them at increased risk for serious flu
complications.6

� Rates of influenza vaccinations vary by race
and ethnicity. Among adults 50-64, non-
Hispanic whites were 8.1 percent more likely
than non-Hispanic blacks and 8.2 percent more
likely than Hispanics to have been vaccinated.7

� Vaccination coverage rates among adults 50
years and older are low. In 2003, 36.8 percent of
adults 50-64 received a flu shot, compared to
65.5 percent of adults 65 and over.8

MEASURE DEFINITION

This measure estimates the percentage of mem-
bers 50 years of age and older who received an
influenza vaccination during the most recent flu
season. The commercial rates represent adults
ages 50-64 while the reported results for
Medicare represent adults 65 and older. 

� Note: Due to vaccine shortages in calendar
years 2004 and 2005, rates of flu vaccination
may decrease. During the 2004-05 influenza
vaccination campaign, manufacturers distrib-
uted approximately 57.1 million doses of 
vaccine, substantially less than the 83.1 million
distributed during the 2003-04 season.9

THE CASE FOR IMPROVEMENT

� Influenza vaccines can prevent half of hospital-
izations and 80 percent of deaths from influen-
za-related complications among the elderly.10

� The estimated annual direct medical costs of
influenza are over $3 billion. Total direct and
indirect costs (e.g., lost work or school days) of
a severe flu epidemic are at least $12 billion.11

� Influenza vaccine is cost-effective. The cost of
treatment for influenza-like illnesses including
office visits, tests, procedures and medications
is estimated to be $145 per case.12

� The cost of delivering the influenza vaccine is
estimated to be $16.70 per person vaccinated,
including direct and indirect medical costs as
well as costs arising from potential side
effects.13
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FLU SHOTS FOR ADULTS
TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE

2005 36.3 70.3

2004 38.9 74.8

2003 48.0 74.4

RESULTS AND ANALYSIS

COMMERCIAL

Screening rate: 36.3 down 2.6 pts
Nationwide variability: 19.7 pts
Top State: Colorado, 47.3

MEDICARE

Screening rate: 70.3 down 4.5 pts
Nationwide variability: 26.8 pts
Top State: Minnesota, 86.5



Follow-up rates remain stagnant among commercial, Medicare plans.

Mental disorders affect approximately 57 million Americans over 18 years of age.1 Mental illnesses
such as depression, bipolar disorder and schizophrenia are significant causes of disability in the U.S.
Mental disorders can lead to suicide, one of the leading preventable causes of death. Appropriate treat-
ment and follow-up of mental illness can reduce the duration of disability from mental illness and the
likelihood of recurrence.

FOLLOW-UP AFTER HOSPITALIZATION
FOR MENTAL ILLNESS

ABOUT MENTAL ILLNESS AND HOSPITALIZATIONS

� Mood disorders such as major depression and
bipolar disorder affect nearly 21 million
Americans over 18.2

� Mortality rates, primarily from suicide, are as
high as 15 percent for the severest forms of
depression.3

�Appropriate follow-up care reduces the risk of
repeat hospitalization for some and identifies
those in need of further hospitalization before
they reach a crisis point.4

� More than half of first-time psychiatric 
inpatients are readmitted within 2 years.5

� The number of days between discharge and the
follow-up appointment is a significant 
predictor of non-adherence to treatment.6

MEASURE DEFINITION

This measure estimates the percentage of health
plan members age 6 and over who received 
inpatient treatment for a mental health disorder
and who had an ambulatory or other specified
type of follow-up after discharge. It separately
measures the percentage of members who
received follow-up care within 7 and 30 days. 
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RESULTS AND ANALYSIS

COMMERCIAL

Follow-up in 7 Days: 55.8 down 0.1 pts
Nationwide variability: 33.7 pts
Top State: New Hampshire, 71.5

Follow-up in 30 Days: 75.9 down 0.1 pts
Nationwide variability: 22.6 pts
Top State: New Hampshire, 87.9

MEDICARE

Follow-up in 7 Days: 39.1 down 0.9 pts
Nationwide variability: 50.5 pts
Top State: Massachusetts, 65.1

Follow-up in 30 Days: 59.3 down 1.4 pts
Nationwide variability: 44.4 pts
Top State: Massachusetts, 83.7

MEDICAID

Follow-up in 7 Days: 39.2 up 1.2 pts
Nationwide variability: 56.4 pts
Top State: New York, 56.8

Follow-up in 30 Days: 56.8 up 1.9 pts
Nationwide variability: 61.3 pts
Top State: New York, 69.9



FOLLOW-UP AFTER HOSPITALIZATION
FOR MENTAL ILLNESS

39THE STATE OF HEALTH CARE QUALITY 2006 � HEDIS MEASURES OF CARE

FOLLOW-UP AFTER HOPISTALIZATION FOR
MENTAL ILLNESS: 7 DAYS

TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 55.8 39.1 39.2

2004 55.9 40.2 38.0

2003 54.4 38.8 37.7

2002 52.7 38.7 36.9

2001 51.3 37.2 33.2

2000 48.2 37.5 34.6

1999 47.4 N/A N/A

1998 44.4 N/A N/A

FOLLOW-UP AFTER HOPISTALIZATION FOR
MENTAL ILLNESS: 30 DAYS

TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 75.9 59.3 56.8

2004 76.0 60.7 54.9

2003 74.4 60.3 56.4

2002 73.6 60.6 56.3

2001 73.2 60.6 52.2

2000 71.2 59.3 54.9

1999 70.1 N/A N/A

1998 67.3 N/A N/A

1997 66.9 N/A N/A

1996 71.7 N/A N/A

THE CASE FOR IMPROVEMENT

� Mental illnesses account for more than 15 per-
cent of the overall disease burden in the U.S.—
more than the burden associated with all forms
of cancer combined. 'Disease burden' assesses a
health problem’s size measured by cost, 
mortality, morbidity and other indicators and is
expressed in terms of disability-adjusted life
years.7

� Mental illness and substance abuse cost
Americans an estimated $77.2 billion in lost
income.8

� Cost offset studies show a decrease in total
health care costs following mental health inter-
ventions even when the intervention cost is
included.9 

� Individuals with major depression were found
to be more than four times more likely to take
disability days than non-depressed employees
and three times more likely to miss time from
work.10

� For a mental condition such as schizophrenia,
psychiatric treatment non-adherence dramati-
cally increases the risk of re-hospitalization and
is associated with the high economic costs.11

� In 2002, the total economic cost of schizophre-
nia in the U.S. was an estimated $62.7 billion, of
which $22.7 billion was attributed to direct
health care costs.12



New measure evaluates treatment of most common childhood behavioral disorder.

Attention Deficit/Hyperactivity Disorder (ADHD) is the most commonly treated childhood neurobe-
havioral disorder. ADHD is found in 3 to 6 percent of schoolage children; at least 10 percent of behav-
ioral problems seen in general pediatric settings are due to the disorder.1 Children with ADHD may
experience significant problems such as school difficulties, academic underachievement and trouble-
some relationships with family and peers.2 Follow-up care and surveillance is a key aspect of ADHD
treatment.

FOLLOW-UP CARE FOR CHILDREN PRESCRIBED
ADHD MEDICATION

ABOUT ADHD MEDICATION AND FOLLOW-UP 

� Given the high prevalence of ADHD among
school-aged children, primary care clinicians
need to develop a strategy for diagnosis and
long-term management of this condition.3

� Just 25 percent of patients have a follow-up visit
with their primary care physician in the 30
days following their first ADHD prescription.
This number is only 4 percent higher in psychi-
atric settings.4

� In a recent study, only 53 percent of physicians
surveyed reported routine follow-up visits for
children diagnosed with ADHD.5

MEASURE DEFINITION

The following two indicators of this measure
assess follow-up care for children prescribed
ADHD medication:

Initiation Phase Management: The percentage of
children 6-12 years of age with a prescription for
ADHD medication who had one follow-up visit
with a practitioner with prescriptive authority
during the 30-day Initiation Phase.

Continuation and Maintenance (C&M) Phase: The
percentage of children 6-12 years of age with a
prescription for ADHD medication who
remained on the medication for at least 210 days
and had at least two additional follow-up visits
with a practitioner within 9 months after the end
of the Initiation Phase.

� Note: This year’s specifications for the C&M
Phase of the ADHD measure misstated the
denominator. These rates will first be reported
in HEDIS 2007. 

THE CASE FOR IMPROVEMENT

� The economic cost of illness associated with
ADHD is high. Estimates of the total annual
cost for treating children with ADHD range
from $2 billion to $11 billion.6 

� 70 to 90 percent  of children respond to at least
one ADHD drug treatment without major side
effects.7

�Among children with ADHD, those on 
medication have shown to have significantly
less frequent and less costly emergency 
department visits.8
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RESULTS AND ANALYSIS

COMMERCIAL

Initiation Phase: 32.0 new measure
Nationwide variability: 21.9 pts
Top State: New Hampshire, 44.4

MEDICAID

Initiation Phase: 31.4 new measure
Nationwide variability: 26.2 pts
Top State: New York, 32.6

THIS IS A FIRST-YEAR MEASURE.



Screening rates dip slightly; glaucoma is the second leading cause of blindness. 

Glaucoma is a group of eye diseases which result in irreversible damage to the optic nerve that carries
information from the eye to the brain. Untreated glaucoma leads to blindness.1 An estimated 80,000
Americans are legally blind due to glaucoma; it is the second leading cause of blindness in the United
States.2 More than 2 million Americans over 40 have glaucoma, but nearly half are unaware of it.3
Early-stage glaucoma shows no symptoms, however, if diagnosed at this stage, glaucoma can be easily
treated and its progression can be significantly delayed or prevented.

GLAUCOMA SCREENING IN OLDER ADULTS

ABOUT GLAUCOMA SCREENING

� Three-fourths of those legally blind due to
glaucoma are over 65.4

� Most people with glaucoma are identified
through routine eye exams.5

� Glaucoma accounts for over 7 million visits to
physicians each year.6

� Screening for glaucoma is clinically important
for early detection and treatment to prevent
and delay glaucomatous damage.7

MEASURE DEFINITION

The Glaucoma Screening rate estimates the per-
centage of adults age 65 and over enrolled in
Medicare who received one or more eye exams
for glaucoma by an eye-care professional in the
last two years. Enrollees diagnosed with 
glaucoma, or where suspected glaucoma was
coded at the time of the eye exam, are excluded. 

THE CASE FOR IMPROVEMENT

� Glaucoma is  less likely to cause visual 
impairment when detected early.8

� Vision loss is attributed to an increased risk of
injury due to falls in the elderly.9 

� In states where vision testing is not required for
people over 65, the ratio of fatal car crashes in
the elderly is higher.10

� Treatment for early-stage glaucoma is far less
expensive than treatment for late-stage
glaucoma. One study estimates a difference
close to $2,000 per patient per year.11

� The Veterans Health Administration has esti-
mated the costs of treating glaucoma to be
about $1,100 per year.12
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GLAUCOMA SCREENING IN OLDER ADULTS
TRENDS, 2004 - 2005

YEAR MEDICARE

2005 61.6

2004 62.3

RESULTS AND ANALYSIS

MEDICARE

Screening rate: 61.6 down 0.7 pts
Nationwide variability: 36.9 pts
Top State: Massachusetts, 78.3



Measure targets overuse of imaging; appropriate use increased slightly in 2005.

Low back pain, the most common and expensive reason for work disability in the U.S., affects two
thirds of adults at some time in their lives.1 In a given year, about 15 percent of all Americans will have
low back pain that lasts for at least two weeks; of those, 5 to 10 percent will have low back pain lasting
three or more months.2 However, when a patient's low back pain is not attributed to potentially seri-
ous spinal or other pathology, there is a poor correlation of x-ray findings with low back problems.
According to the American College of Radiology, uncomplicated acute low back pain is a benign, self-
limited condition that warrants no imaging studies (e.g., X-ray, MRI, CT scan). Most patients return to
their usual activities in 30 days. The challenge is to distinguish that small segment within this large
patient population that should be evaluated further for a more serious problem.3

IMAGING STUDIES FOR LOW BACK PAIN

ABOUT IMAGING STUDIES FOR LOW BACK PAIN

� Experts consider imaging studies to be 
overused in the evaluation of patients with
acute low back pain. The vast majority of
patients have nonspecific low back pain with
no identifiable cause.4

� Less than one percent of radiographs find the
cause of a case of low back pain.5

�A study found that patients given standard
care (e.g., no radiograph) experienced no differ-
ence in health outcomes compared to those
given lower back radiographs, other than
patient satisfaction.6

� Disc protrusions detected on x-ray are often
blamed for low back pain; however, disc pro-
trusions are rarely responsible for the pain and
surgery seldom alleviates it.7

MEASURE DEFINITION

This measure estimates the percentage of people
18-50 years of age who had an episode of acute
low back pain with no risk factors or signs of
serious pathology identified in the diagnostic
visit and did not receive an imaging study in the
following 28 days. Higher scores indicate fewer
potentially inappropriate imaging studies. 

THE CASE FOR IMPROVEMENT

� Low back pain is the most costly ailment in the
workplace, costing $8,000 per claim.8 

� Complications from unnecessary surgery can
increases the duration of low back pain.9

� The duration of low back pain more closely
correlates than with decreased quality of life
and disability more than its severity.10

� Total health care expenditures by Americans
with back pain in 1998 totaled $91 billion.
Expenditures directly attributable to back pain
totaled $26 billion.11

�Abnormalities found when imaging people
without back pain are just as prevalent as those
found in patients with back pain.12
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IMAGING STUDIES FOR LOW BACK PAIN
TRENDS, 2004 - 2005

YEAR COMMERCIAL MEDICAID

2005 75.4 79.0

2004 74.9 78.1

RESULTS AND ANALYSIS

COMMERCIAL

Screening rate: 75.4 up 0.5 pts
Nationwide variability: 14.4 pts
Top State: Washington, 81.7

MEDICAID

Screening rate: 79.0 up 0.9 pts
Nationwide variability: 15.0 pts
Top State: New York, 81.1



Ineffective use of antibiotic treatment contributes to bacterial resistance.

Acute bronchitis—commonly known as a chest cold—is an acute respiratory infection with a normal
chest radiograph manifested by a cough that lasts for up to 3 weeks.1 About 5 percent of adults each
year report an episode of acute bronchitis 90 percent of whom seek treatment. Because fewer than 1 in
10 acute bronchitis cases are bacterial,2,3 antibiotic treatment is not warranted for this primarily viral
condition.

INAPPROPRIATE ANTIBIOTIC TREATMENT
FOR ADULTS WITH ACUTE BRONCHITIS

ABOUT INAPPROPRIATE ANTIBIOTIC TREATMENT
FOR ACUTE BRONCHITIS

�Antibiotics are commonly misused and over-
used for several viral respiratory conditions
where antibiotic treatment is not effective.4

� 80 percent of antibiotics prescribed for acute
respiratory infections in adults are unnecessary,
according to CDC prevention guidelines.5

� In 2002 antibiotics were prescribed in 49 
percent of US adult acute bronchitis cases
despite its typically viral origin.6

MEASURE DEFINITION

The percentage of healthy adults 18-64 years of
age with a diagnosis of acute bronchitis who
were dispensed an antibiotic prescription on or
within three days of the Episode Date. This
Effectiveness of Care process measure assesses if
antibiotics were inappropriately prescribed for
healthy adults with bronchitis. 

Antibiotics are not indicated in clinical guidelines
for the treatment of adults with acute bronchitis
who do not have a comorbidity or other infection
for which antibiotics may be appropriate. 

A lower rate represents better performance.

* Lower rates are better for this measure.

THE CASE FOR IMPROVEMENT

� Elderly patients are particularly likely to
receive unnecessary antibiotics, and more than
one-half of such prescriptions are for extended-
spectrum antibiotics.7

� Misuse and overuse of antibiotics contribute to
antibiotic resistance, which diminishes the effi-
cacy of antibiotics against bacterial infections,
particularly in the sick and elderly.8-10

� The emergence of resistant bacterial strains due
to misuse and overuse of antibiotics is a cause
for worldwide public health concern; the prolif-
ic use of macrolides and azithromycin over the
last several years have significantly increased
the incidence of drug resistance.11

� Inappropriate antibiotic use represents wasted
health care resources. Reduction of antibiotic
use would also decrease health care costs 
arising from the morbidity and mortality 
associated with increased antibiotic resistance
in the community.12-14
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RESULTS AND ANALYSIS

COMMERCIAL

Treatment Rate: 66.1 new measure
Nationwide variability: 16.7 pts
Top State: New Jersey, 57.1*

MEDICAID

Control Rate: 69.4 new measure
Nationwide variability: 26.4 pts
Top State: California, 65.4*

THIS IS A FIRST-YEAR MEASURE.



Rates decline across the board; initiation, engagement rates vary widely among plans.

In 2004, more than 9 percent of all Americans were classified with dependence on or abuse of alcohol
or illicit drugs.1 Research supports the need for those with alcohol or other drug dependence to engage
in ongoing treatment to prevent relapse. Those who complete treatment or receive more days of treat-
ment typically show more improvements then those who leave care prematurely.2 The acute stage of
treatment is associated with lasting improvements only with continued rehabilitative treatment.3 

INITIATION AND ENGAGEMENT OF ALCOHOL AND
OTHER DRUG DEPENDENCE TREATMENT

ABOUT ALCOHOL AND OTHER DRUG DEPENDENCE

� 77 percent of adults with dependence or abuse
are employed either full or part time.4

� Overall, less than one fourth of those who need
treatment for alcohol and/or drug abuse get it.5

�Alcohol use accounts for 85,000 (or nearly 1 in
25) deaths annually. It is among the most com-
mon preventable causes of death in the U.S.6

�A brief intervention of four or fewer sessions by
a health professional has shown to help socially
stable problem drinkers to reduce or stop
drinking, motivate alcohol-dependent patients
to enter long-term alcohol treatment and help
some alcohol-dependent patients to abstain
completely.7

MEASURE DEFINITION

These measures assess the degree to which plans
initiate and engage adolescent (13-17 years) and
adult (18 years and over) members identified
with alcohol and other drug (AOD) dependence. 

Initiation: The percentage of eligible members
diagnosed with AOD dependence who initiate
treatment through either an inpatient admission
or an outpatient treatment and additional AOD
treatment within 14 days. 

Engagement: The percentage of eligible members
diagnosed with AOD disorders who receive two
additional AOD services within 30 days after
treatment initiation. 
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RESULTS AND ANALYSIS

COMMERCIAL

Initiation: 44.5 down 1.4 pts
Nationwide variability: 27.0 pts
Top State: Kansas, 51.6

Engagement: 14.1 down 1.4 pts
Nationwide variability: 19.3 pts
Top State: Connecticut, 22.1

MEDICARE

Initiation: 50.9 down 3.8 pts
Nationwide variability: 45.7 pts
Top State: Ohio, 54.8

Engagement: 4.7 down 2.3 pts
Nationwide variability: 10.3 pts
Top State: Massachusetts, 8.6

MEDICAID

Initiation: 40.7 down 5.0 pts
Nationwide variability: 32.5 pts
Top State: Texas, 41.1

Engagement: 9.7 down 2.3 pts
Nationwide variability: 21.4 pts
Top State: New York, 9.1

INITIATION OF ALCOHOL AND OTHER
DRUG DEPENDENCE TREATMENT

TRENDS, 2004 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 44.5 50.9 40.7

2004 45.9 54.7 45.7

ENGAGEMENT OF ALCOHOL AND OTHER
DRUG DEPENDENCE TREATMENT

TRENDS, 2004 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 14.1 4.7 9.7

2004 15.5 7.0 12.0



INITIATION AND ENGAGEMENT OF ALCOHOL
AND OTHER DRUG DEPENDENCE TREATMENT
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THE CASE FOR IMPROVEMENT

� One in four deaths can be attributed to alcohol,
tobacco or illicit drug use.8

� The annual cost of substance abuse is estimated
to be a staggering $414 billion. This includes
productivity losses caused by premature death
and the inability to perform usual activities, as
well as costs related to treatment, crime,
destruction of property and other losses.9

� Frequency and intensity of engagement is
important in treatment outcomes and reducing
drug-related illnesses; addiction intervention
reduces utilization of health care services and
criminal activity.10

� Studies have shown that from $4 to $7 are
saved for every dollar spent on treatment.

� It costs approximately $3,600 per month to
leave a drug abuser untreated in the communi-
ty; incarceration costs approximately $3,300 per
month.11



Dramatic gains among Medicare plans lead to 3 in 4 smokers being advised to quit.

Over 20 percent of Americans 18 and older are current smokers.1,2 Smoking has a detrimental affect
on virtually every organ in the body. Diseases caused or made worse by smoking includes bladder,
esophageal, lung, cervical, pancreatic, stomach, throat and other cancers, chronic lung diseases, 
coronary heart and cardiovascular diseases, sudden infant death syndrome, abdominal aortic
aneurysm, cataracts and pneumonia.3 Smoking is one of the most preventable causes of death: 440,000
current or former smokers die prematurely per year.4 Smokers' lives are cut short by 13.2 to 14.5 years.5

MEDICAL ASSISTANCE WITH SMOKING CESSATION

ABOUT SMOKING CESSATION 

�A recent study found that only 61.8 percent of
current smokers who were trying to quit
received advice to quit from their health care
provider.6

� Counseling smokers on cessation increases the
patient's potential to quit and is a cost-effective
intervention. More intensive interventions, such
as discussing strategies and use of a nicotine
patch increases the potential for cessation.7

ABOUT SMOKING CESSATION 

This measure evaluates three components:

Advising Smokers to Quit:  The percentage of cur-
rent smokers 18 and older who received advice
to quit smoking from their practitioner within
the past year.

Discussing Smoking Cessation Medications:  The
percentage of current smokers 18 and older
whose practitioner discussed or recommended
smoking cessation medications with them over
the past year

Discussing Smoking Cessation Strategies:  The per-
centage of current smokers 18 and older whose
practitioner discussed or recommended smoking
cessation methods or strategies with them over
the past year.
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RESULTS AND ANALYSIS

COMMERCIAL

Advising Smokers to Quit: 71.2 up 1.6 pts
Nationwide variability: 14.8 pts
Top State: Massachusetts, 76.1

Discussing Medications: 39.4 up 1.6 pts
Nationwide variability: 17.0 pts
Top State: Massachusetts, 47.9

Discussing Strategies: 39.0 up 2.1 pts
Nationwide variability: 18.1 pts
Top State: Massachusetts, 50.0

MEDICARE

Advising Smokers to Quit: 75.5 up 10.8 pts
Nationwide variability: 23.4 pts
Top State: Massachusetts, 80.7

MEDICAID

Advising Smokers to Quit: 65.6 down 1.3 pts
Nationwide variability: 13.8 pts
Top State: Michigan, 69.7

Discussing Medications: 31.9 up 0.4 pts
Nationwide variability: 18.9 pts
Top State: New York, 40.3

Discussing Strategies: 34.1 up 1.1 pts
Nationwide variability: 17.0 pts
Top State: New York, 39.3
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THE CASE FOR IMPROVEMENT 

� 10 years after quitting, an ex-smoker's risk of
dying from lung cancer is 30 to 50 percent
lower than those who continue to smoke.8

� In 2004, 14.6 million Americans attempted to
stop smoking.9

� Smoking cessation treatment doubles quitting
success rates.10

� Women who stop smoking before becoming
pregnant or quit in the first 3 months of preg-
nancy can reverse the risk of low birth weight
for the baby and reduce other pregnancy-asso-
ciated smoking risks.11

� The life extension from smoking cessation at
age 35 is 8.5 years for men and 7.7 years for
women. At age 65, the life extension is 2.0 years
for men and 3.7 years for women.12

� Current smokers incur 18 percent higher health
care costs over an 18-month period than people
who never smoked.13

� Smoking-attributed healthcare expenditures
and productivity losses exceed $167 billion
annually.14

ADVISING SMOKERS TO QUIT
TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 71.2 75.5 65.6

2004 69.6 64.7 66.9

2003 68.6 63.3 65.8 

DISCUSSING SMOKING
CESSATION STRATEGIES

TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 39.0 N/A 34.1

2004 36.9 N/A 33.0

2003 36.0 N/A 32.3

DISCUSSING SMOKING
CESSATION MEDICATIONS

TRENDS, 2003 - 2005

YEAR COMMERCIAL MEDICARE MEDICAID

2005 39.4 N/A 31.9

2004 37.8 N/A 31.5

2003 37.6 N/A 31.5



Rates improve slightly; proper management halves the risk of a subsequent fracture.

An estimated 10 million Americans—8 million of whom are women over 50—have osteoporosis; 34
million more are estimated to have low bone mass, placing them at increased risk for osteoporosis.1
Osteoporosis contributes to more than 1.5 million fractures annually2; a woman over the age of 50 has
a 50 percent chance of having an osteoporosis-related fracture in her lifetime.3

OSTEOPOROSIS MANAGEMENT IN 
WOMEN WHO HAD A FRACTURE 

ABOUT OSTEOPOROSIS MANAGEMENT

� Total fracture rates are reduced according to
the degree to which bone density testing is
offered to women 60 to 80 years of age.4

� 90-95 percent of all hip and spine fractures and
70-80 percent of all forearm fractures in women
over the age of 65 have been estimated to be
attributable to osteoporosis.5

� Postmenopausal women are at highest risk for
fractures if they have experienced fractures of
the vertebrae, hip and wrist, but often remain
untested and treated for osteoporosis.6

MEASURE DEFINITION 

This measure estimates the percentage of women
67 years of age and older who suffered a fracture
and who had either a bone mineral density test
or prescription for a drug to treat or prevent
osteoporosis in the six months after date of the
fracture. This is not a measure of fractures
"caused" by osteoporosis, but rather uses the
presence of any fracture as a "trigger" to look for
underlying osteoporosis.  Women who suffer a
fracture are more likely to have osteoporosis.

THE CASE FOR IMPROVEMENT 

� Treatment of osteoporotic fractures has been
shown to reduce the risk of subsequent 
fractures 40 to 60 percent.7

� Women 75 and older with a hip fracture have
twice the mortality rate of those without a 
fracture.8

� Direct medical costs due to osteoporotic and
associated fractures totaled $17 billion, or $47
million per day, in 2001—and the cost is rising
due to the aging U.S. population.9

� Osteoporotic fractures are responsible for an
estimated 500,000 hospitalizations, 800,000
emergency room visits, 2.6 million physician
visits and 180,000 nursing home placements
each year.10
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OSTEOPOROSIS MANAGEMENT
TRENDS, 2004 - 2005

YEAR MEDICARE

2005 20.1

2004 19.0

RESULTS AND ANALYSIS

MEDICARE

Management rate: 20.1 up 1.1 pts
Nationwide variability: 15.7 pts
Top State: Pennsylvania, 24.4



Rates continue steady rise; effective treatment reduces preterm, low-weight births.

There are more than 4 million births in the United States each year.1 Early, effective prenatal care can
identify mothers at risk of delivering a preterm or growth-retarded infant and provide an array of
medical and educational interventions. Poor pregnancy outcomes can be costly, though many are pre-
ventable with early intervention. Early infancy is a critical time for the health of both baby and mother;
continuity of care can help detect problems early and prevent complications. 

PRENATAL AND POSTPARTUM CARE

ABOUT PRENATAL AND POSTPARTUM CARE

� Every week, more than 9,500 infants are born
preterm and 6,200 low birth-weight infants are
born, placing them at increased risk for 
neurodevelopmental handicaps, congenital
anomalies and respiratory illness.2

� Comprehensive prenatal care has been shown
to help reduce low birth weight incidence and
infant mortality.3

� Women who receive no prenatal care are three
to four times more likely to die from complica-
tions related to pregnancy than women who
received prenatal care.4

MEASURE DEFINITION

This measure has two indicators:

Timeliness of Prenatal Care: The percentage of
pregnant women who had a prenatal care visit in
either the first trimester or within 42 days of
enrollment. 

Postpartum Care: The percentage of women who
had a postpartum checkup 21 to 56 days after
delivery. 
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RESULTS AND ANALYSIS

COMMERCIAL

Timely Prenatal Care: 91.8 up 1.0 pts
Nationwide variability: 12.7 pts
Top State: New Hampshire, 97.3

Postpartum Checkups: 81.5 up 0.8 pts
Nationwide variability: 18.1 pts
Top State: South Carolina, 88.9

MEDICAID

Timely Prenatal Care: 79.1 up 0.9 pts
Nationwide variability: 30.4 pts
Top State: Indiana, 89.5

Postpartum Checkups: 57.0 up 0.5 pts
Nationwide variability: 29.2 pts
Top State: New York, 67.4



PRENATAL AND POSTPARTUM CARE

THE CASE FOR IMPROVEMENT

� Mothers who receive no prenatal care have an
infant mortality rate over six times that of
mothers whose prenatal care is initiated in the
first trimester of pregnancy.5

� In 2003, the infant mortality rate for very
preterm infants was 188 per 1000 live births,
nearly 78 times that of infants born at term.6

� Every dollar of prenatal care results in expected
savings of $3.33 for postnatal care and $4.63 in
long-term morbidity costs.7

� Hospitalizations for pregnancy complications
cost more than $1 billion annually and account
for more than 2 million hospital days of care.8

� Hospital charges for a normal-weight birth
average $5,800. A low weight infant birth may
cost up to $205,000.9
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TIMELINESS OF PRENATAL CARE
TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 91.8 79.1

2004 90.8 78.2

2003 89.4 76.5

2002 86.7 70.1

2001 85.1 72.9

2000 83.3 72.6

1999 85.0 N/A

1998 83.4 N/A

1997 83.1 N/A

1996 83.8 N/A

POSTPARTUM CARE
TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 81.5 57.0

2004 80.7 56.5

2003 80.3 55.3

2002 77.0 52.9

2001 77.0 53.0

2000 74.1 49.8

1999 72.3 N/A

1998 70.1 N/A

1997 66.2 N/A



Asthma accounts for more than 14 million lost school days, 14 million lost work days.

Asthma is one of the nation's most common, costly and increasingly prevalent diseases. Over 30 mil-
lion Americans—including 8.5 million children—suffer from asthma.1 Many asthma-related 
hospitalizations, emergency room visits and missed work and school days can be avoided if patients
have appropriate medications and medical management.

USE OF APPROPRIATE MEDICATIONS FOR
PEOPLE WITH ASTHMA

ABOUT ASTHMA

� In 2004, asthma accounted for 1 million 
hospital outpatient visits and 1.8 million 
emergency department visits.2

�Asthma is the leading cause of school 
absenteeism attributed to chronic conditions.3

�Asthma is the third leading cause of hospital-
ization among children under the age of 15.4

MEASURE DEFINITION

This measure estimates the percentage of
enrolled members 5 to 56 years with persistent
asthma who were prescribed medications 
acceptable as primary therapy for long-term con-
trol of asthma. People with persistent asthma
were redefined this year as having had at least
one ER visit or hospital discharge related to an
asthma attack, four or more outpatient visits
related to asthma, or four or more asthma med-
ications dispensed during 2004 and 2005. 

The measure is collected separately for children
(ages 5-9), adolescents (ages 10-17) and adults
(ages 18-56). A combined rate is also reported. 

THE CASE FOR IMPROVEMENT

� Nearly 5,000 Americans die of asthma each
year. Some of those deaths could be avoided
with improved disease management.5

� The economic cost of asthma is $14 billion
annually, including $4.6 billion in lost produc-
tivity.6

� Children miss an estimated 14 million school
days annually because of asthma.7 

�Asthma accounts for an estimated 14.5 million
lost workdays for adults.8

� Patients who use appropriate asthma medica-
tions, such as inhaled corticosteroids, are 45
percent less likely to make repeat emergency
room visits.9

� Most asthma related hospitalizations and 
emergency department visits are preventable;
non-acute asthma can be managed in the less
costly ambulatory care setting.10
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RESULTS AND ANALYSIS

COMMERCIAL

Combined Rate: 89.9 untrendable*
Nationwide variability: 8.0 pts
Top State: District of Columbia, 93.6

MEDICAID

Combined Rate: 85.7 untrendable*
Nationwide variability: 14.2 pts
Top State: New York, 90.7

ASTHMA MEDICATION USE
COMBINED RATE: TRENDS, 1998 - 2005

YEAR COMMERCIAL MEDICAID

2005 89.9 85.7

2004* 72.9 64.5

2003 71.4 64.1

2002 67.9 62.8

2001 65.6 60.1

1999 62.6 57.4

1998 57.7 N/A

* Results untrendable due to changes to measure specifications.



COPD fourth-leading cause of death; spirometry key to proper diagnosis. 

Chronic obstructive pulmonary disease—a group of diseases characterized by airflow obstruction,
including chronic bronchitis and emphysema1—is the fourth leading cause of death in the United
States. By 2020, COPD is projected to be the third leading cause of death.2,3  Spirometry is a simple test
that measures the amount and speed at which a person can breathe out air.4 Both symptomatic and
asymptomatic patients suspected of COPD should have spirometry performed to establish whether
their airway is obstructed—and if so, to what extent.5

USE OF SPIROMETRY IN THE ASSESSMENT
AND DIAGNOSIS OF COPD

ABOUT SPIROMETRY AND COPD 

� COPD can be present with or without physical
impairment or symptoms. It is often a silent
and unrecognized disease and in its milder
forms is difficult to detect and diagnose clini-
cally without the use of spirometry. 

� To begin appropriate treatment, it is essential to
confirm the presence and reversibility of air-
flow obstruction and to distinguish COPD from
asthma.6,7

MEASURE DEFINITION

This measure estimates the percentage of mem-
bers 40 and older with a new diagnosis of COPD
who received spirometry testing to confirm this
diagnosis.

THE CASE FOR IMPROVEMENT

� The total estimated annual cost of COPD is
$37.2 billion, including $20.9 billion in annual
direct medical costs.8

�An estimated 10.7 million adults in the U.S.
were diagnosed with COPD; many more are
thought to remain undiagnosed.9

� More than one-third of the American adult
population reported respiratory symptoms
compatible with symptomatic COPD.10

� Spirometry may reduce the number of 
individuals who are diagnosed with—and
treated for—COPD, but do not have airflow
obstruction of the severity likely to benefit 
from treatment.
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RESULTS AND ANALYSIS

COMMERCIAL

Spirometry Rate: 34.8 new measure
Nationwide variability: 17.6 pts
Top State: New York, 43.0

MEDICARE

Spirometry Rate: 26.3 new measure
Nationwide variability: 17.2 pts
Top State: Wisconsin, 33.6

MEDICAID

Spirometry Rate: 26.5 new measure
Nationwide variability: 22.1 pts
Top State: New York, 36.1

THIS IS A FIRST-YEAR MEASURE.



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 service
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 launched the CAHPS initiative.  

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

CAHPS® MEMBER SATISFACTION MEASURES 
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Respondents were asked to rate their health plan overall, with 0 equaling "worst health plan possible"
and 10 equaling "best health plan possible." The tables below represent the percentage of respondents
who rated their health plans either 8 or higher or 9 or higher.

In 2005, the percentage of enrollees who rated their health plan an 8, 9 or 10 increased by more than 1
percentage point for commercial plans and almost 4 percentage points for Medicare plans. The national
average of 2005 for Medicaid is comparable to that of 2004.

The percentage of enrollees who rated their plan a 9 or 10 increased more than 1 percentage points
among commercial and Medicaid plans, and more than 3 percentage points for Medicare plans.
Nonetheless, a difference of more than 20 percentage points exists for this measure between 
commercial and Medicare plans.

RATING OF HEALTH PLAN

RATING OF HEALTH PLAN:
8, 9 OR 10

TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID MEDICARE

2005 65.2 72.0 79.9

2004 64.1 71.6 76.0

2003 61.8 69.9 72.0

2002 61.3 69.7 78.2

2001 61.8 69.3 79.2
2000 59.3 67.0 78.8

1999 56.7 N/A N/A

RATING OF HEALTH PLAN:
9 OR 10

TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID MEDICARE

2005 39.8 53.9 61.3

2004 38.4 52.6 57.5

2003 36.6 51.6 53.3

2002 36.2 51.8 60.3

2001 37.3 52.4 62.4

2000 35.8 50.2 61.6

1999 33.7 N/A N/A
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CUSTOMER SERVICE 

The Customer Service composite measures how much of a problem it was for members to get needed
information and to fill out paperwork in the last 12 months. The score represents the average percent-
age of members who responded "Not a problem."

Topics that were measured include:

� How problematic it was to find information in the health plan's written materials, or on the Internet
� How problematic it was getting information from the health plan's customer service line 
� How problematic it was understanding and completing health plan paperwork  

Responses included:

� A big problem � A small problem � Not a problem

In 2005, the Customer Service national average saw
a decrease of more than 1 percentage point for
Medicaid plans and 5 percentage point decrease 
for Medicare plans. 

The introduction of the Medicare Part D prescrip-
tion drug coverage, along with the provision of a
May 15 deadline for enrollment, prompted many
Medicare beneficiaries to call customer service lines
with inquiries about the new coverage. Long wait
times, along with some confusion among beneficiar-
ies about the mechanics of the drug plan, may have
contributed to the drop in customer service ratings
this year.

However, despite the drop in 2005, the Medicare
national average remains the highest among the
three product lines.

CUSTOMER SERVICE:
RESPONDENTS ANSWERING “NOT A PROBLEM”

TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID MEDICARE

2005 71.2 68.5 74.4

2004 71.0 69.8 79.9

2003 70.8 69.5 79.9

2002 70.4 67.4 80.3

2001 67.2 67.5 80.9

2000 66.6 70.3 80.3

1999 64.5 N/A N/A

CUSTOMER SERVICE:
RESPONSES TO INDIVIDUAL QUESTIONS*

COMMERCIAL, 2005

QUESTION A BIG PROBLEM A SMALL PROBLEM NOT A PROBLEM
How much of a problem was it to find 
information about how your health plan works 9.2 34.8 56.0
in written materials or on the Internet?
How much of a problem was it to get the help 
you needed when you called your health plan's 12.1 24.2 63.7
customer service?
How much of a problem did you have with 
paperwork for your health plan? 6.0 21.5 72.5

* Percentages may not add to 100 percent due to rounding.
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GETTING NEEDED CARE 

The Getting Needed Care composite measures the experiences members had in the last 12 months
when attempting to get care from doctors and specialists. The rates displayed represent the  average
percentage of heath plan members nationwide who responded "Not a problem."

Topics that were measured include:

� Obtaining a satisfactory doctor/provider
� Getting to see a specialist when needed 
� Obtaining the care, tests, or treatment believed necessary
� Delays in health care while waiting for approval from the health plan

Responses included:

� A big problem � A small problem � Not a problem

In 2005, the Getting Needed Care national average
increased by less than 1.0 percentage points among
Commercial and Medicare plans. 

The Medicaid national average was comparable to
that of 2004; Medicare averages continue to be the
highest among the three product lines.

� Please refer to Appendix 3 for further CAHPS data.

GETTING NEEDED CARE:
RESPONDENTS ANSWERING “NOT A PROBLEM”

TRENDS, 1999 - 2005

YEAR COMMERCIAL MEDICAID MEDICARE

2005 80.2 73.9 87.1

2004 79.4 74.1 86.4

2003 78.4 72.1 84.1

2002 76.9 72.4 83.6

2001 76.7 75.5 83.4

2000 75.4 74.2 85.0

1999 74.0 N/A N/A

GETTING NEEDED CARE:
RESPONSES TO INDIVIDUAL QUESTIONS*

COMMERCIAL, 2005

QUESTION A BIG PROBLEM A SMALL PROBLEM NOT A PROBLEM
How much of a problem, if any, was it to get
a personal doctor or nurse you are happy with? 8.3 20.3 71.5
How much of a problem, if any, was it to see 
a specialist that you needed to see? 7.5 15.3 77.2
How much of a problem, if any, was it to get the care, tests 
or treatment you or a doctor believed necessary? 4.0 11.7 84.2
How much of a problem, if any, were delays in health care 
while you waited for approval from you health plan? 10.5 22.5 67.0

* Percentages may not add to 100 percent due to rounding.
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APPENDIX 1: HEDIS EFFECTIVENESS OF CARE 
MEASURES: 2005 NATIONAL AVERAGES
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HEDIS EFFECTIVENESS OF CARE MEASURES
National Averages - 2005

MEASURE COMMERCIAL MEDICARE MEDICAID

Adolescent Immunization Status - Hepatitis B 71.8 N/A 63.6

Adolescent Immunization Status - MMR 78.5 N/A 70.7

Adolescent Immunization Status - VZV 60.2 N/A 48.3

Adolescent Immunization Status - Combo 2 53.7 N/A 42.4

Antidepressant Medication Management - Contacts 20.6 11.8 20.7

Antidepressant Medication Management - Acute Phase 61.4 54.9 46.0

Antidepressant Medication Management - Continuation Phase 45.0 41.0 30.3

Appropriate Testing for Children with Pharyngitis 69.7 N/A 52.0

Appropriate Treatment for Children with a URI 82.9 N/A 82.5

Beta-Blocker Treatment After a Heart Attack 96.6 93.8 86.1

Breast Cancer Screening 72.0 71.6 53.9

Cervical Cancer Screening 81.8 N/A 65.0

Childhood Immunization Status - DTaP/DT 86.1 N/A 76.8

Childhood Immunization Status - Hepatitis B 90.0 N/A 85.2

Childhood Immunization Status - HiB 92.9 N/A 86.7

Childhood Immunization Status - IPV/OPV 90.3 N/A 84.5

Childhood Immunization Status - MMR 93.0 N/A 89.5

Childhood Immunization Status - Pneumococcal Conjugate 58.8 N/A 46.6

Childhood Immunization Status - VZV 89.9 N/A 86.4

Childhood Immunization Status - Combo 2 77.7 N/A 70.4

Childhood Immunization Status - Combo 3 53.1 N/A 42.5

Chlamydia Screening - 16-20 Years 34.4 N/A 49.1

Chlamydia Screening - 21-25 Years 35.2 N/A 52.4

Chlamydia Screening - Combined Rate 34.9 N/A 50.6

Colorectal Cancer Screening 52.3 53.9 N/A

Comprehensive Diabetes Care - HbA1c Testing 87.5 88.9 76.2

Comprehensive Diabetes Care - Poor HbA1c Control 29.7 23.6 49.1

Comprehensive Diabetes Care - Eye Exams 54.8 66.5 48.6

Comprehensive Diabetes Care - LDL-C Screening 92.3 93.3 80.5

Comprehensive Diabetes Care - LDL-C Control (<100) 43.8 50.0 32.6

Comprehensive Diabetes Care - LDL-C Control (<130) 67.5 71.6 51.3

Comprehensive Diabetes Care - Monitoring Nephropathy 55.1 60.2 48.8

Controlling High Blood Pressure  68.8 66.4 61.4

DMARD Therapy in Rheumatoid Arthritis 80.9 64.2 67.5



APPENDIX 1: HEDIS EFFECTIVENESS OF CARE 
MEASURES: 2005 NATIONAL AVERAGES

HEDIS EFFECTIVENESS OF CARE MEASURES
National Averages - 2005

MEASURE COMMERCIAL MEDICARE MEDICAID

Follow-up After Hospitalization for Mental Illness - 7 Days 55.8 39.1 39.2

Follow-up After Hospitalization for Mental Illness - 30 Days 75.9 59.3 56.8

Follow-up for Children w/ADHD Medication - Initiation 32.0 N/A 31.4

Glaucoma Screening for Older Adults N/A 61.6 N/A

Imaging Studies for Low Back Pain 75.4 N/A 79.0

Inappropriate Treatment for Adults with Acute Bronchitis 66.1 N/A 69.4

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 44.5 50.9 40.7

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 14.1 4.7 9.7

Osteoporosis Management in Women Who Had a Fracture N/A 20.1 N/A

Persistence of Beta-Blocker Treatment After a Heart Attack 70.3 65.4 69.8

Prenatal and Postpartum Care - Postpartum Care 81.5 N/A 57.0

Prenatal and Postpartum Care - Timeliness of Prenatal Care 91.8 N/A 79.1

Use of Appropriate Medications for Asthma - 5-9 Years 95.7 N/A 88.0

Use of Appropriate Medications for Asthma - 10-17 Years 91.7 N/A 85.6

Use of Appropriate Medications for Asthma - 18-56 Years 88.5 N/A 83.4

Use of Appropriate Medications for Asthma - Combined Rate 89.9 N/A 85.7

Use of Spirometry in the Assessment and Diagnosis of COPD 34.8 26.3 26.5
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APPENDIX 2: HEDIS EFFECTIVENESS OF CARE
MEASURES: LIFE-OF-MEASURE TRENDS

ADOLESCENT IMMUNIZATION STATUS
HEPATITIS B VACCINATION: TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 71.8 63.6

2004 66.8 61.1

2003 62.7 56.3

2002 54.6 46.8

2001 48.3 40.8

2000 41.1 33.0

1999 34.4 N/A

1998 25.5 N/A

1997 17.8 N/A

ADOLESCENT IMMUNIZATION STATUS
VZV (CHICKEN POX) VACCINATION: TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 60.2 48.3

2004 55.8 46.8

2003 50.9 44.1

2002 40.5 33.2

2001 34.1 27.8

2000 28.5 21.6

1999 24.1 N/A

1998 18.6 N/A

1997 16.9 N/A

CHILDHOOD IMMUNIZATION STATUS
DTP/DTaP VACCINATION: TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 86.1 76.8

2004 85.9 75.6

2003 84.3 72.6

2002 80.1 69.4

2001 81.5 71.2

2000 80.4 70.1

1999 78.7 N/A

1998 75.6 N/A

1997 76.7 N/A

1996 76.8 N/A

ADOLESCENT IMMUNIZATION STATUS
MMR VACCINATION: TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 78.5 70.7

2004 76.8 71.5

2003 73.9 71.2

2002 67.9 64.2

2001 65.4 61.2

2000 62.3 54.2

1999 58.8 N/A

1998 52.3 N/A

1997 50.9 N/A



APPENDIX 2: HEDIS EFFECTIVENESS OF CARE
MEASURES: LIFE-OF-MEASURE TRENDS
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CHILDHOOD IMMUNIZATION STATUS
HEPATITIS B VACCINATION: TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 90.0 85.2

2004 87.2 81.9

2003 85.8 79.5

2002 81.9 76.7

2001 79.9 75.4

2000 77.9 73.3

1999 75.5 N/A

1998 71.9 N/A

1997 77.7 N/A

1996 78.2 N/A

CHILDHOOD IMMUNIZATION STATUS
IPV/OPV VACCINATION: TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 90.3 84.5

2004 90.1 84.8

2003 88.7 83.1

2002 86.0 80.6

2001 85.4 79.1

2000 84.2 77.8

1999 82.6 N/A

1998 81.3 N/A

1997 82.6 N/A

1996 82.8 N/A

CHILDHOOD IMMUNIZATION STATUS
MMR VACCINATION: TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 93.0 89.5

2004 92.3 88.1

2003 91.5 87.4

2002 90.1 84.6

2001 89.4 83.7

2000 88.4 82.1

1999 87.0 N/A

1998 85.6 N/A

1997 86.4 N/A

1996 86.5 N/A

CHILDHOOD IMMUNIZATION STATUS
HiB VACCINATION: TRENDS, 1996 - 2005

YEAR COMMERCIAL MEDICAID

2005 92.9 86.7

2004 87.8 79.1

2003 86.1 77.7

2002 83.2 74.7

2001 83.4 74.9

2000 82.7 74.8

1999 80.7 N/A

1998 78.0 N/A

1997 78.9 N/A

1996 83.2 N/A
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CHILDHOOD IMMUNIZATION STATUS
VZV (CHICKEN POX) VACCINATION: TRENDS, 1997 - 2005

YEAR COMMERCIAL MEDICAID

2005 89.9 86.4

2004 87.5 84.7

2003 85.7 81.8

2002 82.0 76.5

2001 75.3 73.6

2000 70.5 67.4

1999 63.8 N/A

1998 51.6 N/A

1997 39.5 N/A

APPENDIX 2: HEDIS EFFECTIVENESS OF CARE
MEASURES: LIFE-OF-MEASURE TRENDS
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CAHPS MEMBER SATISFACTION MEASURES
National Averages - 2005

MEASURE COMMERCIAL MEDICARE MEDICAID

Rating of Health Plan (8, 9 or 10) 65.2 79.9 72.0

Rating of Health Plan (9 or 10) 39.8 61.3 53.9

Claims Processing 89.1 N/A N/A

Courteousness of Office Staff (“Usually or “Always”) 93.2 95.9 88.2

Courteousness of Office Staff (“Always” only) 65.9 79.3 66.3

Customer Service 71.2 74.4 68.5

Getting Care Quickly (“Usually or “Always”) 79.7 84.5 72.3

Getting Care Quickly (“Always” only) 46.5 58.7 44.6

Getting Needed Care 80.2 87.1 73.9

How Well Doctors Communicate (“Usually or “Always”) 92.2 94.0 86.0

How Well Doctors Communicate (“Always” only) 61.3 69.5 61.3

Rating of Health Care (8, 9 or 10) 78.0 86.6 73.0

Rating of Health Care (9 or 10) 53.5 69.1 54.2

Rating of Personal Doctor or Nurse (8, 9 or 10) 77.2 85.5 77.0

Rating of Specialist (8, 9 or 10) 78.1 84.1 76.0

Rating of Specialist (9 or 10) 57.2 67.7 60.1
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HEDIS EFFECTIVENESS OF CARE MEASURES
ACCREDITED VS. NON-ACCREDITED PLANS: COMMERCIAL AVERAGES, 2005

MEASURE ACCREDITED UNACCREDITED DIFFERENCE

Adolescent Immunization Status - Combo 2 56.5 44.2 12.2 

Adolescent Immunization Status - Hepatitis B 73.7 65.2 8.5 

Adolescent Immunization Status - MMR 79.9 73.6 6.4 

Adolescent Immunization Status - VZV 63.0 50.7 12.3 

Antidepressant Medication Management - Acute Phase 61.7 60.1 1.6 

Antidepressant Medication Management - Continuation Phase 45.3 43.8 1.4 

Antidepressant Medication Management - Contacts 21.5 17.0 4.4 

Appropriate Testing for Children with Pharyngitis 70.3 67.3 3.0 

Appropriate Treatment for Children with a URI 83.0 82.4 0.6 

Beta-Blocker Treatment After a Heart Attack 97.1 93.0 4.2 

Breast Cancer Screening 72.6 70.1 2.5 

Cervical Cancer Screening 82.6 79.0 3.7 

Childhood Immunization Status - Combo 2 79.1 73.1 6.0 

Childhood Immunization Status - DTaP/DT 87.4 82.1 5.3 

Childhood Immunization Status - Hepatitis B 91.0 86.7 4.2 

Childhood Immunization Status - HiB 93.9 89.6 4.3 

Childhood Immunization Status - IPV/OPV 91.4 86.4 5.0 

Childhood Immunization Status - MMR 93.5 91.3 2.3 

Childhood Immunization Status - VZV 90.7 87.3 3.4 

Chlamydia Screening - Combined Rate 35.4 33.2 2.1 

Comprehensive Diabetes Care - Eye Exams 56.3 50.1 6.2 

Comprehensive Diabetes Care - HbA1c Testing 87.9 86.2 1.7 

Comprehensive Diabetes Care - LDL-C Screening 92.6 91.3 1.3 

Comprehensive Diabetes Care - LDL-C Control (<100) 44.8 40.5 4.3 

Comprehensive Diabetes Care - LDL-C Control (<130) 68.8 63.4 5.4 

Comprehensive Diabetes Care - Monitoring Nephropathy 56.4 51.1 5.3 

Comprehensive Diabetes Care - Poor HbA1c Control* 28.6 33.4 (4.8)

Controlling High Blood Pressure   69.9 64.9 5.0 

Flu Shots for Adults 35.5 38.9 (3.4)

Follow-up After Hospitalization for Mental Illness - 7 Days 57.2 49.1 8.1 

Follow-up After Hospitalization for Mental Illness - 30 Days 77.0 70.4 6.7 

Imaging Studies for Low Back Pain 75.7 74.3 1.4 

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 44.6 44.0 0.6 

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 14.3 13.2 1.2 

Medical Assistance with Smoking Cessation 71.1 71.8 (0.7)

Persistence of Beta-Blocker Treatment After a Heart Attack 70.5 68.0 2.5 

Prenatal and Postpartum Care - Postpartum Care 83.0 76.0 7.0 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 92.9 88.2 4.7 

Use of Appropriate Medications for Asthma - Combined Rate 90.3 88.5 1.8 

* Lower rates are better for this measure; the negative difference signifies higher performance among NCQA-Accredited plans for this measure.
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APPENDIX 5: HEDIS EFFECTIVENESS OF CARE
MEASURES: ACCREDITED vs. NON-
ACCREDITED PLANS - MEDICAID

HEDIS EFFECTIVENESS OF CARE MEASURES
ACCREDITED VS. NON-ACCREDITED PLANS: MEDICAID AVERAGES, 2005

MEASURE ACCREDITED UNACCREDITED DIFFERENCE

Adolescent Immunization Status - Combo 2 53.0 37.3 15.7 

Adolescent Immunization Status - Hepatitis B 73.6 59.0 14.6 

Adolescent Immunization Status - MMR 79.0 66.8 12.2 

Adolescent Immunization Status - VZV 60.4 42.8 17.6 

Antidepressant Medication Management - Contacts 23.2 19.0 4.2 

Antidepressant Medication Management - Acute Phase 45.8 46.0 (0.2)

Antidepressant Medication Management - Continuation Phase 28.8 31.2 (2.4)

Appropriate Testing for Children with Pharyngitis 55.2 50.0 5.2 

Appropriate Treatment for Children with a URI 83.0 82.2 0.8 

Beta-Blocker Treatment After a Heart Attack 92.9 80.8 12.1 

Breast Cancer Screening 57.0 52.5 4.6 

Cervical Cancer Screening 72.3 62.2 10.1 

Childhood Immunization Status - Combo 2 75.3 68.5 6.8 

Childhood Immunization Status - DTaP/DT 82.0 74.9 7.1 

Childhood Immunization Status - Hepatitis B 90.3 83.3 7.0 

Childhood Immunization Status - HiB 90.5 85.3 5.2 

Childhood Immunization Status - IPV/OPV 89.6 82.7 6.9 

Childhood Immunization Status - MMR 92.2 88.5 3.8 

Childhood Immunization Status - VZV 90.1 85.1 5.0 

Chlamydia Screening - Combined Rate 49.8 50.9 (1.1)

Comprehensive Diabetes Care - HbA1c Testing 82.8 73.5 9.2 

Comprehensive Diabetes Care - Poor HbA1c Control* 39.2 53.4 (14.2)

Comprehensive Diabetes Care - Eye Exams 58.3 44.6 13.7 

Comprehensive Diabetes Care - LDL-C Screening 85.7 78.4 7.3 

Comprehensive Diabetes Care - LDL-C Control (<100) 37.1 30.6 6.4 

Comprehensive Diabetes Care - LDL-C Control (<130) 58.9 47.9 11.0 

Comprehensive Diabetes Care - Monitoring Nephropathy 54.4 46.6 7.8 

Controlling High Blood Pressure  66.6 57.2 9.4 

Follow-up After Hospitalization for Mental Illness - 7 Days 49.1 33.9 15.2 

Follow-up After Hospitalization for Mental Illness - 30 Days 67.4 51.0 16.3 

Imaging Studies for Low Back Pain 78.3 79.6 (1.3)

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 12.6 8.0 4.5 

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 42.0 39.9 2.1 

Medical Assistance with Smoking Cessation 67.4 64.2 3.2 

Persistence of Beta-Blocker Treatment After a Heart Attack 74.4 64.0 10.4 

Prenatal and Postpartum Care - Postpartum Care 63.0 54.8 8.2 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 86.2 76.4 9.7 

Use of Appropriate Medications for Asthma - Combined Rate 88.7 84.5 4.2

* Lower rates are better for this measure; the negative difference signifies higher performance among NCQA-Accredited plans for this measure.
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HEDIS EFFECTIVENESS OF CARE MEASURES
ACCREDITED VS. NON-ACCREDITED PLANS: MEDICARE AVERAGES, 2005

MEASURE ACCREDITED UNACCREDITED DIFFERENCE

Antidepressant Medication Management - Contacts 13.2 10.7 2.5 

Antidepressant Medication Management - Acute Phase 59.0 51.8 7.2 

Antidepressant Medication Management - Continuation Phase 45.2 37.7 7.5 

Beta-Blocker Treatment After a Heart Attack 97.7 91.3 6.4 

Breast Cancer Screening 76.8 68.5 8.3 

Colorectal Cancer Screening 60.3 50.3 10.0 

Comprehensive Diabetes Care - HbA1c Testing 91.4 87.5 3.9 

Comprehensive Diabetes Care - Poor HbA1c Control* 18.8 26.2 (7.4)

Comprehensive Diabetes Care - Eye Exams 76.1 61.3 14.7 

Comprehensive Diabetes Care - LDL-C Screening 95.1 92.3 2.8 

Comprehensive Diabetes Care - LDL-C Control (<100) 54.6 47.5 7.1 

Comprehensive Diabetes Care - LDL-C Control (<130) 76.5 69.0 7.6 

Comprehensive Diabetes Care - Monitoring Nephropathy 63.9 58.2 5.7 

Controlling High Blood Pressure  68.5 65.2 3.3 

Flu Shots for Adults 76.3 67.0 9.3 

Follow-up After Hospitalization for Mental Illness - 7 Days 53.6 30.4 23.2 

Follow-up After Hospitalization for Mental Illness - 30 Days 72.9 51.2 21.7 

Glaucoma Screening for Older Adults 67.7 57.9 9.8 

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 50.5 51.1 (0.5)

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 5.8 4.0 1.8 

Medical Assistance with Smoking Cessation 77.7 74.3 3.4 

Osteoporosis Management in Women Who Had a Fracture 23.1 18.2 4.9 

Persistence of Beta-Blocker Treatment After a Heart Attack 71.6 60.7 10.8 

* Lower rates are better for this measure; the negative difference signifies higher performance among NCQA-Accredited plans for this measure.



APPENDIX 7: HEDIS EFFECTIVENESS OF CARE MEASURES:
PUBLICLY REPORTING vs. NON-PUBLICLY
REPORTING PLANS - COMMERCIAL

66 NATIONAL COMMITTEE FOR QUALITY ASSURANCE 

HEDIS EFFECTIVENESS OF CARE MEASURES
PUBLICLY REPORTING VS. NON-PUBLICLY REPORTING PLANS: COMMERCIAL AVERAGES, 2005

MEASURE PUBLIC NON-PUBLIC DIFFERENCE

Adolescent Immunization Status - Combo 2 55.2 37.6 17.6 

Adolescent Immunization Status - Hepatitis B 73.1 57.6 15.5 

Adolescent Immunization Status - MMR 79.2 70.6 8.6 

Adolescent Immunization Status - VZV 61.7 45.1 16.6 

Antidepressant Medication Management - Contacts 20.9 16.4 4.5 

Antidepressant Medication Management - Acute Phase 61.7 57.4 4.3 

Antidepressant Medication Management - Continuation Phase 45.4 40.6 4.8 

Appropriate Testing for Children with Pharyngitis 69.8 68.5 1.3 

Appropriate Treatment for Children with a URI 82.9 82.4 0.5 

Beta-Blocker Treatment After a Heart Attack 96.9 91.8 5.1 

Breast Cancer Screening 72.3 69.3 3.0 

Cervical Cancer Screening 82.3 77.2 5.1 

Childhood Immunization Status - Combo 2 78.9 65.3 13.6 

Childhood Immunization Status - DTaP/DT 87.2 75.8 11.4 

Childhood Immunization Status - Hepatitis B 91.0 79.7 11.3 

Childhood Immunization Status - HiB 93.7 84.2 9.5 

Childhood Immunization Status - IPV/OPV 91.2 80.5 10.7 

Childhood Immunization Status - MMR 93.5 88.3 5.2 

Childhood Immunization Status - VZV 90.5 83.5 7.0 

Chlamydia Screening - Combined Rate 35.2 32.4 2.8 

Colorectal Cancer Screening 52.8 46.9 5.9 

Comprehensive Diabetes Care - HbA1c Testing 87.8 85.1 2.7 

Comprehensive Diabetes Care - Poor HbA1c Control* 29.0 35.7 (6.7)

Comprehensive Diabetes Care - Eye Exams 55.7 47.7 8.0 

Comprehensive Diabetes Care - LDL-C Screening 92.4 90.9 1.5 

Comprehensive Diabetes Care - LDL-C Control (<100) 44.3 39.8 4.5 

Comprehensive Diabetes Care - LDL-C Control (<130) 68.1 62.3 5.8 

Comprehensive Diabetes Care - Monitoring Nephropathy 55.6 51.5 4.1 

Controlling High Blood Pressure  69.4 62.0 7.4 

Flu Shots for Adults 36.4 34.5 1.9 

Follow-up After Hospitalization for Mental Illness - 7 Days 56.3 48.0 8.3 

Follow-up After Hospitalization for Mental Illness - 30 Days 76.6 66.5 10.1 

Imaging Studies for Low Back Pain 75.7 71.8 3.9 

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 44.5 45.2 (0.7)

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 14.1 14.4 (0.3)

Medical Assistance with Smoking Cessation 71.4 67.6 3.8 

Persistence of Beta-Blocker Treatment After a Heart Attack 70.2 70.5 (0.3)

Prenatal and Postpartum Care - Postpartum Care 82.5 71.3 11.2 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 92.7 84.1 8.6 

Use of Appropriate Medications for Asthma - Combined Rate 89.9 89.3 0.6 

* Lower rates are better for this measure; the negative difference signifies higher performance among publicly reporting plans for this measure.
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APPENDIX 8: HEDIS EFFECTIVENESS OF CARE MEASURES:
PUBLICLY REPORTING vs. NON-PUBLICLY
REPORTING PLANS - MEDICAID

HEDIS EFFECTIVENESS OF CARE MEASURES
PUBLICLY REPORTING VS. NON-PUBLICLY REPORTING PLANS: MEDICAID AVERAGES, 2005

MEASURE PUBLIC NON-PUBLIC DIFFERENCE

Adolescent Immunization Status - Combo 2 46.4 33.4 13.0 

Adolescent Immunization Status - Hepatitis B 68.8 52.5 16.3 

Adolescent Immunization Status - MMR 74.6 62.3 12.3 

Adolescent Immunization Status - VZV 53.0 38.5 14.5 

Antidepressant Medication Management - Contacts 22.0 17.8 4.2 

Antidepressant Medication Management - Acute Phase 46.3 45.3 1.0 

Antidepressant Medication Management - Continuation Phase 30.2 30.4 (0.2)

Appropriate Testing for Children with Pharyngitis 52.4 51.0 1.4 

Appropriate Treatment for Children with a URI 82.5 82.3 0.2 

Beta-Blocker Treatment After a Heart Attack 89.5 73.0 16.5 

Breast Cancer Screening 55.2 51.0 4.2 

Cervical Cancer Screening 67.3 60.4 6.9 

Childhood Immunization Status - Combo 2 72.1 66.7 5.4 

Childhood Immunization Status - DTaP/DT 79.1 72.5 6.6 

Childhood Immunization Status - Hepatitis B 87.5 80.6 6.9 

Childhood Immunization Status - HiB 88.8 82.6 6.2 

Childhood Immunization Status - IPV/OPV 86.9 79.8 7.1 

Childhood Immunization Status - MMR 90.7 87.2 3.5 

Childhood Immunization Status - VZV 88.3 82.7 5.6 

Chlamydia Screening - Combined Rate 51.8 48.1 3.7 

Comprehensive Diabetes Care - HbA1c Testing 78.8 71.0 7.8 

Comprehensive Diabetes Care - Poor HbA1c Control* 45.6 56.1 (10.5)

Comprehensive Diabetes Care - Eye Exams 51.6 42.4 9.2 

Comprehensive Diabetes Care - LDL-C Screening 83.2 75.1 8.1 

Comprehensive Diabetes Care - LDL-C Control (<100) 35.5 26.8 8.7 

Comprehensive Diabetes Care - LDL-C Control (<130) 55.1 43.6 11.5 

Comprehensive Diabetes Care - Monitoring Nephropathy 51.0 44.3 6.7 

Controlling High Blood Pressure  62.6 57.2 5.4 

Follow-up After Hospitalization for Mental Illness - 7 Days 39.1 39.3 (0.2)

Follow-up After Hospitalization for Mental Illness - 30 Days 58.1 53.7 4.4 

Imaging Studies for Low Back Pain 78.3 80.8 (2.5)

Init./Engagement Alcohol/Drug Dep. Treatment - Initiation 40.3 41.4 (1.1)

Init./Engagement Alcohol/Drug Dep. Treatment - Engagement 10.9 7.5 3.4 

Medical Assistance with Smoking Cessation 66.4 63.7 2.7 

Persistence of Beta-Blocker Treatment After a Heart Attack 69.7 70.5 (0.8)

Prenatal and Postpartum Care - Postpartum Care 58.1 54.9 3.2 

Prenatal and Postpartum Care - Timeliness of Prenatal Care 79.3 78.7 0.6 

Use of Appropriate Medications for Asthma - Combined Rate 86.7 83.5 3.2 

* Lower rates are better for this measure; the negative difference signifies higher performance among publicly reporting plans for this measure.
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