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Introduction

Measuring the quality of health care requires a number of complicated technical decisions. Partner for Quality Care managed a community-wide
process to resolve these complex issues by seeking input from key health care stakeholders — those who give care, get care, and those who pay for
health care. This summary highlights how scores were computed and how key decisions were made. A multi-stakeholder process was used to
adopt principles, conduct research, and produce background papers to help guide key decisions. For a more detailed description of the measure
definitions, please see the table at the end of this document.

Assigning Patients to Practitioners (Attribution)

Assigning the correct patients to practitioners was an important part of developing accurate quality measurement reporting. The general
consensus among the Partner for Quality Care Clinical Work Group and Measurement and Reporting teams was that the method for attributing
patients to a primary care physician (PCP) must be fair, consistent and transparent.

Patients were assigned to a primary care practitioner contained in the Partner for Quality Care provider directory. The logic model for attribution
then follows the following formula:
e Use the health plan designated PCP when that exists and the information is kept up to date.
e If a PCP is not designated by the health plan, use the PCP the patient has seen the most across the measurement period (2009-2010, in
most cases).
e If there is a tie, use the most recently-seen PCP.
e A patient will be attributed to a single primary care physician (PCP).

If a patient received care only from a specialist, urgent care clinic, or a primary care practitioner in a medical group with less than four practitioners
they were not assigned a primary care practitioner (unattributed). In addition, if a claim did not specify the correct CPT codes or practitioner, the
patient was not attributed. For example, un-attributed patients for the cervical cancer screening measure might include healthy young women that
only receive care from an Ob-gyn.



Overall, there was a 45% loss of patients who were unattributed to a primary care practitioner. While this method attributes fewer patients overall
(smaller denominator sizes), it resulted in physicians confirming 95% accuracy of the patients assigned to them.

The exception to this attribution method is the low back pain imaging measure, for which images are attributed to either a PCP or a provider from
a list of designated specialties. Attribution is determined by ranking the number of visits during the 2-year period ending with the measurement
end date and the RVUs for those visits. The tie-breaker goes to the provider with the most recent date of service. The following specialties are
included in the available attribution pool for the low back pain imaging measure:

- Chiropractor — Orthopaedic Surgery

— Family Medicine - Osteopathy

— General Practice — Physical Medicine & Rehabilitation
— Internal Medicine — Physician Assistant

— Naturopathy - Women'’s Health

— Nurse Practioner

Calculating Rates and Scores
Rates were calculated at the clinic level and reported as percentages. A minimum threshold of 25 patients per clinic was established for inclusion
in the measure calculation. Clinic-level rates were calculated as follows:

Number of eligible patients who met the measure
Rate = 100 X specification
Number of eligible patients

NCQA's HEDIS definitions for the eligible population (denominator) consists of patients who satisfied all specified criteria, including age,
diagnosis, continuous health plan enrollment, and event or anchor date enrollment requirements (see detailed definitions in the table at the end of
this document). Clinic-level rates were first calculated for each clinic and then an overall clinic rate average for Oregon was calculated for
comparison.

The actual rates for measures are not presented on the public website at this time. Instead, after much debate, the Partner for Quality Care
leadership decided to present data in categories. Clinics with rates that are more than one standard deviation above the statewide average rate
across all clinics are reported as “better” on the consumer website. Clinics that are more than one standard deviation below the average rate are
reported as “below.” As a result, approximately two-thirds of Oregon clinics are reported as “average.” Medical group rates are calculated across
all patients, including patients in clinics that are too small to be reported. The category cut-off points for public reporting for medical groups are
not calculated separately; they are based on the cut-offs (standard deviation) calculated for clinics. (Note: The term “doctor’s office” is used in
place of the term “clinic” on the public website for easier consumer understanding.)



Validation and medical group pre-testing
Claims data were submitted by health plans and data suppliers to the data services vendor, Milliman. Milliman worked with each data supplier to
validate the submitted data. There were two levels of validation — one that ensured the correct transmission and format of the data and another

that ensured measure results were consistent between Milliman and the data supplier. Once validated, the data were aggregated across plans for
measure calculation.

Medical groups have the opportunity to validate and correct data before results are reported on the public website. Where a substantial
discrepancy has been identified and verified, the publicly-reported result will be modified. Clinic data validation and correction, while very time-
consuming, has been a valuable help and used to refine the methods for assigning patients to practitioners and some data coding.



Measure Name Definition

Use of Appropriate The percentage of members 5-50 years of age during the measurement year who were ||| | GG

Medications for People With
Asthma




