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There is a lot of rethinking going on in health

care today, and this is a very encouraging thing.

Physicians are rethinking what constitutes high-

quality care and how to provide it. Purchasers

and health plans are rethinking ways to support

physicians in their efforts. And consumers are

rethinking what makes a “good” doctor.

This is a time of great creativity in health care,

and great potential. Breakthrough thinking is in

evidence in many pockets of the system, and it is

exciting to see the pace of change accelerate. It 

is easy on any given day, in any segment of the

system, to get discouraged, to think that change

isn’t happening fast enough. But the bigger pic-

ture reveals great progress.

When NCQA first began its work more than a

decade ago, for instance, clinical guidelines were

anathema. Today, that debate is over. Even though

much work remains to develop guidelines cover-

ing the broad range of clinical issues, the concept

of guidelines is now mainstream. There is also

considerable investment in, and excitement about,

electronic medical records (EMRs) and their 

ability to store, organize and make available

information that supports the delivery of high-

quality care. Those who have made the transition

to EMRs, even those who did it with little enthu-

siasm, are almost evangelical about their merits,

wondering how and why they worked under 

“the old system” for so long.

As they always have, doctors and other health

care professionals are hard-working, profession-

ally driven, and committed to providing the best

care for their patients. Many are achieving better

patient outcomes through the development or

adoption of new systems and processes that

reflect the most current understanding of quality

in ambulatory settings.
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Those who are on the leading edge of quality par-

ticularly deserve our respect, because they have

achieved their successes not because of, but in spite

of the system in which they labor. Unlike virtually

every other sector of the economy, in health care

there is often no tangible incentive to provide

high-quality care. In other words, the system

seems to be telling doctors simply to “provide

care,” not to “provide high-quality care.” There is

a big difference.

Physicians should be rewarded for keeping quality

up. They should be rewarded for adopting and

doing the things that we now know support excel-

lent quality care—preventive screening, aggressive

management of chronic conditions, use of patient

registries, creating continuous healing relation-

ships with patients.

In this report, you will read about new and

promising programs designed to recognize and

reward individual physicians and physician

groups for pursuing and achieving excellence,

and about NCQA’s role in this work. We have

also included examples of remarkable people 

and organizations that have been recognized and

rewarded for their excellence.

We have always sought to provide information

about quality of health care that can inform

choices. Our current effort to bring this informa-

tion down to the provider level is a continuation of

that commitment. This is where consumers live;

this is the question to which they most want and

deserve an answer: How good is this physician?

I am excited about the momentum for change

that is evident throughout the system. As

enablers of good quality, health plans have played

an enormous role in pushing the quality agenda.

Purchasers have supported these efforts, and

continue to be innovative as they pursue better

care and better health for their employees. Now,

the providers are taking the baton and continu-

ing the effort.

NCQA has been privileged to play a role in this

momentum, and has been gratified to see the

results of our combined efforts. Though there is

much work left to do, the growing availability of

provider-level quality data will be a powerful

driver of still more progress.

I am deeply grateful to all those, within our orga-

nization and elsewhere, who continue to work

together to improve both the quality of care pro-

vided to all Americans and our ability as con-

sumers to recognize and choose providers of

high-quality care for ourselves and those we love.

Margaret E. O’Kane, President

“This is a time of great
creativity in health care,

and great potential.”



 

Ron Harris, M.D., can tell you anything you want

to know about his patients with diabetes. How

many there are in his practice. What their average

blood sugar for the past three months is, and

what it was in the prior year. How many have had

a foot and eye exam in the past year, and which

have had their cholesterol checked recently. He

can identify which patients with diabetes also

have hypertension, and he makes sure he sees

them more often.

Knowing all these things helps him take better

care of his patients, both individually and as a

population. And as compensation in health care

moves toward performance-based pay, knowing

these things and acting on them can also improve

his practice’s bottom line.

Harris is an endocrinologist at the Geisinger

Medical Group in Wilkes-Barre, Pa., and the

clinical program director for diabetes for the

Geisinger Health System. He gets data about his

patients with diabetes from the diabetes patient

registry developed by the Geisinger Health Plan.

“We use the data in two ways,” he says, “to risk

stratify the patients, so we can distribute our

resources in ways that have maximum impact on

our patients, and to improve the process of care

by studying outcomes of patients who choose to

be in our diabetes management program vs.

those who don’t.”

Harris says the data make clear the benefits of 

an organized approach to chronic care manage-

ment. “The patients who opted into the diabetes

management program have better lipids, better

glucose control and more frequent eye exams,” he

says. The average blood sugar level of the 7,000

patients in the program is 7.3 percent, a remark-

able achievement considering that many patients

with diabetes struggle to bring blood sugar rates

below 9 percent.

There are other benefits as well, for the health

care system and the physicians who care for these

patients. “The total claims for patients in the

program are less than for those who opt out,”

says Harris. “They have a reduction in utiliza-

tion, and a reduction in frequency and duration

of hospitalization.” With a recent study showing

that the direct medical costs of diabetes more

than doubled between 1997 and 2002, that is an
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important “win” for the system and all those who

finance health care, not to mention the patients

who feel better and undoubtedly live longer.

CROSSING THE BRIDGE TO QUALITY

But Dr. Harris and others like him who are

embracing innovation, using decision support

tools (such as patient registries) and implement-

ing best-practice processes are still the exception.

Pockets of excellence and innovation are every-

where, but not yet widespread. In a

stark metaphor in its 2001 report,

Crossing the Quality Chasm: A New

Health System for the 21st Century, the

Institute of Medicine (IOM) said

“[b]etween the health care we have and

the health care we could have, there lies not just

a gap, but a chasm.”

The bridge across that chasm is knowledge of

what constitutes high-quality care. But finding

the bridge is not crossing it; knowing is not doing.

For many physicians, especially those in smaller

practices, perhaps the largest roadblock on that

bridge is cost. Information systems that support

high-quality care require significant investments

of money and time, resources that many physi-

cians feel are in short supply today.

“Telling doctors to work harder or get smarter is

not going to make a difference,” says Thomas

Lee, M.D., chief medical officer at Partners

Community Healthcare, Inc. in Boston. “In

today’s practice, they need systems to help them

track patients, prompts to remind them to do the

right things at the right time.”

George Isham, M.D., medical director and chief

health officer of HealthPartners, a health plan in

Minnesota, agrees. “The IOM report highlights

the fact that personal effort, a high degree of

professionalism and the self-sacrificing nature of

the medical profession are not enough to provide

superior results. You need to be careful

and thoughtful about how you go

about providing care; you need systems

to help you know how you are doing,

so you can figure out how to make it

better in a thoughtful and systematic

way,” he says. “The challenge,” he adds, “is how

to finance that.”

BETTER SYSTEMS, BETTER CARE

Electronic medical records are not essential to the

establishment of patient registries. A registry can

be as simple as a patient data spreadsheet on a PC

or standard information entered into a handheld

computer. At Geisinger, for example, Harris says

the diabetes registry evolved over time from one

in which data was entered into the system manu-

ally, to the next level of sophistication: an elec-

tronic registry that is integrated with and extracts

information from electronic medical records.
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“The best way to do this is electronically,” says

George Dailey, M.D., head of the Division of

Diabetes and Endocrinology at Scripps Clinic in

La Jolla, Calif. “Unfortunately, electronic medical

records have not penetrated many physician

offices yet. About 80 percent are using computers

for billing, but not for other functions. That needs

to change.”

“Without a systematic way to collect informa-

tion and feed it back, things tend to slip through

the cracks,” Dailey continues. “We know that 30

to 50 percent of patients with diabetes fail to get

regular eye exams, and most often it is because

there is no systematic way of tracking them.

Doctors who are better at caring for patients

with chronic illness are not better doctors, they

just have better systems. Information access is an

integral part of medicine today.”

Current financing mechanisms don’t reward

investments in information technology and sys-

tems support, or the higher-quality care that these

systems support. But they should, says the IOM.

In its most recent report on health care quality,

Leadership by Example, Coordinating Government

Roles in Improving Health Care Quality (2002), the

IOM says that “purchasing strategies should pro-

vide rewards to providers who achieve higher 

levels of quality.” Dramatically redesigning the

system, which the IOM’s earlier report advocated,

“can occur only in an environment that fosters and

rewards improvement,” says the new report.

In response, coalitions of stakeholders are begin-

ning to promote innovation by rewarding it. New

compensation programs are emerging that offer

physicians financial rewards for pursuing excel-

lence through the use of best practices and the

development and use of information systems.

REWARDING EXCELLENCE

Bridges to Excellence is one such promising effort

in which NCQA is involved. Launched by a coali-

tion of some of the nation’s largest employers,

this program ties compensation and incentive 

payments to performance in diabetes care, cardio-

vascular and stroke care and office systems that

support care. Under the program, top-performing

physicians may see income gains of 5 to 10 per-

cent in the form of bonuses paid by participating

employers, and will be highlighted in provider

directories and referral lists. NCQA makes the

program work in two ways: First, it determines

which doctors are eligible for the program, and,

second, it lends technical expertise by evaluating

and verifying data that physicians submit.
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A California-based program created by six of the

state’s largest health plans is also attempting to

provide incentives and rewards for physicians

who provide excellent care. Called P4P, or Pay for

Performance, the program will entitle physicians

to extra compensation if they excel in clinical

performance and patient satisfaction, and invest

in information technology systems.

The efforts of NCQA and others to provide con-

sumers and purchasers with provider-group-level

quality data often serve as the impetus for such

programs. Responding to a wellspring of interest

in quality information at the provider-group

level, NCQA is working with the Integrated

Healthcare Association, the California Health-

Care Foundation and the Pacific Business Group

on Health to create a standardized form of

provider-group-level reporting in California.

A FRAMEWORK FOR IMPROVEMENT

There are also programs that recognize individual

physicians for excellence, such as the American

Diabetes Association/NCQA Diabetes Physician

Recognition Program (DPRP; see page 8 of this

report for details about this program). Meeting

the DPRP measures for diabetes care, as Dr. Ron

Harris at Geisinger has done, gains physicians

formal recognition as providers of excellent dia-

betes care, and fulfills the diabetes portion of

requirements for Bridges to Excellence. NCQA

and the American Heart Association/American

Stroke Association will be formally launching a

similar program for cardiovascular and stroke care

in late 2003.

“Creating a framework in which doctors can be

rewarded for improving care is important,” says

Tom Lee. “Most doctors are good at meeting the

needs of the patient sitting across from them, but

not as good at meeting the needs of patients they

don’t see. Managing a population of patients is not

something most doctors have been trained in, or

see as a core part of their job. Recognition pro-

grams will help doctors understand what they need

to get done and what systems they need to adopt,

and provide a framework for rewarding those

efforts. The additional compensation may be the

incentive they need to make the investment.”

George Isham sees recognition and reward pro-

grams as part of an evolutionary process in health

care. “These efforts, which will make tremendous

contributions to chronic disease management, are

another step in the very important process of

improving health care in a systematic and account-

able way.” �

“Information access 
is an integral part 

of medicine today.”



 

It might seem a little dramatic to call diabetes an American epidemic, but the statistics support that

label. In the decade between 1990 and 2000, the Centers for Disease Control and Prevention measured

a 49 percent increase in the number of Americans with diabetes. Today, the American Diabetes

Association (ADA) estimates that approximately 17 million Americans—6.2 percent of the popula-

tion—have diabetes. Worse, 1 in 3 people with diabetes don’t know they have it.

But there is some good news about diabetes, too. State-of-the-art care and treatment are enabling

patients to control their symptoms better than ever before and live healthier lives. Thanks to new,

more effective models of care for patients with chronic conditions, physicians and their colleagues are

able to work more effectively with patients to control symptoms, improve health and function, and

extend lives.

NCQA, in partnership with the American Diabetes Association (ADA), is supporting high-quality care

for patients with diabetes through the Diabetes Physician Recognition Program (DPRP). Launched in

1997 by the ADA and NCQA, the program’s goals are twofold: to improve care by identifying physi-

cians and practices that are providing high-quality diabetes care and to motivate others to work toward

that goal.

Achieving recognition involves meeting high standards on 10 key measures for caring for adults with

diabetes, and 6 measures for caring for children. The measures are part of HEDIS®, NCQA’s Health

Plan Employer Data and Information Set, and are based on measures developed by the Diabetes Quality

Improvement Project (DQIP), a consortium of 25 national organizations that includes the ADA, the

Foundation for Accountability, the Centers for Medicare & Medicaid Services, the American Academy

of Family Physicians, the American College of Physicians and the Veterans Health Administration, as

well as NCQA.

The DQIP measures promote improved diabetes care, and have been shown to result in improved out-

comes. Data from the more than 1,800 physicians who have already been recognized show that they

are delivering consistently excellent care: More than 90 percent of their patients with diabetes have

blood sugar levels in the acceptable range.
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RECOGNITION PAYS OFF

While the satisfaction of providing state-of-the-art care and improving their patients’ health and

well-being is what most physicians seek, the business advantages in today’s practice environment can’t

be ignored. Being formally recognized can be a competitive advantage for physicians, who may pub-

licize the distinction to patients and potential patients. In addition, both the NCQA and the ADA

Web sites include only recognized physicians in their online referral lists, and the ADA’s National Call

Center, which fields more than 500 calls per month from patients seeking a referral to a physician,

provides the names of only recognized physicians to callers. Now, even some health plans, such as

Aetna Inc., include a special designation for recognized physicians in their provider directories.

And soon, gaining a stronger referral base may not be the only business advantage. “With pay-for-

performance programs starting to take hold, the rewards will become more tangible,” says George

Dailey, M.D., head of the Division of Diabetes and Endocrinology at Scripps Clinic in La Jolla, Calif.

Dailey is referring to a new trend among some health plans and employers to pay physicians bonuses

for meeting certain quality standards. But regardless of what form the reward takes, Dailey supports

the concept. “Rewarding people who perform at a higher level is the right thing to do,” he says.

Data on five key measures that are part of the DPRP show that recognized physicians do indeed 

perform at a higher level:

PHYSICIANS ACHIEVING DPRP RECOGNITION

* Lower is better for this measure.

Diabetes Physician Recognition Program, average performance of applicants, 2002 data.

Health plan average, 2001 average performance data for plans, as reported in NCQA’s The State of Health Care Quality: 2002 report, p. 49.

Medicare, 2000–2001 fee-for-service data for the median state, JAMA. 2003; 289: 308.
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Recognized physicians can be found throughout the nation, practicing in small groups, alone—such as

Dr. Kenneth Ponder, a solo practitioner in Niceville, Fla.—or in large integrated health systems, such as

Rockford Health Systems in Illinois and Wisconsin, which currently includes more than 20 recognized

physicians. But in all settings, the benefits of the DPRP are the same for both physicians and patients.

“Doctors are motivated to do their best, and this program builds on that motivation,” says George

Isham, M.D., medical director and chief health officer of HealthPartners, a health plan in Minnesota.

“It is another step in a very important process of improving care in systematic and accountable ways.

Already, the program has demonstrated that it is effective in helping physicians improve care.”

“Doctors are motivated to do their best,
and this program builds on that motivation.”

[



 

REQUIRED MEASURES For adults THRESHOLD

HbA1c (most recent result) 93%

Proportion w/ HbA1c <8% 55%

Proportion w/ HbA1c >9.5% (lower is better) ≤21%

Eye exam 61%

Foot exam 80%

Blood pressure frequency (most recent result) 97%

Proportion <140/90 mm/Hg 65%

Nephropathy assessment 73%

Lipid profile 85%

Proportion with LDL <130 mg/dL 63%

REQUIRED MEASURES For children THRESHOLD

HbA1c (most recent result) 93%

Proportion w/ HbA1c <8% 34%

Proportion w/ HbA1c <10.0% 84%

Eye exam 40%

Blood pressure frequency (most recent result) 97%

Proportion diastolic pressure ≤90 mm/Hg 96%

Below are the required measures in the Diabetes Physician Recognition Program.



 

YOU DON’T NEED A Ph.D. TO UNDERSTAND WHAT CONSTITUTES

GOOD DIABETES CARE. BUT IT DOESN’T HURT, EITHER.

Etta Fanning, M.D., M.P.H., Ph.D., is about as well educated on the subject as anyone can be, with

a Ph.D. from the University of Texas Health Science Center in Epidemiology and Chronic Disease

and Statistics. Her focus? Diabetes and chronic disease.

“Good diabetes care includes many components: health promotion, health education, research, treat-

ment and outcomes analysis to help patients become effective self-managers of their diabetes,” she

says. “Close contact between caregivers and patients, supported by a computerized tracking system, is

the ideal way to deliver high-quality care.”

At the Texas Diabetes Institute (TDI) in San Antonio, part of the University Health System, where

Fanning is director of clinical outcomes research and data management, patients receive state-of-the-art

integrated care delivered in a provider’s dream facility. The 153,000-square-foot facility features class-

rooms and an auditorium, a teaching kitchen, patient library, fitness center and video teleconferencing

capability. In addition to the educational spaces, TDI houses research laboratories, four hyperbaric

chambers, a 28-station outpatient renal dialysis clinic, a pharmacy and clinics for each medical specialty.

DOING DIABETES CARE RIGHT
E t ta  L . Fanning , M.D. , M.P.H. , Ph .D.

★ ★ ★ ★ ★



 



 

Ironically, but perhaps appropriately, TDI’s typical patient is anything but high-tech and well-funded;

serving a poor, less educated, and primarily Mexican-American clientele, TDI caters to a population

that most doctors would agree is particularly hard to treat. The mismatch has not been problematic.

Good diabetes care doesn’t depend on high-end facilities or an expensive computer system, notes

Fanning. What is important, she says, is providing integrated, coordinated care that addresses “the

whole person, the family and the community.”

PART OF THE TEAM

At TDI, patients are not just the objects of caregivers’ work. They are an integral part of the multidisci-

plinary team that works collaboratively to intervene in the progression of the disease and lessen, or even

reverse, its impact. The team includes the patient and his or her family or other social support network;

ADA/NCQA-recognized diabetes specialists, including an endocrinologist, diabetes educator and dieti-

cian; the patient’s primary care physician and dentist; a social worker; a pharmacist and exercise physi-

ologist; a podiatrist; an ophthalmologist; and, if needed, a nephrologist.

“People with diabetes need to maintain a rigid program of regular tests and physical exams to help pre-

vent or delay the multitude of serious complications that accompany diabetes,” says Fanning. “They need

regular eye and foot exams, annual kidney and cholesterol checks and regular measurements of their

blood sugar levels in order to effectively monitor and treat their diabetes.” This is a lot for physicians to

keep track of, she says, which is why computerized tracking and reminder systems are often so helpful.

It is important to provide coordinated care 
that addresses “the whole person, the family 

and the community.”



 

But fancy computer software isn’t mandatory, she says. For those physicians who don’t have access to

sophisticated computer tracking systems, Fanning has some advice. “Keep it simple,” she says. “Track

the basic quality measurements of the ADA/NCQA Diabetes Physician Recognition Program. If a

computer software tracking system is not affordable, create a simple form with the same variables. It

can be an extension of the physician progress note and can be completed by the physician at the point

of care or by the nurse or health care assistant. The information on the form can then be entered into

a computer on a standard Excel spreadsheet, and you can easily get totals, averages and graphs. This

can provide plenty of information to help physicians and patients appropriately manage care.”

TDI’s efforts have paid off; comparing 2001 to 2002, TDI recorded a 17% increase in the number of

patients with HbA1c levels less than 7%. TDI also recorded a 6% reduction in the number of patients

with HbA1c over 9.5%. At TDI, as at hundreds of other practices large and small throughout the

country, paying attention to the DPRP measures in order to achieve recognition has resulted in better

care and better outcomes.

6]^



 

Heart disease has become so prevalent in our society that it is no longer regarded so much as a disease

as it is a way of life. As Americans, we expect and accept that a certain percentage of us will get heart

disease and that a certain percentage of us will die from it. It is our way of life. This is a dangerous atti-

tude; heart disease is an avoidable, treatable illness.

The fact that heart disease hasn’t raised the alarm bells that perhaps it should almost certainly reflects

the scope of the problem and our collective frustration in dealing with it. Cardiovascular disease, the

leading cause of death in the United States, kills approximately 950,000 people each year. A great

many of those deaths are preventable through better screening, education and application of the prin-

ciples of effective chronic condition care and management.

NCQA, in partnership with the American Heart Association/American Stroke Association, is launching

a program designed to encourage and recognize physicians who deliver high-quality care to their patients

who have cardiovascular disease or have suffered a stroke.

HIGH STANDARDS DRIVE IMPROVEMENT

Modeled after NCQA’s successful program to recognize excellence in diabetes care, which is managed

in partnership with the American Diabetes Association, the Heart/Stroke Recognition Program (final

name pending) will measure physicians’ performance in a number of areas related to care for patients

with a history of cardiovascular disease or stroke. The measures—such as the proportion of patients with

blood pressure and cholesterol in acceptable ranges, the appropriate use of aspirin and other antithrom-

botics, the smoking status of patients and evidence of cessation advice—are based on American Heart

Association/American Stroke Association clinical guidelines and NCQA HEDIS measures. The pro-

gram is voluntary; physicians who wish to be recognized may submit performance data for evaluation.

“The standards are fairly high,” says Thomas Lee, M.D., chief medical officer at Partners Community

Healthcare, Inc. in Boston. “Many physicians will not achieve them at first.” But, predicts Lee, physi-

cians’ professional drive to provide the best care, combined with the generally competitive nature of

the profession, will compel many physicians to improve. “They’ll look at their own performance, what

percentage of their patients have their blood pressure and cholesterol under control, and they’ll figure

out what systems they need to support better care. No doctor wants to be second rate,” he says.

{         }HEART/STROKE
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The program is intended to reward physicians who provide high-quality care that meets current stan-

dards of best practice, and to drive those who don’t to work toward that goal. Patients will be able to

choose a recognized physician by visiting the NCQA Web site, which will host a list of recognized

physicians. Also, the American Heart Association/American Stroke Association will refer patients who

call its toll-free number to only recognized physicians.

“The vast majority of the real action in health care takes place between doctors and patients,” says Lee.

“There are things that health plans can and should do to improve quality, but much greater opportu-

nities for improvement lie within the doctors’ control.”

Supporting physicians as they work to improve the care they provide should be an important focus for

the entire health care industry, says Lee. “Helping physicians know how they are doing compared to their

colleagues, and creating a framework in which they can be rewarded for adopting systems that help them

improve care, these are important steps that will benefit both physicians and patients,” says Lee.

The Heart/Stroke Recognition Program measures:

BLOOD PRESSURE TESTING

PROPORTION OF PATIENTS WITH BLOOD PRESSURE <130/85 mm Hg

LIPID TESTING

PROPORTION OF PATIENTS WITH LDL <100 mg/dL

USE OF ASPIRIN OR OTHER ANTITHROMBOTICS

SMOKING STATUS AND CESSATION ADVICE.

The measures for the Heart/Stroke Recognition Program will be finalized in mid-2003.



 

THE NATION’S NUMBER ONE KILLER—CARDIOVASCULAR

DISEASE—HAS MET ITS MATCH IN NORTHERN CALIFORNIA.

Armed with guidelines, databases, reports and tracking and reminder systems, as well as more traditional

tools such as stethoscopes, lab tests and medications, health care professionals at Kaiser Permanente

Northern California (KPNC) have accomplished something remarkable: They have reduced death from

heart disease among KPNC’s 3 million members so significantly that it is no longer the leading cause of

death in this population, though it remains so in the general population. Adjusting for age and gender,

death from heart disease is more than 30 percent lower in the KPNC population than in the non-KPNC

population in California.

“Our success did not come overnight,” says Eleanor Levin, M.D., F.A.C.C., chair of the chiefs of car-

diology of KPNC and Permanente Medical Group, and chief of cardiology at Kaiser Santa Clara. “We

phased in our comprehensive Coronary Artery Disease Program over the last 10 years.”

Clinical practice guidelines have been at the heart of KPNC’s ongoing efforts to improve cardiovascular

care. But since even the very best guidelines have no impact if they are not implemented effectively,

KPNC initiated a process to integrate guideline use into the care and treatment of patients with cardio-

vascular conditions. A multidisciplinary steering group of physicians (including Levin), nurses, pharma-

cists, epidemiologists and nutritionists was assembled to review and/or develop guidelines for

management of the most common cardiovascular problems and to oversee the process of implementation.

DOING CARDIOVASCULAR CARE RIGHT
E l eanor  L ev in , M.D. , F.A.C.C.

★ ★ ★ ★ ★



 



 

GETTING OUT THE GUIDELINES

In 1995, cholesterol management and hypertension guidelines were completed and distributed, fol-

lowed by acute myocardial infarction and acute coronary syndrome in chest pain patients in 1998 and

unstable angina in 2000. The guideline for acute coronary syndromes, which combines the previous

three, was developed in 2001. The guidelines team, which continually reviews the research literature

and updates guidelines as needed, developed regional M.D. order templates, evidence-based clinical

pathways, and other supporting tools that allow “Cardiac Champions” in KPNC’s 17 medical centers

and 36 outpatient facilities to modify the guidelines to fit local needs.

Still, says Levin, guidelines are only as good as the system that supports them. Carefully designed pro-

grams were created to integrate care, such as a cardiac rehabilitation program, a cholesterol management

program, and a heart failure program (the latter, says Levin, is now the largest heart failure program in

the country). Each program is supported by software systems that promote outpatient tracking, and

optimal management. Levin was intimately involved in creating each one, first on a pilot basis and then

spread to each facility.

Today, patient registries for coronary artery disease (CAD), acute myocardial infarction, and hyperten-

sion populations support patient outreach and education, and effective population management. “The

registries have a preventive health prompt,” says Levin, “so if a patient is in the CAD registry, for exam-

ple, and hasn’t had a cholesterol check in more than six months, the system will alert the provider at

the patient’s next appointment, even if the visit is for something totally unrelated like a mammogram.”

“Guidelines are only as good 
as the system that supports them.”



 

Providers are able to be proactive with patients because they receive regular reports from the CAD

registry that list their patients’ current LDL levels and beta-blocker, ACE inhibitor and aspirin use.

A separate congestive heart failure registry is used to track use of ACE inhibitors and hospitalization.

The work has paid off magnificently in terms of patient outcomes. Since 1996, appropriate cholesterol

control (as defined by HEDIS, an LDL level of less than 130) among the CAD population has improved

from 22 percent to 81 percent. Among eligible patients discharged after a heart attack, 97 percent were

on beta-blockers. The mortality rate from heart attacks at KPNC hospitals are up to 50 percent lower

than at similar hospitals across the state.

Kaiser has poured considerable resources into this work, and continues to. Eleanor Levin and a host

of talented colleagues, many of whom she recruited to KPNC, have also. “It’s exciting to see such pos-

itive results from all this hard work,” says Levin.

Exciting for the providers, yes. But at KPNC, it is the patients who have the most to feel good about.

h=H



 

Among the new trends driving higher quality health care is one that is as basic as it is innovative, as

logical as it is unfamiliar. Called “pay-for-performance,” or, more formally, a “quality bonus model

incentive plan,” this method seeks to provide financial rewards to physicians or physician groups for

achieving certain performance standards.

Call it “out-of-the-box” thinking or just plain common sense. Either way, it represents the newest

attempt by purchasers and health plans to align incentives and compensation with quality. NCQA 

is helping by contributing its technical expertise to this promising effort.

The health care system has been traditionally organized to compensate doctors for performing tests,

making diagnoses and providing treatment. Direct compensation for keeping patients healthy—through

sound chronic care management techniques such as patient outreach and education, regular screenings

and ongoing case management—has been less common.

“Through pay-for-performance programs, physicians who provide better care will be paid more,” says

Linda Shelton, NCQA’s assistant vice president for product development. “Performance-based com-

pensation has been a sound business practice in practically every other industry, so why not make it

work in health care?”

COALITIONS PAY FOR PERFORMANCE

NCQA has developed a set of standards and measurement protocols that is being used by two coali-

tions that have created such incentive plans. One is a broad-based group of major employers and local

health plans; the other is a consortium of California health plans and health systems.

Bridges to Excellence, a pay-for-performance program recently developed by a coalition of large

employers—including General Electric, Verizon Communications, Ford Motor Co., Procter & Gamble

and United Parcel Service—is being rolled out initially in Boston, Cincinnati and Louisville, Ky.

Provider and insurer participants include Partners HealthCare System in Boston, the Lahey Clinic

medical group in Burlington, Mass., and Tufts Health Plan in Waltham, Mass.

{        }PRACTICE SYSTEMS
Prog ram Pro f i l e



 

Under Bridges to Excellence, physicians will be paid bonuses for their performance in treating coalition

member employees and in meeting standards overall. For example, a physician receives $100 per diabetes

patient if he or she achieves recognition through the NCQA/American Diabetes Association Diabetes

Physician Recognition Program (see page 8), a designation signifying that the physician meets high

standards of diabetes care.

The physician is also eligible to receive $55 for each patient who does not have diabetes if he or she

establishes three programs in the practice: a clinical information system such as a database or registry

for chronic care management, a care management system for tracking and following up on patients

with chronic conditions, and a patient education and support program. Combined, these three pro-

grams are called Physician Office Link, and the specific measures in each of the three categories have

been developed by NCQA, which will also measure performance and determine eligibility.

Physician Office Link is also part of Pay for Performance (P4P), an incentive program developed by

the Integrated Healthcare Association with the participation of a coalition of California’s six largest

health plans and several physician groups and health care systems. This program will reward physi-

cian groups for achieving performance standards in three key areas: clinical performance will count for

50 percent of the group’s total score, patient satisfaction (using the CAHPS® measures) will count for

40 percent, and investment in information technology that supports clinical quality will count for the

remaining 10 percent of the score.

Additional incentives to achieve quality targets will come from public reporting of how each physi-

cian group performed against the standards. The results of the performance measurements will be

published yearly in reports that will be available to the public.

“Investing in the systems and processes that support high-quality care can be costly for physician

groups,” says Greg Pawlson, M.D., M.P.H., NCQA’s executive vice president. “Knowing that there are

financial rewards for meeting high standards may help more physicians commit to the investment.”

“Performance-based compensation 
has been a sound business practice 

in practically every other industry,
so why not make it work in health care?”



 

INNOVATION DRIVES PROGRESS IN HEALTH CARE AND IN 

ALL INDUSTRIES BY PRODUCING NEW TECHNOLOGY, NEW

PRODUCTS, NEW PROCESSES, NEW KNOWLEDGE.

The history of modern health care is rife with examples of each, such as the growing use of electronic

systems to support the delivery of high-quality care in ambulatory settings.

Other areas related to health care are also undergoing much-needed reform, such as medical liability

insurance. Leaders in the field, such as the Harvard-affiliated Controlled Risk Insurance Company

(CRICO), don’t just provide coverage anymore; they also work very closely with clients to find new

approaches to loss prevention, such as improving patient safety and promoting evidence-based risk

management. The Colorado-based COPIC Insurance Company is another example of an innovative

insurer, adopting as part of its core mission the laudable goal of helping physicians to minimize risk

by supporting them in the delivery of high-quality care.

Anyone who knows about Denver-based COPIC knows about Larry Thrower, its first president and

chief operating officer. For the first 17 years of COPIC’s existence, from 1984 to 2001 (when he

retired), Larry Thrower led his organization with ingenuity and unconventional thinking that was one

part breakthrough and two parts common sense.

INNOVATION AT WORK
Lar r y  Thrower  and  J e rome  M . Buck l e y , M.D.
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COPIC, which today insures 75 percent of Colorado physicians requiring private medical professional

liability insurance, continues to prove that Thrower’s vision was clear and his thinking was solid. His

business philosophy informs his former colleagues and staff, particularly his successor, Steven A.

Rubin, and the company’s CEO and chairman since 1995, Jerome M. Buckley, M.D.

A PROGRAM WITH TEETH IN IT

“If we don’t underwrite you, getting professional liability insurance will be more challenging,” says

Buckley, talking about how successful COPIC has become. One of the primary reasons for its success

is that it helps physicians do their jobs better by offering comprehensive risk management and edu-

cation programs. “If you have a risk management program, it has to have some teeth in it,” says

Buckley. “Our risk management program is very robust.”

By “robust,” Buckley means that COPIC-insured physicians are required to attend a number of ses-

sions a year on quality-related topics, seminars that are put together by COPIC’s physician risk man-

agers. “Doctors listen best to other doctors,” says Buckley, a pediatrician by training. “COPIC has

always had the most expensive risk management program because we hire physician risk managers and

registered nurse incident intake specialists. The information they offer is evidence-based best practice,

not hype from an insurance salesperson or something in response to Wall Street.” COPIC functions

as a non-profit, “mission-driven, not money-driven company,” says Buckley.

COPIC offers seminars on topics such as Clinician-to-Clinician Communication, Avoiding System

Failures and Disclosing Unanticipated Outcomes. Each seminar has a point value assigned by

COPIC, and physicians must achieve six points in a two-year cycle or they lose their 10 percent dis-

count, as does the corporation, says Buckley. “So even their colleagues who attended lose out,” he says.

Penalties such as this are the “teeth” to which Buckley refers.

FOSTERING CHANGE THROUGH EDUCATION

COPIC tailors its educational programs to address the issues that come up most often. “Behind the vast

majority of errors or problems are process issues,” says Buckley. So COPIC works to facilitate change

through education, offering its insured physicians support, such as helping physicians evaluate systems

currently on the market as to whether they would be appropriate and cost-effective for their practices.

“We don’t just address the obvious issues;
we look at the ones that are not so clear cut.”



 

COPIC also provides clinical guidelines that have either been developed or reviewed by COPIC.

“These are not standards of practice,” says Buckley, “but guidelines. If you follow them, you’ll be in

the most risk-free situation possible.” COPIC makes available guidelines that include topics such as

breast lumps and lesions, lumbar spine surgery and improving pregnancy outcomes.

Buckley says that COPIC has been so successful—it is now branching out into Nebraska—because 

it has adhered doggedly to three fundamentals: disciplined pricing based on actuarial estimates 

(as opposed to the need to reward stockholders), sound underwriting principles and a strong risk 

management program.

LOOKING BENEATH THE SURFACE

COPIC-insured physicians know they are expected to notify COPIC of any incidents that might

result in a claim against them. “We require our physicians to call in incidents,” says Buckley. “Anything

that smells, feels, or tastes like a significant problem or a potentially significant problem must be

called in. Our physicians will never be penalized for calling in an incident. But they will definitely be

penalized if they don’t. If a claim is filed and we haven’t heard about it from the doctor, he or she will

likely get called before the underwriting committee.”

As a result, says Buckley, COPIC gets six times more incidents than claims. “That’s what drives risk

management,” says Buckley. “We don’t just address the obvious issues; we look at the ones that are not

so clear cut. We also have developed a taxonomy that addresses every incident that’s called in; that

helps us analyze it in several layers. We are always looking for indicators and trends.”

It is from this information that COPIC derives many of its educational programs. “You have to close

the loop,” says Buckley. “When you identify problems, especially recurring ones, you have to develop

a program to address it, to stimulate behavior modification.”

Though Buckley says no one can replace Larry Thrower—who is a three-star general in the United

States Army Reserves and is certainly not retired in the conventional sense—Buckley says Rubin will

only make things better. Just like Thrower, he says, Rubin “expects the same discipline and commitment

to quality from the physicians our company serves,” says Buckley. In return, says Buckley, COPIC offers

stability, guidance and protection.

He downplays the company’s unique and steady success in a volatile market that has seen giant liability

insurers get out of the market. “Don’t be amazed,” he advises, “at how successful common sense can be.”



 

GREENFIELD HEALTH SYSTEM. EVEN THE VERY NAME OF THIS

PORTLAND, ORE., MEDICAL GROUP SIGNALS ITS INTENT TO

OFFER A NEW KIND OF HEALTH CARE.

“‘Greenfield’ is an industry term for reconceptualizing, reinventing, basically starting over from scratch,”

explains one of the system’s founders, Charles M. Kilo, M.D., M.P.H.

There are other clues that tell a visitor this is not your average medical practice. Like the fact that there

is no waiting room, because patients don’t wait. Or the way patients can get an appointment the same

day they call, every time they call, and may spend an hour—or even longer—with their doctor. Even

the words that staff use when they answer the phone reflect the practice’s philosophy: “GreenField

Health, how can I make your day easier?”

For the several thousand patients at Barnes Road Clinic, the first of what GreenField hopes will be many

practice sites it operates, another significant difference from their previous relationships with physicians

is the ease of communication, much of it by e-mail and telephone.

“Roughly 50 to 75 percent of our care is delivered on the phone or by e-mail,” says Kilo. “It fits with the

way patients live and manage the rest of their lives.” Patients decide if they want to communicate elec-

tronically or not. “We offer them the option,” says Kilo, “and most really appreciate it.”

“THE DOCTOR’S OFFICE IS BROKEN”

GreenField, which opened in July 2001, is the brainchild of Kilo, a former vice president of the

Boston-based Institute for Healthcare Improvement (IHI); Steven Gordon, M.D., a change-minded

INNOVATION IN PRACTICE
G re en f i e ld  H ea l th  Sy s tem
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Portland-area internist; and Jill Arena, a former health care executive and now GreenField’s vice pres-

ident for practice development. The practice uses concepts developed for IHI’s Idealized Design of the

Clinical Office Practice, which Kilo headed at IHI.

“The doctor’s office of today is essentially broken,” says Gordon. “Both patients and providers are

unhappy about waits and delays, rushed appointments, and the inability to form meaningful, healing

relationships.” GreenField was designed to change all that.

Built around three core values—service, relationship and reliability—GreenField is an experiment designed

to bring innovation to bear on a system badly in need of it. In addition to having access to their physicians

by telephone, e-mail and same-day appointments (using a technique called open access scheduling),

patients also have a personal health coordinator on their care team to provide care and act as a resource.

GreenField has both embraced and eschewed technology, depending on whether or not it supports its

three core values. The practice used to offer patients electronic access to their medical records, includ-

ing a section where they could enter their own health-related information. But, says Kilo, they learned

a valuable lesson about Web-based “bells and whistles.”

“Seeing their own medical records, and logging their own information onto the system is a very low

priority for patients. What they value is a relationship, and that means a very personal, caring con-

nection. All of the electronic Web access and functionality in the world won’t make up for a poor rela-

tionship.” Today, says Kilo, they offer to mail records to patients on request, but have received none.

USING TECHNOLOGY TO SUPPORT RELATIONSHIPS

GreenField providers do rely on e-mail to enhance their relationship with patients. This means, for

example, sending patients reliable, educational, and actionable information at the time of a new diag-

nosis and inviting an interaction and ongoing “conversation.” Compare this to the passive and often

frustrating experience that most patients have searching for pertinent information on the vast array of

medical Web sites available today, says Kilo.

At GreenField, there is no area of care that is not subject to scrutiny and innovative thinking. The

practice is working with a manufacturer of health care furniture and equipment to redesign things like

exam tables to improve functionality. And Kilo serves on the boards of several technology companies

that are focused on secure e-mail solutions and the interface of medical diagnostic equipment with

information technology.

“All of the electronic Web access and functionality 
in the world won’t make up for a poor relationship.”



 

These are all critical steps in innovation, says Kilo. “We use our practice as a laboratory to innovate

and to work with others who are interested in pushing care toward higher quality and efficiency stan-

dards,” says Kilo.

But innovation comes with a cost. Because most insurers don’t reimburse physicians for telephone or

e-mail consultations with patients, for example, GreenField patients pay a $350 annual fee to cover

these costs. “The fee is the simplest solution we could come up with,” says Gordon, after insurers con-

firmed that they would not reimburse for “out-of-office care.”

According to the many articles about GreenField that have appeared in the local media, patients are

happy to pay the fee. “It’s definitely worth the $350,” one patient told the Portland Business Tribune.

“I’ve sent all my friends to the clinic. I hope their model spreads.” Said another: “It’s the kind of per-

sonalized attention that I’ve never experienced with another doctor.”

THE SOBERING REALITY OF PRIVATE PRACTICE

The fact that patients and providers are excited about this new model, even the fact that the practice

attracts new patients at the average rate of approximately 20 to 25 per week, with very little patient

turnover, does not mean that the experiment is easy or a guaranteed success.

As a band of innovators, the five physicians at GreenField are committed to finding new and better

ways of caring for patients. But as a small practice, GreenField struggles to invest in office systems that

support that care, such as electronic medical records and patient registries. “If you are a large group with

an IT staff and budget, you can do these things more easily,” says Kilo. Noting that 70 percent of physi-

cians work in practices of six or fewer doctors, Kilo calls this challenge “the sobering reality of private

practice primary care.”

GreenField uses registries to track patients with various conditions such as diabetes, hyperlipidemia

and chronic pain. Using such systems, the practice can tell when patients have not met their treatment

goals. But Kilo knows from his own experience, and from working as a consultant with practices

around the country, that it is one thing to measure, and another to integrate the information back into

the care process.

A ROLE FOR PAYERS

“The combination of our registry and our electronic flagging system reminds us to contact patients in the

future, generally by telephone or e-mail, for follow-up care,” says Kilo. “If patients are appropriately edu-

cated, and the practice has the appropriate technology and work flow in place, then most patients with

chronic conditions can be well-managed with far fewer office visits than is the standard today,” Kilo says.



 

“We are in an ongoing process of refining our measurement system,” says Kilo, whose energy and pas-

sion for improving care and care systems seem boundless. “We are continually reviewing what to mea-

sure, how to collect the data, and how to put the data to use. We wax and wane on our ability to collect

data. It is not an issue of will, it is an issue of time and resources to devote to it, and systems to make

it easy.” That most payers are neither asking for data nor rewarding top-performing practices is an

additional disincentive, he adds.

But that may change as pay-for-performance programs take root. If GreenField’s model of care results

in better outcomes, payers may in fact reward the practice financially. It is GreenField’s hope that

insurance companies will eventually recognize this as well, says Gordon, and reimburse practices for

new modes of patient care and communication.

One thing is certain: It is difficult, if not impossible, under the current system for practices to do what

GreenField is trying to do and survive financially. “We want to be technologically savvy, to serve

patients in unique ways, to be innovative, and to use the best clinical tools,” says Kilo. “The costs make

this almost prohibitive for an independent primary care practice to do in the current reimbursement

system. That’s why it’s essential that we continue to pressure the system to change in ways that reward

innovation and excellence.”

The foundation of good medicine is a strong doctor-patient relationship. But it is not enough. The

technological, educational, financial and other systems that surround medicine all play a substantial

(and increasing) role in determining health outcomes. What we have presented here are innovations

and individuals worthy of recognition for what they have shown us—better ways to reward quality,

better ways to engage patients, better ways to guide and deliver care. Paying for performance, using

technology to guide care, engaging and educating patients—these are good ideas that will continue to

help guide us as we collectively work to refine the system and make it better. To that end, we look for-

ward to working with the aforementioned groups and individuals and with you, the reader, to improve

the quality of health care everywhere.
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Became the first organization to receive

deeming authority for Medicare+Choice

(M+C) HMOs from the Centers for Medi-

care & Medicaid Services and received 32

signed contracts for M+C reviews.

Assumed responsibility for managing the Dia-

betes Physician Recognition Program (DPRP),

NCQA’s collaboration with the American

Diabetes Association to recognize physicians

who deliver excellent diabetes care.

Brought the total number of physicians 

recognized through the DPRP to 1,787.

Conducted 20 Disease Management 

Accreditation and Certification reviews

using NCQA’s Web-based Interactive

Survey System, the industry’s first online

accreditation/certification platform.

Reviewed 11 Veterans Affairs Medical

Centers under the Veterans Affairs Human

Research Protection Accreditation Program,

bringing the total number of centers

reviewed to 23.

Upgraded the Interactive Survey System

and enhanced our ability to build and release

other evaluation programs on this online

platform in 2003.

Partnered with the American Heart Assoc-

iation/American Stroke Association to create

the Heart/Stroke Recognition Program for

physicians who treat patients who have car-

diovascular disease or have suffered a stroke.

Released draft standards for the nation’s first

Privacy Certification for Business Associates

Program and received early program commit-

ments from nine organizations.

Created the Partnership for Human Research

Protection, Inc. (PHRP) with the Joint Com-

mission on Accreditation of Healthcare

Organizations ( JCAHO) and recruited

10 early participants for the PHRP Accred-

itation program.

Conducted a total of 160 Accreditation and

Certification reviews.

{          }NCQA ACCOMPLISHMENTS
Summar y

NCQA’s success depends on the active and energetic participation of many external organizations and

individuals. We could not effectively work to improve health care, much less report on notable per-

formance gains year after year, unless hundreds of health plans, medical groups, physicians and oth-

ers chose to support and participate in our efforts. We are grateful to the organizations and individuals

who helped shape our work and made 2002 such a successful year.

Among NCQA’s notable accomplishments in 2002:



 

Produced the State of Health Care Quality

report, NCQA’s sixth annual summary of the

performance of the nation’s health care sys-

tem. For the first time, the report included

Medicare, Medicaid and individual physician

performance results.

Released NCQA’s Quality Dividend

Calculator, allowing employers to calculate

the indirect costs of poor quality care.

Awarded Physician Organization Certifi-

cation to seven California physician organi-

zations as part of the Provider Oversight

Group Improvement Project (P-GO),

a collaboration with the Pacific Business

Group on Health.

Published more than 10 papers related to

work on HEDIS® and other aspects of

NCQA measurement work and research.

With the support of Pfizer Inc, launched

QualityProfiles.org, an online version of the

publication that catalogs successful quality

improvement initiatives from accredited

health plans.

Worked with the American Medical Group

Association and Pharmacia to create the

Safety Collaborative in the Out-Patient

Environment (SCOPE) initiative to improve

outpatient safety. Awarded eight $50,000

grants to fund related activities.

Developed and held a conference drawing

experts from around the United States to

discuss the topic of quality measurement 

of physician practices.

Completed development of a survey tool 

for physician practices that evaluates how

these practices are performing key care 

management processes.

About

The National Committee for Quality Assurance is the nation’s leading health care quality oversight organization. 

We are dedicated to improving the quality of health care delivered to people everywhere.

2000 L Street, N.W.   

Suite 500

Washington, D.C.  20036

www.ncqa.org

888.275.7585  phone

202.955.3599  fax



 

We are grateful to the many sponsors that supported NCQA’s mission through grants and other con-

tributions in 2002. We value our sponsors’ investment in our efforts, and we thank them for sharing

in our commitment to improving the quality of health care delivered to people everywhere.
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Agency for Healthcare Research and Quality

American Heart Association/

American Stroke Association

Arthritis Foundation

AstraZeneca

Beckman Coulter, Inc.

Bristol-Myers Squibb

Boehringer Ingelheim Pharmaceuticals, Inc.

California HealthCare Foundation

The Commonwealth Fund

DaimlerChrysler Corporation Fund

Eli Lilly and Company

Ford Motor Company Fund

General Motors Foundation

GlaxoSmithKline

Human Service Charities of America

Janssen Pharmaceutica Products, L.P.

Lynx Investment Advisory, LLC

Merck & Co., Inc.

National Pharmaceutical Council

Novartis Pharmaceuticals AG

Pfizer Inc

Pharmacia Corporation

Procter & Gamble Pharmaceuticals

Purdue Pharma L.P.

The Robert Wood Johnson Foundation

Sanofi-Synthélabo

Wyeth Pharmaceuticals
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2002

2001*

2000

1999

1998

(amount in millions)

(amount in millions)

Assets            Liabilities            Net Assets

Revenues             Expenses            Margin

$23,113,962

$0
$23,113,962

$22,849,414
$23,099,709

$24,126,957
$24,017,064

$22,459,797
$21,953,839

-$250,295

$21,910,890
$22,425,659

$109,893

$505,958

$514,769

$8,024,792
$4,580,340

$3,444,452

$8,772,659
$5,328,207

$3,444,452

$9,801,023
$6,106,276

$3,694,747

$8,969,887
$5,385,033

$3,584,854

$9,652,686
$6,573,790

$3,078,896

* The year-end margin was anticipated due to increased investments in technology, branding, and new product development.
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Peter Clapman, J.D.

TIAA-CREF

David F. Durenberger

National Institute of Health Policy

Robert S. Galvin, M.D.

General Electric

Alice G. Gosfield, Esq.

Alice G. Gosfield & Associates

William J. Goss

Cain Brothers

Jerome P. Kassirer, M.D.

Tufts University School of Medicine

Yale University School of Medicine

Vincent E. Kerr, M.D.

Ford Motor Company

Peter V. Lee, J.D.

Pacific Business Group on Health

Robert J. Margolis, M.D.

HealthCare Partners Medical Group

Debra L. Ness

National Partnership for Women & Families

Margaret E. O’Kane

NCQA

Thomas R. Reardon, M.D.

American Medical Association (Retired)

Stephen R. Sleigh

International Association of Machinists 

and Aerospace Workers

Ellen L. Stovall

National Coalition for Cancer Survivorship

I. Steven Udvarhelyi, M.D.

Independence Blue Cross
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