NeEw MEMBER ORIENTATION/EDUCATION

Summary of changes from HEBIS 2.5 and/or i\‘ledica:d H!iDiS

........................................................................................................................

» This measure, from Medicaid HEDIS, now applies to the commercial and Medicare
populations as well.

> A question on educational efforts targeted at particular populations has been added.

Description

This measure solicits a narrative description of plan efforts to orient and educate new
members (Medicaid, commercial and Medicare risk populations). It is reported
separately for each population.

Specification

In 250 words or less {per populatlon), describe:

» procedures used to educate and orient new members on methods for appropriately
accessing and using plan services and

» any special targeted efforts to educate and orient particular populations {Medicaid,
commercial andfor Medicare risk).
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SAMPLE S1ZE

(\

New Measures or New Populations

In general, for new measures or payer populations for which a measure is new, plans
should use Table I to determine the appropriate sample size. A plan collecting HEDIS
data for the first time must use Table I.

Existing Measures

In general, if a plan has calculated a particular measure in the previous year, and is
planning to use the hybrid method, it should use the rate derived from administrative
data for the current year or the previous year’s reported rate (whichever most accurately
reflects the expected performance) along with Table II to determine the appropriate
sample size. Do NOT use Table | in this case. As a plan’s rate improves, the sample size
will decrease. Because of the changes in specifications from HEDIS 2.5 to HEDIS 3.0,

the previous year’s rate cannot be used in 1997 for measures brought forward from

HEDIS 2.5 to HEDIS 3.0.

In some cases, plans will not be able to achieve the desired sample size. For example, a
plan may have very few inpatient admissions for a measure such as Follow-Up After
Hospitalization for Mental lllness. When the sample size is between 30 and 100, the
measure will have little power to detect differences between plans that are smaller than
20 percentage points. Because such measures are still very valuable, however, plans
should collect and report them along with 95% confidence intervals (See Calculation of
the 95% Confidence Interval in this Section for instructions). For sample sizes less

than 30, the requirements for reporting vary by payer. Refer to Guidelines for Data
Collection and Reporting for details.
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Table 1: Sample Sizes for First-Year Reporting

Effectiveness of Care

Chilthoog Immurization Status T W NA

Adolescent Inmunization Status n o NA
Advising Smokers toQuit w w0 e
FluShots for OderAdulss ] NAT ] NAT o Tobepuiided'
BeastCancerSreening A A
Cenvical Concer Sceening. W M NA
PrenatalCare nthe First Timester T NA
LowBintrWeightBables WA WA NAL
Ceck-Ups AfterDelivery o ar /A

Treating Cilden' Eorlnfectios a1 a0 NA

Beta Blocker Treatment Aftera Heart Atack N o mo
Eye Exams for People with Diobetes . W i I
The Healthof Semiors WAL NAL o
Follow-Up Afer Hosptalizaton for Menal liness M N o
Access/Availability of Care )

nitationof Prenatal Care o an NA
Annual Dental Visit m NA NA

Satisfaction with the Experience of Care .
Member Satisfaction Survey N/A 1860 N/A

Use of Services >

Well-Child Visits in the First 15 Months of Life oo A ) SALU B
WellChil Visis i the Thid, Fourth Fith and Sixh Yearof e 411 LI NA e
Alestont WL Ca Vit LT S VA o
.F.;equency of Ongoing Prenatal Care m NA N/A .........

1. This measure will be collected usig the CAHPS Survey. Sample size will be provided in the CAHPS manual.

2. The number of individuals age 65 and over whose primary coverage is commercial or Medicaid is extremely small. It is not feasible to collect this
measure for those populations.

3. Administrative data only — no sample size required.
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Tahle Il: Sample Sizes for Subsequent Years Reporting
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STATISTICAL ASSUMPTIONS FOR SAMPLE SIZE

» Sample size is calculated assuming a two-tailed test of significance between
two proportions (= 5%, 80% power, two-tailed test of significance). A normal
approximation to the binomial with a continuity correction was employed
in the sample size calculation. The worst-case assumption of a 50% expected
value was assumed.

» The detectable difference for most measures is 10 percentage points. This was
chosen because it is a big enough difference to be actionable, it is not unduly
burdensome for data collection, and it is not so small as to be “swamped” by
non-sampling error. The only exception is Advising Smokers to Quit, for
which the difference is 20 percentage points. This is because there is likely to
be a 20 percentage point difference between plans that have intervention
programs and those that do not. Therefore, a 20 percentage point difference is
meaningful for this measure.

SAMPLING METHODOLOGY

Plans could use many strategies to select samples of medical records. Acceptable
methods for HEDIS 3.0 fall into two general classes:

> Simple Random Sampling — This strategy is assumed in the sample size calculations
above. The simplest method for simple random sampling is to assign a uniform
random number to each individual in an available eligible population and sort the
available eligible population in ascending order by the random number. The sample
is then selected from the top of the list.

» Complex Probability Sampling — Properly applied, other techniques — stratified
sampling, cluster sampling, and other complex probability approaches — can
improve precision and increase sampling efficiency. If complex sampling
methodologies are used, the estimated rate should be reported along with any
information required to perform a valid test of significance between that rate and
another plan’s rate. The plan should also report the sample size (if different from
the HEDIS recommendation) and document the method used in the calculation
(including software used, if applicable). Health plans should consult a statistician
before implementing a complex sampling methodology.

OVERSAMPLING AND SUBSTITUTION OF MEDICAL RECORDS

For measures where the hybrid method is used, the starting sample size should be higher
than the designated sample size. This is because medical records must be substituted if
the patient is found to be ineligible for the measure (e.g. a member is found to have
been incorrectly identified as a diabetic through administrative data, or a member is
contraindicated for the procedure being measured). To adjust for this, divide the sample
size by the proportion of charts expected to be appropriate for review. For example,
suppose 20% of charts are expected to be inappropriate for the measure. Thus, 80%
should be appropriate. The final sample size = 411/80% = 514. A health plan may
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choose not to increase the sample size. However, this may result in a reduction in the
ability to detect a meaningful difference between plans. The recommended
methodology for carrying out substitution is as follows:

» After selecting the sample of 411 and an appropriate oversample, leave the list in -
random order, and split the list into the primary list consisting of the first 411
members and an auxiliary list consisting of the oversampled members. Both lists
should be in random order.

» Begin abstraction for members of the primary list. Upon finding that a member is
ineligible for the measure, replace the member’s chart with that of the first member
in the auxiliary list.

» Continue abstraction, replacing each ineligible member with the next consecutive
member of the auxiliary list.

POPULATION DEFINITION

In some cases, plans may not have enough eligible members in their entire enrollment
to meet the sample size requirements. In these cases, plans must use their entire eligible
enrollment and report the data with 95% confidence intervals. Why should 95%
confidence intervals be used when the entire enrollment is included? The answer is in
how the population is defined, which is determined by how the data are used. When
data are used for decision-making, by definition, inference is made either to a future
expected performance or to a group of potential members. In either case, the user is
interested in the “process of care,” which goes beyond the performance of the plan in a
single year for a static population. Thus, it is appropriate to consider the entire
available enrollment of a plan as a sample from the universe of all years or all
populations from which such a sample could be drawn.

FINITE POPULATION CORRECTION

When calculating the sample size using the hybrid method, plans naturally consider
applying a finite population correction (FPC) factor in sample size calculation to reduce
the sample size. Given that HEDIS 3.0 views the plan’s enrollment as a sample (see
discussion above) and the use of the FPC decreases the power to detect differences, it is
not appropriate to use the FPC for public reporting of HEDIS measures.

CALCULATION OF THE 95% CONFIDENCE INTERVAL

The formula for calculating the 95% confidence interval is:

lower = p—1.96

/)‘ upper = p—1.96

ﬁ
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where p = the plan’s rate, n = the sample size.

For example, suppose a plan has a sample size of 411 eligible women for its Breast
Cancer Screening rate. Of these, 300 received a mammogram during the year. The
calculation would proceed as follows:

_ 300 _ 444
P=3y = 3%
B-13) - 1
lower = 73~ 196 \| * 311 57 = 68.6%

. ,73(1— 13)- 1
upper = .73 - 1.96 411 822 = 177.4%

Thus, the user can be 95% certain that the plan’s true mammography rate is between

68.6% and 77.4%

Notes

» For rates near 0%, the lower limit may be negative. If this occurs, replace the lower
limit with 0%.
» For rates near 100%, the upper limit may exceed 100%. If this occurs, replace the

upper limit with 100%.

There are more complex confidence interval calculations that have better properties at
extreme values. This formula is provided because it performs adequately over a wide
range of percentages, and is computationally simple. Quality Compass will likely use a
more complex formula; confidence intervals calculated by Quality Compass may not
exactly match plan-reported intervals, but should be close over a wide range of values.
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