Methods to develop arthritis and osteoporosis measures: a view
from the National Committee for Quality Assurance (NCQA)

S.L. Sampsel, C.H. MacLean', L.G. Pawlson, S. Hudson Scholle

National Committee for Quality
Assurance, Washington, DC; 'Wellpoint,
Inc., Thousand Oaks, CA, USA.

Sarah L. Sampsel, MPH; Catherine H.
MacLean, MD, PhD, Medical Director,
Programs in Clinical Excellence, Wellpoint
Inc.; L. Gregory Pawlson, MD, MPH;
Sarah Hudson Scholle, MPH, DrPH.
Please address correspondence to:

Sarah L. Sampsel, MPH, National
Committee for Quality Assurance (NCQA),
2000 L St., NW #500,Washington, DC
20036, USA.

E-mail: sampsel@ncqa.org

Received and accepted on August 2, 2007.

Clin Exp Rheumatol 2007; 25 (Suppl. 47):
$§22-827.

© Copyright CLINICAL AND
EXPERIMENTAL RHEUMATOLOGY 2007.

Key words: Arthritis, osteoporosis,

performance measurement,
accountability , quality improvement.

Competing interests: none declared.

ABSTRACT

Objective. Performance measurement
at various levels of the health care sys-
tem promotes improved processes that
can result in the provision of more con-
sistent and effective care. This chapter
articulates the methodology and crite-
ria utilized in measures development
to ensure accountability and serve the
information needs of physicians, health
care systems, health plans and consum-
ers, using arthritis and osteoporosis as
example conditions.

Methods. Observational studies con-
ducted to assess the validity and feasi-
bility of performance measures focused
on arthritis and osteoporosis. Clinical
expert panels were convened to develop
measure specifications based on guide-
lines and evidence supporting critical
aspects of care. The aspects of care
that were assessed included: DMARD
utilization for patients with rheuma-
toid arthritis; appropriate gastrointes-
tinal prophylaxis for patients utilizing
NSAIDS; comprehensive osteoarthri-
tis care; comprehensive symptom as-
sessment and medical management of
woman over 65 years who experienced
a bone fracture.

Results. The implementation of per-

formance measures for key aspects of

arthritis and osteoporosis care is chal-
lenged by the availability of adminis-
trative data. However, potential for
improvement is evident in each of the
areas studied.

Conclusions. The key challenge to the

feasibility of arthritis performance meas-

ures is the lack of administrative data to
identify the eligible population. Admin-
istrative data capture suffers as a result
of under-coding and under-recognition
of arthritis. Consensus around a single
set of measures creates a powerful tool

for focusing on key components of care

as a basis for quality improvement and
allows for a valid comparison of care
within and across health care settings.
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Introduction

Arthritis is one of the leading causes of
disability in the United States, and ef-
fective interventions exist that can lead
to improved quality of health care and
potentially improve life for the millions
of people with arthritis and osteoporo-
sis. However, many patients continue
to receive sub-optimal care. Perform-
ance measurement at various levels of
the health care system promotes im-
proved processes that may result in the
provision of more consistent and effec-
tive care. However, no standard set of
measures currently exists to assess the
quality of arthritis care and bring ef-
fective care processes to the attention
of health care providers, hospitals and
health plans.

The quality of health care for millions of
Americans has improved in most areas
of care over the past seven years (1, 2)
though somewhat disparately accord-
ing to socioeconomic status, where gaps
are widening. People enrolled in health
plans that measure and publicly report
performance data were more likely in re-
cent years to receive preventive care and
have their chronic conditions managed
in accordance with clinical guidelines
based upon medical evidence (4, 5). Due
to the collective efforts of the health care
system, a foundation for the systematic
assessment of health care quality in this
country now exists that was not present
a decade ago. The rewards of this effort
are substantial across the many dimen-
sions of care being measured, as per-
formance has trended steadily — and in
some cases dramatically — upward.
Quality-assurance initiatives encourage
adherence to evidence-based guidelines
for the management of particular dis-
eases and ensure that such adherence is
monitored (3, 4). Defined, standardized
performance measures are indicators
that health care organizations can use
to determine and demonstrate effec-
tiveness at achieving results in virtu-



ally any aspect of health care delivery,
from medical procedures and outcomes
to administrative functions (6).
HEDIS®, previously the acronym for
the “Healthplan Employer Data and
Information Set” but more recently de-
fined as the “Healthcare Effectiveness
Data and Information Set”, is a collec-
tion of standardized, reliable and valid
performance measures designed to en-
sure that the public has the information
it needs to accurately compare perform-
ance among health care plans and, more
recently, at the physician practice level.
HEDIS now includes more than 60
measures of clinical performance (such
as screening for breast cancer) that ad-
dress under-use, overuse and misuse. In
the past year, the National Committee
for Quality Assurance (NCQA) has also
added six disease-specific measures of
resource use which, when coupled with
the related quality measures, can be
used to examine efficiency.

Health care costs have continued to
escalate rapidly over the past decade.
Moreover, despite some improvement
in quality as noted above, reports such
as those from the Institute of Medi-
cine (IOM) — e.g., “Crossing the Qual-
ity Chasm” — and research papers have
documented that major gaps remain in
quality (3-5). As costs have increased
and concerns about quality have been
raised, purchasers of health benefits,
large corporations that purchase care
on behalf of their employees, and the
public and Medicare and Medicaid pro-
grams that purchase care on behalf of
the senior and low-income populations,
have become increasingly concerned
that they are not receiving adequate
value for the dollars spent on health
care. As health benefits have consumed
an ever-larger proportion of total ex-
penses, purchasers have sought ways to
assess the relative value of care offered
by managed care health plans. HEDIS
offers a means to make a valid and use-
ful comparison of one health plan or
physician practice against another.
Health care quality can be measured
by assessing the intermediate or final
outcomes of care provided to patients
(e.g., mortality, functional status, pain
or blood pressure control) and/or by
measuring the process or structures by
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which care is provided to patients (e.g.,
whether a practice has computerized
order entry or if a patient with diabetes
has received a yearly cholesterol meas-
urement). For chronic diseases such as
diabetes or arthritis, relevant health out-
comes may take years to develop and
waiting to assess outcomes may pre-
clude timely interventions to improve
quality and hence, outcomes. In con-
trast, processes of care can be measured
continuously, allowing for the timely
identification and correction of deficien-
cies (6). The defining question for all
performance measurement — “Where
can measurement make a difference?”
— can be answered only after careful
consideration of a number of factors.
This chapter articulates the methodol-
ogy and criteria utilized in measure de-
velopment to ensure accountability and
serve the information needs of physi-
cians, health care systems, health plans
and consumers. Arthritis and osteoporo-
sis are used as example conditions.

Measure development

The development of a performance
measure for HEDIS involves multiple
steps. A potential measure is refined
and evaluated at several points in the
process. NCQA’s Committee on Per-
formance Measurement (CPM), which
includes representatives of purchasers,
consumers, managed care organiza-
tions, providers and policy makers, as-
sisted by NCQA staff, oversees the ev-
olution of the measurement set. NCQA
operates measurement advisory panels
(MAPs) that provide the expert clinical
and technical knowledge required to
develop measures for particular clini-
cal areas or specific populations. Ad-
ditionally, NCQA has a Technical Ad-
visory Group (TAG) and various other
advisory panels such as pharmacy,
coding and laboratory panels that pro-
vide invaluable assistance by providing
input to and feedback on new measure
specifications.

Three key steps in the development of
new measures are: a) the creation of a
Measurement Advisory Panel (MAP),
b) the preparation of an initial measure
work-up based on the existing litera-
ture and clinical guidelines, and ¢) field
testing. Each step is described below.
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To support measure development ac-
tivities, the staff conducts a thorough
literature review. This process includes
the review and synthesis of relevant
clinical guidelines and peer-reviewed
articles. This literature review fosters
a greater understanding and allows the
delineation of key criteria to evaluate
performance measures. An essential
feature of the measure development
process is ensuring that prospective
performance measures meet the desired
criteria for evaluation.

NCQA has established criteria in three
areas that must be met to ensure the
success of a measure: relevance, scien-
tific soundness, and feasibility.

The relevance criteria require that one
or more audiences find the information
produced from a measure useful for
some purpose. This could be accom-
plished either through actions relat-
ing to selection and accountability or
through changes in the delivery of care
to improve performance. Measurement
often focuses the providers’ and the
administrators’ attention to the specific
element of care or result being meas-
ured, so measures should be selected
that are worthy of such focus. The de-
gree of leverage is determined by the
number of people who present or are at
risk at each step in the care process, the
demonstrated effectiveness of care or
the expected results at that step in the
process, and the current gap between
actual and potential performance.

A measure is scientifically sound if it
produces consistent and credible results
when implemented. Much of the scien-
tific acceptability of a measure can be
determined through careful design and
appropriate use. Considerable work is
required to translate the conceptualiza-
tion of a measure into an operational
definition that can be implemented
across a variety of settings. The elem-
ents of scientific soundness include: 1)
precise specifications, 2) reliability, 3)
validity, 4) adaptability, 5) adequacy of
risk adjustment, and 6) inclusion of ex-
plicit conditions of use.

Measures must also be feasible to im-
plement. An evaluation should take
particular account of the way in which
data can be obtained within the normal
flow of clinical care (6).
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Field testing prospective measures pro-
vides valuable information on both sci-
entific soundness and feasibility. The
purpose of NCQA'’s field testing is to
determine the feasibility of proposed
measures for the HEDIS®. Prior to
implementation, the specifications are
tested in order to ensure the likelihood
that the measures are valid and to iden-
tify any potential problems with their
broad application. In addition, a field
test offers the opportunity to gain per-
spective on the perceived importance
and feasibility of the measure. The
following components of field tests ap-
pear to be important: 1) the validity of
the administrative algorithm in identi-
fying a target population (denomina-
tor) based on the measurement period
and continuous enrollment/exclusion-
ary criteria; 2) the validity of admin-
istrative data in accurately capturing
the diagnoses and the medical proc-
esses delivered (i.e., diagnostic tests,
procedures, pharmacy) by comparing
administrative results with data from a
sample of medical records; 3) the fea-
sibility of the measure specifications
to identify the quality problem and
to discriminate performance between
health plans for public reporting; and
4) the reliability and feasibility of
the measure specifications, so that all
health plans or physicians can capture
the required data elements and conduct
programming.

Developing measures for arthritis
and osteoporosis

Arthritis

From 2002 to 2004, NCQA worked
on the development of measures rel-
evant to patients with arthritis in two
related collaborations and field test ef-
forts. The first collaboration was with
the Joint Commission on Accreditation
of Healthcare Associations (JCAHO)
and the American Medical Association
(AMA) to develop nationally stand-
ardized performance measures relat-
ing to pain management that could be
implemented across all levels of the
health care delivery system (practition-
ers, provider organizations and health
plans). The second collaboration was
with the Arthritis Foundation on the
development of clinical performance
measures to assess care for important
musculoskeletal conditions using ar-
thritis indicators drawn from the Ar-
thritis Foundation Quality Indicator
Project (AFQuIP) indicator set (7).
Eleven measures were specified for field
testing in provider offices, health plans
and/or health care organizations. Out of
the eleven measures identified by the
Pain Management collaboration, only
one was field tested at the health plan
level — Comprehensive Arthritis Care:
Symptom Assessment. The remainder
were not tested because there was insuf-
ficient evidence to support implementa-
tion or because the burden of medical

record review was not considered to be
feasible in a health plan population.
The Arthritis Foundation collaboration
identified four measures for testing from
the AFQuIP set (7): 1) disease-modify-
ing anti-rheumatic drug (DMARD) uti-
lization for patients with rheumatoid ar-
thritis (RA); 2) appropriate gastrointes-
tinal prophylaxis for patients utilizing
NSAIDS; 3) comprehensive arthritis
care (i.e., weight loss, physical activity
and acetaminophen use); and 4) pain
and functional assessment.

In an effort to minimize the field test
site burden, while at the same time test-
ing as many measures relating to pain
management and arthritis as possible,
NCQA ran two field test projects in
parallel during the summer of 2003.
The field test sites, described in Table
I, were assigned to collect data under
either the Pain Management or the Ar-
thritis field test projects.

Arthritis field test results
NCQA prepared a formal field test
analysis report for each measure tested,;
an overview of the field test results can
be found in Table II. Here we present
high-level summaries for each of the
measures, and recommendations re-
garding their potential deployment.

1. Comprehensive  arthritis care:
symptom assessment. The per-form-
ance on this measure, which focused
on whether patients with a diagnosis

Table I. Arthritis field test participant descriptions.

Location Approximate Products Measures
Number of
Members
West > 2 million Commercial, Medicare Advantage * DMARD
» Comprehensive Arthritis Care
Northeast 140,000 Commercial * DMARD
e Comprehensive Arthritis Care
Mid-Atlantic 200,000 Commercial, Medicaid * DMARD
Mountainwest 500,000 Commercial o Arthritis Assessment
Northwest 420,000 Commercial, Medicare Advantage Choice, Medicaid o Arthritis Assessment
Midwest 200,000 Commercial, Medicare Advantage Medicaid o Arthritis Assessment

This table provides descriptive information (location, health plan size, products) and the measures that were tested by each plan. Commercial plans are those
that privately insure members, typically employed adults, their spouses and other family dependents. Medicare Advantage and Medicaid plans are provided
by government-sponsored organizations, typically Health Maintenance Organizations (HMOs). NCQA seeks plans of varying sizes and geographic distribu-

tion for the field tests.
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Table IL.: Summary of arthritis field test results.

Performance MeasureRates
(Total mean rates for all product lines combined)

Measure Title Plan Prevalence by Product / 1000 members

Comprehensive Arthritis Care: Osteoarthritis Commercial 1.8 Pain Assessment Functional Assessment

Symptom Assessment Medicare Advantage | 14.1 82.9% 56.1%
Medicaid 0.2

Medical record documentation of

comprehensive pain assessment Rheumatoid Arthritis Commercial 1.4

and assessment of function Medicare Advantage 7.3 77.0% 57.7%

Health plan members, 18 years and Medicaid 0.2

older with a diagnosis of arthritis

(osteoarthritis OA, rheumatoid Other Inflammatory Commercial 0.3

arthritis RA, inflammatory arthritis) Arthritis Medicare Advantage 0.7 67.0% 55.3%
Medicaid 0.0

Comprehensive Osteoarthritis Care Osteoarthritis of the Hip or Knee Weight LossRecommended 48.4%

Documentation of: weight loss

recommended, physical activity/ Commercial 1.2 Physical Activity/Therapeutic 42.5%

therapeutic exercise recommended, Exercise Recommended

and acetaminophen recommended

Health plan members, 18 years and Medicare Advantage 16.5 Acetaminophen 15.1%

older with a diagnosis of osteoarthritis Recommended

OA of the hip or knee

Disease Modifying Anti-Rheumatic

Drug Therapy in Rheumatoid Arthritis Rheumatoid arthritis

At least one ambulatory prescription Commercial 1.0 66.7%

dispensed for a DMARD

Health plan members, 18 years and Medicare Advantage 54 76.5%

older with a diagnosis of rheumatoid

arthritis Medicaid 1.1 71.4%

Appropriate Gastrointestinal
Prophylaxis for Patients
Utilizing NSAIDS

GI prophylaxis (eligible population criteria include: NSAID prescription, GI risk factor, age, continuous
enrollment, and benefits)

Documentation of assessments for the
presence of GI complications, and if
risk factors are present, medications
prescribed to reduce the risk of serious | Medicare Advantage™ 192.8 14.3%
GI complications

Health plan members, 18 years and
older with a prescription for an NSAID

Commercial 79 38.0%

Medicaid 8.4 353%

“Note: Patients > 65 years of age on NSAIDs were considered to be at high risk of GI complications. Because the majority of Medicare Advantage plan
members were in this age group, they had a much higher population prevalence of GI prophylaxis.

of arthritis (osteoarthritis, rheuma-
toid arthritis, or other inflammatory
arthritis) had documented pain and
functional assessments, ranged from
approximately 50-90% for the pain
assessment to 50-60% for the func-
tional assessment. There was varia-
tion in performance between the di-
agnoses included and the health plan
product type (commercial, Medic-
aid, Medicare). The prevalence of
osteoarthritis, as documented via
outpatient claims, was extremely
low and suggests both under-coding
and under-recognition of the condi-
tion. Prevalence rates were approxi-

mately 0.18% consistently across
plans, where the known prevalence
is 15% and higher for adults (over
18 years).

The health plans participating in the
field testindicated that they had some
difficulty in determining whether the
criteria for the components of the
pain/functional assessment were met
in the medical records. In addition,
NCQA received feedback that it was
difficult to determine what type of
document would satisfy the stand-
ardized pain/functional assessment
specification. Therefore, based on
the field test results, feedback from

S-25

the field test sites, and the signifi-
cant burden of abstracting medical
records, NCQA staff recommended
that this measure not be included in
HEDIS even though assessment of
pain and functional status are key
components of arthritis care,

. Comprehensive osteoarthritis care.

While the first measure focused on
the broader arthritis population, this
measure focused on osteoarthritis of
the knee or hip, and assessed whether
weight loss, exercise and acetami-
nophen were recommended as first-
line therapies. Like the first measure,
the prevalence of osteoarthritis of
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Table III. First year HEDIS results — 2006: disease-modifying anti-rheumatic drug therapy
in rheumatoid arthritis.

Health plan type Mean rate of RA patients Nationwide Top state™*
receiving a DMARD variability*

Commercial 80.9 19.6 New Hampshire (90.3)

Medicare Advantage 64.2 32.7 Missouri (71.8)

Medicaid 67.5 28.2 New York (72.4)

*Undesirable variation in care is a critical area for improvement. Nationwide variability is the differ-
ence between the top percent and bottom percent of health plans for each measure.

**The top-performing state on each measured aspect of care. This data provides insight into geographic
variations in health care quality. Only states where five or more plans reported data were considered
for inclusion.

naproxen), while in the Medicare
population only 20.4% of the NSAID
prescriptions were Cox-2-selective
medications.

As specified, this measure relied
on medical records to determine
aspirin use, which decreases the
GI protectiveness of Cox-2-selec-
tive NSAIDs. However, there was
controversy about whether aspirin
diminishes the effectiveness of Cox-
2-selective NSAIDs. Prilosec (Ome-

the hip or knee captured by the field
test sites was significantly lower than
expected for the population, and the
majority of those identified through
administrative data were diagnosed
with osteoarthritis of the knee. In ad-
dition, determining what recommen-
dations had been made was far from
simple as chart records were often
incomplete or open to interpretation.
This was a complicated measure that
required calculation of the body mass
index (BMI), as well as interpretation
of the appropriate documentation re-
garding weight loss, exercise/physi-
cal activity, etc. Therefore, like the
first measure, this one was not rec-
ommended for inclusion in HEDIS.

. Disease-modifying anti-rheumatic
drug (DMARD) therapy in rheuma-
toid arthritis. This measure assessed
whether patients diagnosed with RA
had had at least one ambulatory pre-
scription dispensed for a DMARD.
The NCQA advisory panel oversee-
ing its development indicated that
this reflected one of the essential
components of RA management, and
there was strong support for the im-
plementation of this measure at the
health plan level. Based on field test
results, the potential for improve-
ment seems to be low to moderate.
The American College of Rheuma-
tology Guidelines for Rheumatoid
Arthritis Treatment recommend all
that all patients diagnosed with RA
be prescribed a DMARD (8); how-
ever, there are contraindications
(e.g., pregnancy and immunosup-
pression) that may exclude a small
number of patients.

The relatively low prevalence of RA

(approximately 1% in the general
population, but increasing with age)
challenges the meaningfulness and
feasibility of this measure for small-
er plans and for most smaller physi-
cian practices. The field test results
indicated that the quality gap may
not be as large as expected, and was
significantly smaller than the gap
detected by most first-time HEDIS
measures. However, evidence from
other studies suggests a substantial
quality gap in prescribing DMARDs
as an essential component of treat-
ment for patients with RA. There-
fore, this measure was approved for
implementation in HEDIS 2006, and
as such was published in July 2005.
The first year of results was pub-
lished in NCQA'’s State of Health
Care Quality in September 2006
(2) (Table III). The results present
the mean national aggregate rate
by type of health plan (commercial,
Medicare Advantage, Medicaid).

4. Appropriategastrointestinalprophy-

laxis for patients utilizing NSAIDs.
This measure recorded whether
patients prescribed a non-steroidal
anti-inflammatory drug (NSAID)
were assessed for the presence of
gastrointestinal complications and,
if risk factors were present, whether
medications to reduce the risk of se-
rious gastrointestinal complications
were prescribed. The pre-valence of
NSAID prescriptions ranged from
12.1% in the commercial health plan
population to 25.9% in the Medi-
care population. In the commercial
health plan population, 65.5% of the
NSAID prescriptions were for a non-
selective NSAID (e.g., ibuprofen,
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prazole) was included in the measure
specification as a GI prophylactic
agent but is now available over the
counter, which means that it would
not be captured in the administrative
data. In the field test, this medica-
tion comprised 18.9% of the total
GI prophylaxis prescriptions. The
measure looked for the first NSAID
prescription, and then required plans
to look for concurrent use of anti-
coagulants, a known risk factor for
GI bleeding. The measure would not
capture those members who start the
use of anticoagulants after beginning
NSAID therapy; thus, some of the at-
risk population would be excluded.
Based on the field test results and
concerns raised about its ability to
capture relevant data, this measure
was not recommended for deploy-
ment. However, NCQA has since
pursued measures focusing on drug
safety in the Medicare Advantage
population. In 2007, a measure en-
titled “Potentially Harmful Drug-
Disease Interactions in the Elderly”
was included in HEDIS as a first-
year measure, meaning that results
will not be available until Septem-
ber 2007. One of the rates required
for Medicare Advantage plans is the
use of non-aspirin NSAIDS or Cox-
2-selective NSAIDS in patients with
chronic renal failure.

Osteoporosis

NCQA began the development of a
performance measure focusing on oste-
oporosis (OA) in 2001. Its development
followed the methodology outlined
above and the proposed measure was
field tested in 2002. Following review
by expert panels and the NCQA Com-
mittee on Performance Measurement,



“Osteoporosis Management in Women
Who Had a Fracture” was approved for
inclusion in HEDIS 2004 (published in
July 2003). 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 6 months
after the date of the fracture. This is not
a measure of fractures “caused” by os-
teoporosis, but rather uses the presence
of any fracture as a “trigger” to look for
underlying OA. The measure excludes
women with fractures of the finger, toe,
face or skull, and those who had pre-
scriptions for preventive therapeutics
in the 365 days prior to the fracture.
The measure is collected through phar-
macy and claims data. 2004 was the
first year of data collection and report-
ing based on treatment in 2003. In 2003,
114 Medicare Advantage health plans,
with a mean Medicare enrollment of
32,113 members (18,628 females),
submitted measure rates. Across the
114 Medicare Advantage plans, rates
were uniformly low, although consist-
ent with field test and other compara-
tive published data. The mean measure
rate was 18% (10™ percentile = 9.8%,
90" percentile = 26.4%). The eligible
member population averaged over 800
women with fractures. However, on
average more than 200 were excluded
due to a recent history of osteoporosis
treatment, leaving an average denomi-
nator of about 600. The denominator
prevalence averaged 36 per 1000 en-
rolled women. In examining potential
direct medical expense savings through
the closure of quality gaps for the U.S.
population, we estimate that sub-opti-
mal osteoporosis care results in 2,100
subsequent fractures and $7.2 million
in avoidable costs for hospitalization
and other related medical care. These
costs and subsequent fractures could
be avoided if all Americans received
care through health plans performing
at the 90th percentile for the measure
— which still allows significant room
for improvement. In subsequent years
of reporting, the measure rates have
improved slightly: for 2004 the mean
was 19.0 and for 2005 the mean was
20.1.
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Conclusion

Using a well-developed and tested proc-
ess, and the input of various multi-stake-
holder panels, we have developed and
tested a number of performance meas-
ures to advance improvement in arthri-
tis and osteoporosis care. However, be-
cause of scientific soundness and feasi-
bility issues with the measures, only two
have been implemented at the national
level. Arthritis is one of the leading
causes of disability in the United States,
yet no standard set of measures current-
ly exists to weigh the quality of arthritis
care and bring effective care processes
to the attention of health care providers,
hospitals and health plans. NCQA has
embarked on projects to develop new
clinical performance measures to as-
sess the care of patients with arthritis.
The key challenge to the feasibility of
arthritis performance measures is the
unreliability of most administrative
data in identifying the eligible popula-
tion and determining if the appropriate
service was completed. Administrative
data capture suffers from under-coding
and under-recognition of arthritis. De-
veloping measures that can be specified
at the provider or provider group level
could facilitate quality improvement in
patient care; however, it is not known if
such efforts would also improve diagno-
sis and coding to improve data capture.
Even the use of chart review for areas
such as counseling or recommending
therapy poses substantial problems in
our attempts to measure quality of care
for persons with arthritis.

Morbidity and mortality related to os-
teoporotic fractures are a major health
issue. In the US, 10 million people have
osteoporosis and another 18 million are
at risk for OA due to low bone mass (9).
Of those with osteoporosis, 80% are
women (10). Measure rates reported in
HEDIS indicate that < 21% of female
patients over 65 years of age who are
not on treatment for osteoporosis and
suffer a fracture receive follow-up care
consistent with recommended guide-
lines. The majority of women with OA
continue to receive less than optimal
care, however, regardless of published
clinical guidelines. The fact that women
are not receiving appropriate osteoporo-
sis care indicates there are thousands of
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preventable fractures in this population
of women at risk.

Consensus around a single set of meas-
ures creates a powerful tool for focus-
ing on key components of arthritis care
as a basis for quality improvement, and
allows for a valid comparison of care
within and across health care settings.
However, in the absence of reliable and
available administrative data, quality
improvement and performance meas-
urement activities for arthritis might best
be focused at the provider or provider
group level. With the continued devel-
opment of electronic data exchange, in-
cluding laboratory and pharmacy data,
as well as electronic medical records,
there is hope that in the next ten years
or so we will be able to develop and im-
plement a much broader array of quality
and resource use measures in the field
of arthritis, which will allow us to fully
characterize the value of care received.
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