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Accordant Health Services

Accordant Health Services is a Disease Management Organization (DMO) that 
specializes in managing chronic conditions for two primary categories:

• Common (asthma, CAD, CHF, COPD and diabetes)

• Rare (ALS, CF, CIDP, Crohn’s, Gaucher, hemophilia, lupus, MS, myasthenia gravis, myositis, Parkinson’s, 
RA, scleroderma, sickle cell disease and seizure disorders)

Accordant provides disease management services to BCBS Massachusetts for 
the rare, chronic conditions (excluding Crohn’s – our newest rare program)

These rare diseases have an aggregate prevalence rate of less than 1% of the 
population – approximately 70 patients for every 10,000 patients in a typical 
health plan population; on aggregate, they also have a significant PMPY total 
spend profile averaging between $16K-$18K

Source: Accordant Health Services, 2005-2007 Book of Business Average
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BCBSMA DM Clinical Metrics Development

• Clinical measurement is a core component of all BCBSMA DM programs and supports 
our mission statement:  “To put our member’s health first”

Measures are important clinical indicators derived from evidence related to the process or 
management of the condition

Baseline data measurement determines the opportunity associated with the selected 
measure

Interventions designed with a goal of improving baseline results, and afterwards year to 
year improvement as we reset targets (unless they reach 95% or greater) 

• Data elements come from a variety of sources and combination of sources
• Claims – medical and pharmacy

• Self-reported 

• Medical record review

• Methodology for results calculation
• Standard nationally applied formula, such as HEDIS and QAPI

• Emerging recommendations, such as DMAA

• Internal development
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Condition-Specific Measures

Current State:
Developed from available guidelines and best practices

Interventions designed to encourage desired self-management behaviors

One or more measures developed for each condition

Challenges around small population conditions

Many of the measures are self-reported

Next Generation Metrics:
Can we use claims-based metrics?

Are there opportunities to increase population sizes?
• Identify common factors across some conditions

• Prevalent co-morbid conditions

What may be available in the near future?
• Electronic Medical Record Data

• Outcomes reports from our providers

What does the literature/research tell us?
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Enhancing Measurements Beyond Self-Report

HEDIS-Related Measures

• Comprehensive Diabetes Care

—HbA1c

—Low Density Lipoprotein (LDL)

—Eye Exam Screen

—Nephropathy Screen

• Cholesterol Management

• The Health Care Effectiveness Data and Information Set (HEDIS) 
includes specifications for the measurement of important clinical 
indicators. However, in the management of individuals with rare chronic 
disorders (e.g., cystic fibrosis, lupus, multiple sclerosis, rheumatoid 
arthritis, etc.) there are additional clinical indicators that require 
evaluation and intervention strategies

Non-HEDIS Measures

• DMARD Lab Monitoring (RA)

• Osteoporosis Surveillance (Long-Term 
Steroid Usage)
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Collaborative Metrics Process

Regular Communication

Cross-Functional Teams

• Analytics

• Clinical

• Leadership

—Medical Director

—Medical Advisory Board

—Management

Continuous Enrollment Criteria

Administrative Claims Details

• Medical

• Pharmacy

Membership Eligibility

Denominator/Numerator Verification 
and Rate Comparison

Clinical Intervention Development
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Guiding Principles

Some measures produce less valid results than other measures. The 
validity of results depends upon how the measure is built and whether it 
is built to address the purpose chosen by the user.

• How strong is the scientific evidence supporting the validity of this measure as a 
quality measure? 

• Are all individuals in the denominator equally eligible for inclusion in the numerator? 

• Is the measure result under control of those whom the measure evaluates?

• How well do the measure specifications capture the event that is the subject of the 
measure? 

• Does the measure provide for fair comparisons of the performance of providers, 
facilities, health plans or geographic areas? (e.g., adequate population size)

Source: National Quality Measures Clearing House
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HEDIS Measures Baseline Rates

HbA1c

• Results:

—83.4% (2005) Data

—80.5% (2006) Data

LDL

• Results:

—73.8% (2005 Data)

—73.8% (2006 Data) 

Eye Exam Screen

• Results:

—60.1% (2005 Data)

—63.0% (2006 Data)

Nephropathy Screen

• Results

—76.0% (2005 Data)

—76.2% (2006 Data) 

Cholesterol Management

• Results:

—78.6% (2005 Data)

—76.5% (2006 Data) 

Source: The 2005 Accordant rates reported above were validated by BCBSMA and found to be within +/-2%. The 2006   
rates were not validated by BCBSMA.
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Identifying the Opportunity

Why Bone Density Screening?

• Increase the measurement population size

• Identification of glucocorticosteriod use as a common treatment 
across several conditions

• Uncertainty related to when and how frequently bone density screening should 
be performed

• Knowledge that in many instances members are receiving care from
multiple providers 

• The link for steroid use to pathological fracture

• Among those at risk for pathological fracture are individuals with underlying 
disorders that limit mobility, such as rheumatoid arthritis
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Researching the Measure

TITLE

Osteoporosis: percentage of patients aged 18 years and older with one of the following 
conditions or therapies: receiving oral glucocorticosteroid therapy for greater than 
three months OR hypogonadism OR fracture history OR transplant history OR obesity 
surgery OR malabsorption disease OR receiving aromatase therapy for breast cancer 
who had a central dual-energy X-ray absorptiometry (DXA) ordered or performed or 
pharmacologic therapy prescribed within 12 months.

SOURCE(S)

American Academy of Family Physicians, American Academy of Orthopedic Surgeons, 
American Association of Clinical Endocrinologists, American College of Rheumatology, 
Endocrine Society, Physician Consortium for Performance Improvement®, National 
Committee for Quality Assurance. Osteoporosis physician performance measurement set. 
Chicago (IL): American Medical Association, National Committee for Quality Assurance; 
2006 Oct. 15 p. [7 references]

Source: National Quality Measures Clearing House



12

Expert Opinion

The decision to measure bone density should follow an individualized approach. It should 
be considered when it will help the patient decide whether to institute treatment to prevent 
osteoporotic fracture. It should also be considered in patients receiving glucocorticoid 
therapy for two months or more and patients with other conditions that place them at high 
risk for osteoporotic fracture. (National Institutes of Health [NIH])

The most commonly used measurement to diagnose osteoporosis and predict fracture 
risk is based on assessment of BMD by DXA. (NIH)

Measurements of BMD made at the hip predict hip fracture better than measurements 
made at other sites while BMD measurement at the spine predicts spine fracture better 
than measures at other sites. (NIH)

Cyclic etidronate, alendronate and risedronate have been shown to increase BMD at the 
spine and hip in a dose-dependent manner. They consistently reduce the risk of vertebral
fractures by 30 to 50 percent. Alendronate and risedronate reduce the risk of subsequent 
nonvertebral fractures in women with osteoporosis and adults with glucocorticoid-induced 
osteoporosis. (NIH)
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Medical Policy Excerpts

BCBSMA Medical Policy # 034 provides detailed information related 
to coverage of Bone Density Screening

• “As part of the initial work-up for women and men prior to the initiation of 
pharmaceutical therapy, including glucocorticosteriod therapy…”

• Patients receiving or expected to receive long-term glucocortiosteriod therapy 
equivalent to 7.5 mgm of prednisone/day for more than three months, including 
organ transplant patients…”

• When done once in a 12 month period (Medicare allows 1 test in a 2 year period) 

Medicare policy states that screening can be performed more 
frequently when medically necessary and goes on to state

• “Monitoring beneficiaries on long-term glucocorticoid (steroid) therapy of more than 
three months”
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Osteoporosis Surveillance Denominator

Members with claims data that had continuous Accordant enrollment for 
11 out of 12 months in the measurement year.

Members that had a claim for Prednisone in the first and last quarter of the 
measurement year with a minimum 180-day supply and at least 1350 mg 
Prednisone-equivalent: (*Equivalent dosage to Prednisone 5 mg) 

• Prednisone

• Prednisolone

• Dexamethasone  (0.75 mg)*

• Betamethasone  (0.6 mg)*

• Triamcinolone  (4 mg)*

• Methylprednisolone  (4 mg)*

• Cortisone  (25 mg)*

• Hydrocortisone  (20 mg)*

This page contains references to brand-name prescription drugs that are trademarks or registered trademarks of pharmaceutical manufacturers that are not affiliated with CVS Caremark.
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Osteoporosis Surveillance Numerator/Results

Numerator

Members with a claim for a bone density 
test within the measurement period
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Osteoporosis Surveillance

Results

• 28.2% (2005 Data)

• 27.1% (2006 Data)

• 26.9% (MP4 – 8/1/06-7/31/07)

Source: Accordant Health Services, BCBS Massachusetts Claims Data
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Interventions

Assessment tool enhanced by adding “Osteoporosis” to the co-morbidity 
pick list for all diseases

Verbal education pick list within the assessment tool was revised to include 
bone density testing

Additional information regarding the American College of Rheumatology’s 
recommendation related to bone density testing was embedded within the 
assessment tool to assist the nurse in providing education

FYI (physician communication letter) letter content choices expanded to 
include “member is unsure if bone density testing has been done”

Education article was developed
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Researching the Measure

TITLE

To ensure that members taking DMARDs have care that is compliant with the 
American College of Rheumatology standards for follow-up monitoring

SOURCE(S)

American College of Rheumatology (ACR) Guidelines for Appropriate Disease 
Modifying Antirheumatic Drug (DMARD) Lab Monitoring,

AHS Medical Advisory Board
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DMARD Lab Monitoring for RA Denominator

RA members with claims data that had continuous Accordant 
enrollment for 11 out of 12 months in the measurement year

Members that had a claim for a DMARD in the first and last quarter 
of the measurement year with a minimum 180-day supply: (*if member 
had more than 1 drug, then the member counts more than once)

• Sulfasalazine

• Methotrexate

• Leflunomide

• Azathioprine
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DMARD Lab Monitoring for RA Numerator

Members with a claim for appropriate lab monitoring within the measurement 
period. Minimum number of Labs per DMARD used:

• Sulfasalazine – CBC (4 labs)

• Methotrexate – CBC (6 labs), SCr (6 labs), and LFT (6 labs)

• Leflunomide – CBC (6 labs), SCr (6 labs), and LFT (6 labs)

• Azathioprine – CBC (4 labs)

Labs:
• If a lab is to be administered 6 times/yr, then there must be a min of a 30-day gap between each 
lab

• If a lab is to be administered 4 times/yr, then there must be a min of a 45-day gap between each 
lab

• Member must meet all labs for all drugs they are currently taking to count
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DMARD Lab Monitoring for RA Results

26.3% (2005 Data)

21.9% (2006 Data)

24.8% (MP4 – 8/1/06-7/31/07)
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Source: Accordant Health Services, BCBS Massachusetts Claims Data
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Interventions

Assessment tool enhanced – interventions related to DMARDs underwent a rewrite to 
standardize pick lists within the assessment tool

Verbal education selection for DMARD lab testing education to patients is placed in 
multiple areas within the assessment tool to increase the opportunity for discussion 

Additional information regarding the ACR’s recommendations related to DMARD lab 
monitoring embedded within the assessment to assist the nurse in providing education 

The FYI (physician communication letter) content options were expanded to include 
“monitoring compliance” when the member is unable to confirm lab monitoring is 
occurring 

Education article related to DMARD testing was developed and added to the suite of 
materials available for RA members
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Non-HEDIS Measure Summary

Performed measurement for CY 2005 and 2006; Verification and 
agreement for CY 2005 performed by BCBSMA; MP4 (8/1/06-7/31/07) 
measurements are currently undergoing verification

Clinical interventions went live during the 3rd/4th quarters of 2007

Goal setting exercises

• No national benchmarks exist

• Intervention results are not yet known

Ongoing, periodic measurements
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Conclusions

Successful metrics development efforts require:

• Collaboration

• Evidence Basis

• Opportunity/Impactability Analyses

• Methodology Verification

• Clinical Intervention Strategies

• Performance Goals

• Continual Re-Measurement
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