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T he Office of the Assistant Secretary for Planning and 

Evaluation recently recommended that, in quality reporting, 

CMS include measures to motivate a focus on health equity 

and to help prioritize quality improvement (QI) efforts.1,2 Quality 

dashboards are a potential means of doing so. Study findings show 

that the use of dashboards improves quality of care and patient 

safety.3-5 However, evidence is lacking on a process for presenting 

actionable information on health equity.

The recently developed Health Equity Summary Score (HESS) is 

a novel approach to health equity measurement that was designed 

to give Medicare Advantage (MA) contracting organizations both 

summative and detailed information about their performance 

for underserved groups in the areas of clinical care and patient 

experience.6-8 The HESS focuses on 2 groups that the National 

Academy of Medicine identified as having experienced greater 

social risk-related obstacles to health and high-quality health 

care, and for whom good data are available in current Medicare 

data systems: (1) individuals who belong to racial/ethnic 

minority groups and (2) individuals who are dually eligible for 

Medicare and Medicaid or who receive a Medicare low-income 

subsidy (LIS), each a marker of low-income status.9 The HESS 

incorporates information on cross-sectional performance to 

recognize excellent care provided to Medicare beneficiaries who 

are dually eligible or LIS recipients, Asian or Pacific Islander 

(API), Black, or Hispanic, and it accounts for within-contract 

and overall improvement.

This paper describes the development and initial evaluation of a 

dashboard for presenting HESS data to MA contracting organizations. 

In designing the dashboard, we used a variety of strategies proven 

to make data more easily comprehensible and relevant, including:

• providing contextual information to increase the evaluability

and relevance of information,10-12

• providing summary scores that offer a high-level picture

of performance,13

• displaying scores in a way that allows users to easily identify 

areas of best and worst performance,14-16

Development of a Medicare Plan Dashboard 
to Promote Health Equity
Steven C. Martino, PhD; Megan Mathews, MS; Megan K. Beckett, PhD; Denis Agniel, PhD; 
Katrin Hambarsoomian, MS; Sarah Hudson Scholle, DrPH; Sierra Collins, MHA; Denise D. Quigley, PhD; 
Biayna Darabidian, BA; and Marc N. Elliott, PhD

ABSTRACT

OBJECTIVE: To describe a multistage process of designing 
and evaluating a dashboard that presents data on how 
equitably health plans provide care for their members. 

STUDY DESIGN: We designed a dashboard for presenting 
summative and finer-grained data to health plans for 
characterizing how well plans are serving individuals who 
belong to racial/ethnic minority groups and individuals with 
low income. The data presented in the dashboard were 
based on CMS’ Health Equity Summary Score (HESS) for 
Medicare Advantage plans.

METHODS: Interviews and listening sessions were 
conducted with health plan representatives and other 
stakeholders to assess understanding, perceived 
usefulness, and interpretability of HESS data. Usability 
testing was conducted with individuals familiar with 
quality measurement and reporting to evaluate dashboard 
design efficiency. 

RESULTS: Listening session participants understood the 
purpose of the HESS and expressed a desire for this type of 
information. Usability testing revealed a need to improve 
dashboard navigability and to streamline content.

CONCLUSIONS: The HESS dashboard is a potentially useful 
tool for presenting data on health equity to health plans. The 
multistage process of continual testing and improvement 
used to develop the dashboard could be a model for 
targeting and deciding upon quality improvement efforts in 
the domain of health equity.
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• providing points of comparison to give users a basis for 

evaluating their scores,17

• using visual cues such as symbols and colors to represent 

relative performance,15 and

• minimizing complexity.16,18

Dashboard Development Process
We first created a paper report (eAppendix A [eAppendices available 

at ajmc.com]) to convey individual MA contracting organizations’ 

performance on the HESS. This paper report was designed as a 

precursor to the online dashboard and contained the same content. 

We conducted interviews with QI staff from a small set of MA 

organizations and listening sessions with QI staff from a broad set 

of MA organizations and other stakeholders 

to gather feedback on the interpretability and 

potential usability of information in the report 

and to determine how organizations might 

use the data for QI.

Feedback from the interviews and listening 

sessions informed the design of the interactive 

online dashboard, which we built using Shiny,19 

a software package for the R programming 

environment (R Foundation for Statistical 

Computing). The online environment allowed 

us to include features such as navigation panels, 

drill-down capabilities, and pop-up boxes for 

providing definitions and elaborations on demand while keeping 

pages free from clutter; it also facilitates regular updates as new 

quality data become available and allows for quicker dissemination.

Finally, we conducted usability tests to investigate the navigability 

of the online dashboard and the clarity of its content.

Description of the Dashboard

The online dashboard consists of 5 sections. The first, “Introduction 

and Summary of Your Performance,” presents a brief explanation 

of why the HESS was created, its intended use, and a summary 

of its major components, along with a table summarizing the 

contract’s performance. The second section, “Explanation of 

the HESS,” provides information on the clinical care and patient 

experience measures that are part of the HESS, the grouping factors 

(race and ethnicity and dual/LIS eligibility) on which the HESS is 

based, how scores are calculated, and how to interpret scores. The 

third and fourth sections mirror one another and are the major 

focus of the dashboard. “Your Data on the HESS for Clinical Care” 

presents detailed data on the contract’s performance on the HESS 

for Clinical Care; “Your Data on the HESS for Patient Experience” 

presents detailed data on the contract’s performance on the HESS 

for Patient Experience. The fifth section describes data sources 

and underlying analyses.

Numerous features were incorporated in the dashboard to aid 

comprehension and increase data relevance and usability, including 

the following:

• Contextual information to increase the evaluability of informa-

tion (eg, in the table summarizing a contract’s performance 

on the HESS for Clinical Care and HESS for Patient Experience 

[Figure 1], users can hover their cursor over any table cell to 

bring up a pop-up box indicating the percentage of contracts 

nationwide that scored lower and higher than the focal contract 

on that component score)

• Summary scores that offer a high-level picture of performance 

(eg, in the flowchart diagrams of the HESS for Clinical Care and 

the HESS for Patient Experience [Figure 2])

• Displays that allow users to easily identify areas of best and 

worst performance (eg, in charts showing detailed data on 

TAKEAWAY POINTS

 › Advancing health equity involves identifying health plans that do better or worse at provid-
ing high-quality care to individuals disproportionately burdened by social risks to health.

 › This article describes the development of a dashboard that would allow plan leaders to 
visualize performance for underserved groups and track outcomes of improvement initiatives.

 › Designing the dashboard based on evidence-based data presentation strategies made the 
data comprehensible and relevant.

 › All steps of the development process—interviews with plan leaders, listening sessions, and 
usability testing—yielded important feedback. 

 › This multistage process of continual testing and improvement could be used as a model 
for related endeavors.

FIGURE 1. Table Appearing in the “Information and Summary of 
Your Performance” Section of the Dashboard That Summarizes the 
Focal MA Contract’s Performance on the 2 HESS Summary Scores 
and Each of Their Major Componentsa

HESS, Health Equity Summary Score; LIS, low-income subsidy; MA, 
Medicare Advantage.
aMA contract number is redacted to maintain confidentiality. As illustrated here, 
hovering over table cells with any score (1-5 diamonds on a 5-diamond scale) 
brings up a pop-up box that indicates the percentage of contracts nationwide 
that scored lower than the focal contract and the percentage that scored higher 
than the focal contract on that component of the HESS.

HESS results for the selected contract

Contract: ________
HESS for 

Clinical Care
HESS for Patient 

Experience

Race-and-ethnicity score  

Cross-sectional score  

Improvement score  

54% of contracts scored lower than your contract on this component 
of the HESS, and 13% scored higher than your contract.

Dual/LIS score  

Cross-sectional score  

Improvement score 

Overall summary score  
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how the contract performs relative to the national average for 

different groups [eAppendix B]). These charts are centered on 

national average performance for each measure; bars to the 

left of center are colored yellow and indicate performance that 

falls short of the national average for a group, whereas bars to 

the right of center are colored blue and indicate performance 

that exceeds the national average for a group.

• Points of comparison to give users a basis for evaluating their 

scores (eg, in charts showing detailed data on how a contract’s 

improvement for different groups compares with national 

average improvement [eAppendix C])

• Pop-up boxes containing additional information about compo-

nents of diagrams and tables to minimize clutter

Interviews

We conducted 1-hour interviews with QI staff from 9 MA organizations 

in December 2019 and January 2020. Participating organizations 

were selected to ensure a broad range of contract enrollment 

sizes, contract performance on the HESS, and geographic diversity 

(eAppendix D). Prior to the interview, each organization was sent 

a paper report containing their contract’s HESS data. Interview 

questions assessed contracting organizations’ understanding of 

the HESS and its purpose and the usefulness and interpretability 

of data displays.

Interviewees generally understood the purpose of the HESS and 

the report. One interviewee described the report as a tool “to under-

stand our population and target certain quality initiatives and to 

improve quality scores within those groups.” Another said that the 

report “provides some health plan–specific data…to drive work to 

reduce disparities in health care quality.” However, interviewees 

also identified the need for changes to the report to improve 

understanding. For example, several interviewees recommended 

adding an executive summary for senior management and others 

who need at-a-glance information about a contract’s performance. 

These comments led to the creation of the “Introduction and Summary 

of Your Performance” page of the HESS dashboard. Interviewees 

who were more technically oriented wanted more specific informa-

tion about how HESS scores are computed and how components 

are combined to produce the 2 HESS summary scores. Thus, we 

FIGURE 2. Flowchart Illustrating a Contract’s Performance on the HESS for Clinical Care and How HESS Components Relate to One Another

HESS, Health Equity Summary Score; LIS, low-income subsidy.
aThe dotted arrow is used to indicate that the improvement score makes a smaller contribution to the race and ethnicity score and the dual/LIS eligibility score than 
cross-sectional performance and can only raise these scores.

Within-contract 
improvement: 

dual/LIS eligibility 

Nationally benchmarked 
improvement: 

dual/LIS eligibility 

Dual/LIS eligibility score



Race and ethnicity score



Nationally benchmarked 
improvement: 

race and ethnicity 

Within-contract 
improvement: 

race and ethnicity 

Cross-sectional score: 
dual/LIS eligibility



Cross-sectional score: 
race and ethnicity 



Improvement score: 
dual/LIS eligibility



Improvement score: 
race and ethnicity



HESS score: 
race/ethnicity and 
dual/LIS eligibility



This flowchart illustrates how the HESS for Clinical Care is constructed and presents your contract’s scores on each 
of the major components. Hover over each box in the flowchart for information about how each score is calculated. 
Use the navigation panel to the left to see more detailed data on your contract’s performance. On the pages with more 
detailed data, you can see visual representations of your contract’s performance and view tables of the data that underlie 
the visual representations.
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added columns to the tables in the 2 detailed data sections of the 

dashboard to show the steps involved in computing cross-sectional 

and improvement scores (an example of the former is presented in 

eAppendix E). Most interviewees expressed an interest in having 

the type of data provided in the report.

Listening Sessions

Two virtual listening sessions were held in July 2020. Invitations 

were sent to all MA organizations approximately 3 weeks in advance 

of the sessions, explaining that the purpose was to gather feedback 

on the interpretability and perceived usability of a generic HESS 

report that would be mailed to attendees prior to the session. In 

all, 208 people registered and 149 attended.

At each session, a slide presentation was delivered that covered 

the purpose and construction of the HESS. Polling questions (which 

used a 5-point response scale from strongly disagree to strongly 

agree) were interwoven throughout the presentation to gather 

information about the interpretability of the report’s data displays 

and the perceived usability of HESS data for QI. Following the slide 

presentation, a facilitator led a discussion to gather additional 

verbal feedback from the audience. Attendees also had the option 

of submitting questions online via the conferencing platform. 

Sessions lasted 1.5 to 2 hours.

Poll results suggest that attendees thought the information in the 

HESS report was presented in a way that they could understand. For 

example, 71% agreed that “the information in the report is provided 

in a way that I can understand”; only 9% disagreed. A majority (55%) 

agreed that they understood the purpose of the HESS, although a 

substantial minority (30%) were unsure about its purpose. A majority 

(53%) agreed that they could act on the information provided in the 

HESS report; 41% said they were unsure.

Questions raised by listening session attendees were mainly 

about the HESS methodology. Several attendees asked whether the 

methodology could be extended to include other characteristics 

of individuals with Medicare or other outcome measures. These 

questions led us to add to the dashboard a statement that the HESS 

is an evolving methodology and that additional characteristics of MA 

enrollees and outcome measures could potentially be incorporated, 

subject to further analysis.

Usability Testing

Eight usability tests of the HESS dashboard were conducted in 

April 2021. Participants—none of whom were affiliated with an MA 

organization—were selected because of their familiarity with health 

care quality measurement and reporting. Each test was conducted 

individually and lasted approximately 1 hour. A few days before their 

session, participants were sent a primer that explained the HESS 

and purpose of the dashboard. During the session, participants 

were asked to explore the dashboard as if they were a QI manager 

at an MA contracting organization who was trying to understand 

the HESS and how their contract performed. Usability tests were 

conducted virtually; participants shared their computer screens so 

the interviewer could observe how they navigated the dashboard. 

After participants finished exploring the dashboard on their own, 

the interviewer directed them to specific parts of the site and asked 

questions to assess understanding, ease of navigation, and the 

perceived usefulness of the data.

Most participants (62.5%; 5 of 8) spent about 30 to 35 minutes 

exploring the dashboard on their own. All found the data presented 

on the dashboard potentially valuable—particularly the detailed 

results—and well presented. All thought the dashboard contained 

the functionality they would expect, but most (87.5%; 7 of 8) thought 

navigability could be improved. Participants suggested providing 

more context for interpreting scores in the summary table, which 

led us to add the pop-up feature conveying the percentage of 

contracts that scored higher and lower than the focal contract on 

each component. Participants also suggested concrete ways to 

reduce text.

Discussion

We designed the HESS dashboard to provide MA contracting orga-

nizations with summary and detailed information about how they 

are performing for enrollees who are dually eligible/LIS recipients, 

API, Black, or Hispanic—groups that have historically been under-

served. The dashboard and its precursor, the paper report, were 

designed in accordance with best principles for reporting health 

care quality data. Maurer et al recently published a framework for 

optimizing such reports that emphasized the need for content to be 

understandable, relevant, and timely.20 Many features included in 

the HESS dashboard were intended to optimize understandability 

and relevance. Although timeliness was not part of our design 

considerations, participants in our qualitative studies said that data 

on the HESS would be most useful if they were received soon after 

official measure scores are published. This suggests the need for an 

efficient process of updating the HESS as new data become available.

Once in operation, ongoing testing would be needed to ensure 

that the dashboard continues to meet MA organizations’ needs. 

Such testing could include objective measures of understanding 

of different website features to complement the mainly subjective 

assessments included in our evaluation. Usability testing with 

representatives of MA organizations would also be critical.

Conclusions

Given the increased focus nationally on health equity, there is a 

need for tools that allow plans to view data on their performance 

for underserved populations and to track responses to QI initiatives. 

The dashboard described here is one such tool. Plan leaders may 

consider it a model for constructing similar tools for evaluating 

how equitably they are serving their members. n
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Executive Summary 
Background and Purpose 

There is growing recognition that social risk factors, such as race and ethnicity, play a role in 
health and healthcare. People with a certain standing on these factors (e.g., racial or ethnic 
minorities) often experience worse health and healthcare than those without social risk factors. 

To assess the quality of care delivered to people with social risk factors, the Centers for 
Medicare & Medicaid Services (CMS) contracted with the National Committee for Quality 
Assurance (NCQA) and RAND to develop a Health Equity Summary Score (HESS) to provide 
Medicare Advantage (MA) contracts with information that may serve as a basis for improving 
care delivered to people with social risk factors. 

Performance Dimensions: Clinical Care and Patient Experience 

Two sources of performance data were used to construct the HESS: (a) clinical care measures 
that are part of the Healthcare Effectiveness Data and Information Set (HEDIS) and (b) patient 
experience measures that are included on the MA Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey. The seven HEDIS measures that factor into the HESS for 
Clinical Care are measures used by CMS both for stratified reporting by race and ethnicity and 
for MA Star Ratings. The seven CAHPS measures that factor into the HESS for Patient 
Experience are measures used by CMS for stratified reporting by race and ethnicity. Measures 
selected for stratified reporting by race and ethnicity meet established criteria for statistical 
reliability and informativeness. 

Selection of Social Risk Factors Included in the HESS 

The HESS is based on two social risk factors that have been prioritized by the National Academy 
of Medicine: race and ethnicity, and dual eligibility (DE) for Medicare and Medicaid or eligibility 
for a Medicare Low Income Subsidy (LIS). Other social risk factors that were linkable to HEDIS 
and CAHPS data (e.g., disability and rurality) were evaluated for inclusion in the HESS, but were 
found to predict little variation in the performance measures beyond what is predicted by race 
and ethnicity and dual/LIS eligibility. 

Computation of the Summary Scores 

• One summary score measures quality of clinical care provided to those with social risk 
factors—the HESS for Clinical Care. A second summary score measures the patient 
experience of those with social risk factors—the HESS for Patient Experience. 

• Each summary score is a composite of cross-sectional and improvement scores for each 
social risk factor. 

• Cross-sectional scores assess quality of care provided to beneficiaries with social risk 
factors (racial and ethnic minorities and DE/LIS beneficiaries) in current data (2017 and 
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2018 combined) benchmarked against national average performance for each 
combination of a measure (e.g., colorectal cancer screening) and group (e.g., Hispanics). 

• Two improvement scores assess narrowing or widening of performance deficits over 
time, using data from 2015-2016 (baseline period) and 2017-2018 (performance period). 

o The first (nationally-benchmarked improvement) measures how care provided 
by your contract to beneficiaries with social risk factors changed from one period 
to the next relative to national average change for a group. 

o The second (within-contract improvement) measures how gaps between racial 
and ethnic groups (including Whites) and between DE/LIS eligible and DE/LIS 
non-eligible beneficiaries widened or narrowed over time within your contract. 

• Cross-sectional and improvement scores are combined to form a blended score for each 
social risk factor. Blended scores primarily reflect cross-sectional performance during 
the performance period, but a bonus is given for high improvement where applicable. 

• The two blended scores—one for each social risk factor—are then averaged to create 
the summary score.  

Measurability Requirements 

Each summary score is based only on those measures and social risk factor groups for which a 
contract meets measurability requirements: sufficient sample size (n ≥ 100) and reliability (≥ 
0.7). The HESS is computed in a way that all available groups and measures get equal weight; 
thus, there is no disadvantage to being unmeasurable for a given group or measure. 

Interpreting the Results Presented in this Report 

Each major component of the HESS—cross-sectional performance, nationally-benchmarked 
improvement, and within-contract improvement—is presented on a one- to five-star scale. For 
each component, stars are derived using the MA Part C clustering algorithm. Four and five stars 
indicate strong performance, whereas one to two stars indicate a need for improvement. If 
your contract exhibited four- or five-star cross-sectional performance for a social risk factor, 
then there was little room for improvement to affect your blended or overall summary scores. 
If your contract exhibited one- to three-star cross-sectional performance for a social risk factor, 
there was room for improvement to affect your blended and overall summary scores. Your 
contract might consider targeting improvement strategies for measures and groups with both 
low cross-sectional performance and low improvement. 
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Summary of Your Contract’s Performance 

 HESS for Clinical Care HESS for Patient Experience 
Race and ethnicity   

    Cross-sectional score   

    Improvement score   

    Blended score   

   

Dual and LIS eligibility   

    Cross-sectional score   

    Improvement score   

    Blended score   

   

Overall summary score   
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Background and Rationale for the HESS 

There is growing recognition that social risk factors, such as income, education, and race and 
ethnicity, play a role in health and healthcare. People with a certain standing on these factors 
(e.g., people with low income or education and racial or ethnic minorities, who are commonly 
referred to as people with social risk factors) often experience worse health and healthcare 
outcomes than people without social risk factors. 

One strategy for addressing these disparities involves identifying the delivery of high-quality 
care to people with social risk factors. Toward that end, the Centers for Medicare & Medicaid 
Services (CMS) contracted with the National Committee for Quality Assurance (NCQA) and 
RAND to develop a new summative score to characterize the quality-of-care delivered to people 
with social risk factors. 

The aim of this Health Equity Summary Score (HESS),1 is to provide Medicare Advantage (MA) 
contracts with succinct and easy-to-understand performance information that may serve as a 
basis for promoting high-quality care to people with social risk factors. The HESS is in the early 
stages of development; CMS has not yet decided whether or how they will move forward with 
the score. If publicly reported, HESS scores could provide visible summaries of how MA 
contracts provide care to those with social risk factors to inform beneficiaries, plan quality-
improvement initiatives, and inform payers and other stakeholders about how equitably care is 
provided by MA contracts.2 At present, CMS has no plans to publicly report this information 
and conceives of it principally as a quality-improvement tool. 

Performance Dimensions: Clinical Care and Patient Experience 

Two sources of performance data were used to construct the HESS: (a) clinical care measures 
that are part of the Healthcare Effectiveness Data and Information Set (HEDIS) and (b) patient 
experience measures that are included on the MA Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey. HEDIS and CAHPS scores are among the measures 
currently used to compute MA Contract Quality Bonus Payments. CMS currently reports both 
HEDIS and CAHPS data stratified by race and ethnicity. The seven HEDIS measures that factor 
into the HESS for Clinical Care are a subset of the HEDIS measures used by CMS for MA Star 
Ratings, restricted to ones also used for stratified reporting by race and ethnicity. Shown in 
Table 1, they include three prevention and screening measures (adult body mass index 
assessment, breast cancer screening, and colorectal cancer screening), three diabetes care 
measures (control of blood sugar levels, medical attention for nephropathy, and receipt of a 
retinal eye exam), and a cardiovascular care measure (controlling high blood pressure). The 

 
1 D. Agniel, S. C. Martino, Q. Burkhart, K. Hambarsoomian, N. Orr, M. K. Beckett, C. James, S. H. Scholle, S, Wilson-Frederick, J. 
Ng, and M. N. Elliott, “Incentivizing Excellent Care to At-Risk Groups with a Health Equity Summary Score,” Journal of General 
Internal Medicine, Epub ahead of print, Available at https://link.springer.com/article/10.1007%2Fs11606-019-05473-x. 
2 National Quality Forum, “Effective Interventions in Reducing Disparities in Healthcare and Health Outcomes in Selected 
Conditions,” 2017, available at https://www.qualityforum.org/Projects/c-d/Disparities/Interim_Report_2.aspx. 
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seven CAHPS measures that factor into the HESS for Patient Experience, also shown in Table 1, 
are all of the CAHPS measures used by CMS for stratified reporting by race and ethnicity. 
Measures used for stratified reporting by race and ethnicity meet established criteria for 
statistical reliability and informativeness.3 Although the annual flu vaccination measure is 
considered a HEDIS measure, it is included on the MA CAHPS survey and so is grouped with the 
patient experience measures in Table 1 and throughout this report. 

Table 1. HEDIS and CAHPS Measures Included in the HESS 

HEDIS CAHPS 
Adult body mass index Getting needed care 
Breast cancer screening Getting appointments and care quickly 
Colorectal cancer screening Customer service 
Diabetes care: blood sugar controlled Doctors who communicate well 
Diabetes care: kidney disease monitoring Care coordination 
Diabetes care: retinal eye exam Getting needed prescription drugs 
Controlling high blood pressure Annual flu vaccination 

 

Social Risk Factors 

The HESS is based on two social risk factors that have been prioritized by the National Academy 
of Medicine: (a) race and ethnicity, and (b) dual eligibility (DE) for Medicare and Medicaid or 
eligibility for a Medicare Low Income Subsidy (LIS). Other social risk factors that were linkable to 
HEDIS and CAHPS data, such as disability and rurality, were evaluated for inclusion in the HESS, 
but they were found to predict little variation in the performance measures beyond what is 
predicted by race and ethnicity and dual/LIS eligibility. In the analysis of CAHPS data, outcome 
measures are linked to self-reported data on race and ethnicity gathered by the CAHPS survey. 
Based on their self-reports, beneficiaries are classified as Hispanic, Black, Asian or Pacific 
Islander, or White. This classification is done using a variant of the approach used by the U.S. 
Office of Management and Budget. American Indian or Alaska Native and multiracial were not 
common enough to be reliably measured and thus are excluded from HESS scores. In the 
analysis of HEDIS data, outcome measures are linked to an enhanced version of the race and 
ethnicity data that appear in CMS administrative records. The method used to generate the 
enhanced version of those data is known as Medicare Bayesian Improved Surname Geocoding 
(MBISG).4 This method, which has been endorsed by the National Academy of Medicine and 

 
3 S. C. Martino, R. M. Weinick, D. E. Kanouse, J. A. Brown, A. M. Haviland, E. Goldstein, J. L. Adams, K. Hambarsoomian, D. J. 
Klein, and M. N. Elliott. “Reporting CAHPS and HEDIS Data by Race/Ethnicity for Medicare Beneficiaries. Health Services 
Research, Vol. 48, No. 2 (Pt 1), pp. 417-434. 

4 A. Haas, M. N. Elliott, J. W. Dembosky, J. L. Adams, S. M. Wilson-Frederick, J. S. Mallett, S. Gaillot, S. C. Haffer, and A. M. 
Haviland, “Imputation of Race/Ethnicity to Enable Measurement of HEDIS Performance by Race/Ethnicity,” Health Services 
Research, Vol. 54, No. 1, 2019, pp. 13-23. 
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extensively validated,5 yields a probability of belonging to each of the aforementioned racial 
and ethnic groups based on CMS administrative data, surname, place of residence, and other 
information. These probabilities are used in the analytic models that produce contracts’ scores 
on the clinical care (HEDIS) measures and in cases in which CAHPS survey respondents did not 
report their race or ethnicity. Information on dual/LIS eligibility status is obtained via Medicare 
administrative data. 

Computation of the Summary Scores 

Overview 

The HESS for Clinical Care is intended to measure the quality of clinical care provided to those 
with social risk factors and is based on HEDIS data, whereas the HESS for Patient Experience is 
intended to measure patient experience and is based on CAHPS data. Each of these summary 
scores is a composite of cross-sectional and improvement scores for each social risk factor. 
Cross-sectional scores assess the quality of care provided to beneficiaries with social risk factors 
in current data. Improvement scores assess the narrowing or widening of performance deficits 
over time for beneficiaries with social risk factors. 

The overall approach to constructing the summary scores is diagramed in Figure 1. Cross-
sectional and improvement scores are computed for race and ethnicity and for dual/LIS 
eligibility as detailed below. After blending cross-sectional and improvement scores for each 
social risk factor according to the scheme shown in Figure 2, the blended race and ethnicity and 
dual/LIS eligibility scores are combined into a single summary score.  

Years of Data Used 

As is standard in CMS’s stratified public reporting of quality measures, we combined two years 
of data (2017 and 2018) to increase sample size and ensure efficient estimation of cross-
sectional (current) performance. To gauge improvement in performance, 2017-2018 and 2015-
2016 data were used. 

Measurability Requirements 

To ensure accuracy, each summary score is based only on those measures and social risk factor 
groups for which a contract meets measurability requirements: sufficient sample size (n ≥ 100) 
and reliability (≥ 0.7)6. The HESS is computed in a way that all available groups and measures 

 
5 M. N. Elliott, P. A. Morrison, A. Fremont, D. McCaffrey, P. Pantoja, and N. Lurie. “Using the Census Bureau’s Surname List to 
Improve Estimates of Race/Ethnicity and Associated Disparities. Health Services and Outcomes Research Methodology, Vol. 9, 
No. 2, 2009, pp. 69-83. 
6 Reliability may be interpreted as the fraction of variation in contract scores that is attributable to actual differences among 
contracts rather than sampling variability. Thus, reliability close to 1 indicates that sampling variability is negligible, while reliability 
close to 0 means that we are unable to detect any variation among contracts and differences in the data are only random error. 
Reliability of 0.7 is considered adequate for making comparisons across units (here, contracts). 
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get equal weight; there is no disadvantage to being unmeasurable for a given group or 
measure. 

Analysis: Cross-Sectional Performance 

Performance for each measurable racial and ethnic group is estimated using linear models, 
yielding one score for each measurable racial and ethnic group for each measure (see Figure 1). 
In keeping with standard CMS practice,7 scores for CAHPS measures are transformed to a 0-100 
scale to make them comparable to scores on the HEDIS measures. Each measure is modeled 
separately. Models for CAHPS data are case-mix adjusted and survey-weighted. Estimates are 
standardized to put them on a common scale across measures and groups and then combined 
to yield a single cross-sectional performance score for a contract. Performance scores are 
calculated at the racial and ethnic group by measure level, then averaged across groups for 
each measure, and then averaged across measures. These scores are then converted to a five-
star scale using the MA Part C clustering algorithm.8 The resulting star-based score represents 
how well a contract provides care to all racial and ethnic minorities relative to national average 
performance for those groups. Similar estimation, standardization, and combination across 
measures is done for assessing care provided to dual/LIS eligible beneficiaries.   

Analysis: Improvement 

Improvement scores are constructed in a broadly similar fashion but using four years of data 
(2015-2018) and combining two types of improvement. The HESS is designed to capture both 
within-contract and between-contract improvement in the reduction of healthcare disparities. 
The between-contract component assesses the improvement of each social risk factor group 
(e.g., Hispanic beneficiaries) compared to that group’s national average improvement on a 
measure (e.g., colorectal cancer screening). As with the cross-sectional component, only 
performance for racial and ethnic minorities and dual/LIS eligible beneficiaries factor into the 
between-contract improvement component. The other component assesses narrowing of 
within-contract disparities and compares all other groups to the leading group (with highest 
2015-2016 score) of each contract. The leading racial or ethnic group is whichever group has 
the highest 2015-2016 score, i.e., it is not necessarily Whites. Likewise, the leading DE/LIS group 
can be either DE/LIS-eligible beneficiaries or beneficiaries who are not DE/LIS-eligible. Within-
contract improvement assumes positive values only when the distance to the leading group 
narrows and the lagging group also improves. That is, if the disparity narrows but both groups 
do worse, credit for improvement is not assigned. Both improvement measures are 
standardized and combined to yield a single score for each contract and social risk factor, again 
measured on a five-star scale.  

 
7 Centers for Medicare & Medicaid Services, “Scoring of MA & PDP CAHPS Survey Composite Measures,” available at 
https://www.ma-pdpcahps.org/en/technical-specifications. 

8 For information about this clustering algorithm, see: Centers for Medicare & Medicaid Services, “Medicare 2019 Part C & D 
Star Ratings Technical Notes,” available at https://www.cms.gov/Medicare/Prescription-Drug-
Coverage/PrescriptionDrugCovGenIn/PerformanceData.html. 



8 
 

 

 

For each available measure, 
contract improvement is 

compared to national 
improvement for DE/LIS 

Notes. The dashed arrow is used to indicate that the improvement score makes a smaller contribution to the blended score than the 
corresponding cross-sectional score and can only improve the blended score. DE/LIS = dual/Low Income Subsidy eligibil ity
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Figure 1: Overall Approach to Constructing the HESS
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Blending of Cross-Sectional and Improvement Scores 

Cross-sectional and improvement scores are blended as shown in the figure below. In brief, the 
blending scheme scores contracts highly if they are already providing excellent care to social 
risk factor groups (i.e., contracts with high cross-sectional scores) or contracts that may not yet 
be providing excellent care but are demonstrating marked improvement (i.e., contracts with 
high improvement scores). In this blending scheme, a contract with a high cross-sectional score 
(current performance) for a given social risk factor is not penalized for a lack of improvement. 
In contrast, a contract with a low cross-sectional score for a given social risk factor can get a 
boost on its blended score if the contract demonstrates marked improvement in performance 
for the social risk factor group. In other words, a contract’s improvement score for a social risk 
factor can only improve their blended score; it cannot lower it. As Figure 2 shows: 

• A contract with 5 cross-sectional stars for a given social risk factor receives 5 blended 
stars regardless of the number improvement stars it receives for that social risk factor. 

• A contract with 4 cross-sectional stars for a given social risk factor can receive 5 blended 
stars if they receive 5 improvement stars; otherwise, the contract receives 4 blended 
stars for that social risk factor. 

• A contract with 3 cross-sectional stars for a given social risk factor can receive 4 blended 
stars if they receive 5 improvement stars; otherwise, the contract receives 3 blended 
stars for that social risk factor. 

• A contract with 2 cross-sectional stars for a given social risk factor can receive 3 blended 
stars if they receive 4 or 5 improvement stars; otherwise the contract receives 2 
blended stars for that social risk factor. 

• A contract with 1 cross-sectional star for a given social risk factor can receive 2 or 3 
blended stars if they receive 4 or 5 improvement stars, respectively; otherwise the 
contract receives 1 blended star for that social risk factor. 

  

missing 1 2 3 4 5

1 1 1 1 1 2 3

2 2 2 2 2 3 3

3 3 3 3 3 3 4

4 4 4 4 4 4 5

5 5 5 5 5 5 5

Improvement stars

Cross-
sectional 

stars

    Figure 2: Scheme Used To Blend Cross-Sectional and Improvement Stars
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Combination of Blended Scores 

Finally, a contract’s blended race-and-ethnicity score and blended DE/LIS-eligibility scores are 
averaged to create the summary score. If a blended score is available only for race and ethnicity 
or only for dual eligibility, this single score is the summary score. Because scores for race and 
ethnicity and scores for dual eligibility are standardized to the same scale and averaged, there is 
no inherent advantage to a contract if their summary score is based on one social risk factor 
rather than two. 

Guide to Your Report 

Your contract’s results are presented on pages 14-28 of this report. The remainder of this 
introductory section provides you with a guide to interpreting those results. 

Table 2 shows which social risk factor groups met measurability requirements in the baseline 
and performance periods for each measure. 

Figure 3 presents the HESS for Clinical Care for your contract along with your contract’s 
standing (on a 1- to 5-star scale) on the cross-sectional and improvement components that feed 
into the HESS for clinical care (refer to Figure 2 for information about the blending of cross-
sectional and improvement components). For the within-plan and nationally-benchmarked 
improvement components of the improvement score, the figure indicates, via shading, whether 
your contract was in the top, middle, or bottom third of all contracts for those components. 
Figure 4 presents parallel information for the HESS for Patient Experience. 

Figures 5 through 8 are tools that allow you to see where your contract did particularly well or 
poorly in each of the three areas of performance included in the HESS (i.e., cross-sectional 
performance relative to the national benchmark, improvement in performance relative to the 
national benchmark, and within-contract improvement). For both the cross-sectional 
component and the improvement component that compares your scores against national 
benchmarks, the benchmarks are group- and measure-specific (e.g., your contract’s score for 
colorectal cancer screening among Hispanic beneficiaries is comparted to the national average 
score for that measure and group). 

Figure 5 presents a series of horizontal bar charts (labeled 5a-5d) that illustrate your contract’s 
cross-sectional (2017-18) performance for each social risk factor group on each clinical care and 
patient experience measure (where available) relative to national benchmarks. There is one 
chart for each racial and ethnic minority group and one for DE/LIS-eligible beneficiaries. Clinical 
care measures appear at the top of each chart; patient experience measures at the bottom. 
Your contract’s performance is illustrated with a gray bar to the left (below the national 
average) or right (above the national average) of a bold black centerline (which signifies 
national average performance) for each available measure. 
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Figure 6 presents a series of horizontal bar charts that illustrate your contract’s improvement in 
performance (2015-16 to 2017-18) for each social risk factor group on each clinical care and 
patient experience measure (where available) relative to national benchmarks. Again, there is 
one chart for each racial and ethnic minority group and one for DE/LIS-eligible beneficiaries 
(labeled 6a-6d). Clinical care measures appear at the top of each chart; patient experience 
measures at the bottom. Your contract’s change in performance from 2015-16 to 2017-18 is 
illustrated with a gray bar to the left (decrease in performance) or right (increase in 
performance) of a bold black centerline (which signifies no change in performance for your 
contract) for each available measure. National average improvement (or decline) for each 
measure and group is illustrated via the black diamonds that appear on the charts. 

Figure 7 presents a pair of charts that illustrate improvement in performance (2015-16 to 2018) 
for DE/LIS and non-DE/LIS beneficiaries within your contract. The graph at the top of the figure 
shows, for each clinical care and patient experience measure, 2015-16 performance for the 
lagging group (either DE/LIS or non-DE/LIS beneficiaries) relative to the leading group in 2015-
16. The graph at the bottom of the figure shows, for each clinical care and patient experience 
measure, how performance changed in 2017-18 relative to the performance of the leading 
DE/LIS group in 2015-16. Colored symbols are used in the charts to represent each DE/LIS group 
for which data are available. In the top chart, the leading group is shown at the zero point of 
the graph; the other group appears to the left of (i.e., below) the zero point because of its 
lagging status. In the bottom chart, the leading group from 2015-16 may appear to the left or 
right of the zero-point depending on whether it gained or lost ground. The lagging group from 
2015-16 may have caught up to the leading group from 2015-16, passed the leading group from 
2015-16 (in which case it would appear to the right of that group) or further lost ground relative 
to that group (in which case it would appear farther to the left of that group than in the chart 
above it). 

Figure 8 presents a pair of charts that illustrate improvement in performance (2015-16 to 2018) 
for racial and ethnic groups within your contract. The graph at the top of the figure shows, for 
each clinical care and patient experience measure, 2015-16 performance for lagging racial and 
ethnic groups relative to the leading racial or ethnic group in 2015-16. The graph at the bottom 
of the figure shows, for each clinical care and patient experience measure, how performance 
changed in 2017-18 for each racial and ethnic group relative to the performance of the leading 
racial or ethnic group in 2015-16. Colored symbols are used in the charts to represent each 
racial and ethnic group for which data are available. In the top chart, the leading group is shown 
at the zero point of the graph; all other groups appear to the left of (i.e., below) the zero point 
because of their lagging status. In the bottom chart, the leading group from 2015-16 may 
appear to the left or right of the zero-point depending on whether it gained or lost ground. The 
lagging groups from 2015-16 may have caught up to the leading group from 2015-16, passed 
the leading group from 2015-16 (in which case it would appear to the right of that group) or 
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further lost ground relative to that group (in which case it would appear farther to the left of 
that group than in the chart above it). 

Tables 3 to 5 contain the specific data used to populate Figures 3 through 8. Table 3 shows your 
contract’s combined 2017-2018 scores (on a 0-100 scale) for each HEDIS and CAHPS measure 
included in the HESS (scores on the latter are case-mix adjusted and survey weighted), stratified 
by race and ethnicity and dual/LIS eligibility. The table also shows national averages for each 
measure and social risk factor group and how your contract’s scores in the performance period 
compare to those national averages. Table 4 shows your contract’s 2017-2018 scores alongside 
your contract’s 2015-2016 scores for each measure and social risk factor group. The table 
shows your contract’s change in performance from 2015-2016 to 2017-2018 and how those 
changes compare to the national average change in performance for each measure and group. 
For each measure, Table 5 identifies your contract’s highest scoring racial or ethnic group at 
baseline (the baseline leading racial or ethnic group), shows how other racial and ethnic groups 
deviate the baseline leading group, and quantifies the amount to which those racial or ethnic 
gaps in performance narrowed or widened between baseline and the performance period. 
Table 5 also provides comparable information for DE/LIS groups. 
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Your Contract’s Results 



Improvement Score:

DE/LIS

Figure 3: Your Contract's Scores on the HESS for Clinical Care

14

Notes. Your contract's score on the HESS for Clinical Care (rightmost box in the diagram) is the average of the two blended scores. Each blended 

score—one for each social risk factor—is a combination of the cross-sectional and improvement component scores for the social risk factor. Cross-

sectional scores make a bigger contribution to the blended score, as shown in the blending scheme in Figure 2. The improvement component, which is 

made up of two subcomponents, can only raise your blended score; it cannot lower it.

DE/LIS = dual/Low Income Subsidy eligibility

Nationally-Benchmarked 

Improvement:

Race and Ethnicity

Improvement Score:

Race and Ethnicity

Blended Score:

Race and Ethnicity

Blended Score:

DE/LIS

HESS for Clinical Care:

Race/Ethnicity and DE/LIS

Nationally-Benchmarked 

Improvement: DE/LIS

Within-Plan Improvement:

DE/LIS

Within-Plan Improvement:

Race and Ethnicity

Cross-Sectional Score:

Race and Ethnicity

Cross-Sectional Score:

DE/LIS



Improvement Score:

DE/LIS

Figure 4: Your Contract's Scores on the HESS for Patient Experience

15

Notes. Your contract's score on the HESS for Patient Experience (rightmost box in the diagram) is the average of the two blended scores. Each blended 

score—one for each social risk factor—is a combination of the cross-sectional and improvement component scores for the social risk factor. Cross-

sectional scores make a bigger contribution to the blended score, as shown in the blending scheme in Figure 2. The improvement component, which is 

made up of two subcomponents, can only raise your blended score; it cannot lower it.
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Figure 5a: Cross-sectional (2017-18) Performance for DE/LIS Beneficiaries Relative to 
National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience (CAHPS) 
measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above and below the 
national average. A plus symbol appearing at the end of a blue bar indicates that your performance exceeded the national 
average by more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your performance fell 
short of the national average by more than 10 points. “Not available” means that your contract did not meet measurability 
requirements (see pp. 6-7) for this group by measure combination. 

DE/LIS = Dual/Low Income Subsidy eligible 
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Figure 5b: Cross-sectional (2017-18) Performance for Asian and Pacific Islander 
Beneficiaries Relative to National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience (CAHPS) 
measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above and below the 
national average. A plus symbol appearing at the end of a blue bar indicates that your performance exceeded the national 
average by more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your performance fell 
short of the national average by more than 10 points. “Not available” means that your contract did not meet measurability 
requirements (see pp. 6-7) for this group by measure combination. 
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Figure 5c: Cross-sectional (2017-18) Performance for Black Beneficiaries relative to 
National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience (CAHPS) 
measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above and below the 
national average. A plus symbol appearing at the end of a blue bar indicates that your performance exceeded the national 
average by more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your performance fell 
short of the national average by more than 10 points. “Not available” means that your contract did not meet measurability 
requirements (see pp. 6-7) for this group by measure combination.  
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Figure 5d: Cross-sectional (2017-18) Performance for Hispanic Beneficiaries Relative to 
National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience (CAHPS) 
measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above and below the 
national average. A plus symbol appearing at the end of a blue bar indicates that your performance exceeded the national 
average by more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your performance fell 
short of the national average by more than 10 points. “Not available” means that your contract did not meet measurability 
requirements (see pp. 6-7) for this group by measure combination. 
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Figure 6a: Change in Performance (2015-16 to 2017-18) for DE/LIS Beneficiaries 
Relative to National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience 
(CAHPS) measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above 
and below the national average. A plus symbol appearing at the end of blue bar indicates that your performance 
improved more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your 
performance decreased by more than 10 points. The black diamonds appearing in each row indicate national 
average improvement for a measure. 
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Figure 6b: Change in Performance (2015-16 to 2017-18) for Asian and Pacific 
Islander Beneficiaries Relative to National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience 
(CAHPS) measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above 
and below the national average. A plus symbol appearing at the end of a blue bar indicates that your performance 
improved more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your 
performance decreased by more than 10 points. The black diamonds appearing in each row indicate national 
average improvement for a measure.  

* Your contract did not meet measurability requirements (see pp. 6-7) for this group by measure combination. 
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Figure 6c: Change in Performance (2015-16 to 2017-18) for Black Beneficiaries 
Relative to National Benchmarks 

 
Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience 
(CAHPS) measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above 
and below the national average. A plus symbol appearing at the end of a blue bar indicates that your performance 
improved more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your 
performance decreased by more than 10 points. The black diamonds appearing in each row indicate national 
average improvement for a measure.  
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Figure 6d: Change in Performance (2015-16 to 2017-18) for Hispanic Beneficiaries 
Relative to National Benchmarks 

 

Notes. In this graph, clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience 
(CAHPS) measures are shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above 
and below the national average. A plus symbol appearing at the end of a blue bar indicates that your performance 
improved more than 10 points; a minus symbol appearing at the end of a yellow bar indicates that your 
performance decreased by more than 10 points. The black diamonds appearing in each row indicate national 
average improvement for a measure. 
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Figure 7: Change in Performance, Within Contract, for DE/LIS Groups 
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Notes. The top graph shows, for each measure, 2015-16 performance for the lagging group (DE/LIS or non-DE/LIS) relative 
to the leading group in 2015-16. The bottom graph shows, for each measure, how performance changed for group relative 
to performance for the 2015-16 leading group. In each graph, clinical care (HEDIS) measures are shown above the 
horizontal dotted line; patient experience (CAHPS) measures are shown below the horizontal dotted line. The horizontal 
axis is truncated at 10 points above and below the benchmark (2015-16 performance for the leading DE/LIS group). A 
minus sign in any group’s symbol to the left of the zero point indicates a decrement in performance of more than 10 points 
relative to the leading group in 2015-16. A plus sign in any group’s symbol to the right of the zero point indicates an 
increase in performance of more than 10 points relative to the leading group in 2015-2016. If DE/LIS group symbols are 
not shown for a particular measure, it means that your contract did not meet measurability requirements in both time 
periods for at least one group for that measure. 
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Figure 8: Change in Performance, Within Contract, for Racial and Ethnic Groups 
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Notes. The top graph shows, for each measure, 2015-16 performance for lagging racial and ethnic groups relative to 
the leading racial or ethnic group in 2015-16. The bottom graph shows, for each measure, how performance changed 
for each racial and ethnic group relative to performance for the 2015-16 leading racial or ethnic group. In each graph, 
clinical care (HEDIS) measures are shown above the horizontal dotted line; patient experience (CAHPS) measures are 
shown below the horizontal dotted line. The horizontal axis is truncated at 10 points above and below the benchmark 
(2015-16 performance for the leading racial or ethnic group). A minus sign in any racial or ethnic group symbol to the 
left of the zero point indicates a decrement in performance of more than 10 points relative to the leading group in 
2015-16. A plus sign in any racial or ethnic group symbol to the right of the zero point indicates an increase in 
performance of more than 10 points relative to the leading group in 2015-2016. If a group is now shown for a 
particular measure, it means that your contract did not meet measurability requirements in both time periods for that 
group by measure combination. 



eAppendix B. Charts Showing Detailed Data on Cross-Sectional Performance for Racial-and-

Ethnic Minority Groups Relative to the National Average for Each Clinical Care Measure 

Included in the HESS 

  



eAppendix C. Charts Showing Detailed Data on Overall Improvement for Racial-and-Ethnic 

Minority Groups Relative to National Average Improvement for Each Clinical Care Measure 

Included in the HESS 

 



eAppendix D. Description of 9 Medicare Advantage contracts that participated in interviews 

Contract State 

2018 

Enrollment 

% 

Hispanic 

Enrollees 

% Black 

Enrollees 

% Asian or 

Pacific 

Islander 

Enrollees 

% DE/LIS 

Enrollees 

HESS for 

Patient 

Experience 

HESS for 

Clinical Care 

A AL 20,000-50,000 < 10 30-40 < 10 50-60 5 4 

B GA 20,000-50,000 < 10 30-40 < 10 10-20 5 5 

C IL < 20,000  20-30 50-60 < 10 40-50 3 4.5 

D WA < 20,000  < 10 < 10 20-30 30-40 3 3 

E MA < 20,000 10-20 10-20 20-30 90-100 2 5 

F PA 20,000-50,000 < 10 50-60 < 10 50-60 4 4 

G PA 50,000-

100,000  
< 10 10-20 < 10 < 10 4 3.5 

H CA >200,000  20-30 < 10 10-20 20-30 5 4 

I IL 20,000-50,000  < 10 10-20 < 10 < 10  Not estimable 2 

Note. Total enrollment and percent enrollment of different groups are presented categorically to protect anonymity. 

DE/LIS = Dually eligible for Medicare and Medicaid or Low-Income Subsidy recipient 

  



eAppendix E. Dashboard table showing detailed data on a contract’s cross-sectional performance for racial-and-ethnic minority 

groups
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