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T he affordable care act requires health plans offering cov-
erage through health Benefit Exchanges (exchanges) to report 
quality measure results for use in calculating quality ratings for 

consumers and for monitoring quality improvement.1 The requirement 
will make available information from plans that previously did not pub-
licly report performance measure results and information on populations 
that have been uninsured. Especially if states and the federal government 
require the same measures, this requirement will support transparency, 
value-based purchasing, alignment among payers, quality improvement, 
and the national quality strategy.

The first few years of the exchanges will be challenging on a number 
of fronts, including establishing of new health plan oversight, reaching 
out to potential enrollees, and setting up systems that properly admin-
ister subsidies. If consumers are to pick plans with a good track record 
on clinical care and patient experience, then implementing the quality 
reporting and rating requirements needs to be a top priority. 

as required by the affordable care act, the Department of 
health and human Services will develop a quality rating system for 
exchanges.1 States can choose whether to use the federal rating sys-
tem or develop their own that meets federally specified criteria. Be-
cause states are focused primarily on building the computer systems 
to support exchanges (enrollment, query of income information, ad-
ministering subsidies), many are likely to use this federal approach 
rather than devote the resources to building their own systems, al-
though they may turn to their own system building later on. The De-
partment of health and human Services has not released any specific 
rules or guidance on the federal rating system, but has suggested the 
quality rating methodology will be implemented after the 2014 start 
of the exchanges.2 The federal government is not required to define 
quality measures for state exchanges to report beyond those underly-
ing the quality rating system, although it can require uniform report-
ing in the states where the federal government runs the exchange. 
The federal government can also recommend a core measure set to 
state-run exchanges, which will promote comparability across states 
and assist states in their exchange development. 

This article suggests a set of clini-
cal quality measures for which health 
plans are likely to have reportable 
results in the very early years of ex-
change operation. We used estimates 
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Objectives: To identify quality measures that 
health plans can reliably report during the early 
years of health insurance exchanges and over 
time, and to suggest strategies to increase the 
availability of quality results to use in rating and 
monitoring plans.

Study Design: Projection of a set of measures 
available for public reporting based on prevalence 
and experience with health plans’ reporting of the 
quality measures.

Methods: For the quality measures included in 
the federal Initial Core Set of Adult Health Care 
Quality Measures for Medicaid-Eligible Adults, we 
looked at the proportion of people in the United 
States who would be eligible for each measure, 
and if available, the number of plans that in the 
past were not able to report reliable Healthcare 
Effectiveness Data and Information Set results 
to the National Committee for Quality Assurance 
because of low membership. We developed esti-
mates of each state’s exchange enrollment, and 
used the number of plans currently accredited in 
the state to estimate how many plans will offer 
coverage to determine the average exchange plan 
membership per state in 2014 and 2018.

Results: In the early years exchange plans should 
be able to report a set of 14 preventive, chronic 
care, and access-to-service measures. As health 
plan membership grows through the years, more 
measures, including behavioral health, can be 
phased in.

Conclusions: In 2015 and 2016, all exchanges 
should require plans to report the 14 measures 
and if needed, use suggested strategies to build 
the results for public reporting.
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of exchange and health plan enrollment, 
market conditions, and prevalence of 
clinical conditions to determine the 
quality measures for which most plans 
offered by exchanges will have sufficient 
enrollment and statistically reliable re-
sults in the first years of the exchanges. 
We then recommend a phase-in ap-
proach to expand measure reporting over 
time. To construct such a measure set, we 
began with the already established core 
set of quality measures for the medicaid 
population.3

METHODS
Study Data

To have reportable results for clinical quality measures 
for individual health plans, health plans must have sufficient 
enrollment to support statistically reliable results. This is a 
function of the population addressed by an individual measure 
(eg, adults with asthma) and the prevalence of the measure 
population (all enrollees with asthma). We began with the 
medicaid core set as the measure set most applicable to the 
uninsured population to get coverage through the exchang-
es.3,4 We then estimated enrollment in plans in the early years 
of exchanges and therefore the ability of exchanges to have 
reportable results from plans. Thirty enrollees is the com-
monly used sample minimum for statistically reliable quality 
results.5,6 In this article we use the term “reportable” to refer 
to plan results with at least 30 observations in the denomina-
tor, or appropriate population, for a measure. Throughout this 
article, we define “health plan” as the entity that is licensed 
in the state and is issuing products to market through the 
exchange. 

To determine whether exchange plans were likely to have 
reportable results for specific quality measures, we used read-
ily available data to identify the proportion of people in the 
United States who would be eligible for each of the 25 core 
medicaid measures (ie, the prevalence of the measure popula-
tion). For example, there are 25.8 million diabetic patients 
within a population of 216 million. Thus, about 12% of the 
exchange population could be included in the measure that 
assessed the quality of diabetes care.  

We supplemented information about disease prevalence 
with actual rates of successful reporting of measures in cases 
where we had that information. For 12 of the 25 medicaid 
measures that are National committee for Quality assurance 
(NcQa) healthcare Effectiveness Data and Information Set 
(hEDIS) measures, we had publicly available data on the num-

ber of enrollees in commercial and medicaid plans that were 
able to report hEDIS results in 2011. (In 2011, NcQa collect-
ed hEDIS results from 286 commercial plans, 127 medicaid 
plans, and 368 medicare plans.) Based on experience collec-
ting clinical quality measure results from health plans, NcQa 
found that a reasonable estimate of the number of individuals 
who need to be enrolled in a health plan to support reporting of 
a number of reliable clinical quality measure results is 15,000.6 
We looked at hEDIS results for plans with fewer than 15,000 
enrollees and plans with more than 15,000 enrollees. (hEDIS 
is a registered trademark of NcQa.) We then analyzed how 
many plans in each of those 2 groups had reportable results (at 
least 30 observations in the denominator population) and how 
many did not. Even though many policy makers are interested 
in health plan performance for individual benefit packages 
(platinum, gold, silver, bronze), many more plans would be un-
able to report quality results for a number of years if they had to 
report at the benefit package level. 

To estimate average plan enrollment and understand the 
implications of enrollment for having reportable quality mea-
sure results, we used available estimates of how many people 
would enroll in each state’s exchange. To develop state-by-state 
exchange population estimates, we used data available from 
the Kaiser Family Foundation (statehealthfacts.org) to iden-
tify how many uninsured people per state could enroll through 
exchanges and how many people in each state are covered by 
individual insurance.7-10 We used national congressional Bud-
get Office projections of the percentage of currently uninsured 
and individually insured populations who would be enrolled in 
exchanges in 2014 and 2018.11 Using hawaii exchange enroll-
ment in 2014 as an example, the congressional Budget Office 
projects that 33% of the nation’s uninsured will move into the 
exchange (12,200 of the 37,100 uninsured in the state). ad-
ditionally, the congressional Budget Office projects that 7% of 
the nation’s individually insured will move into the exchange 
(2000 of the 28,600 individually insured in the state). In total, 
hawaii’s exchange can expect to enroll about 14,200 in the 
exchange in 2014 (Table 1). 

Take-Away Points
Beginning in 2015, health plans are required to report quality results to health insurance 
exchanges. As exchange enrollment grows, more quality results will be available for pub-
lic reporting to consumers and policy makers. 

n	 Exchanges should require health plans to report a starter set of 14 preventive, chronic 
care, and access-to-service measures for which the majority of plans are likely to have 
valid and reliable results.

n	 There are strategies to increase the availability of valid and reliable results for public 
reporting.

n	 Exchanges should phase in additional measures that focus on less prevalent areas of 
clinical care (eg, behavioral health).
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n Table 1. State-by-State Estimated Enrollment and Number of Plansa

2014 2018

 
 
 
Ranking by 
Enrollment 
(low to high)

 
 
 
 
 

State

Total Number 
of Uninsured 

and  
Individuals 
Enrolling in 

2014

Total 
 Number  

of  
NCQA-

Accredited 
Plansb

Estimated  
Average  

Health Plan 
Enrollment  

in  
Exchange

Total Number  
of Uninsured 

and  
Individuals 
Enrolling in 

2018

Total  
Number  

of  
NCQA-

Accredited 
Plansb

Estimated  
Average  

Health Plan  
Enrollment  

in  
Exchange

1 District of Columbia 9792 6-12 816-1632 28,393 6-12 2366-4732

2 Massachusetts 33,124 10-21 1577-3155 93,461 10-21 4451-8901

3 Delaware 17,289 4-9 1921 -3842 51,370 4-9 5708-11,416

4 Vermont 13,325 3-6 2221-4442 39,606 3-6 6601-13,202

5 Hawaii 14,249 3-6 2375-4750 41,973 3-6 6995-13,991

6 Rhode Island 21,153 3-7 3022-6044 62,564 3-7 8938-17,875

7 New Hampshire 29,065 4-9 3229-6459 86,312 4-9 9590-19,180

8 Kansas 42,986 6-12 3582-7164 124,682 6-12 10,390-20,780

9 New Mexico 61,920 7-15 4128-8256 185,377 7-15 12,358-24,717

10 South Dakota 16,734 2-4 4183-8367 48,885 2-4 12,221-24,443

11 North Dakota 12,611 1-3 4204-8408 36,187 1-3 12,062-24,124

12 Maine 27,146 3-6 4524-9049 80,659 3-6 13,443-26,886

13 Wisconsin 96,814 10-21 4610-9220 284,406 10-21 13,543-27,086

14 Iowa 58,469 6-12 4872-9745 171,257 6-12 14,271-28,543

15 Nebraska 32,723 3-6 5454-10,908 95,260 3-6 15,877-31,753

16 Connecticut 71,155 6-12 5930-11,859 211,119 6-12 17,593-35,187

17 Missouri 129,691 9-19 6826-13,652 384,122 9-19 20,217-40,434

18 Indiana 103,030 7-15 6869-13,737 305,927 7-15 20,395-40,790

19 Virginia 167,633 11-23 7288-14,577 497,277 11-23 21,621-43,241

20 Wyoming 15,068 1-2 7534-15,068 44,587 1-2 22,294-44,587

21 Maryland 124,124 8-16 7758-15,516 368,531 8-16 23,033-46,066

22 Idaho 31,225 2-4 7806-15,612 91,311 2-4 22,828-45,656

23 West Virginia 39,811 2-5 7962-15,924 119,461 2-5 23,892-47,785

24 Kentucky 90,508 5-11 8228-16,456 269,099 5-11 24,464-48,927

25 Michigan 183,628 11-22 8347-16,693 544,096 11-22 24,732-49,463

26 Pennsylvania 225,404 13-27 8348-16,697 663,163 13-27 24,562-49,123

27 Tennessee 119,329 6-13 9179-18,358 351,369 6-13 27,028-54,057

28 South Carolina 101,283 5-11 9208-18,415 301,533 5-11 27,412-54,824

29 Alaska 19,087 1-2 9544-19,087 57,180 1-2 28,590-57,180

30 Montana 30,141 1-3 10,047-20,094 88,770 1-3 29,590-59,180

31 Utah 63,278 3-6 10,546-21,093 186,792 3-6 31,132-62,264

32 Mississippi 53,057 2-5 10,611-21,223 156,926 2-5 31,385-62,770

33 Nevada 74,432 3-7 10,633-21,266 222,731 3-7 31,819-63,638

34 Ohio 226,126 10-21 10,738-21,536 669,526 10-21 31,882-63,764

35 Minnesota 88,935 4-8 11,117-22,235 259,800 4-8 32,475-64,950

36 Oregon 94,030 3-7 13,433-26,866 278,735 3-7 39,819-79,639

37 Colorado 130,745 4-9 14,527-29,055 386,607 4-9 42,956-85,913

38 Arkansas 61,415 2-4 15,354-30,708 182,112 2-4 45,528-91,056

(Continued)
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We developed an estimate of the number of health plans 
that will participate in each exchange based on the require-
ment that plans must be accredited by NcQa or the Urac 
to participate in an exchange.1,12 The estimate was based 
on the current number of NcQa-accredited commercial 
and medicaid plans in each state, information that is pub-
licly available on NcQa’s website. To test this estimate, we 
looked at how many health plans participate in the massa-
chusetts connector, the health insurance exchange estab-
lished in 2007, and compared that number with the number 
of NcQa-accredited commercial and medicaid plans in 
massachusetts.13,14 Because fewer plans than are currently 
NcQa accredited may participate in the exchanges, we used 
a range for the number of health plans that will participate in 
each exchange. The high end of the range is the number of 
NcQa-accredited plans in the state and the low end of the 
range is half of the number. 

Limitations
We did not attempt to model disease prevalence in the 

exchange population. Instead, we used readily available na-
tional statistics. That probably resulted in an underestimate 
of disease burden. Four years after massachusetts established 

its state exchange, the newly insured population reported sus-
tained gains in healthcare access and use compared with be-
fore the exchange.15 So the exchange population is less likely 
to have received preventive care and more likely to need and 
seek care. 

We assumed that the number of plans that will participate 
in the exchange will not change from 2014 to 2018. This is 
consistent with the massachusetts health connector experi-
ence, in that only 1 new plan entered the market 4 years after 
the exchange was established. We also assumed that each plan 
will have an equal share of the exchange enrollment in the 
state (even though we know that the distribution of enroll-
ment will vary). 

We focused on measures of clinical care for adults. mea-
sure results for pediatric care are also required of health plans 
in exchanges.1 Policy makers could use the same general ap-
proach to determine which measures could be included in a 
starter set of exchange pediatric quality measures. 

Our discussion applies only to clinical quality measure re-
sults. It does not apply to consumer assessment of healthcare 
Providers and Systems survey results, also required by the af-
fordable care act to be reported by plans offered by exchan-
ges. These survey results should be available and reportable by 

n Table 1. State-by-State Estimated Enrollment and Number of Plansa (Continued) 

2014 2018

 
 
 
 
Ranking by 
Enrollment

 
 
 
 
 

State

Total Number 
of Uninsured 

and  
Individuals 
Enrolling in 

2014

Total 
 Number  

of  
NCQA-

Accredited 
Plansb

Estimated  
Average  

Health Plan 
Enrollment  

by  
Exchange

Total Number  
of Uninsured 

and  
Individuals 
Enrolling in 

2018

Total  
Number  

of  
NCQA-

Accredited 
Plansb

Estimated  
Average  

Health Plan  
Enrollment  

by  
Exchange

39 Georgia 242,237 7-15 16,149-32,298 721,542 7-15 48,103-96,206

40 Illinois 279,150 8-16 17,447-34,894 826,519 8-16 51,657-103,315

41 Washington 157,155 4-9 17,462-34,923 464,488 4-9 51,610-103,220

42 New Jersey 216,955 6-12 18,080-36,159 648,378 6-12 54,031-108,063

43 Oklahoma 91,596 2-5 18,319-36,638 272,998 2-5 54,600-109,199

44 New York 498,354 13-27 18,458-36,915 1,485,932 13-27 55,035-110,069

45 Arizona 168,749 4-9 18,750-37,500 501,119 4-9 55,680-111,360

46 Alabama 78,253 2-4 19,563-39,126 233,323 2-4 58,331-116,661

47 Louisiana 113,751 2-5 22,750-45,500 338,384 2-5 67,677-135,354

48 North Carolina 212,869 4-8 36,609-53,217 631,157 4-8 78,895-157,789

49 Florida 578,878 9-19 30,467-60,934 1,725,456 9-19 90,813-181,627

50 California 1,062,431 11-23 46,193-92,285 3,148,876 11-23 136,908-273,815

51 Texas 861,551 6-13 66,273-132,546 2,582,902 6-13 198,685-397,369

 Total 7,292,464 605,101-1,210,203 21,652,241 1,796,086-3,592,171

NCQA indicates National Committee for Quality Assurance. 
aData were derived from references 7-11.  
bThe low end of the range is half of the total number of NCQA-accredited plans, and the high end of the range is the total number of NCQA-accredited 
plans in the state. The low end of the range is rounded to the lower whole number.
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virtually all plans after the first year of operation, regardless of 
enrollment size. These results will provide additional impor-
tant information on plan quality.

RESULTS
Based on the population prevalence and experience with 

plan reporting, health plans, regardless of their enrollment, 
are likely to have reportable results in 2015 for a starter set 
of 13 of the 25 measures in the medicaid core set (Table 
2). an additional measure, breast cancer screening, will 
be reportable in 2016 since clinical guidelines recommend 
screening every 2 years. These measures had a relatively high 
calculated prevalence (>12%) and most of the plans regard-
less of membership size were able to report it. This starter 
set of 13 measures covers a variety of types of clinical care 
including 5 preventive, 1 medication management, 2 access 
and availability of services, 2 cardiovascular, and 3 diabetes 
measures. Of the 13 measures, 7 can be reported using only 
administrative data, which are less resource intensive for 
plans than accessing medical record data. Two of the mea-
sures are collected through member survey results from the 
consumer assessment of healthcare Providers and Systems 
survey.6 

as mentioned earlier, NcQa has found that 15,000 en-
rollees is a reasonable estimate of the enrollment in a health 
plan needed to support reporting of a number of reliable clini-
cal quality measure results. In 2014, we estimate that between 
14 and 32 exchanges (depending on assumptions) will have 
plans with more than 15,000 enrollees (Table 3). Between 
19 and 37 exchanges will have plans with fewer than 15,000 
enrollees. In these states, plans may not be able to publicly 
report some of the measures in the starter set. This will be 
particularly true for the 5 to 14 exchanges that we estimate 
will have plans with fewer than 5000 enrollees. For example, 
in Delaware an exchange plan is likely to have about 1900 to 
3800 enrollees in 2014. The predicted 4 to 9 health plans in 
the state may not be able to report all 14 measures, especially 
the ones with lower prevalence (eg, readmissions, diabetes 
results). 

as more people enroll in exchanges in future years, enroll-
ment per plan will increase and plans will be more able to 
report the full starter set. In 2018 we estimate that in most ex-
changes (37-46 exchange health plans), all offered plans will 
have more than 15,000 enrollees. By then, reportable results 
are likely to be available for all the measures in the starter set. 

Taking into account the prevalence of disease in the 
measured population and the size of plans, we find 11 mea-
sures from the medicaid core set that many of the small 
plans are unlikely to be able to report in 2014. These in-

clude 4 behavioral health, 5 access and availability of ser-
vice, and 2 respiratory measures. By 2019, however, many 
plans offered by exchanges will be able to report these 11 
measures. Large states in particular are the most likely to 
have reportable results for these measures by 2019. Below 
we discuss ideas on how to increase the availability of mea-
sure results in these important clinical areas for plans with 
lower enrollment. 

DISCUSSION
Plan enrollment in the early years of the exchanges is like-

ly to support public reporting on a starter set of 14 measures. 
These measures include those for prevention, chronic con-
ditions, and access to services. To have a full understanding 
of the quality of care provided through the exchanges, the 
federal government can encourage exchanges to collect this 
set of 13 measures from plans starting in 2015 (plus breast 
cancer screening in 2016). Exchanges with larger populations 
could add more measures to this initial list, such as measures 
of respiratory and cardiovascular conditions (eg, cholesterol 
management for patients with cardiovascular conditions). 

We recommend that states and the federal government 
analyze the results of the first year of reporting to determine 
reliability and variation in the results. First-year measure 
data in 2015 will help policy makers better understand their 
exchange population and health plans. The data will also 
confirm what measure results are publicly reportable. Policy 
makers should plan to perform basic analytic tests on the 
first-year data to determine reliability (how many plans have 
results on individual measures for at least 30 enrollees) and 
understand variation across plans. If the first-year data meet 
these tests, exchanges can use those data as the basis for a 
quality rating for consumers or other public reporting. If after 
the first year or two of data collection, many plans do not have 
reliable results, then exchanges can consider other strategies 
(described below) to increase sample size to support public 
reporting of results. States can also use these strategies to in-
crease the availability of reportable results for the 11 measures 
not included in the starter set. 

Strategies for Increasing Availability of  
Reportable Measure Results

One strategy to increase reliability and ability to report 
measure results is to allow plans to combine exchange enroll-
ees with their commercial or medicaid enrollees. combin-
ing with the medicaid population would also better reflect 
care provided to enrollees who “churn” from medicaid to 
exchange coverage. a disadvantage of this approach is that it 
masks existing differences in plan performance on measures 
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n Table 2. Prevalence, Enrollment, and Ability to Publicly Report Quality Measures (Denominator >30)a,b 

Fewer Than 15,000 
Enrollees

More Than 15,000 
Enrollees

 
 
 
 
 
Measure

 
 
 
 

Measure 
Steward 

 
 
 

Data  
Collection 
Method

 
 
 
 

Domain   
of Care

 
 

Prevalence 
of the 

Measured 
Population

Number 
of Plans 
Unable  

to 
Report 

(1)

Number 
of Plans 

Able  
to 

Report 
(1)

Number 
of Plans 
Unable  

to  
Report 

(1)

Number 
of Plans 

Able  
to  

Report 
(1)

HEDIS quality measures
Adult BMI assessment NCQA Medical record 

(hybrid)
Prevention 0.80 (2)(3) 1 16 4 374

Monitoring patients on persistent 
medications

NCQA Admin Medication 
management

0.66 (3)(4) 1 32 6 510

Breast cancer screening NCQA Admin Prevention 0.51 (3) 1 32 0 521
Cervical cancer screening NCQA Medical record 

(hybrid)
Prevention 0.50 (3) 0 32 0 390

Chlamydia screening for women NCQA Admin Prevention 0.49 (3) 3 29 9 520
Controlling high blood pressure NCQA Medical record 

(hybrid)
Cardiovascular 0.33 (3)(5) 1 18 4 412

Flu shot for adults aged 50-64 y  
(collected as part of HEDIS/CAHPS  
supplemental survey)

NCQA Survey Prevention 0.25 (3) NA NA NA NA

Medical assistance with smoking cessa-
tion (collected as part of HEDIS/CAHPS  
supplemental survey)

NCQA Survey Prevention 0.19 (3)(6) NA NA NA NA

Plan all-cause readmission NCQA Admin Access 0.15 (3)(7) NA NA NA NA
Comprehensive diabetes care: LDL-C 
screening

NCQA Admin Diabetes 0.12 (3)(8) 1 31 7 520

Comprehensive diabetes care: A1C testing NCQA Admin Diabetes 0.12 (3)(8) 1 31 7 520
  Antidepressant medication management NCQA Admin Behavioral 

health
0.09 (3)(9) 12 21 19 469

  Prenatal postpartum care NCQA Admin Access 0.04 (3)(10) 5 25 0 506
  Engagement of alcohol/drug dependence NCQA Admin Access 0.01 (3)(11) 7 26 2 467
  Follow-up after hospitalization for  
  mental illness

NCQA Admin Behavioral 
health

0.01 (3)(7) 26 6 30 449

  Annual HIV/AIDS visit NCQA Admin Access 0.01 (3)(12) NA NA NA NA
Non-HEDIS/CAHPS measures 
PQI 08: Congestive heart failure AHRQ Admin Cardiovascular 0.12 (3)(13) NA NA NA NA
PQI 01: Diabetes, short-term complications 
admissions rate

AHRQ Admin Diabetes 0.12 (3)(8) NA NA NA NA

Care transition: transition record trans-
mitted to healthcare professional 

 AMA-PCPI Medical record 
(hybrid)

Access 0.11 (3)(7) NA NA NA NA

  Screening for clinical depression and  
  follow-up plan

CMS Medical record 
(hybrid) 

Behavioral 
health 

0.09 (3)(9) NA NA NA NA

  PQI 05: Chronic obstructive pulmonary  
  disease admission rate

AHRQ Admin Respiratory 0.06 (3)(14) NA NA NA NA

  PQI 15: Adult asthma admission rate AHRQ Admin Asthma 0.05 (3)(15) NA NA NA NA
  PC-01: Elective delivery HCA, TJC Medical record 

(hybrid)
Access 0.04 (3)(10) NA NA NA NA

  PC-03: Antenatal steroids Prov/CWISH/
NPIC/QAS/TJC

Medical record 
(hybrid)

Access 0.04 (3)(10) NA NA NA NA

  Adherence to antipsychotics for  
  individuals with schizophrenia

CMS/QMHAG Admin Behavioral 
health

0.01 (3)(16) NA NA NA NA

A1C indicates glycated hemoglobin; Admin, administrative data; AHRQ, Agency for Healthcare Research and Quality; AMA, American Medical Association; 
BMI, body mass index; CAHPS, Consumer Assessment of Healthcare Providers and Systems; CMS, Centers for Medicare & Medicaid Services; HCA, Hospital 
Corporation of America; HEDIS, Healthcare Effectiveness Data and Information Set; LDL-C, low-density lipoprotein cholesterol; NA, not available; NCQA, National 
Committee for Quality Assurance; PCPI, Physician Consortium for Performance Improvement; PQI, Preventive Quality Indicators; Prov/CWISH/NPIC/QAS/TJC, 
Providence St. Vincent Medical Center/Council of Women’s & Infants’ Specialty Hospitals/National Perinatal Information Center/Quality Analytic Services/The Joint 
Commission; QMHAG, Quality Measurement and Health Assessment Group; TJC, The Joint Commission.  
aThe total number of plans able and unable to report varied based on how many plans reported a specific measure result to NCQA. Not all plans reported all 
measures results to NCQA. Boldfacing denotes measures available for public reporting in 2014. Based on clinical guidelines, breast cancer screening should be 
reported after 2 years of enrollment. 
bData were derived from references 16-31. 
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for the commercial and medicaid populations. Typically plan 
results are better for commercial populations than for the 
medicaid population, reflecting a variety of differences be-
tween those populations. In addition, both the exchange and 
the state medicaid program would lose the ability to have 
medicaid or exchange-specific measure results for program 
monitoring. 

another strategy is to allow plans to combine results 
across 2 years to increase sample size. a third strategy is for 
plans to combine insurance products for reporting. For ex-
ample, health plans typically report quality measure results 
separately for their hmO and preferred provider organiza-
tion populations, but exchanges could have plans combine 
their products and report a single quality measure result 
for all of those insurance products. a fourth strategy is for 
exchanges to allow plans to combine results for enrollees 
across contiguous states (eg, Delaware and maryland). With 
all of these strategies there is a trade-off between having 
more granular results to understand performance and hav-
ing results based on sufficient numbers to support public 
reporting. 

Finally, exchanges can use results, even if they are not 
sufficiently reliable to support public reporting. results 
from individual plans, no matter how small, can be com-
bined to provide information on the quality of care provi-
ded throughout the exchange. This information can inform 
quality improvement strategies by exchanges and the federal 
government. 

CONCLUSIONS
a practical approach—based on prevalence and estimated 

enrollment in plans—to determining what quality measures 
will yield reliable comparisons leads to a starter set of 13 

measures, plus breast cancer screen-
ing. This set provides a beginning 
place for policy makers and consumers 
to understand the quality of offerings 
in exchanges. These measures cover 
common conditions and preventive 
services. 

The federal government and policy 
makers can build from the starter set of 
14 measures as exchange enrollment 
grows and can support reliable data on 
more measures. as exchange quality re-
porting begins in 2015, each exchange 
should assess reported measure results 
to verify that the measures are reliable 
for public reporting. If there are many 

plans with lower-than-expected enrollment and therefore fewer 
reportable measure results, then exchanges can consider the 
suggested strategies to build results that can be used for public 
reporting. 
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