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SECTION 1
QualityPATH and Population Health

THE SIGNIFICANCE OF POPULATION HEALTH IN TYPE 2 DIABETES (T2DM)

Diabetes is a costly illness for payers, providers, and patients  The costs in USD in 2012 were the following1-4

A retrospective 
study using health insurance 
claims and electronic health 

records (EHR) found  
that patients achieving 

quality measures of A1C, BMI, 
and blood pressure had  
lower healthcare costs 7

With an aging population, the increasing prevalence of chronic conditions, 
and an extended life expectancy, a focus on the Triple Aim—experience 
of care, population health, and per capita cost—is imperative to 
ensure quality of care and limit increases in healthcare costs 5 In line 
with the goals of the Triple Aim, diabetes care quality measures 
address multiple aspects of treatment and patient outcomes  
A1C, blood pressure (BP), and weight management are important 
quality measures in the treatment and monitoring of T2DM  In 
fact, improvements in areas such as A1C and BP for patients with 
T2DM have been associated with reduced mortality and morbidity 
risks, improved quality of life, and reduced total costs  
of complications 6

QualityPAT
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SECTION 1

Healthcare Effectiveness Data and Information 
Set (HEDIS®) and other quality measures are used in 
pay-for-performance programs 8

The Medicare Plan Star Ratings program measures 
plan quality and performance and publishes results 
online to help Medicare beneficiaries choose a 
Medicare Advantage plan 

The Affordable Care Act introduced quality bonus 
payments into the Medicare Advantage program  
Since 2012, bonuses are paid to Medicare Advantage 
plans based on the number of stars they earn 9 

QualityPATH can assist you  
in your quality improvement efforts by 

helping to establish a baseline data set, compare  
it to a reference data set—national or your own— 

and track data over time in order to measure  
the impact of your organization’s quality 

improvement efforts for T2DM   

T2DM is a complex disease that requires a multifaceted treatment approach and continuous patient  
self-management to reduce the risk of acute and long-term complications  

T2DM quality measures can provide a mechanism to benchmark results  and help  
drive your management strategies.

T2DM is a complex dise
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NOTE
When you install and use the tool, the 
data you upload remains private and can 
be saved locally to your computer or to 
a shared drive on your organization’s 
network  Neither Janssen nor third-party 
vendors will be able to access or share 
your data in any way  

SECTION 1

KEY FEATURES AND BENEFITS OF QUALITYPATH
The Quality Population Analyzer Tool for Health systems (QualityPATH) is software that allows your 
organization to review T2DM claims and/or electronic health records (EHR) from a quality metrics perspective  
The tool offers a reference data set from a nationally representative commercial managed care database, and 
allows you to compare it with your organization’s pharmacy and medical claims and/or EHR data  Information 
can be filtered and sorted based on your organization’s needs and interests 

QualityPATH is designed to:

Identify gaps in T2DM care between recognized 
best practices and practice patterns in your health 
organization based on retrospective medication, 
medical, laboratory, and/or demographic and vital 
data analysis

Analyze EHR and claims data

Utilize reference data from an integrated claims/
EHR database that are displayed alongside 
your organization’s data to quickly compare 
demographics, antihyperglycemic agent utilization, 
resource utilization, adherence, and quality 
measures With this tool, your organization will be able to 

establish a baseline of key metrics and monitor 
changes over time 

Provide data on achieving accepted T2DM quality  
and performance measures

Deliver reports at population-, patient-, and provider-level

Identify opportunities to develop interventions  
that promote quality improvement, increased  
adherence to quality measures, and potentially  
decrease healthcare resource utilization

A1C                     blood pressure                   body weight

Key Features 
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SECTION 1

OVERVIEW OF MEASURES PROVIDED BY THE TOOL
Population-, prescriber-, and patient-level reports for various actionable measures that support decision 
makers in identifying quality improvement opportunities: 

Payer-Specific Quality Measures 

•  HEDIS® 
•  Centers for Medicare & Medicaid Services 

(CMS) Part C & D Star Rating Measures 

Provider-Specific Quality Measures 

•  ACO Quality Measures 

•  CMS Physicians Quality Reporting System 
(PQRS) 

•  CMS Medicare EHR Incentive Program  
(also known as and referred to in the tool  
as Meaningful Use) 

Patient-/Prescriber-Level Reports 
•  Patient Diabetes Complication Severity  

Index (DCSI)/risk factors 

•  Patient Antihyperglycemic Proportion of  
Days Covered (PDC) rates 

• Patient Resource Utilization

Organization-Specific Descriptive Measures  

•  Population Overview (including DCSI- and 
T2DM-Related Comorbidities and  
Monitoring Activities) 

• Resource Utilization 

•  CMS Accountable Care Organization 
(ACO) Quality Measures 

•  Pharmacy Quality Alliance (PQA) 
Performance Measures 

•  National Committee for Quality Assurance (NCQA) 
Diabetes Recognition Program (DRP) 

•  Health Care Incentives Improvement Institute 
Bridges to Excellence (BTE) Diabetes Care 
Recognition Program 

•  Antihyperglycemic Agent and T2DM-Related 
Medication Utilization

• Quality Measure Attainment

•  Patient Antihyperglycemic Medication 
Possession Ratio (MPR) rates 

• Patient/Provider Medication Safety

Overview of Measures 
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SECTION 2
Addressing Technical and Organizational Challenges 

TAKING IT STEP-BY-STEP 
The technical and data requirements for using the tool are outlined in 
the Data Request Form (DRF) located in the menu drop-down on page 
7 of the QualityPATH User Guide  The guided process provides a simple 
step-by-step breakdown of each task  Your Janssen representative can 
assist you and your IT staff to obtain answers and guidance at any stage 
along the way   

A critical step is coordination with your IT staff to request the required 
claims and/or EHR data *  In order to provide proper quality measure 
analysis, you are requested to import 2 years of data 

TIP
To gain experience with the software tool prior 
to importing your organization’s data, sample 
data files (Sample Medication txt, Sample 
Medical txt, Sample Laboratory txt, and 
Sample Demo/Vitals txt) are available for your 
use (see Data Mapping screen in the software 
for more details) 

* All record types (medication, medical, laboratory, and demographic/vital) are 

required to provide the most comprehensive results and for all of the screens and 

reports to be populated by the analyzer  If you choose to only upload select types 

of data, then only the applicable screens for that dataset will be populated  

Please note: This implementation guide is intended to increase 
your comfort and familiarity with the tool  You must refer to 
the QualityPATH User Guide (which can be found on the tool 
download site and in the software) for comprehensive technical 
guidance and complete technical specifications 

Addressing
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TIP
You might want to talk with your IT 
point of contact about how your system 
configuration compares with the sample 
technical specifications above, to get 
a better idea of how much time it will 
take to import the data into the software 
program, so you can plan accordingly 

SECTION 2

HOW LONG WILL IT TAKE TO UPLOAD THE DATA?
In addition to coordinating data and software clearance requirements with your internal support team, 
you need to set aside time to upload the data into the software  Depending on the amount of data you 
have and your computer specifications, it shouldn’t take more than a few hours  The amount of computer 
memory (RAM) and the size of the dataset are the biggest factors affecting processing time  Desktop 
computers generally run faster than notebook computers with the same technical specifications   
For example, a notebook computer with Pentium IV, 1 GB RAM, and 20 GB of free disk space can  
analyze 1 million pharmacy and medical claims in approximately 60 minutes.

SUMMARY CHECKLIST: What you need to do before installing and uploading  
data into the tool (see DRF for complete details)

✔ Review the DRF with your IT support person/team

✔  Request the necessary claims and/or EHR data from your IT support person/team

✔  Provide your IT staff with the file of ICD-9-CM, ICD-10-CM, or SNOMED codes  
for the included T2DM indications 

✔  Request the exported files to be given a descriptive name of  
your choosing with an indicator of the data file(s) (eg, 
plannameRX2011 txt, plannameMED2011 txt)

✔  Import the data file(s) into the software tool (see Data 
Mapping screen in the software for more details)

Depending on the length of intervals you determine, 
data processing may occur as few as 2 times per year  

The few hours spent processing your data will  
provide your organization with long-term benefits  

by helping you focus on the areas where  
improvements are most needed 

How Long WILL
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Interpreting the Results of Your Analysis
The first time you use QualityPATH, you’ll want to compare your data to the reference data 
provided in the software  For follow-up, you’ll want to track your progress by comparing the 
current data with your own historical data  (You will also have the option to compare your 
uploaded data with the reference data )

PAYER OUTPUT DASHBOARD SCREEN
QualityPATH allows you to customize which output screens you will see displayed, so you can 
focus on only the information that is most relevant to your organization  This can be done 
by selecting “Application Settings” under the Menu button  The Dashboard Screens provide 
snapshots and shortcuts to key outputs including Population Overview, A1C Monitoring and 
Control, and links to the applicable Quality Measures and other Actionable Reports 

The payer-specific quality measures included in the Payer Output Dashboard are: HEDIS®, CMS 
Part C & D Star Rating Measures, CMS ACO Quality Measures, and PQA Performance Measures 

Interpreting 
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PROVIDER OUTPUT DASHBOARD SCREEN
The provider-specific quality measures included in the Provider Output Dashboard are: CMS 
ACO Quality Measures, CMS PQRS, CMS Meaningful Use, NCQA Diabetes Recognition Program, 
and BTE Diabetes Care Recognition Program 

SAMPLE POPULATION OVERVIEW: T2DM POPULATION OUTPUT SCREEN
The Population Overview outputs provide you with a wide range of information related to your 
T2DM population, including specific measures that are included in payer- and provider-focused 
quality measure programs 

PROVIDER OUTPUT 



SECTION 3

11

Table of 
contents

88%

have at least
1 comorbidity

>50%

have 3 or more 
comorbidities

~20%

have a combination 
of hyperlipidemia, 
hypertension, 
and obesity 

Diabetes Complications 
Severity Index (DCSI)

GETTING AN OVERVIEW OF YOUR T2DM POPULATION 
The T2DM Population tab provides an overview of your overall T2DM patient population, 
displayed by gender and age ranges and by relevant comorbid conditions: hypertension (HTN), 
lipid, obesity, nephropathy, cardiovascular disease (CVD), cerebrovascular disease (CBVD), 
peripheral vascular disease (PVD), retinopathy, neuropathy, and metabolic conditions 

Additional tabs in the Population Overview screen include:

A Majority of People With T2DM 
Have Additional Conditions10

Chronic Kidney Disease 
(CKD) Stages 

Obesity and BMI 
Screening

A1C Monitoring BP and LDL-C Monitoring
Other Monitoring and 
Prevention Activities 

Displays patients by DCSI 
mean score and DCSI 
criterion, and compares the 
data with reference data 

Displays patients with a 
reported CKD stage (CKD 
stages 1 to 5, end-stage renal 
disease, and unspecified renal 
failure)  

Displays patients with a 
reported obesity diagnosis, 
BMI screening, and BMI 
ranges (25 to 29 9 kg/m2, 30 
to 39 9 kg/m2, ≥40 kg/m2) 

Displays patients with a 
reported A1C test and A1C 
level (<7%, 7% to 9%, >9%) 

Displays patients with a  
reported BP screening level  
(<140/90 mmHg, <130/80 mmHg),  
LDL-C screening, and LDL-C level 
(<100 mg/dL, >100 mg/dL)  

Displays patients with a reported 
foot exam, diabetes eye exam, 
tobacco screening, tobacco non-
use, and influenza vaccination  In 
addition, reported pneumococcal 
vaccination status for individuals  
>65 years of age is displayed 

T2DM tab
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USING THE TOOL TO MONITOR AND IMPROVE  
KEY QUALITY MEASURES FOR T2DM
Next, we’ll discuss the most common (and most significant) measure used across most quality 
programs—A1C levels—as an example of how you can practically utilize some of the outputs  
provided by the tool  (For a description and measure list for each program, please refer to the 
Appendix of this guide )

Current evidence suggests that, while there has been a steady improvement in the proportion of 
patients achieving A1C, the level of attainment remains suboptimal  In 2007-2010, only 52.5% of 
patients with T2DM had A1C <7% 11 Poor glycemic control may lead to hyperglycemia and other costly 
long-term complications  Fortunately, controlling A1C can reduce diabetes complications 12 In fact,  
a 1% drop in A1C was associated with a 37% reduction in the risk of microvascular complications 13

QualityPATH provides you with the means for tracking quality measures such as A1C levels, and 
facilitates appropriate management and follow-up to help attain and maintain established glycemic 
goals for your patient population  For A1C and other outcomes measures, the most efficient and 
manageable approach usually involves stratifying the patients in your population who are at highest 
risk  For this measure, that would be patients with A1C >9%  QualityPATH allows you to assess your 
current T2DM population and identify realistic goals for improvement 

using the Tool 
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If you determine that your priority is to lower the percentage of patients with A1C >9%, it is 
important to have a clear goal in mind  For example, “In the next 6 months, we will reduce the 
proportion of patients with A1C levels >9% by XX% ” This goal can then be shared with all members 
of your quality improvement team, and tracked over time to see if you have achieved this aim  

As an example, you can use Patient Level Actionable Reports to link to areas such as patient 
antihyperglycemic PDC rates  (Please note, you need pharmacy claims data to calculate adherence 
measures ) You can then filter these areas, to show all patients with A1C >9% in both of these 
areas, and see if there may be a correlation with patient adherence  (See sidebar “Nonadherence 
Contributes to Poor Outcomes” on page 16 )

Patietn Level 
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You can also filter your results further, by specific antihyperglycemic agent, to see if there is a 
connection with medication(s) used and poor A1C outcomes  If patients are not progressing, you 
may wish to analyze and implement provider-based strategies  (See sidebar “Treatment Changes 
Are Often Delayed in T2DM” on page 17 )

Patietn Level 2
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Population
Overview Screen

HEDIS® Quality
Measures Screen

Antihyperglycemic 
PDC Rates Tab 

Patient-Level 
Actionable 

Reports Screen 

ESTABLISH
a clear, reasonable goal,

and a timeline to achieve it

ESTABLISH
provider education and

shared decision making strategies

ESTABLISH
adherence strategies 

at patient, provider, and 
health system levels 

FILTER
results

to show
desired A1C

subgroup(s)

NOYES

DETERMINE
if a strong 

correlation exists 
between A1C levels 

and adherence rates* 

DETERMINE
if correlation

between high A1C 
levels and 

medication(s) used 

FILTER
results by

medication(s)
used

SAMPLE PROCESS FLOW FOR USING QUALITYPATH FOR MONITORING A1C LEVELS

* Please note, you will need laboratory data to accurately look at A1C levels and pharmacy claims data to look at adherence  

Sample Process
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Only half of patients 
with T2DM and other 
chronic conditions 
take their medications 
as prescribed14 

Poor adherence can 
contribute to avoidable 
complications in T2DM 
and excess costs for 
providers and systems14 

Poor- or nonadherence 
can lead to episodes of 
hyperglycemia and 
other costly 
complications12  

50%

SUGGESTED QUALITY IMPROVEMENT STRATEGIES
So what changes can you make to reach your organizational goal regarding high-risk patients with 
T2DM? There are a number of contributing factors that may cause poor A1C outcomes  According 
to the U S  Department of Health & Human Services Health Resources and Services Administration 
(HRSA), these factors can be organized into patient-related, care team-related, or system-related 
factors  Systematic improvement in all 3 areas may reduce A1C levels for individual patients, and 
decrease the percent of the population with A1C >9% 15

While system-related factors are unique to each organization and beyond the scope of this guide, 
provider and patient engagement are key to any change in outcomes  The CarePath Healthy 
Engagements website provides payer-, patient-, and provider-level tools and resources that can 
help with specific problem areas within your T2DM population  Some examples of programs that  
may help with adherence challenges include:

The Diabetes Decision Aid is a digital shared decision 
making tool that helps patients understand their T2DM 
treatment options  The tool promotes better dialog 
between patients and their healthcare providers when 
making treatment decisions  Shared decision making 
may improve adherence by incorporating patient 
preferences into the medication decision making 
process 16 

The Care4Today® Mobile Health Manager is a 
medication reminder application offered in multiple 
languages and across feature phones and smart devices  

In addition to these tools, the Health Literacy Library  
provides educational resources that empower and inform  
people living with T2DM  Examples are on the next page 

Nonadherence Contributes 
to Poor Outcomes

 Strategies
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This form is designed to collect personal health information and should be  
maintained to protect from inadvertent disclosure.

(continued on next page)

1T2D Treatment Tracker

My Diabetes Care Team

 Who  Name Phone Number

Primary Care Physician

Diabetes Specialist

Nutritionist or Dietitian

Eye Doctor

Foot Doctor

Heart Doctor

Kidney Doctor

Dialysis Center

Pharmacy

Other:

Other:

Emergency Contact   Phone Number: 

Relationship 

Allergies

Keep track of your doctors and other care team members, medications, appointments, test results, blood 
sugar readings, and other important health information all in one place. 

TYPE 2 DIABETES (T2D) TREATMENT TRACKER

Name   Phone Number: 

If you are helping someone with type 2 diabetes

CAREGIVER FACT SHEET

MEETING YOUR GOALS
An Overview and Guide to Healthy Living 

with Type 2 Diabetes

This information has been developed by Janssen Pharmaceuticals, Inc., and made widely available to support patient and provider education.

Time Reading Time Reading Time Reading Time Reading

1Blood Glucose Log

Tip: Make copies of this page to use each week. 
This form is designed to collect personal health information and should be maintained to protect from inadvertent disclosure.

Blood Glucose Log

You may use this log to record your blood sugar (glucose) readings. If you have any questions, make sure to discuss them with your  
doctor or other member of your healthcare team.

© Janssen Pharmaceuticals, Inc. 2014    August  2014 019289-140801

BLOOD GLUCOSE LOG FOR PATIENTS WITH TYPE 2 DIABETES 

 

My Doctor’s Name: 

My Doctor’s Phone Number: 

Name:   

Week of:    

Date
Breakfast Lunch Dinner Snack/Other

 Comments

Patient-focused PDFs on the website that may help with adherence include:

Type 2 DiabetesTreatment Tracker—Specifically designed for people 
with T2DM, this tracker lets patients keep all their important medical 
information, including information about their HCPs, together in a single 
place  Helps in establishing a complete medical record 

Blood Glucose Log for Patients With Type 2 Diabetes—Promotes 
engagement by helping patients to keep track of their blood glucose 
measurements all in one place, and allows their HCPs to visualize trends 
and monitor progress  

Caregiver Fact Sheet—Designed for people who are taking care of 
someone with T2DM, this resource provides information and helpful tips 

Meeting Your Goals—Tips about staying in good health for patients 
with diabetes, including the importance of maintaining a healthy 
weight, staying active, and controlling blood sugar, blood pressure, 
and cholesterol levels  Encourages patients to make regular visits to 
specialized healthcare team members, including optometrists and 
ophthalmologists, dentists, and podiatrists 

Treatment Changes Are 
Often Delayed in T2DM10

14months

79
of patients with 
poorly controlled 
T2DM did not 
receive treatment 
intensification

median time delay for 
patients who failed on 
metformin 

Clinical inertia may be one of the 
factors contributing to prolonged 
glycemic burden

%

Patient-focused PDFs
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1Patient Barrier Tool

How to Use This Tool

You may use these questions to help get insight into any barriers or potential barriers to your patient’s ability to 
manage his or her T2D. You may consider performing 2 separate assessments, using the information to adjust or 
refine your care plan based on the responses you receive.

TREATMENT BARRIERS THAT PATIENTS WITH T2D FACE

• Communication barriers—including literacy problems or patients not understanding what is being said to  
 them, HCPs not having a full understanding of all the patient’s circumstances, or if there is a mismatch  
 between the patient’s goals and the HCP’s goals.1,6 

• Personal barriers—including individual attitudes; financial difficulties; lack of transportation; literacy issues;  
 cultural considerations; self-consciousness or lack of confidence; and depression, which is often associated  
 with nonadherence.1,4,7 

• Self-management barriers—including forgetfulness, not believing their actions have an effect on the course  
 of the disease, fear of pain, not understanding the importance of checking blood glucose levels or maintaining  
 control, and not understanding what to do with the results.2,7

• Care barriers—including lack of a primary care physician and/or endocrinologist to treat diabetes, not having  
 regular checkups or a monthly medication review, and frequent self-referral to additional specialists who  
 prescribe treatment without the knowledge of the primary care provider.8 

ASSESSING THE TREATMENT BARRIERS  
FOR PATIENTS WITH TYPE 2 DIABETES

A Care Coordination Tool for Use With Patients

A diagnosis of type 2 diabetes (T2D) can represent a significant challenge for individuals. Very often, a patient may 

have to reorient his or her life to incorporate a new reality that may involve multiple medications, needle sticks, food 

restrictions, increased exercise, and multiple visits to healthcare providers (HCPs).1,2

Diabetes is largely self-managed: people with diabetes provide close to 95% of their own care.3 It is important for 

HCPs to identify any social, psychological, environmental, or cognitive barriers that might interfere with a patient’s 

management of his or her disease or ability to follow the recommended treatment regimen. These could be 

individual—in the form of social, psychological, environmental, or cognitive barriers—or external barriers resulting 

from care or facility issues.1,2,4 Research has shown that personal beliefs, particularly about treatment effectiveness, 

can act as barriers (or facilitators) to self-management.5 

MOTIVATIONAL INTERVIEWING
An Introduction for Providers Treating Type 2 Diabetes

Provider-focused PDFs on the website that may help with adherence include:

Assessing the Treatment Barriers for Patients With Type 2 Diabetes—
Reviews the types of barriers patients with T2DM might face, and provides 
a series of assessment questions that can be used in building a care plan 

Motivational Interviewing: An Introduction for Providers Treating 
Type 2 Diabetes—Introduces the methodology and concepts of 
motivational interviewing, and how this technique may help patients 
with T2DM 

For more information about tools and resources that can help with  
A1C or other challenges, please see the list of CarePath Healthy 
Engagements tools and resources in Section 5 of this guide, or set  
up a meeting with your Janssen representative 

Patient-focused PDFs2
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SECTION 4
What to Look for in Follow-up Analyses
After your first analysis, conducting a follow-up can maximize the long-term utility of the tool  
You can utilize outputs at specific time intervals using the reference data provided, as well as your 
historical data as reference, in order to:

•  Track practice patterns, resource utilization, and quality measurement 
attainment over time

• Monitor the effectiveness of quality improvement initiatives 
   –  Consider what quality improvement initiatives you have undertaken 

during this time period

• Continue to identify areas in need of quality improvement initiatives

The length of follow-up time you decide upon depends on the specific 
measure and how much improvement is needed  It may be difficult to see 
results in 3 months for any new strategies you implement, but if you already 
have some changes in place, 3 months might be the appropriate interval 
for your organization  Six months may give you enough time to see if any of 
your new strategies are having an effect  Also, the greater the improvement 
needed, the more time you will need to see the positive goals you are trying 
to reach  

You and your quality improvement team can continually use the QualityPATH 
tool to provide interval analysis designed specifically for your quality 
improvement plan 

 

According to HRSA, 
successful organizations found that quality 

improvement requires a systematic approach 
to measuring performance and tracking the 

impact of those changes over time 15

What to Look 
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SECTION 5
Overview of CarePath Healthy Engagements Tools 
That Help Address Gaps

The Health Literacy Library provides educational resources that empower and inform 
people living with T2DM  Topics include managing blood glucose, setting and meeting 
health goals, understanding care team roles, and knowing the impact of lifestyle 
decisions on health  The library also offers provider resources covering topics such as 
best practices in care coordination and information on quality management trends 

The Diabetes Decision Aid is a digital shared decision making tool that helps patients 
understand their T2DM treatment options  The tool promotes better dialog between 
patients and their healthcare providers when making treatment decisions  Shared decision 
making may improve adherence by incorporating patient preferences into the medication 
decision making process 16,17 The tool is available in both English and Spanish 

Digital Health Coaching uses the science of behavior modification to help people 
living with T2DM learn the simple and sustainable action steps needed to better take 
care of themselves  Individually tailored modules that emulate a live health coach focus 
on dealing with chronic conditions, maintaining a healthy weight, and living well with 
T2DM * 

The Care4Today® Mobile Health Manager is a medication reminder application offered 
in multiple languages and across feature phones and smart devices  It has been named 
a top-three reminder app by U.S. News & World Report.18 The app has over 375,000 
downloads, with thousands of users† sending over 190,000 reminders per day  

The Johnson & Johnson Diabetes Institute provides a unique professional education 
approach that consists of in-person training and online resources  CORE (Changing 
Outcomes with Resources and Engagement) programs train healthcare professionals 
on the best science and evidence to improve care for people with diabetes *

* For health systems, please reach out to your Janssen IBG Account Director for more information on Digital 
Health Coaching and CORE programs 

† An active user is defined as a user who has responded to a medication reminder in the last 30 days  As of 
11/30/2015, the active number of daily users is 3039 

Overview 
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APPENDIX
Payer-Focused Quality Measures Displayed  
in QualityPATH 

HEDIS® MEASURES
The HEDIS® measures displayed in QualityPATH are calculated based on the NCQA HEDIS® 2016 Technical 
Specifications Volume 2  The NCQA HEDIS® Comprehensive Care measure assesses the percentage of health 
plan members 18 to 75 years of age with diabetes who received the suggested care with these indicators 1  

Comprehensive Diabetes Care Measures

• A1C testing

• A1C control (<7 0%) for a selected population 

• A1C control (<8 0%)

• A1C poor control (>9 0%)

• BP control (<140/90 mm Hg)

• Medical attention for nephropathy

• Eye exam performed

CMS PART C & D STAR RATINGS
The CMS Star Ratings, Part C measures displayed in QualityPATH are calculated based on the NCQA 
HEDIS® 2016 Technical Specifications Volume 2  Part D quality measures are based on the Technical 
Specifications for PQA Approved Measures 2015 

Part C 

Diabetes Care Measures

• A1C >9%

• Kidney disease monitoring

• Eye exam

T2D-Related Measures

• Adult BMI assessment

• Controlling high BP (<140/90 mm Hg)

BMI=body mass index; RAS=renin-angiotensin system 

Part D

•  High-risk medications in the elderly*  
(glyburide, chlorpropamide)

•  Medication adherence for diabetes agents† 

•  Diabetes treatment w/RAS antagonists† 
–Medication adherence for cholesterol (statins)† Hg

* Elderly definition: Patients 66 years or older on the last day of the measurement year 
 †Measures whether prescription is filled at least 80% of the time 

Payer-Focused QM
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Other Diabetes-Related Measures

•  Screening for high BP and follow-up documented

•  Controlling high BP (<140/90 mm Hg)

•  CAD ACE/ARB therapy in diabetes patients

Other Medication Measures

• Statin use in persons with diabetes6

•  High-risk medications in 
the elderly‡ (glyburide, 
chlorpropamide)7

Dosing Measures

• Dosing for biguanides

• Dosing for sulfonylureas

• Dosing for thiazolidinediones 

• Dosing for DPP-4 inhibitors

  ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; CAD = coronary artery disease;
  DPP-4 = dipeptidyl peptidase-4 
* Diabetes composite note: Measures the number of diabetes patients who met ALL of the indicators  
under diabetes composite 

† Proportion of days covered (PDC) is the PQA-recommended methodology for estimation of medication adherence 
for patients using chronic medications  This metric is also endorsed by the NQF  The metric identifies the percentage of 
patients taking medications in a particular drug class that have high adherence (PDC >80% for the individual)  There are 
three rates reported in the Star Ratings  One is for diabetes medications (not including insulin); the other 2 are for blood 
pressure medications (renin-angiotensin system [RAS] antagonists) and statin medications 2

‡ Elderly: Patients 66 years or older on the last day of the measurement year  

CMS ACCOUNTABLE CARE ORGANIZATION (ACO) QUALITY MEASURES
The CMS ACO quality measures displayed in QualityPATH are based on the calculations from the 
2015 Group Practice Reporting Option (GPRO) Web Interface Measures and PQRS Measures Groups 

Diabetes Care Measures
Diabetes Composite*

• A1C poor control (>9 0%)

• Eye exam

PQA QUALITY MEASURES
The measures displayed are based on the calculations for the PQA measures  The reference for 
these measures is Technical Specifications for PQA Approved Measures 2015  

PQA diabetes-related medication quality measures

Medication Adherence

•  Noninsulin antihyperglycemic 
agent PDC† ≥80%

• RAS antagonist PDC ≥80%

• Statin PDC ≥80%

CMS Accountable 
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Provider-Focused Quality Measures Displayed 
in QualityPATH 

CMS ACO QUALITY MEASURES
The CMS ACO quality measures displayed are based on the calculations from the 2015 Group Practice 
Reporting Option (GPRO) Web Interface Measures and PQRS Measures Groups  [See page 24 in this 
Appendix for a list of included measures ] Additional Other Diabetes-Related Measures for 
providers include:

• BMI screening and follow-up

• Tobacco screening and counseling

• Influenza immunization

• Pneumococcal vaccination in older adults

CMS PQRS QUALITY MEASURES
The CMS PQRS quality measures included in the tool are adapted and calculated based on the PQRS 
Measures Specification Manuals  

Diabetes Group Measures Diabetes Composite*

•  A1C poor control (>9 0%)

•  Eye exam

•  Medical attention for nephropathy

•  Foot exam

•  Influenza immunization

•  Tobacco screening and counseling 

* Diabetes composite note: Measures the number of diabetes patients who met ALL of the indicators under diabetes composite  
†Elderly: Patients 66 years or older on the last day of the measurement year  

Other Diabetes-Related Measures

• Diabetic retinopathy communication with physician

• Screening for high BP and follow-up documented

• Controlling high BP (<140/90 mm Hg)

• BMI screening and follow-up

• Pneumococcal vaccination in older adults

• High-risk medications in the elderly† (glyburide, chlorpropamide)

Provider-Focused
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CMS MEANINGFUL USE
The CMS Meaningful Use measures included in QualityPATH are adapted and calculated 
based on the guidance from https://www cms gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/Downloads/EP_MeasuresTable_Posting_CQMs pdf and  
https://www healthit gov/sites/default/files/meaningfulusetablesseries2_110112 pdf: 

Core Measures

•  Demographics (sex, race,  
ethnicity, and date of birth)

•  Vital signs (height/length,  
weight, BP, BMI)

• Smoking status

• Clinical lab results

NCQA DIABETES RECOGNITION PROGRAM (DRP)
The NCQA Diabetes Recognition measures displayed in QualityPATH are adapted and calculated 
based on the NCQA 2015 Diabetes Recognition Program (DRP) Requirements  

Outcomes Measures

• A1C >9 0%

• A1C <8 0%

• A1C <7 0%  

Diabetes Clinical  
Quality Measures

• A1C poor control (>9 0%)

•  LDL management  
(LDL-C <100 mg/dL)

• Eye exam

• Protein screening

• Foot exam 

Other Clinical Quality Measures

• BMI screening and follow-up

• Tobacco use and screening

• Influenza immunization

•  Pneumonia vaccination for  
older adults*

•  High-risk medication in the elderly* 
(glyburide, chlorpropamide)

* Elderly: Patients 66 years or older on the last day of the measurement year  

Process Measures

• Eye exam

• Tobacco status and cessation advice and treatment

• Nephrology assessment

• Foot exam

CMS Meaningful Use

https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/EP_MeasuresTable_Posting_CQMs.pdf
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Downloads/EP_MeasuresTable_Posting_CQMs.pdf
https://www.healthit.gov/sites/default/files/meaningfulusetablesseries2_110112.pdf
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HEALTH CARE INCENTIVES IMPROVEMENT INSTITUTE (HCI3) BRIDGES TO 
EXCELLENCE (BTE) DIABETES CARE RECOGNITION PROGRAM
The BTE Diabetes Care Recognition measures included are adapted and calculated based on the 
Health Care Incentives Improvement Institute’s Clinician Guide: Bridges to Excellence Diabetes 
Care Recognition Program 

Poor Control Measures

• A1C >9 0%

• BP ≥140/90 mm Hg

• LDL-C ≥130 mg/dL  

Superior Control Measures

• A1C <7 0%

• A1C <8 0%

• BP ≤130/80 mm Hg

• LDL-C <100 mg/dL

Process Measures

• Eye exam

• Nephropathy exam

• Foot exam

•  Tobacco status and cessation 
advice and treatment

• Body mass index

 Incentives 
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For Step 1:

Identify all patients with diagnosis codes of interest provided in 
the file (Step 1 Indications txt) during the selected time frame  

Consult with your data information systems 
staff to request the necessary data files 
according to the specifications in this DRF  You 
are requested to import 2 years of data for the 
tool to properly analyze the data 

For Step 2:

 Pull all pharmacy and medical claims (T2DM-specific and non–T2DM-specific records) for all identified patients in Step 1 
during the time frame of interest 

•  Please do not include duplicate claims submitted that reflect a financial adjustment or other administrative 
purpose—only include final records that reflect true utilization  

•  Please note that all record types (medication, medical, laboratory, and demographic/vital) are required for all of the 
screens and reports to be populated by the analyzer  If you choose to only upload select types of data, then only the 
applicable screens for that dataset will be populated  

If you want to gain experience with the 
software tool prior to importing your 
organization’s data, sample files are 
available for your use (see Data Mapping 
screen in the software for more details) 

Import the data file(s) into the software 
tool (see Data Mapping screen in the 
software for more details) 

Request the exported files to be given a 
descriptive name of your choosing with 
an indicator of the record type type (eg, 
orgnameRX2011 txt) 

Please review this Data Request Form (DRF) 
carefully to familiarize yourself with the data 
and system requirements  Additional copies 
of the DRF can be found under the Menu 
dropdown in the software 

Provide your information systems staff with the 
file of codes for the included indications (Step 1)  
This file is available in the Data Codes folder on 
the USB drive or in the installation folder of 
the software (C:\Program Files\Quality PATH\
Data Codes)  

Before Getting Started 
Before using QualityPATH to analyze your organization’s T2DM management utilization, you will need to complete the 
following steps:

APPENDIX

Before Getting Started 
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Software Applications

Adobe® Reader® 6 0
Microsoft® NET Framework 4 0

Operating System

Microsoft® Windows® 2000, XP, Vista, 7, 8

Please request all identified medication, medical, laboratory, and demographic/
vital records as a flat text file delimited by comma-quote (,””), pipe (I), semicolon 
(;), or other appropriate delimiter 

Please note: The data delimiter selected cannot be a value present in any text 
field. For best results, use comma-quotes as the delimiter—this will enclose 
text fields within double quotes. The quotes surrounding the text string will 
not be included in the stored value. If you are aware that any of your text fields 
(such as ICD-9 codes, ICD-10 codes) may already contain a quote in the field, 
use the pipe (|) as the data delimiter. Invalid ICD-9/ICD-10 codes typically 
contain symbols such as a star (*), a dash (-), or a slash (/)—these would NOT 
be recommended choices for the data delimiter.

Patient ID, Gender, and Date of Birth are required to be uploaded in the 
Demographic/Vitals screen and you must use the same Patient ID field for all 
records to link the records 

Files can contain additional fields beyond the requested fields—they just will not 
be mapped or utilized in the calculations 

Please provide the data field names as the first row of the text file 

Please do not use fixed-length data fields 

Please use labeled format for variables  For example, “Male” or “M” and “Female” 
or “F” instead of “1” and “2 ” 

Please do not include duplicate claims submitted that reflect a financial 
adjustment or other administrative purpose—only include final claims that reflect 
true utilization 

Processing Time

Processing (run) times vary based on computer 
speed and file size  The amount of computer 
memory (RAM) and the size of the dataset are 
the biggest factors affecting execution run time  
Desktop computers generally run faster than 
notebook computers with the same technical 
specifications  A notebook computer with  
Pentium IV, 1 GB RAM, and 20 GB of free disk space 
can analyze 1,000,000 medication and medical 
records in approximately 60 minutes 

Hardware

Intel® Pentium® III 600 MHz or equivalent
1 GB RAM (2 GB RAM or more strongly recommended) 
1 GB + (3 x data file size) free disk space
32-bit video (1024 x 768 display)

DATA FORMAT REQUIREMENTS

System Requirements
This application is built on Windows Presentation Foundation (WPF), which requires Microsoft®  NET Framework 4 0  Before you 
install the USB drive or executable installer ( exe) on your computer, please verify that your computer has the following 
minimum requirements:

APPENDIX

System Requirements
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Variable Variable Format

Patient ID Alpha-numeric (max 30 characters)

Fill Date Date*

Provider ID Alpha-numeric (max 30 characters)

NDC Code Alpha-numeric (up to 11 characters)

Quantity Dispensed Numeric

Days Supply Numeric

Medical Records

Demographic/Vital Records

Laboratory Records

Medication Records

Variable Variable Format

Patient ID Alpha-numeric (max 30 characters)

Date of Service Date*

Provider ID Alpha-numeric (max 30 characters)

Procedure Codes  
(4 fields for CPT, CPT 
II, HCPCS) 

Alpha-numeric 

Diagnosis Codes
(5 fields for ICD-9, 
ICD-10, SNOMED)

Alpha-numeric† (max 30 characters)

Revenue Code Alpha-numeric
Variable Variable Format

Patient ID Alpha-numeric (max 30 characters)

Date of Birth Date*

Gender Alpha (eg, “Female”)

Provider ID Alpha-numeric (max 30 characters)

Race/Ethnicity Alpha (eg, “Caucasian”)

Date Vital Performed Date*

Vital Name Alpha-numeric

Vital Result Alpha-numeric

Vital Units Alpha-numeric

Date Vaccination Date*

Vaccination CVX 
Code

 Numeric

Variable Variable Format

Patient ID Alpha-numeric (max 30 characters)

Date Performed Date*

Provider ID Alpha-numeric (max 30 characters)

LOINC Codes Alpha-numeric

Test Name Alpha-numeric

Test Results Alpha-numeric

Test Units Alpha-numeric

DATA FIELD REQUIREMENTS 
Below are the requested data fields for the records  Patient ID, Gender, and Date of Birth are required to be uploaded in 

the Demographic/Vitals screen, and you must use the same Patient ID field for all records to link the records 

Please note: All record types (medication, medical, laboratory, and demographic/vital) are required to provide the 
most comprehensive results and for all of the screens and reports to be populated by the analyzer. If you choose to 
only upload select types of data then only the applicable screens for that dataset will be populated. The optional fields 

for each record are highlighted in blue.

* Date formats accepted include: m-d-yyyy, mm-dd-yyyy,  
m/d/yyyy, or mm/dd/yyyy 

†The decimal point ( ) can either be present (xxx xx) or implied (xxxxx) 

APPENDIX

data field requirements 
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Appendix References
  1. 2016 Quality Assurance Reporting Requirement: Technical Specifications Manual (2016 QARR/HEDIS® 

2016)  https://www health ny gov/health_care/managed_care/qarrfull/qarr_2016/docs/qarr_specifications_
manual pdf  Accessed July 31, 2016 

  2. Pharmacy Quality Alliance  PQA measures used by CMS in the Star Ratings  http://pqaalliance org/measures/
cms asp  Accessed July 31, 2016  
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