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Executive Summary
Provider profiling use epidemiological methods to compare physician practice
patterns across various dimensions of care. These dimensions of care may include length
of stay, procedures ordered or cost per diagnosis – related group (DRG). The premise
behind provider profiling is that physicians with appropriate information will change the
way they practice in order to conform to acceptable guidelines thereby improving the
quality of care. Increasingly, managed care organizations and other delivery entities are
using provider profiling as a means to understand and control costs.

This report provides the Agency for Health Care Administration (AHCA) with
important conclusions made from reviewing literature regarding provider profiling
programs. Findings from interviews with key informants, state Medicaid agency
officials, and physicians are also provided to highlight the important conclusions and
implications of implementing provider profiles.

Specifically, areas of concern for the current AdvancedMed profiling system used
by AHCA would be the time lags associated with data used to compile provider profiles,
the current configuration of reports and its usefulness for providers, and the level of input
Medicaid physicians have on the design and implementation of the provider profiling
program. As AHCA considers the implementation of provider profiles within its
Medicaid program, the following guidelines are critical to assuring some level of success:
•
•
•
•
•
•
•

The initial emphasis should be on quality improvement
Performance measures should be clinically important
Accountability for performance should be limited to patients and services for
which physician is directly responsible
Adequate risk and case mix adjustment must be incorporated in the program
design with accompanying explanation of how data was adjusted
Physicians should be involved early in the design and implementation of provider
profiling strategies in order to generate ‘buy-in’
Performance reports should be clear and easy to understand and coupled with
provider feedback and educational opportunities
Provider profiling programs should make every attempt to use accurate data
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I. Introduction and Background
Provider profiling is a term used to describe the process of compiling and
disseminating performance feedback information to physicians and other clinicians.
Essentially, provider profiling use epidemiological methods to compare physician
practice patterns across various dimensions of care including length of stay, drug
utilization, procedures ordered, or cost per diagnosis related group (DRG). Provider
profiling reports are used in a variety of organizations including managed care
companies, hospitals, and in large group practices. Increasingly, managed care
organizations and other delivery entities are using provider profiling as a means to
understand and control costs and improve the quality of care and as a tool to ensure that
they are ‘getting value for money’ (Goldfield et al, 2003).

Several years ago, the Agency for Health Care Administration (AHCA) via its
fiscal intermediary Affiliated Computer Services, Inc. (ACS) contracted with Advanced
Med to provide data management activities for Medicaid claims data. At that time,
AHCA’s plan was to use AdvancedMed to generate and distribute risk-adjusted
performance reports to their primary care physicians who participate in the MediPass
program. Without understanding the complexity of patients in different groups,
comparisons made between providers (or any other variable for that matter) are futile
(Goldfield, 1996). AdvancedMed would produce formatted reports showing aggregated
actual measures of use activity, expected measures of use activity, a morbidity index, and
actual and expected costs. For any one time, claims data for a one-year period (four
quarters) would be available for analysis. New data uploads were to be performed each
quarter, at which time the oldest quarter’s data would drop out of the data set and a new
quarter’s data would be added. Accordingly, data should be accurate (i.e. low rate of
random errors such as the reversing of digits), unbiased (e.g., providers have not
systematically adjusted their CPT coding for payment purposes), and have a low rate of
missing values (Brand et al, 1995).
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The Agency for Health Care Administration (AHCA) contracted with the Florida
Center for Medicaid and the Uninsured (FCMU) to examine the issues around the
introduction of a provider profiling program within the Florida Medicaid program.
During the first phase of this study, a literature review revealed that as currently
configured, the AdvancedMed program may not be very effective in changing provider
behavior, improving quality of care and reducing health care disparities.1 One reason
has to do with the 8 to 9 month time lag between dates of service and the date when the
data become available from AdvancedMed. Physicians who modify their behavior will
not begin to see these changes reflected in data until several months later. In addition,
because the data is aggregated over 1 year, it will take even longer before doctors can
start to see the full effect of changes they may have made. One quarter’s data can be
isolated in the database. This example highlights why physician profiling has been
heavily criticized because of 1) perceived adverse effects of pressures to restrict services
on quality of care, 2) reporting is thought to be based on poor quality data and 3)
inadequate risk adjustment (American College of Physicians, 2001).

It is our understanding that ACS and AHCA no longer contracts with
AdvancedMed. However, AHCA remains interested in learning whether programs such
as AdvancedMed’s could be of value to the state. The study conducted by FCMU
reviewed the existing literature base, researched current provider profiling programs by
interviewing state Medicaid agency officials, and gathered pertinent information from
other sources such as key informants, organizational websites, and journal articles. To
the extent possible, clinical outcomes measures should be related to the processes of care
that can be easily modified by the physician or practice (Massachusetts Medical Society,
1999). However, it is important to recognize that provider performance measures may
never be able to accurately portray the quality of medical care delivered to patients
(Brand et al, 1995).

II. Study Methodology

1

See Dimoulas E and Hall A Literature Review on Provider Profiling submitted to the Agency in June,
2003
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The overall purpose of the provider profiling study was to collect and document
pertinent data from other Medicaid agencies and health plans regarding systems of
compiling and reporting provider performance. In addition, this project aimed to collect
MediPass physician views on profiling.

Initial activities focused on identifying and contacting key informants particularly
within state agencies. Preliminary inquiries revealed that only a handful of states had
implemented provider profiling programs within their primary care case management
programs. Further research revealed that states may encourage provider profiling
programs as part of Medicaid Managed Care or Primary Care Case Management
contracts, however interviews were not conducted with individual Managed Care
Organizations or other private sector groups. In addition, information searches had
shown that organizations such as the Center for Health Care Strategies/Mathematica,
Center for Studying Health System Change, Positive Health care, the Special Committee
on Physician Profiling, and American Public Human Service Association had conducted
research and were disseminating information such as issue briefs and presentations on the
area of provider profiling.

Interviews were completed with Medicaid agency officials in Arkansas, Indiana,
Louisiana, North Carolina, and Massachusetts. Information or brief interviews were
conducted with Georgia, Maryland and Texas. Please refer to Appendix 1 to review the
Provider Profiling Matrix that highlights details about each state’s program. Medicaid
state contacts were asked to comment on their state’s involvement with provider profiling
and to discuss problems, limitations, and successes associated with their programs. In
addition questions related to implementation and evaluation of their provider profiling
programs were asked.

Providers and their office staff were also interviewed about provider profiling. In
some instances, questions were included as part of a series of questions on their overall
experiences with MediPass. In other instances, providers were explicitly asked to
comment on the usefulness of the reports generated by AdvancedMed. Questions for
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both sets of physicians were designed to get their opinions about potential effects of
profiling and what measures they would find useful in improving the quality of their
practice. We completed 4 in depth interviews with providers about profiling. Fourteen
other physicians have been interviewed about MediPass in general.

III. Key Informant Views on Provider Profiling
Many of the key informants stressed that any kind of provider profiling activity
must be grounded in quality improvement activities, rather than as a way to play
‘punitive games’ with physicians that can threaten their practices and reputations. For
example, one agency said that their profiling activity stems from a goal to improve
quality of care, which can lead to better satisfaction and improved compliance among
their HIV positive patients. One informant noted that ‘provider profiling is not intended
to be used to address issues of physician competency, including medical knowledge and
skills. The ultimate goal is to improve clinical outcomes’. Therefore, as one key
informant points out, provider profiling activities are challenged by ensuring data are
available and meet appropriate quality and risk adjustment standards.

Gaining provider acceptance and believability is an important aspect of any
profiling activity. Understandably many physicians are resistant to any kind of
monitoring. Physicians want to have their autonomy and there is a general sense that
profiling can interfere with this. Key informants suggested that one way to overcome this
kind of resistance is to ground performance measures in accepted practice guidelines.

IV. Findings from the State Interviews
The following section provides pertinent details from interviews conducted with
officials at five state Medicaid agencies. Interviews were conducted with officials in
Arkansas, Indiana, Louisiana, North Carolina, and Massachusetts while information was
collected on Maryland and Texas. Please refer to Appendix 1 to review the Provider
Profiling Matrix that highlights details about each state’s program.
A. Arkansas
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A number of stakeholders identified Arkansas as a leader in using provider
profiling within Medicaid primary care case management programs. Arkansas Medicaid
is involved in two sets of profiling activities – PCP Profiles and The Angels Program:
High Risk OB/GYN.

PCP Profiles: The Arkansas Foundation for Medical Care (AFMC) conducts
provider profiling activities for the Arkansas Medicaid program. The profiling initiative
began in 1995 and for the last six years has provided profile reports to PCPs in the
Medicaid program. Arkansas Medicaid Primary care physicians receive quarterly reports
that include graphs and tables designed to help providers compare their costs and
utilization to the statewide average. Appendix 2 contains a copy of the PCP profile that
is sent to providers. The first page of the report contains a letter from the medical
director. Center pages include the performance report and provides cost and utilization
information for the quarter and year to date. Physicians can compare their performance
to state totals using the ‘index’ (3rd and 5th columns). The index is the ratio for the
individual physician compared to the corresponding state value. For example, for the
quarter reported in the profile, this physician’s total cost PMPM is about 12 percent
higher than the state average (see last line of the table). The report also includes
quarterly pharmacy cost and utilization patters for the physician’s panel and the state
average. The last page provides some general information on pharmacy claims for the
state.

Until recently the PCP profile was not risk-adjusted. Over time however,
physicians began to advocate for some kind of risk adjustment methodology. Beginning
in the fall of 2003, the Johns Hopkins Adjusted Clinical Group Case-Mix System (ACG)
is used to calculate a risk-adjusted efficiency ratio. This ratio is the mean cost per patient
per quarter for that PCP divided by the PCPs expected cost per quarter. The expected
cost per quarter is calculated based on the severity of the patient’s caseload using the
Hopkins methodology. When asked why AFMC decided to use the Hopkins system, the
Arkansas key informant mentioned that ‘it was the methodology that most people in the
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office were familiar with’.2 They had hoped to introduce the risk-adjustment sooner, but
that there was a significant learning curve associated with its introduction.

AFMC also send a yearly profile to PCPs that tracks EPSDT/preventive screening
(see Appendix 3). This profile shows the number eligible beneficiaries who are screened
and not screened during the previous year. The tables also show the potential income lost
to the provider for not performing all of the required screens. AFMC plans to do profile
for diabetes in the near future.

The format of the two reports was vetted with the board of directors of the
Arkansas Medical Care Foundation, all of whom are physicians. The board members
provided comments on the structure and design of several iterations the reports. In
addition, Medicaid provider representatives solicited feedback on report format from the
physicians. To date, the state has not conducted a formal evaluation of the program.

The Angels Program: High Risk OB/GYN: Arkansas has a targeted quality
initiative aimed at improving outcomes for mothers at high risk for having an adverse
pregnancy. The program began 2 years ago with the development of clinical guidelines
for high-risk pregnancies. The original intent was to use existing guidelines developed
by the American College of Obstetrics and Gynecology. However, early in the process
they realized that the guidelines would need to be customized to meet the needs of
Arkansas Medicaid population. For example, the rural nature of the state may limit
access to emergency rooms and that special focus needed on high-risk mothers with
asthma. As a result, Arkansas Medicaid worked to adapt the clinical guidelines to meet
the State’s particular needs.

An integral component of the process was getting clinicians to agree to the
guidelines. This was an iterative process. Guideline development was the topic of
weekly conference calls (on average about 35 providers attended the calls). Guidelines
2

Another possible reason for the use of the ACG system is that it offered free of charge (for capitation and
rate-setting purposes only) to state Medicaid programs. In addition to Arkansas, the ACG system is used
in Kansas, and Oklahoma.
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were also posted on the Medicaid website. In addition nurses and other medical workers
did outreach to providers throughout the state. Throughout the process providers were
encouraged to comment and suggest revisions.

The agreed upon clinical practice guidelines were used to create claims groupings
(using ICD and CPT codes) which were incorporated into the physician profiler (done by
EDS). The profiles compare physicians to their peer groups with respect to cost and
utilization across a number of dimensions including drug utilization, inpatient
hospitalizations, outpatient referrals, and emergency room utilization.

Establishing the peer groups for the clinicians engaged in high-risk pregnancies
was somewhat challenging. In Arkansas potentially family practice, general practice,
OB/GYN, internal medicine (including sub-specialties) and pediatric specialties are all
considered PCPs. Arkansas Medicaid sent letters to all of the providers asking them
define what specialty they actually practice in and the extent to which they are involved
in pregnancy care. Based on their responses, physicians were grouped into various
categories or peer groups.

To date, providers have received the OB/GYN profile favorably. Contacts at
Arkansas Medicaid attribute this to the fact that the physicians were involved in the
guideline development and that the profiles are based on these guidelines. Furthermore,
Arkansas Medicaid worked towards securing ‘buy-in’ from the state medical society.
Next steps involve visits to outlier physicians needing corrective training and action.
These visits have been shown to be very time consuming and labor intensive and can take
up to 4 hours per visit.

B. Indiana
Although the Indiana Medicaid program, known as the Indiana Health Coverage
Programs (IHCP), does not create or distribute reports through an established provider
profiling program, IHCP does monitor providers. In conjunction with their contractor,
Health Care Excel, IHCP examines provider health care delivery and utilization patterns
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for purposes of detecting issues such as the over-utilization of services. The three
business functions within Health Care Excel are Medical Policy (MP), Prior
Authorization (PA), and Surveillance and Utilization Review (SUR). The objectives
listed below are examples of SUR responsibilities in regards to the IHCP contract.
•
•
•
•

Monitor utilization to identify potential misutilization of IHCP.
Identify utilization trends and patterns and develop audits.
Develop statistical profiles of health care delivery and utilization
patterns by providers and members in various categories of services.
Identify concerns in the level of care or quality of covered services that
are funded by the IHCP and make appropriate referrals.

Since approximately 1998, Health Care Excel has worked with IHCP to develop
statistical profiles of health delivery and utilization patterns by providers to detect overutilization. Through current approaches, SUR attempts to take a proactive approach in
monitoring and detecting areas of concern. Health Care Excel initiates appropriate action
with IHCP when findings such as over-utilization are identified. For providers who are
identified with issues such as over-utilization, it was not reported whether an incentive
component was part of the action plan in addressing these issues with providers. Health
Care Excel and IHCP work together to review the statistical profiles to determine
appropriate evaluation parameters and guidelines for the SUR function.

C. Louisiana
Since 2002, as a response to a legislative mandate, the Louisiana Department of
Health and Hospitals’ Medicaid Pharmacy Program has conducted peer-based profiling
for providers. There were many components to the legislative mandate, but overall,
legislators were establishing programs such as prior authorization and provider profiling
with the hopes of monitoring costs and quality. Within the Louisiana pharmacy program,
providers or “prescribers” are sent information that compares them to a peer-based
comparison group. Selecting providers who have similar specialties and number of
patients is generally how these peer-based comparison groups are created. In addition,
attempts have been made to create comparison groups geographically. In 1996, a
separate disease management initiative including provider profiling was established and
perhaps in the future, these profiles will be linked. However, this interview concentrated
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only on the pharmacy provider profiles. An interview was not conducted with any
official working with the disease management provider profiles.

Louisiana Medicaid, an office of the Bureau of Health Services Financing in the
Department of Health and Hospitals (DHH), contracts with Unisys to compile provider
data and create profiles. Unisys works with data specialists at Louisiana Medicaid to
risk-adjust the data used for profiling. At the time of enrolling as a provider in the
Louisiana Medicaid network, providers are sent a baseline profile to see where their
prescribing patterns currently compare to others. Within a year, providers are sent an
annual review with updated information so these providers can see how they fit with
peers in their provider comparison group. The profiles are in color and contain graphs
and charts that present providers with information about their prescription/drug utilization
and how they compared to their peers with accompanying explanations. Since the
Louisiana Medicaid Pharmacy Program has only been administering the provider
profiling program for two years, it is not known at this time whether using a contractor
will become too costly. In addition, it is too early to estimate whether the
implementation of provider profiles will indeed reduce costs or prescription rates and
whether implementing a structured incentive program would also be beneficial.

A great deal of time was taken with physicians and the local health community to
implement this program. Any program like this cannot be perceived as “big brother” or
as an attacker showing which providers are doing something wrong. Bureau of Health
Services Financing and DHH develop processes to evaluate the program. This is a young
program that is still evaluating and making changes as necessary. A team of individuals
that includes Medicaid’s medical director, pharmacists, and DHH staff members meet to
evaluate and discuss needed improvements to the peer-based profiling program. Officials
believe that given the youth of the pharmacy provider profiling program, it is difficult to
report whether the program is effective. However, the state is consistently analyzing
feedback to determine the success of the program as well as future directions.
D. North Carolina
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Within the Carolina Access II and III program (North Carolina’s primary care
case management program) enhanced case management services are provided to
physicians in the area of diabetes and asthma. Provider profiles are currently being
developed as part of this enhanced case management activity (see Appendix 4 for
example of a mock profile). The profile will contain two graphs. The first graph will
show a physician’s total per member per month cost for the last 4 quarters as well as
emergency room utilization for non-emergent conditions. The graph compares the PCP
to their peers and to the network as a whole. Peers are defined as physicians of the same
specialty within the same geographic region. The profile also contains utilization rates
per 1000 member months for the last and current quarters. The PCP is also compared to
the network and their peer. Specific utilization rates for asthma and diabetes are also
included. The profile is to be mailed quarterly.

Access II and III consist of 13 networks are in western North Carolina who
provide services to approximately 550,000 Medicaid enrollees. The board of each
network is comprised of local community providers (hospitals, physicians, FQHCs, and
substance abuse and mental health centers). Quality improvement activities originated
from the physician leaders on these boards. These physician leaders were able to
generate considerable ‘buy-in’ for profiling activities between the Access II and III
physicians. Much of this was achieved through frequent meetings with the physicians to
discuss quality improvement activities. Currently, numbers used to compute the profiles
were risk-adjusted. In previous years North Carolina used a proprietary company to for
risk-adjustment. However, the cost proved to be prohibitive and the current reports will
not be risk-adjusted. It is anticipated that in the future North Carolina will acquire the
technology to perform the risk adjustment themselves.

North Carolina has two additional ongoing profiling activities. To control
pharmaceutical expenditures, Access II and III created the Prescription Advantage List
(PAL). The PAL list ranks medications in each class in order from the least to most
expensive. Physicians are encouraged, but not required to prescribe the least expensive
drugs (drugs included in tier 1 of the list. Tiers 2 and 3 are more expensive drugs).
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Periodically each network receives a scorecard comparing the networks’ use of drugs in
tiers 1, 2, and 3 to the rest of the networks. North Carolina also distributes to all
physicians a report card that compares a physician’s utilization and cost to their peers
(Appendix 5).

E. Massachusetts
The provider profiling program for MassHealth (MassMedicaid) provides profiles
for approximately 400 Primary Care Clinician (PCC) plan providers who have 200 or
more plan members. MassMedicaid utilizes a contract with the Massachusetts
Behavioral Health Partnership, often referred to as the “The Partnership,” to compile
these provider reports. HEDIS measures are used and current indicators in the profiles
are asthma, cancer, diabetes, and well-care visits. Recently, a pediatric behavioral healthscreening indicator was added. In addition, top brand prescription and emergency room
rates are measured. Risk adjustments are not used for provider profiles and there are no
financial incentives or sanctions related to profiles. MassMedicaid is constantly trying to
improve the provider profile by determining best practices to streamline the process.

Profiles have been distributed since 1995 and since then, consistent efforts have
been made to ensure that the profile is a useful tool. Profiles are viewed as educational,
interventional tools that provide useful information to providers. The reports are
approximately 25 pages long with 1 graph/chart per page detailing the pertinent indicator
and provide the necessary information and explanation of that indicator. Providers are
sent the profiles twice a year – in the spring and fall. The providers are surveyed to get
their feedback about the provider profiling program. In addition, practice site visits are
conducted to both educate about the profile, but also obtain evaluation information. In
addition, RNs play a role in providing important feedback regarding the provider profiles.
Currently, longitudinal data is being reviewed to determine effects of program. It seems
that there has been positive effects, however, the provider profiling program is most
likely not the only reason.
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In the Center for Health Services Research and Policy’s Negotiating the New
Health System, readers are provided excerpts of state contracts regarding Medicaid
Managed Care, Primary Care Case Management, and the State Children’s Health
Insurance Program. Specifically, within the quality assurance section, there are details
about the contracts’ requirements on areas such as provider profiling. Table 1 provides
the Massachusetts Medicaid Managed Care contract specifications for provider profiling
(Rosenbaum et al, 2000).

Table 1. Massachusetts Medicaid Managed Care Contract – Provider Profiling
"Section 2.10 Quality Management...
E. Provider Profiling
The Contractor shall conduct PCP and other Provider profiling activities at least
annually. Such profiling activities shall include, but not be limited to:
1. Developing PCP and Provider-specific reports that include a multi-dimensional
assessment of a PCP or Provider's performance using clinical, administrative, and
member and Enrollee satisfaction indicators of care that are accurate, measurable, and
relevant to the MassHealth population.
2. Establishing PCP, Provider, group, plan or regional benchmarks for areas profiled,
where applicable, including MassHealth-specific benchmarks were appropriate.
3. Providing feedback to individual PCPs and Providers regarding the results of their
performance and the overall performance of the Provider Network, including
performance related to Enrollees.
4. Identifying areas of improvement for individual PCPs and Providers, and/or groups
of Providers and establishing quality improvement goals for priority areas in which a
Provider or Providers do not meet established Contractor benchmarks relevant to
Enrollees…" Massachusetts Contract, pages 57-61.

F. Additional State Information
Information was collected about Georgia, Maryland, and Texas through state
Medicaid agency websites, journals, and brief interviews with Medicaid staff. Utilizing
the website for the Georgia Health Partnership, it appears that the state has implemented
a provider profiling program with their contractor ACS. It appears that Georgia’s main
goal in developing the profiles is somewhat like Indiana’s in that the main area of
analysis is utilization. However, Georgia disseminates Primary Care Case Management
providers with quarterly reports that contain utilization rates specified for nine target
areas and the rates are developed for each participating provider, for each participating
specialty group, and for all PCPs combined (Rosenbaum et al, 2000).
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Neither the state of Maryland nor its data contractor engages in creating or
compiling provider profiles. Currently, approximately 470,000 enrollees are served 7
Managed Care Organizations (MCO) that are contracted to provide Medicaid Managed
Care. Within the contract specifications between the state of Maryland and any MCO
applicant, the following is stated, “L. The applicant’s proposed written utilization
management program that specifies, at a minimum, policies and procedures for: (7)
Integration of activities with quality improvement for provider-profiling” (Rosenbaum et
al, 2000). It does not appear that provider-profiling activities are required, but strongly
encouraged. Therefore, MCOs can determine the level at which they want to create and
implement a provider profiling program.

Although there have been programmatic and contractor changes since 1998-1999,
the mock provider profile (see Appendix 6) displays what Texas has developed and
disseminated to providers. Currently, it is not known whether this report format is still
being disseminated or if provider profiling is being conducted. In reviewing the Texas
provider profile, the main focus of analysis is cost and utilization. In addition, provider
and comparison panel data is used, however, explanatory data is not supplied on the
report. Table 2 presents the language provided for applicants responding to the Texas
Request for Proposals (RFP) regarding the Medicaid Managed Care program (STAR) and
Medicaid Expansion Project (Primary Care Case Management).

Table 2. Texas RFP – Provider Profiling
"Quality Improvement and Utilization Management Activities
The STAR Network Administrator will perform several activities designed to monitor the quality of
medical care being performed by network providers, and other activities designed to monitor the utilization
of services. There will be a separate Quality Monitoring contractor who will provide an external review of
quality of care. This effort must be supported by the STAR Network Administrator. The separate and
distinct effort undertaken by the STAR Network Administrator will include ... provider profiling with
analysis and corrective action plans associated with aberrant patterns of care..." Texas RFP, pages 3-4.

V. Findings from Physician Interviews
Medicaid’s fiscal agent, ACS sends provider utilization summary reports to
MediPass PCPs. These reports compare physicians and/or groups within a specific
geographic location to other physicians/groups in the same PCP specialty within that
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geographic region. The summary includes several areas of comparison including office
visits, ER visits, outpatient visits, physician referrals, lab and x-ray procedures etc.
Measures that are below average relative to the peer group are identified with a ‘u’, while
those above average are identified with an ‘o.’

Although some offices are familiar with profiles they receive from other health
plans, very few office managers or physicians recalled receiving reports from ACS or
MediPass. Among those who did, none of them found the reports particularly useful or
meaningful. In particular they were concerned about whether the comparisons with the
peer group were appropriate. The ‘o’ and ‘u’ indications provided no sense of how much
they differ from their peers and why. When asked about the kinds of information would
they want to have on a profile, most mentioned that pharmaceutical/drug utilization
information would be very important.

When asked to comment on the overall usefulness of a profile, most commented
that a well-designed and meaningful profile could be very important to their practice.
Several offices already get profiles from other programs and they use the results to
discuss problems and implement changes to make improvements. In response to
whether the AdvancedMed format would be useful, many replied that it would, although
they would like extensive training on the report. In particular, physicians want to be sure
that there are ‘apples to apples’ comparisons. This relates to what is found in the
literature base - physicians appear more willing to accept evaluations based on peer
comparisons rather than those of expert panels (Brand et al, 1995).

VI. Conclusion
Utilizing the information collected from the interviews in addition to literature
review, particular areas of concern for the current AdvancedMed profiling system used
by AHCA would be the time lags associated with data used to compile provider profiles,
the current configuration of reports and its usefulness for providers, and the level of input
Medicaid physicians have on the design and implementation of the provider profiling
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program. Most state Medicaid agency officials that were interviewed did not specifically
discuss time lag issues with the data. However, perhaps programs that have had more
time to implement provider profiling (e.g. Arkansas and Massachusetts) have utilized
evaluative processes to address their specific data concerns. Most officials interviewed
did discuss the importance of physicians being involved in the implementation of their
program and that the providers helped to improve their state’s program by making
suggestions on how the reports could be most useful to them.

All of the state officials interviewed reported that no incentive structure was tied
into the profile program. According to 1999 data from the Center for Studying Health
System Change (HSC), physicians in practices of two or more said they are less often
subject to financial incentives based on profiling (14 percent), which are more likely to
restrain use of services, than incentives based on patient satisfaction (24 percent) and
quality (19 percent), which are more likely to encourage use. Stoddard, Grossman, &
Rudell (2002), also point out that profiling or other cost-control incentives could conflict
with quality incentives, and productivity incentives with patient satisfaction incentives.
Therefore, given that the ultimate objective of any performance assessment is to translate
information into action, there must be careful consideration to how performance reports
or profiles will be created, implemented, and presented to providers.

Noren, Thibodeau, Insigna, & Landon (1999), in a summary of studies on the
effectiveness of provider profiling, argue that there are several factors that might boost
the success of provider profiling. First, feedback must be timely. Physicians will have
difficulty in applying results if there is a considerable lapse between when services were
rendered and when they receive the profile. Second, physicians must be able to control
the variables being measured. Third, physicians must be convinced of the need for
improvement within their practice. Accordingly, how and whom administers feedback is
critical to its success. Physicians may be more likely to respond favorably to feedback if
a trusted colleague presents it and if provided in an easily interpreted format. Lastly,
physicians should be provided a forum in which to discuss and ask questions about the
profiles (Koska, 1990).
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As mentioned earlier, some states may have provider profiling occurring within
Medicaid provider networks, however, these programs are solely administered by the
MCOs and are not necessarily required by the state. Currently, Florida NetPASS and
PhyTrust, the contracted organizations who work with Florida’s Minority Physician
Network (MPN) Program, send periodic performance reports to their primary care
physicians (PCP). Specifically, Florida NetPASS disseminate reports to providers
showing the utilization of their MediPass beneficiaries and also compare the PCPs to
their peers on a variety of measures (Lemak et al, 2004). PhyTrust also sends PCPs
similar reports as well as quarterly newsletters and provides monthly in-services and
trainings for their PCPs and quarterly meetings (Lemak et al, 2004). Generally, this is
helping to make MediPass function better by offering providers timely beneficiary
utilization information (Lemak et al, 2004).

Many believe that the provider profiling efforts to measure and improve quality of
care are secondary to the goal of cost control. However, the effect of provider profiling
on health care costs is unclear. A meta-analysis of 12 studies concluded provider
profiling has a modest effect on physician behavior (Balas et al, 1996). The authors
indicated the potential cost savings are unlikely to exceed the costs profiling (Balas et al,
1996). Others have noted that rigorously designed studies are needed to assess the
effectiveness of provider profiles on physician behavior and cost of care.

VII. Implications for AHCA
The Agency for Health Care Administration contracted with AdvancedMed, Inc.
to provide risk-adjusted provider information for all Medicaid primary care providers.
The risk-adjusted data are provided via a secure Web interface. Formatted reports can be
run at anytime showing aggregated actual measures of use activity, expected measures of
activity, a morbidity index, and actual and expected costs. For any one time, claims data
for a one-year period (four quarters) is available for analysis. New data uploads were to
be performed each quarter, at which time the oldest quarter’s data would drop out of the
data set and a new quarter’s data would be added.
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One important result of this database’s architecture is that, on average, there is an
8 to 9 month lag period between the date of service and the date when the data become
available from AdvancedMed. An important consequence of this lag time is that
physicians who modify their behavior will not begin to see those changes reflected in the
data until many months later. Furthermore, because the data is aggregated across 1 year,
it will take even longer before physicians begin to see the full effect of their behavior
change. A single quarter’s data cannot be isolated in the database. For example, a
physician who changes his or her behavior on September 1, 2003 will begin to see the
effect of this change in April 2004, when the first data concerning that date is made
available. The full effect of this behavior change will not be seen until April 2005, when
a full year of changed practice is aggregated in the data.
This study conducted a literature review and interviews with key informants, state
Medicaid agency officials, and providers in order to assess the contracted provider
profiling system. These research activities provided some indication that as currently
configured, this provider profiling program will not be very effective in improving the
quality of care and/or reducing health care expenditures. First, the lag time associated
with the AdvancedMed reporting system does not encourage physician response to the
data presented to them. Second, the feedback reports as they are currently configured are
not particularly useful to providers. For example, reports provide a total count of all
services provided and compares them to an expected total count. Similarly actual and
expected per member per month figures are provided. However, the counts and the per
member per month figures are only disaggregated into broad service or diagnostic
categories. Finally, it is unclear what level of input Medicaid physicians may have had in
the design and implementation of the profiling program or in the feedback process. Of
special concern is the fact that Medicaid physicians may not understand how the data
were risk-adjusted.
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As AHCA considers the implementation of provider profiles within its Medicaid
program, the following guidelines are critical to assuring some level of success:
•
•
•
•
•
•

•

The initial emphasis should be on quality improvement
Performance measures should be clinically important
Accountability for performance should be limited to patients and services for
which physician is directly responsible
Adequate risk and case mix adjustment must be incorporated in the program
design with accompanying explanation of how data was adjusted
Physicians should be involved early in the design and implementation of provider
profiling strategies in order to generate ‘buy-in’
Performance reports should be clear and easy to understand and coupled with
provider feedback and educational opportunities
Provider profiling programs should make every attempt to use accurate data
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Appendix 1. Provider Profiling Matrix

State or
Organization

Profiling
Mechanism

Measures or
Indicators
Used

Contractor
Used

Length
of time
using
profiles

Distribution
of profiles

Incentive
Structure

Profile
Categories

Arkansas

Letter from
Medical
Director,
Booklet
with Profile
and Graphs

Inpatient,
Outpatient,
ER, Cost
PMPM,
Psych, Rx

Arkansas
Foundation
for Medical
Care

9 years
(1995)

Quarterly to
Primary Care
Provider

Not
Reported

EPSDT
OB/GYN
(Separate
Profiles)

Florida

Planned to
send reports
to providers

ACS
contracted
with
Advanced
Med

Profiles
never
sent out

Annual
distribution
planned, time
lag of data
concern

Not
planned

TBA

Georgia

Utilization
Reports

Actual and
Expected
Utilization
and Costs,
and
Morbidity
Utilization

ACS

Quarterly

**

Indiana

Statistical
Profiles to
detect
provider
overutilization
Packet with
provider
information
and graphs

Delivery and
Utilization
Patterns,
Categories of
Services

Health Care
Excel

At least
since
2000
Not
Profiles

Reports are not
sent directly to
providers

Rx Patterns

Unisys

Initial Receipt
of Packet then
Annual
Review within
Peer Group

Louisiana

Disease
Mgmt – not
linked

Data used for
Profile*

Evaluation of
Profile
Effectiveness

Provider,
State
Comparison,
Explanatory

No formal
evaluation

Risk
adjustments
planned
(ACG
and/or CRG)

Provider

TBA

**

**

**

None

None
specified

Not reported

Provider

Provider
Advisory
Committee
Health Care
Excel and
State work on
determining
effectiveness

Young
program,
too soon
to develop
incentives

Rx

Data is riskadjusted

Provider,
Comparison to
Peers,
Explanatory

OB - 2
years

Monitor
6 years
1998
2 years
(2002)

Disease
Mgmt
Initiatives –
maybe
linked
someday

*Provider, Comparative, and/or Explanatory
Provider – unique information about each physician
Comparative – compares physicians to other physicians
Explanatory – provides an explanation on how data were derived (Marder and Sheff, 2004)
** Information not collected

Risk
Adjustment
(examples:
ACG, CDS,
GRAM)
ACG

DHH review
process by
Medical
Director,
Pharmacists,
and staff
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Appendix 1. Provider Profiling Matrix Continued

State or
Organization

Profiling
Mechanism

Measures or
Indicators
Used

Contractor
Used

Length
of time
using
profiles

Distribution
of profiles

Incentive
Structure

Profile
Categories

Maryland

**

**

**

**

**

**

Massachusetts

Provider
Profiles

HEDIS

Each of the
7 MCOs are
responsible
for profiling
Mass
Behavioral
Health
Partnership
– sometimes
called “The
Partnership”

9 years
(1995)

Bi-Annually

Nothing
financial

Asthma
Cancer
Diabetes
Well-Care
(Recently Pediatric
Behavioral
Health
Screening)
Asthma
Diabetes

Rx – Top
Brands and
ER

North
Carolina

Utilization
and Disease
Mgmt.
Report

ACS rates,
Rx costs,
Asthma,
HA1c

NC DHHS Division of
Medical
Assistance
(Managed
Care)

At least
2 years

Quarterly to
Providers
within Access
II and III
Network

Not
Reported

Texas

Refer to
Appendix 6

Refer to
Appendix 6

**

Using
Appendix 6,
Quarterly

**

(Medicaid
Managed Care
is STAR and
STAR+PLUS)

(Utilization
and Cost)

Contractor
may have
changed
since 19981999

Refer to
Appendix 6

*Provider, Comparative, and/or Explanatory
Provider – unique information about each physician
Comparative – compares physicians to other physicians
Explanatory – provides an explanation on how data were derived (Marder and Sheff, 2004)
** Information not collected

Risk
Adjustment
(examples:
ACG, CDS,
GRAM)
**

Data used for
Profile*

Evaluation of
Profile
Effectiveness

**

**

No risk
adjustments
used for
provider
profiles

Provider and
Explanatory

Visits to
Provider,
Provider
Surveys and
Hotline, and
Feedback from
RNs

DxCG was
previous
profiling
contractor.
Too costly,
but plan to
use DXCG
methods.
**

Provider, Peer
Group and
Network
Comparisons

Meet with
clinical
directors 6
times a year

Refer to
Appendix 6

**

(Provider and
Comparison)
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Appendix 2. Arkansas Provider Profile
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Appendix 2. Arkansas Provider Profile Continued
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Appendix 3. Arkansas Provider Profile (EPSDT/Preventative Health Screening)
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Appendix 3. Arkansas Provider Profile (EPSDT/Preventative Health Screening) Continued
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Appendix 4. North Carolina Mock Provider Profile
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Appendix 5. North Carolina Provider Report Card
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Appendix 6. Texas Mock Provider Profile
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