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Purpose
This Guidebook was developed by the DQA Advisory Committee on Education and Communication and serves as the basis 
for developing standardized messages regarding performance and quality measurement in dentistry. It can be used as a 
source document by those developing messages, resources, and tools to educate various audiences about quality measures. 
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Introduction
The dental profession is taking the lead in developing mechanisms for self evaluation. Self-evaluation will ensure that dentistry 
as a profession can provide evidence to the community at large that its members are responsible stewards of oral health.  
A culture of self-evaluation is the key to fostering the best healthcare for our patients ensuring transparency of health care 
quality and maintaining the credibility of the dental profession.

Measurement forms the basis of evaluation and has become one of the foundations of current efforts to improve healthcare 
quality. Establishing measures to identify and monitor innovative strategies to reduce incidence of oral disease, while  
simultaneously improving effectiveness and efficiency of care through a focus on prevention, is an important national priority. 
Data for measurement can be obtained from administrative sources (encounters and claims), patient records, and surveys.  
In dentistry, data are already being collected through the claims process. Such data are currently proprietary to the payers, 
who use it to make policy decisions, conduct research, and increasingly to provide performance and quality measurement  
information to providers, employers, and consumers. Although measuring the health status of a patient based on clinical 
records is best predictive of quality, administrative and claims data remain the only data that can be aggregated in dentistry 
today. The ultimate goal of self-evaluation by the profession is to improve oral health and must be undertaken in a  
collaborative manner by all stakeholders in the dental profession.

The dental profession has begun to show greater interest and activity in self-evaluation, quality assessment, and performance  
management. Entities outside of dentistry are also developing quality indicators for dentistry. It is important to the profession 
and the public that dentistry takes the lead in its self-evaluation to assure the quality of oral health care and the appropriateness 
and feasibility of the evaluation. The Dental Quality Alliance aims to take the lead for the dental profession through the active 
collaboration of its many and diverse partners representing its communities of interest within and outside the profession.

National Interest in Quality Measures
As national expenditures on healthcare continue to rise, the need to accurately assess quality and efficiency of care has  
become more urgent. Studies have documented treatment reporting variations across providers, care settings and  
geographic regions. 1, 2, 3, 4, 5  Measuring the quality of healthcare and using those measurements to promote improvements  
in the delivery of care are now commonplace. 6

Faced with this national need for change, the Institute of Medicine (IOM) Committee on the Quality of Health Care in America 
released several reports to address quality improvement. One report Crossing the Quality Chasm (2001) focuses more 
broadly on how the health system can be reinvented to foster innovation and improve the delivery of care. Toward this goal, 
the committee defined six important aims for quality improvement.7

 

1 Shugars DA, Bader JD. Cost implications of differences in dentists’ restorative treatment decisions. J Public Health Dent. 1996 Summer;56(4):219-22.
2  Shugars DA, Hayden WJ Jr, Crall JJ, et al. Variation in the use of crowns and their alternatives. J Dent Educ. 1997 Jan;61(1):22-8.
3  Bader JD, Shugars DA. Variation in dentists’ clinical decisions. J Public Health Dent.1995 Summer;55(3):181-8.
4  The Department of Health and Human Services, Children’s Health Insurance Program Reauthorization Act , 2011 Annual Report on the Quality of Care for  

Children in Medicaid and CHIP, Access at Medicaid/CHIP, September 2011. 
5  Okunseri C, Szabo A, Garcia RI, et al.  Provision of fluoride varnish treatment by medical and dental care providers: variation by race/ethnicity and levels of 

urban influence. J Public Health Dent. 2010 Summer;70(3):211-9. 
6  Chassin MR, Loeb JM, Schmaltz SP, et al. “Accountability Measures - Using Measurement to Promote Quality Improvement.” The New England Journal of  

Medicine (2010): 683-88. Print.
7 Institute of Medicine (IOM). Crossing the Quality Chasm: A New Health System for the 21st Century. Washington, D.C: National Academy Press; 2001.

The right care for every person, every time
Make care:

•	Safe
•	Effective
•	Efficient
•	Patient-centered
•	Timely
•	Equitable

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2011_StateReporttoCongress.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2011_StateReporttoCongress.pdf
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1. Safe — avoiding injuries to patients from the care that is intended to help them.

2. Effective — providing services based on scientific knowledge to all who could benefit and refraining from providing services 
to those not likely to benefit (avoiding underuse and overuse, respectively).

3. Patient-centered — providing care that is respectful of and responsive to individual patient preferences, needs, and values 
and ensuring that patient values guide all clinical decisions.

4. Timely — reducing waits and sometimes harmful delays for both those who receive and those who give care.

5. Efficient — avoiding waste, including waste of equipment, supplies, ideas, or energy.

6. Equitable — providing care that does not vary in quality because of personal characteristics such as gender, ethnicity, 
geographic location, and socioeconomic status.

Following the IOM’s reports, several recent legislative and regulatory developments have promoted the national interest on 
quality issues. These include:

The Affordable Care Act (National Quality Strategy)

The law requires HHS to establish a National Strategy for Quality Improvement in Health Care (the National Quality Strategy) 
that will pursue three broad aims including better care, healthy people/healthy communities and affordable care. These aims 
will be used to guide and assess local, State, and national efforts to improve health and the quality of healthcare.

HHS Strategic Plan 2010 – 2015 (HHS Strategy)

Under the broad goal “To transform healthcare”, HHS hopes to improve healthcare quality and patient safety specifically  
by increasing the availability of patient-centered outcomes research to give patients and practitioners evidence on the  
most effective medical options and implementing payment reforms that reward quality care and work with physicians and  
practitioners, and across the public and private sectors, in quality improvement efforts.

Children’s Health Insurance Program Reauthorization (CHIPRA legislation)

The law called first for the identification of an initial set of core measures to be used to assess voluntarily the state of  
children’s healthcare quality across and within State Medicaid and CHIP programs and then for establishment of the CHIPRA 
Pediatric Quality Measures Program (PQMP) to improve and strengthen the initial core set of measures and develop new 
measures as needed.

HiTECH Act (HiTECH Act)

The Medicare and Medicaid EHR Incentive Programs provide a financial incentive for the “meaningful use” of certified EHR 
technology to achieve health and efficiency goals. Eligibility for meaningful use of incentives through this legislation is defined 
by the percentage of provider billing to Medicaid and Medicare. One criterion for eligibility for the incentive is the use of the 
EHR to report clinical quality measures.

http://www.ahrq.gov/workingforquality/nqs/
http://www.hhs.gov/secretary/about/goal1.html
https://www.cms.gov/medicaiddentalcoverage/downloads/5_CMSDentalStrategy04112011.pdf
http://www.hhs.gov/ocr/privacy/hipaa/administrative/enforcementrule/hitechenforcementifr.html
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An increasing variety of stakeholders are demanding accurate measures of quality to determine whether high-quality care  
is being provided consistently across the healthcare delivery system. A recent report outlines an approach to expand the  
oral health quality improvement effort through data collection, accountability, and new ways of delivering oral health care.8   

A growing number of quality measures and reporting initiatives have resulted in a proliferation of measures that are often  
duplicative and unduly burdensome on healthcare providers and increase the potential for confusion among the public.9

Players in the Oral Health Quality Measure Arena
Many health organizations and government agencies are involved in the development and implementation of oral health  
measures. 

 
Of note are:

• Agency for Healthcare Research and Quality

• Centers for Disease Control and Prevention,

• Centers for Medicare and Medicaid Services, 

• Health Resources & Services Administration,

• Indian Health Service,

• Maternal and Child Health Bureau,

• National Committee on Quality Assurance, 

• National Network for Oral Health Access, and,

• Veterans Administration.

In addition, some commercial health plans also engage in developing measures for the purpose of program management.  
For example, Delta Dental is engaged in creating “Prevention Report for At-Risk Children” report cards to help providers track 
children at higher risk for caries and a similar report for adults at high risk for periodontal disease to make sure each group 
receives adequate preventive care. Such reports are also being developed for employers, enabling companies to easily track 
healthcare trends among their employees. Delta Dental hopes these efforts will make a significant difference in the quality of 
healthcare by motivating providers and employers to become more active participants.10

8  Glassman P, Oral Health Quality Improvement in the Era of Accountability. W.K. Kellogg Foundation and DentaqQuest Institute, 2012.
9  CMS Measures Management System Accessed at CMS MMS November 15, 2011.
10 Institute of Oral Health Whitepaper on “Critical Issues and Innovative Solutions to Advance Quality in Dental Care Treatment and Delivery” 2009 Conference 

October 15-16, 2009 - San Jose, CA  Accessed at 2009 IOH Whitepaper on November 6,2011.

Developers
Database

and 
Endorsers

Users

http://www.wkkf.org/news/Articles/2012/01/New-report-on-oral-health-quality.aspx
https://www.cms.gov/mms/
www.institutefororalhealth.org/2009-conference-oral-health/IOH09Conference-Whitepaper.pdf


6

Dental Quality Alliance     Introduction
Quality Measurement in Dentistry: A Guidebook

Challenges for Measurement in Dentistry
There remain numerous challenges to develop and implement  measurement in dentistry. These include: 

• Few evidence-based guidelines

• Limited knowledge of outcomes

• Limited diagnostic data collection to  
establish oral health benchmarks

• Limited information systems for capturing  
and transmitting data from patient records

• Limited accessibility of claims data

Although dentistry has recognized the need to adopt evidence based principles in the delivery of care, often they may be of 
limited value due to insufficient or inconclusive evidence. There are very few high-quality prospective clinical trials on oral 
health topics.   

There is limited knowledge of true oral health outcomes, which occurs in part because dentistry does not have a tradition of 
formally reporting specific diagnoses or associating such diagnoses with specific services,11 especially through the claims  
process. Further, most dental practices and dental plans lack information systems capable of capturing and transmitting  
the information necessary for measurement.12  Although retrospective claims data have many limitations, they continue to be 
the only data that are aggregated in dentistry today. Yet, limited availability of freely accessible claims data is also a significant 
challenge in measuring quality and performance.

Ultimately, dentistry needs a cost-effective measurement system that can be easily implemented on a routine basis in small 
practices, measure factors under the control of the practitioner, and yield meaningful information that can be acted upon  
for improvement. 

Summary
In summary, the need to measure is rooted in the basic responsibility to assure that the public receives optimal benefits from 
available knowledge and effective care. Steeply rising costs and inconsistent quality of medical care have culminated in  
the national priority to deliberately seek value from healthcare. To assure that we are providing the highest quality patient- 
centered dental care, dentistry should be able to measure what works and what doesn’t and make changes needed to  
improve health outcomes. 

11 Bader JD, Shugars DA.  Variation, treatment outcomes, and practice guidelines in dental practice.  J Dent Educ 1995, 59: 61-96.
12 Bader JD, Shugars DA, Hayden WJ Jr., et al.  A health plan report card for dentistry.  J Am Coll Dent 1996; 63:29-38. 
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Dental Quality Alliance
In 2008, the Centers for Medicare and Medicaid Services (CMS) proposed that the American Dental Association (ADA)  
take the lead in establishing a Dental Quality Alliance (DQA) to develop performance measures for oral health care.

The Dental Quality Alliance is currently composed of 29 member entities and ADA agencies. The current members of  
the DQA are: 

1. Academy of General Dentistry 

2. Agency for Healthcare Research and Quality 

3. American Academy of Oral & Maxillofacial Pathology 

4. American Academy of Oral & Maxillofacial Radiology 

5. American Academy of Pediatric Dentistry 

6. American Academy of Periodontology 

7. American Association of Endodontists 

8. American Association of Oral and Maxillofacial Surgeons 

9. American Association of Orthodontists 

10. American Association of Public Health Dentistry 

11. American College of Prosthodontists 

12. American Dental Association’s Board of Trustees 

13. American Dental Education Association 

14. American Dental Hygienists’ Association 

15. American Medical Association 

16. America’s Health Insurance Plans 

17. Centers for Disease Control and Prevention

18. Centers for Medicare and Medicaid Services 

19. Council on Access, Prevention, and Interprofessional Relations (ADA) 

20. Council on Dental Benefit Programs (ADA) 

21. Council on Dental Practice (ADA) 

22. Council on Government Affairs (ADA) 

23. Delta Dental Plans Association

24. Health Resources and Services Administration 

25. Medicaid and SCHIP Dental Association 

26. National Association of Dental Plans 

27. National Network on Oral Health Access

28. Public Member 

29. The Joint Commission 

DQA

Federal/
State

Educators

Public

Payers

Public

Payers
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Mission 
The mission of the Dental Quality Alliance is to advance performance measurement as a means to improve oral 
health, patient care, and safety through a consensus-building process. 

Objectives 
1. To identify and develop evidence-based oral health care performance measures and measurement resources.  

2. To advance the effectiveness and scientific basis of clinical performance measurement and improvement.  

3. To foster and support professional accountability, transparency, and value in oral health care through the  
development, implementation, and evaluation of performance measurement. 

Committees
The DQA has an Executive Committee and four advisory committees:

 

These advisory committees are organized to advance the field of performance and quality measurement by supporting the 
development and implementation of measures as well as educating the different communities of interest. 

The Research and Development Committee will work on refining the topic and questions to be addressed through  
performance measures, including identifying the availability of published measures related to the topic. The Committee  
will then advise the development of the rationale and specifications of the measure, along with the protocol for testing the 
measures; then test measures to satisfy criteria set forth by the National Quality Forum (NQF). 

The Implementation, Maintenance and Outcomes Assessment Committee is charged with identifying and analyzing  
current use of performance measures in dentistry. This committee will monitor and evaluate the appropriateness and  
effectiveness of the use of DQA performance measures once the R&D Committee has recommended measures. It will identify 
desirable outcomes of performance measures/measurement and plan and implement outcomes assessment of performance 
measures/measurement. Lastly, the committee will evaluate a process for ongoing updating of performance measures.

The Education and Communication Committee is charged with identifying objectives and strategies for educating and  
communicating with the dental profession and other interested parties regarding performance measures and performance 
measurement. This Committee will enable effective communication on quality and performance measures, as well as the  
DQA and its structure and function.  

The governance and Finance Committee is composed of Executive Committee members. This Committee is charged  
with budget development, operating rules development and maintenance, and external funding proposals development –  
to ensure that the DQA is self-sustaining.

Research and
Development

Implementation
Maintenance, and

Assessment
Education and
Communication

Governance and
Finance

Executive
Commitee

DQA
(28 entities +

1 public member)

NQF
Endorsement

Draft
Measure

Finalize

Develop
Specifications

Implement
and Integrate

Review

TestAssess
Outcome

Education and
Commitment

R
esearch and

D
evelopm

ent

Im
pl

em
en

ta
tio

n,
M

ai
nt

en
an

ce
 a

nd
 O

ut
co

m
e

A
ss

es
sm

en
t



9

Dental Quality Alliance     The Science Behind Measurement
Quality Measurement in Dentistry: A Guidebook

The Science Behind Measurement

History of Measurement
More than 40 years ago, a physician named Avedis Donabedian proposed a model for  
assessing healthcare quality based on structures, processes and outcomes.13 He defined  
structure as the environment in which healthcare is provided, process as the method  
by which healthcare is provided, and outcome as the consequence of the healthcare  
provided. Since then, measurement of healthcare quality has evolved considerably  
and today many organizations, like the Joint Commission and the American Medical  
Association-convened Physician Consortium for Performance Improvement, lead the  
way in developing quality and performance measures in medicine. 

Over the past few decades, providers in the various realms of healthcare have adopted  
the principles of evidence based care. Evidence based clinical guidelines, now form  
the basis for measures that allow clinicians and programs to identify opportunities for  
improvement and create performance improvement plans to improve the quality of care. 

A list of definitions applicable to the field of measurement is available in Appendix 1.

Level of Measurement
Measurement can occur at different levels of healthcare.  
At the highest level, healthcare can be divided into two separate  
and different systems. Measures can apply to the population- 
based health system (e.g. through community-based programs  
such as water fluoridation, school sealant programs etc.) or  
to the clinical healthcare delivery system. There are many  
dimensions of performance related to clinical healthcare delivery  
and population health within which measures can be developed.14

Clinical healthcare delivery measures are applicable to clinicians,  
clinical delivery teams, delivery organizations, or health insurance  
plans.15   

Clinical healthcare delivery measures are further divided into:

1. Clinical quality measures

2. Related healthcare delivery measures

3.	Clinical	efficiency	measures16

13 Donabedian A. Evaluating the quality of medical care. Milbank Memorial Fund Quarterly 1966;44:166-206.
14 National Quality Measures Clearinghouse Domain Framework and Inclusion Criteria. Domain Framework; Accessed  November 6, 2011.
15 National Quality Measures Clearinghouse Domain Framework and Inclusion Criteria. Domain Framework; Accessed November 6, 2011.
16 National Quality Measures Clearinghouse Domain Framework and Inclusion Criteria. Domain Framework; Accessed November 6, 2011.

Clinical
Efficiency

Healthcare

Related
Healthcare

Delivery

Popoulation
Health

Clinical
Quality

Clinical
Healthcare

Delivery

Measures

Clinical  
Recommendations

Systematic Reviews

Clinical Studies

http://qualitymeasures.ahrq.gov/about/domain-framework.aspx
http://qualitymeasures.ahrq.gov/about/domain-framework.aspx
http://qualitymeasures.ahrq.gov/about/domain-framework.aspx
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Clinical quality measures assess the performance of individual clinicians, clinical delivery teams, delivery organizations,  
or health insurance plans in the provision of care to their patients or enrollees. These measures are supported by evidence  
demonstrating that they indicate better or worse care.

Related healthcare delivery measures assess the non-quality aspects of performance of individual clinicians, clinical  
delivery teams, delivery organizations, or health insurance plans in the provision of care to their patients or enrollees.  
These measures are not supported by evidence demonstrating that they indicate better or worse care. (Note: non-quality 
refers to aspects of performance that addresses elements other than clinical quality).

Clinical	efficiency	measures assess efficiency directly (e.g., by comparing a measure of quality to a measure of resource  
use) or indirectly (e.g., by measuring the frequency with which healthcare processes are implemented that have been  
demonstrated by evidence to be efficient).

In general, data are collected at the clinician level for any clinical performance measure.  
The individual performance of clinicians, however, can be aggregated and reported for  
different accountable entities, such as clinical delivery teams, hospitals, health insurance  
plans, or other programs associated with healthcare delivery. These aggregated clinical  
performance measures become programmatic measures for that accountable entity.   
As part of quality improvement, this entity may provide benchmarks or other targets to  
encourage individual providers and institutions to undertake quality improvement.  

The level of accountability that an entity should have depends on whether the entity  
being evaluated has had an adequate opportunity to affect the aspect of quality that  
is being measured. There is always a shared responsibility for treatment decisions  
between a doctor and patient. Providers can increase the likelihood that their patients  
will adhere to clinical recommendations, but there are no perfect interventions, and  
some patients will always choose not to follow recommendations. In choosing which  
aspects of quality to measure, which risk factors to adjust for, and which performance  
benchmarks to set, decisions should be made explicitly about how to distribute  
responsibility. Information about the disease course or risk-adjustment methods  
must be used to establish reasonable standards of accountability to distinguish  
between individual and health system responsibility.17

Besides direct quality improvement, measurement upholds public trust and provides consumer information. The process of 
developing such transparency should be carefully implemented. Some programmatic measurement information currently  
is shared with the public. For example, the Healthcare Effectiveness Data and Information Set (HEDIS) scores are normally 
reported to the public for managed care organizations or hospitals, rather than for individual clinicians.  

17 Health Affairs, 16, no.3 (1997):7-21 Six challenges in measuring the quality of health care. Accessed at Challenges for measurement, 2011.

Provider/Health
Professional

Health Plan

State/Community

National
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Domain of Measures
There are many dimensions of performance related to clinical healthcare delivery and population health within which  
measures can be developed.18 

This classification of measures developed by the National Quality Measures Clearinghouse (NQMC) is based on the  
following rationales:

• Keep the organization of measures consistent with historical conventions and extend those conventions 

• Clarify the purpose and use of measures for developers and users 

• Accommodate the expanding range of measure types over time, beyond the common focus on Process, Outcome,  
Access, and Structure.

18 National Quality Measures Clearinghouse Domain Framework and Inclusion Criteria . Domain Framework  ; Accessed November 6, 2011.

Process

Access

Outcome

Structure

Patient Experience

User-Enrollee Health State

Management

Use of Services

Cost

Efficiency

Population Process

Population Access

Population Outcome

Population Structure

Population Health State

Population Management

Population Use of Services

Population Cost

Population Experience

Population Health Knowledge

Social Determinants of Health

Environment

Clinical Quality
Measures

Related Health
Care Delivery

Measures

Clinical Efficiency
Measures

Population Health
Quality Measures

Related Population
Health Measures

Population
Efficiency Measures Population Efficiency

Health Care Delivery Measures
Measures applied to clinicians, clinical
delivery teams, delivery organizations,

or health insurance plans.

Health Care Delivery Measures
Measures applied to clinicians, clinical
delivery teams, delivery organizations,

or health insurance plans.

Health Care Delivery Measures
Measures applied to clinicians, clinical
delivery teams, delivery organizations,

or health insurance plans.

Population Health Measures
Measures applied to public health agencies,

organizations that are not primarily 
deliverers of care, or geographic regions.

Measures Related 
to Health
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The following definitions apply to the domain of the “Healthcare Delivery Measures” in the figure on the previous page.  
A complete set of definitions can be accessed at the NQMC Domain Definitions website.

Clinical Quality Measures 

A process of care is a healthcare-related activity performed for, on behalf of, or by a patient. Process measures should be  
supported by evidence that the clinical process that is the subject of the measure has led to improved outcomes. These  
measures generally are calculated using patients eligible for a particular service in the denominator, and the patients that 
either do or do not receive it in the numerator.

Examples: The percentage of patients with chronic stable coronary artery disease (CAD) who were prescribed lipid- 
lowering therapy.  
Percentage of patients with chronic periodontitis who receive periodontal maintenance services at least three times 
in the past year. 

 
Access to care is the attainment of timely and appropriate healthcare by patients or enrollees of a healthcare organization  
or clinician. Access measures should be supported by evidence that an association exists between the measure and the 
outcomes of or satisfaction with care.

Examples: The percentage of members 12 months to 19 years of age who had a visit with a primary care practitioner in  
the past year (based on evidence that annual visits lead to better health outcomes for children and youth). 
Percentage of children aged 12-15 who had a dental visit in the past year. 

 
An outcome of care is a health state of a patient resulting from healthcare. Outcome measures should be supported by 
evidence that the measure has been used to detect the impact of one or more clinical interventions. Measures in this domain 
should be attributable to antecedent healthcare and should include provisions for risk-adjustment.

Examples: The risk adjusted rate of in-hospital hip fracture among acute care inpatients aged 65 years and over, per 1,000 
discharges.  
Percentage of children aged 15-18 who are caries-free. 

 
Structure of care is a feature of a healthcare organization or clinician related to its capacity to provide high quality healthcare.  
Structure measures should be supported by evidence that an association exists between the measure and one of the other 
clinical quality measure domains.  These measures can focus on either healthcare organizations or individual clinicians.

Examples: Does the healthcare organization use Computerized Physician Order Entry (CPOE) (based on evidence that the 
presence of CPOE is associated with better performance and lower rates of medication error)? 
Percentage of dental offices equipped with autoclaves to ensure proper infection control.  

 
Experience of care is a patient’s or enrollee’s report concerning observations of and participation in healthcare. Patient  
experience measures should be supported by evidence that an association exists between the measure and patients’  
values and preferences or one of the other clinical quality domains. These measures may consist of rates or mean scores 
from patient surveys.

Examples: The percentage of adult inpatients who reported how often their doctors communicated well. 
Percentage of enrollees reporting unmet dental care needs.

http://qualitymeasures.ahrq.gov/about/domain-framework.aspx
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Related Healthcare Delivery Measures 

A user-enrollee health state is the health status of a group of persons identified by enrollment in a health plan or through use 
of clinical services. By definition, a user-enrollee health state is not known to be the result of antecedent healthcare.

Examples: Prevalence of diabetes among health plan enrollees (inclusion in the denominator is based on membership in a 
particular health plan, however the measured health state is not a result of that membership). 
Prevalence of complete tooth loss (edentulism) among dental plan enrollees.  

 
Management of care is a feature of a healthcare organization related to the administration and oversight of facilities,  
organizations, teams, professionals, and staff that deliver health services to individuals or populations. Management  
measures assess administrative activities important to healthcare but not part of the direct interaction between individual 
patients and healthcare professionals.

Examples: Whether a practice has a policy to ensure the prevention of fraud and has defined levels of financial responsibility 
and accountability for staff undertaking financial transactions.  

Use of services is the provision of a service to, on behalf of, or by a group of persons identified by enrollment in a health  
plan or through use of clinical services. Use of service measures can assess encounters, tests, or interventions that are not 
supported by evidence of the appropriateness of the service for the specified individuals.

Examples: The percentage of patients in a health plan with an inpatient admission in the prior twelve months. 
Percentage of enrollees who received oral prophylaxis.  

 
Costs of care are the monetary or resource units expended by a healthcare organization or clinician to deliver healthcare to 
individuals or populations. Cost measures are computed from data in monetary or resource units. Costs may be reported 
directly (i.e., actual costs) or estimated based on the volume of resource units provided and the charges for those units.

Examples: Hospital net inpatient revenue per discharge. Average dental office net revenue per patient visit.

Clinical	Efficiency	Measures	

Efficiency of care is the propensity of a healthcare organization or clinician to maximize the number of comparable units of 
healthcare delivered for a given unit of health resources used.  Efficiency measures must be linked to evidence supporting  
one of the five clinical quality domains. 

Examples: Percentage of gastric ulcers treated with omeprazole (based on evidence that this is lower cost and at least 
equally effective as surgery). 
Percentage of patients with chronic periodontitis treated with scaling and root planing.
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Hallmarks of a good Measure
The process of developing measures includes clarifying the purpose of a measure and how it is to be applied; choosing a topic 
for measurement; writing the measure with its specifications; testing the validity and reliability of the measure; and supporting 
implementation. A good measure is developed through a systematic process with input from many collaborators following a 
transparent, objective, and meaningful mechanism.
 

A good measure is one that:

1. covers an important clinical area, 

2.	 is	scientifically	acceptable,

3. is useable, and;

4. is feasible. 

Important topics are those that address, for example,  
unexplained variations in care; known or suspected problems  
with the quality of care; specific national healthcare goals  
or priorities; disease that causes high mortality or severe  
morbidity or affects large segments of the population;  
clinical processes and outcomes that are supported by  
strong evidence; or business practices that lead to increased  
efficiency.  

Scientific acceptability includes reliability and validity of  
a measure. A measure should be well defined and precisely  
specified so that it can be implemented consistently within  
and across organizations and allow for comparability.   
Reliability testing demonstrates the measures results are  
repeatable, producing the same results a high proportion  
of the time when assessed in the same population in the  
same time period. Validity testing demonstrates that the  
measure reflects the quality of care provided, adequately  
identifying differences in quality.19   

19 National Quality Forum Measure Evaluation Criteria.  Measure Evaluation Criteria.  Accessed November 6, 2011.

Important Useable

Scientifically
Acceptable

Feasible

Collaborative Transparent Objective Meaningful

http://www.qualityforum.org/docs/measure_evaluation_criteria.aspx
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The topic must also be refined so that it is relevant to those who will use the data generated by the measurement process and 
that those who will use the data can understand the results of the measure. 

The measure should also be one for which data can be collected and the required data are readily available, are retrievable 
without undue burden, and can be implemented for quality improvement. For clinical measures, the required data elements 
should be ones that are routinely generated during the process of delivering care or as a result of care delivery. Data elements 
that are already in electronic form or can easily be put into electronic form are preferable.20

In order to successfully measure to improve healthcare, measures need to be easily implemented on a routine basis in small 
practices and yield meaningful information that can be acted upon.

Measuring for Improvement 
Measures are primarily intended for improving the quality of care, accountability, or research. Data generated through  
measurement needs to be translated into information and knowledge and then used to make intelligent decisions on improving 
processes and outcomes of care.    

Improving quality of care can be conducted as either an internal process or through an external process.22, 23

• Internal quality improvement is of interest, for example, to an individual practitioner who studies the process or outcome  
of a particular diagnostic or treatment modality within the practice. Hospitals, health benefit plans, nursing homes,  
preferred provider organizations, and other systems are similarly interested in doing internal assessment of the quality  
of care, whether they provide the care directly or are instrumental in its delivery. Using measures for internal quality  
improvement involves three basic steps: 1) identifying problems or opportunities for improvement; 2) selecting appropriate 
measures of these areas; and 3) obtaining a baseline assessment of current practices and then re-measuring to assess  
the effect of improvement efforts on measure performance. Baseline quality measure results can be used to better  
understand a quality problem, prioritize areas for improvement, provide motivation for change, and establish a basis  
for comparison over time. 

• External quality assessment is of interest to organizations that are accountable for the quality of care delivered across 
systems of care, such as the Centers for Medicare & Medicaid Services (CMS) interest in assessing care that is delivered 
under the Medicare and Medicaid programs. The assessment is generally done as part of a routine reporting and analysis 
schedule. As part of quality improvement, the organization sponsoring the assessment program usually provides bench-
marks or other targets to encourage individual providers and institutions to undertake internal quality improvement.  

20  Alhaqbani et al.  A Medical Data Reliability Assessment Model. Journal of Theoretical and Applied Electronic Commerce Research. Vol 4, Issue 2,  
  August 2009, pp. 64-78.

21  National Quality Measures Clearinghouse Website, “Using Quality Measures” NQMC Tutorial Using Quality Measures: November 6, 2011.
22  Medicare: A Strategy for Quality Assurance, Volume I (1990) Institute of Medicine (IOM).

Data Information Knowledge Intelligence

http://qualitymeasures.ahrq.gov/tutorial/using.aspx
http://www.nap.edu/catalog.php?record_id=1547
http://www.iom.edu/
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Besides direct quality improvement, measurement is done to uphold public trust, provide consumer information, and account 
to policy makers, payers and others who purchase care. It is done to demonstrate that funding provided for healthcare  
services is being used for its stated purpose and is producing effective results. Accountability often is done as part of  
external quality improvement. These organizations collect performance data, verify the accuracy of it, and report the  
performance results to providers of care.   

CMS	has	identified	ten	distinct	steps	in	planning	a	project	for	performance	improvement.23

1. Select the study topic(s) 

2.	Define	the	study	question(s)	

3. Select the study indicator(s) 

4. Use a representative and generalizable study population 

5. Use sound sampling techniques (if sampling is used) 

6. Reliably collect data 

7. Implement intervention and improvement strategies 

8. Analyze data and interpret study results 

9. Plan for “real” improvement 

10. Achieve sustained improvement

Process vs. Outcome measures: what do we need?
In a recent report to the Department of Health and Human Services, the National Quality Forum made several  
important observations related to process and outcome measures.24 These observations include:

• “Outcomes related to patient experience, function, and quality of life matter to patients and their families and caregivers, 
and ultimately to employers and society in terms of population health, productivity, and opportunity costs.” 

• “Focusing on outcomes allows more flexibility for the development of innovative approaches to improvement, which is im-
portant because successful interventions may not always translate from community to community.” 

• “Although process or structure assessment may offer insight on performance and allow providers to pinpoint areas needing 
corrective action, it is the outcome of the process that demonstrates value and is of importance  
to consumers, purchasers, and the public.”

• “Emphasizing process measures may be overly prescriptive and may create unintended consequences and  
overutilization.”

• “However without adequate process and structural measures, evidence-based approaches to achieving positive outcomes 
will not spread and sustained quality improvement efforts will fail.”

• “Process or structural measures used to monitor or reward practice should be closely linked with improved  
outcomes, when possible as a paired structure-outcome or process-outcome measure, and should be closely monitored for 
unintended consequences.”

23 CMS “A protocol for use in Conducting Medicaid External Quality Review Activities”: 2002.
24 National Quality Forum: National Priorities Partnership: NPP Report to HHS: Accessed November 6, 2011.

www.qualityforum.org/Setting_Priorities/NPP_Final_Report_to_HHS_on_National_Quality_Strategy.aspx
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Useful links
Below are some links that provide more detailed information on measurement. 

NQMC Tutorials on Quality Measurement 
This link from the NQMC website provides a series of tutorials on quality measures.

AHRQ Child Quality Measures Toolbox 
This link from AHRQ provides details on how to develop and evaluate child health quality measures.

Oxford Journal Quality of Healthcare
This link from Oxford Journals describes the current state of quality in healthcare.

Oxford Journal Method to Develop Measures
This link from Oxford Journals describes the methods to develop measures.

NCQA Educational Resources 
This link from NCQA provides some educational resources on quality measurement.

Turning point guidebook
This link from Turning Point Program provides a guidebook on performance measurement in medicine. 

HHS Programs for Performance Measures
This link from HHS provides information on the U.S. Department of Health and Human Services (DHHS) efforts on  
performance measures for all of its health and human service programs.  

Longwoods State of Science 
This link from Longwoods provides a review of the Concepts and Trends from a State of the Science Review 

Institute of Oral Health  
The link to the Institute for Oral Health is a webpage that focuses on education and collaboration resources for advancing 
dental care innovation. A number of white papers on Defining Quality of Care from 2009 are a good resource.

Institute for Healthcare Improvement Educational Resources 
This link to the Institute for Healthcare Improvement website offers tools, change ideas, measures to guide improvement, IHI 
white papers, audio and video, improvement stories, and more to help with improvement efforts. 

HRSA Quality Improvement 
This link from HRSA provides information on quality improvement and its relation to Health IT.

Donabedian Paper on Quality 
This is the original publication by Avedis Donabedian defining quality.

HRSA Oral Health IT Toolkit
This is the HRSA Oral Health IT Toolkit link

http://www.qualitymeasures.ahrq.gov/tutorial/index.aspx
http://www.ahrq.gov/chtoolbx/index.htm
intqhc.oxfordjournals.org/content/16/suppl_1/i5.full.pdf
http://intqhc.oxfordjournals.org/content/15/suppl_1/i5.full
http://www.ncqa.org/tabid/136/Default.aspx
www.turningpointprogram.org/toolkit/pdf/pmc_guide.pdf
http://aspe.hhs.gov/progsys/perfmeas/
http://www.longwoods.com/content/18248
http://www.institutefororalhealth.org/downloads/institute-for-oral-health-downloads.htm
www.ihi.org/knowledge/Pages/default.aspx
http://www.hrsa.gov/healthit/toolbox/HealthITAdoptiontoolbox/QualityImprovement/introductiontoqi.html
www.milbank.org/quarterly/830416donabedian.pdf
http://www.hrsa.gov/healthit/toolbox/oralhealthittoolbox/index.html
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Frequently Asked Questions

1. why should the dental profession measure quality? 

 The need for measurement is rooted in the basic responsibilities to assure that the public receives optimal benefits from 
available knowledge and effective care. To ensure that the profession is providing the highest quality patient-centered  
dental care, dentistry should be able to measure what works and what doesn’t in terms of a patient’s health and make 
changes needed to improve the outcomes of care. Establishing measures to identify and monitor innovative approaches  
to reduce incidence of oral disease, while simultaneously improving effectiveness and efficiency of care through a focus  
on prevention, is an important national priority. The ultimate goal for measurement is to improve and must be undertaken  
in a collaborative manner by all stakeholders in quality within the profession. 

2. why is it important for the dental leadership to support and advocate for quality measures? 

 Self-evaluation will ensure that dentistry as a profession can provide evidence to the community at large that its members 
are responsible stewards of oral health. A culture of self-evaluation is key in maintaining the credibility of the dental  
profession. As policy decisions in the payer and regulatory community take root, it is important for the dental leadership  
to engage with all stakeholders to provide feedback into these decisions, i.e., what should be measured and how the  
results should be interpreted so as to positively and meaningfully influence change. The profession should be the entity  
that informs these decisions, since they are the most knowledgeable regarding clinical care, technical ability, and most  
effective delivery models.  
  

3. what are the implications of measurement? 

 The ultimate goal of measurement is to improve the quality of oral healthcare. Creating, measuring, and analyzing the 
resultant data serves as a powerful tool to identify areas for quality improvement. Besides direct quality improvement,  
assessment upholds public trust and provides consumer information and accountability to policy makers, payers, and  
others who purchase care. Measurement further demonstrates that funding provided for healthcare services is being  
used for its stated purpose and is producing effective results. Thus, measures are intended to improve quality of care,  
accountability, or program management. 

4. what is the potential burden for introducing measurement into a practitioner’s day to day activities?

 Data for measurement can be obtained from administrative sources (encounters and claims), patient records and surveys.  
In dentistry, data are already being collected through the claims process. Such data are currently proprietary to the  
payers who use it to make policy decisions, conduct research, and increasingly to provide performance and quality  
measures information to providers, employers, and consumers. In the future, dentists may be required to report diagnostic 
codes and other data elements required for specific measures, either on a claim form or through a medical record.  
Quality measurement does not place an additional burden beyond reporting these additional data elements. 

5. what is “quality of care” and a “quality measure”? 

 The Institute of Medicine (2000) defines “quality of care” as “the degree to which healthcare services for individuals and 
populations increase the likelihood of desired health outcomes and are consistent with current professional knowledge.”  
The Institute of Medicine defines quality measures as “the mechanisms that enable the user to quantify the quality of a 
selected aspect of care by comparing it to an evidence-based criterion that specifies what better quality is.” (NQMC) 
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6. what is “performance measurement”? why should my performance as a provider be measured? 

 Performance measures help identify the areas that can be improved to achieve goals for optimum health. Dentists often 
think measuring their performance is the same as determining the quality of the restoration’s margins or the technical  
excellence of the crown. However, as a measure, those qualities tell very little about the impact of the restoration or crown 
on the actual health of the patient. Instead, performance measures are those supported by evidence that the subject  
of the measure has led to improved outcomes.25 For example, measuring whether sealants have been provided to a patient 
at high-risk for caries to reduce the incidence of caries or if surgical instruments have been autoclaved prior to each use  
to prevent infections is indicative of performance.  

7. Is there evidence for improved oral health based on existing quality measures?

 Although there are a number of randomized controlled trials that demonstrate the efficacy of preventive services such as 
fluoride and sealants, there are only a few peer-reviewed studies 26, 27, 28, 29, 30, 31, 32, 33  that document treatment outcomes 
following provision of these services. Payers with access to claims data have demonstrated these improvements in health 
(e.g., fewer restorations needed for children who received sealants). Limited availability of such data to health service  
researchers, however, hinders their progress in the quality measurement field. To gather such evidence, all stakeholders 
must embrace transparency and accountability in helping overcome these challenges. 

 Note:  n efficacy trials (explanatory trials), researchers aim to determine whether an intervention produces the expected  
result under ideal circumstances. In effectiveness trials (pragmatic trials), researchers measure the degree of beneficial  
effect in real-world clinical settings. Analysis of retrospective claims data has the potential to provide some evidence  
to this effect. 

8. How are measures developed and evaluated? 

 Measurement always starts with an established goal for quality improvement. Once a goal for improvement, e.g., “reduce 
caries among all school children” has been identified, there are some standard steps to develop measures. These steps 
include activities such as developing specifications, identifying data sources, addressing data quality issues, sampling,  
and testing for validity and reliability, followed by field testing to ensure meaningful use of the measure to help identify  
areas for quality improvement. Data for measurement are usually obtained from dental encounters or claims, patient  
records, and surveys. Thus, the process of developing and testing is rigorous and can take significant time before a  
measure can be implemented.

25 Institute of Oral Health Whitepaper on “Critical Issues and Innovative Solutions to Advance Quality in Dental Care Treatment and Delivery” 2009 Conference 
October 15-16, 2009 - San Jose, CA  Accessed at 2009 IOH Whitepaper on November 6,2011.

26 Weintraub JA, Stearns SC, Rozier RG, et al. Am Treatment outcomes and costs of dental sealants among children enrolled in Medicaid. J public Health.  
2001 Nov;91(11):1877-81.  

27 Dasanayake AP, Li Y, Kirk K, et al. Restorative cost savings related to dental sealants in Alabama Medicaid children. Pediatr Dent. 2003 Nov-Dec;25(6):572-6.
28 Bhuridej P, Kuthy RA, Flach SD, et al. Four-year cost-utility analyses of sealed and nonsealed first permanent molars in Iowa Medicaid-enrolled children.  

J Public Health Dent. 2007 Fall;67(4):191-8.
29 Bhuridej P, Damiano PC, Kuthy RA, et al. Natural history of treatment outcomes of permanent first molars: a study of sealant effectiveness. J Am Dent Assoc. 

2005 Sep;136(9):1265-72.
30 Gale TJ, Hanes CM, Myers DR, et al. Performance of sealants applied to first permanent molars in a dental school setting. Pediatr Dent. 1998 Sep-

Oct;20(5):341-4.  
31 Dennison JB, Straffon LH, Smith RC. Effectiveness of sealant treatment over five years in an insured population.J Am Dent Assoc. 2000 May;131(5):597-605. 
32 Robison VA, Rozier RG, Weintraub JA, et al. The relationship between clinical tooth status and receipt of sealants among child Medicaid recipients. J Dent Res. 

1997 Dec;76(12):1862-8. 
33 Pahel BT, Rozier RG, Stearns SC, et al. Effectiveness of preventive dental treatments by physicians for young Medicaid enrollees. Pediatrics. 2011 

Mar;127(3):e682-9. Epub 2011 Feb 28. 

http://www.iohwa.org/2009-conference-oral-health/IOH09Conference-Whitepaper.pdf
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9. who will “measure” and “report”? How will they do it? 

 Quality assessment is of interest to organizations that are accountable for the quality of care delivered across systems of 
care, such as the CMS interest in assessing care that is delivered under the Medicare and Medicaid programs. Hospitals, 
health benefit plans, nursing homes, preferred provider organizations, and other systems may be interested in doing  
internal assessment of the quality of care, whether they provide the care directly or are instrumental in its delivery.  
The assessment is generally done as part of a routine reporting and analysis schedule. As part of quality improvement,  
the organization sponsoring the assessment program usually provides benchmarks or other targets to encourage  
individual providers and institutions to undertake internal quality improvement. 

10. who will use the results and for what? 

 The results can be used by the profession itself, government programs, and third party payers to better assess the value  
of oral health care and how it can be improved. Results are also useful to employers who manage wellness programs  
for their workforce and to consumers to make educated choices in their own healthcare. The ultimate goals of measurement 
are quality improvement, accountability, and program management. Payers and regulators have started paying attention  
to evidence-based interventions to determine which population is better served when deciding how to spend limited  
healthcare dollars.  

11.	What	is	the	role	of	the	Dental	Quality	Alliance	in	the	field	of	measurement?

 In recent years, a growing number of quality measure and reporting initiatives have resulted in a proliferation of  
measures that are often duplicative and unduly burdensome on healthcare providers. There is a significant need for  
some standardization in this field. The Dental Quality Alliance will evaluate existing measures for importance, feasibility,  
validity, and reliability. Based on this evidence, the DQA will identify gaps where measures should be developed and  
will propose new measure concepts. Members of the DQA, in collaboration with other agencies, will then develop and  
test new measures. The scope of the work will be defined largely by current legislative mandates and needs expressed  
by the various DQA stakeholders. 

12. what is the difference between ICD and SNODENT codes? How do these codes relate to performance/quality 
measures? 

 The World Health Organization’s International Classification of Diseases or ICD is universally accepted as a codified  
system used to describe diagnosis of disease.  Code sets such as SNOMED-CT (Systematized Nomenclature of Medicine 
–Clinical Terminology), and its subset of dental terminology, termed SNODENT, are designed to codify the clinical  
information captured in an electronic health record during the course of patient care. 

 In terms of quality, recording diagnostic codes can prevent miscommunication on diagnoses and provide the ability to  
compare the specific treatments and the outcomes of these treatments in patients with similar diagnoses. Since the 2009 
HIPAA regulations designate ICD-10 as the official transactional code set for medical/dental claims adjudication, this will  
be the administrative data (encounters and claims) available for quality measurement beginning in 2013. 
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9. what is the difference between “programmatic” and “clinical” measures?  

 Clinical healthcare delivery measures are applicable to clinicians, clinical delivery teams, delivery organizations, or health 
insurance plans.34 In general, data are collected at the clinician level for any clinical performance measure. The individual 
performance of clinicians, however, can be aggregated and reported for different accountable entities such as clinical 
delivery teams, hospitals, health insurance plans, or other programs associated with healthcare delivery. These aggregated 
clinical performance measures become programmatic measures for that accountable entity. As part of quality improvement, 
this entity may provide benchmarks or other targets to encourage individual providers and institutions to undertake quality 
improvement.   

14.	Why	do	we	need	to	measure	patient	satisfaction?	How	does	that	reflect	on	me	as	a	provider?	

 Measures of patient satisfaction, such as how often they had a good experience with their doctor or how quickly they  
received care are typically measured through patient surveys. Evidence suggests that patient satisfaction is associated  
with better oral health.    

15. what is the link between evidenced-based dentistry and quality measures? 

 Evidence-based care recognizes a continuum of increasing rigor of scientific evidence in which randomized controlled 
clinical trials provide the highest level of evidence of clinical efficacy of a certain treatment. Quality measurement employs 
outcomes data secondarily from dental claims, medical/dental records, or patient surveys to determine whether evidence-
based interventions, when implemented at the clinician or program level, are effective in improving oral health of patients.  
For example, many randomized controlled trials have demonstrated the efficacy of sealants under controlled conditions.  
A recent study published in the Journal of the American Dental Association demonstrated sealant effectiveness using the 
Iowa Medicaid claims data by showing that children who received sealants received less subsequent restorative treatment 
than did those without sealants.35 The Institute of Medicine defines quality measures as “the mechanisms that enable  
the user to quantify the quality of a selected aspect of care by comparing it to an evidence-based criterion that specifies 
what is better quality.” 

16. what is still needed in dentistry to implement meaningful measurement and improve quality? 

 Even today there remain very few evidence-based guidelines on which measures can be based. There is a lack of  
knowledge of true health outcomes, which occurs in part because dentistry does not have a tradition of formally recording 
specific diagnoses or associating such diagnoses with specific services.36 Further, most dental practices and dental plans 
lack information systems capable of capturing the information necessary for measurement.37 Lastly, limited availability of 
freely accessible claims data is a significant limitation for health service researchers to track progress on oral health quality.

34 National Quality Measures Clearinghouse Domain Framework and Inclusion Criteria. Domain Framework; accessed November 6, 2011.
35 Bhuridej P, Damiano PC, Kuthy RA, et al. Natural history of treatment outcomes of permanent first molars: a study of sealant effectiveness. J Am Dent Assoc. 

2005 Sep;136(9):1265-72.
36 Bader JD, Shugars DA.  Variation, treatment outcomes, and practice guidelines in dental practice.  J Dent Educ 1995, 59: 61-96.
37 Bader JD, Shugars DA, Hayden WJ Jr., et al.  A health plan report card for dentistry.  J Am Coll Dent 1996; 63:29-38. 

http://qualitymeasures.ahrq.gov/about/domain-framework.aspx
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APPENDIX 1:  of Key Terms
 
 

Quality of Care: “The degree to which healthcare services for individuals and populations increase the likelihood of desired 
health outcomes and are consistent with current professional knowledge.” (IOM) According to the 
Information Technology and Quality, “Quality healthcare is the provision of appropriate services to individuals and populations 
that are consistent with current professional knowledge, in a technically competent manner with good communication, shared 
decision-making and cultural sensitivity. (HRSA)

Quality Management: “A body of coordinated activities designed to direct and control an organization with respect to quality.   
Such activities typically include establishing quality policies, quality objectives, quality planning, quality control, quality  
measurement and quality assurance and quality improvement.” (IHI)

Quality Improvement – “A set of techniques for continuous study and improvement of the processes of delivering healthcare* 
services and products to meet the needs and expectations of the customers of those services and products.  It has three  
basic elements: customer knowledge, a focus on processes of healthcare delivery*, and statistical approaches that aim to 
reduce variations in those processes”. (IOM)

Quality Assessment: “Is the measurement of the technical and interpersonal aspects of healthcare and the outcomes of  
that care. Assessment is expressly a measurement activity.” (IOM)

Quality Measurement: “The use of tools that help us measure or quantify healthcare processes, outcomes, patient  
perceptions, and organizational structure and/or systems that are associated with the ability to provide high-quality health-care 
and/or that relate to one or more quality goals for healthcare”. (CMS)

Quality Measures: “The mechanisms that enable the user to quantify the quality of a selected aspect of care by comparing  
.” (NQMC) 

Performance Measure: “A mechanism for assessing the degree to which a provider competently and safely delivers the  
appropriate clinical services to the patient within the optimal time period”. (NQMC) A performance measure describes a  

38 Institute of Oral Health Whitepaper on “Critical Issues and Innovative Solutions to Advance Quality in Dental Care Treatment and Delivery” 2009 Conference 
October 15-16, 2009 - San Jose, CA.  Accessed at 2009 IOH Whitepaper on November 6,2011.
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An extended glossary is available at AHRQ Glossary and NQMC Glossary. 

Note on some common terms:
 
“Metrics”: Attribute being measured; e.g., “quality of care” is a metric.

“Measure”: Operation of assigning a number to a metric; e.g., “the percentage of higher risk kids in the Medicaid program  
that received dental sealants” is a measure of “quality”.

“Measurement”: Resultant number after analysis of the data; e.g., “30%” is the measurement.

“Domain”: Metrics can be further divided into domains to classify measures.

www.ahrq.gov/qual/hcqgloss.pdf
http://qualitymeasures.ahrq.gov/about/glossary.aspx
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APPENDIX 2: Commonly Used Acronyms 
 
CAHPS: Consumer Assessment of Healthcare Providers & Systems is a public-private initiative to develop standardized  
surveys of patients’ experiences with ambulatory and facility-level care. (AHRQ)

CDT: Current Dental Terminology is the ADA reference manual that contains the Code on Dental Procedures and  
Nomenclature and other information pertinent to patient record keeping and claim preparation by a dental office; published 
biennially (e.g., CDT 2009-2010). (ADA)

CPT: Current Procedural Terminology is a listing of descriptive terms and identifying codes developed by the American  
Medical Association (AMA) for reporting practitioner services and procedures to medical plans and Medicare. (ADA)

HEDIS: Healthcare Effectiveness Data and Information Set is a tool used by more than 90 percent of America’s health plans 
to measure performance on important dimensions of care and service.  This measure set was developed and is maintained  
by NCQA. (NCQA)

HIPAA: Health Insurance Portability and Accountability Act of 1996 is a federal law intended to improve the portability of  
health insurance and simplify healthcare administration.  HIPAA sets standards for electronic transmission of claims-related 
information and for ensuring the security and privacy of all individually identifiable health information. (HRSA)

HIT: Health Information Technology is the application of information processing involving both computer hardware and  
software that deals with the storage, retrieval, sharing, and use of healthcare information, data, and knowledge for  
communication and decision making. (HRSA)

ICD-9: International Classification of Disease- 9th Revision is an international disease classification system developed by 
the World Health Organization (WHO) that provides a detailed description of known diseases and injuries.  The classification 
system is used worldwide for morbidity and mortality statistics, reimbursement systems, and automated decision support in 
medicine. (HRSA)  In 2013, an updated ICD-10 classification will be implemented.

SNODENT: Systematized Nomenclature of Dentistry is a tool for capturing detailed diagnostic information in a dental EHR 
environment; clinical findings, anatomic sites, morphologies, etiologies, and diagnoses are encoded and organized in  
hierarchies for purposes of data capture, aggregation, and analysis designed to support quality assessment, quality  
improvement, evidence based practices, public health, and patient safety.
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APPENDIX 3: Acronyms for Organizations
 
ACHS: The Australian Council on Healthcare Standards is a private, non-profit organization that is the leading accreditation 
body in Australia. It provides quality assessment for healthcare organizations such as hospitals, ambulatory care clinics,  
specialty services, and other provider organizations.

AHRQ: Agency for Healthcare Research & Quality is a US federal agency charged with improving the quality, safety,  
efficiency, and effectiveness of healthcare for all Americans. 

ASQ: American Society for Quality is the global quality leader that offers memberships, tools, training, certifications, books, 
and more on topics around quality assurance and improvement. 

CAHMI: Child and Adolescent Health Measurement Initiative is a group based in the Oregon Health and Science University 
Department of Pediatrics, dedicated to advancing consumer-centered healthcare for children, youth and families.

CMS: Centers for Medicare and Medicaid Services is a US federal agency which administers Medicare, Medicaid, and the 
Children’s Health Insurance Program.

HRSA: Health Resources and Services Administration is the primary US federal agency for improving access to healthcare 
services for people who are uninsured, isolated, or medically vulnerable.

IOM: Institute of Medicine is an independent, nonprofit organization that works outside of government to provide unbiased  
and authoritative advice to decision makers and the public. 

MCHB: Maternal and Child Health Bureau provides a foundation for ensuring the health of the Nation’s mothers, women,  
children and youth, including children and youth with special healthcare needs, and their families.  

NCQA: National Committee on Quality Assurance is a non-profit organization dedicated to improving healthcare quality, and  
a central figure in driving improvement throughout the healthcare system, helping to elevate the issue of healthcare quality  
to the top of the national agenda. NCQA accredits and certifies a wide range of healthcare organizations.

NQF: National Quality Forum promotes change through development and implementation of a national strategy for healthcare 
quality measurement and reporting. It builds consensus on national priorities and goals for performance improvement and 
working in partnerships to achieve them; endorses national consensus standards for measuring and publicly reporting  
on performance; and promotes the attainment of national goals through education and outreach programs.

NQMC: National Quality Measures Clearinghouse is a database and Web site for information on specific evidence-based 
healthcare quality measures and measure sets. NQMC is sponsored by AHRQ to promote widespread access to quality  
measures by the healthcare community and other interested individuals.

www.achs.org.au/aboutus/
http://www.ahrq.gov/
http://asq.org/index.aspx
http://cahmi.org/pages/Home.aspx
http://www.cms.gov/
http://www.healthcarecommunities.org/
http://www.iom.edu/
http://www.hrsa.gov/about/organization/bureaus/mchb/
http://www.ncqa.org/
http://www.qualityforum.org/About_NQF/About_NQF.aspx
http://www.qualitymeasures.ahrq.gov/
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