2025 Public Comments and Responses

Comment

Response

Consolidating to a single data submission pipeline for all AMP measures

pipeline for all
AMP measures

program) and shown limited understanding of quality measures at the
health plan level (no familiarity with CAHPS/QHP Surveys). Second, this
approach would mandate the use of [the data aggregator] as a vendor,
removing the flexibility for health plans to work with a certified vendor of
their choice.

(continued on next page)

1 Auditor | Consolidatingtoa | Do Not This initiative is a clear conflict of interest for [the data aggregator] and Thank you for your comment. Based on feedback
single data Support would grant them a harmful monopoly. | say this from the auditor received through public comments and other discussion
submission perspective. [The data aggregator] already has entirely too much power in with stakeholders, IHA has decided not to test or
pipeline for all the CA quality data landscape and have leveraged it to use coercive and consolidate to a single AMP data submission pipeline for
AMP measures misleading business practices in the state. HPs are reliant on [the data MY 2026. Health plans and self-reporting POs will submit
aggregator] for necessary PO data for reporting, which [the data audited rates to FinThrive, and health plans will submit
aggregator] has repeatedly used as leverage to extort business for claims/encounters and eligibility, cost, supplemental, and
cooperation. [The data aggregator] often misrepresents their data as lower member identifier files to IHA's data aggregator for MY
risk than it is, diversifies and consolidates data streams unnecessarily and 2026 as per existing AMP data submission processes.
illogically, obfuscates on the provenance and quality of data collection
programs, and is a generally poor-faith partner in quality management. IHA will continue to refine the pipeline consolidation
Consolidating power and control with [the data aggregator] will surely proposal for MY 2027 for further stakeholder
diminish the validity of all quality reporting for CA. consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
Beyond those reservations, there is insufficient detail in the Public efficiency and allowing for more frequent and granular
Comment notice to appropriately scrutinize the efficacy of the proposed AMP reporting while maintaining the accuracy, integrity,
audit pathway. The PC cites an "abbreviated audit of data sources...and and HEDIS portability of AMP results.
centralized audit of data aggregation and results generation". This requires
more detail for proper scrutiny. The current AMP audit is already
significantly challenged by [the data aggregator's] obfuscation of the
provenance of data. Having a single independent auditor for [the data
aggregator's] rate production would remove the dynamism and diligence
necessary to validate sufficient performance and narrows all CA quality to a
single point of failure. What happens when [the data aggregator] fails to
cooperate with their audit and the results are deemed invalid? CA has no
quality for the year. Unacceptable. Or worse yet, when the auditor rubber
stamps [the data aggregator's] erroneous calculation, and erroneous results
are reported but undetected?
CA cannot afford to remove due diligence and scrutiny from the system in
favor of a monopoly viewed through the rose-colored lens of efficiency.
2 HP Consolidatingtoa | Do Not | do not support this proposal for several reasons. First, based on our Thank you for your comment. Based on feedback
single data Support experience, [the data aggregator] has not demonstrated reliability as a received through public comments and other discussion
submission partner. They have consistently missed deadlines (with CalPERS QAMS with stakeholders, IHA has decided not to test or

consolidate to a single AMP data submission pipeline for
MY 2026. Health plans and self-reporting POs will submit
audited rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data

(continued on next page)
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2 HP Consolidatingtoa | Do Not (continued from previous page) (continued from previous page)
single data Support
submission Additionally, requiring health plans to send all data to [the data aggregator] | aggregator for MY 2026 as per existing AMP data
pipeline for all creates unnecessary duplication. We already transmit data to [a certified submission processes.

AMP measures vendor] and have invested years in developing those files.

IHA will continue to refine the pipeline consolidation

Transitioning to [the data aggregator] would require starting over and proposal for MY 2027 for further stakeholder

sending the same data twice to both [the data aggregator] and [the consideration. IHA will also work with stakeholders to

certified vendor] which is inefficient and burdensome. identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
To clarify, in the event of future pipeline consolidation,
IHA's intent is that AMP health plan participants would
still be able to work with the certified vendor of their
choosing for HEDIS reporting.

3 PO Consolidating toa | Support No additional comment. Thank you for your support. Based on feedback received
single data through public comments and other discussion with
submission stakeholders, IHA has decided not to test or consolidate
pipeline for all to a single AMP data submission pipeline for MY 2026.
AMP measures Health plans and self-reporting POs will submit audited

rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data aggregator for MY
2026 as per existing AMP data submission processes.
IHA will continue to refine the pipeline consolidation
proposal for MY 2027 for further stakeholder
consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.

4 PO Consolidating to a | Support with There can be data fallout/loss when we send data to our health plan Thank you for your comment. Based on feedback
single data Modifications | partners due to things like member-matching. Figure 2 indicates that claims | received through public comments and other discussion
submission and encounters data would be passed through the health plan to be loaded | with stakeholders, IHA has decided not to test or
pipeline for all to [the data aggregator] and that only supplemental data would be sent to consolidate to a single AMP data submission pipeline for
AMP measures [the data aggregator] from POs. We have concerns about this resulting in MY 2026. Health plans and self-reporting POs will submit

incomplete data. As a [data aggregator] client, we already load claims data audited rates to FinThrive, and health plans will submit

to [the data aggregator] and would like to see claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's

(continued on next page) (continued on next page)
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Comment Response
4 PO Consolidating to a | Support with (continued from previous page) (continued from previous page)
single data Modifications
submission this data used in the AMP program and reconciled with the health plans' data aggregator for MY 2026 as per existing AMP data
pipeline for all claims data. submission processes.
AMP measures
It appears the consolidated pipeline would generate only a single set of IHA will continue to refine the pipeline consolidation
clinical rates from the consolidated health plan and PO data. We have proposal for MY 2027 for further stakeholder
concerns about no longer having visibility into "health plan aggregate" vs. consideration. IHA will also work with stakeholders to
"self-reported" PO rates as a comparison of those rates helps to identify any | identify other potential approaches for improving
data issues. Will there be any rates available for review other than the efficiency and allowing for more frequent and granular
consolidated rates? AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
To clarify, in the event of future pipeline consolidation,
IHA's intention is for existing clients of [data aggregator]
to not be required to make any changes to their current
processes with [data aggregator]. IHA's is to use all
available data appropriately in a way that minimizes
burden to participants.
5 HP Consolidatingtoa | Do Not | believe that more conversations need to occur with stakeholders to Thank you for your comment. Based on feedback
single data Support understand the impact of consolidating to a single data submission pipeline | received through public comments and other discussion
submission for all AMP measures before it goes live. MY2026 is too soon to put this with stakeholders, IHA has decided not to test or
pipeline for all process in place. consolidate to a single AMP data submission pipeline for
AMP measures MY 2026. Health plans and self-reporting POs will submit
audited rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data aggregator for MY
2026 as per existing AMP data submission processes.
IHA will continue to refine the pipeline consolidation
proposal for MY 2027 for further stakeholder
consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
6 PO Consolidatingtoa | Do Not | am submitting this comment on behalf of [a provider organization], which | Thank you for your comment. Based on feedback
single data Support has participated in IHA programs for 16 years and remains committed to received through public comments and other discussion
submission supporting high-quality, data-driven care improvement efforts across with stakeholders, IHA has decided not to test or
pipeline for all California. The purpose of this comment is to raise concerns and formally consolidate to a single AMP data submission pipeline for
AMP measures recommend that IHA reconsider the use of [the data aggregator] and MY 2026. Health plans and self-reporting POs will submit
Symphony as a data vendor due to significant and audited rates to FinThrive, and health plans will
(continued on next page) (continued on next page)
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pipeline for all
AMP measures

sourcing all the way through the reporting of rates. Attempting to break the
audit into two pieces destroys the line of sight needed by the auditor to
form an educated audit opinion and leaves the audited organization
helpless to connect aspects of these parallel audits. It’s not at all unusual
for an auditor to report findings during the front-end audit of “information
systems and sources” that have a direct impact on the back-end audit of
“data management and integration.” In this bifurcated scenario, one auditor
may report findings that are ultimately never addressed while another
auditor may not understand how a previous finding may impact the loading
of data or the calculated rates. Final audit findings must be based on review
of the entire HEDIS process by a single auditor, not based on the
independent findings of multiple auditors.

Burden on organizations:

- Burden of two audit firms — requiring health plans and provider
organizations to work with two separate audit firms for a single audit is an
unrealistic and unnecessary burden. Even though the theoretical design is
for the two auditors to review “independent” parts of the HEDIS process,
this is not practical and would breakdown in practice. Working with two
auditors will surely lead to inconsistencies between the firms and a
duplication of effort.

The burden would ultimately fall on the audited organization to try and
reconcile the inconsistencies, interpret and coordinate the inevitable

(continued on next page)

6 PO Consolidatingtoa | Do Not (continued from previous page) (continued from previous page)
single data Support
submission recurring issues with data integrity, particularly surrounding data ingestion, | submit claims/encounters and eligibility, cost,
pipeline for all and inflexible file limitations that have negatively impacted reporting supplemental, and member identifier files to IHA's data
AMP measures accuracy and, ultimately, quality performance measurement. aggregator for MY 2026 as per existing AMP data
submission processes.
Our organization attempted to transition to [the data aggregator] in 2022
and after extensive testing and evaluation, we made the decision not to IHA will continue to refine the pipeline consolidation
move forward with [the data aggregator] due to persistent data proposal for MY 2027 for further stakeholder
inaccuracies and numerous discrepancies. consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
Despite multiple rounds of data submission and validation, we encountered | efficiency and allowing for more frequent and granular
consistent errors in data, including missing fills, incorrect dates, and AMP reporting while maintaining the accuracy, integrity,
unmatched records. These issues significantly impacted the reliability of gap | and HEDIS portability of AMP results.
closure reporting and made it impossible for us to trust the data outputs for
clinical or performance measurement use.
7 Auditor | Consolidatingtoa | Do Not Audit line of sight — the hallmark of the NCQA HEDIS Compliance Audit is its | Thank you for your comment. Based on feedback
single data Support holistic approach to reviewing the entire HEDIS process. The audit process received through public comments and other discussion
submission is intended to be fully connected and follows the data from original with stakeholders, IHA has decided not to test or

consolidate to a single AMP data submission pipeline for
MY 2026. Health plans and self-reporting POs will submit
audited rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data aggregator for MY
2026 as per existing AMP data submission processes.

IHA will continue to refine the pipeline consolidation
proposal for MY 2027 for further stakeholder
consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
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7 Auditor | Consolidatingtoa | Do Not (continued from previous page)
single data Support
submission communications between the two audit firms, and deal with the waste in
pipeline for all resources of fulfilling the same request multiple times. This doesn’t take
AMP measures into account the added cost of working with two separate audit firms, that

will surely cost more in aggregate than working with a single firm. In short,
working with two auditors always makes things more difficult, it never
helps.

- Burden to non-[data aggregator] clients — forcing non-[data aggregator]
clients to adhere to a consolidated data submission pipeline will be a
significant burden.

Organizations already have processes in place for their HEDIS submissions,
including the unique extraction, mapping, processing, transformation, and
loading of data for HEDIS measure generation. Organizations are able to
leverage these data management and integration processes to support AMP
reporting as well. Under the proposed process, non-[data aggregator] clients
will now be required to duplicate this process across two certified measure
vendors, each requiring unique mappings, transformation and ETL. This will
also require organizations to expand Roadmap documentation, resulting in
two different versions of Sections 6 and 7. Requiring non-[data aggregator]
clients to submit to [the data aggregator] will introduce a tremendous burden
to organizations in terms of time, money and resource.

Impact on rates:

- Rate review responsibilities and feasibility — the proposed process does
not clearly identify which auditor would be responsible for rate review and
benchmarking. Regardless, neither auditor would have a fully informed
view to allow effective review. The auditor responsible for information
systems and sources would not have a full understanding of any issues with
loading or measure generation that would impact specific rates. The auditor
responsible for data management and integration would not have a full
understanding of any issues with individual sources or mapping that would
impact specific rates. To further complicate, the reconciliation between the
two would have to be performed in a very short timeframe.

- Organization responsibilities — audited organizations historically work
closely with both the measure vendor and auditor to work the details and
timeline for data load and measure production. This will be incredibly
difficult (if not impossible) if a single vendor is responsible for handling data
and the measure production timeline for all health plans and provider
organizations.

(continued on next page)
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7 Auditor | Consolidatingtoa | Do Not (continued from previous page)
single data Support
submission - Parallel testing — moving from the organization’s current certified measure
pipeline for all vendor to [the data aggregator] is equivalent to an organization changing
AMP measures vendors altogether, with the total transition typically taking a minimum of

one year with extensive parallel testing. It seems highly unlikely (if not
impossible) that [the data aggregator] would be able to respond to and
reconcile parallel testing for all health plans and provider organizations,
using multiple certified vendors, in a single AMP reporting season.
Calculated rates could not be trusted, as significant fluctuations and
extreme benchmark comparisons could not confidently be attributed to an
error in mapping or loading data into a given vendor’s layout, an error in
loading by a given vendor, or a legitimate fluctuation based on changes in
data, specifications or industry trends.

- HEDIS/AMP Reconciliation — part of AMP-HP rate review is reconciling
HEDIS and AMP rates. For the reasons described above under parallel
testing, the effective review and reconciliation of HEDIS and AMP rates
would not be impossible in the short amount of time allowed.

- dQM Transition — as we make the transition from traditional to digital
reporting, health plans, provider organizations, certified measure vendors,
CQL engine vendors, and NCQA will all be moving at different paces. In any
given year, an organization may be required to submit data in both a
traditional and a FHIR format and be comparing results produced
traditionally and digitally. Submitting data in multiple formats will add to
the organization burden discussed previously and comparing results from
different platforms will further complicate comparisons and reconciliations.

Need for vendor audit — the submitted documentation poses, “Whether an
audit of [the data aggregator's] data aggregation and generation of AMP
results is required, given IHA’s data aggregators are neutral third parties and
have not previously been required to undergo audit to generate AMP
results.” The assumption is that ALL measure vendors are neutral third
parties, using certified code. However, data aggregation and generation of
results is always a part of the HEDIS audit (i.e., Roadmap Section 6, Section
7, Rate Review and Benchmarking). To not audit a vendor's processes and
results would hold them to a lower standard than is required of all certified
measure vendors and would not be in the spirit of the HEDIS Compliance
Audit. Indeed, [the data aggregator] would now be a data vendor, a
certified HEDIS measure vendor, and the sole vendor for AMP reporting.
This is not a benefit, nor an opportunity for efficiency. On the contrary,
when the ownership of multiple processes becomes consolidated, the need
for outside audit and review becomes even more significant.
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8 HP Consolidatingtoa | Do Not Audit: We have certain supplemental data used for HEDIS that cannot be Thank you for your comment. Based on feedback
single data Support shared externally. This data is currently included in health plan AMP received through public comments and other discussion
submission submission but would not be included in data shared with Vendor (is not with stakeholders, IHA has decided not to test or
pipeline for all shared with [current data aggregator] today). consolidate to a single AMP data submission pipeline for
AMP measures MY 2026. Health plans and self-reporting POs will submit

Resources/Cost: We expect overall costs to increase. In addition to audited rates to FinThrive, and health plans will submit

continuing support of existing infrastructure to track performance claims/encounters and eligibility, cost, supplemental, and

internally, we expect to incur additional cost to support data extracts, member identifier files to IHA's data aggregator for MY

validation of internal results compared to Vendor, and support for any 2026 as per existing AMP data submission processes.

appeals processes. Also would like to understand costs to health plan of

new process — cost for sending data to Vendor and Vendor producing rates? | IHA will continue to refine the pipeline consolidation

Will health plans have an audit cost? proposal for MY 2027 for further stakeholder
consideration. IHA will also work with stakeholders to

Current process/Impact: Our HEDIS and AMP processes run in parallel and identify other potential approaches for improving

are fully audited end-to-end. In order for us to have assurance that our efficiency and allowing for more frequent and granular

rates from Vendor are accurate, we expect to maintain our existing AMP AMP reporting while maintaining the accuracy, integrity,

process for an undetermined timeframe. and HEDIS portability of AMP results.

Transition Timeline: We view parallel processes in MY2026 as essential to

validate integrity of results; this is a best practice when implementing major

changes to how rates are produced.

Vendor Data Aggregation/AMP Result Audit: Audit of Vendor’s data

aggregation and generation of AMP results would be essential to protect

integrity of the results. While IHA’s data aggregators are “neutral third

parties’, data mapping and aggregation activities are still prone to error

regardless which party performs the activity. In the existing AMP process,

health plan processes undergo an end-to-end audit: source data systems,

data extraction and mapping to HEDIS engine, measure logic (NCQA ASCR),

and measure results. Similar end-to-end audit would need to occur for a

new process.

9 HP Consolidating toa | Support No additional comment. Thank you for your support. Based on feedback received
single data through public comments and other discussion with
submission stakeholders, IHA has decided not to test or consolidate
pipeline for all to a single AMP data submission pipeline for MY 2026.
AMP measures Health plans and self-reporting POs will submit audited

rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data aggregator for MY
2026 as per existing AMP data submission processes.
(continued on next page)
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Response

pipeline for all
AMP measures

measurement year/earlier in the reporting year. Auditing is typically
required for custom mapping, which is used in many measures, without
which results are incomplete and inaccurate. Since [health plan] data is not
Claims-based there is a fair amount of customization to capture all the care
that is delivered and documented in the EHR.

For example, [provider organization] has custom mappings to NDC codes in
the Medication List Directory which are audited and approved only late in
the measurement year. That is then used to generate the annual results for
the Measurement Year. If encounter and supplemental data need to be
submitted more frequently than annually, then data submitted earlier in the
measurement year will likely not have the most current mappings included
and will need to be recast.

Regarding how the process will work: We expect to incur significant
expenses and resource demands in order to support the single data stream
proposal. Currently we submit summarized results only once a year.

We expect the single pipeline to result in extra work/expense as follows:

1. The new process will require more frequent submissions of detailed
raw data — which translates to additional time to QA data before
sending and the resources involved in producing submissions
accounting for all our custom mapping in the EHR.

2. Development time would be required to create data in the new
layouts and then the additional efforts to validate the data in the new
format, process and port over the data to IHA/[data aggregator].

3. Troubleshooting issues and errors more frequently

4. Resubmitting data after close of measurement year, after auditor
approved mappings are in place (not available earlier in the reporting
cycle)

(continued on next page)

9 HP Consolidating to a | Support (continued from previous page)
single data
submission IHA will continue to refine the pipeline consolidation
pipeline for all proposal for MY 2027 for further stakeholder
AMP measures consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
10 PO Consolidatingtoa | Do Not Regarding auditing: PO measure results data that [provider organization] Thank you for your comment. Based on feedback
single data Support and [provider organization] submit are currently audited once a year in received through public comments and other discussion
submission alignment with annual submission cycle. Auditing occurs late in the with stakeholders, IHA has decided not to test or

consolidate to a single AMP data submission pipeline for
MY 2026. Health plans and self-reporting POs will submit
audited rates to FinThrive, and health plans will submit
claims/encounters and eligibility, cost, supplemental, and
member identifier files to IHA's data aggregator for MY
2026 as per existing AMP data submission processes.

IHA will continue to refine the pipeline consolidation
proposal for MY 2027 for further stakeholder
consideration. IHA will also work with stakeholders to
identify other potential approaches for improving
efficiency and allowing for more frequent and granular
AMP reporting while maintaining the accuracy, integrity,
and HEDIS portability of AMP results.
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10

PO

Consolidating to a
single data
submission
pipeline for all
AMP measures

Do Not
Support

(continued from previous page)

Regarding other impacts: The PO analytical teams are HEDIS-certified with
NCQA through Automated Source Code Review (ASCR) process so we are
currently our own certified vendor. We have serious concerns with having
to share large amounts of patient level encounter and clinical data, when
we’ve only had to share summary measure data in the past for the HEDIS
measures.

As mentioned earlier, we already have systems and processes set up to
measure performance on a monthly and annual basis. To support the
IHA/[data aggregator] option, we will need to set up an entire new and
separate process, potentially involve other teams because of having to
submit large amounts of detailed data and support any troubleshooting for
issues that may arise out of mistakes (which is a realistic expectation of any
big transition).

But what we get out of it is less than we already have (timely reporting,
easier to adapt to changing workflows, no additional cost to regenerate
results, etc.). If our internally produced HEDIS rates and IHA/[data
aggregator] generated rates for a measure don’t align then we will have to
spend additional time and resources to figure out why. When the process
for both HEDIS and AMP is within one PO reporting team any discrepancies
are much easier to troubleshoot and are detected earlier in the process.
When there are upstream changes to source data due to issues being
corrected, it’s easy for us to redo and recast results. This would not be
straightforward and will likely take longer with IHA/[data aggregator].

Regarding parallel processing for MY 2026: We should strongly consider
evaluating the process and results from the new process in MY25 before we
commit to a single pipeline for MY26.

Regarding audits: Previous neutral third parties/data aggregators (e.g.
FinThrive) did not receive patient level data from us for the purpose of
calculating clinical HEDIS measures. We provided summarized results (see
next slide) that had been audited and locked.

We understand that [the data aggregator] is certified to calculate HEDIS
measure results, but it should be confirmed whether they have Data
Aggregator Validation (DAV) for this proposed single stream for IHA/[data
aggregator] data intake.

Given that IHA is asking multiple health care entities to submit large
volumes of sensitive patient-level data into this single stream, the processes
to create those data submission should be reviewed/audited.
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Comment

Potential new approaches for measuring patient experience and access

Response

11

PO

Develop a
measure of
provider panel
status

Do Not
Support

No additional comment.

Thank you for your comment. Because panel status
requires relatively few resources to collect and analyze
for AMP, IHA will continue to explore developing a
measure of panel status, as appropriate and in alignment
with California regulators, for capturing a specific aspect
of new patient access.

12

HP

Develop a
measure of
provider panel
status

Do Not
Support

No additional comment.

Thank you for your comment. Because panel status
requires relatively few resources to collect and analyze
for AMP, IHA will continue to explore developing a
measure of panel status, as appropriate and alignment
with California regulators, for capturing a specific aspect
of new patient access.

13

PO

Develop a
measure of
provider panel
status

Do Not
Support

Using PCP panel status as a proxy for appointment availability has several
limitations, primarily the relevance of panel status in an integrated care
model, and the accuracy of such data at a point in time. A more meaningful
measure would be the percentage of members linked with a PCP. Linkage
would be a better representation of a new member’s ability to find a PCP
and protects from inadvertently incentivizing the expansion of physician
panels in a way that limits appointment capacity for currently empaneled
members.

Thank you for your comment. IHA recognizes concerns
raised in the comment with regard to the accuracy of
panel data and the outcome’s relevance to integrated
care. With the Symphony Provider Director, IHA aims to
reduce the errors endemic to existing provider
directories, resulting in substantially more accurate
directory information. In developing a measure of panel
status, IHA will analyze differences across care models to
ensure that any resulting measure is appropriate for use
across models. For example, the resulting measure may
examine percentage of locations where at least one PCP
is accepting new patients, which may be more relevant
to an integrated care model than a measure of
percentage of PCPs accepting new patients.

Because panel status requires relatively few resources to
collect and analyze for AMP, IHA will continue to explore
developing a measure of panel status, as appropriate and
alignment with California regulators, for capturing a
specific aspect of new patient access.

Thank you for the suggestion to measure percentage of
members linked with a PCP. IHA currently collects this
information and will explore with committees how it
might be used to measure patient access in AMP.

14

PO

Collect
appointment
availability data
for AMP

Do Not
Support

No additional comment.

Thank you for your comment. IHA will continue to
explore whether it is worthwhile and appropriate to
collect appointment availability data for use in AMP
measurement.
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Response

availability data
for AMP

Services (DHCS) include some form of a provider network survey (“secret-
shopper” or “known-shopper”) to assess appointment wait time adherence
to established standards and the accuracy of provider directories. While
[provider organization] understands the importance of monitoring
compliance with network adequacy and provider directory requirements,
we have concerns with respect to the methodologies that have been
implemented, the impact to network providers, and the accuracy of
reported results, particularly for integrated plans like [health plan].

First, regulators in California vary widely in the methodologies used to
administer the secret-shopper survey, and in some cases, there is no
published methodology for how the surveys will be conducted, analyzed,
and scored. Not having clear methodology with MCP input has resulted in
survey methods that don’t reflect current practice patterns in an integrated
system, like accounting for covering providers and team-based care. There
are also many factors that can affect the quality and variability of the
responses collected by the survey, including differences in provider staffing
(e.g., whether there are always dedicated appointment scheduling staff
available during business hours) and differences in scheduling processes
and workflows (e.g., whether providers use telephone or online
scheduling).

Second, there are considerations about the impact of introducing additional
survey activity to providers' administrative responsibilities. A
comprehensive “secret-shopper” survey typically involves calling the
directory contact number of a network provider to verify next available
appointment and information such as provider NPI, board specialty, and
languages spoken, which may not always be readily accessible to staff.
These calls require attention from clinic personnel who also handle patient
requests both over the phone and in person. Managing these calls can
affect the allocation of resources for patient care, particularly in plans with
large integrated provider groups, where staff may respond to inquiries for
several providers as part of various regulatory survey processes throughout
the year.

(continued on next page)

15 HP Collect Do Not No additional comment. Thank you for your comment. IHA will continue to
appointment Support explore whether it is worthwhile and appropriate to
availability data collect appointment availability data for use in AMP
for AMP measurement.

16 PO Collect Do Not Current appointment access monitoring requirements for the Department Thank you for your comment. IHA recognizes concerns
appointment Support of Managed Health Care (DMHC) and the Department of Health Care raised in the comment regarding regulator

methodologies, survey burden to providers, and accuracy
of results. IHA does not intend to introduce new survey
activities if appointment availability is measured in AMP
but would leverage current reporting activities and
potentially electronic data, where possible. IHA would
work with stakeholders to develop a methodology that
produced reliable results and was acceptable to
stakeholders. Because this work would require significant
resources, IHA will continue to explore whether it is
worthwhile and appropriate to collect appointment
availability data for use in AMP measurement.
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16 PO Collect Do Not (continued from previous page)
appointment Support
availability data Third, for managed care plans (MCPs) that integrate care and coverage, we
for AMP do not believe survey results will be reported accurately given that

scheduling and provider directories are centralized functions, rather than
managed at the individual provider level. Calling a provider’s office to
inquire about appointment availability or confirm directory information
may therefore not yield results that can be directly compared with the
stated standards or with results from surveys of other MCPs. Additionally,
many [provider organization] members schedule appointments through our
member portal, [website], rather than calling to schedule, so a secret
shopper survey that relies only on phone calls does not accurately
represent a member’s experience.

17 PO Other non- Support Provided feedback in TMC. Thank you for your support.
patient-reported
measures
associated with
patient access,
experience or
satisfaction

18 PO Other non- Support Example: Prior Auth TAT Thank you for your support and for the example
patient-reported provided. Because AMP reports performance at the
measures provider organization level, IHA seeks measures on which
associated with provider organizations have direct influence. The IHA
patient access, team's understanding is that prior authorization
experience or turnaround time reflects health plans' performance more
satisfaction than provider organizations'. However, IHA will continue

to consider this example as it explores options for
measuring patient access.

19 HP Other non- Do Not No additional comment. Thank you for your comment. IHA will continue to
patient-reported | Support explore with stakeholders whether it is appropriate to
measures collect non-patient-reported data on patient experience.
associated with
patient access,
experience or
satisfaction

Retired measures

20 PO Asthma Support No additional comment. Thank you for your support.
Medication Ratio
(AMR)
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Comment Response
21 HP Asthma Support No additional comment. Thank you for your support.
Medication Ratio
(AMR)
22 HP Asthma Support No additional comment. Thank you for your support.
Medication Ratio
(AMR)
23 PO Asthma Support Support. Thank you for your support.
Medication Ratio
(AMR)
Testing measures
24 PO Follow-Up After Support No additional comment. Thank you for your support.
Acute Care Visits
for Asthma (AAF-
E)
25 HP Follow-Up After Support No additional comment. Thank you for your support.
Acute Care Visits
for Asthma (AAF-
E)
26 PO Follow-Up After Support Support. Thank you for your support.
Acute Care Visits
for Asthma (AAF-
E)
Measures for full adoption
27 HP Race/Ethnicity Support No additional comment. Thank you for your support.
Description of
Membership
(RDM)
28 PO Race/Ethnicity Support with The RDM measure may provide a means to assess the data completeness of | Thank you for your comment. IHA does not intend to
Description of Modifications | member’s race/ethnicity information for a PO. Our expectation would be utilize RDM results for incentives, recognitions, or public
Membership that IHA/[data aggregator] not use the underlying R/E data to create R/E reporting for MY 2026. Because of this, IHA has changed
(RDM) stratified results for measures that are not required to be R/E stratified by RDM'’s status to “Information Only” in the Final MY 2026
NCQA or California State entities. AMP Measure Set.
IHA does not intend to use RDM numerators,
denominators, or rates to create R/E stratified results for
other measures. In instances where member level files
containing R/E information are available, IHA may create
(continued on next page)
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Response

not tie to funding processes.

28 PO Race/Ethnicity Support with (continued from previous page)
Description of Modifications
Membership R/E stratified results of other measures for special
(RDM) analyses. IHA would seek AMP participant approval prior
to any reporting or publication of such analyses, and
results would not be identifiable by organization.
Measures tested and not recommended for advancement
29 PO Pharmacotherapy | Support No additional comment. Thank you for your support.
for Opioid Use
Disorder (POD)
30 HP Pharmacotherapy | Do Not No additional comment. Thank you for your comment. In testing, POD did not
for Opioid Use Support produce valid rates for most AMP POs. IHA committees
Disorder (POD) weighed the value of continuing to use POD in AMP
given its inclusion in California purchaser and regulator
measure sets, versus its inability to produce useful
results in AMP. The PGC determined that POD should not
advance in AMP due to its poor results, despite its
alignment in the landscape.
31 PO Pharmacotherapy | Support Support. Thank you for your support.
for Opioid Use
Disorder (POD)
Information Only measures
32 HP Primary Care Support No additional comment. Thank you for your support.
Spending
33 PO Primary Care Do Not The Primary Care Spending analyses are not valid for integrated health care | Thank you for your comment. IHA plans to generate
Spending Support systems when the PO is artificially divided into geographic segments that do | Primary Care Spending as an information-only measure

in AMP for MY 2026. Results will not be used for
incentives, public reporting, or awards for MY 2026. The
methodology for this measure applies health plan-
provided fee schedules to reported encounters to
determine Primary Care Spending at the PO level. Results
may therefore provide insights into patterns of care and
levels of spending across regions, including in care
models with centralized funding processes.

Of note, IHA will also release Primary Care Spending

reports to AMP participants in early 2026 using MY 2023
data that may further demonstrate the usefulness of this
information to different AMP participating organizations.
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Comment Response
Measure specification updates
34 Auditor | Measure Support No additional comment. Thank you for your support.
template updates
to align with
measure steward
35 PO Measure Support No additional comment. Thank you for your support.
template updates
to align with
measure steward
36 HP Measure Support No additional comment. Thank you for your support.
template updates
to align with
measure steward
37 PO Measure Support No additional comment. Thank you for your support.
template updates
to align with
measure steward
38 HP Statin Therapy for | Support No additional comment. Thank you for your support.
Patients With
Cardiovascular
Disease (SPC-E)
39 PO Statin Therapy for | Support No additional comment. Thank you for your support.
Patients With
Cardiovascular
Disease (SPC-E)
All other comments
40 PO All other Support with PDC-STA and SPC stewards need to be in alignment. Thank you for your comment. Your comment regarding
comments Modifications Proportion of Days Covered: Statins (PDC-STA) and Statin
SUPD -Added a denominator exception for members with diabetes who do Therapy for Patients With Cardiovascular Disease (SPC)
not have a prescription claim for a statin but do have 21 prescription claims | has been noted and shared with the applicable measure
for either a PCSK9 inhibitor or bempedoic acid. But this change was not stewards. Note that PQA measures are heavily
added to PDC-STA. dependent on pharmacy data, whereas HEDIS measures
allow the use of claims and other supplemental data.
This distinction may constitute unique specification
requirements between the respective measure stewards.
(continued on next page)
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40

PO

All other
comments

Support with
Modifications

Comment

Response

(continued from previous page)

The AMP program aligns with the measure steward’s
specifications whenever possible, to further support
alignment with regional and national performance
measurement and benchmarking efforts. Your
comments were reviewed by the measure steward (PQA)
who provided the following response:

Statin Use in Persons with Diabetes (SUPD) is a gap
closure measure which assesses disease-specific
standards of care (clinical guidelines) and sets criteria to
ensure that the standards of care, when appropriate, are
implemented. The overall intent of the measure is to
reduce ASCVD risk for individuals with diabetes through
the use of statin therapy.

In 2024, the American Diabetes Association (ADA)
updated its guidelines for ASCVD prevention to include
bempedoic acid and PCSK9 inhibitors as alternatives for
patients with diabetes who are intolerant to statins.
These changes to the guidelines were considered
through PQA’s consensus-based measure maintenance
process. As a result, to reflect guideline concordant care,
the SUPD measure added a denominator exception in
MY2026 for individuals in the SUPD initial population
who receive these therapies.

In contrast, the PDC-STA measure assesses an individual's
adherence to a prescribed medication regimen.
Substantial evidence demonstrates that adherence to a
prescribed statin regimen is directly associated with
improved patient outcomes.

To determine the number of days covered, individuals
included in the PDC-STA measure must be covered by at
least one statin medication for each day in the
treatment period. It does not have to be the same statin,
but it must be included on the measure’s target
medication list. This approach allows for switching
between target medications during the treatment
period.

(continued on next page)
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40

PO

All other
comments

Support with
Modifications

Comment

Response

(continued from previous page)

However, there are instances when a patient cannot
continue a prescribed statin regimen due to adverse
reactions or intolerance. This decision should be made
collaboratively between the prescriber and the
individual. If a statin is discontinued because it is no
longer clinically appropriate or beneficial, the individual
may appear nonadherent for the remainder of that
measurement year but would not be included in the
measure denominator in any subsequent years in which
they are not receiving statin therapy.

Because SUPD and PDC-STA serve different purposes,
their exclusions and exceptions will not always align. For
PCSK9 inhibitors may be prescribed as adjunct therapy to
statins, rather than a replacement. In these instances, an
exception for individuals who are non-adherent to their
statins but have separate claims for PCSK9 inhibitors
would not be consistent with the measure intent.

41

PO

All other
comments

Do Not
Support

BCS-E - Our physicians cont to be concerned and ask why pts with a dx of
breast cancer remain in a screening measure.

Thank you for your comment. The AMP program aligns
with the measure steward’s specifications whenever
possible, for further alignment with regional and national
performance measurement and benchmarking efforts.

The BCS-E measure, which is based on USPSTF
guidelines, does not exclude individuals with a current
diagnosis or prior history of breast cancer because (1)
individuals can receive breast cancer a second time, (2)
given the two-year lookback period, it is expected that
patients who complete treatment would resume routine
mammogram screenings and (3) individuals that
obtained a breast cancer diagnosis as a result of the
screening measure should be included in the measure.
However, the measure does exclude individuals with left
and right mastectomy as mammograms are not
recommended for this population. NCQA will continue to
monitor evidence and guidelines on breast cancer
screening criteria for individuals with a history of breast
cancer and consider updates to the measure as needed.

42

PO

All other
comments

Support with
Modifications

PPC: Global codes are often used, but in our experience do not often
contain the date of the initial prenatal visit or date of the postpartum visit
since this is not required for reimbursement. The use of global codes makes
it challenging to capture and measure "timeliness" of care.

Thank you for your comment. The AMP program aligns
with the measure steward’s specifications whenever

(continued on next page)
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(continued from previous page)

possible, for further alignment with regional and national
performance measurement and benchmarking efforts.
The intent of the Timeliness of Prenatal indicator in the
Prenatal & Postpartum Care measure is to assess timely
initiation of prenatal care as that is a key indicator of
healthcare quality. For AMP reporting, it is expected that
the organization will have data, such as EHR or other
supplemental data, containing the dates when members
received prenatal or postpartum care.

NCQA understands the difficulty with not having the
information needed for the measure from global codes.
If organizations are able to assess timely initiation of
prenatal care in ways not currently included in the
measure, NCQA is open to suggestions on alternatives
that meet clinical intent for inclusion in future versions of
the measure.

43

PO

All other
comments

Support with
Modifications

DSF-E: The Depression Screening rate results currently have little value due
to challenges collecting the data. The measure specifications only support
data capture with LOINC codes, which results in a large data gap for the
measure and limited actionability of the results. We would support
additional codes that support reporting for this measure.

Thank you for your comment. The AMP program aligns
with the measure steward’s specifications whenever
possible, to further support alignment with regional and
national performance measurement and benchmarking
efforts. During measure development the measure
steward, NCQA, decided to only include instrument-
specific screening codes (LOINC Codes) because it creates
a better quality measure that is more reflective of what is
occurring at the point of care. Using the LOINC codes
ensures that only screenings conducted using an eligible
screening instrument are included in reporting.

Note that organizations may continue to map depression
screenings captured in other data sources to the LOINC
codes included in the measure, as long as the underlying
data (specific validated screening tool and result) are
available in the data system. Code mapping must
continue be reviewed and approved by the auditor.

NCQA continues to analyze and collect feedback for any
challenges regarding the DSF-E measure that will help
improve reporting. If you have additional
recommendations, questions, or comments, please feel
free to forward to the NCQA AMP team to share with the
measure team.

2025 Public Comment Period

Page 18 of 21




Comment Response

44 HP All other Support with SUPD - allow myalgia as an exclusion from this measure; allow all evidence Thank you for your comment. The AMP program aligns
comments Modifications | of medication dispensing events to count towards the numerator, not just with the measure steward’s specifications whenever
those tied to health plan pharmacy claims possible, to further support alignment with regional and
national performance measurement and benchmarking
PDC - allow all evidence of medication dispensing events to count in the efforts. Your comments were reviewed by the measure
numerator, not just those tied to health plan pharmacy claims steward (PQA) who provided the following response:

In previous evaluations of the Statin Use in Persons with
Diabetes (SUPD) measure, the PQA Measure Update
Panel (MUP) considered and voted not to exclude
individuals with myalgia, because there was not
sufficient evidence to recommend excluding patients
with statin-associated muscle symptoms (SAMS) or
myalgia from the measure. For these side effects, it is
best practice to rechallenge at a lower dose or with an
alternative statin.

In 2024 the American Diabetes Association (ADA)
updated its guidelines for atherosclerotic cardiovascular
disease (ASCVD) prevention, recommending that
treatment with bempedoic acid or PCSK9 inhibitor is an
appropriate alternative cholesterol-lowering therapy for
individuals with diabetes who are intolerant to statin
therapy. These changes to the guidelines were
considered through PQA’s consensus-based measure
maintenance process.

As a result, for the 2026 measurement year, the SUPD
measure will include a denominator exception for
individuals in the SUPD eligible population who do not
receive a statin during the measurement year but do
receive bempedoic acid or PCSK-9 inhibitor. This ensures
that the SUPD measure does not penalize organizations
for providing guideline-concordant care.

PQA will continue to monitor updates to clinical practice
guidelines to identify any additional potential
considerations for PQA measures that may help address
these clinical scenarios, and will make updates in the
future, as applicable.

For the SUPD and Proportion of Days Covered by
Medication (PDC) measures,

(continued on next page)
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diabetes measures which is not appropriate. Along the same lines,
prediabetes/elevated blood glucose/elevated Alc are all essentially
interchangeable. Would recommend allowing all to be exceptions for these
prescription diabetes definitions rather than just prediabetes.

Lastly, | would like a return to myalgia due to statin as an exclusion for statin
measures. Myositis seems like too high a bar. | am not measuring CPKs
when a patient complains of muscle aches from a statin and therefore often
only have a myalgia diagnosis. Thanks for considering these suggested
changes.

44 HP All other Support with (continued from previous page)
comments Modifications
PQA measures were not tested nor endorsed with use of
supplemental data and inclusion of supplemental data is
currently not allowed. Only paid, non-reversed
prescription claims are included in the data set to
calculate the measure.
45 HP All other Support with Diabetes measures still include the definition of diabetes from prescriptions | Thank you for your comment.
comments Modifications | used outside of diabetes. GLP-1 meds are getting patients into these

1. For the diabetes measures, beginning with MY 2024
reporting, NCQA refined the denominators related to off
label medication use (e.g., prediabetes, weight loss,
PCOS, congestive heart failure, CKD, etc.). Members who
are dispensed a diabetes medication during the
measurement year or the year prior to the measurement
year must also now have at least one diagnosis of
diabetes (i.e. - Type 1 or Type 2) during the measurement
year or the year prior to the measurement year in order
to be included in the measures. This criterion update
better ensures that individuals using traditionally
diabetes medications for conditions other than Type 1 or
Type 2 diabetes are not pulled into the measure
inaccurately.

Members who are diagnosed as "prediabetic" are not
included in the diabetes measures. The measures assess
members who already have a "diabetes" diagnosis (i.e. -
Type 1 or Type 2). Only claims data is used to meet Event
criteria. If the member meets denominator criteria (i.e.,
had at least 2 diagnoses of diabetes, OR was dispensed
an appropriate prescription AND had at least 1 diagnosis
of diabetes during the required timeframe), then the
member is included in the measure; therefore, a
diabetes diagnosis code from the Diabetes Value Set is
required for members to be included in the measure.

2. For the NCQA-stewarded Statin Therapy for Patients
With Cardiovascular Disease (SPC-E) measure, there are
denominator exclusions for members with myalgia,
myositis, myopathy, or rhabdomyolysis (Muscular Pain
and Disease Value Set*) during the measurement period
and for members with myalgia or rhabdomyolysis caused
by a statin (Muscular Reactions

(continued on next page)
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(continued from previous page)

to Statins Value Set) any time during the member’s
history through the last day of the measurement period.

In previous evaluations of the PQA-stewarded Statin Use
in Persons with Diabetes (SUPD) measure, the PQA
Measure Update Panel (MUP) considered and voted not
to exclude individuals with myalgia, because there was
not sufficient evidence to recommend excluding patients
with statin-associated muscle symptoms (SAMS) or
myalgia from the measure. For these side effects, it is
best practice to rechallenge at a lower dose or with an
alternative statin.

In 2024 the American Diabetes Association (ADA)
updated its guidelines for atherosclerotic cardiovascular
disease (ASCVD) prevention, recommending that
treatment with bempedoic acid or PCSK9 inhibitor is an
appropriate alternative cholesterol-lowering therapy for
individuals with diabetes who are intolerant to statin
therapy. These changes to the guidelines were
considered through PQA’s consensus-based measure
maintenance process.

As a result, for MY 2026, the SUPD measure will include a
denominator exception for individuals in the SUPD
eligible population who do not receive a statin during the
measurement year but do receive bempedoic acid or
PCSK-9 inhibitor. This ensures that the SUPD measure
does not penalize organizations for providing guideline-
concordant care.

PQA will continue to monitor updates to clinical practice
guidelines to identify any additional potential
considerations for PQA measures that may help address
these clinical scenarios, and will make updates in the
future, as applicable.
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