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Access A patient’s ability to obtain medical care. Ease of access is 
determined by components such as availability of medical 
services and their acceptability to the patient, location of health 
care facilities, transportation, hours of operation and affordability 
of care. 

Accreditation An official authorization or designation to an organization 
determined by compliance with a set of industry-derived 
standards.  

Accuracy The extent to which recorded data (on medical records, forms 
and computer databases) are error-free and reflect defining 
events.  

Acute Care  Treatment of a short-term or episodic illness; treatment of an 
exacerbated chronic condition.  

Administrative 
Database 

Automated data, including claims and encounter systems used 
by an organization to manage delivery of health services to 
members.  

Administrative Method An organization must identify a measure’s denominator and 
numerator, using transaction data or other administrative 
databases. The denominator comprises all eligible members. 
See initial population. The organization reports a rate based on 
all members who meet the denominator criteria and who are 
found through administrative data to have received a particular 
service.  

Algorithm A method used to create a calculated result. For example, 
algorithms are used to combine medical record results with 
administrative results to produce a measure’s rate.  

http://www.trilliumhealthresources.org/
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Ambulatory Care Outpatient health care services that do not require 
hospitalization, such as those delivered at a physician’s office, 
clinic, medical or surgical center or outpatient facility. 

Attestation A statement ensuring the validity of a report or document (e.g., 
practitioner attestation).  

Attribution Basis Health plan enrollment requirements for members to be 
included in a measure's initial population. Includes continuous 
enrollment and allowable gaps criteria. 

Audit A systemic investigation of procedures and operations that 
determine conformity with prescribed criteria. 

Audit Results Designations that are assigned by the HEDIS Compliance 
Auditor indicating the report status of each measure. 

Benchmark National, state and regional averages among organizations 
submitting data to NCQA. Benchmark data come from 
accredited and nonaccredited organizations and consist of 
reporting measures publicly and privately. 

Bias  
(Degree of Bias) 

Degree of error. HEDIS rate measures are reported using a 95% 
confidence interval. A greater than 5% error in the reported rate 
is considered materially biased and receives a Biased Rate (BR) 
designation. For non-rate based measures, the error is greater 
than 10% for material bias and BR designation.  

Bundling The organization accepts a single code as representative of 
several services or encounters. For example, prenatal care visits 
are bundled with delivery, or all hospital services may be under 
the revenue code for room and board. 
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CAHPS Consumer Assessment of Healthcare Providers and Systems. The 
CAHPS Program is overseen by the Agency for Healthcare 
Research and Quality (AHRQ) and includes a number of survey 
products designed to capture consumer experience across 
different levels of the health care system. NCQA uses adult and 
child versions of the CAHPS Health Plan Survey for HEDIS and 
refers to them as the CAHPS Health Plan Survey, Adult Version 
and CAHPS Health Plan Survey, Child Version.  

Capitation A set amount of money received or paid and based on 
membership rather than services delivered. Generally refers to a 
negotiated, per capita rate to be paid periodically (usually 
monthly) by an organization to a provider. 

Carve Out An organization sponsor (e.g., employer or purchaser) contracts 
for a service or function (e.g., mental health or laboratory) to be 
performed by an entity other than the organization. 

Chronic Care A general description of a medical condition from which a 
person may suffer periodically or continuously, as opposed to a 
condition that can be healed with treatment. 

Claim Audit/ Error Rate A rate that indicates the reliability of a claims processing system. 
Most organizations review a sample of processed claims to 
compute an error rate, usually expressed as financial and 
nonfinancial.  

Claim-Dependent 
Denominator 

To determine the denominator through claims data (e.g., 
diabetic members are identified by claims showing diagnoses for 
diabetes or dispensing insulin).  

Concurrent Audit Evaluation of methods and data during the data collection 
period. HEDIS Compliance Audits take place during data 
collection, allowing organizations to correct errors before data 
are reported.  
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Confidence Level The degree of confidence, expressed as a percentage, that a 
reported number’s true value is between the lower and upper 
range specified. 

Continuous Enrollment The minimum amount of time, including allowed gaps, that a 
member must be enrolled in an organization to be eligible for a 
measure.  

Copayment A fixed payment paid by a patient at each visit to an organization 
clinician or when receiving covered services in a health plan. 

Corrective Action An activity an organization completes between the onsite visit 
and data submission to correct problems that may result in a 
Biased Rate (BR) designation.  

CPM Committee on Performance Measurement. This committee 
decides the measures included in HEDIS and content or changes 
to these measures.  

CQL Clinical Quality Language. A Health Level Seven International® 
(HL7®) domain-specific language focused on clinical quality and 
targeted at measure authors. The CQL specification describes a 
machine-readable canonical representation, ELM, that is 
designed to enable sharing of clinical knowledge.  

Database Data collected and organized in a computer file for ease of 
expansion, updating and retrieval. 

Data Collection Method Data collection methods used in HEDIS are the Administrative 
Method (A), which includes claims and encounter data; the 
Hybrid Method (H), which combines claims/encounter data and 
chart (medical record) review data; Electronic Clinical Data 
Systems (ECDS), which includes data from electronic databases; 
and survey data collected through the CAHPS survey. 

Data Completeness Determination or evaluation of missing data. Data-completeness 
issues must be quantified and Biased Rate (BR) designations 
must be supported by determination of material bias.  

https://cql.hl7.org/
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Data Completeness 
Assessment 

An assessment of the effect of claim lag and encounter data 
submission rates on organization data completeness.  

Data Consolidation A combination of data from multiple sources, such as multiple 
electronic sources or electronic and medical record sources.  

Data Extraction Collecting data from medical records or from electronic and 
automated systems.  

Data Integration Combining data from multiple sources, with additional steps to 
ensure that duplicate data are removed and the remaining data 
are refined.  

Data Integrity Data that have not been altered or destroyed. 

Data Reliability A measure of data consistency based on reproducibility and an 
estimation of measurement error. 

Deductible A fixed amount a patient must pay each year before an insurer 
will begin covering any part of the cost of care. 

Delegation An organization gives another entity the authority to perform 
certain functions on its behalf, such as providing mental health 
care and laboratory and vision services. Delegation may also 
include service functions such as claims processing and call 
center functions. Although the organization may delegate the 
authority to perform a function, it may not delegate the 
responsibility for ensuring that the function is performed 
appropriately.  

Delegates of NCQA-Accredited health plans may also perform 
credentialing, utilization management and quality improvement 
activities. 

Direct Pay Premium payments made by members directly to the 
organization rather than through an intermediary such as an 
employer or state or federal program. 
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Direct Reference Code A single code that meets criteria for a service or condition. Listed 
in the measure specification; also included in the Direct 
Reference Codes spreadsheet of the VSD (as are direct reference 
codes used for measures reported using ECDS).  

Note: Value sets that contain only one code will be phased out 
(and turned into direct reference codes) as measures are 
digitalized. 

Discharges The number of people released from a hospital. 

Disenrollment Termination of participation in an organization. 

ECDS Electronic clinical data systems. A HEDIS reporting standard for 
health plans that collect and submit quality measures to NCQA. 
This reporting standard defines the data sources and types of 
electronic data acceptable for use in a HEDIS measure report. 
Data systems that may be eligible for ECDS reporting include, 
but are not limited to, administrative claims, clinical registries, 
health information exchanges, immunization information 
systems, disease/case management systems and electronic 
health records. 

Eligible Population  All members who satisfy a measure’s specified criteria, including 
age, continuous enrollment, benefit, event and anchor date 
enrollment. 

Note: This term is only used in the FRM, MUI and PAO 
measures. 

ELM Expression Logical Model. A Unified Modeling Language™ 
specification for representing measure logic independent of 
syntax and special-purpose constructs introduced at the syntactic 
level. It is intended to enable distribution and sharing of 
computable quality logic.  

https://cql.hl7.org/13-f-glossary.html
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EPO Exclusive provider organization. A type of health insurance 
product that usually limits coverage to care from providers, or 
groups of providers, who have contracts with the health 
insurance issuer to be part of a network of participating 
providers. EPO members are generally not reimbursed, nor do 
they receive benefits for out-of-network services; however, some 
EPOs provide partial reimbursement for emergency situations. 

External Data Automated data supplied by contracted practitioners, vendors or 
public agencies (e.g., pharmacies, labs, hospitals, schools, state 
public health agencies).  

External data can also come from electronic medical records 
(EMR). An EMR system is typically developed and maintained at 
a hospital or a physician’s office, and may be integrated (or 
linked) to the organization’s system. External data files may be 
standard or nonstandard. 

FAQ Frequently asked questions posted to the NCQA website on the 
15th of each month.  

Fee-for-Service A method of charging for medical services. A physician charges a 
fee for each service provided and the insurer or patient pays all 
or part of the fee. 

FHIR® Fast Healthcare Interoperability Resources. A specification 
standard for exchanging health care information electronically 
that supports exchange of structured and standardized data. 
Resources are defined and represented in common ways, and 
are built from data types that define common, reusable patterns 
of elements and share a common set of metadata. 

HEDIS Repository A database or file system that stores HEDIS information, 
including practitioners, claims and membership, and which may 
be updated during the data collection period.  
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HIPAA Health Insurance Portability and Accountability Act. Federal 
government standards regarding privacy regulation that set 
specific and explicit rights individuals have to access, make 
changes to and restrict the use of their protected health 
information. See PHI. 

HMO Health maintenance organization. An organized health care 
system that is accountable for both the financing and delivery of 
a broad range of comprehensive health services to an enrolled 
population, and for assessing access and ensuring quality and 
appropriate care. In this type of organization, members must 
obtain all services from practitioners affiliated with the HMO, and 
must usually comply with a predefined authorization system in 
order to receive reimbursement.  

Hybrid Measure A measure that requires identification of a numerator using 
administrative and medical record data. The denominator is a 
systematic sample of members drawn from the administrative 
denominator.  

I-SNP Institutional-Special Needs Plan. I-SNPs are their own benefit 
category for CMS Special Needs Plans. I-SNPs are for Medicare 
Advantage members who have had, or are expected to need, 
care in an institutional setting for 90 days or longer. See SNP. 

In-Network A predesignated set of providers in an organization is referred to 
as a network of providers. Members usually receive a higher rate 
of coverage when they see an in-network provider for care. 

Inclusiveness The extent to which an entire population or defined group is 
intentionally included in a database. 
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Indicator HEDIS measures consist of one-to-many indicators, each 
corresponding to a specific rate. For measures with multiple 
metrics and/or stratifications, each indicator corresponds to a 
unique combination of metric and stratifications. 

For example, the Weight Assessment and Counseling for 
Nutrition and Physical Activity for Children/Adolescents measure 
has three metrics, each with two age stratifications and a Total, 
resulting in nine indicators. 

Initial Population The initial population includes all persons who satisfy attribution 
criteria, including age, continuous enrollment, allowable gap, 
benefit, and event criteria.  

Inpatient Procedures performed or services rendered to patients during a 
hospital stay. 

Internal Data Any automated data file created by the organization, which 
supplements the claim/encounter data in the HEDIS repository. 
The data can come from internal systems such as DM programs. 
Internal files are nonstandard. 

Interrater Reliability A methodology for quality control and evaluation of the medical 
record review process. Organizations use this method to 
compare a record reviewer’s results to those of another reviewer.  

LOS Length of stay. Number of hospital days from admission to 
discharge. 

LTI Flag Long Term Institutional flag. Identifies members who are long-
term residents in an institution. This flag is populated in CMS’s 
Monthly Membership Detail Data File. 

Measurement Period The period of time during which a measure is calculated. 

Measurement Year The year that an organization evaluates HEDIS measures.  
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Medication List Some measures require the use of clinical pharmacy data or 
pharmacy claims data to identify dispensed medications. The 
specifications reference medication lists that must be used for 
HEDIS reporting for each pharmacy-dependent measure. In the 
specifications, medication list references are underlined (e.g., 
Diabetes Medications List). Medication lists used for HEDIS 
reporting are included in the Medication List Directory. A 
medication list includes the National Drug Codes (NDC) and 
RxNorm codes that may be used for reporting along with the 
generic name, the brand name (if applicable), the strength/ dose 
and the route for each code. 

Member An individual (and the individual’s eligible dependents) who pays 
premiums to the organization as a member of the organization’s 
enrollment population. Members usually receive specified health 
care services from a defined network for a specified time. 

Metric Metrics are used in HEDIS submission and result XML files to 
group data elements and optional stratification values within a 
measure. 

For single-metric measures, the metric describes the subject of 
the measure. For multi-metric measures, the metrics describe the 
various concepts evaluated in the measure (e.g., BMI Percentile, 
Physical Activity Counseling and Nutrition Counseling for the 
Weight Assessment and Counseling for Nutrition and Physical 
Activity for Children/Adolescents measure). 

Network Doctors, clinics, health centers, medical group practices, 
hospitals and other providers that an organization selects and 
contracts with to care for its members. 

Outpatient Visits Visits to providers that do not require hospital admission.  

PHI  Protected health information. Information that can identify a 
specific person. Person-identified information is associated with 
names, social security numbers, alphanumeric codes or other 
unique individual information. 
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POS Point of service. An HMO with an opt-out option. In this type of 
organization, members may choose to receive services either 
within the organization’s health care system (e.g., an in-network 
practitioner) or outside the organization’s health care delivery 
system (e.g., an out-of-network practitioner). 

The level of benefits or reimbursement is generally determined 
by whether the member uses in-network or out-of-network 
services. Common uses of “POS” include references to products 
that enroll each member in both an HMO (or HMO-like) system 
and in an indemnity product. A POS product is also referred to 
as an “HMO swing-out organization,” an “out-of-organization 
benefits rider to an HMO” or an “open-ended HMO.” 

Positive Numerator 
Event 

Evidence of a measure-required service/events/diagnoses in 
either the administrative data or the medical record.  

Positive Numerator Hit A person who satisfies the numerator requirements of a measure 
and who may be counted in the numerator. Some measures have 
multiple numerator requirements; for example, in the Childhood 
Immunization Status measure, the DTaP numerator requires four 
separate immunizations for a member to be a positive numerator 
hit.  

PPO  Preferred provider organization. PPOs are responsible for 
providing health benefits-related services to covered individuals 
and for managing a practitioner network. They may administer 
health benefits programs for employers by assuming insurance 
risk or by providing only administrative services. 

Product An organized health care system that is accountable for financing 
and delivering a broad range of comprehensive health services 
to an enrolled population (HMO, POS, PPO, EPO). 

Product Line Commercial, Medicaid, Medicare, Exchange.  
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Provider An institution or organization that provides services for the 
organization’s members. Examples of providers include hospitals 
and home health agencies.  

NCQA uses the term practitioner to refer to professionals who 
provide health care services; however, it recognizes that a 
provider directory generally includes both providers and 
practitioners, and that the inclusive definition is the more 
common usage. 

Quality Assurance Activities that safeguard or improve quality of medical care. 

Rater-To-Standard A methodology for evaluating the medical record review 
process. Organizations using this method compare their medical 
record reviewers’ results to a supervisor or lead reviewer’s results 
and strive for consistency of reviewer results.  

Required Benefit HEDIS measures evaluate performance and hold organizations 
accountable for services provided in their members’ benefits 
package. Measure specifications include benefits (i.e., medical, 
pharmacy, mental health, chemical dependency) required during 
the continuous enrollment period. 

RES Race and Ethnicity Stratification. NCQA requires reporting race 
and ethnicity as defined by the Office of Management and 
Budget (OMB) Standards for Maintaining, Collecting, and 
Presenting Federal Data on Race and Ethnicity. 

Retrospective audit Evaluation of methods and data after the data collection period 
has ended. With this type of audit, organizations are not given a 
chance to correct errors before data are reported. HEDIS 
Compliance Audits are conducted using a concurrent audit.  

Risk adjustment A statistical adjustment that controls for factors beyond the 
control of an organization so that results can be validly compared 
with those of other organizations. 
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Rules for Allowable 
Adjustments 

The “Rules” specify how HEDIS measures may be adapted for 
use outside the traditional health plan setting for different 
purposes and levels of analysis (e.g., population health 
management, quality improvement).  

Sample Frame The file that contains the eligible population for survey measures. 
The sample frame must be approved by the auditor before it is 
sent to the NCQA-Certified Survey Vendor.  

Scoring Indicates how the calculation is performed for the measure, 
including proportion, ratio, continuous-variable, and cohort. The 
value set is extensible, allowing additional measure scoring types 
to be represented. 

SNP Special Needs Plan. SNPs were created by Congress as part of 
the Medicare Modernization Act (MMA) of 2003 as a new type of 
Medicare managed care plan focused on certain vulnerable 
groups of Medicare beneficiaries: the institutionalized, dual 
eligibles and beneficiaries with severe or disabling chronic 
conditions.  

An SNP benefit package, referred to by CMS as the “plan,” may 
be a stand-alone Medicare Advantage contract or a benefit 
package within a larger Medicare Advantage contract. SNPs 
submit structure and process measures and HEDIS measures at 
the benefit package level. 

Supplemental data Data other than claims and encounters used by the organization 
to collect information about its members and about delivery of 
health services to its members.  

Systematic sample The methodology that NCQA requires the organization to use to 
create a subset of members from the administrative 
denominator. This subset or sample is used for reporting hybrid 
measures.  



Page 14 of 17 

HEDIS MY 2026 PROVIDER GLOSSARY 
 

Telehealth Synchronous telehealth requires real-time interactive audio and 
video telecommunications.  

Asynchronous telehealth, sometimes referred to as an “e-visit” 
or “virtual check-in,” is not in real-time, but still requires two-way 
interaction between the member and provider. For example, 
asynchronous telehealth can occur through a patient portal, 
secure text messaging or email.  

Type Indicates whether the measure is used to examine a process, an 
outcome over time, a patient-reported outcome, or a structure 
measure such as utilization. 

Validity The extent to which data correspond to an actual event or 
documentation that supports a measure. 

Value Sets A value set contains two or more codes that meet criteria for a 
service or condition that is being measured. In the specifications, 
value set references are capitalized and underlined (e.g., 
Essential Hypertension Value Set). Organizations refer to the 
Value Set Directory (VSD) for codes in the value sets. 

PRACTITIONER TYPES 
 

Clinical 
Pharmacist 

A pharmacist with extensive education in the biomedical, 
pharmaceutical, sociobehavioral and clinical sciences. Clinical 
pharmacists are experts in the therapeutic use of medications and are 
a primary source of scientifically valid information and advice 
regarding the safe, appropriate and cost-effective use of medications. 

Most clinical pharmacists have a Doctor of Pharmacy (PharmD) 
degree, and many have completed one or more years of post-
graduate training (e.g., a general and/or specialty pharmacy 
residency). In some states, clinical pharmacists have prescriptive 
authority. 
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Mental Health 
Provider 

A provider who delivers mental health services and meets any of the 
following criteria: 

An MD or doctor of osteopathy (DO) who is certified as a psychiatrist 
or child psychiatrist by the American Medical Specialties Board of 
Psychiatry and Neurology or by the American Osteopathic Board of 
Neurology and Psychiatry; or, if not certified, who successfully 
completed an accredited program of graduate medical or osteopathic 
education in psychiatry or child psychiatry and is licensed to practice 
patient care psychiatry or child psychiatry, if required by the state of 
practice. 

An individual who is licensed as a psychologist in their state of 
practice, if required by the state of practice. 

An individual who is certified in clinical social work by the American 
Board of Examiners; who is listed on the National Association of 
Social Worker’s Clinical Register; or who has a master’s degree in 
social work and is licensed or certified to practice as a social worker, if 
required by the state of practice. 

A registered nurse (RN) who is certified by the American Nurses 
Credentialing Center (a subsidiary of the American Nurses 
Association) as a psychiatric nurse or mental health clinical nurse 
specialist, or who has a master’s degree in nursing with a 
specialization in psychiatric/ mental health and 2 years of supervised 
clinical experience, and is licensed to practice as a psychiatric or 
mental health nurse if required by the state of practice. 

OB/GYN And Other 
Prenatal Care 
Practitioner 

Includes: 

Physicians certified as obstetricians or gynecologists by the American 
Medical Specialties Board of Obstetrics or Gynecology or the 
American Osteopathic Association; or, if not certified, who 
successfully completed an accredited program of graduate medical or 
osteopathic education in obstetrics and gynecology. 

Certified nurse midwives, nurse practitioners or physician assistants 
who deliver prenatal care services in a specialty setting (under the 
direction of an OB/GYN certified or accredited provider). 

Direct entry midwives who deliver prenatal and postpartum services, 
in a specialty setting (under the direction of an OB/GYN certified or 
accredited provider) and are licensed in their state of practice. 
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Ongoing Care 
Provider 

A practitioner who assumes responsibility for the member’s care. 

PCP Primary care practitioner. A physician or nonphysician (e.g., nurse 
practitioner, physician assistant, certified nurse midwife) who offers 
primary care medical services.  

Licensed practical nurses and registered nurses are not considered 
PCPs. 

Only certified Federally Qualified Health Centers (FQHC) are 
considered PCPs. This must be reviewed and approved by an auditor. 
To be certified as an FQHC, an entity must meet any one of the 
following criteria: 

Is receiving a grant under Section 330 of the Public Health Service 
(PHS) Act (42 United States Code Section 254a) or is receiving funding 
from such a grant and meets other requirements.  

Is not receiving a grant under Section 330 of the PHS Act but is 
determined by the Secretary of the Department of Health & Human 
Services (HHS) to meet the requirements for receiving such a grant 
(qualifies as a “FQHC look-alike”) based on the recommendation of 
the Health Resources and Services Administration.  

Was treated by the Secretary of HHS for purposes of Medicare Part B 
as a comprehensive federally funded health center as of January 1, 
1990.  

Is operating as an outpatient health program or facility of a tribe or 
tribal organization under the Indian Self Determination Act or as an 
urban Indian organization receiving funds under Title V of the Indian 
Health Care Improvement Act as of October 1991.  

For certification as an FQHC, the entity must meet all of the following 
criteria (in addition to one of the criteria above):  

Provide comprehensive services and have an ongoing quality 
assurance program. 

Meet other health and safety requirements. 

Not be concurrently approved as a Rural Health Clinic (RHC). 

Only certified RHCs are considered PCPs. This must be reviewed and 
approved by an auditor.  
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To be certified as an RHC, the entity must meet CMS requirements to 
qualify for payment via an all-inclusive rate (AIR) for medically-
necessary primary health services and qualified preventive health 
services furnished by an RHC practitioner. 

Practitioner A professional who provides health care services. Practitioners must 
usually be licensed as defined by law. 

Prescribing 
Practitioner 

A practitioner with prescribing privileges, including nurse 
practitioners, physician assistants and other non-MDs who have the 
authority to prescribe medications. 

Provider An institution or organization that provides services for the 
organization’s members. Examples of providers include hospitals and 
home health agencies.  

NCQA uses the term practitioner to refer to professionals who 
provide health care services, recognizing that a provider directory 
generally includes both providers and practitioners, and that the 
inclusive definition is the more common usage. 

 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/ruralhlthclinfctsht.pdf
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