Lou, for the record, quality improvement is something I have been workign on in California for about a decade now, and it's something I care about a great deal.  The federal statute very clearly treats it differently from other costs for a good public policy reason: quality has not been a primary focus of our health care system in the past, and it must be.

With that in mind, I wanted to note that the last draft of the blank excludes costs to "analyze" quality data from premiums, but does not positively include the costs of reporting (and possibly analyzing) that data in the quality improvement line.  While I can see a policy reason not to include the costs to analyze the data, there is a very potent reason *to* include those costs.  In any event, the costs insurers bear now to report HEDIS (and CAHPS) data seem to me among the most compelling costs that justified this provision in the first place.  Last year, California became the first state where both HMOs and PPOs publicly report their HEDIS data, which is then scored and made available to the public.  As the NCQA has shown for more than a decade now, when this data is publicly available, the scores quantifiably improve.

Without such a baseline and comparison system in place, we can't know, at the insurer level, how companies are doing.  While these are not necessarily "medical costs," they are as essential to improving the quality of care patients receive as anything I can think of.  I believe very strongly that the costs insurers bear to collect this data should, and must, be included as quality improvement efforts.  I believe slightly less strongly (in the sense that I could be convinved otherwise) that the costs to analyze the data (i.e. to make sure it is correct) are equally proper costs, since if the data is not correct, then the whole system that relies on it is a sham.  Those costs include outside auditing, and that is as vital to its accuracy as anything the insurer, itself, does to collect the data in the first place.

I will have some equally strong opinions about what should be included in the quality improvement line as the discussion proceeds, but my general feeling is that we should remember that this is something the federal law wants to incentivize; it is a good thing (finally!) to throw the public focus on objective ways of improving the quality of health care.  And we shouldn't limit the possibilities to those things we currently know about.  I agree that we should not be saps about it ("Fraud prevention," for heaven's sake. . . ) but neither should we be too restrictive.  This is a new and very dynamic area, a thoroughly beneficial one, and we should have the agility to monitor and accept new efforts quickly.

I agree with you that a "clear quality connection" is essential.  Insurers who can twist quality improvement to include "fraud prevention" obviously need to have a close eye kept on them.  But within the true realm of quality improvement, we should keep as open a field for new and important developments to be encouraged as possible.  That, at least, is how I read the law, and that's the perspective I'll be bringing to the discussion.

As I've mentioned before, I'm not sure if the statute permits us to place a percentage limit on such costs, and I think that I'd be against that because it seems too artificial.  If we keep the definition of quality improvement objective enough, I think we'd be on safer ground.  Again, the point of this exclusion is to encourage a good thing in the field of health care, and I don't see any language in the bill that would allow us to carve out any percent of that good thing.  On this, I'm open to other legal interpretations, but on the surface, it gives me the willies.
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