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Acronym/Term Description 

ACO Accountable Care Organization: a group of health care 
providers (e.g. primary care physicians, specialists, 
hospitals, and others) who agree to assume collective 
responsibility for the cost and quality of care of a group of 
patients and are paid in a way that incentivizes improved 
quality and efficiency of health care. 

Ambulatory Care Medical care that does not require an overnight stay in a 
hospital. Ambulatory Care can be provided in physicians' 
offices, clinics, emergency departments, outpatient surgery 
centers, as well as hospital settings that do not involve a 
patient being admitted for an overnight stay. 

AHRQ Agency for Healthcare Research and Quality 

Arcadia  The Population Health Platform that Advocare utilizes to 
analyze claims and EMR data to provide actionable 
information and resources for value-based programs. 
Arcadia is responsible for the generation of the Value-
Based Scorecard and gaps in care lists.  

ASC Ambulatory Surgical Center 

BH Behavioral Health 

BHI Behavioral Health Integration 

BHS Behavioral Health Specialist 

Benchmark (benchmarking) A way for hospitals and doctors to compare data on quality 
of care, both internally and against data from other 
hospitals and doctors, to identify best practices of care and 
improve quality. 

Best Practices The most up-to-date treatments for patients, which result 
in the best patient health and minimize patient risk of 
death or complications. 

CAP Corrective Action Plan 

CBT Cognitive Behavioral Therapy 

CCLF Claims and Claims Line Feed 
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CCM Chronic Care Management 

CCN CMS Certification Number 

CE Covered Entity 

CEHRT Certified Electronic Health Record Technology 

CFR Code of Federal Regulations 

CHIP Children’s Health Insurance Program 

Chronic Care Model A model of care that advocates for more productive 
interactions between patients and care teams. 

Chronic disease/condition A sickness that is long-lasting or recurrent. Examples 
include diabetes, 
asthma, heart disease, kidney disease and chronic lung 
disease. 

CM Care Management 

CMF Care Management Fee 

Centers for Medicare and Medicaid 
Innovation (CMMI) 

A new division within CMS, created by the health reform 
law, charged with testing new payment and health care 
service delivery models in Medicare and Medicaid. The 
Center will rapidly test, evaluate, and then bring to scale 
new payment and health care delivery strategies that could 
improve quality and encourage better coordinated, more 
patient-centered care. 

Clinical Practice Guidelines A set of recommendations based on scientific evidence 
that help physicians and their patients make decisions 
about appropriate health care for specific medical 
conditions. Clinical practice guidelines identify and evaluate 
the most current information about prevention, diagnosis, 
prognosis, therapy, risk/benefit, and cost effectiveness. 

CMS Centers for Medicare & Medicaid Services (CMS) is the 
agency within the U.S. Department of Health 
and Human Services that administers Medicare, Medicaid, 
and the State Children’s Health Insurance 
Program. 

Cognitive Impairments Difficulties with memory, thinking, speech, or another 
mental function, 
caused by illness or injury, which may affect daily life. 
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Comparative Effectiveness Research Compares multiple medications or treatments to 
determine which is most effective for different types of 
patients. 

Co-morbidity The presence of one or more diseases in addition to a 
previously diagnosed illness. For example, a patient may 
have both diabetes and heart disease. 

Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) 

Surveys that ask consumers and patients to report on and 
evaluate their experiences with health care. The H-CAHPS 
survey focuses specially on hospital care, while CAHPS 
focuses on care in non-hospital settings (physician offices, 
nursing homes, etc.). These comprehensive and evolving 
set of standardized surveys cover topics that are important 
to consumers, such as the communication skills of 
providers and the accessibility of services. The results of 
CAHPS and H-CAHPS surveys are publicly reported to allow 
valid comparisons to be made across all settings. 

Collaborative Consumer Engagement The act of working in partnership with consumers, 
consumer advocates, patients, and their families/caregivers 
to improve the health care delivery system. 

Coordination of Care Ensures that patients and all members of a patient’s care 
team have access to and take into consideration all 
required information on a patient's conditions and 
treatments to ensure that the patient receives appropriate 
health care services. 

Cost Refers to the actual amount of money paid to a health care 
provider for a health care service. 

CPT Current Procedural Terminology  

CY Calendar Year 

Delivery System Refers to the way medical care is organized and provided to 
patients. This includes the care, products, and services 
patients receive from doctors, hospitals, and other 
professionals. 

Department of Health and Human Services 
(HHS or DHHS) 

The U.S. government agency that is 
responsible for protecting Americans’ health and for 
providing essential human services, particularly for the 
most vulnerable. 

DI Diagnostic Imaging  

DSV Data Submission Vendor 
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DUA Data Use Agreement 

E&M Evaluation and Management 

eCQI Electronic Clinical Quality Improvement 

eCQM Electronic Clinical Quality Measure 

Effective Care Health care services that are of proven value and have few, 
if any, significant tradeoffs. The benefits of the services so 
far outweigh the risks that all patients with specific medical 
needs should receive them. These services, such as beta-
blockers for heart attack patients, are backed by medical 
theory and strong evidence of value, determined by clinical 
trials or other studies. 

ED Emergency Department 

Electronic Health/Medical Record (EHR or 
EMR) 

Medical software that contains the electronic history of a 
patient's medical care. The use of electronic records makes 
the health care system more efficient, allows for better 
coordination of care and provides patients the opportunity 
to view and control their own medical records. 

EIN Employee Identification Number 

Episodes of Care A series of encounters or visits to health care facilities to 
treat a health condition. Thinking of care in this holistic way 
is useful for measuring both the quality of care received 
and the efficiency of the care provided. 

ESRD End Stage Renal Disease 

Evidence-based Medicine The use of the most current, best available scientific 
research and practices with proven effectiveness in daily 
medical decision-making, including individual clinical 
practice 17 decisions by well-trained, experienced 
clinicians. Evidence is central to developing performance 
measures for the most common and costly health 
conditions. 

Federally Qualified Health Center (FQHC) A health organization that offers primary care and 
preventive health services to all patients regardless of their 
ability to pay for care. An FQHC may be a public or private 
nonprofit organization and must meet specific criteria, 
including 51% consumer representation in governance, to 
receive government funding. 
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Functional Status An individual’s ability to do normal daily activities to meet 
basic needs, fulfill usual roles, and maintain health and 
well-being. Testing a patient’s functional status is an 
important part of care for the elderly. Decrease in 
functional status is measured by a person’s loss of 
independence in activities of daily living (ADLs) over a 
period of time. 

Gaps in Care Discrepancies between recommended best practices and 
the care that is actually provided. Closing gaps in care is 
critical for quality improvement success in our Value-Based 
Programs.  

HCC Hierarchical Condition Category 

HCPCS Health Care Common Procedure Coding System 

Health Care Acquired Condition/Hospital 
Acquired Infection (HAC or HAI) 

An illness or infection that a patient didn’t have when they 
checked into the hospital – that is passed on to them as a 
result of contaminated medical equipment or germs from 
other patients, doctors, or staff. 

Health Disparities Differences in the delivery of health care, access to health 
care services and medical outcomes based on ethnicity, 
geography, gender, sexual orientation, and other factors 
that do not include socioeconomic status or insurance 
coverage. One of the goals of health care quality 
improvement efforts is stratifying quality data by 
race/ethnicity/language (R/E/L) in order to better 
understand where inequities exist and eliminate them. 

Health Information Technology (Health IT or 
HIT) 

Refers to the use of electronic medical (or health) records, 
as well as computers, software programs, electronic 
devices, and the Internet to securely store, retrieve, 
update, and transmit information about patients' health. 

Health Literacy The degree to which individuals are able to obtain, process 
and understand basic health information and services 
needed to make appropriate health decisions. Health 
literacy is not simply the ability to read. It requires a 
complex group of reading, listening, analytical and 
decision-making skills, and the ability to apply these skills 
to health situations. For example, health literacy allows 
people to understand instructions on prescription drug 
bottles and doctors’ forms, as well as talk about health 
needs and concerns with a doctor or nurse. 

Health/Disease Registries Lists of people diagnosed with a specific disease, such as 
diabetes. 
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HEDIS Health Effectiveness Data and Information Set. These are 
measures established by NCQA and are standardized 
quality measures used by insurance payors in value-based 
programs.  

HHA Home Health Agency 

HHS U.S Department of Health and Human Services 

HICN Health Insurance Claim Number 

HIPPA Health Insurance Portability and Accountability  

Hospital Discharge The process by which a patient is released from the 
hospital by health care professionals. 

Hospital Readmission When a patient is readmitted to the same hospital after 
discharge. Readmissions rates, usually within a certain time 
period (7-60 days), are viewed as an indicator of the quality 
of care delivered to patients, with low readmissions rates 
associated with better care. 

HPID Health Plan Identifier (NPI) 

ID Identification 

Inpatient Care The delivery of health care services to a person who has 
been admitted to a hospital or other health facility for a 
period of at least 24 hours. 

Intervention Any type of treatment, preventive care or test a person 
could take or receive to improve his/her health or help with 
a particular problem. Intervention can also be used to 
describe a way of improving quality of care. 

IPP Indirect Payment Procedure 

IRS Internal Revenue Service 

IT Information Technology 

Medical Error A mistake that harms a patient. Adverse drug events, 
hospital-acquired infections and wrong-site surgeries are 
examples of preventable medical errors. 

Medication Management Activities to ensure the safe and effective use of 
prescription and over-the-counter drugs. This includes 
helping patients keep track of the prescription and over-
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the-counter drugs they are taking, and when, so that they 
are taken properly and don’t cause a bad reaction or side 
effect. 

MIPS Merit-Based Incentive Payment System. This is annual 
reporting required for CMS Medicare Part B patients on 
quality, cost, promoting interoperability and improvement 
activities. MIPS can impact fee schedules for part B 
patients.  

Misuse (of care) Occurs when an appropriate process of care has been 
selected, but a preventable complication occurs, and the 
patient does not receive the full potential benefit of the 
service. Avoidable complications of surgery or medication 
use are misuse problems. Giving a patient penicillin for 
strep throat, despite a known allergy to that antibiotic, is an 
example of misuse. 

MSSP Medicare Shared Savings Program 

N/A Not Applicable 

NCH National Claims History 

NCPDP National Council for Prescription Drug Programs 

NDTR Non-DATA Use Agreement Tracking 

NPI National Payer Identifier 

NQF National Quality Forum 

OEID Other Entity Identifier 

OIG Office of the Inspector General of the Department of 
Health and Human Services  

ONC Office of National Coordinator 

OSCAR Online Survey, Certification and Reporting 
(Medicare/Medicaid Provider Number) 

Outcome A patient’s health—whether it improves, declines, or stays 
the same—after an encounter with the health care system. 

Outpatient Care Medical or surgical care that does not include an overnight 
hospital stay. 
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Overuse (of care) Unnecessary care or circumstances where the potential for 
harm exceeds the potential for benefit. Prescribing an 
antibiotic for a viral infection like a cold, for which 
antibiotics are ineffective, is overuse. Overuse can also 
apply to repeated diagnostic tests and surgical procedures. 

PA Participation Agreement 

PACE Program of All-inclusive Care for the Elderly 

Patient Activation Measure (PAM) A series of tools to measure how likely a patient is to be an 
informed, active participant in his/her own healthcare. 
Physicians sometimes use PAM to identify a patient's stage 
of activation, and then work with that patient to 
individualize their care plans. 

Patient- and Family-Centered Care (PFCC) An approach to the planning, delivery, and evaluation of 
health care that is grounded in mutually beneficial 
partnerships among health care providers, patients, and 
families. It is based on the core concepts of dignity and 
respect for patient and family perspectives and choices; 
sharing complete and unbiased information with patients 
and families in ways that are affirming and useful; 
participation in care and decision-making at the level 
patients and families choose; and collaboration between 
patients, families, health care practitioners, and health care 
leaders in policy and program development, 
implementation, and evaluation, facility design, 
professional education, and 
delivery of care. 

Patient Centered Medical Home (PCMH) A way of delivering outpatient care that emphasizes readily 
accessible, comprehensive, coordinated care, and active 
involvement of the patient and family in health care 
decisions. In a medical home, the primary-care doctor 
operates as a ―home base for patients, overseeing all 
aspects of patients’ health and coordinates care with any 
specialists involved in the patient’s care. 

Patient Experience Data (also called Patient 
Satisfaction Data) 

Information that reflects quality from the perspective of 
patients by capturing observations and opinions about 
what happened during the 
process of health care delivery. Patient experience data 
include various indicators of patient-centered care, 
including access (whether patients obtain appropriate care 
in a timely manner), communication skills, customer 
service, and helpfulness of office staff and information 



Population Health Acronyms and Glossary 
 

9 
 

resources. The CAHPS survey (see above) is an example of a 
tool for measuring patient experience. 

Patient Protection and Affordable Care Act 
(also called the Affordable Care Act or ACA) 

The name of health reform legislation signed by President 
Obama in 2010. In addition to expanding access to health 
care, the law includes provisions aimed at improving 
quality of care, reforming the payment system, protecting 
patients’ rights, and reforming health insurance. 

Pay-for-Performance (P4P) A way of paying hospitals and physicians based on whether 
they meet specific health care quality objectives. The goal 
is to reward providers for the quality—not the quantity—of 
care they deliver. 

Payers The entities that pay for medical treatments. Examples 
include health plans, HMOs, self-insured employers, and 
uninsured patients. 

Payment Reform Seeks to improve ways of reimbursing providers based on 
value instead of volume (as opposed to the fee-for-service 
method of payment). 

PBIP  Performance Based Incentive Payment 

PBPM Per-Beneficiary Per-Month 

PC Primary Care 

PFS Physician Fee Schedule 

POC Point of Contact 

PRAPARE Protocol for Responding to & Assessing Patients’ Assets, 

Risks & Experiences: a national standardized tool to help 

healthcare and community partners better understand and 

act on individuals’ social drivers of health.  
Preventive Care Health care services that prevent disease or its 

consequences. It includes primary prevention to keep 
people from getting sick (such as immunizations), 
secondary prevention to detect early disease (such as 
mammograms) and tertiary prevention to keep ill people or 
those at high risk of disease from getting sicker (such as 
helping someone with lung disease to quit smoking). 

Price Transparency Making the charges of a given health care service at 
different facilities available to the public. 

Primary Care Basic or general health care that helps patients and families 
to maintain and improve their health. It includes a range of 
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prevention and wellness services, and treatment for 
common illnesses. Primary care is traditionally provided by 
doctors trained in: family practice, pediatrics, internal 
medicine and occasionally gynecology. 

PROM Patient Reported Outcome Measure 

Provider A professional who provides health services, including 
primary care physicians, nurses, specialists (such as 
podiatrists or cardiologists) and other allied health 
professionals (such as physical therapists). Hospitals and 
long-term care facilities are also providers. 

Provider Incentives Used to motivate specific provider behavior within the 
health care system. 
Examples of incentives include monetary rewards for 
providers who provide high quality care. 

Public Reporting Information about hospital, physician, and physician group 
performance available for consumers and others. The 
expectation is that a public report of local 
hospitals’/physicians’ performance will motivate and 
improve performance and allow consumers to choose 
providers based on performance. 

Purchasers The entities that not only pay the premium for health care 
costs, but also control the premium dollar before paying it 
to the provider. Employers and state governments that 
provide health insurance to their employees are examples 
of purchasers. 

PY Performance Year 

QPP Quality Payment Program 

QRDA Quality Reporting Document Architecture 

QS Quality Score 

Quality (of care) The right care, at the right time, for the right reason, ideally 
at the right cost. 

Quality/Performance Measures Ways to evaluate the care provided by doctors and 
hospitals based on accepted national guidelines. These 
measures evaluate access to medical care, the way care is 
given, patient results after treatment (outcomes), patient 
experiences with care, and use of medical services. 
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Resource Use The amount of health care services used for a patient, 
including the number, cost and intensity of services 
provided. 

RHS Rural Health Clinic 

Risk Adjustment The use of factors such as severity of illness or age to 
estimate the risk involved in a patient undergoing a 
particular intervention. Adjusting for risk when reporting 
performance measures allows for comparison of 
performance and quality across organizations and 
communities. 

SAMHASA Substance Abuse and Mental Health Services 
Administration 

SDOH Social Determinants or Social Drivers of Health: The 
conditions in the environment where people are born, live, 
learn, work, play, worship, and age that affect a wide range 
of health, functioning and quality-of-life outcomes an risks.  

Self-Management The ability of individuals to manage their health problems 
or conditions on a day-to-day basis. It is a skill that enables 
individuals and their families to use existing health services, 
as well as make choices about health care providers, 
medication, diet, exercise, and other lifestyle issues that 
protect or damage health. 

Shared Decision-Making (SDM) A process in which patients and their doctors make medical 
decisions together, while taking into account clinical 
guidelines and the patient’s preferences, life situation, 
needs, and values. 

Shared Savings A way of encouraging hospitals and physicians to reduce 
health care spending (while maintaining high levels of 
quality and safety) by offering them a percentage of any 
net savings they generate as a result of their efforts. The 
goal is to reward providers for the quality, safety, and cost-
effectiveness – not the quantity – of care they deliver. 

SNF Skilled Nursing Facility 

Stakeholder Any person, group or organization that can affect or be 
affected by the health care system, such as patients, 
providers, employers, and health plans. 

TIN Tax Identification Number 

Transparency The process of collecting and reporting health care cost, 
performance and quality data in a way that can be 
accessed by the public and is intended to improve the 
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quality of health care and ultimately improve the health 
care system as a whole. 

Transition of Care The movement of a patient from one health care setting to 
another, such as from a hospital to a nursing facility, or to 
home. 

Underuse (of care) The failure to provide a health care service when it would 
have produced a good result for a patient. Examples 
include failure to give preventive services to eligible 
patients (e.g., mammograms, flu shots for elderly patients, 
screening for hypertension) and proven medications for 
chronic illnesses (steroid inhalers for people with asthma; 
aspirin, beta-blockers for patients who have 
suffered a heart attack). 

UPIN Unique Physician Identification Number 

US Utilization Score 

Value-based Purchasing The concept of health care purchasers (i.e., employers) 
holding health care providers accountable for both cost and 
quality of care. Value-based purchasing brings together 
information on the quality of health care, including patient 
outcomes and health status, with information on cost of 
care. It focuses on managing the use of the health care 
system to reduce inappropriate care and to identify and 
reward the best-performing providers. 

(Unwarranted) Variation Differences in the use of health care services that cannot 
be explained by differences in patient illness or patient 
preferences. Variation may occur because of differences in 
the degree to which providers follow clinical guidelines 
(meaning that the quality of care provided to patients is 
better or worse depending on how well a clinician follows 
these guidelines), as well as differences in the amount of 
service (such as tests, surgeries, etc.) delivered to different 
populations. Research on variations has shown that people 
living in areas where cost of care is higher and where use of 
services is higher do not have longer life expectancy than 
those in areas where cost of care is lower. More care is not 
necessarily better care. 


