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About This Guide 
The purpose of this guide is to help HEDIS auditors interpret and audit the HEDIS race and 
ethnicity stratification (RES). NCQA hopes auditors will use the technical guidance herein to 
better understand NCQA’s expectations about elements that must be validated and to support 
improvements to health plans’ race and ethnicity data collection.  

NCQA conducted semi-structured interviews with qualified representatives from Licensed 
Organizations and analyzed feedback from health plans, auditors and other key stakeholders to 
understand common questions related to implementing the RES. This guide features relevant 
examples and clarifies audit implications for each element of the RES general guidelines. It also 
addresses common questions an auditor might have when validating HEDIS measures reported 
by race and ethnicity, including: 

1. Does NCQA expect auditors to validate that a certain percentage of directly collected 
data is complete? If so, how? 

2. Does NCQA expect auditors to confirm that race and ethnicity have been mapped 
appropriately to the OMB categories? 

3. How will auditors determine the type of data source (indirect vs. direct)? Will auditors be 
expected to validate approved indirect methods? 

4. How does NCQA plan to address small sample sizes in the race and ethnicity strata for 
hybrid measures? 

5. How should clients prioritize reporting race and ethnicity when values from different 
sources do not agree? 

6. How can auditors support their clients in improving collection of race and ethnicity data? 
What resources can auditors share?  

This guide may also help health plans better understand how they are expected to collect and 
report data by race and ethnicity.  

Note: This guide does not replace or modify any content of HEDIS Volume 1: Narrative or Volume 2: 
Technical Specifications for Health Plans. 

About NCQA  
The National Committee for Quality Assurance (NCQA) is a leading nonprofit organization 
dedicated to improving health care quality through measurement, transparency and 
accountability. Since its founding in 1990, NCQA has been central in driving improvement 
throughout the health care system, helping to elevate the issue of health care quality to the top 
of the national agenda.  

Acknowledgments 
NCQA’s research to develop the Race and Ethnicity Stratification for Auditors Resource Guide 
involved interviews with licensed organizations and analysis of feedback received from key 
stakeholders, including health plan representatives. These interviews and feedback were 
invaluable to our work, and provided insights into the types of challenges plans and auditors 
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stratification. 
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Introduction 

Health Disparities 
Disparities in morbidity and mortality by race and ethnicity are well documented.1,2 A 2019 
review of health status across racial groups found that while policy and program efforts such as 
the Affordable Care Act have begun to narrow disparities, notable differences in health 
outcomes persist. Organizations such as the Centers for Disease Control and Prevention (CDC) 
and the World Health Organization, and policy initiatives like Healthy People 2030, indicate the 
need to pursue health equity in the face of widening disparities.3,4,5 For example, infant mortality 
rates for the Black and Native American populations are approximately twice as high as for the 
White population.6 The incidence of colorectal cancer in the non-Hispanic Black population is 
20% higher than that of the non-Hispanic White population, and the mortality rate is 40% higher. 
Differences in screening rates are estimated to account for almost half of this disparity.7  

Racial and ethnic health disparities call attention to a striking need for targeted interventions to 
improve health outcomes. Although socially constructed categories of race and ethnicity do not 
cause health disparities, they often link directly to other dimensions that impact health, including 
systemic racism, geographic location, socioeconomic status and access to care.8 

Motivation to Address Health Disparities 
NCQA believes high-quality care must be equitable care. Advancing equity is fundamental to 
NCQA’s mission of improving the quality of health care, identifying inequities in care and 
promoting health equity through performance measurement. As a central part of this effort, 
NCQA seeks to leverage HEDIS measures to highlight existing disparities in care and to hold 
health plans accountable for implementing interventions to reduce disparities.  

Auditors play a key role in this effort by supporting thorough and accurate implementation of 
HEDIS specifications. Ensuring that the race and ethnicity stratification is implemented as 
intended will advance efforts to improve race and ethnicity documentation, call attention to 
disparities in care and promote efforts to reduce disparities. 

HEDIS Resources 
Have you had an opportunity to review HEDIS Volume 1: Narrative? It contains background 
and narrative for each section of Volume 2: Technical Specifications for Health Plans.  
Volume 1 for MY 2023 contains a section describing the intent and expected use of race and 
ethnicity data in HEDIS. 

Purchase Volume 1 in the NCQA Store. 

  

https://store.ncqa.org/
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Using This Guide 
This guide is designed to accompany the Race and Ethnicity Stratification general guideline. 
Each section corresponds to a section of the guideline and contains technical guidance on 
implementing the stratification, as well as potential resources, conversation aids and tools to 
support auditors. 

Section 1: Stratified Measures. Current measures stratified by race and ethnicity. 

Section 2: Reporting Categories. How to report race and ethnicity categories and 
appropriate mapping approaches; instructions for reporting missing and unknown data. 

Section 3: Data Sources. How to distinguish direct and indirect data sources and resolve 
disagreements between data from multiple sources.  

Section 4: Sampling and Reporting. Applying sampling guidelines for hybrid measures 
and minimum denominator size. 

Section 5: Expectations for Use of Data. NCQA’s expectations for use of race and 
ethnicity data.  

Section 6: Future Directions. Preparing for expansion and evolution of RES. 

This guide is evaluated annually and updated as needed to reflect changes to the RES and/or to 
clarify related audit expectations.  

Note: Guidance and tools in this guide are intended to be supplemental resources. HEDIS Volume 
2: Technical Specifications for Health Plans includes the full RES general guideline specifications 
with RES reporting requirements. 

Summary of Changes 
NCQA released the first version of this guide in 2022. Based on our work since then, and the 
evolution of the race and ethnicity data environment, we made some key changes: 

• Clarified that only unknown race or ethnicity values may be considered an “Unknown” 
data source type (as opposed to values of “Asian,” “Hispanic/Latino,” “Asked But No 
Answer” and so on). “Unknown” values were previously reported as an indirect source, but 
must now be reported as an unknown source. Use of this new source category is limited 
to “Unknown” values only. This change aligns with the HEDIS MY 2023 Technical Update, 
which introduced the “Unknown” data source option. 

• Clarified how value sets explicitly build into Centers for Disease Control and Prevention 
(CDC) Race/Ethnicity categories. 

• Added a note acknowledging that CMS’s Medicare enrollment data are supplemented by 
indirect/imputed methods, including resources for direct and indirect data collection and a 
discussion of the evolution of race and ethnicity stratification.  
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Section 1: Stratified Measures 
NCQA implemented the RES for 5 measures in MY 2022 and for an additional 8 in MY 2023, 
with plans to stratify at least 15 measures by MY 2024. The measures to which stratification 
currently applies are listed in the general guidelines, and here: 

• Immunizations for Adolescents (including IMA-E). 
• Colorectal Cancer Screening (including COL-E). 
• Asthma Medication Ratio. 
• Controlling High Blood Pressure. 
• Glycemic Status Assessment: Hemoglobin A1c Control for Patients With Diabetes. 
• Follow-Up After Emergency Department Visit for Substance Use. 
• Pharmacotherapy for Opioid Use Disorder. 
• Initiation and Engagement of Substance Use Disorder Treatment. 
• Prenatal and Postpartum Care. 
• Well-Child Visits in the First 30 Months of Life. 
• Child and Adolescent Well-Care Visits. 
• Breast Cancer Screening. 
• Adult Immunization Status. 

Measures were selected for stratification based on prioritization of disparities-sensitive clinical 
topics and extensive stakeholder, expert panel and public comment feedback.  

Each measure specification (including the digital headers, where applicable) includes a section 
instructing plans to report measures according to specified race and ethnicity categories. 
Measure specifications also include tables for reporting data elements by race and ethnicity, as 
pictured in the example below. 
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TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that all rates in the reporting table for Stratifications by Race 
and Stratifications by Ethnicity are reported by the data elements specified (race and ethnicity 
category, data source). 
o  Example: In the table above, plans report the eligible population, denominator and 

numerator for each race and ethnicity category, and by data source (direct, indirect, 
unknown) for COL-E. (For information on determining data source, refer to Section 3: Data 
Sources.) Plans report the number of members in the eligible population who are 
categorized as “American Indian or Alaska Native,” “Asian” and so on, based on direct and 
indirect data, for each stratification category, for both race and ethnicity.  

• Auditors validate that data are populated for every stratification category. No stratification 
category should be blank. 
o  Example: If there are no members for whom a race was determined using indirect data, “0” 

is reported for indirect data source in every race category for the eligible population, 
denominator and numerator.  
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Section 2: Reporting Categories 
NCQA requires organizations to report race and ethnicity data according to the Office of 
Management and Budget (OMB) Standards for Maintaining, Collecting, and Presenting Federal 
Data on Race and Ethnicity.9 The federal government uses these standards for record keeping 
and collecting and presenting data on race and ethnicity; they form the basis for race and 
ethnicity data collection for many health care organizations.  

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that plans reported members in only one race category and 
in only one ethnicity category.  

• Race and ethnicity must be reported separately; each member should be reported with a valid 
race value and a valid ethnicity value (“Unknown” included). 

• If plans collect race and ethnicity together (e.g., “Hispanic” is an option for race), auditors 
validate that plans appropriately disaggregated race and ethnicity for each member and 
reported race and ethnicity separately:  
o If plans collect race and ethnicity using CMS’s combined categories (Table RES-A-1/2/3) 

or the combined categories in Table RES-B-1/2/3, auditors validate that disaggregation of 
race and ethnicity occurred according to the specified mapping tables below.  

o Plans that collect race and ethnicity using CMS’s combined categories should know that 
both race and ethnicity will be unavailable when disaggregated to HEDIS OMB categories. 
If plans collect race and ethnicity using combined race/ethnicity categories not reflected in 
the mapping tables, auditors validate that the plan has a process for consistently mapping 
categories in use to disaggregated HEDIS/OMB categories. The process should ensure 
that categories in use are consistently and systematically mapped in the same way to the 
specified HEDIS/OMB categories. 
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Determining Race and Ethnicity Reporting Categories 

OMB standards include two categories for ethnicity (“Hispanic or Latino,” “Not Hispanic or 
Latino”) and five categories for race (“American Indian or Alaska Native,” “Asian,” “Black” or 
“African American,” “Native Hawaiian or Other Pacific Islander,” “White”).  

NCQA also includes values for “Two or More Races,” “Asked But No Answer” (declined 
response) and “Unknown” (not asked, missing data).  

 

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that plans accurately reported members according to OMB 
categories specified in the measure.  
o Example: If a member is categorized as “Black or African American” for reporting a 

stratified measure rate, the auditor validates that the member’s race is documented as 
“Black or African American” in the source data.  
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o To validate that plans accurately reported members according to OMB categories, auditors 
should validate cases in each category back to the source. Refer to HEDIS MY 2023 
Volume 5: HEDIS Compliance Audit: Standards, Policies and Procedures for guidance. 

• A member whose race or ethnicity value is listed as something other than an OMB category 
(or a value that does not map to a race category) should be reported in the “Some Other 
Race” category. Auditors validate that the race of members in the “Some Other Race” 
category cannot be mapped to a listed category.  

• A member who does not have a race or ethnicity value listed should be reported in the 
“Unknown” category for race and ethnicity.  

o Plans that collect race and ethnicity using CMS’s combined categories should be aware 
that both race and ethnicity will be unavailable when disaggregated to HEDIS OMB 
categories. For example, if the member’s CMS category was documented as “Hispanic,” 
the plan will have an available ethnicity value of “Hispanic” and no available race value 
when disaggregating.  

Mapping Race and Ethnicity Categories 
NCQA requires organizations to report race and ethnicity using OMB categories, even if more 
detailed categories are used in data collection. NCQA acknowledges that more detailed 
categories of race and ethnicity are helpful for understanding the unique experiences and needs 
of different populations, and encourages plans to collect at the most granular level possible. If 
organizations use more detailed subcategories of race and ethnicity, they must aggregate those 
subcategories into the OMB categories to report NCQA measures.  

This approach is consistent with that outlined by the Office of National Coordinator for Health IT 
(ONC) 2015 Health IT certification criteria.10 For information on standardized race and ethnicity 
data categories and guidance for aggregating at the OMB category level, refer to the CDC Race 
and Ethnicity Code Set Version 1.0 (CDCREC).11  

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that plans have a process for consistently mapping race and 
ethnicity data collected in more specific categories to the HEDIS/OMB categories specified in 
the RES general guideline.  

• If plans collect race and ethnicity using the CDC’s detailed race and ethnicity categories, 
NCQA recommends that plans use the crosswalk specified in tables RES-C-1/2/3 and  
RES-D-1/2/3 of the RES general guideline, but this is not required. 
o NCQA value sets already assign more granular CDC Race and Ethnicity values to the 

correct HEDIS/OMB reporting category. Plans that collect or manage data using these 
granular codes do not need to develop additional mapping. 
Example: If a member is assigned “Bolivian,” the value will be accounted for in the 
Hispanic or Latino Detailed Ethnicity Value Set and does not need to be separately 
mapped, and Direct Reference Code 2135-2 does not need to be separately coded.  

 

 

https://www.cdc.gov/phin/resources/vocabulary/documents/cdc-race--ethnicity-background-and-purpose.pdf
https://www.cdc.gov/phin/resources/vocabulary/documents/cdc-race--ethnicity-background-and-purpose.pdf
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Missing Data 

 
TECHNICAL GUIDANCE FOR AUDITORS 
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• Auditors are expected to validate that data have been accurately categorized as “Asked But 
No Answer” vs. “Unknown.”  

• Auditors are expected to validate that data characterized as “Asked But No Answer” are 
reported as direct and that data characterized as “Unknown” are reported as unknown data 
source. For details on classifying data sources, refer to Determining Data Source in this 
guide.  

• If a member who has been asked for race or ethnicity provides a response of “Decline,”  
“I choose not to answer,” “Prefer not to say” or “Skip” (or equivalent response), the response 
may be appropriately classified as “Asked But No Answer.” This must be categorized as 
“Direct” data because the member self-reported the data.  
o Example: A member survey asks the member for their race. Response options include all 

OMB categories, plus “I decline to answer.” The member selects that response option. The 
member is categorized as “Asked But No Answer” and the data source as “Direct.” 

• If a member has been asked for race or ethnicity but no response is documented, the 
member is categorized as “Unknown” because it is unclear whether the member intentionally 
declined to respond or simply did not see the question (e.g., survey fatigue could result in a 
member failing to complete all questions on a survey). The data source is categorized as 
“Unknown.” 
o Example: A member survey asks members for their race. Response options include all 

OMB categories, plus “I decline to answer.” A member does not respond to the question. 
This member is categorized as “Unknown” and the data source is characterized as 
“Unknown.” 

• Members for whom there is no documented race or ethnicity value and for whom it is unclear 
if they were asked are categorized as “Unknown.”  

• Any use of “Unknown” race or ethnicity values resulting from disaggregation of CMS’s 
combined race and ethnicity categories should be categorized as “Unknown,” even though 
the same data source may be identified as direct for the known race or ethnicity value. 

o Example: If a direct data source identifies a member as “Black” according to the CMS 
combined categories, this is disaggregated to the HEDIS OMB categories of “Black or 
African American” for race and “Unknown” for ethnicity, according to the mapping tables 
provided. Because the race from the direct data source, it can be characterized as “Direct” 
data, but because the ethnicity is unknown and a member self-report value for ethnicity 
cannot be confirmed, it must be categorized as “Unknown” if the plan elects to use the 
“Unknown” value.   

Section 2 Resources 
CDC/OMB Race/Ethnicity Mapping: For guidance on rolling up detailed CDC race and 
ethnicity categories to the OMB minimum categories specified in the stratification, refer to 
Race, Ethnicity, and Language Data: Standardization for Health Care Quality Improvement, 
published by the Agency for Healthcare Research and Quality. For digital measures reported 
using Electronic Clinical Data Systems (ECDS), this source also references the FHIR®/ 
US Core race and ethnicity code sets on which ECDS measures rely. 

https://www.ahrq.gov/research/findings/final-reports/iomracereport/reldata3fig3-3.html
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Section 3: Data Sources 
NCQA allows identification of race and ethnicity using three methods:  

1. Direct data collection of race and ethnicity from members. 
2. Indirect methods to assign race and ethnicity. 
3. Unknown data sources when members are assigned a race or ethnicity value of 

“Unknown,” as indicated in the Data source section of the stratification specification. 

 

Plans must report each data element (eligible population, denominator, numerator) by data 
source for each stratification. Each data element is reported in each race and ethnicity category; 
within each race and ethnicity category, elements are reported by data source (direct, indirect, 
unknown).  

TECHNICAL GUIDANCE FOR AUDITORS 

• NCQA’s Interactive Data Submission System (IDSS) validates that all stratified data elements 
have been reported by data source. IDSS checks that for each race and ethnicity stratification 
category, there is a rate reported for direct, indirect and unknown. 

• Auditors are not required to validate that a certain proportion of data comes from direct data 
sources. NCQA has not implemented a direct data completeness requirement. (Refer to Data 
Completeness Expectations and Section 6: Evolution of Race and Ethnicity Stratification for 
more information.) 

Determining Data Source 
NCQA prefers data collected directly from the member, but allows use of indirect methods when 
directly collected data are unavailable. Plans must report data elements according to the data 
source from which race and ethnicity were determined, and auditors must validate that plans 
accurately determined the data source for each data element.  

Direct Data 
Self-identification of race and ethnicity is the gold standard, and is always preferred to indirect 
imputation methods or unknown data. Direct methods of data collection include methods for 
which a member (or parent, guardian or caregiver on behalf of a member) self-reports race and 
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ethnicity, such as through survey or enrollment data. Because direct collection of data is the 
most accurate method of identifying an individual’s race and ethnicity, it can therefore support 
more accurate estimates of disparities.  

 

Direct data collection does not only refer to data collected directly from the member by the plan; 
it also refers to data collected from a source that can reasonably be assumed to be the member 
(e.g., state or CMS enrollment data, health information exchange, EHR data).   

Note: NCQA acknowledges that CMS’s Medicare enrollment data are supplemented by indirect 
methods.12 For consistency in how CMS enrollment data are classified in NCQA’s Race/Ethnicity 
Diversity of Membership (RDM) measure, such data are considered direct, according to the RES 
general guideline. NCQA is exploring how to classify CMS enrollment data, and will update the RES 
general guideline, and this guide, as needed.  

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that the plan accurately characterized race or ethnicity data 
as coming from a direct source.  
o Data from a direct data source, as specified in the RES general guideline, may be 

determined to be direct.  
o Data from a source not specified in the RES general guideline (e.g., data purchased from a 

third-party vendor) may be determined to be direct if there is a reasonable expectation that 
race or ethnicity was based on member response. Auditors validate that there is a policy, 
procedure or process in place for substantiating that the data came directly from member 
self-report. 

o Data from a source for which race or ethnicity was determined by observation, imputation 
or a method other than member response are not considered direct.  
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• Auditors document a rationale for reclassifying data (e.g., data previously characterized as 
direct have been changed to indirect).  

• Auditors may provide guidance to plans on prioritizing sources of race and ethnicity data 
gathered from members (e.g., member survey, health risk assessment, member portal) and 
not through a third party or intermediary. This can remove uncertainty about how questions 
were fielded or about potential observer response bias.  

Indirect Data 
NCQA encourages plans to work toward achieving a high level of completeness of directly 
collected member data. If such data are not available, a common alternative is to identify 
demographic information using a community proxy, such as aggregated, geographic-level data 
from national surveys or data sources like the U.S. Census Bureau. In this approach, 
community-level (e.g., census block or ZIP code) data may be used to attribute a characteristic 
to a member who resides in a particular location.13,14  

In 2009, the Institute of Medicine recommended that organizations use indirect estimation to 
support analyses of race and ethnic disparities when race and ethnicity data are unavailable.15 
The National Quality Forum supports organizations using proxy data from geocoding, surname 
analysis and Bayesian estimation when conducting community-level interventions.16 

 

Although indirect methods of race and ethnicity assignment have value in population-level 
estimates of disparities, they are inappropriate for individual-level interventions. Community-
level data are subject to the ecological fallacy that an individual in a neighborhood may not 
match the overall attributes of that neighborhood.17 NCQA recognizes this limitation, and hopes 
that use of indirect methods will help health plans estimate disparities in care across member 
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populations (when directly collected data are unavailable), but reiterates that these methods 
may not be used to assume the characteristics of an individual member and are therefore 
inappropriate to inform individual member care. 

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that data have been accurately characterized as indirect. 
For example: 
o If a plan reports that all stratified data elements came from indirect data sources, the 

auditor confirms the method(s) used to determine race and ethnicity.  
o If a plan reports that geographic assignment was used, the auditor confirms that data were 

accurately characterized as indirect.  
o If a plan reports that member survey data were used, the auditor confirms that the plan 

inaccurately characterized data as indirect.  
• Auditors are not required to validate the validity, reliability or accuracy of the indirect methods 

used by plans to assign race and ethnicity. NCQA guidance on evaluating indirect methods 
for accuracy is meant to assist plans in data quality; auditors are not expected to confirm that 
accurate, valid, reliable methods were used. 

• Auditors may provide guidance to plans on valid indirect methods (e.g., those that rely on the 
smallest geographic unit possible and that have been studied and validated in the populations 
to which they are applied) and may encourage plans to invest in improving direct data 
collection to prepare for the future shift to prioritization of direct methods in the RES 
specification. 

Auditors are not required to validate that plans follow guidance on using indirectly imputed 
data only at the population level.  

Unknown Data 
When the race or ethnicity value (e.g., reporting category) is unknown, the data source is also 
considered unknown. The “Unknown” data source category is allowed only in this situation. 
While NCQA acknowledges that race and ethnicity data sources are not always known, even 
when values are known or present, plans must identify and assign a direct or indirect source for 
HEDIS reporting for known values. NCQA encourages plans to have processes for recording 
the provenance of race and ethnicity data. 

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that data categorized “Unknown” have been characterized 
appropriately. For example:  
o If a plan reports that all stratified data elements came from unknown sources, the auditor 

confirms that the method(s) used to determine race and ethnicity are unknown.  
o If a plan reports that geographic assignment was used, the auditor confirms that data were 

inaccurately characterized as unknown.  
o If a plan reports that member survey data were used, the auditor confirms that the plan 

inaccurately characterized data as unknown.  
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• Auditors may encourage plans to invest in improving direct data collection to prepare for the 
future shift to prioritization of direct methods in the RES specification. 

Resolving Disagreements in Data From Different Sources 

 

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are not required to validate that plans adhere to the instructions above, but may 
provide guidance on resolving data disagreements (e.g., multiple race or ethnicity values that 
do not agree). 
o Example: A member’s race is listed as “White” in the enrollment database and listed as 

“Asian” in the EHR.  

• NCQA advises plans to prioritize data that come from a specific source with clear provenance 
(i.e., from direct data over indirect or unknown data).  
o Example of direct data: A member’s ethnicity is “Hispanic” in a case management system, 

based on member survey response, but is categorized as “Not Hispanic” through an 
indirect imputation method combining ZIP code and surname analysis. Data that come 
directly from member response are prioritized, and the member is categorized as “Hispanic 
or Latino.”  

o Example of specificity: A member is listed as “Native Hawaiian or Other Pacific Islander” in 
Source A and “Filipino” in Source B. Source B is considered more specific and should be 
prioritized. Filipino maps to “Asian,” according to the CDC/OMB category mappings, and 
thus the member’s race is categorized as “Asian.” 

o Example of provenance: A member is listed as “African American” in enrollment data and 
“White” in the EHR. The accuracy of the EHR data is unknown (e.g., unclear whether data 
came from direct member response or from indirect methods [observation, imputation]). 
Enrollment data should be prioritized, given the clearer provenance, and the member 
categorized as “Black or African American.” 

• When specificity and provenance are consistent across two sources that disagree, plans 
should use their best judgment about data accuracy and should prioritize the data they 
perceive to be most accurate. Auditors are not expected to validate the plan’s judgment.  

Data Completeness Expectations 
Data completeness refers to the percentage of members for whom there is a documented race 
and ethnicity value. Direct data completeness refers to the percentage of members whose 
documented race and ethnicity value comes from direct self-report. 
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NCQA acknowledges the challenges inherent to collecting race and ethnicity directly (e.g., 
member mistrust or unwillingness to self-identify, staff discomfort or lack of training, technical 
limitations of systems).18 While NCQA expects organizations to invest in overcoming these 
barriers over time, current analyses indicate that many organizations do not yet have a high 
level of complete, directly collected race and ethnicity data.  

A 2016 CMS analysis of Medicaid and Children’s Health Insurance Program (CHIP) beneficiary 
enrollment data found that despite regulations requiring all states to report race and ethnicity 
data on all or almost all beneficiaries, only 21 states reported having such data for more than 
90% of beneficiaries;19 data were incomplete for the majority of states. The lack of 
completeness of direct race and ethnicity data causes concern about relying solely on direct 
methods to measure disparities in care.  

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are not required to validate data completeness. 
• Plans may report direct, indirect or unknown data; there is no required proportion for any of 

these source categories. 

Section 3 Resources 
Direct data collection 
1. The American Hospital Association Institute for Disparities and Health Equity Health 

Disparities Toolkit provides guidance on collecting race and ethnicity data. 
2. The Minnesota Community Measurement Handbook on the Collection of Race, Ethnicity, 

Preferred Language, and Country of Origin Data in Medical Groups contains practical 
guidance on collecting race and ethnicity. Refer to Implementation Considerations for 
critical success factors, best practices for asking about race and ethnicity and guidance 
for addressing common administrative barriers.  

3. The Urban Institute Report on Collection of Race and Ethnicity Data for Use by Health 
Plans to Advance Health Equity provides guidance on opportunities for better race and 
ethnicity data collection, solutions to reduce existing barriers to data collection and 
jumpstarting action.  

4. The Agency for Healthcare Research and Quality Report on Race, Ethnicity, and 
Language Data: Standardization for Health Care Quality Improvement identifies 
standardized categories for variables of race, ethnicity and language that can be used to 
facilitate sharing, compilation and comparison of quality data stratified by standard 
categories.  

5. The National Academies of Sciences, Engineering, and Medicine Report on Race, 
Ethnicity, and Language Data: Standardization for Health Care Quality Improvement.  

Indirect data collection 
1. Fremont, A., J.S. Weissman, E. Hoch, and M.N. Elliott. 2016. When Race/Ethnicity Data 

Are Lacking: Using Advanced Indirect Estimation Methods to Measure Disparities. Santa 
Monica, CA: RAND Corporation. https://www.rand.org/pubs/research_reports/RR1162.html 

2. Haas, A.C., M.N. Elliott, J. Dembosky, J.L. Adams, S. Wilson-Frederick, J. Mallett, S.J. 
Gaillot, S.C. Haffer, and A. Haviland. September 17, 2021. “Imputation of Race/Ethnicity to 

https://ifdhe.aha.org/hretdisparities/toolkit
https://ifdhe.aha.org/hretdisparities/toolkit
https://helpdesk.mncm.org/helpdesk/KB/View/23222001-handbook-on-the-collection-of-raceethnicitylanguage-data-in-medical-groups
https://helpdesk.mncm.org/helpdesk/KB/View/23222001-handbook-on-the-collection-of-raceethnicitylanguage-data-in-medical-groups
https://www.urban.org/research/publication/collection-race-and-ethnicity-data-use-health-plans-advance-health-equity
https://www.urban.org/research/publication/collection-race-and-ethnicity-data-use-health-plans-advance-health-equity
https://www.ahrq.gov/research/findings/final-reports/iomracereport/index.html
https://www.ahrq.gov/research/findings/final-reports/iomracereport/index.html
https://nap.nationalacademies.org/read/12696/chapter/1
https://nap.nationalacademies.org/read/12696/chapter/1
https://www.rand.org/pubs/research_reports/RR1162.html
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Enable Measurement of HEDIS Performance by Race/Ethnicity.” Health Services 
Research 54, no. 1: 13–23. https://www.rand.org/pubs/external_publications/EP68722.html  

3. Liang, Z., C. Nau, F. Xie, R. Vogel, and W. Chen. December 2020. “The Application of 
Community-Based Information from the American Community Survey in a Large Integrated 
Health Care Organization.” The Permanente Journal 25: 1–3. 
https://pubmed.ncbi.nlm.nih.gov/33635758/.  

4. The Urban Institute’s Ethics and Empathy in Using Imputation to Disaggregate Data for 
Racial Equity: Recommendations and Standards Guide provides guidance on imputation 
and its importance in race-conscious policy making. 

Data management and provenance 
1. NCQA’s Race and Ethnicity Stratification Data Learning Network Summary Report 

contains best practices for tracking and mapping race and ethnicity data for quality 
improvement and reporting.  

 
  

https://www.rand.org/pubs/external_publications/EP68722.html
https://pubmed.ncbi.nlm.nih.gov/33635758/
https://www.urban.org/research/publication/ethics-and-empathy-using-imputation-disaggregate-data-racial-equity-recommendations-and-standards-guide
https://www.urban.org/research/publication/ethics-and-empathy-using-imputation-disaggregate-data-racial-equity-recommendations-and-standards-guide
https://res.ncqa.org/wp-content/uploads/NCQA-RE-Summary-Report.pdf
https://res.ncqa.org/wp-content/uploads/NCQA-RE-Summary-Report.pdf
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Section 4: Sampling and Reporting 

Sampling Hybrid Measures 

 
TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to validate that plans followed sampling guidelines for the Hybrid 
Method, as described above. Auditors should refer to the HEDIS Volume 5 HEDIS 
Compliance Audit: Standards, Policies and Procedures, “Determination Standards” to validate 
that the appropriate systematic sampling methodology was used correctly. 

Determining Minimum Denominator Size 
The RES guideline instructs plans to follow HEDIS guidelines for denominator size.  

 

TECHNICAL GUIDANCE FOR AUDITORS 

• Auditors are expected to follow guidance in HEDIS Volume 5 for determining a rate 
designation. 

Data Refresh 
Plans are allowed to refresh their data when using the Hybrid Method. The systematic sample 
and eligible population reported in the IDSS do not change when data are refreshed. As sources 
for race and ethnicity information are integrated during data refresh, there may be changes to 
member race or ethnicity categorizations because of differences between RES eligible 
population and denominator data elements.  

Section 4 Resources 

HEDIS Volume 5: HEDIS Compliance Audit: Standards, Policies and Procedures contains 
instructions for validating sampling methodology and determining a designation for reported 
measure rates.  
Purchase it at the NCQA Store.  

https://store.ncqa.org/
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Section 5: Expectations for Use of Data 
NCQA acknowledges that race is a social construct and a proxy for social, environmental and 
political forces that influence health, including structural and institutional discrimination and 
racism. Race does not cause health inequities; rather, the conditions and systems in which 
patients are born, grow, work, live and age directly affect gaps in care and outcomes. These 
systemic forces may manifest as inequities in care and health outcomes.  

NCQA is committed to promoting appropriate use and interpretation of race and ethnicity data. 
These data may be used to inform efforts to identify and eliminate health disparities, but not to 
suggest that race is a biological determinant of health.  

NCQA expects health plans to use race and ethnicity stratifications of HEDIS data to confront 
and correct disparities in care, not to further bias in health care, and has included the following 
note in the RES specification: 

 

TECHNICAL GUIDANCE 

• Auditors are not expected to validate that health plans follow the guidance in the note. 
 

Section 5 Resources 
In A New Effort To Address Racial And Ethnic Disparities In Care Through Quality 
Measurement, a Health Affairs blog post, NCQA describes the intent of race and ethnicity 
stratification in quality measurement and the impetus for greater race and ethnicity data 
collection in health care.  

  

https://www.healthaffairs.org/do/10.1377/forefront.20210907.568444/full/
https://www.healthaffairs.org/do/10.1377/forefront.20210907.568444/full/
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Section 6: Evolution of Race and Ethnicity Stratification 
NCQA intends to evolve and expand RES, to maximize the ability of HEDIS to identify 
disparities in care.  

Auditors should be prepared to support a broader set of stratified measures each year. The  
MY 2023 stratified measure set includes 13 measures, and is anticipated to expand. 

NCQA may eventually implement a data completeness threshold and require plans to have a 
certain percentage of race and ethnicity data gathered from direct sources. If NCQA does 
pursue this requirement, we will notify auditors and plans well in advance and will provide an 
opportunity for public comment.  

For now, auditors can help health plans prepare for the evolution of RES by promoting improved 
collection of race and ethnicity data directly from members; improved data sharing to facilitate 
duplication of collection efforts; and disparity reduction efforts in high-priority, disparity-sensitive 
clinical areas.  

Section 6 Resources 
1. The American Hospital Association Institute for Disparities and Health Equity Health 

Disparities Toolkit contains guidance on collecting race and ethnicity data.  
2. NCQA’s Race and Ethnicity Stratification Data Learning Network Summary Report 

contains best practices for tracking and mapping race and ethnicity data for quality 
improvement and reporting.  

3. In A New Effort To Address Racial And Ethnic Disparities In Care Through Quality 
Measurement, a Health Affairs blog post, NCQA describes the intent of race and ethnicity 
stratification in quality measurement and the impetus for greater race and ethnicity data 
collection in health care. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://ifdhe.aha.org/hretdisparities/toolkit
https://ifdhe.aha.org/hretdisparities/toolkit
https://res.ncqa.org/wp-content/uploads/NCQA-RE-Summary-Report.pdf
https://res.ncqa.org/wp-content/uploads/NCQA-RE-Summary-Report.pdf
https://www.healthaffairs.org/do/10.1377/forefront.20210907.568444/full/
https://www.healthaffairs.org/do/10.1377/forefront.20210907.568444/full/
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