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Overview  
As Washingtonôs Medicaid external quality review organization (EQRO), Qualis Health provides external 

quality review and supports quality improvement for enrollees of Washington Apple Health managed care 

organizations (MCOs) and the managed mental healthcare services. 

This Comparative Analysis Report documents performance among Apple Health MCOs during the 2014 

measurement year (2015 reporting year). The report comes during a time of transformation in 

Washingtonôs Medicaid program. As a result of the expansion of Medicaid coverage under the Affordable 

Care Act, Apple Health enrollments grew by over 40 percent during 2014, covering over 1.3 million 

people by the end of the year. Washington is on a path to transform the way healthcare is furnished in the 

state through initiatives such as Healthier Washington, behavioral and physical health integration, 

introduction of value-based payments, greater community and consumer empowerment through 

Accountable Communities of Health and primary practice transformation. 

Most of the performance measures found in this report come from NCQAôs HEDISÈ and AHRQôs 

CAHPS
®
 measure sets. For some measures, the State has contractually defined goals that MCOs must 

meet. In an ongoing effort to improve the quality of care for enrollees, the report aims to: 

¶ Contribute to the Centers for Medicare & Medicaid Services (CMS) requirements for an external 

quality review of managed care organization performance in Washington 

¶ Provide transparency allowing stakeholders and consumers to have visibility to health plan 

performance information 

¶ Encourage ongoing quality improvement by all stakeholders in Washingtonôs Apple Health program 

A companion Regional Analysis Report provides regional comparisons of selected performance 

measures. Our aim is that these reports inspire better alignment between MCO performance and State 

healthcare initiatives. Qualis Health welcomes your questions and comments regarding these reports. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

HEDIS
®
 is a registered trademark of the National Committee for Quality Assurance (NCQA).  

CAHPS
®
 is a registered trademark of the Agency for Healthcare Research and Quality (AHRQ).  
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Executive Summary 
 

As part of its work as the external quality review organization (EQRO) for the Washington State Health 

Care Authority (HCA), Qualis Health reviewed Apple Health managed care organization (MCO) 

performance for the 2014 calendar year (CY). The MCOs were required to report more than 30 

Healthcare Effectiveness Data and Information Set (HEDIS) measure items in order to assess the levels 

of quality, timeliness and access to healthcare services that they furnished to Apple Health Medicaid 

enrollees. HEDIS measures were developed and are maintained by the National Committee for Quality 

Assurance (NCQA). NCQAôs database of HEDIS results for health plans enables benchmarking against 

other Medicaid managed care health plans nationwide.  

 

During 2014, five MCOs provided care for Apple Health enrollees: 

¶ Amerigroup Washington (AMG) 

¶ Community Health Plan of Washington (CHPW) 

¶ Coordinated Care Washington (CCW) 

¶ Molina Healthcare of Washington (MHW) 

¶ United Healthcare Community Plan (UHC) 

An additional Medicaid MCO, Columbia United Providers (CUP), began operations in Washington in 

2015. As CUP was not operating in Washington in 2014, its performance is not reviewed in this report.  

To be consistent with NCQA methodology, the 2014 measurement year (MY) is referred to as the 2015 

reporting year (RY) in this report.  

Background Trends 
The primary purpose of this report is to summarize MCO performance drawing from selected HEDIS

 

measures. Multiple environmental factors may influence performance, including: 

¶ Medicaid Expansion: Between January and December 2014, total Apple Health enrollment grew by 

over 40 percent. Medicaid expansion impacted each MCO differently. MCOs with rapid growth may 

have experienced strain among provider networks. It is important to note that for most measures 

included in this report, one year of continuous enrollment is required for inclusion. As a result, many 

newly insured individuals are not directly reflected. This report more accurately measures the impact 

of Medicaid expansion on members who were insured prior to and through 2014. 

¶ Blind or Disabled Individuals in Managed Care: Most individuals eligible for Apple Health now 

receive care from one of the MCOs; only about 10 percent of eligible individuals are still covered by 

traditional fee-for-service models. The transition toward managed care includes thousands of 

individuals who are eligible for Apple Health because of their blind/disabled status. In early 2014, 

these individuals were not evenly distributed across MCOs, which may have influenced the observed 

overall performance for some measures. With the rapid enrollment growth during 2014, differences 

among the MCOs in the percent of blind or disabled members were greatly reduced. By the end of 

the year, the shares of blind and disabled members in each MCO ranged from 6 to 7 percent across 

the five MCOs.
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Performance Highlights 
Washington Apple Health overall performance is summarized below. As an aid for quickly reviewing 

performance, the following symbols are used to summarize each group of measures: Ƹ(poor 

performance), ƹƷ(average performance), ƶ(good performance), ±(mixed performance). 

Access 
Health plans are responsible for ensuring care is convenient and available for their members. This is 

achieved by establishing an adequate provider network, providing good customer service and guidance, 

and educating members on the importance of engaging with providers for routine healthcare. Access is 

measured by the frequency of primary care, well-child and maternal health visits. 

¶ Primary care visits (ƹƷ): The rapid growth in enrollments during 2014 makes it difficult to 

generalize performance on access to primary care, but overall access measures were reasonably 

adequate for Apple Health members. The percentage of adults who had at least one primary care 

visit was slightly below the national average, while the percentage for children was slightly above. 

Overall, the outpatient visit rate per 1,000 member months declined slightly in the 2015 reporting year 

from the previous year, and was about 93 percent of the national average rate. MCOs with rates 

below the state average tended to be both newer MCOs in Washington and more strongly impacted 

by Medicaid expansion, and are likely working to expand their provider networks. 

¶ Well-child visits (Ƹ): The percentage of well-child visits for Apple Health children and adolescents 

registered a relatively poor performance, remaining below the national average and declining 

between the 2014 and 2015 reporting years. The State has set goals for these measures as contract 

provisions for MCOs; all MCOs fell below at least one goal level and will be required to implement 

performance improvement projects. It is unclear whether these measures were low because of 

incomplete medical coding or an actual deficiency in the number of well-care visits, given that the 

percentage of children with primary care visits was above the national average. 

¶ Maternal health visits (Ƹ): Apple Health was well below the national average on three key maternal 

health visit rates: timeliness of prenatal visits (in the first trimester), the percentage of pregnant 

women with 81 percent or more of their recommended prenatal visits (the recommended number for 

this measure depends on the memberôs stage of pregnancy at time of enrollment), and the 

percentage of new mothers with postpartum visits. Improvement on these measures will be key to 

achieving Healthier Washington goals relating to decreases in disparities in adverse birth outcomes. 

Preventive Care 
Effective preventive care is delivered proactively, before the onset of disease. Perhaps the best example 

of primary preventive care is immunization from disease, which must be administered at the right ages for 

highest effectiveness. Other types of preventive care and screenings also should be delivered at the right 

time to be effective, such as cancer screenings, and weight and nutrition counseling. 

¶ Child and adolescent immunizations (ƶ): Two commonly reported combinations of vaccines (2 

and 3) for children under the age of two improved over the previous year, with one now surpassing 

the national average. Adolescent immunizations (Combination 1) also improved and surpassed the 

national average. 

¶ Weight assessment and counseling (±): The percentage of Body Mass Index (BMI) assessments 

was very low for Apple Health children (20 points lower than the nation). Counseling for nutrition and 
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physical activity were also below the national average, although physical activity counseling rose 

significantly in 2015. BMI assessments for adults were nominally above the national average. 

¶ Womenôs health screenings (Ƹ): All three measures of womenôs health screenings were 

significantly below national averages, including breast cancer, cervical cancer and chlamydia. The 

percentage of girls receiving human papillomavirus (HPV) vaccinations before the age of 13 was 

above the national average. 

Quality of Care 
Health plans can greatly enhance quality of care and outcomes by helping providers coordinate care so 

that chronic illness is effectively managed and unnecessary or inappropriate care is avoided. 

¶ Diabetes management (ƶ): Process measures for the detection of diabetes, including hemoglobin 

A1c (HbA1c) (blood sugar) testing, eye exams and checking for kidney damage, were all above 

national averages. Outcome measures like controlling high blood pressure and keeping blood sugar 

levels in control were near the national average for Apple Health members with diabetes. Diabetes 

screening and monitoring measures for individuals with schizophrenia were both above the national 

average. 

¶ Other chronic care management (±): Management of asthma medication was nominally below the 

national average, very good for chronic obstructive pulmonary disease (COPD) medications and 

average for antidepressant medications. Follow-up care for children prescribed attention deficit 

hyperactivity disorder (ADHD) medication was below the national average, and adherence to 

medications for individuals with schizophrenia was well above the national average. Control of high 

blood pressure for members at risk was lower than the national average. 

¶ Appropriateness of treatments (±): Use of antibiotics for children and adults with respiratory 

infections was generally appropriate, above the national averages, except for children with 

pharyngitis, which was significantly below the national average. The appropriate use of imaging for 

lower back pain was higher than the national average. 

¶ Avoidance of emergent and inpatient care (±): Hospital all-cause readmissions were significantly 

higher in 2015 than in the previous year. Emergency department (ED) visits were slightly higher than 

the previous year, but still well below the national average. Hospitalization rates and lengths of stay 

were slightly higher in 2015, but were below national average rates. 

MCO-Level Variation 
¶ Significant variation between MCOs indicates quality improvement opportunities.  

Statistically significant variation was observed across a number of HEDIS measures. This variation 

was observed for both administrative and hybrid HEDIS measures. (Administrative measures are 

based solely administrative data like claims, and hybrid measures use a sample of administrative 

data combined with medical record reviews.) Table 2 on page 13 displays measures for which at least 

four MCOs performed significantly above or below the state rate.  

¶ All MCOs underperformed compared to national rates in well-care visits, weight management, 

womenôs health and maternal healthcare. 

There are several measures on which most Apple Health MCOs performed below the national 

average (shown in Table 3 on page 14). Uniformly poor performance may be driven by provider 

behavior and may be difficult to influence by individual MCOs; as a result, the State may opt to 
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encourage cross-MCO collaboration on these measures so as to drive better performance and share 

costs of provider education and technical assistance. 

At least four MCOs performed below the national average on four measures, and at least three MCOs 

were below the national average on another ten measures. These measures can be grouped into six 

domains: adultsô access to care, well-care visits for children and adolescents, immunizations for 

children and adolescents, weight management for children and adolescents, womenôs health and 

pregnancy care. Measures in several of these domains should not have been unduly impacted by 

coverage expansion, as children, adolescents and pregnant women were previously eligible for 

coverage. For three of these measures (well-care visits for children 3ï6 years, well-care visits for 

adolescents and childhood immunizations with Combo 2), the State has specified a requirement to 

implement performance improvement projects (PIPs). HCA may consider adopting some or all of the 

other low-performing measures as priority measures in future contracts to ensure adequate 

performance. 

¶ All MCOs showed strong performance on inpatient and ED utilization measures; there may be 

opportunities to further decrease hospital utilization (and costs) through maximizing 

outpatient utilization. 

All MCOs registered lower than national averages for inpatient and ED utilization. The two measures 

suggest a positive level of overall health and quality of care received by enrollees. MHW had the 

lowest rates of both inpatient utilization and ED visits in 2015 while also providing the highest rate of 

outpatient utilization. There may be opportunities for other MCOs to gain insight from the MHW model 

to minimize hospital utilization through maximizing outpatient access and utilization. 

Recommendations  
Based on 2015 MCO performance, Qualis Health recommends that HCA: 

¶ Attempt to align MCO reporting requirements with other State programs such as Healthier 

Washington. For example, the Common Measure Set for Healthier Washington includes multiple 

reported HEDIS
 
measures, including adult and child access to primary care, well-child visits, youth 

obesity, comprehensive diabetes care, childhood and adolescent immunizations and avoidance of 

low-value health services.
i
 Making these measures priority measures for MCOs may encourage 

improved performance on State goals. Additionally, there are several Healthier Washington goals that 

align with HEDIS
 
measures that are currently not required reporting measures for MCOs, such as 

tobacco screening and cessation counseling, follow-up after hospitalization for mental illness and 

annual monitoring for patients on persistent medications. Requiring MCOs to report these measures 

in the future may enable improvement on Healthier Washington goals. 

¶ Require MCOs to submit member-level HEDIS data in a standard format to HCA.  When aggregated, 

the data should match audited and reported values submitted to NCQA (e.g., via the Interactive Data 

Submission System [IDSS]). These data would provide a common basis for analysis of performance 

by the State and the EQRO. The usefulness of such a dataset would be enhanced if it included a 

masked, unique member identifier so that member records could be linked across HEDIS measures. 

¶ Move forward with requiring MCOs to complete performance improvement projects (PIPs) if they did 

not meet the contracted goals for 2015 for well-child visits (0ï15 months, 3ï6 years, and 12ï21 

years) and childhood immunizations (Combination 2). 
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¶ Establish additional performance standards for low performance measures in 2015, including 

maternal health visit measures, childrenôs weight assessment and counseling measures and womenôs 

health screening measures.  HCA should require that MCOs conduct performance improvement 

projects (PIPs) when performance falls below those standards. 

¶ Require MCOs to submit member-level data relating to enrollee receipt of prenatal care (in terms of 

both timeliness and frequency) in order to conduct analyses to identify particular subgroups or 

patterns common to all MCOs that could form a foundation for improvement. This would assist in 

achieving the Stateôs goals of decreasing disparities in adverse birth outcomes. 

¶ Take steps to help MCOs address common challenges and share best practices through a group 

learning forum. For example, MHWôs performance in 2015 RY indicates a successful pattern of low 

emergent and inpatient utilization coupled with high ambulatory access and utilization, suggesting a 

successful service model design, elements of which could be shared with other MCOs. 

Qualis Health recommends that MCOs: 

¶ Provide assistance to providers to improve the collection and accuracy of clinical data supporting 

HEDIS and other performance measures. 

¶ Consider incentivizing providers to improve collection of clinical data, with the goal of leveraging 

administrative data for real-time reporting and dashboards for providers. 

¶ Partner with the State in implementing elements of the Healthier Washington plan and the State 

Healthcare Innovation Plan.  For example, MCOs could identify specific performance measure targets 

that align with Healthier Washington and make formal commitments to achieve them. 
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Introduction 
 

As part of its work as the external quality review organization (EQRO) for the Health Care Authority 

(HCA), Qualis Health reviewed managed care organization (MCO) performance for the measurement 

year (MY) 2014 (reporting year 2015). The performance measures included Healthcare Effectiveness 

Data and Information Set (HEDIS) measures and Consumer Assessment of Healthcare Providers and 

Systems (CAHPS) survey data collected during early 2015 for the Medicaid child population. The purpose 

of this report is to summarize the performance of Washington Apple Health MCOs in furnishing 

accessible, timely and quality care to Medicaid recipients. To enable a reliable measurement of 

performance, the MCOs were required to report more than 30 HEDIS measures. HEDIS measures were 

developed and are maintained by the National Committee for Quality Assurance (NCQA). NCQAôs 

database of HEDIS results for health plans enables benchmarking against other Medicaid managed care 

health plans nationwide.  

 

During 2014, five MCOs managed healthcare for Apple Health enrollees: 

¶ Amerigroup Washington (AMG) 

¶ Community Health Plan of Washington (CHPW) 

¶ Coordinated Care Washington (CCW) 

¶ Molina Healthcare of Washington (MHW) 

¶ United Healthcare Community Plan (UHC) 

An additional Medicaid MCO, Columbia United Providers (CUP), began operations in Washington in 

2015. As CUP was not operating in Washington in 2014, its performance is not reviewed in this report.  

To be consistent with NCQA methodology, the 2014 measurement year is referred to as the 2015 

reporting year (RY) in this report. 

Most Washington counties are served by multiple Apple Health MCOs (Figure 1). 



  Qualis Health 

2015 Comparative Analysis  Page 7 

Figure 1: Apple Health Managed Care Service Areas as of January 2015 

 

HEDIS Performance Measures 
The NCQA Healthcare Effectiveness Data and Information Set (HEDIS) is a widely used set of healthcare 

performance measures reported by health plans. HEDIS results can be used by the public to compare 

MCO performance over eight domains of care; they also allow MCOs to determine where quality 

improvement efforts may be needed
1
. In the first half of 2015, Qualis Health conducted an NCQA HEDIS 

Compliance AuditÊ of each Apple Health Medicaid managed care plan to ensure that MCOs are 

accurately collecting, calculating and reporting HEDIS measures. 

Using the NCQA-standardized audit methodology, NCQA-certified auditors assessed each MCOôs 

information system capabilities and compliance with HEDIS specifications. HCA and each MCO were 

provided with an onsite report and a final report that included an Audited Measures List, Summary of 

Audit Activity, Information Systems Standards Validation, HEDIS Source Code Validation, Survey Sample 

Frame Validation, HEDIS Supplemental Database Validation, Medical Record Review Validation, Final 

Audit Statement and Audit Measure Designations. 

Methods 

Performance Measures 
Qualis Health assessed audited MCO-level HEDIS data for the 2015 reporting year (2015 RY, measuring 

enrollee experience during 2014), including 31 measures comprising 106 specific indicators. Many 

measures include more than one indicator, usually for specific age groups or other defined population 

http://www.ncqa.org/HEDISQualityMeasurement/WhatisHEDIS.aspx
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groups
i
. Of the 31 measures, 28 relate to effectiveness of care and three relate to utilization (ambulatory 

and inpatient physical care and mental health). These measure groups (care and utilization) account for 

91 and 15 indicators, respectively. 

The HEDIS measures are considered to be unambiguous performance indicators, whereas the utilization 

indicators can be helpful for identifying patterns and disparities in membersô access to care. It should be 

noted that the HEDIS measures are not risk adjusted, and so may vary from MCO to MCO due partly to 

factors that are out of an MCOôs control, such as medical acuity, demographic characteristics and other 

factors that may impact membersô interaction with healthcare providers and systems. NCQA has not 

developed methods for risk adjustment of these measures; however, with the rapid growth of Apple 

Health enrollments during 2014, performance impacts that may be attributable to differences in member 

mix are likely diminishing. Many of the HEDIS measures are focused on a narrow eligible patient 

population where the measured action is almost always appropriate, regardless of disease severity or 

underlying health condition. 

An additional performance measure, Plan All-Cause Readmissions, was audited but not submitted to 

NCQA and is included in this report. The readmissions measure follows a similar methodology and 

definition as the audited readmissions measure defined for Medicare and commercial populations, but 

has not been formally adopted for the Medicaid population by NCQA. 

Administrative Versus Hybrid Data Collection 
HEDIS measures draw from clinical data sources, utilizing either a fully ñadministrativeò collection method 

or a ñhybridò collection method. The administrative collection method relies solely on clinical information 

that is collected from the electronic records generated in the normal course of business, such as claims, 

registration systems or encounters, among others. In some delivery models, healthcare providers may not 

have an incentive to report all patient encounters, such as under-capitated models, so rates based solely 

on administrative data may be artificially low. For measures that are particularly sensitive to this gap in 

data availability, the hybrid collection method supplements administrative data with a valid sample of 

carefully reviewed chart data, allowing MCOs to correct for biases inherent in administrative data gaps. 

Hybrid measures therefore allow health plans to overcome missing or erroneous administrative data by 

using sample-based adjustments. As a result, hybrid performance scores will nearly always be the same 

or better than scores based solely on administrative data.  

Potential Sources of Variation in Performance 
The adoption, accuracy and completeness of electronic health records (EHRs) have slowly improved over 

recent years as new standards and systems have been introduced and enhanced. Still, many providers 

do not use a comprehensive EHR system.
2
 HEDIS performance measures are often very specifically 

defined and may result in health records not including the required notes or values in order to meet the 

criteria for a visit or action to count as a numerator event. It is therefore important to keep in mind that a 

low performance score can be the result of either an actual need for quality improvement, or the need to 

improve electronic documentation and diligence in recording of notes. For example, in order for an 

outpatient visit to be counted as having counseling for nutrition taken place, a note with evidence of the 

counseling must be attached to the medical record, with evidence being one of several specific examples 

from a list of possible types of counseling, such as discussion of behaviors, a checklist, distribution of 

educational materials, etc. Even if such discussion did take place during the visit, if it was not noted in the 

                                                      

i
 While MCOs where audited for 34 HEDIS measures, only 31 were actually available because three 
measures relating to mental health services were excluded, as mental health services for Medicaid 
enrollees in Washington were provided by Regional Support Networks.  
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medical record, it cannot be counted as a numerator event for Weight Assessment and Counseling for 

Nutrition and Physical Activity for Children/Adolescents. For low observed scores, health plans and other 

stakeholders should examine (and strive to improve) both of these potential sources of low measured 

performance. 

Member-Level Data 
HCA required MCOs to submit de-identified member-level data (i.e., for each individual member) for all 

administrative and hybrid measures. The member-level data enabled HCA and Qualis Health to conduct 

analyses relating to racial and geographic disparities to identify quality improvement opportunities. 

Analyses based on member-level data are included in this report. A companion Regional Analysis Report 

draws more heavily from the member-level data to summarize regional differences in access and quality. 

Calculation of the Washington Apple Health Average 
This report provides estimates of the average performance among the five Apple Health MCOs for the 

two most recent reporting years, 2014 and 2015. In the 2015 reporting year, HCA required that MCOs 

provide a larger number of measures than in 2014, so for some measures only a 2015 RY average is 

reported. The state average for a given measure is calculated as the weighted average among the MCOs 

that reported the measure (usually five MCOs), with MCOsô shares of the total eligible population used as 

the weighting factors. For most measures, the reported average for the 2014 measurement year is 

different from those reported in the previous yearôs comparative analysis report. The previous report 

appears to have used a weighted average; however, for measures using a hybrid measurement method, 

the average was calculated using MCOsô shares of the sample population as the weighting factors, rather 

than shares of total eligible population. In this report, all state averages use the shares of total eligible 

population as the weighting factors.  

Statistical Significance 
Throughout this report, comparisons are frequently made between specific measurements (e.g., for an 

individual MCO) and a benchmark. Unless otherwise indicated, the terms ñsignificantò or ñsignificantlyò are 

used when describing a statistically significant difference at the 95 percent confidence level.  

For individual MCO performance scores, a chi-square test is used to compare the MCO against the 

remaining MCOs as a group (i.e., the state average not including the MCO score being tested). The 

results of this test are included in the Appendix B tables for all measures, when applicable. For this 

reason, occasionally a test may be significant even when the confidence interval crosses the state 

average line shown in the bar charts, because the state averages on the charts reflect the weighted 

average of all MCOs, not the average excluding the MCO being tested.  

Other tests of statistical significance are generally made by comparing confidence interval boundaries, for 

example, comparing the MCO performance scores or state averages from year to year. These results are 

indicated in Appendix B tables by upward and downward arrows and explained in table notes. 

Comparison to National Benchmarks 
This report provides national benchmarks for select measures from NCQAôs Quality Compass. These 

benchmarks represent the national average and 90
th
 percentile performance among Medicaid managed 

care organizations nationwide. All NCQA-accredited Medicaid MCOs are included, regardless of whether 

the state expanded Medicaid coverage. It is unknown at this time how Medicaid expansion may be 

impacting these benchmarks. The license agreement required by NCQA for publishing HEDIS 

benchmarks in this report limited the number of individual indicators to 30, with no more than two 

benchmarks reported for each selected indicator. Therefore, a number of charts and tables do not include 

a direct comparison with national benchmarks, but may instead include a narrative comparison with 
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national benchmarks, for example, noting that a specific indicator or the state average is lower or higher 

than the national average. 

Interpreting Performance 
As described above, the performance measures in this report must be interpreted carefully. At best, they 

serve as a guide for further investigation and potential improvement. Two factors should be considered 

when interpreting any measure. First, the source of measurement should be considered, and whether a 

score could potentially be a reflection of variations in medical record completeness. Both administrative 

and hybrid measures can be susceptible to this variation. Second, what is the practical significance in the 

difference between an MCO score and a state or national benchmark (e.g., average)? Some measures 

have very large denominators (populations or sample sizes), making it more likely to detect significant 

differences even for very small differences. Conversely, a measure may be markedly different from a 

benchmark, but because of a small denominator may have a relatively wide confidence interval. In such 

instances, it may be useful to look at patterns among associated measures, if available, in interpreting 

overall performance. 

Overview of Apple Health Enrollment Trends 
A review of enrollment trends provides a background to help better understand how the Medicaid 

expansion may have impacted performance in the 2014 MY. A number of HEDIS quality measures 

require continuous enrollment over one year or more for members to be eligible for the measure. With the 

current environment of rapid Medicaid enrollment growth, the experience of a large number of new 

members may not be directly reflected; however, the experience of eligible longstanding members could 

have been affected in many instances by the influx of new members in the 2014 CY, especially with 

respect to access to care. 

Enrollment Growth During 2014 
The Medicaid expansion provision of the Affordable Care Act was implemented in January 2014. As a 

result, Medicaid MCOs in Washington State grew rapidly during 2014 (Table 1). Overall, the Apple 

Health-covered population grew by nearly 42 percent during the year. The member populations for two 

MCOs, AMG and UHC, more than doubled. 

Table 1: MCO Enrollment Growth During Calendar Year 2014 

Medicaid Managed Care Plan 
January 

2014 
December 

2014 
% Change 

Amerigroup Washington (AMG) 55,459 128,369 131.4% 

Coordinated Care of Washington (CCW) 105,914 175,353 65.6% 

Community Health Plan of Washington (CHW) 267,634 332,456 24.2% 

Molina Healthcare of Washington (MHW) 402,942 486,524 20.7% 

United Health Care Community Plan (UHC) 88,199 180,225 104.3% 

Total 920,158 1,302,927 41.6% 

Source: Enrollment data provided by Washington State Health Care Authority 

Growth was not uniform across the state. The map in Figure 2 depicts the number of additional enrollees 

by county between January and December 2014, as well as each countyôs ñlocation factor,ò the share of 

the countyôs growth relative to its share of enrollees at the beginning of 2014 (in January). King County, 

for example, had over 100,000 new enrollees during the year. As a share of the statewide new 

enrollments, those 100,000 enrollees represented a greater share than King Countyôs share of enrollment 
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in January, by a factor of 1.06, or 6 percent. That is, King Countyôs Medicaid population grew 6 percent 

faster than the state average. Yakima County, by contrast, had over 20,000 new enrollees; however, its 

share of new enrollments lagged behind its share of enrollees at the beginning of the year, by a factor of 

.93, or about ï7 percent. That is, Yakima County enrollments grew 7 percent slower than the state 

average. 

While nearly all counties saw growth in the Medicaid-covered population, the growth fueled by the 

Medicaid expansion was relatively concentrated in western Washington counties. San Juan and Island 

counties saw the greatest relative increase in Medicaid enrollees, growing 22 percent and 11 percent 

faster than the state average, respectively. Both counties, however, began 2014 with small Medicaid 

populations. Skamania was the only county to have lost Medicaid enrollees during 2014. 

Figure 2: Medicaid Enrollment Growth By County, Calendar Year 2014 

 

A majority of the new enrollees in 2014 were men, and many new enrollees were older than traditional 

(pre-expansion) new enrollees, over the age of 45 (Figure 3). This demographic shift was not likely 

reflected in many of the performance measures reviewed in this report; however, it may become more 

apparent in the performance measures collected in 2015 and reported in next yearôs (2016) edition of this 

comparative analysis report. An older population will have different healthcare needs and utilization 

patterns than a traditionally younger population. 
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Figure 3: Medicaid Enrollment Growth By Age and Gender, January to December 2014 

 

Language Data 
There was an 87 percent decline in the number of individuals with primary language coded as ñunknownò 

in 2014 MY, a significant victory in efforts to enhance collection of REaL (Race, Ethnicity and Language) 

data. All MCOs improved on reducing missing language data by at least 70 percent. As a result of both 

Medicaid expansion and improved reporting, there was an increase of over 300 percent (over 93,000) of 

enrollees with Spanish as a primary language, as well as over 1,000 more enrollees with primary 

languages of Russian, Vietnamese, Chinese, Somali, Arabic and Korean in December 2014, compared to 

January 2014. As shown in Figure 4, several counties registered a 500 percent increase in the number of 

enrollees whose primary language is Spanish, and both King County and Yakima County registered an 

increase of over 15,000 enrollees whose primary language is Spanish. 

Figure 4: Medicaid Enrollment Growth of Individuals Whose Primary Language Is Spanish By 

County, January to December 2014 

 

6.6% 

142.0% 

107.5% 

6.7% 

85.5% 89.8% 

0%

50%

100%

150%

Ages 0-17 Ages 18-44 Ages 45-64

Men

Women



  Qualis Health 

2015 Comparative Analysis  Page 13 

Overview of Performance Measure Variation 
This report presents MCO performance on select HEDIS measures as compared to peers as well as to 

state and national benchmarks. Subsequent sections will present performance by detailed measure, but 

there are several summary observations that can be made. 

Measures Displaying High Performance Variation Among MCOs 
There are several measures for which at least four MCOs perform statistically significantly above or below 

the other MCOs taken as a group. Wide variation among MCOs can point to opportunities for 

improvement. Some of these measures have large denominators and thus very narrow confidence 

intervals; the State and stakeholders will need to consider whether these rates are meaningfully different.  

Table 2: Measures for Which Four or More Apple Health MCOs Performed Significantly Above or 

Below State Peers, 2015 RY  

Measure Description Sub 
Measure 

Applicable 
Member 

Population 

State 
Average 

Number of 
MCOs Sig 

Below Others 

Number of 
MCOs Sig 

Above Others 

Breast Cancer Screening (BCS) 
 

9,527 54.4 3 2 

Cervical Cancer Screening 
(CCS)  

156,262 50.4 2 2 

Children's Access to Primary 
Care Practitioners (CAP) 

12-19 Years 115,768 91.2 3 1 

Chlamydia Screening (CHL) Total 30,487 51.2 2 2 

Medication Management for 
People With Asthma (MMA) 

Medication 
Compliance 

75% - All 
Ages 

6,774 26.1 1 4 

Adult BMI Assessment (ABA)  84,114 82.2 2 3 

Weight Assessment and 
Counseling for Nutrition and 
Physical Activity for 
Children/Adolescents (WCC) 

BMI 
Percentile, 

Total 
296,690 36.7 2 2 

Weight Assessment and 
Counseling for Nutrition and 
Physical Activity for 
Children/Adolescents (WCC) 

Physical 
Activity 

Counseling, 
Total 

296,690 45.1 2 2 

Adult Access to 
Preventive/Ambulatory 
Health Services (AAP) 

45-64 Years 107,619 84.6 3 2 

 

Measures Displaying Low Performance Among All MCOs 
Four of five MCOs performed below the national average rate on four measures, and for another 10 

measures, at least three of five MCOs were below the national average. These measures can be grouped 

into six domains: adultsô access to care, well-care visits for children and adolescents, immunizations for 

children and adolescents, weight management for children and adolescents, womenôs health and 
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pregnancy care. Measures in three of the four domains should not have been highly impacted by 

coverage expansion, as many of the children, adolescents and pregnant women enrolled in 2014 could 

have been previously eligible for coverage. For three of these measures (well-care visits for children 3ï6 

years, well-care visits for adolescents and childhood immunizations with Combo 2), the State has 

specified a requirement for MCOs to implement performance improvement projects (PIPs) if their 

measures fall below the contract goal. The State may consider adopting some or all of the other low- 

performing measures as priority measures in future contracts to encourage adequate performance. 

Table 3: Selected Measures for Which Three or More Apple Health MCOs Perform Lower Than the 

National Average, 2015 RY  

Measure 
State 
Rate 

National 
Average 

Highest 
MCO 

Lowest 
MCO 

Adultsô Access to Care 

 Adultsô Access to Preventive/Ambulatory Health Services 
(Total) 

80,4 * 85.3 73.3 

Well-Care Visits for Children and Adolescents 

 Six or More Well-Care Visits Before Age 15 Months 56.8 58.9 60.6 55.2 

 Well-Care Visits for Individuals Ages 3-6 Years 66.6 71.9 68.3 65.0 

 Adolescent Well-Care Visits  42.6 50.0 45.7 38.0 

Children and Adolescent Immunizations 

 Childhood Immunizations (Combo 2) 70.9 73.8 79.5 66.1 

 Immunizations for Adolescents (Combo 1) 73.7 71.4 75.5 61.3 

Weight Management for Children and Adolescents 

 BMI Screening for Children and Adolescents (Total) 36.7 64.0 42.6 24.5 

 Nutrition Counseling for Children and Adolescents (Total) 51.1 60.5 56.9 39.2 

 Physical Activity Counseling for Children and 
Adolescents (Total) 

45.1 53.5 52.4 37.7 

Womenôs Health 

 Chlamydia Screening (Total) 51.2 54.6 54.5 45.0 

 Breast Cancer Screening 54.4 * 58.4 39.2 

 Cervical Cancer Screening 50.4 * 58.7 35.5 

Pregnancy Care 

 Timeliness of Prenatal Care 73.7 * 77.9 65.2 

 Receipt of at least 81% of Recommended Prenatal Care 43.8 * 48.4 40.2 

 Post-Partum Care 51.6 61.8 56.3 48.2 

* National average could not be publicly reported under NCQA Quality Compass use license. 

Impact of Apple Health Blind and Disabled Population on Measure Performance 
Some stakeholders expressed concern to Qualis Health that certain MCOs may perform poorly in a 

comparative analysis because of disproportionately large numbers of Apple Health enrollees who are 

blind and/or disabled (AHBD). In response, Qualis Health conducted additional analyses to determine the 

potential impact of this population on select measures.  

HEDIS measures are normally not risk adjusted, and NCQA has not developed risk adjustment 

methodologies for HEDIS measures. The implications of case-mix adjustment have been debated in 

different contexts, and viewpoints around the need for it often depend on the perspectives and interests of 

stakeholders. While adjustment is often needed to make valid apple-to-apple comparisons, such as 

adjusting for the acuity of patients when comparing hospital performance, it may also mask important 

disparities that some argue should not be adjusted away.  



  Qualis Health 

2015 Comparative Analysis  Page 15 

During 2014, the shares of AHBD population for each of the five Apple Health MCOs became more 

consistent. In January, the shares of AHBD ranged from 6.8 percent to 15.6 percent. By December, the 

shares ranged from 6.0 percent to 7.1 percent. This change in composition was fueled by the rapid 

growth of new members under the Medicaid expansion, and so probably did not directly influence the 

impact that AHBD enrollees may have had on the performance of specific MCOs. Given that the share of 

AHBD members in each MCO became more uniform by the end of 2014, it is much less likely that AHBD 

member mix will impact performance in future years. 

Table 4: Percentage of Enrollees Who Are Blind or Disabled By MCO, 2014 MY 

 Blind or Disabled 
Members 

Total Members Share of Blind or 
Disabled Members 

MCO Jan 2014 Dec 2014 Jan 2014 Dec 2014 Jan 2014 Dec 2014 

AMG 8,659 8,694 55,469 128,369 15.6% 6.8% 

CCW 20,813 21,212 267,634 332,456 7.8% 6.4% 

CHPW 13,494 12,532 105,914 175,353 12.7% 7.1% 

MHW 27,302 29,296 402,942 486,524 6.8% 6.0% 

UHC 12,418 12,686 88,199 180,225 14.1% 7.0% 

 

The proportion of AHBD members eligible for each performance measure varies. For some measures, 

there may be a greater association between the share of AHBD population and performance, and for 

others, less so. This factor should be taken into consideration when considering specific causes for lower 

performance for a measure. 
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Access to Care 

Overview 
Access to primary care depends on the ability of consumers to locate healthcare providers and receive 

services. Following the implementation of the Medicaid expansion under the Affordable Care Act (ACA) in 

January 2014, enrollments in Apple Health grew to over 1.3 million by December 2014, representing a 40 

percent increase. As intended, this expansion significantly improved the ability of many people to afford 

care; however, the rapid influx of new enrollees may also be overtaxing provider networks, limiting the 

ability of Apple Health members to receive care where and when they need it. 

Surveys of Apple Health enrollees have shown that finding care and making appointments have been 

difficult in recent years. Survey scores for two key composites, ñGetting Needed Careò and ñGetting Care 

Quickly,ò were below the national average in surveys reflecting the experiences of adults in 2014 and of 

children in 2015, as measured by the Consumer Assessment of Healthcare Providers and Systems 

(CAHPS) survey.
ii
 

Well-care visits provide an important opportunity to monitor health and development as well as for 

screening, immunizations and counseling. Behaviors established during childhood can extend into 

adulthood, so experiencing well-care visits during childhood and adolescence can provide the foundation 

for good lifelong health practices. Additionally, research indicates that high-quality primary care may 

reduce the rate of non-urgent emergency department (ED) visits.
3
  

One of the most important areas where well-care visits may promote healthy behaviors is in weight 

management, including counseling on nutrition and physical activity. According to the Centers for Disease 

Control and Prevention (CDC), childhood obesity has doubled and adolescent obesity has quadrupled in 

the past 30 years.
4
 Washington State has not been immune to that trend, as over one quarter of the 

stateôs children and teens are overweight or obese.
5
  

As part of the 2015 Apple Health contract with Washingtonôs managed care organizations, the State has 

set goals for the proportion of children receiving well-care visits, as noted in the following sections. MCOs 

that do not meet these goals in the 2015 reporting year are required to conduct a performance 

improvement project designed to increase the rates. 

Similar to well-child visits, prenatal and postpartum visits represent important opportunities to promote 

health and wellness for mothers and babies through preventive care and education. These visits also 

represent opportunities to inflect key State performance measures such as C-section rates, unintended 

pregnancy rates and disparities in adverse birth outcomes. 

                                                      

ii
 For the 2014 adult survey results, see 2014 Washington State Health Care Authority Adult Medicaid 

Health Plan CAHPS
®
 Report, Health Services Advisory Group, December 2014, 

http://www.hca.wa.gov/medicaid/healthyoptions/documents/2014_cahps.pdf 

For the 2015 child survey results, see Apple Health Managed Care: CAHPS
®
 5.0H Child Medicaid with 

Chronic Conditions, Qualis Health, August 2015, 

http://www.hca.wa.gov/medicaid/healthyoptions/Documents/AHMC_CAHPS_2015.pdf 

 
 

http://www.hca.wa.gov/medicaid/healthyoptions/documents/2014_cahps.pdf
http://www.hca.wa.gov/medicaid/healthyoptions/Documents/AHMC_CAHPS_2015.pdf
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Reported Measures 
The access-related measures in this section include: 

¶ Adultsô Access to Preventive Health Services: the percentage of adult enrollees with an ambulatory or 

preventive care visit during the measurement year, not including inpatient stays or ED visits 

¶ Children and Adolescentsô Access to Primary Care Practitioners: the percentage of children and 

adolescents who had an outpatient visit during the measurement year (or the year prior for age 

groups 7ï11 and 12ï19) with a primary care physician  

¶ Well-Care Visits: the percentage of enrollees of the specified age groups receiving the specified 

number of well-care visits: 

o Ages 0ï15 months: 6 or more visits (State-contracted goal: 60 percent) 

o Ages 3ï6 years: 1 or more visits (State-contracted goal: 68 percent) 

o Ages 12ï21: 1 or more visits (State-contracted goal: 43 percent) 

¶ Prenatal Care: the percentage of women delivering a live baby who received prenatal care in the first 

trimester (or within 42 days of enrolling in the MCO) [Note: Does not require one year of continuous 

enrollment] 

¶ Frequency of Prenatal Care: the percentage of women delivering a live baby who received 81 percent 

or more of the recommended prenatal visits. The recommended number of visits for this measure 

depends on the memberôs stage of pregnancy at time of enrollment.  [Note: Does not require one 

year of continuous enrollment] 

¶ Postpartum Care: the percentage of women delivering a live baby who received at least one 

postpartum visit between 21 and 56 days following giving birth [Note: Does not require one year of 

continuous enrollment] 

For data tables on these measures, please refer to Appendix B. 

Measure Performance 

Adultsô Access to Preventive Health Services 
Adult access to preventive health services is subdivided into two age categories: individuals aged 20ï44 

and individuals aged 45ï64. Only one MCO, CHPW, reported rates for individuals 65 and older. Historical 

data for Washington are not available on this measure.  

Overall Apple Health rates were slightly lower than national averages for individuals aged 20ï44 and 

individuals aged 45ï64. Within Washington, this measure varied significantly across MCOs for both age 

groups. AMG, CCW and UHC all performed significantly lower than the state average in the 45-to-64 age 

group. Some of this variation may have been exacerbated by Medicaid expansion; AMG, CCW and UHC 

all experienced over 50 percent growth in enrollment during 2014, compared to less than 25 percent 

growth for CHPW and MHW, which are both larger MCOs that have been established in Washington for a 

longer period of time. While the measure is only applicable to individuals with 12 months of continuous 

enrollment (meaning it is not applicable in this report to most of the expansion population), expansion 

may have stretched capacity of existing provider networks. Adult access should continue to be monitored 

closely in future years. 



  Qualis Health 

2015 Comparative Analysis  Page 18 

Figure 5: Percent of Adults Aged 20ï44 Years With At Least One Ambulatory or Preventive Care 

Visit, 2015 RY 

 

Figure 6: Percent of Adults Aged 45ï64 Years With At Least One Ambulatory or Preventive Care 

Visit, 2015 RY 
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Spotlight:  
Geographic Variation in Adult Access to Primary Care 

Access to care varies geographically as well as by MCO and, as previously noted, may be heavily 

influenced by Medicaid expansion. The following maps display adult access to primary care during the 

2015 reporting year; only individuals with 12 months of continuous coverage are included in this 

population. This will be an important measure to track in coming years to ensure that all Apple Health 

enrollees have adequate access to care. 

Access to primary care was significantly below the state average in several counties, including Mason, 

Grays Harbor, Thurston and Kittitas, as shown in the following figures. Aggregate rates by county may 

mask potential access problems among minority populations. For example, while Whatcom County had 

higher access for the overall population, enrollees whose primary language is not English had fewer 

appointments, suggesting improvement opportunities. In contrast, enrollees whose primary language is 

not English were more likely to have access to care than the broader population in Kittitas, Kitsap and 

King counties. Additionally, individuals in the Medicaid expansion population generally had lower access 

rates than the non-expansion population, though those differences may be due in part to demographic 

differences between the populations. More information on regional differences in MCO performance for 

this and other measures can be found in the companion Regional Report. 

Figure 7: Percent of Adults With At Least One Ambulatory or Preventive Care Visit By County, 

2015 RY 
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Figure 8: Percent of Adults Whose Primary Language Is Not English With At Least One 

Ambulatory or Preventive Care Visit By County, 2015 RY 

 

Figure 9: Percent of Adults in Medicaid Expansion Population With At Least One Ambulatory or 

Preventive Care Visit By County, 2015 RY 

 



  Qualis Health 

2015 Comparative Analysis  Page 21 

Children and Adolescentsô Access to Primary Care Practitioners 
Children and adolescentsô access to primary care physicians is subdivided into four age categories: 12ï 

24 months, 25 monthsï6 years, 7ï11 years and 12ï19 years. Overall Apple Health rates were higher for 

all of the age groups compared to the national average.  

There was less variation between MCOs for child and adolescent access to primary care practitioners 

than was observed for adult access. However, the five MCOs followed similar patterns of access for both 

children and adults. For example:  

¶ MHW had significantly higher access rates than the other MCOs in the state for all age groups, for 

both children and adults 

¶ AMG had significantly lower access rates than the other MCOs in the state for all age groups, for both 

children and adults 

Table 5: Percent of Children and Adolescents With At Least One Primary Care Visit, 2015 RY  

 AMG CCW CHPW MHW UHC State 

12ï24 months 96.2Ƹ 97.7 97.4 97.9ƶ 96.2Ƹ 97.5 

25 monthsï6 years 83.5Ƹ 89.2 87.9Ƹ 89.5ƶ 88.3 88.8 

7ï11 years 88.6Ƹ 91.6 91.0Ƹ 92.6ƶ 91.2 91.9 

12ï19 years 85.5Ƹ 91.0 89.5Ƹ 92.6ƶ 88.9Ƹ 91.2 

Ƹƶ Performance score is significantly higher or lower than other MCOs combined 

Most MCOs improved in access for all age groups compared to the previous year (2014 reporting year). 

The highest rates were observed for children between one and two, which is an important period for 

receiving needed immunizations. State rates in 2014 RY and 2015 RY for these age groups are shown in 

Table 6. The state rate was slightly higher in 2015 RY for all age groups. While the differences were 

significant for several groups, the significance was more due to the large population sizes than to the 

magnitude of differences in rates. Detailed information on MCO-specific improvements can be found in 

Appendix B. 

Table 6: Percent of Children and Adolescents With At Least One Primary Care Visit, State 

Performance in 2014 RY and 2015 RY 

 2014 RY State 
Average 

2015 RY State 
Average 

12ï24 months 97.3 97.5 

25 monthsï6 years 87.5 88.8ŷ 

7ï11 years 91.2 91.9ŷ 

12ï19 years 90.8 91.2ŷ 

ŷŹ 2015 RY state score significantly higher or lower than the 2014 RY state score 
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Well-Care Visits 
All MCOs performed below the national average in ensuring adequate well-care visit rates for all three 

age groups (0ï15 months, 3ï6 years and 12ï21 years) in the 2015 reporting year. The state overall 

performed statistically significantly lower in 2015 RY than in 2014 RY in ensuring that all Apple Health 

infants had at least six well-care visits (Figure 10). The 2015 RY state rate for that measure was 56.8 

percent, significantly lower than the 2014 RY rate of 64.0 percent. All MCOs except CCW failed to meet 

the goal of 60 percent for infants receiving six or more visits. 

The stateôs average percent of children aged 3 to 6 having one well-care visit rose slightly in 2015 RY, but 

remained below the national average (Figure 11). The average percent of adolescents aged 12 to 21 

having one well-care visit in 2015 RY was practically unchanged from 2014 RY (Figure 12). In both 

measures, a number of MCOs were below the State-contracted goal of 68 percent and 43 percent, 

respectively. 

These low rates are surprising in light of the strong performance on measures such as child and 

adolescent access to primary care physicians (shown in Table 5 on page 21). It is possible that providers 

need additional education or technical assistance on what constitutes a well-care visit to meet the 

requirements for these measures. Alternatively, it is possible that because of access constraints, children 

are only able to see primary care providers when they are ill and are not receiving appropriate wellness 

checks. 

Figure 10: Percent of Infants Aged 0ï15 Months With At Least Six Well-Care Visits, 2015 RY 

State-contracted goal: 60% 

 

  



  Qualis Health 

2015 Comparative Analysis  Page 23 

Figure 11: Percent of Children Aged 3ï6 Years With At Least One Well-Care Visit, 2015 RY 

State-contracted goal: 68% 

 

Figure 12: Percent of Adolescents Aged 12ï21 Years With At Least One Well-Care Visit, 2015 RY 

State-contracted goal: 43% 
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Maternal Health: Prenatal Care 
All Apple Health MCOs performed lower than the national average of women entering prenatal care in the 

first trimester, as shown in Figure 13 below. There is room for improvement in the adequacy of prenatal 

care, as evidenced by all MCOs performing significantly lower than the national average for women 

receiving at least 81 percent of their recommended prenatal visits, shown in Figure 14. (Note that the 

number of recommended prenatal visits varies for each member, as it is dependent on the state of 

pregnancy of the member at the time of enrollment.) 

Figure 13: Percent of Pregnant Women Receiving Prenatal Care During First Trimester, 2015 RY 

 

Figure 14: Percent of Pregnant Women Receiving At Least 81 Percent of Recommended Prenatal 

Visits, 2015 RY 

 






































































