
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2017 Regional Analysis Report 
Washington Apple Health 

Washington Health Care Authority 

 

December 2017           
 

 

 

 

 

 

 

 

 

  

 



 2017 Regional Analysis Report 

Qualis Health   2 

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 

programs and the Stateôs managed mental health and substance use disorder treatment services. 

 

This report was prepared by Qualis Health under contract K1324 with the Washington State Health Care 

Authority to conduct external quality review and quality improvement activities to meet 42 CFR §462 and 

42 CFR §438, Managed Care, Subpart E, External Quality Review. 

 

Qualis Health is one of the nationôs leading population health management organizations, and a leader in 

improving care delivery and patient outcomes, working with clients throughout the public and private 

sectors to advance the quality, efficiency and value of healthcare for millions of Americans every day. We 

deliver solutions to ensure that our partners transform the care they provide, with a focus on process 

improvement, care management and effective use of health information technology. 

 

For more information, visit us online at www.QualisHealth.org/WAEQRO.  

PO Box 33400  

Seattle, Washington 98133-0400  

Toll-Free: (800) 949-7536  

Office: (206) 364-9700 
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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 calendar year (CY) 2016. The MCOs were required to report on 46 Healthcare 

Effectiveness Data and Information Set (HEDIS
®
)
1
 measure items representing 168 submeasures, 

reflecting the levels of quality, timeliness, and accessibility of healthcare services they furnished to the 

stateôs Medicaid enrollees. HEDIS measures are developed and maintained by the National Committee 

for Quality Assurance (NCQA).  

During 2016 CY, five MCOs provided care for Apple Health enrollees: 

¶ Amerigroup Washington (AMG) 

¶ Community Health Plan of Washington (CHPW) 

¶ Coordinated Care of Washington (CCW) 

¶ Molina Healthcare of Washington (MHW) 

¶ United Healthcare Community Plan (UHC) 

 

To be consistent with NCQA methodology, the 2016 calendar year is referred to as the 2017 reporting 

year (RY) in this report. 

Report Objectives 
 

The goal of this report is to identify and articulate opportunities for improvement in the delivery of 

Medicaid services in Washington by examining variation and trends in HEDIS measure performance 

across the stateôs regions and demographic groups. This report is a companion to the Comparative 

Analysis Report, which provides overall HEDIS measure performance by Apple Health MCOs.  

The populations in this report represent Apple Health members enrolled with an MCO in Washington 

State between January 1, 2016, and December 31, 2016. The HEDIS measures were not risk-adjusted 

for differences in enrollee demographics.  

This report explores variations in performance measure outcomes in the following areas:  

¶ geographic regions 

¶ patient demographics 

¶ Medicaid programs 
 

These analyses identify performance improvements as well as opportunities for improvement. The section 

below outlines the key regional variations identified in four primary measure domains: Access to Care, 

Preventive Care, Chronic Care Management, and Medical Utilization. Later chapters will explore these 

variations in greater detail. 

                                                      

1
 The HEDIS® measures and specifications were developed and are owned by the National Committee for Quality Assurance 

(ñNCQA). The HEDIS measures and specifications are not clinical guidelines and do not establish standards of medical care. NCQA 

makes no representations, warranties, or endorsement about the quality of any organization or physician that uses or reports 

performance measures or any data or rates calculated using the HEDIS measures and specifications and NCQA has no liability to 

anyone who relies on such measures or specifications. ©2017 National Committee for Quality Assurance, all rights reserved. 
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Key Highlights 

Access to Care 
Health plans are responsible for ensuring care is 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 their routine care. In this report, the 

access measures presented are adultsô access to preventive/ambulatory health services, children and 

adolescentsô access to primary care practitioners, and select prenatal and postpartum care measures. 

¶ Adultsô access to preventive/ambulatory health services: Performance on both sub-

measures included in this analysis (ages 20ï44 and 45ï64) declined slightly statewide since 

2016 RY. Rates were highest in the North Central region on both measures, and higher generally 

in the eastern regions of the state. Analysis of variation by language and program indicated 

higher rates for English-speaking enrollees than non-English-speaking enrollees, and higher rates 

for enrollees of Apple Health Family (traditional Medicaid) compared to enrollees of Apple Health 

Adult Coverage (Medicaid expansion). 

¶ Children and adolescentsô access to primary care practitioners: Performance improved 

slightly statewide on all sub-measures since 2016 RY. Regionally, except for the 12ï24 months 

age group, variation on this measure (including sub-measures for 25 monthsï6 years, 7ï11 

years, and 12ï19 years) was wide, with rates in the eastern regions considerably higher than 

rates in the western part of the state. North Centralôs rates were consistently highest in the state; 

they were lowest in Southwest Washington. Analysis by language showed higher rates for non-

English speakers in most regions on all measures.  

¶ Maternal care measures: Regional variation on the maternal care measures was wide, with 17ï

30 percentage points separating the highest and lowest regional rates for each measure. 

Generally, rates in the eastern part of the state were substantially higher than those in the west, 

although the rates in Southwest Washington were consistently and remarkably low. Although 

state rates are still considerably below the national average, performance improved since 2016 

RY. 

 

Preventive Care 
Effective preventive care is delivered proactively, before the onset of disease. Cancer screenings in 

particular enable early detection of disease, which in turn may allow for additional treatment options that 

can lead to better outcomes. This report includes analyses relating to the breast cancer screening 

measure. 

¶ Breast cancer screenings: Performance on the breast cancer screening measure varied 

significantly across the state, with higher rates in the eastern regions than in the west. Analysis of 

variation by language, race, and program showed substantially lower screening rates for white 

women and English speakers than for other races and for those enrollees with a non-English- 

language preference. Additionally, rates were higher for enrollees of Apple Health Adult Coverage 

(Medicaid expansion) than for enrollees of Apple Health Family (traditional Medicaid). 

 
Chronic Care Management 
Health plans can enhance quality of care and outcomes by helping providers coordinate care so that 

chronic illness is effectively managed and unnecessary care is avoided. This report includes measures 
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relating to antidepressant medication management and comprehensive diabetes careðHbA1c control (< 

8 percent). 

¶ Antidepressant medication management: Performance on this measure, which has dropped 

statewide since 2016 RY, revealed regional variation in both the acute and continuing 

antidepressant medication management submeasures, with higher rates in the western regions of 

the state. Rates in Southwest Washington outperformed all other regions on both measures, and 

North Central showed the lowest rates on both measures. Additional analyses showed rates to be 

lower for individuals whose primary language is Spanish and higher rates for the Apple Health 

Adult Coverage population (Medicaid expansion). 

¶ Comprehensive diabetes careðHbA1c control (< 8 percent): Performance on the HbA1c 

control measure, which has improved statewide since 2016 RY, varied widely across the state, 

with 16 percentage points separating the highest (North Central) and lowest (Greater Columbia) 

regional rates. 

 

Medical Utilization 
One important method of controlling costs is to limit the provision of inappropriate or unnecessary care. 

This report assesses appropriate treatment for children with upper respiratory infection and appropriate 

testing for children with pharyngitis. 

¶ Appropriate treatment for children with upper respiratory infection: Data for 2017 showed 

good performance statewide in avoiding inappropriate antibiotics use for children with upper 

respiratory infections, with little regional variation and little change since 2016 RY. 

¶ Appropriate testing for children with pharyngitis: Rates for this measure varied more widely 

across the state, with rates above the national average in the western regions of the state, and 

rates at or below the state average in the eastern regions of Greater Columbia, Better Health 

Together, and North Central. The highest (Southwest Washington) and lowest (North Central) 

regional rates differed by 28 percent. Rates for English-speaking enrollees were substantially 

higher than for enrollees with all other language preferences for this measure. 

Recommendations 
 

Analysis of 2017 RY performance measure data revealed two distinct trends: Performance rates on 

physical health measures were considerably higher in the eastern regions of the state than in the western 

regions, whereas on behavioral health measures, this trend reversed, with rates considerably higher in 

the western parts of the state. Among the physical health measures, rates in Southwest Washington, 

where IMC has been implemented, were consistently lowest, often by considerable margins. Other 

identified variation included lower rates on some measures for enrollees with a non-English-language 

preference, including adult access to primary care measures and behavioral health measures. Based on 

these observations, Qualis Health recommends that HCA consider the following options: 

¶ Examine root causes of low performance rates on physical health measures in the western 

regions of the state and, particularly, in Southwest Washington. Performance on access to 

primary care, maternal health, and womenôs health screening measures were all particularly low 

in these regions of the state compared to the state average and should be a focus of 

improvement. HCA should consider requiring underperforming to MCOs have a plan in place, 

ideally with timelines and deliverables, to improve performance. 

 



 2017 Regional Analysis Report 

Qualis Health   8         

 

¶ Examine root causes of low performance on behavioral health measures in the eastern part of the 

state and determine whether focused improvement efforts may be necessary, including 

examining the number and types of behavioral health practitioners and provider organizations 

available in the underperforming regions. Success for some of the measures may require 

sophisticated and specialized care potentially not readily available in rural areas.  Depending on 

the results of these analyses, HCA should consider maximizing collaboration with the behavioral 

health integration efforts, priorities, and resources of Healthier Washington to better facilitate 

behavioral health integration across the state, particularly in the eastern regions. 

 

¶ Language preference plays a critical role in healthcare delivery, yet currently, methods for 

collecting enrolleesô preferred language data vary among the plans. To further understand the 

specific language challenges present in delivering equitable care, HCA should consider asking 

MCOs to expand options for capturing enrolleesô preferred language data beyond ñotherò to 

include a variety of languages, and should standardize collection of this information among the 

plans. Obtaining an enhanced level of enrollee data may assist in identifying regions where 

additional outreach and other language assistance resources may be concentrated.   
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Introduction 
 

As part of its work as the Washington State EQRO, Qualis Health reviewed Apple Health MCO 

performance for the calendar year 2016 (reporting year 2017). To enable a reliable measurement of 

performance, the MCOs were required to report 46 HEDIS measures, representing 168 submeasures. 

HEDIS measures were developed and are maintained by the NCQA, whose database of HEDIS results 

for health plans ðthe Quality Compass®
2
ðenables benchmarking against other Medicaid managed care 

health plans nationwide. 

 

The purpose of this report is to identify opportunities for improvement in the delivery of Medicaid services 

in Washington by examining variation in MCO performance across geographic, Medicaid program, and 

demographic categories. It draws from MCO performance on eight selected HEDIS measures Apple 

Health MCOs reported on in 2016 RY and 2017 RY. It is a companion report to the Comparative Analysis 

Report, which provides overall HEDIS measure performance with comparisons to state and national 

benchmarks. 

HEDIS Performance Measures 
 

HEDIS measures are widely used performance measures reported by health plans. HEDIS results can be 

used by the public to compare plan performance over eight domains of care; they also allow plans to 

determine where quality improvement efforts may be needed.  

The select national benchmarks included in this report are derived from the Quality Compass and 

represent the national average among all Medicaid plans. The average includes non-managed care plans 

as well as plans in states that opted not to expand Medicaid. As a result, national comparisons are not 

always pertinent, but they represent a benchmark of care occurring across the US. 

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, such as under-capitated 

models, healthcare providers may not have an incentive to report all patient encounters, 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 MCOs 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.  

 

In order to determine regional differences in the quality of care provided to enrollees, selected measures 

needed to have sufficient volumes in each region to be included in the analyses. No hybrid measure had 

sufficient volumes in each region to be analyzed at the regional level. As a result, this report focuses on 

variation in measures collected using the administrative methodology. 

                                                      

2
 Quality Compass® 2016 is used in accordance with a Data License Agreement with the NCQA. 
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Member-Level Data  
As part of the HEDIS audit process, each MCO was required to produce a patient-level data (PLD) file 

that conformed to NCQA specifications. These files provide patient-level information for all HEDIS quality 

measures to assist in the validation process. 

 

HCA requested that each MCOôs PLD file be submitted to the State for mapping to enrollee demographic 

information (race/ethnicity, language, and ZIP code of residence). These collective member-level data 

were provided to Qualis Health for analysis and are a principal data source for this report.  

The populations underlying each measure in this report represent Apple Health members enrolled with an 

MCO in Washington State between January 1, 2016, and December 31, 2016. Of note: Only individuals 

who are in the denominator of at least one HEDIS measure are included in the member-level data. As a 

result, individuals with short tenures in their plans or individuals with little to no healthcare utilization may 

not be included in this report. The HEDIS measures were not risk-adjusted for any differences in enrollee 

demographic characteristics. Prior to performing regional analysis, member-level data were aggregated to 

the MCO level and validated against the reported HEDIS measures. 

Measure Selection 
As stated above, this report focuses on variation in measures collected using the administrative 

methodology. The HEDIS performance measures included in this report are listed in Table 1.  

Abbreviations for the measure names are included in the table and used throughout the text. 

Table 1: Select HEDIS Administrative Measures and Abbreviations  

Abbreviation HEDIS Measure 

Access to Care 

AAP 
CAP 

Adultsô Access to Preventive/Ambulatory Health Services  
Children and Adolescentsô Access to Primary Care Practitioners 

Preventive Care 

BCS Breast Cancer Screening 

Chronic Care Management 

AMM-a 
AMM-b 

Antidepressant Medication Management (Effective Acute Phase Treatment)  
Antidepressant Medication Management (Effective Continuation Phase Treatment) 

Medical Care Utilization 

URI 
CWP 

Appropriate Treatment for Children with Upper Respiratory Infection 
Appropriate Testing for Children With Pharyngitis 

 

While the focus of this report is on administrative measures, it does include limited references to select 

measures collected through the hybrid methodology that were requested for analysis by Apple Health 

MCOs. Selected measures can be found in Table 2. 

 

Table 2: Select HEDIS Hybrid Measures and Abbreviations  

Abbreviation HEDIS Measure 

Access to Care 

PPC 
FPC 

Prenatal and Postpartum Care   
Frequency of Ongoing Prenatal Care 

Chronic Care Management 

CDC  Comprehensive Diabetes Care ð HbA1c Control (< 8 Percent) 

 

More information on MCO comparative performance on hybrid measures can be found in the 2017 

Comparative Analysis Report.  
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Areas of Analysis for Variation 
 

¶ Geographic Regions: The regions delineated in this report are the Accountable Community of 

Health (ACH) boundaries for 2017, defined by the HCA as of May 2017.
3
 Enrollees were 

assigned to ACHs based on their residence ZIP code and not where care is provided. Note that 

the grey area near Pierce is a national park and does not contain any beneficiaries. 

 

¶ King County Subdivision: Because 

of the dense population of King 

County and the heterogeneous nature 

of this ACHôs population, we 

subdivided this region into three 

distinct areas: East King, Seattle, and 

South King.  

 

 

 

 

 

                                                      

3
 https://www.hca.wa.gov/assets/program/ach-map.pdf 
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¶ Medicaid Enrollment: Plan enrollment was derived from data submitted by the MCOs. Program 

enrollment was derived by HCA and submitted to Qualis Health as supplemental information. 

o MCO (AMG, CCW, CHPW, MHW, UHC) 

o Program  

Á Apple Health Family (traditional Medicaid) 

Á Apple Health Adult Coverage (Medicaid expansion) 

Á Apple Health Blind/Disabled 

Á Integrated Managed Care (IMC) 

Á State Childrenôs Health Insurance Program (CHIP) 

 

¶ Demographics: Enrollee demographic information, such as race, sex, ZIP code of residence, 

and primary language, was derived from data submitted by the MCOs. Where MCO-supplied 

demographic information was missing, demographic data supplied by HCA were used. 

o Age 
Á 20-year age ranges 

o Sex 
Á Male/Female 

o Race 
Á White 
Á Black 
Á Asian 
Á American Indian/Alaska Native 
Á Native Hawaiian/other Pacific Islander 
Á Hispanic/Latino other 
Á Unknown 

o Preferred language 
Á English 
Á Non-English 

 

Determination of Statistical Significance 
In this report, the words ñsignificantò or ñsignificantlyò refer to measure performance in each region or 

demographic group compared to the overall state-level rate. A Wilson Score Interval Test, with a 95 

percent confidence interval, was used to test for statistical significance. The Wilson Score Interval Test 

yields confidence intervals that have been shown to be accurate for most values (e.g., performance 

measure scores) and small samples (e.g., numbers of eligible enrollees). 
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Overview of Apple Health Enrollment  
 

It is important to note that MCOsô members are not homogenous. MCOs serve different populations with a 

varying mix of demographics and program enrollment. Depending upon the HEDIS measure, the impact 

of members enrolled in Apple Health Adult Coverage (Medicaid expansion) or Integrated Managed Care 

(IMC) on measure performance will vary. 

 

It is interesting to note that most members in the Apple Health Family program (traditional Medicaid) are 

under the age of 20 (82.5 percent), while the majority of members in the Apple Health Adult Coverage 

program (Medicaid expansion) are between the ages of 20 and 50 (73 percent), and 30 percent of 

members in that program are between the ages of 20 and 30. With this influx of members highly 

concentrated in the 20ï50 years age range, it is reasonable to see limited to no improvement for adult-

focused measures while MCOs adjust to the changing demographics and increase capacity to care for 

this new population. 

 

Another population to monitor is the IMC program population. While this program is relatively new and 

administered only by CHPW and MHW, eventually all plans and populations will transition to the IMC 

model, which incorporates administration of physical healthcare, mental health services, and substance 

use disorder treatment under one health plan. Currently, the IMC population accounts for 4.7 percent of 

all Medicaid enrollees in Washington, and the age distribution for this population is relatively evenly 

distributed, with a higher concentration only for enrollees under the age of 10 (26 percent).  

 

Tables 3, 4, and 5 show the distribution of Apple Health enrollees by program, age, and both program 

and age. 

 

Table 3: 2017 RY Enrollee Population by Apple Health Program  

1,318,385 Enrollees in Total 
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Table 4: 2017 RY Enrollee Population by Age   

 
 

Table 5: 2017 RY Enrollee Population by Apple Health Program and Age  
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It is important to note that the relative distribution of these members is not uniform across MCOs. For 

example, 57.6 percent of AMGôs members are enrolled in Apple Health Adult Coverage (Medicaid 

expansion), while only 24.96 percent of MHW members are enrolled in that program. Additionally, only 

CHPW and MHW administered IMC in 2016 (note that while Table 6 reflects IMC enrollment in other 

MCOs, this likely reflects enrollees who relocated to different regions during the data pull). This variation 

in Medicaid program mix by MCO can affect HEDIS performance outcomes, so it is important to monitor 

performance at both the plan level and at the plan and program level. Table 6 shows Apple Health 

enrollee population distribution by program and plan. 

 

Table 6: 2017 RY Member Population by Apple Health Program and Plan 

 

Overall, Apple Health MCOs experienced a total growth rate of 8.35 percent from December 2015 to 

December 2016 CY. The largest MCO, MHW, grew by over 18 percent during this time. CCWôs enrollee 

population also grew by more than 10 percent. Note that MHW (the largest MCO) is over four times the 

size of the smallest MCO (AMG), and MHW is more than double the size of the second-largest MCO 

(CHPW). Table 7 shows Apple Health enrollment by plan for the 2014, 2015, and 2016 calendar years. 
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Table 7: Apple Health Enrollment, December 2014, December 2015, December 2016 CY
4
 

  
December 

2014 CY 
Enrollment 

December 
2015 CY 

Enrollment 

December 
2016 CY 

Enrollment 

Percent 
Change 

Dec 2015 
to Dec 

2016 CY 

AMG 128,369 141,571 149,314 5.19% 

CHPW 332,456 294,141 297,725 1.20% 

CCW 175,353 181,801 207,342 12.31% 

MHW 486,524 566,201 697,392 18.81% 

UHC 180,225 204,078 224,973 9.29% 

Total 1,302,927 1,445,093 1,576,746 8.35% 

 

MCOs are also represented to varying degrees in the regions throughout Washington, as detailed in the 

following section.

                                                      

4
 www.hca.wa.gov/about-hca/apple-health-medicaid-reports  
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Apple Health Enrollment by Region 
 

Program Enrollment  
The distribution of enrollees among different Medicaid programs differs by region. For example, Southwest Washingtonôs members are almost exclusively enrolled 

in IMC, while the majority of enrollees in the Seattle regions are in AHAC (Medicaid expansion). East King and Olympic regions both have higher levels of AHAC 

enrollees compared to other regions. North Central and Greater Columbia have the highest percentages of traditional Medicaid enrollees, at 59+ percent. 

 

Table 8: Apple Health Program Enrollment by Region  
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Enrollee Age Distribution 
Similar to the regional variation in member distribution by Medicaid program, variations also exist by age group. In the Seattle sub-region, 36 percent of enrollees 

are between the ages of 20 and 40, while in South King, 53 percent of members are younger than 20. North Central and Greater Columbia have the highest 

percentages of members under 20 at 58.9 percent and 57.9 percent, respectively. 

 

Table 9: Enrollee Age Distribution by Region  
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Language and Race 
North Central and Greater Columbia stand out in an analysis of enrollee variation by language and race. Both regions have higher percentages of members who 

prefer a non-English language, and in both regions, over 40 percent of enrollees identify as Hispanic or Latino. In Seattle, 24 percent of members identify as black, 

higher than in all other regions.  

 

Table 10: Enrollee Language Preference and Race by Region       
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Regional Comparison: Access to Care 
 

Access to primary care depends on the ability of consumers to locate healthcare providers and receive services. Therefore, it is important that MCOs establish 

sufficient provider networks to ensure adequate access to care. The reported measures in this section include: 

¶ Adultsô access to preventive/ambulatory health services  

¶ Children and adolescentsô access to primary care practitioners  

¶ Prenatal and postpartum care 

¶ Frequency of ongoing prenatal care 

 

A higher score indicates better performance. 

 

In this section, the following key applies: 

 

          50
th
 to 90

th
 national percentile   

          90
th
+ national percentile 

   

               Confidence interval around measure outcome 
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Adultsô Access to Preventive/Ambulatory Health Services 
Adultsô access to preventive/ambulatory health services (AAP) is defined as the percentage of enrollees ages 20 years and older who had an ambulatory or 

preventive care visit in the last year. This measure excludes acute inpatient encounters and emergency department (ED) visits. This section includes results for 

two submeasures: enrollees ages 20ï44 and enrollees ages 45ï64. 

Adults' Access to Preventive/Ambulatory Health Services (20ï44) 
Performance on this measure was highest in the North Central region, as shown in Table 11, with the western regions showing a rate over 7 percent lower. 

Performance was the lowest in Seattle, with only 68.1 percent of members having an ambulatory or preventive care visit in the last year. Performance on this 

measure varied widely, suggesting improvement opportunities in regions with lower performance. 

Table 11: Adultsô Access to Preventive/Ambulatory Health Services (20ï44), Performance by Region  

 
 










































































































