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OKLAHOMA HEALTH CARE AUTHORITY 


EXTERNAL QUALITY REVIEW REPORT 


SOONERCARE 


SFY 2009 (July 1, 2008 – June 30, 2009) 


 


 


Introduction 


The purpose of this report is to document the results of the external quality review 


of the SoonerCare program for State Fiscal Year (SFY) 2009, July 1, 2008– June 30, 


2009. The report consists of five parts. The first four parts present a review of compliance 


with four domains of measures and the fifth part highlights selected findings. The report 


concludes with a short bibliography crediting the many sources cited and reviewed. The 


table of measures is included as Appendix A. 


In 1996, under the 1115(a) and 1915(b) federal waivers, Oklahoma implemented 


a Primary Care Case Management (PCCM) program for Temporary Aid to Needy 


Families (TANF) recipients residing in rural Oklahoma. In 2004, the PCCM program 


expanded into a statewide program for Oklahoma’s Medicaid recipients called 


SoonerCare Choice. The ultimate goal of the Oklahoma SoonerCare PCCM program is to 


enhance the quality, continuity, and access to care available to its members. During the 


first half of SFY 2009, SoonerCare operated under a partially capitated case management 


system. The Oklahoma Health Care Authority (OHCA) implemented a patient-centered 


medical home model (PCMH) on January 1, 2009. The primary care provider (PCP) 


provides the medical home through which all care is coordinated. 


During SFY 2009, SoonerCare provided services to 809,251 Oklahomans, an 


increase of 4.9 percent from SFY 2008. The majority of Oklahoma SoonerCare enrollees 


(61%) are children age 18 and under. The OHCA’s SFY 2009Annual Report includes 


details regarding the SoonerCare program, its services, and operation. The report is 


available at the OHCA’s web site at: www.okhca.org.  


Prior to 2007, the Oklahoma Health Care Authority used the Quality 


Improvement System for Managed Care (QISMC) developed by the Centers for 
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Medicare and Medicaid Services (CMS) as a means to assess the quality of the 


infrastructure, operations, and strengths and weaknesses of the SoonerCare program. In 


SFY 2007, a new framework of assessment that excludes the QISMC measures not 


applicable to the SoonerCare program was developed. The framework consists of 122 


measures used to review SoonerCare over SFY 2009. The 122 measures fall into four 


domains:  


• Domain 1 focuses on the Quality Assurance (QA) program, the policy-making 


bodies in place to administer the program, its projects, and the data system 


maintained to ensure accurate, timely, and complete data collection. 


• Domain 2 confirms that the agency articulates members’ rights, promotes the 


exercise of those rights, and ensures that the OHCA staff and affiliated providers 


are familiar with enrollee rights.  


• Domain 3 covers several aspects of health care service delivery, including 


availability; accessibility; continuity and coordination of care; service 


authorization; practice guidelines and new technology; provider qualifications and 


selection; member health records, and communication of clinical information.  


• Domain 4 reviews how the OHCA oversees and is accountable for any functions 


or responsibilities delegated to other entities. 


 


APS Healthcare serves as the External Quality Review Organization (EQRO) for 


the SoonerCare program. APS Healthcare is a leading national specialty healthcare 


company recognized nationwide for its collaborative customized approach, quality care 


management and behavioral health programs, advanced data analysis, and commitment to 


an integrated mind-body approach to analysis and review. In its role as the SoonerCare 


EQRO, it is the responsibility of APS Healthcare to evaluate the performance and 


progression of the program toward full compliance with the measures in the four 


domains.  


In order to determine the SoonerCare program’s compliance for this report, APS 


Healthcare conducted interviews with Quality Assurance management and reviewed 
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multiple sources of documentation as outlined in the “References” section of this report. 


The documentation included, but was not limited to, the OHCA rules, OHCA service 


efforts and accomplishments reports, OHCA annual reports, performance and quality 


reports, performance improvement project reports, the OHCA member handbook, 


provider contracts, and audit and tracking tools. 


 


DOMAIN 1: QUALITY ASSESSMENT AND PERFORMANCE IMPROVEMENT 


(QAPI) PROGRAM (MEASURES QI 01 – QI 31) 


Domain 1 consists of 31 measures divided into three parts. The first set of 


measures assesses the performance improvement projects selected by the SoonerCare 


program and confirms if they are outcome oriented and achieve demonstrable and 


sustained improvement in care and services. The second set assesses the health 


information system that collects, integrates, analyzes, and reports the data necessary to 


implement the Quality Assurance program. The third set reviews the administrative 


bodies and personnel in place to administer the Quality Assurance program. 


 


Quality Studies (QI 01 – QI 15) 


The SoonerCare program implemented a wide range of projects characterized by 


collaboration with stakeholders in other agencies and communities throughout Oklahoma, 


strategic relevancy to the needs of the SoonerCare population, and advancement of the 


findings of previous projects and programs. The OHCA SFY 2009 quality report 


provides detailed information regarding these projects. The Performance and Quality 


Report, “Minding Our P’s and Q’s“, along with individual project reports and discussions 


with SoonerCare staff and management, are the primary references for the comments 


below and the source of information for individual project details. 


 


Updates on Quality Initiatives 


• In SFY 2009, the OHCA continued to provide educational outreach to the 


families of all newborns covered by SoonerCare. The telephone and letter contact 


informed parents about child health checkups, helped them navigate the health 
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care system, and aligned parents and their children with an accessible and 


appropriate PCP.  The SFY 2009 outreach efforts resulted in a contact rate of 


17.6%.  


• The Perinatal Dental Access program, which offers basic dental care to pregnant 


members, provided dental care services to an average of 945 pregnant SoonerCare 


members per month during SFY 2009.   


• Reducing emergency room (ER) utilization continues to be a priority for the 


OHCA. SFY 2009 marked the OHCA’s fifth year of tracking emergency room 


(ER) services. To reduce inappropriate use of the ER and help align members 


with a PCP or medical home for routine health care needs, the OHCA expanded 


its outreach and educational efforts, contacting 4,996 members identified with 


high ER use. 


• The OHCA held the third annual SoonerCare Tribal Consultation meeting in July 


2009. Over 189 tribal leaders attended, representing over 19 tribes. This 


collaborative effort focused on SoonerCare issues such as program development, 


strategic planning, and legislation. 


• The Child Health Advisory Task Force made several recommendations to the 


OHCA and OSDH during SFY 2009 including: online enrollment, childhood 


obesity, increasing the breast-feeding rates, updating the child health checkup 


schedule, and monitoring the impact of the patient-centered medical home model 


of care on children. 


• The Medical Advisory Task Force (MAT), a collaborative group consisting of 12 


physician members, worked to develop and improve SoonerCare programs and 


focused on developing the patient-centered medical home primary care delivery 


system during SFY 2009. MAT efforts included incorporating feedback from 


providers statewide, developing a transitional plan of action, developing 


incentives for providers, and reviewing the OHCA external review process.  The 


PCMH was implemented mid SFY 2009. 
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• The Electronic Newborn-1 (NB-1) program completed its first full year of 


operation during SFY 2009 and doubled the number of participating hospitals.  


NB-1 is a user-friendly web-based application process for enrolling SoonerCare 


newborns, streamlining the application process, and eliminating wait time. It also 


ensures that the baby has program eligibility and assignment to a medical home 


provider prior to discharge from the hospital.     


• During SFY 2008, the OHCA entered into an agreement with the Oklahoma State 


Department of Health (OSDH) to share information related to maternal and child 


health. This data-matching agreement allows both agencies to benefit from 


sharing information to fill in the gaps while maintaining the security and privacy 


of protected health information (PHI). The focus for SFY 2009 was to compare 


the timeliness of initiating prenatal care of SoonerCare mothers to non-


SoonerCare mothers through the compilation of data collected by each agency. 


• During its first full fiscal year, “Soon-to-be-Sooners” (STBS) provided pregnancy 


related services to 6,855 women who would not otherwise qualify for benefits due 


to citizenship status. The OHCA seeks to contribute to better outcomes for babies 


by providing appropriate prenatal care for expectant mothers.  


• OHCA continued to produce four provider profiles during SFY 2009: Child 


Health Checkups, Breast Cancer Screening, Cervical Cancer Screening, and 


Emergency Room Utilization. PCPs who met the criteria received profiles 


designed to assist them with monitoring preventive health compliance rates for 


their members. 


 


New Quality Initiatives 


• The OHCA implemented a patient-centered medical home model on January 1, 


2009.  It incorporates a managed care component with traditional fee-for-service 


and provider incentive payments.   


• The OHCA’s Pregnancy Outreach Program, implemented in SFY 2009, involved 


identifying pregnant members and offering assistance with the SoonerCare 
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benefits.  Each pregnant mother received an outreach letter asking the member to 


contact member services regarding their health benefits. Member service 


personnel evaluated each member to determine if the member might have a high-


risk pregnancy and could benefit from follow up by a care management nurse. 


The program had a high member return call rate of 39.4% during its first year. 


• In SFY 2009, the OHCA SoonerCare Health Management Program (HMP) began 


a three-year partnership with the Center for Health Care Strategies (CHCS) and 


the Robert Wood Johnson Foundation. The partnership seeks to assist small 


practices that serve a high proportion of SoonerCare members in reducing racial 


and ethnic disparities and improving overall outcomes.  During initial year of the 


partnership, OHCA worked with 10 small primary care practices to provide 


practice facilitation and to implement process improvements. 


 


SoonerCare Program Updates 


• The SoonerCare Health Management Program (HMP) completed its first full year 


of operation in SFY 2009. The HMP helped over 3,800 SoonerCare members 


with high-risk health problems manage their chronic conditions. It included 


member assistance through face-to-face nurse care management and monthly calls 


to members by nurse care managers. The HMP also includes a practice facilitation 


component for providers and provided services to 60 practices.   


• The “Oklahoma Cares” Breast and Cervical Center Treatment Program, an 


interagency collaboration of the OHCA, OSDH, Department of Human Services 


(DHS), the Kaw Nation of Oklahoma and the Cherokee Nation, identified and 


treated these two types of cancer. Since the program began in 2005, more than 


20,000 women have qualified for the program.  On average, 320 women were 


added to the program each month in SFY 2009. 


• The OHCA’s Insure Oklahoma program expanded the eligibility criteria and the 


employee staffing limits during SFY 2009, increasing enrollment by 71%. The 


program helped reduce the number of uninsured Oklahomans by assisting small 
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businesses in obtaining health insurance for their employees through two 


methods. One method, Employer-Sponsored Insurance (ESI), provided health 


insurance premium assistance to employees of small businesses. The other 


method, Individual Plan (IP), provided health coverage to individuals who did not 


have access to ESI through their employer. The enrollment for the IP program 


doubled from SFY 2008 to SFY 2009.  


• The OHCA continued the success of “Focus on Excellence,” a program centered 


on increasing quality and accountability for nursing facilities by having 


employees and consumers rate the performance on a transparent website. The 


system financially rewarded nursing homes that demonstrated improvement in the 


quality of life, care, and services provided to members. In addition to the 


performance-based reimbursement system, the program provided consumers with 


frequently updated information assisting in the selection and comparison of 


nursing homes. During SFY 2009, the Pacific Health Policy Group (PHPG) 


performed an audit of “Focus on Excellence” and commended the high level of 


participation in this program.  


• SoonerPlan completed its fourth full fiscal year of operation, with more than 


68,000 Oklahomans qualifying for services since the program began in April 


2005. The program helped provide family planning services to adults who were 


otherwise ineligible for SoonerCare.  


 


Study Results, Tracking Change, and Ongoing Quality Reviews  


• Information gathered through the conduction of research studies impacted policy 


and procedure decisions of the projects and programs listed above. These studies 


carefully examined trends and provided insight into future possibilities. During 


SFY 2009, the OHCA conducted studies on Attention Deficit Hyperactivity 


Disorder, Emergency Room Utilization, Early Preterm Birth Outcomes, Child 


Health Checkups, Breast and Cervical Cancer Program, SoonerPlan, and 


Comprehensive Diabetes Care. The quality studies are available on the OHCA 
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web site, www.okhca.org.  


• The research studies outlined above are complemented by analyses that track 


HEDIS
® 


measures over time. In SFY 2009, trend data analysis determined 


whether apparent changes were statistically significant. The different analyses 


were complicated by the eligibility requirements and changing specifications of 


some of the HEDIS
® 


measures. Trends were analyzed for the following HEDIS
®


 


measures:  


• Annual Dental Visit (ADV) 


• Breast Cancer Screening (BCS) 


• Cervical Cancer Screening (CCS) 


• Well-Child Visits in the First 15 Months of Life (W15) 


• Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34) 


• Adolescent Well-Care Visits (AWC) 


• Children and Adolescents’ Access to Primary Care Practitioners (CAP) 


• Adults’ Access to Preventive/Ambulatory Health Services (AAP) 


• Comprehensive Diabetes Care (CDC) 


• Use of Appropriate Medications for People With Asthma (ASM) 


• Appropriate Treatment for Children With Upper Respiratory Infection (URI) 


• Appropriate Testing for Children With Pharyngitis (CWP) 


• Lead Screening in Children (LSC) 


• Cholesterol Management for Patients With Cardiovascular               


Conditions (CMC)  


• CAHPS
® 


and ECHO
®


 consumer satisfaction surveys allowed the OHCA to track 


changes and measure its performance. In SFY 2009, the CAHPS survey was 


administered to a random sample of parents and guardians to gauge their level of 


satisfaction with medical services and treatment provided to their children. The 


CAHPS survey asked questions related to consumers’ experiences with providers 


and the SoonerCare system. The CAHPS survey results indicated a significant 


increase with members overall rating of SoonerCare and member satisfaction with 







External Quality Review Report 


SoonerCare Fiscal Year 2010 


 


 


 
 


July 2010                                   Page 9 
  


getting care quickly. The ECHO
 
survey contains similar questions to CAHPS with 


SoonerCare adults about experiences with his/her behavioral health medical 


treatment. The SFY 2009 ECHO survey ratings showed a high level of 


satisfaction, holding steady compared to SFY 2007 survey results, as well as a 


significant increase of members who indicated receiving information of 


alternative treatment options.  


• Two additional surveys were conducted during SFY 2009; one related to member 


satisfaction with the SoonerPlan program and the other related to member 


satisfaction with Oklahoma Cares (Breast and Cervical Cancer Treatment 


Program).  Both surveys showed positive ratings and high levels of member 


satisfaction. 


• The OHCA performed on-site provider reviews, dental provider audits, medical 


record reviews, and ongoing quality of care reviews to monitor service quality 


and investigate reports of problems. In SFY 2009, Quality Assurance/Quality 


Improvement (QA/QI) staff members completed 277 on-site provider reviews. 


QA/QI staff trained providers on policies and procedures to ensure that each 


provider understood compliance criteria. Noncompliance resulted in a provider 


corrective action plan, which OHCA then periodically monitors for correction and 


progress. The dental unit reviewed 118 practices during SFY 2009 to ensure the 


provision of quality services to members and to improve communication with 


dental providers. The OHCA’s contracted EQRO retrospectively reviewed 


thousands of inpatient hospital admissions. 


• PCP provider profiles in SFY 2009 focused on child health checkups, cervical 


cancer screenings, breast cancer screenings, and emergency room utilization. 


Providers who had enough data for a valid statistical analysis received a letter and 


a profile explaining how their rate of actual exams compared with the expected 


number of screenings. The profiles also showed how providers ranked among 


their peers statewide. 


 







External Quality Review Report 


SoonerCare Fiscal Year 2010 


 


 


 
 


July 2010                                   Page 10 
  


Health Information System (QI 16 – QI 20) 


None of these studies would have been possible without a robust health 


information system to collect, integrate, analyze, and report the data necessary to 


implement the QA program. An APS Healthcare review of SoonerCare claims and 


encounters found that, apart from a few inconsistencies found in various fields in a very 


small percentage of claims, the administrative data for Oklahoma’s SoonerCare clients 


appeared to be sound, reliable, and valid. This analysis also revealed greater stability in 


the population, with more people remaining in the program for longer periods, resulting 


in improved access to care.  


 


Administration of Quality Assurance Program (QI 21 – QI 31) 


These measures ensure there is a policy-making body to oversee the Quality 


Assurance program, and formal and ongoing communication and collaboration among 


the policy-making body and other functional areas of the organization. The SoonerCare 


program met each of these requirements.  


 


Compliance Results – Domain 1 


The SoonerCare program met the requirements of each of the 31 measures of 


Domain 1 during SFY 2009. Thus, the SoonerCare program achieved full compliance 


with Domain 1 measures during this review year. 


 


DOMAIN 2: ENROLLEE RIGHTS (MEASURES QR 01-QR 37) 


The organization must articulate enrollees’ rights, promote the exercise of those 


rights, and ensure that its staff and affiliated providers are familiar with enrollee rights. 


Enrollees’ interactions with the organization and its providers may have an important 


impact on their willingness and ability to understand and comply with recommended 


treatments, outcomes, and costs. The measures in Domain 2 reflect these requirements.  


The SoonerCare program ensures compliance with federal and state laws affecting 


the rights of enrollees in areas such as discrimination, confidentiality, right to privacy, 


and accessibility through rules documented by the OHCA. These rules are available to 
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providers and are accessible to enrollees. The Oklahoma Secretary of State Office of 


Administrative Rules publishes the official rules as Title 317 of the Oklahoma 


Administrative Code. The text of the official rules is available on the OHCA website. 


A review of the SoonerCare Choice member handbook demonstrated that OHCA 


successfully met many of the remaining Domain 2 measures. This document is updated 


annually and is distributed to enrollees upon enrollment and then annually thereafter. 


This document is readable at a 6
th


 grade level and is available in both English and 


Spanish.  


The SoonerCare Choice member handbook, the enrollment guide, and the 


provider directory detail the process for enrollee PCP selection. Together these 


documents ensure each enrollee the option to select a PCP from among those accepting 


new members.  The OHCA performs periodic phone surveys to monitor member access 


to a PCP.  The OHCA QA/QI staff conducts on-site audits of SoonerCare Choice 


providers to assess program compliance. A component of those audits assesses member 


access to his/her assigned PCP. In addition, the OHCA staff monitors the availability of 


specialty services across all geographic locations through ongoing communication with 


those providers. 


The SoonerCare Choice member handbook also provides enrollees with the 


information they may need to file a complaint or grievance against the SoonerCare 


program or its providers. OHCA rules 317:2-1-1, 2 and 5 confirm the complaint and 


grievance documentation process, the appeals and hearing processes, and reference all 


timeframes for complaint or grievance resolution. According to the SFY 2009 OHCA 


annual report, the OHCA received and investigated 4,289 member complaints, which 


represents less than 1% of all SoonerCare enrollees. 


 


Compliance Results – Domain 2 


The SoonerCare program met the requirements of each of the 37 measures of 


Domain 2 during SFY 2009. Thus, the SoonerCare program achieved full compliance 


with Domain 2 measures during this review year. 
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DOMAIN 3: HEALTH SERVICES DELIVERY (MEASURES QH 01 – QH 49)  


Domain 3 measures cover six distinct areas including: 


• Availability and accessibility 


• Continuity and coordination of care 


• Service authorization  


• Practice guidelines and new technology 


• Provider qualifications and selection 


• Enrollee health records and communication of clinical information 


 


Availability and Accessibility (QH 01 – QH 12) 


Twelve measures of Domain 3 fall under the area of availability and accessibility. 


These measures seek to confirm that enrollees have access to an adequate selection of 


PCPs and a comprehensive network of providers, including specialists. Measures cover 


the convenience of provider hours and locations, timeliness of care, and round-the-clock 


accessibility when warranted. These measures also attempt to verify that the organization 


has procedures in place to identify individuals with complex health care needs and ensure 


adequate coordination of care.  


The OHCA monitored access to an adequate selection of PCPs each month, 


through encounter reports and on-site or phone-based provider audits. The Member 


Services department tracks and maintains records on the availability of appointment slots 


at specialty providers, so monthly data is available regarding which specialists have 


appointment openings when members call for referrals. On-site and phone audits 


confirmed that providers are maintaining convenient hours, timely access to services, and 


adequate after-hours access. The OHCA codes physician locations geographically and 


updates this file monthly to monitor provider office accessibility to members. The 


member handbook refers members to a Nurse Advice Line (i.e., Patient Advice Line) for 


use when an enrollee cannot reach a PCP, thus ensuring access to services 24 hours a day, 


seven days a week. 


The SoonerCare Choice program achieved full compliance with the requirements 


of each of the 12 measures of this part of Domain 3 for SFY 2009. 
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Continuity and Coordination of Care (QH 13 – QH 18) 


Six measures of Domain 3, Health Services Delivery, fall under the area of 


continuity and coordination of care. Measures in this area aim to verify that enrollees 


have access to an ongoing source of primary care, that all care received is coordinated 


and the maintenance of continuity of care.  


The nature of the SoonerCare Choice program as a PCMH program ensures that a 


specific person, persons, or agency will be responsible for locating, coordinating, and 


monitoring all care on behalf of a client. This includes primary care, other medical care, 


and rehabilitative services. This is required through the OHCA rules.  


Provider contracts ensure one provider will coordinate all care for a member, even 


when a member accesses other sources of care such as community or social services. 


Care management and its applicable OHCA rules also ensure continuity of care for 


enrolled members and allow for information dissemination to members as appropriate. 


The SoonerCare Choice program is in full compliance with each of the six 


measures of this area of Domain 3 for SFY 2009.  


 


Service Authorization (QH 19 – QH 27) 


Nine measures of Domain 3 fall under the area of service authorization. Measures 


in this area aim to confirm the organization has procedures and policies in place related to 


authorization of services, or requests for continuation of services for its members. 


The OHCA maintains a staff of two full-time and two part-time physicians to 


review and process each request for initial authorization of services or continuation of 


services for SoonerCare enrollees. Each physician focuses on a content/review area. 


Weekly meetings that include physicians, review nurses, and other quality team members 


provide a forum to discuss and confirm decisions made by individual reviewers. The 


OHCA generates an automatic written notice of the decision from the service 


authorization system for provision to the member, and providers receive an electronic 


notice. The provider billing and procedure manual outline the agency’s approved service 


authorization procedures. 
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The SoonerCare program providers receive frequent updates concerning enrollee 


benefits through web portals, provider newsletters, automatic fax message updates, and 


provider rules, contracts, and manuals.  


The SoonerCare program is in full compliance with each of the nine measures of 


this area of Domain 3 for SFY 2009.  


 


Practice Guidelines and New Technology (QH 28 – QH 33) 


Six measures of Domain 3 fall under the area of practice guidelines and new 


technology. Measures in this area aim to verify the organization has evidence-based 


practice guidelines in place and implements written policies and procedures for the 


evaluation of new medical technologies. 


Multiple entities review practice guidelines including other Medicaid agencies 


and commercial insurance plans. The OHCA also has a contract with Oregon Health and 


Science University, which acts as a consultant to provide to conduct research on 


utilization of resources and offer guidance and interpretation for new guidelines. The 


OHCA disseminates practice guidelines through its website for use by SoonerCare 


providers, although legal constraints prevent public dissemination of all of the guidelines.  


New medical technologies or new uses of existing technologies receive reviews 


and evaluations when requested. Research is automatically conducted on any new code 


that relates to a new technology. The Oregon Health and Science University also provides 


research and advice to evaluate new technologies.  


The SoonerCare program is in full compliance with the requirements of each of 


the six measures of this area of Domain 3 for SFY 2009.  


 


Provider Qualifications and Selection (QH 34 – QH 36) 


Three measures of Domain 3 fall under the area of provider qualifications and 


selection. The purpose of these measures is to confirm that the organization has policies 


or procedures in place to handle provider terminations and is compliant with federal 


requirements on provider contracts. 
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Processes are in place for provider termination. The OHCA rules and the provider 


contract each document the provider termination process. The provider contract also 


details the appeals process. SoonerCare providers can be, and have been, terminated for 


quality-related issues. The appropriate licensure board receives termination 


documentation for its review. Additionally, the program monitors the licensure board 


weekly for providers who the OHCA should exclude from participation in SoonerCare. 


The SoonerCare program is in full compliance with the requirements of each of 


the three measures of this area in Domain 3 for SFY 2009.  


 


Enrollee Health Records and Communication of Clinical Information (QH 37–QH 49) 


Thirteen measures of Domain 3 fall under the area of enrollee health records and 


communication of clinical information. The purpose of these measures is to verify that 


the organization enforces standards for enrollee health records and has policies or 


procedures in place for sharing enrollee health information. 


The provider contracts and manuals for the SoonerCare program designate the 


standards providers must meet when completing and maintaining enrollee health records. 


The OHCA uses an onsite audit tool to confirm provider compliance with the standards 


set for record keeping.  


The provider contract stipulates the process by which providers should exchange 


confidential enrollee health records and how to obtain proper consent and transfer 


member records in the event the member has a referral to a specialist or changes medical 


homes.  


The SoonerCare program is in full compliance with the requirements of each of 


the 13 measures of this area in Domain 3 for SFY 2009.  


 


Compliance Results – Domain 3 


The SoonerCare program met the requirements of each of the 49 measures of 


Domain 3 during SFY 2009. Thus, the SoonerCare program achieved full compliance 


with Domain 3 measures during this review year. 
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DOMAIN 4: DELEGATION (QD 01 – QD 05) 


The SoonerCare program oversees and is accountable for any functions or 


responsibilities that are described in the measures of Domains 1 through 3 that are 


delegated to other entities. 


The SoonerCare program currently does not delegate services to other 


organizations. The OHCA only delegates operational functions.  The OHCA monitors 


these operational functions, such as transportation or call center services, through weekly 


reports and annual audits. Written contracts are in place with the organizations to which 


OHCA delegated services, allowing for the revocation of the delegation or other remedies 


if inadequate performance is identified.  


Domain 4 includes five measures. However, one element, the delegation of 


provider selection to another entity, is again not currently applicable to the SoonerCare 


program. Nevertheless, the list of measures retains this element so it is available in the 


future, if the program decides to pursue this option.  


 


Compliance Results – Domain 4 


The SoonerCare program met the requirements of the four remaining measures of 


Domain 4 during SFY 2009. Thus, the SoonerCare program achieved full compliance 


with Domain 4 measures during this review year. 
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SFY 2009 ACHIEVEMENTS OF NOTE 


APS Healthcare would like to recognize the following achievements of note: 


• The OHCA continued its collaboration with stakeholders in other agencies and 


communities throughout Oklahoma. A wide range of project benefited from this 


approach, including the “Oklahoma Cares” Breast and Cervical Center Treatment 


Program, the Family Planning Program, and the perinatal, child health, and 


medical advisory task forces. 


• The OHCA’s Insure Oklahoma program, which provides health insurance 


coverage to Oklahomans who would not otherwise have coverage, exhibits the 


agency’s responsiveness.  


• The OHCA’s outreach programs provided its members with exemplary services.  


• The OHCA continued its outreach and collaboration with Oklahoma’s Native 


American tribes. 


• The OHCA received positive audit results for the tiered reimbursement system for 


nursing facilities, “Focus on Excellence.” 


• The OHCA continued to provide profiles to its contracted providers, including 


profiles related to child health checkups, cervical cancer screenings, and breast 


cancer screenings.  


• The OHCA makes available an array of clear, comprehensive and useful 


documents on its website for public review and use. The SFY 2009 Performance 


and Quality Report, “Minding our P’s and Q’s,” provides a particularly useful 


review of the agency’s initiatives and accomplishments. 


 


APS Healthcare thanks the OHCA and SoonerCare management and staff, 


particularly Crystal Carel, MPH, Quality Assurance/Improvement Project Manager, Lise 


DeShea, Ph.D., Quality Assurance/Improvement Statistician and Patricia Johnson, R.N., 


B.S., Quality Assurance/Improvement Director for sharing their program knowledge and 


expertise with such graciousness, and for providing ready access to the many documents 


reviewed for this report. 







External Quality Review Report 


SoonerCare Fiscal Year 2010 


 


 


 
 


July 2010                                   Page 18 
  


References 


 


1. OHCA website: http://www.okhca.org/ 


2. OHCA rules: http://www.okhca.org/xPolicy.aspx?id=734 


3. Other relevant codes and manuals: 


  http://okhca.org/providers.aspx?id=45&parts=7437_7439_7443_7455 


4.  SFY 2009 OHCA Annual Report: http://www.okhca.org/research/reports 


5.  Performance and Quality Report, Minding Our P’s and Q’s, for SFY 2009:     


       http://www.okhca.org/research/reports 


6.  Member and Provider Forms and Instructions: 


  http://www.okhca.org/individuals.aspx?id=116&menu=52 


  http://www.okhca.org/providers.aspx?id=120 


7.  Member Handbook: 
  http://www.okhca.org/publications/pdflib/SC_handbook.pdf 


8.  SoonerCare Enrollment Guide and Provider Directory 
 http://www.okhca.org/client/pdf/providers.pdf  


9.  Provider contract documents: 


  http://www.okhca.org/providers.aspx?id=105&menu=56&parts=7551_7553_7555 


  Provider Billing and Procedure Manual: 
  http://www.okhca.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=9340 


10.  Medical Review Guidelines: 


 http://www.okhca.org/providers.aspx?id=634 


11.  Care Management Information: 


  http://www.okhca.org/providers.aspx?id=2044&parts=7499_7501 







External Quality Review Report 


SoonerCare Fiscal Year 2010 


 


 


 
 


July 2010                                   Page 19 
  


Appendix A 


 


SOONERCARE  


SFY 2010 ASSESSMENT FINAL REPORT 


                


CODE DOMAIN           


CODE 
DOMAIN 1 - QUALITY ASSESSMENT AND PERFORMANCE 


IMPROVEMENT 


The organization conducts performance improvement projects that achieve,  


through ongoing measurement and intervention, demonstrable and sustained  


improvement in significant aspects of clinical care and non-clinical services that can 


be expected to have a beneficial effect on health outcomes and enrollee satisfaction. 


42 CFR 422.152(b)(2) 


QI 01 


[X] MET [ ] NOT MET [ ] NOTE 


The organization measures its performance, using standard measures established or 


adopted by the State (Medicaid program). 42 CFR 422.152(c)(1)  QI 02 


[X] MET [ ] NOT MET [ ] NOTE        


The organization corrects significant problems that come to its attention through 


internal surveillance, complaints, or other mechanisms. 42 CFR 422.152(d)(9) QI 03 


[X] MET [ ] NOT MET [ ] NOTE 


The organization demonstrates that the topics are identified through continuous data 


collection and analysis by the organization of comprehensive aspects of patient 


care and member services. 42 CFR 422.152(d)(1) 
QI 04 


[X] MET [ ] NOT MET [ ] NOTE      


The organization demonstrates that selection of topics takes into account: the  


prevalence of a condition among, or  need for a specific service by, the  


organization’s enrollees; enrollee demographic characteristics and health risks; and 


the interest of consumers in the aspect of care or services to be addressed.   


OPL 98-72       


QI 05 


[X] MET [ ] NOT MET [ ] NOTE         


The project topics include both physical health and mental health/substance abuse,  


abuse, unless, in the case of an organization contracting with the State, the 


organization’s benefit structure doesn’t permit this breadth.   
QI 06 


[X] MET [ ] NOT MET [ ] NOTE         


The organization performs an assessment of the organization’s performance  


for  each selected topic and is measured using one or more quality indicators.  


42 CFR 422.152(d)(7)           
QI 07 


[X] MET [ ] NOT MET [ ] NOTE         


The organization demonstrates that the indicators selected for a topic in a clinical 


focus area include at least some measure of change in health status or functional  


status or process of care proxies for these outcomes. Indicators may also include 


measures of the enrollee’s experience of and satisfaction with care.    


42 CFR 422.152(d)(7)(ii)           


QI 08 


[X] MET [ ] NOT MET [ ] NOTE        
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The organization selects some indicators for which data are available that allow  


comparison of the organization’s performance to that of similar organizations or to 


local, state or national benchmarks. OPL 98-72     
QI 09 


[X] MET [ ] NOT MET [ ] NOTE         


The organization establishes a baseline measure of its performance on each indicator, 


measures changes in performance, and continues measurement for at least one year 


after a desired level of performance is achieved. OPL 98-72 
QI 10 


[X] MET [ ] NOT MET [ ] NOTE         


The organization demonstrates that its interventions result in significant  


demonstrable improvement in its performance as evidenced in repeat   


measurements of the quality indicators specified for each performance   


improvement project undertaken by the organization.  


42 CFR 422.152(b)(2), 422.152(d)(9)           


QI 11 


[X] MET [ ] NOT MET [ ] NOTE        


When sampling is used, sampling methodology for assessment of the   


organization’s performance shall be such as to ensure that the data collected validly 


reflect: the performance of all practitioners and providers who serve Medicare 


or the State enrollees and whose activities are the subject of the indicator.  


QI 12 


[X] MET [ ] NOT MET [ ] NOTE         


When sampling is used, sampling methodology for assessment of the    


organization’s performance shall be such as to ensure that the data collected validly 


reflect: the care given to the entire population (including populations with special 


health care needs and populations with serious and complex health care needs) to  


which the indicator is relevant.        


QI 13 


[X] MET [ ] NOT MET [ ] NOTE         


The organization demonstrates that the sample or subset of the study population is  


obtained through random sampling and/or other State-approved sampling methods. 


OPL 98-72           
QI 14 


[X] MET [ ] NOT MET [ ] NOTE         


The organization demonstrates that the samples used for the baseline and repeat  


measurements of the performance indicators are chosen using the same sampling 


frame and methodology. OPL 98-72       
QI 15 


[X] MET [ ] NOT MET [ ] NOTE         


The organization demonstrates sustained improvements in performance or at least 


one year after the improvement in performance is first achieved. Sustained 


improvement is documented through the continued measurement of quality  


indicators for at least one year after the performance improvement project is  


completed. 42 CFR 422.152(d)(9)         


QI 16 


[X] MET [ ] NOT MET [ ] NOTE         


The organization monitors its members' satisfaction with the Plan and its PCPs in 


such areas as:           


1. Customer Service           


2. Getting needed care           


3. Getting care quickly           


4. Quality of care           


QI 17 


[X] MET [ ] NOT MET [ ] NOTE          
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The organization monitors its contracted primary care providers for quality using  


provider profiling on target areas such as:       


1. Children's Health           


2. Women's Health           


3. Chronic Conditions           


4. Utilization of Services          


5. Behavioral Health           


QI 18 


[X] MET [ ] NOT MET [ ] NOTE         


The organization will meet any goals for performance improvement on specific  


measures as required by the State (Medicaid program). 42 CFR 422.15 (c) QI 19 


[X] MET [ ] NOT MET [ ] NOTE         


The organization will measure and report to the State its performance, using standard 


measures (HEDIS or HEDIS-like) required by the State (Medicaid program). QI 20 


[X] MET [ ] NOT MET [ ] NOTE         


Assessment of the organization’s performance on the selected indicators is based  


on systematic, ongoing collection and analysis of valid and reliable data. Assessment  


of compliance with this standard will be coordinated with review of the 


organization’s information systems. 42 CFR 422.152(d)(8)     


QI 21 


[X] MET [ ] NOT MET [ ] NOTE         


The organization maintains a health information system that collects, integrates,  


analyzes, and reports data necessary to implement its QA program.   


42 CFR 422.152(d)(8)           
QI 22 


[X] MET [ ] NOT MET [ ] NOTE         


The organization’s information system is be capable of collecting the following  


types of data: enrollee and provider characteristics, services furnished to enrollees, 


data as needed to guide the selection of performance improvement project topics  


(standard 1.4.1) and to meet the data collection requirements for performance  


improvement projects.42 CFR 422.152(d)(8)       


QI 23 


[X] MET [ ] NOT MET [ ] NOTE          


The organization ensures that information and data received from providers are  


accurate, timely and complete to best knowledge, information and belief. The  


organization has an ongoing process for assuring the accuracy and completeness of 


the data, whether compiled in its own facilities or reported by  outside contractors. 


42 CFR 422.152(d)(8)       


QI 24 


[X] MET [ ] NOT MET [ ] NOTE           


The organization reviews reported data for accuracy, completeness, logic, and  


consistency. 42 CFR 422.152(d)(8)         QI 25 


[X] MET [ ] NOT MET [ ] NOTE            


The organization ensures that service data are collected in standardized formats  


to the extent feasible and appropriate. OPL 98-72     QI 26 


[X] MET [ ] NOT MET [ ] NOTE         


The organization’s QA program is administered through clear and appropriate  


administrative arrangements. OPL 98-72       QI 27 


[X] MET [ ] NOT MET [ ] NOTE         
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The organization establishes a policy-making body that oversees and is accountable 


for the QA program. OPL 98-72       QI 28 


[X] MET [ ] NOT MET [ ] NOTE         


The organization maintains a designated senior official who is responsible for QA 


 program administration. OPL 98-72         QI 29 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures that employed or affiliated providers and consumers  


actively participate in the QA program. OPL 98-72     QI 30 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures that there is formal and ongoing communication and  


collaboration among the policy-making body that oversees the QA program and the 


other functional areas of the organization, e.g., health services management and  


member services. OPL 98-72         


QI 31 


 [X] MET [ ] NOT MET [ ] NOTE        


CODE DOMAIN 2 - ENROLLEE RIGHTS 


The organization implements written policies with respect to the enrollee rights.   


[42 CFR 422.118 and 422.128] Policies are communicated to enrollees, and to the  


organization’s staff and affiliated providers, at the time of initial employment or  


affiliation, and annually thereafter. 42 CFR 422.111     


ER 01 


[X] MET [ ] NOT MET [ ] NOTE         


The organization monitors and promotes compliance with the policies by the  


organization’s staff and affiliated providers. 42 CFR 422.152(f)(2)   ER 02 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures compliance with Federal and State laws affecting the  


rights of enrollees (The focus of these requirements is on the enrollee).    


42 CFR 422.118(d) and 422.128(a)(1)(ii)(G)     


Applicable Federal laws include, but are not limited to:     


1. Title VI of the Civil Rights Act; Federal contracting SoonerCare Organizations 


are required under the laws administered by the Equal Employment Opportunity 


Commission (EEOC) to prevent discrimination in federally assisted programs. 


Under the rules governing grants, loans, and contracts no person in the United 


States shall, on the ground of race, color, or national origin, be excluded from  


participation in, be denied the benefits of, or be subjected to discrimination under  


any program or activity receiving Federal financial assistance.  Each Federal  


department and agency, which is empowered to extend Federal financial assistance  


to any program or activity by way of grant, loan, or contract other than a contract  


of insurance or guaranty is empowered to administer this legal requirement. Public  


Law 88-352, July 2, 1964; Sections 602 & 603 of the Civil Rights Act of 1964. 


              


2. Section 504 of the Rehabilitation Act of 1973; Pursuant to Section 504 of the  


Rehabilitation Act of 1973 which prohibits discrimination against any individual  


because of disability, Federal contractors are required to adhere to the prohibition  


against disability-based discrimination. Public Law 93-112, section 504.   


ER 03 
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3. The Age Discrimination Act of 1975;       


              


4. Titles II and III of the Americans with Disabilities Act;     


              


5. Section 542 of the Public Health Service Act (pertaining to nondiscrimination  


against substance abusers); and         


              


6. Title 45, Part 46 of the Code of Federal Regulations, pertaining to research  


involving human subjects.         


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to be treated with respect, dignity, and consideration for  


enrollee privacy. [42 CFR 422.118(a)] The organization implements procedures  


to ensure the confidentiality of health and medical records and of other  information  


about enrollees. [42 CFR 422.118(a)] 


ER 04 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 2 - ENROLLEE RIGHTS 


The right to privacy includes protection of any information that identifies a particular 


enrollee. Information from, or copies of, records may be released only to authorized 


individuals, and the organization must ensure that unauthorized individuals cannot  


gain access to or alter patient records. Original medical records must be released only 


only in accordance with Federal or State laws, court orders, or subpoenas.  


42 CFR 422.118(a)         


ER 05 


[X] MET [ ] NOT MET [ ] NOTE         


The organization implements procedures to ensure that enrollees are not  


discriminated against in the delivery of health care services consistent with the  


benefits covered in their policy based on race, ethnicity, national origin, religion, sex, 


age, mental or physical disability, sexual orientation, genetic information, or source 


of payment. [42 CFR 422.112(a)(8)(I) and (10)(I)] [42 CFR 422.112(a)(8)(I)  


and (10)(I)] The organization ensures that it does not promote discrimination,  


discourage enrollment, or inhibit access to services.  42 CFR 422.100(g)   


ER 06 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to accessible services. The organization ensures that all  


services, both clinical and nonclinical, are accessible to all enrollees, including those 


those with limited English proficiency or reading skills, with diverse cultural and  


ethnic backgrounds, the homeless and individuals with physical and mental  


disabilities. 42 CFR 422.112(a)(10)(I)       


ER 07 


[X] MET [ ] NOT MET [ ] NOTE         


The organization instructs enrollees that they have the right to access emergency  


health care services without prior authorization, consistent with the enrollee’s  


determination of the need for such services as a prudent layperson.     


42 CFR 422.112(a)(10)(ii) and 422.112(c)       


ER 08 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to choose providers from among those affiliated with the  


organization. 42 CFR 422.112(a)         ER 09 


[X] MET [ ] NOT MET [ ] NOTE  
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The organization ensures that each enrollee may select his or her primary care  


provider from among those accepting new members.  42 CFR 422.112(a)(2) ER 10 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to participate in decision-making regarding his or her health 


care. [42 CFR 422.112(a)(8)(iii)] The organization provides for the enrollee’s 


representative to facilitate care or treatment decisions when the enrollee is unable to  


do so. [42 CFR 422.128(a) and (b)] The organization provides for enrollee or 


representative involvement in decisions to withhold resuscitative services, or to forgo 


or withdraw life-sustaining treatment, and complies with requirements of Federal and 


State law with respect to advance directives. 42 CFR 422.128 and 422.206(b) and (c)   


ER 11 


[X] MET [ ] NOT MET [ ] NOTE        


Each enrollee has a right to receive information on available treatment options  


(including the option of no treatment) or alternative courses of care; health care 


professionals must provide information regarding treatment options in a language that  


the enrollee understands.         


ER 12 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to have access to his or her medical records in accordance  


with applicable Federal and State laws. 42 CFR 422.118(c)     ER 13 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee receives, at the time of enrollment and at least annually thereafter, a  


written statement including information on:       


1. Enrollee rights;           


2. Enrollee responsibilities;         


3. The names and locations of network providers, including information on which  


providers are accepting new Medicare/the State patients and any restrictions on  


enrollees ability to select from among network providers;      


4. Amount, duration and scope of all benefits and services included and excluded as  


a condition of enrollment, including a description of how the organization evaluates  


new technology for inclusion as a covered benefit;     


5. Procedures for obtaining services, including authorization requirements, any  


special procedures for obtaining mental health and substance abuse services,  


procedures for obtaining out-of-area coverage and, in the case of enrollees eligible 


 for a point-of-service benefit, procedures for obtaining services through the benefit,  


including special conditions or charges that may apply;     


6. In the case of the State enrollees, procedures for obtaining services covered  


under the state plan and not covered by the organization, and notice of the right to  


obtain family planning services from any State-participating provider (unless  


otherwise restricted);           


7. Provisions for after-hours and emergency coverage. Materials must instruct  


enrollees that enrollees have the right to access emergency health care services  


from contracting or non-contracting providers without prior authorization,  


consistent with the enrollee’s determination of the need for such services as a  


prudent layperson;           


8. Policies on referrals for specialty care and other services not furnished by the  


enrollee’s primary care provider;         


ER 14 


9. Charges to enrollees, if applicable;       
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10. Procedures established under standard 2.4 for resolving enrollee issues,  


including complaints or grievances and issues relating to authorization of, coverage  


of, or payment for services;         


11. Procedures for changing primary care providers;     


12. Procedures for recommending changes in policies or services;   


13. Information on service area; and       


14. Notice of the right to obtain the following information:     


14a. In addition to the information in standards 1 through 13, the following  


information is available, upon request:       


14b. The procedures the organization uses to control utilization of services and  


expenditures.           


14c. The number of grievances and appeals and their disposition in the aggregate,  


in a manner and form specified by CMS or the State.     


14d. A summary description of the method of compensation for physicians. 


14e. The financial condition of the organization, including the most recently audited  


information regarding its condition.       


42 CFR 422.111(b) and (c)         


[X] MET [ ] NOT MET [ ] NOTE         


The organization notifies enrollees affected by termination of or changes in benefits,  


services, service sites, or affiliated providers. To the extent practical, enrollees are 


informed of such terminations or changes prior to their effective date.  


42 CFR 422.111(e)           


ER 15 


[X] MET [ ] NOT MET [ ] NOTE         


Enrollee information is readable and easily understood. 42 CFR 422.111(a)(2) 
ER 16 


[X] MET [ ] NOT MET [ ] NOTE         


Enrollee information is available in the language(s) of the major population groups  


served and, as needed, in alternative formats for the visually impaired. OPL 98-72 ER 17 


[X] MET [ ] NOT MET [ ] NOTE         


The organization evaluates the effectiveness of its communications with enrollees.  


OPL 98-72             ER 18 


[X] MET [ ] NOT MET [ ] NOTE         


The organization has a system for resolving issues raised by enrollees, including:  


complaints or grievances; issues relating to authorization of, coverage of, or payment  


for services; and issues relating to discontinuation of a service. 


[NOTE: references to an enrollee in these standards include reference to an  


enrollee’s representative.] 42 CFR 422.562(a)(1)       


ER 19 


[X] MET [ ] NOT MET [ ] NOTE         


The organization documents each issue raised by an enrollee. OPL 98-72 
ER 20 


[X] MET [ ] NOT MET [ ] NOTE         


The organization acknowledges receipt of the issue and explains to the enrollee the  


process to be followed in resolving his or her issue. OPL 98-72   ER 21 


[X] MET [ ] NOT MET [ ] NOTE        


The organization informs the enrollee of any applicable mechanism for resolving the  


issue external to the organization’s own processes.  OPL 98-72   ER 22 


[X] MET [ ] NOT MET [ ] NOTE         


ER 23 The organization implements a procedure, with clearly explained steps and time limits  
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for each step, for the resolution of a complaint or grievance. The grievance is  


transmitted in a timely manner to staff that have authority to take corrective action. A  


grievance relating to quality of care is transmitted to appropriately qualified personnel  


within the health plan. The organization investigates the grievance and notifies the  


concerned parties of the results of the investigation and the proposed resolution.  


 (Note: Physician peer review findings are confidential and not releasable to the 


enrollee).  42 CFR 422.564(a)(2)     


[X] MET [ ] NOT MET [ ] NOTE         


The organization provides an opportunity for reconsideration of the proposed  


resolution. OPL 98-72           ER 24 


[X] MET [ ] NOT MET [ ] NOTE         


The organization tracks each grievance until its final resolution. OPL 98-72 
ER 25 


[X] MET [ ] NOT MET [ ] NOTE         


The organization has an expedited grievance process for issues requiring immediate  


resolution. OPL 98-72           ER 26 


[X] MET [ ] NOT MET [ ] NOTE         


Monitoring of Issue Resolution Processes. The organization maintains, aggregates  


and analyzes information on the nature of issues raised by enrollees and on their 


resolution. [42 CFR 422.111(c)(3)] The information is used to develop activities  


under the organization’s QAPI program, both to improve the issue resolution process  


itself, and to make improvements that address other system issues raised in the issue 


resolution  process.         


ER 27 


[X] MET [ ] NOT MET [ ] NOTE         


Information related to coverage and payment issues is maintained for at least six years  


following final resolution of the issue, and is made available to the enrollee on 


request. 42 CFR 422.502(d)(1)(I-iii)       
ER 28 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee may refuse care from specific providers.      
ER 29 


[X] MET [ ] NOT MET [ ] NOTE         


Each enrollee has a right to obtain a prompt resolution, of issues raised by the  


enrollee, including complaints or grievances and issues relating to authorization, 


coverage, or payment of services.          
ER 30 


[X] MET [ ] NOT MET [ ] NOTE         


The organization follows written procedures for the receipt and initial processing of 


all issues raised by enrollee.         ER 31 


[X] MET [ ] NOT MET [ ] NOTE         


The organization—promptly determines whether the issue is to be resolved through:  


(a) the grievance process, (b) the process for making initial determinations on  


coverage and payment issues, or (c) the process for resolution of disputed initial  


determinations.           


ER 32 


[X] MET [ ] NOT MET [ ] NOTE         


The organization assists the enrollee as needed in completing forms or taking other 


necessary steps to obtain resolution of the issue.      ER 33 


[X] MET [ ] NOT MET [ ] NOTE         
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The organization implements a procedure, with clearly explained steps and time limits 


for each step, for reviewing requests for reconsideration of initial decisions not to 


provide or pay for a service.        
ER 34 


[X] MET [ ] NOT MET [ ] NOTE         


The organization’s notice to an enrollee and/or provider of its decision to deny, limit, 


or discontinue authorization of, or payment for, a service includes information about  


how to obtain a reconsideration of the decision. The notice to the enrollee must be in  


writing.          


ER 35 


[X] MET [ ] NOT MET [ ] NOTE         


The organization’s process complies with procedural requirements and time limits 


established by CMS or the State, conforming to CMS requirements.   ER 36 


[X] MET [ ] NOT MET [ ] NOTE         


Requests for reconsideration by the organization of a denial based on lack of medical 


medical necessity are reviewed by a health care professional, who is appropriately  


credentialed with respect to the treatment involved and who is not the individual 


who made the initial determination.        


ER 37 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 3 - HEALTH SERVICES DELIVERY 


AVAILABILITY AND ACCESSIBILITY 


The organization ensures that all covered services, including additional or  


supplemental services contracted for, by, or on behalf of its enrollees, are available  


and accessible. 42 CFR 422.112 (a)         
QH 01 


[X] MET [ ] NOT MET [ ] NOTE         


The organization maintains and monitors a network of appropriate providers,  


supported by written arrangements, that is sufficient to provide adequate access to  


covered services and to meet the needs of the population served.  


42 CFR 422.112 (a)(1)     


QH 02 


[X] MET [ ] NOT MET [ ] NOTE         


The organization offers a panel of primary care providers from which the enrollee 


may select a personal primary care provider. 42 CFR 422.112 (a)(2)   QH 03 


[X] MET [ ] NOT MET [ ] NOTE         


The organization provides or arranges for necessary specialty care, including 


women’s health services. 42 CFR 422.112 (a)(3)       QH 04 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 3 - HEALTH SERVICES DELIVERY 


The organization has procedures for: the identification of individuals with complex or  


serious medical conditions: an assessment of those conditions; the identification of  


medical procedures to address and/or monitor the conditions; and a treatment plan 


appropriate to those conditions that specifies an adequate number of direct access 


visits to specialists to accommodate implementation of the treatment plan, and that is 


time-specific, and updated periodically. The organization must also have procedures  


for ensuring adequate coordination of care among providers.  


42 CFR 422.112 (a)(4)           


QH 05 


[X] MET [ ] NOT MET [ ] NOTE         
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The organization must make a good faith effort to provide written notice of a  


termination of a contracted provider within a reasonable time of receipt or issuance of  


a notice of termination to all enrollees who are patients seen on a regular basis by the  


provider whose contract is terminating, irrespective of whether the termination was 


for cause or without cause. When a contract termination involves a primary care  


professional, all enrollees who are patients of that primary care professional must also  


be notified. 42 CFR 422.111(e) and 422.204(c)(4)     


QH 06 


[X] MET [ ] NOT MET [ ] NOTE         


When medically necessary, the organization makes services available 24 hours a day, 


7 days a week. 42 CFR 422.112(a)(8)         QH 07 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures that the hours of operation of its providers are convenient to  


and do not discriminate against enrollees. 42 CFR 422.112(a)(8)     QH 08 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures that services are provided in a culturally competent manner 


to all enrollees, including: those with limited English proficiency or reading skills,  


those with diverse cultural and ethnic backgrounds.42 CFR 422.112(a)(9)   
QH 09 


[X] MET [ ] NOT MET [ ] NOTE         


Standards for timeliness of access to care and member services that meet or exceed  


such standards as may be established by CMS or the State, continuously monitors its 


provider network’s compliance with these standards, and takes corrective action as  


necessary. 42 CFR 422.112(a)(7)(i)         


QH 10 


[X] MET [ ] NOT MET [ ] NOTE         


Policies and procedures, including coverage rules, practice guidelines, payment  


policies and utilization management that allow for individual medical necessity 


determinations. 42 CFR 422.112(a)(7)(ii)         
QH 11 


[X] MET [ ] NOT MET [ ] NOTE         


The organization must develop a policy encouraging provider consideration of  


beneficiary input in the provider’s proposed treatment plan. 42 CFR 422.112(a)(7)(iii) QH 12 


[X] MET [ ] NOT MET [ ] NOTE         


CONTINUITY AND COORDINATION OF CARE 


The organization ensures continuity of care and integration of services through  


arrangements that include, but are not limited to the following: For Medicaid, MCOs  


should make use of a health care professional who is formally designated as having  


primary responsibility for coordinating the enrollee’s overall health care; for  


Medicare, MCOs should develop policies that specify under what circumstances  


services are coordinated and the methods of coordination. 42 CFR 422.112(b)  


QH 13 


[X] MET [ ] NOT MET [ ] NOTE         


The organization’s policies specify whether services are coordinated by the  


enrollee’s primary care provider or through some other means. OPL 98-72 QH 14 


[X] MET [ ] NOT MET [ ] NOTE         
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Regardless of the mechanism adopted for coordination of services, the organization  


either ensures that each enrollee has an ongoing source of primary care; or offers to  


provide each enrollee with an ongoing source of primary care and provides a primary 


care source to each enrollee who accepts the offer. OPL 98-72   


QH 15 


[X] MET [ ] NOT MET [ ] NOTE         


The organization must ensure that programs for coordination of care that include  


coordination of services with community and social  services are generally available  


through contracting or noncontracting providers in the area served by the 


organization. 42 CFR 422.112 (b)(3)         


QH 16 


[X] MET [ ] NOT MET [ ] NOTE         


The organization must ensure continuity and coordination of care through procedures  


for timely communication of clinical information among providers.  


42 CFR 422.112(b)(4)           
QH 17 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures continuity and coordination of care through measures to  


ensure that enrollees are informed of specific health care needs that require  


follow-up; receive, as appropriate, training in self-care and other measures they may  


take to promote their own health; and comply with prescribed treatments or regimens. 


42 CFR 422.112(b)(5)&(6)         


QH 18 


[X] MET [ ] NOT MET [ ] NOTE         


SERVICE AUTHORIZATION 


The organization implements written policies and procedures, reflecting current  


standards of medical practice, for processing requests for initial authorization of  


services or requests for continuation of services. 42 CFR 422.202(b)   
QH 19 


[X] MET [ ] NOT MET [ ] NOTE         


Criteria for decisions on coverage and medical necessity are clearly documented, are  


based on reasonable medical evidence or a consensus of relevant health care 


professionals, and are regularly updated. 42 CFR 422.202(b)(1)     
QH 20 


[X] MET [ ] NOT MET [ ] NOTE         


Mechanisms are in place to ensure consistent application of review criteria and  


compatible decisions. OPL 98-72         QH 21 


[X] MET [ ] NOT MET [ ] NOTE         


A clinical peer reviews decisions to deny authorization are determined on grounds of  


medical appropriateness. OPL 98-72       QH 22 


[X] MET [ ] NOT MET [ ] NOTE         


The requesting provider and the enrollee are promptly notified of any decision to  


deny, limit, or discontinue authorization of services if the enrollee objects. The  


notice specifies the criteria used in denying or limiting authorization and includes  


information on how to request reconsideration of the decision . The notice to the  


enrollee must be in writing. OPL 98-72, 42 CFR422.80(c)(1);(iii) 422.568 &(e) 


QH 23 


[X] MET [ ] NOT MET [ ] NOTE         


Compensation to persons or organizations conducting utilization management  


activities shall not be structured so as to provide inappropriate incentives for denial,  


limitation or discontinuation of authorization of services. OPL 98-72   
QH 24 


[X] MET [ ] NOT MET [ ] NOTE        
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The organization does not prohibit providers from advocating on behalf of enrollees  


within the utilization management process. 42 CFR 422.206(a)(1)     QH 25 


[X] MET [ ] NOT MET [ ] NOTE         


Mechanisms are in effect to detect both underutilization and over utilization of  


services. OPL 98-72           QH 26 


[X] MET [ ] NOT MET [ ] NOTE         


The organization furnishes information to all affiliated providers about enrollee  


benefits. 42 CFR 422.202(b)(2)           QH 27 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 3 - HEALTH SERVICES DELIVERY 


PRACTICE GUIDELINES AND NEW TECHNOLOGY 


The organization adopts and disseminates practice guidelines. 42 CFR 422.202(b)(2) 


[X] MET [ ] NOT MET [ ] NOTE         


NOTE: Though not all practice guidelines are equally distributed due to legal issues,  
QH 28 


this measure is considered met.         


Practice guidelines are based on reasonable medical evidence or a consensus of  


physicians in the particular field, consider the needs of the enrolled population, are  


developed in consultation with physicians, and are reviewed and updated periodically. 


42 CFR 422.202(b)           


QH 29 


[X] MET [ ] NOT MET [ ] NOTE         


Practice guidelines, including any admission, continued stay, and discharge criteria  


used by the organization, are communicated to all providers and enrollees when 


appropriate, and to individual enrollees when requested. OPL 98-72   
QH 30 


[X] MET [ ] NOT MET [ ] NOTE         


Decisions with respect to utilization management, enrollee education, coverage of  


services, and other areas to which the practice guidelines are applicable are consistent 


with the guidelines. 42 CFR 422.202(b)(3)       
QH 31 


[X] MET [ ] NOT MET [ ] NOTE         


The organization implements written policies and procedures for evaluating new  


medical technologies and new uses of existing technologies. OPL 98-72   


[X] MET [ ] NOT MET [ ] NOTE         
QH 32 


NOTE: Policies and procedures are implemented for new technologies as requested. 


PROVIDER QUALIFICATIONS AND SELECTION 


The evaluations take into account coverage decisions by Medicare intermediaries  


and carriers, national Medicare coverage decisions, and federal and state coverage 


decisions, as appropriate to the evaluation. OPL 98-72   
QH 33 


[X] MET [ ] NOT MET [ ] NOTE         


The organization establishes written policies and procedures for suspending or  


terminating affiliation with a contracting health care professional (for Medicaid) or  


physician (for Medicare), including an appeals process. 422.204(c)(1)   
QH 34 


[X] MET [ ] NOT MET [ ] NOTE         
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The organization notifies licensing and/or disciplinary bodies or other appropriate  


authorities when a health care professional's or institutional provider or supplier’s  


affiliation is suspended or terminated because of quality deficiencies.  


42 CFR 422.204 (3)             


QH 35 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures compliance with Federal requirements prohibiting  


employment or contracts with individuals excluded from participation under either  


Medicare or the State. 42 CFR 422.752 (a)(8)       
QH 36 


[X] MET [ ] NOT MET [ ] NOTE         


ENROLLEE HEALTH RECORDS AND COMMUNICATION OF CLINICAL INFORMATION 


The organization implements appropriate policies and procedures to ensure that the  


organization and its providers have the information required for effective and  


continuous patient care and for quality review, and conducts an ongoing program to  


monitor compliance with those policies and procedures. OPL 98-72   


QH 37 


[X] MET [ ] NOT MET [ ] NOTE         


The organization makes a best-effort attempt to conduct an initial assessment of each 


enrollee's health care needs, including following up on unsuccessful attempts to 


contact the enrollee, within 90 days of the effective date of enrollment.  


42 CFR 422.112(a)(1)(v)(A)    


QH 38 


[X] MET [ ] NOT MET [ ] NOTE      


The organization ensures that each provider furnishing services to enrollees  


maintains an enrollee health record in accordance with standards established by the  


organization that takes into account professional standards. 42 CFR 422.112(b)(4)(ii) 
QH 39 


[X] MET [ ] NOT MET [ ] NOTE         


The organization enforces standards for health record content and organization,  


including specifications of basic information to be included in each health record.  


OPL 98-72             
QH 40 


[X] MET [ ] NOT MET [ ] NOTE         


The organization implements a process to assess and improve the content, legibility,  


organization, and completeness of enrollee health records. OPL 98-72   QH 41 


[X] MET [ ] NOT MET [ ] NOTE         


Enrollee health records are available and accessible to the organization and to  


appropriate state and federal authorities, or their delegates, involved in assessing the  


quality of care or investigating enrollee grievances or complaints. OPL 98-72 
QH 42 


[X] MET [ ] NOT MET [ ] NOTE         


The organization ensures appropriate and confidential exchange of information 


among providers. 42 CFR 422.118         QH 43 


[X] MET [ ] NOT MET [ ] NOTE         


The organization maintains policies and procedures requiring that a provider making  


a referral transmit necessary information to the provider receiving the referral.  


OPL 98-72             
QH 44 


[X] MET [ ] NOT MET [ ] NOTE         
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The organization maintains policies and procedures requiring that a provider  


furnishing a referral service report the appropriate information to the referring 


provider. OPL 98-72           
QH 45 


[X] MET [ ] NOT MET [ ] NOTE         


The organization maintains policies and procedures that require providers to request 


information from other treating providers as necessary to provide care.  


OPL 98-72             
QH 46 


[X] MET [ ] NOT MET [ ] NOTE         


If the organization offers a point-of-service benefit or other benefit providing 


coverage of services by non-network providers, the organization transmits  


information about services used by an enrollee under the benefit to the enrollee’s  


primary care provider, if one has been selected by the enrollee. OPL 98-72 


QH 47 


[X] MET [ ] NOT MET [ ] NOTE         


The organization has policies and procedures for sharing enrollee information with  


any other organization or provider with which the enrollee may subsequently enroll  


or from whom the enrollee may seek care. 42 CFR 422.11(c)     
QH 48 


[X] MET [ ] NOT MET [ ] NOTE         


The organization determines that all providers are qualified through a defined process. 
QH 49 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 4 - DELEGATION 


The organization oversees and is accountable for any functions or responsibilities that 


are described in the standards of Domains 1 through 3 that are delegated to other  


entities. The following requirements apply to all delegated functions.  


42 CFR 422.502(I)(4)           


QD 01 


[X] MET [ ] NOT MET [ ] NOTE         


A written agreement specifies the delegated activities and reporting responsibilities of 


the entity and provides for revocation of the delegation or other remedies for  


inadequate performance. 42 CFR 422.502(I)(4)(ii)       
QD 02 


[X] MET [ ] NOT MET [ ] NOTE         


The organization evaluates the entity’s ability to perform the delegated activities  


prior to delegation. 42 CFR 422.502(I)(4)(iii)       QD 03 


[X] MET [ ] NOT MET [ ] NOTE         


CODE DOMAIN 4 - DELEGATION 


The performance of the entity is monitored on an ongoing basis and formally  


reviewed by the organization at least annually. 42 CFR 422.502(I)(4)(iii)]   QD 04 


[X] MET [ ] NOT MET [ ] NOTE         


If the organization delegates selection of providers to another entity, the organization 


retains the right to approve, suspend, or terminate  any provider selected by that 


entity. 42 CFR 422.502(I)(5)       


[X] MET [ ] NOT MET [ ] NOTE         


NOTE: Measure is currently not applicable to the organization, but may apply in the  


QD 05 


future.             
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Report #/Title: HEDIS – Annual Dental Visit (ADV)    


Edited By: Bryan Hamilton 


Due Date:  Last Changed Date:  7/15/2008 
 


 
Narrative Description – Describe the high level purpose of the report. 


 
 


This report shows the percentage of enrolled member 2-21 years of age who had at least one dental visit during the 


measurement year.  This measure is reported for each of the following age stratifications and as a combined rate. 


 


2-3-years  11-14-years  19-21-years 


 


4-6-years  15-18-years  Total 


 


7-10-years 


 
 


Rationale:  


Per NCQA, the single most common chronic childhood disease is dental caries (tooth decay). Over 50 percent of 5 to 9 


year olds have at least one cavity or filling and that proportion increases to 78 percent among 17 year olds. The social 


impact of oral diseases in children is substantial: 1) more than 51 million school hours are lost each year to dental-related 


illness; 2) poor children suffer nearly 12 times more restricted-activity days than children from higher income families and 


3) untreated dental disease can lead to problems in eating, speaking and attending to learning. Utilization of dental 


services by children is relatively low despite the fact that comprehensive coverage for pediatric dental services has been 


required under Medicaid. 


 
 
 


Deliverables – Bullet-point the deliverables that have been identified for this project.   


 
A Business Objects file containing: 


 Counts of eligible members who are 2-21 years old (denominator). 
 Eligible members that received one or more dental visit during the measurement year (numerator). 
 Stratification of the eligible members into age groups 2-3, 4-6, 7-10, 11-14, 15-18, 19-21, and total count. 
 Percentage of the eligible population that received one or more dental visit during the measurement year. 


 
 
 
 
 


Methods – Identify the data sources used, BO universes, use of statistical analysis, etc. 


 
The eligible population can be obtained from a yearly processed Access file located in the following directly: 
 
Z:\\ephi\eds\irg\HEDIS Reports\HEDIS_ELIG_** (where ** is the current year) 
 
Transfer the table “Final_Denom” to the HEDIS ADV 2008 Access database.  That table should have the following fields: 


 CLIENT_ID 
 PGM (Program Client is enrolled in) 
 DOB (Date of Birth) 
 SEX 
 AGE 
 ELIG (11-12 Month program eligibility) 


 
Replace the existing Final_Denom table with this table. 
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Access Query – 01- EligOn12/31 
 This query creates a table called ELIGIBLE that has all members that between ages 2 and 21. 
 
Access Query – 02- ADVDenom_07 
 This query creates a table called ADVDENOM_xx that has all eligible members for denominator status for this measure.  
 It also places each client into the age stratification required for this measure.   
 
Export table ADVDENOM_xx to a temp table in Oracle.  Make sure to reformat the CLIENT_IDs for use in Business Objects. 
 
 update ADVDENOM_07 
      set CLIENT_ID=rpad(CLIENT_ID,12,’ ‘); 
 commit; 
 
Open Business Objects file HEDIS Report 2008- Annual Dental Visit CY2007 
 This is the final report for this measure.  First update the BO query called Denominator.  The free-hand SQL should be as 
follows (red text is user inputted code): 
 
SELECT 
  count(DISTINCT HAMILTOB.ADVDENOM_07.CLIENT_ID), 
 HAMILTOB.ADVDENOM_07.PGM, 
   HAMILTOB.ADVDENOM_07.AGEGRP 
FROM 
 HAMILTOB.ADVDENOM_07 
 
group by  
 HAMILTOB.ADVDENOM_07.PGM, 
 HAMILTOB.ADVDENOM_07.AGEGRP 
 
Next step is to update the Numerator file.  The SQL should be as follows with user changes (user changes are in red): 
 
SELECT    
  DSS.T_CA_ICN.ID_RECIP, 
  HAMILTOB.ADVDENOM_07.PGM, 
  HAMILTOB.ADVDENOM_07.AGEGRP 
FROM 
  DSS.T_CA_ICN, 
  DSS.T_CA_INC_TIME_KEY, 
  DSS.T_D_UB92_HDR_ICD9, 
  HAMILTOB.ADVDENOM_07 
WHERE 
  ( DSS.T_CA_ICN.INC_TIME_KEY=DSS.T_CA_INC_TIME_KEY.INC_TIME_KEY  ) 
  AND  ( DSS.T_CA_ICN.SAK_CLAIM=DSS.T_D_UB92_HDR_ICD9.SAK_CLAIM(+)  ) 
  AND  ( 
  DSS.T_CA_INC_TIME_KEY.INC_DTE_CY  =  2007 
  AND DSS.T_CA_ICN.ID_RECIP=HAMILTOB.ADVDENOM_07.CLIENT_ID 
  AND  DSS.T_CA_ICN.CDE_DTL_STATUS  =  'P' 
  AND  (DSS.T_CA_ICN.CDE_PROC  IN  ('70300', '70310', '70320', '70350', '70355') 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D0120' AND 'D0999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D1110' AND 'D2999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D3110' AND 'D3999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D4210' AND 'D4999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D5110' AND 'D5899' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D6010' AND 'D6205' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D7111' AND 'D7999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D8010' AND 'D8999' 
  OR   DSS.T_CA_ICN.CDE_PROC  BETWEEN  'D9110' AND 'D9999' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  LIKE  '23%' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  LIKE  '24%' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '8712' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '8711' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '8931' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '9355' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '9654' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '9722' 
  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  =  '9997' 
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  OR   DSS.T_D_UB92_HDR_ICD9.CDE_PROC_ICD9  BETWEEN  '9733' AND '9735') 
  ) 
 
 
Make sure that all procedure/revenue codes are accurate for the current year. 
 
 
Testing & Verification – Describe the high level testing analyst will employ to verify that completed work satisfies the 
expectations of the report. 


 
Employ the following testing procedures: 
 


1. Review objects available in applicable universes and confirm accuracy of SQL generated. 
2. Design and run test queries to explore contents of individual fields used in original query. 
3. Check values entered in condition statements against values in other universes. 
4. Verify that resultant values are within expected ranges. 
5. Manually review subset of records to observe actual versus expected results. 


 
 
 
 
 
 
 


Customer Acceptance – Customer to indicate acceptance of High Level Project Design 


 
 
 
 
 
__________________________________                                                            ___________________ 
Accepted By                                                                                                            Date 
 








Oklahoma Health Care Authority
HEDIS Report:  Children's and Adolescents'


Access to Primary Care Practitioners


Run Date:
Run Time:


08/27/2010
8:40:12 AM


HEDIS Eligibility Criteria
Calendar Year 2009


SoonerCare Choice


Age Group
Number of Members


Meeting HEDIS
Denominator Criteria


Number with One or More
Primary Care Visits


Percent with One of
More Primary Care


Visits
12 - 24 Months 19,861 19,106 96.2 %


25 Months - 6 Years 81,393 70,710 86.9 %
7 - 11 Years 45,515 39,869 87.6 %
12 - 19 Years 46,500 39,916 85.8 %


S-IHS


Age Group
Number of Members


Meeting HEDIS
Denominator Criteria


Number with One or More
Primary Care Visits


Percent with One of
More Primary Care


Visits
12 - 24 Months 322 113 35.1 %


25 Months - 6 Years 2,058 611 29.7 %
7 - 11 Years 1,079 321 29.7 %
12 - 19 Years 1,280 372 29.1 %


FFS


Age Group
Number of Members


Meeting HEDIS
Denominator Criteria


Number with One or More
Primary Care Visits


Percent with One of
More Primary Care


Visits
12 - 24 Months 992 868 87.5 %


25 Months - 6 Years 7,658 5,978 78.1 %
7 - 11 Years 6,142 5,150 83.8 %
12 - 19 Years 7,895 6,499 82.3 %


1







HEDIS Report:  Children's Access to Primary Care Practitioners


Report Summary:


This report displays the percentage of Medicaid clients age 12
months through 24 months, 25 months through 6 years, 7 years
through 11 years, and 12 years through 19 years who have had
one or more visit with a primary care practitioner.  Children 7-11
years and 12-19 years are those continuously enrolled during the
measurement year and the year prior to the measurement year
who had a visit with an MCO PCP during either of these years
(see HEDIS description.)


The HEDIS tab includes clients meeting the HEDIS eligibility
criteria.


Summary of Changes to HEDIS CY2009:
· No changes to this measure.


Notes:


· The denominator for this report was created outside of Business
Objects, and therefore is static and not refreshable.


· Clients in the HEDIS Eligibility Criteria denominator were
enrolled in a single program (FFS, S-CHC, S-IHS) for 11 or 12
months in CY 2009 and were enrolled in that same program on
the anchor date (12/31/09). ('Continuous' enrollment in the same
program during CY 2008 is also required for clients in the 7-11
year old and 12-19 year old age group.)  Clients can only meet the
HEDIS Eligibility Criteria for one program during CY 2009.


· Primary care practitioners were identified using the following
rendering provider types and specialties:
 o Type 31, 52 with specialties 316, 318, 319, 328, 334, 344, 345,
322
 o Type 08 with specialties 080, 081, 184, 185, 082, 084, 088, 181,
083, 085
 o Type 09 with specialties 090, 091, 092, 093, 095, 210
 o Type 10 with specialty 100


Type: 31, 52 Physician  
  316 Family Practitioner
  318 General Practitioner
  319 General Surgeon
  328 Ob/Gyn







  334 Pediatric Surgeon
  344 General Internist
  345 General Pediatrician
Type: 08 Clinic  
  080 FQHC
  081 Rural health clinic
  184 Hospital based rural health clinic
  185 Free standing rural health clinic
  082 Medical clinic
  084 Nurse Practitioner clinic
  088 Pediatric clinic
  181 Maternity
  083 Family Planning clinic
  085 EPSDT clinic
Type: 09 Advanced Practice Nurse  
  090 Pediatric nurse practitioner
  091 Obstetric nurse practitioner
  092 Family nurse practitioner
  093 Nurse practitioner (other)
  095 Certified nurse midwife
  210 Care coordinator for pregnant women
Type: 10 Mid Level Practitioner  
  100 Physician Assistant


· Only 'paid' claims/encounters are included in this report.


· The objects and conditions located in the Business Objects
query panel do not accurately represent the actual query.  Please
see the SQL panel for detailed query language/logic.





		Summary

		S-CHC

		S-IHS

		TXIX



		Notes






 


 


 
 
November 2, 2010 
 
Patricia Johnson 
Director, Quality Assurance/Improvement 
Oklahoma Health Care Authority 
Shepard Mall 
2401 N.W. 23rd Street 
Suite 1A 
Oklahoma City, OK 73107 
 
Dear Ms. Johnson, 
 
APS Healthcare (APS) submits the following Project Design/Analysis Document to the 
Oklahoma Health Care Authority pursuant to the establishment of the technical specifications for 
the deliverable indicated under Attachment E, §2 of the QIO contract for SFY 2011.  APS 
requests that the Oklahoma Health Care Authority review the methodology specified and provide 
feedback. 
 
Please contact me with any questions. 
 
Regards, 
 
Erin Kren 
Health Analytics Manager 
APS Healthcare 
405 556 9768 
emcguirekren@apshealthcare.com 
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Introduction 
 
The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA) is an 
extension of the Children’s Health Insurance Program (CHIP) and was enacted on February 4, 
2009.  CHIPRA expands upon the services available to CHIP members and encourages states to 
monitor several quality measures within the enrolled population.  This study will cover two 
calendar years, 2009 and 2010.  
 
For State Fiscal Year (SFY) 2011 Quality Assessment and Performance Improvement (QAPI), 
APS Healthcare (APS) proposes an initial study examining four CHIPRA quality measures and a 
fifth measure based on the intent of another CHIPRA quality measure. 
 
SoonerCare does not have a stand-alone CHIP program, and examining only those claims that 
were funded by CHIP may distort the CHIPRA measures.  Therefore, the study will not be 
limited to CHIP-funded services.   


 
Objectives 
 
APS proposes to examine the following measures for SoonerCare members enrolled during 
calendar year 2009 and 2010:   
 


 Chlamydia screening for sexually active females ages 16-18 years (source: HEDIS® 2011 
with optional exclusions applied)  


 Otitis media with effusion - avoidance of inappropriate use of systemic antibiotics 
(source: American Medical Association) 


 Annual number of asthma patients over the age of 1 with one or more visits to the 
emergency room (source: State of Alabama Medicaid) 


 Follow-up care for children prescribed attention-deficit/hyperactivity disorder (ADHD) 
medication (Continuation and Maintenance Phase) (source: HEDIS® 2011 with optional 
exclusions applied) 


 Annual HbA1c testing for children diagnosed with diabetes (source: State of Alabama 
Medicaid) 


 
Methodology 
 
This study will examine paid claims for SoonerCare members with at least 11 of 12 months of 
eligibility in each year included in the study, with two exceptions:   
1.  For the asthma measure, children between 1 and 2 years old will be included if they have at 
least 11 months of eligibility during their lifetime.   
2.  For the otitis media with effusion measure, no minimum length of eligibility will be required.  
This measure should be an indicator of quality of care on every occasion, regardless of whether 
the provider has established a relationship with the member.   
 
Each measure will be stratified based on year and proportions of those that met criteria will be 
compared by year using Chi-square analysis. Each measure separated by year will be further 
stratified based on age grouping, race/ethnicity and urban or rural residence as categorized by the 
U.S. Census Rural-Urban Commuting Area. All measures excluding the Chlamydia screening 
measure will be broken down by gender. Proportions of the measures stratified by the 
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aforementioned categorical variables will be examined using Chi-square tests. If the p-value is 
less than 0.05 this will indicate a significant non-random relationship and further investigation 
will be done using odds ratios to determine the strength of the relationships between the 
variables. The category with the highest proportion will be used as a reference category for the 
odds ratio analyses. Odds ratios will be reported along with 95% confidence intervals. 
Additionally, Mann-Whitney rank sum tests may be used to examine the difference in 
distributions of ages when this qualifies as an ordinal variable. Outcomes of Mann-Whitney rank 
sum tests, when reported, will include means and inter-quartile ranges.  
 
Paid claims will be analyzed for services rendered during calendar year 2009 and 2010 and will 
allow for a three-month claim lag.  The results of this study should provide the OHCA with 
information about where additional outreach efforts could increase services provided to 
SoonerCare members and the feasibility of implementing the measures as part of routine quality 
reports. It should also provide the OHCA with the ability to draw yearly comparisons of the 
variables over 2009 and 2010. 
 
Because of competing sources of specifications for some measures, the OHCA has drawn up 
Attachment A, to be used to guide the analyses.   
 
APS will deliver a draft of this report on or before the set due date.  The OHCA will have 30 
calendar days from the date of delivery to suggest changes to the draft document.  APS will 
deliver the final document no later than the set due date.  In the event that the OHCA takes 
longer than 30 days from the date of the delivery of the draft document to review and suggest 
changes, the final delivery date will be adjusted by the corresponding number of days. 
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 Attachment A 
 


  Specifications for measures to be analyzed for the CHIPRA SFY 2011 study 
 


Chlamydia Screening for Women (Ages 16-18 years) (CHL) 
 


Source of the measure:  HEDIS 2011 
Specifications from documents for HEDIS 2011 (for services rendered during SFY 2009 & SFY 
2010): Not reproduced here because of copyright. See HEDIS 2011, Effectiveness of Care 
section, pages 92-95. 
 


APS will use HEDIS methodology in regards to eligibility, allowable gap, anchor date, and the 
identification of members. APS will also use the medication list and NDC codes posted by 
NCQA as stated in the HEDIS tables CHL-A and CHL-E. Additionally, APS will follow HEDIS 
methods for exclusions for the measure.  
 


Any updates AHRQ’s incorporates and sends out during the production of the CHIPRA study in 
regards to updating the HEDIS 2011 Chlamydia Screening in Females measure, APS will 
incorporate and indicate. 
 


Deviation from the HEDIS measure: The review periods for this measure are SFY 2009 and SFY 
2010. APS should account for a paid range that extends beyond the review period to account for 
claims lag, which should be October 31, 2010 for both review periods. OHCA wants APS to use 
ages 16-18 years, inclusive, because AHRQ’s CHIPRA documents specified this age range. 
Also, CHIPRA is limited to children 18 years and younger. For this measure, APS will have to 
modify the HEDIS date of age to calculate and anchor date. Both the client’s age and anchor date 
for SFY 2009 should be as of June 30, 2009. For SFY 2010, both the client’s age and anchor date 
should be as of June 30, 2010.  
 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 
Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity 
Disorder Medication - Continuation & Maintenance Phase (Ages 6-12 years) 
(ADHD-CM)  
 


Source of the measure:  HEDIS 2011 
Specifications from documents for HEDIS 2011 (for services rendered during SFY 2009 & SFY 
2010): Not reproduced here because of copyright. See HEDIS 2011, Effectiveness of Care 
section, pages 184-188. 
 


APS will use HEDIS methodology in regards to eligibility, allowable gap, anchor date, and the 
identification of members. APS will identify the eligible population for the Initiation Phase for 
the HEDIS measure and report this data in the appendix of the CHIPRA study, since the sample 
for the ADHD-CM measure comes from the Initiation Phase. APS will also use the medication 
list and NDC codes posted by NCQA as stated in the HEDIS table ADD-A. Additionally, APS 
will follow HEDIS methods for exclusions for the measure using the tables as described in 
HEDIS (MPT-A, MPT-B, or ADD-B) during the stated time periods.  
 


Any updates AHRQ’s incorporates and sends out during the production of the CHIPRA study in 
regards to updating the HEDIS 2011 Follow-Up Care for Children Prescribed ADHD Medication 
measure, APS will incorporate and indicate. 
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Deviation from the HEDIS measure: The review periods for this measure are SFY 2009 and SFY 
2010. APS should account for a paid range that extends beyond the review period to account for 
claims lag, which should be October 31, 2010 for both review periods. The AHRQ documents 
state an age range of 6-12 years. The HEDIS measure states 5-11 years. OHCA wants APS to 
follow the CHIPRA guidelines from AHRQ and use 6-12 years for the age range for this 
measure. Please read for more information about ages.  
For SFY 2009: The HEDIS Intake Period should start September 1, 2007 and end August 31, 
2008. For the HEDIS Initiation Phase & C&M Phase, client’s age must be 6 years as of 
September 1, 2007 to 12 years as of August 31, 2008.  
For SFY 2010: The HEDIS Intake Period should be start September 1, 2008 and end August 31, 
2009. For the HEDIS Initiation Phase & C&M Phase, client’s age must be 6 years as of 
September 1, 2008 to 12 years as of August 31, 2009. 
 


 
Annual HbA1c Testing for Children Diagnosed with Diabetes (Ages 5-18 
years) (HbA1C) 
 


Source of the measure:  State of Alabama Medicaid Agency 
      
(http://www.medicaid.alabama.gov/Transformation/Transformation_home.aspx?tab=9) 
 


Specifications from documents as provided by State of Alabama Medicaid: 
Denominator: Patients diagnosed with diabetes with ICD-9 diagnosis codes 250.00-
250.93, 357.2. 362.01, 362.02, or 366.41 or on any anti-diabetic medications in the 
AHFS class 68:20 (68:20.02, 68:20.03, etc). 
 


Numerator: Patients who received at least one HbA1C test, CPT procedure code 83036, 
during the measurement period. Use table of denominator member IDs to pull all 
recipients that have received tests as described above. 


 


Further instructions for denominator: 
Denominator:  
The review periods for this measure are SFY 2009 and SFY 2010. Members should be aged 5-
18 years as of the date of service on the claim. The age of a client at their first occurrence/claim 
should be used to determine age for that client for the review period. APS should account for a 
paid range that extends beyond the review period to account for claims lag, which should be 
October 31, 2010 for both review periods.  
 


Alabama’s specifications are for all members (children and adults), with no age groups 
defined. Documents from AHRQ specify ages 5-17; however, CHIPRA is for children 18 years 
and younger, so OHCA would like APS to use the age range of 5-18, inclusive.  
 


For the diagnoses, Alabama does not include the diagnosis code series 648.0x, which is listed 
in the HEDIS specifications for diabetes. This code is used to indicate a pregnant female with 
diabetes that existed before the pregnancy (i.e., not gestational diabetes). OHCA wants to include 
this diagnosis code series. 
 


For the diagnoses, Alabama does not include diagnoses codes 362.03-362.06, which are non-
proliferative diabetic retinopathy. Since non-proliferative diabetic retinopathy is a precursor to 
proliferative diabetic retinopathy, OHCA wants to include these diagnoses codes.   
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The diagnosis of diabetes as described with modifications provided can be any on a claim. 
 


Alabama’s specifications state “any anti-diabetic medications in the AHFS class 68:20 
(68:20.02, 68:20.03, etc).” OHCA does not want to use AHFS class, instead OHCA requests 
APS use the NCQA’s list of anti-diabetic medications by NDC code which are also used for the 
Comprehensive Diabetes Care (CDC) HEDIS 2011 measure Table CDC-A to identify members 
who are on an anti-diabetic medication. The NDC codes are posted by the NCQA and found on 
their website (http://www.ncqa.org). 
 


 
Otitis Media with Effusion - Avoidance of Inappropriate Use of Systemic 
Antimicrobials (Ages 2 months-12 years) (OME) 
 


Source of the measure: American Medical Association (AMA) Physician Consortium for 
Performance Improvement (Note:  Some of the AHRQ documents state “ages 2-12.” This is 
incorrect. The AMA documents specify the age range begins at 2 months; see http://www.ama-
assn.org/ama/pub/physician-resources/clinical-practice-improvement/clinical-quality/physician-
consortium-performance-improvement/pcpi-measures.shtml.)   
 


This measure is an “absence of action” measure. The rationale for this measure as stated by the 
AMA is that “OME usually resolves spontaneously with indications for therapy only if the 
condition is persistent and clinically significant benefits can be achieved. Antimicrobials have no 
proven long-term effectiveness and have potential adverse effects.” 
 


For this measure, OHCA is looking for children who were diagnosed with OME but did not have 
a filled prescription for a systemic antimicrobial. Furthermore, OHCA wants APS to evaluate the 
measure per event because the OHCA supports appropriate treatment of OME on every office 
visit. This measure will have no requirement of minimum length of eligibility for members for 
the same reasons as previously stated.  
 


The AMA Physician Consortium for Performance Improvement provides the following 
specifications:  


Denominator: All patients aged 2 months through 12 years with a diagnosis of OME. 
CPT and ICD-9 codes for inclusion: CPT procedure codes: 99201-99205, 99212-99215, 
99241-99245, 99381-99384, 99391-99394 and ICD-9 diagnosis codes: 381.10, 381.19, 
381.20, 381.29, 381.3, 381.4.   
   


Numerator: Patients who were not prescribed (filled) a prescription for a systemic 
antimicrobial, which AMA reports those patients with a CPT Category II code of 4132F 
(Systemic antimicrobial therapy not prescribed) on the office visit claim. 
 


Denominator Exceptions: 
Documentation of medical reason(s) for prescribing systemic antimicrobials.  
(Append modifier to CPT Category II code: 4131F – 1P (medical reasons)) 
 


Further instructions for denominator, numerator, and denominator exclusions: 
Denominator:  
APS should analyze any ICD-9 diagnosis of OME on the claim. The review periods for this 
measure are SFY 2009 and SFY 2010. APS should account for a paid range that extends beyond 
the review period to account for claims lag, which should be October 31, 2010 for both review 
periods. 
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Numerator:  
The AMA states the measure cannot be computed based solely on claims data if the CPT 
Category II code 4132F is not being used, which is the case with OHCA claims. Due to the way 
OHCA claims system is structured, OHCA does not require informational CPT Category II 
codes to be billed on claims.  
 


Denominator Exclusions:  
Claims that have a diagnosis of OME alongside a diagnosis of an infection on the same claim 
should be excluded from the study. The OHCA is defining what AMA has noted “denominator 
exclusions are events where there are medical reason(s) for prescribing systemic antimicrobials” 
to exclude events where a comorbid infection is alongside OME and thus might be medically 
necessary to prescribe a systemic antimicrobial. 
 


Definitions for the OME measure include: 
Office Visit (Event) – Will be used to encompass the use of the AMA’s CPT procedure codes. 
APS should keep in mind these procedure codes may occur and be billed by a provider, 
outpatient facility, or another place of service.  


 


Infection - Will be used to indicate an invasion by a parasite species (virus, bacterium, fungus, 
protozoa) that would deem the need for a systemic antimicrobial to be prescribed to kill or 
prevent the spread of infection.  
Systemic Antimicrobial – Will be used to describe medications that are used to kill or prevent 
infections from spreading caused by viruses, bacteria, fungi, or protozoans. A list from OHCA 
Pharmacy Unit to identify systemic antimicrobials has been provided below. 


 


OHCA would like APS to use the following methodology for this measure, which is modified 
due to the lack of capturing CPT Category II codes. The modified methodology describe below 
should be used to provide APS with a modified measure used to calculate the denominator and 
numerator for the OME measure:  
 


1.  Use the AMA’s list of ICD-9 diagnoses codes for OME and CPT procedure codes for office 
visits to pull claims for services rendered during SFY 2009 and SFY 2010 for children ages 2 
months to 12 years. Age should be computed as of the date of service. Diagnosis codes for OME 
can appear anywhere on the claim. Pull all diagnoses from those claims.   
 


2.  Identify claims that had a diagnosis of an infection that might require a systemic antimicrobial 
to be prescribed and filled. APS will divide all the non-OME diagnoses into two lists – infections 
and non-infections.  These lists will be submitted to the OHCA to check for medical accuracy 
before APS completes the analysis.  The final lists should be provided to OHCA as a separate 
attachment upon the completion of the study.   
 


3.  Identify claims for which there were diagnoses for both OME and an infection on the same 
claim. These claims should be excluded from the study, as AMA has noted that denominator 
exclusions are events where there are medical reason(s) for prescribing systemic antimicrobials. 
For the purposes of this measure, OHCA is concerned with the number of events that had a 
diagnosis of OME and no diagnosis of an infection recorded on the claim.  
 


4.  Using the list of member IDs and the first date of service (FDOS) on all the claims that had a 
diagnosis of OME and no diagnosis of infection, APS will need to pull pharmacy claims where 
the prescribed date (pharmacy claim) = FDOS (office visit claim). The reasoning for this is that 
OHCA cannot be certain a prescription was not for another office visits or provider for another 
health concern. To get data as accurate as possible from claims alone, the assumption for the 
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OME measure will be if a member had an office visit on the same day as a prescription for a 
systemic antimicrobial was prescribed (filled) then the two are related. 
 


5. APS will provide OHCA, prior to completion of the OME measure, a data set of the events 
included in the denominator for which there was a systemic antimicrobial prescribed on the same 
date of service as the office visit. Also provided in the dataset should include the prescription(s) 
that would correspond with that event. OHCA wants to analyze and review what other health 
issues are warranting the need for systemic antimicrobials to be prescribed. 
 


APS should use the “Drug AHFS Clrfctn Thera Cat Code” variable to pull data. The OHCA 
Pharmacy Unit has provided the following list of codes to identify systemic antimicrobials. 
 


Drug AHFS 
Clrfctn Thera 
Cat Code Drug AHFS Thera Cat Desc 


80800 ANTHELMINTICS                            


81202 AMINOGLYCOSIDES                          


81204 ANTIFUNGAL (SYSTEMIC) 


81206 CEPHALOSPORINS                           


81207 MISCELLANEOUS B-LACTAM ANTIBIOTICS       


81208 CHLORAMPHENICOL                          


81212 MACROLIDES                               


81216 PENICILLINS                              


81218 QUINOLONES                               


81220 SULFONAMIDES (SYSTEMIC)                  


81224 TETRACYCLINES                            


81228 ANTIBACTERIALS, MISCELLANEOUS            


81404 ALLYLAMINES                              


81408 AZOLES                                   


81416 ECHINOCANDINS                            


81428 POLYENES                                 


81432 PYRIMIDINES                              


81492 ANTIFUNGALS, MISCELLANEOUS               


81600 ANTIMYCOBACTERIALS                       


81604 ANTITUBERCULOSIS AGENTS                  


81692 ANTIMYCOBACTERIALS, MISCELLANEOUS        


81800 ANTIVIRALS (SYSTEMIC)                    


81804 ADAMANTANES                              


81808 ANTIRETROVIRALS                          


81820 INTERFERONS                              


81824 MONOCLONAL ANTIBODIES                    


81828 NEURAMINIDASE INHIBITORS                 


81832 NUCLEOSIDES AND NUCLEOTIDES              


81892 ANTIVIRALS, MISCELLANEOUS                


82000 ANTIMALARIAL 


82400 INFLAMMATORY BOWEL AGENTS 


82600 SULFONES 


83004 AMEBICIDES                               


83008 ANTIMALARIALS                            


83092 ANTIPROTOZOALS, MISCELLANEOUS            


83600 URINARY ANTI-INFECTIVES                  


84000 LEPROSTATICS 


89200 ANTI-INFECTIVES (SYSTEMIC), MISC.        


840416 BURN PRODUCTS 


840492 LOCAL ANTI-INFECTIVES, MISCELLANEOUS     
 


APS will compute the measure as described which will be used as OHCA’s baseline for the 
OME measure:   
Otitis Media with Effusion - Avoidance of Inappropriate Use of Systemic Antimicrobials  
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The percentage of office visits with an OME diagnosis without an accompanying diagnosis of an 
infection, for which there was no paid claim for a filled prescription for a systemic antimicrobial 
on the same date of service.   
 


In other words:  
The denominator will be the total number of office visits in which OME was diagnosed, with no 
accompanying infection diagnosis on the claim. 
 


The numerator will consist of the number of office visits (events) in which OME was diagnosed 
and there was no diagnosis of an infection on the claim. Also for the numerator, there were no 
paid pharmacy claims for a systemic antimicrobial prescribed on the same date of service as the 
office visit.   
 


APS also may recommend another way of calculating the measure as part of the final report. 
 


Deviation from AMA and limitations of this measure: The modified measure assumes that if 
there is no paid prescription claim, then no prescription was filled and that the provider did not 
write a prescription. This assumption cannot be verified without a medical chart review. 
 


APS will include Place of Service in the dataset so that the measure might be computed by the 
OHCA at a later time according to location where the service was rendered. 
 
~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 
Annual Number of Asthma Patients over the Age of 1 with One or More Visits 
to the Emergency Room (Ages 1-18) (ASM) 
 


Source of the measure:  State of Alabama Medicaid Agency 
      
(http://www.medicaid.alabama.gov/Transformation/Transformation_home.aspx?tab=9) 
 


Specifications from State of Alabama Medicaid Agency documentation: 
Denominator: Patients age one and older, diagnosed with asthma or taking at least two 
short acting beta adrenergic agents during the measurement period.  The denominator 
will include members with any claims with ICD-9 diagnosis codes 493.00, 493.01, 
493.02, 493.10, 493.11, 493.12, 493.81, 493.82, 493.90, 493.91, and 493.92 (excludes 
493.20, 493.21 and 493.22) OR have had a prescription for two or more short acting beta 
adrenergic agents (Generic Code Number Sequence Numbers of 04963, 04964, 04966, 
04967, 04968, 05032, 05033, 05034, 05037, 05039, 05040, 16033, 22230, 28090, 41848, 
41849, 48698, 48699, 49871, 51197, 51198, 54687, 57879, and 58890). 
 


Numerator: Patients with one or more asthma related emergency room visits as identified 
via emergency room visit codes (procedure codes 99281-99285) AND also have an 
asthma ICD-9 diagnosis code of 493.00, 493.01, 493.02, 493.10, 493.11, 493.12, 493.81, 
493.82, 493.90, 493.91, and 493.92 as the primary diagnosis on the emergency room 
claim during the measurement period.   


 


Further instructions for denominator and numerator: 
Denominator:  
The review periods for this measure are SFY 2009 and SFY 2010. Members should be aged 1-
18 years as of the date of service on the claim. The age of a client at their first occurrence/claim 
should be used to determine age for that client for the review period. APS should account for a 
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paid range that extends beyond the review period to account for claims lag, which should be 
October 31, 2010 for both review periods.  
 


Alabama’s specifications may sound like a member must be on two or more different 
medication; APS however, should interpret the specifications to mean two filled prescriptions for 
one or more medications (as this follows HEDIS specifications for other such measures). The 
OHCA Pharmacy Unit reviewed the list of short-acting beta agonists for accuracy and 
completeness. Listed below are short-acting beta agonists to be used as medications for short 
acting beta adrenergic agents. 
 


GCN Sequence 
Number GCN Description 


4963 METAPROTERENOL SULFATE INHALATION 4 MG/ML SOLUTION              


4964 METAPROTERENOL SULFATE INHALATION 6MG/ML SOLUTION               


4965 METAPROTERENOL SULFATE INHALATION 50 MG/ML SOLUTION*             


4966 METAPROTERENOL SULFATE ORAL 10 MG/5 ML SYRUP                    


4967 METAPROTERENOL SULFATE ORAL 10 MG TABLET                        


4968 METAPROTERENOL SULFATE ORAL 20 MG TABLET                        


5022 TERBUTALINE SULFATE INHALATION 0.2 MG AER REFILL*                


5023 TERBUTALINE SULFATE INHALATION 0.2 MG AER W/ADAP*                


5024 TERBUTALINE SULFATE INJECTION  1 MG/ML AMPUL*                    


5025 TERBUTALINE SULFATE ORAL 2.5 MG TABLET*                          


5026 TERBUTALINE SULFATE ORAL 5 MG TABLET*                            


5032 ALBUTEROL SULFATE ORAL 2 MG/5 ML  SYRUP                         


5033 ALBUTEROL SULFATE ORAL 2 MG TABLET                              


5034 ALBUTEROL SULFATE ORAL 4 MG TABLET                              


5035 ALBUTEROL SULFATE ORAL 4 MG TBMP 12HR*                           


5037 ALBUTEROL INHALATION 90 MCG AEROSOL                             


5038 ALBUTEROL INHALATION 90 MCG AER REFILL*                          


5039 ALBUTEROL SULFATE INHALATION 2.5 MG/3ML VIAL-NEB                


5040 ALBUTEROL SULFATE INHALATION 5 MG/ML SOLUTION                   


5043 PIRBUTEROL ACETATE INHALATION 200 MCG AER W/ADAP*                


11773 ALBUTEROL SULFATE INHALATION 200 MCG CAPSULE*                   


15967 ALBUTEROL MISCELL  POWDER*                                       


16032 METAPROTERENOL SULFATE INHALATION 650MCG AER REFILL*             


16033 METAPROTERENOL SULFATE INHALATION 650MCG AER W/ADAP             


16048 METAPROTERENOL SULFATE MISCELL  POWDER*                         


16394 ALBUTEROL SULFATE ORAL 8 MG TAB SR OSM*                          


16562 ALBUTEROL SULFATE MISCELL  POWDER*                               


22213 ALBUTEROL SULFATE INHALATION 200 MCG CAP W/DEV*                  


22230 PIRBUTEROL ACETATE INHALATION 200 MCG AER BR.ACT                


23712 TERBUTALINE SULFATE MISCELL  POWDER*                             


27388 ALBUTEROL SULFATE ORAL 4 MG TAB SR OSM*                          


28090 ALBUTEROL SULFATE INHALATION 90 MCG HFA AER AD                  


41848 LEVALBUTEROL HCL INHALATION 0.63MG/3ML VIAL-NEB                 


41849 LEVALBUTEROL HCL INHALATION 1.25MG/3ML VIAL-NEB                 


48698 ALBUTEROL SULFATE INHALATION 0.63MG/3ML VIAL-NEB                


48699 ALBUTEROL SULFATE INHALATION 1.25MG/3ML VIAL-NEB                


49871 LEVALBUTEROL HCL INHALATION 0.31MG/3ML VIAL-NEB                 


51197 ALBUTEROL SULFATE ORAL 4 MG TAB.SR 12H                          


51198 ALBUTEROL SULFATE ORAL 8 MG TAB.SR 12H                          


54007 TERBUTALINE SULFATE SUB-Q 1 MG/ML VIAL*                          


54687 ALBUTEROL SULFATE INHALATION 2.5 MG/0.5 VIAL-NEB                


57879 LEVALBUTEROL HCL INHALATION 1.25MG/0.5 VIAL-NEB                 


58890 LEVALBUTEROL TARTRATE INHALATION 45MCG HFA AER AD               


59188 TERBUTALINE SULFATE SUB-Q 1 MG/ML AMPUL*                         


60414 LEVALBUTEROL HCL MISCELL 100 % POWDER*                           


60750 ALBUTEROL SULFATE ORAL 4 MG TAB OSM 12*                          
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*These codes were not included in Alabama’s list, but will be included for OHCA. 
 


Numerator:  
Alabama’s specifications use only CPT procedure codes, while the OHCA’s ER Utilization 
Program uses the following revenue codes 450, 451, 452, and 459 to identify emergency room 
claims; APS should do the same. Thus instead of using CPT procedure codes to identify ER 
visits, which may not always be recorded on a claim due to the way OHCA claims systems is set 
up, APS should use the revenue codes provided to identify emergency room visits.  
 


Additionally, APS should limit the data to UB claims only (outpatient claims) as to not to 
identify physician claims.  
 


Furthermore for eligibility requirements, members aged 1-2 years old should have had 11 
months of eligibility during their lifetime. For members 2 years and older, the eligibility 
requirement is 11 or more months during the one-year review period.   
 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 
 


Limitations and deviations for all reported CHIPRA measures for this study should be included 
and discussed in the final report.   
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Comprehensive Diabetes Care Study 


SoonerCare Choice 


 


Executive Summary 


Working in conjunction with the Oklahoma Heath Care Authority (OHCA), APS 


Healthcare (APS) adapted Health Plan Effectiveness Data and Information Set (HEDIS®) 


2008 methodologies to monitor nine measures of diabetes care and to assess possible 


trends.  HEDIS 2008 Comprehensive Diabetes Care Measures are as follows: 


• Hemoglobin A1c (HbA1c) testing in 2007 


• Poorly controlled hemoglobin A1c (HbA1c > 9.0%) in 2007 


• Good control of hemoglobin A1c (HbA1c < 7.0%) in 2007 


• Retinal eye exam performed in 2006 or 2007 


• Low-density Lipoprotein Cholesterol (LDL-C) screening in 2007 


• Low-density Lipoprotein Cholesterol controlled (LDL-C < 100 mg/dL) in 2007 


• Medical attention for nephropathy in 2006 or 2007 


• Blood pressure controlled at <140/90 mm Hg in 2007 


• Blood pressure controlled at < 130/80 mm Hg in 2007 


Of the nine diabetes indicators studied, the greatest adherence among members 


was for medical attention for nephropathy (65%).  HbA1c testing followed closely, with 


62.3% compliance.  Shown below is the percentage of compliance for each measure. 
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Significant differences in the rate of members compliant with HEDIS diabetes 


care measures were found according to racial/ethnic group, age, and gender. The majority 


of the sampled members were Caucasian (65.2%), 70.1% were female, and 35.5% were 


between the ages of 50-59.  Although the number of Hispanic members was small, 


Hispanics had the highest compliance rates for seven of the nine measures.   


A comparison of HEDIS 2007 and HEDIS 2008 revealed that five of the nine 


measures remained relatively stable, yet the remaining measures demonstrated a decrease 


in compliance over the calendar year. A greater percentage of members demonstrated 


poor control of HbA1c, as evidenced by a 12% increase from CY 2007 to CY 2008.  The 


number of members demonstrating good control of HbA1c, LDL-C control, and medical 


attention for nephropathy also decreased from 2007 to 2008.   


The figure on the following page shows a comparison of the LDL-C screening by 


age group. 
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This figure shows in general more members in the older age groups were screened 


for LDL-C.  Those aged 30-39 had a low rate of screening (31%).  The LDL-C screening 


rate for the 60 years and up age group was more than double the rate of the 30-39 year 


age group. 


The figure on the following page shows differences in blood pressure control by 


age group. 
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Members in the 30-39 year age group appeared to more successfully control blood 


pressure.  Older members appeared to have more difficulty maintaining control below the 


130/80 mm Hg level.   


Additionally, SoonerCare Choice results were compared to HEDIS® 2008 national 


and regional Medicaid percentages and the compliance rates differed significantly on all 


diabetes care measures.  For blood pressure controlled at <130/80 mm Hg, SoonerCare 


members were slightly above the national rate.  For all other measures of diabetes care, 


SoonerCare Choice members scored significantly below the national Medicaid rates.  


SoonerCare Choice measures were comparable with the regional means for several of the 


measures.  Rates for retinal eye exams, medical attention for nephropathy, and blood 


pressure controlled at <140/90 mm Hg were statistically equivalent to the regional means 


while blood pressure controlled at <130/90 mm Hg was higher for SoonerCare Choice 


members than the regional average. 


This study points out both an overall need for improving diabetes care and 


monitoring among SoonerCare Choice members, as well as specific areas for intervention 
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that may have a positive impact.  This information is used to assist the OHCA in the 


development of initiatives and strategies to further improve health care provided to 


members in the SoonerCare Choice program.
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Comprehensive Diabetes Care Study 


SoonerCare Choice 


 


Technical Specifications 


Diabetes is a disease where the body fails to produce insulin or the insulin 


produced is not sufficient to control blood glucose.  An estimated 23.6 million Americans 


or 7.8% of the U.S. population have diabetes (Centers for Disease Control and 


Prevention, 2008).  In the population aged 20 or older an estimated 23.5 million or 10.7% 


have diabetes. 


Adults with diabetes are 2 to 4 times more likely to die of heart disease and have 


2 to 4 times the risk of stroke than those without diabetes.  Diabetes is the leading cause 


of kidney failure and the leading cause of blindness in adults 20 to 74 years of age 


(Centers for Disease Control and Prevention, 2008).  Because of these risk factors, 


diabetes treatment and prevention continue to be a major concern for the Oklahoma 


Health Care Authority (OHCA). 


Background to Study 


The OHCA is the state agency charged with developing and administering the 


SoonerCare Choice program, a primary care case management (PCCM) program.  In 


recent years, diabetes care for SoonerCare Choice members has been a focus of the 


OHCA’s quality improvement efforts.  The OHCA's quality improvement activities 


include outreach to members to educate them about recommended screenings and to help 


them obtain the screenings; and educational outreach to providers about their assigned 


members with the possible need for screenings.   


Working in conjunction with the OHCA, APS Healthcare (APS) adapted 


Healthcare Effectiveness Data and Information Set (HEDIS®) 2008 methodologies to 


monitor nine measures of diabetes care and to assess possible trends.  This study 


summarizes findings from those measures.  
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Method 


HEDIS 2008 methodology adapted from Technical Specifications Volume 2 was 


used to define the sample upon which the rates of comprehensive diabetes care were 


based.  A sample was drawn from SoonerCare Choice members aged 18 to 75 who were 


diagnosed with diabetes during calendar year 2007.  The members had to be eligible on 


December 31, 2007, and have no more than one gap in enrollment of up to 45 days in 


2007.   


The Comprehensive Diabetes Care Measures are as follows: 


• Hemoglobin A1c (HbA1c) testing in 2007 


• Poorly controlled hemoglobin A1c (HbA1c > 9.0%) in 2007 


• Good control of hemoglobin A1c (HbA1c < 7.0%) in 2007 


• Retinal eye exam performed in 2006 or 2007 


• Low-density Lipoprotein Cholesterol (LDL-C) screening in 2007 


• Low-density Lipoprotein Cholesterol controlled (LDL-C < 100 mg/dL) in 2007 


• Medical attention for nephropathy in 2006 or 2007 


• Blood pressure controlled at <140/90 mm Hg in 2007 


• Blood pressure controlled at < 130/80 mm Hg in 2007 


Under the direction of the OHCA, APS adapted the HEDIS 2008 hybrid guidelines 


for the comprehensive diabetes care measures.  The HEDIS 2008 hybrid guidelines 


incorporate administrative claims data and comprehensive medical record review to 


provide a more complete picture of performed screenings and tests.  The medical record 


review identified blood pressure notations, lab results, doctors’ notes, and follow-up from 


referrals related to the measures described.   


Study Objectives 


The following objectives guided the study: 


• Determine the rates of diabetes care measures for a sample of SoonerCare Choice 


members aged 18-75, following HEDIS 2008 guidelines.  


• Examine the diabetes care measures by race/ethnicity, age group, and gender. 
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• Evaluate trends in the rates of diabetes care measures where available from 


previous years.   


• Compare SoonerCare Choice documented rates of diabetes care to HEDIS 


national and regional Medicaid means. 


• Identify the most commonly prescribed medications for sampled members. 


Definitions of Measures   


The measures used in this study are defined below. 


Hemoglobin A1c (HbA1c) Tests  


Using data from administrative claims and medical records, sample members’ 


most recent HbA1c levels taken in 2007 were categorized according to HEDIS 2008 


guidelines.  The categories were: ≥9.0% (poor control), ≤7.0% (good control), between 


9.0% and 7.0%, missing, or member not tested during 2007.  Medical record 


documentation included the date the HbA1c test was performed and the result of the test, 


if a result was documented.  If members did not have an HbA1c test performed during 


2007 or were missing test results, they were assumed to have poor control over their 


HbA1c levels.   


Retinal Exams  


Documentation of a retinal or dilated eye exam by either an optometrist or 


ophthalmologist during 2007 or documentation of a negative retinal eye exam during 


2006 was used to evaluate compliance for the measure.  At a minimum, documentation in 


the medical record included a note or a letter from an eye care professional or primary 


care provider indicating the date on which the exam was performed; that it was 


performed by an eye care professional and the results; or a chart or photograph of retinal 


abnormalities.  When fundus photography was used in the exam, documentation 


indicated the date performed and evidence that an eye care professional reviewed the 


results or the results were read by a qualified reading center operating under the direction 


of a medical director who was a retinal specialist. 
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Low-Density Lipoprotein Cholesterol (LDL-C) Test 


Sample members’ most recent LDL-C levels were categorized by adapting 


HEDIS 2008 guidelines.  These categories were: screening performed, < 100 mg/dL 


(controlled), missing, or not tested during 2007. 


At minimum, documentation included a note indicating the date the LDL-C test 


was performed and the result.  If members did not have an LDL-C test performed during 


2007 or were missing results, then they were considered to have uncontrolled LDL-C 


levels and were not included.  If the LDL-C level was not available in the medical record, 


but the total cholesterol, high-density lipoprotein cholesterol, and triglyceride levels were 


available and the triglyceride level was less than or equal to 400 mg/dL, then the 


Friedewald equation was used to calculate LDL-C levels, specifically:   


LDL-C = (Total cholesterol) – (HDL) – (triglycerides/5) 


Medical Attention for Nephropathy 


Documentation (consisting of a note indicating date and result) of adherence to 


the Medical Attention for Nephropathy measure included any of the following:  end-stage 


renal disease; chronic or acute renal failure; renal insufficiency; diabetic nephropathy; 


dialysis; positive protein test or dipstick for gross protein macroalbuminuria; 


microalbumin lab test; or ACE inhibitor/ARB therapy during 2007.   


Blood Pressure Control 


Using the most recent data from medical records, sample members’ lowest 


systolic and lowest diastolic blood pressure readings were categorized according to 


HEDIS 2008 guidelines. The categories included:  blood pressure < 130/80 mm Hg; 


blood pressure < 140/90 mm Hg; blood pressure ≥ 140/90 mm Hg; missing; or blood 


pressure test not done in 2007.  Blood pressure readings taken from outpatient visits (or 


on the same day as an outpatient visit) for the sole purpose of having a diagnostic test or 


surgical procedure were excluded.  Readings taken at an emergency room visit were also 


excluded from the study.  When multiple readings were recorded on the same day, the 


lowest reading was used in the study.  These categories specifying blood pressure levels 
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were not mutually exclusive.  That is, members with blood pressure below 130/80 also 


would be counted in the category for readings below 140/90. 


Eligible Population and Sample Selection 


From the administrative HEDIS data provided by the OHCA, APS alphabetized 


identified members with diabetes, and prepared the sampling frame, following HEDIS 


2008 guidelines for systematic sampling.  APS selected a sample of 411 members and an 


oversample of 10% (21 members) to comprise a total sample of 432 SoonerCare Choice 


members.  From the OHCA’s eligibility and claims data, APS pulled eligibility, 


enrollment, pharmacy and paid claims data, and then matched this information for these 


432 members. 


Medical Request Process 


Record requests were sent for the 411 members in the primary sample and the 21 


members in the oversample.  Record requests were sent to all primary care providers to 


whom these members were assigned in calendar year 2007.  In conjunction with the 


OHCA, APS sent providers medical record requests that included information on the 


nature of the study, directions for submitting medical records, and a timeline for 


submitting these records.  A sample medical record request letter is included in Appendix 


A.  If no response was received from the provider within the specified time frame, then at 


least three attempts to contact by telephone were made and documented.  Additionally, 


medical record requests were re-sent as deemed appropriate.   


For the 411 members for whom records were requested, APS received 329 charts.  


For 58 more members, all providers responded that they had not seen the member and 


had no records, bringing the overall response rate to 93.2%.  APS reviewed the medical 


records and entered relevant information into a database to produce the HEDIS 2008 


measures.  A list of all requested records that were not received by APS was provided to 


the OHCA in a separate document. 


Data Abstraction 


APS designed a data abstraction tool to allow user-friendly and accurate medical 


records data collection for information relevant to the diabetes care measures in this 
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study.  Medical record review protocols were developed, and reviewers were trained on 


these protocols and the data abstraction tool.  Additionally, “refresher” training courses 


were conducted to ensure proper medical record review protocol was uniformly followed 


throughout the duration of the study. 


APS employed one licensed practical nurse, one registered nurse and a 


supervisory registered nurse to review the medical records and document information 


related to the diabetes care measures in the data abstraction tool.  Following HEDIS 2008 


guidelines, specific documentation was required for the diabetes care measures, identified 


through medical record review.  The reviewers documented any issues encountered 


during the medical record review, and these records were reviewed independently to 


ensure that the issues were resolved in a homogeneous manner.  The information 


collected from this documentation will determine the need for revision of the medical 


record review protocol for future studies. 


To ensure consistency within the data abstraction process, a sample of completed 


medical record reviews was selected from each reviewer.  These were then reviewed by 


an independent registered nurse reviewer to ensure that all data collection protocols were 


followed to produce the highest quality data.   


In addition, data cleaning techniques were designed to ensure the validity of the 


data.  The data were examined to ensure that all information recorded was within the 


requested date range and that the reviews were not duplicated.  If inconsistencies were 


identified, the data were corrected accordingly.  All data cleaning techniques were 


completed before data analyses began. 


Confidentiality and Disclosure of Information 


The OHCA contracted with APS to conduct this study.  Section 1160 of the 


Social Security Act, “Protecting Against Disclosure of Information,” outlines disclosure 


of external review information by APS.  In compliance, all employees of APS have 


signed confidentiality and disclosure agreements.  Additionally, all employees of APS 


have completed Health Insurance Portability and Accountability Act (HIPAA) training 


and are educated on the appropriate handling of personal health information.   
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Access to member-specific data was limited to the project staff associated with 


this study and, for the duration of this study, APS only produced reports with de-


identified data.  Medical records were tracked and remained in a locked filing cabinet 


when not in use.  Access to these medical records was limited to the project staff.  After 


completion and acceptance of the final report by the OHCA, the medical records will be 


destroyed.  


Results 
Business Objects 6.5® along with Microsoft Excel 2003® and Access 2003® were 


used for analysis and reporting.  Rates for each comprehensive diabetes care measure 


were calculated using the sample size of 411 as the denominator.   


Rates for Diabetes Care Measures  


Table 1 displays the percentage of SoonerCare Choice members who met the 


criteria for inclusion in the diabetes indicators shown below.  Low rates of poorly 


controlled HbA1c were desired, indicating members had controlled HbA1c levels.  High 


rates were desired on all other indicators. 
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Table 1.  Percentage of Members with Selected Diabetes Indicators for 
Calendar Year (CY) 2007 
 


Three measures were met by more than 50% of members – HbA1c testing, LDL-


C screening, and medical attention for nephropathy.  Although 62.3% of members had 


HbA1c testing, 74% also had poorly controlled HbA1c levels (>9.0%).  According to 


HEDIS, members not tested (37.7%) were included in the poorly controlled HbA1c 


category. 


Table 2 provides more information about the diabetes indicators presented in 


Table 1.  First, measures were calculated using only the administrative claims data.  Then 


the measures were calculated using both administrative claims data and medical record 


data.  Ninety-five percent confidence intervals (CI) are presented for the percentage of 


SoonerCare Choice members who met criteria for inclusion in the diabetes indicators 


based on both administrative data and medical records data.   


 


Diabetes Indicator Percent 


  
HbA1c testing 62.3% 
  
Poorly controlled HbA1c (>9.0%)  74.0% 
  
Good control of HbA1c (< 7.0%) 15.3% 
  
Retinal eye exam 27.7% 
  
LDL-C screening 56.2% 
  
LDL-C controlled (< 100 mg/dL) 17.0% 
  
Medical attention for nephropathy 65.0% 
  
Blood pressure controlled at < 140/90 mm Hg 47.9% 
  
Blood pressure controlled at < 130/80 mm Hg 29.7% 
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Table 2.  Number and Percentage of Members with Selected Diabetes 
Indicators – CY 2007 
 


Diabetes 
Indicator 


Claims 
Data 
(n*) 


Percentage of 
Claims Data 


Claims & 
Record Data 


(n*) 


Percentage of 
Claims & 


Record Data 


95% CI – 
Claims & 


Record Data 


      
HbA1c testing 244 59.4% 256 62.3% 57.6% - 67.0% 
      
Poorly controlled 
HbA1c (>9.0%)** NA NA 304 74.0% 69.7% - 78.2% 


      
Good control of 
HbA1c (<7.0%)** NA NA 63 15.3% 11.8% - 18.8% 


      
Retinal eye exam  102 24.8% 114 27.7% 23.4% - 32.1% 
      
LDL-C screening  215 52.3% 231 56.2% 51.4% - 61.0% 
      
LDL-C controlled 
(<100 mg/dL)** NA NA 70 17.0% 13.4% - 20.7% 


      
Medical attention 
for nephropathy 214 52.1% 267 65.0% 60.3% - 69.6% 


      
Blood pressure 
controlled at 
<140/90 mm Hg** 


NA NA 197 47.9% 43.1% - 52.8% 


      
Blood pressure 
controlled at 
<130/80 mm Hg** 


NA NA 122 29.7% 25.2% - 34.1% 


* n = number of members identified 
** These measures are based only on information obtained from medical record review. 


 
Table 2 shows a small increase in the percentages of SoonerCare Choice members 


who received HbA1c testing, retinal eye exams, LDL-C screening, and medical attention 


for nephropathy when both administrative claims data and medical record data were used, 


compared with only administrative data.  For five of the nine measures, no claims data 


were available.  


Diabetes Care Measures by Race/Ethnicity 


Figure 1 displays the racial/ethnic breakdown for the 411 sample members.  The 


final SoonerCare Choice sample included 268 Caucasian members, 84 African American 


members, 38 American Indian members, 15 Hispanic members, and 6 Asian members.   
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Figure 1.  Percentage of Sampled Members by Racial/Ethnic Group – CY 
2007 
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Table 3 displays the diabetes care indicators by racial/ethnic group.  The 


racial/ethnic group for each member was obtained from administrative claims data.  The 


small number of sample members who were Asian (6 members) precluded valid 


statistical inferences about this group.  Chi-square tests were performed to determine if 


statistical differences existed between the percentages of Caucasian, American Indian, 


African American, and Hispanic members meeting criteria for the diabetes indicators.  P-


values for these chi-square tests are reported in Table 3.  P-values shown in italics 


indicate significant differences.  For all tests of significance in this report, p-values less 


than or equal to .05 are considered significant.  
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Table 3.  Number and Percentage of Members with Selected Diabetes 
Indicators by Racial/Ethnic Group – CY 2007 
 


Caucasian African 
American 


American 
Indian Hispanic Diabetes 


Indicator n % n % n % n % 


P-
value* 


          
HbA1c testing 178 66.4% 49 58.3% 18 47.4% 9 60.0% 0.105 
          
Poorly controlled 
HbA1c (>9.0%) 189 70.5% 70 83.3% 28 73.7% 12 80.0% 0.125 


          
Good control of 
HbA1c (<7.0%) 46 17.2% 7 8.3% 6 15.8% 3 20.0% 0.248 


          
Retinal eye exam  72 26.9% 24 28.6% 8 21.1% 9 60.0% 0.033 
          
LDL-C screening  154 57.5% 45 53.6% 17 44.7% 12 80.0% 0.117 
          
LDL-C controlled (<100 
mg/dL) 51 19.0% 11 13.1% 4 10.5% 3 20.0% 0.406 


          
Medical attention for 
nephropathy 173 64.6% 57 67.9% 22 57.9% 11 73.3% 0.654 


          
Blood pressure 
controlled at <140/90 
mm Hg 


138 51.5% 30 35.7% 16 42.1% 9 60.0% 0.051 


          
Blood pressure 
controlled at <130/80 
mm Hg 


88 32.8% 16 19.0% 11 28.9% 5 33.3% 0.115 


* All p-values excluded data from Asian members since the low number of members precluded 
valid statistical inference. 


 
Complete chi-square results are presented in Appendix B.  Statistically significant 


differences in retinal eye exam were found between members of different racial/ethnic 


groups.  Caucasian members had the highest rates of HbA1c testing.  African American 


members had the highest rate of poorly controlled HbA1c (83.3%).  Although there were 


only fifteen Hispanic members, they represented the highest percentage who received 


retinal eye exam, LDL -C screening, LDL-C controlled, medical attention for 


nephropathy, and blood pressure measures. 


Table 4 displays the number of SoonerCare Choice members who met criteria for 


inclusion in the diabetes indicators, by age group.  Five age groups were used: 18-29 


years (32 members), 30-39 years (58 members), 40-49 years (106 members), 50-59 years 
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(146 members), and 60 years and older (69 members), with age computed as of 


December 31, 2007.  The average age of sample members was 48.2 years, with ages 


ranging from 18 to 65 years. 


 
Table 4. Number and Percentage of Members with Selected Diabetes 
Indicators by Age – CY 2007 
 


18 - 29 30 - 39 40 - 49 50 - 59 60+ Diabetes 
Indicator n % n % n % n % n % 


P-
value* 


            
HbA1c testing 19 59.4% 26 44.8% 69 65.1% 92 63.0% 50 72.5% 0.026 
            
Poorly controlled 
HbA1c (>9.0%) 28 87.5% 47 81.0% 79 74.5% 102 69.9% 48 69.6% 0.163 


            
Good control of 
HbA1c (<7.0%) 3 9.4% 9 15.5% 20 18.9% 21 14.4% 10 14.5% 0.729 


            
Retinal eye exam  9 28.1% 11 19.0% 31 29.2% 42 28.8% 21 30.4% 0.613 
            
LDL-C screening  16 50.0% 18 31.0% 66 62.3% 84 57.5% 47 68.1% <.0001 
            
LDL-C controlled 
(<100 mg/dL) 4 12.5% 5 8.6% 20 18.9% 27 18.5% 14 20.3% 0.359 


            
Medical attention 
for nephropathy 20 62.5% 38 65.5% 70 66.0% 90 61.6% 49 71.0% 0.742 


            
Blood pressure 
controlled at 
<140/90 mm Hg 


12 37.5% 35 60.3% 45 42.5% 75 51.4% 30 43.5% 0.112 


            
Blood pressure 
controlled at 
<130/80 mm Hg 


8 25.0% 25 43.1% 29 27.4% 44 30.1% 16 23.2% 0.135 


* See Appendix B for a discussion of the inclusion of chi-square results for expected values < 5. 
 


The chi-square statistic was used to test for equal proportions across age groups.  


The complete chi-square results are detailed in Appendix B.  As shown in Table 4, there 


were statistically significant differences by age for two of the diabetes measures.  


Members in the oldest age group were more likely to have had HbA1c testing and LDL-C 


screening than members in the younger age groups.   
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The following three figures show noteworthy comparisons between age groups 


from the data in Table 4.  Figure 2 shows the comparison by age group of those members 


who had evidence of LDL-C screening. 


 
Figure 2.  Percentage of Members with LDL-C Screening, by Age Group – 
CY 2007 
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Figure 2 shows in general more members in the older age groups were screened 


for LDL-C.  Those aged 30-39 had a low rate of screening (31%).  The LDL-C screening 


rate for the 60 years and up age group was more than double the rate of the 30-39 year 


age group. 


Figure 3 illustrates the differences in rates of medical attention for nephropathy by 


age group. 
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Figure 3.  Percentage of Members with Medical Attention for Nephropathy, 
by Age Group –CY 2007 
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SoonerCare members over the age of sixty received the most medical attention for 


nephropathy (or evidence of nephropathy) out of all of the age groups. 


Figure 4 illustrates the differences in rates on the blood pressure measures by age 


group. 
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Figure 4.  Percentage of Members with Controlled Blood Pressure, by Age 
Group – CY 2007 
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NOTE:  Blood pressure categories were not mutually exclusive. 
 


Members in the 30-39 year age group appeared to more successfully control blood 


pressure.  Older members appeared to have more difficulty maintaining control at the 


<130/80 mm Hg level.   
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Diabetes Care Measures by Gender 


Table 5 displays the number of SoonerCare Choice members who met criteria for 


inclusion in the diabetes indicators by gender.  There were 288 (70.1%) women and 123 


(29.9%) men in the sample.  


 
Table 5.  Number and Percentage of Members with Selected Diabetes 
Indicators by Gender – CY 2007 
 


Female Male 
Diabetes Indicators 


n % n % 
P-value 


      
HbA1c testing 183 63.5% 73 59.3% .422 
      
Poorly controlled HbA1c (>9.0%) 213 74.0% 91 74.0% .996 
      
Good control of HbA1c (<7.0%) 47 16.3% 16 13.0% .393 
      
Retinal eye exam  85 29.5% 29 23.6% .218 
      
LDL-C screening  168 58.3% 63 51.2% .183 
      
LDL-C controlled (<100 mg/dL) 56 19.4% 14 11.4% .046 
      
Medical attention for nephropathy 204 70.8% 63 51.2% <.001 
      
Blood pressure controlled at 
<140/90 mm Hg 140 48.6% 57 46.3% .673 


      
Blood pressure controlled at 
<130/80 mm Hg 88 30.6% 34 27.6% .554 


 
As shown in Table 5 and Figure 5 (following page), statistically significant 


differences (in italics) existed between the genders for those who had LDL-C controlled 


and received medical attention for nephropathy.  Complete chi-square results are 


presented in Appendix B.    
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Figure 5.  Percentage of Members Meeting Criteria, by Gender – CY 2007 
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Table 5 and Figure 5 show that two of the nine indicators were statistically 


significant for gender – controlled LDL-C and medical attention for nephropathy.  As 


mentioned above, women had significantly higher rates of controlled LDL-C (<100 


mg/dL) and medical attention for nephropathy.   
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Comparison with Previous Data 


The measures from the current study were compared to the previous year’s study.   


 
Table 6.  Percentage of SoonerCare Choice Members with Diabetes Care 
Indicators by Year (2006– 2007) 
 


Percentages  
Diabetes Measure 2006 2007 P-value 
    
HbA1c Testing 62.8% 62.3% .885 
    
Poorly controlled HbA1c (>9.0%) 62.0% 74.0% <.001 
    
Good Control of HbA1c (<7.0%) 24.6% 15.3% <.001 
    
Retinal eye exam 26.8% 27.7% .639 
    
LDL-C Screening 58.4% 56.2% .526 
    
LDL-C Controlled (<100 mg/dL) 20.7% 17.0% .181 
    
Medical attention for nephropathy 80.8% 65.0% <.001 
    
Blood pressure controlled at < 140/90 mm Hg 47.7% 47.9% .944 
    
Blood pressure controlled at < 130/80 mm Hg 21.4% 29.7% .007 
    


 


There were significant differences between CY 2006 and CY 2007 on a number 


of the diabetes measures.  From CY 2006 to CY 2007, there were more sampled 


members who had poorly controlled HbA1c and fewer members who had good control of 


HbA1c and medical attention for nephropathy.  More members had blood pressure 


controlled at < 130/80 mm Hg for CY 2007 than in CY 2006.  No other differences were 


statistically significant.  The chi-square comparisons between years can be found in 


Appendix B. 
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NCQA Quality Compass HEDIS National and Regional Medicaid Percentiles 


The National Committee for Quality Assurance (NCQA) Quality Compass 


Healthcare Effectiveness Data and Information Set (HEDIS) 2008 Percentiles are the 


national audit results for HEDIS measures during calendar year 2007.  These provide a 


national comparison for the SoonerCare Choice diabetes care indicator rates.   


Table 7 and Figure 6 display the SoonerCare Choice results and the regionally 


adjusted SoonerCare results alongside the national Medicaid means.  The 95% 


confidence interval (CI.95) indicates the likelihood that with repeated sampling, the true 


population rate for each measure would be captured 95% of the time.   


 
Table 7.  NCQA Quality Compass HEDIS National and Region Percentages  
Compared to Diabetes Care Percentages for SoonerCare Choice Members 
– CY 2007 
 


Diabetes Indicators SoonerCare Choice 
2007 Percentages 


South Central Region  
2007 Percentages 


HEDIS National 
Medicaid 2007 
Percentages 


HbA1c testing 62.3% 
CI.95 = 57.6% - 67.0% 


 
72.4% 


 
77.0% 


Poorly controlled HbA1c 
(>9.0%) 


74.0% 
CI.95 = 69.7% - 78.2% 


 
48.0% 


 
54.9% 


Retinal eye exam  27.7% 
CI.95 = 23.4% - 32.1%  


 
31.8% 


 
49.8% 


LDL-C screening  56.2% 
CI.95 = 51.4% - 61.0% 


 
64.2% 


 
70.8% 


LDL-C controlled (<100 
mg/dL) 


17.0% 
CI.95 = 13.4% - 20.7% 


 
23.5% 


 
31.3% 


Medical attention for 
nephropathy 


65.0% 
CI.95 = 60.3% - 69.6% 


 
64.6% 


 
74.3% 


Blood pressure controlled at 
<140/90 mm Hg 


47.9% 
CI.95 = 43.1% - 52.8% 


 
46.6% 


 
55.6% 


Blood pressure controlled at 
<130/80 mm Hg 


29.7% 
CI.95 = 25.2% - 34.1% 


 
24.9% 


 
29.6% 
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Figure 6.  NCQA Quality Compass HEDIS National and South Central 
Region Percentages Compared to Diabetes Care Percentages for 
SoonerCare Choice Members – CY 2007 
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* It should be noted that Good Control of HbA1c (<7.0%) was excluded from the Regional and 


Medicaid Review due to NCQA’s review of the measure.   
 


The HEDIS national percentages and the SoonerCare Choice percentages were 


significantly different for all diabetes care measures with the exception of blood pressure 


controlled at <130/80 mm Hg.  SoonerCare Choice members had a slighter higher 


percentage of members with blood pressure control less than 130/80 mm Hg than the 


national percentage (29.7% and 29.6%, respectively).  All other percentages for diabetes 


care measures for SoonerCare Choice members were significantly below the national 


Medicaid means.  SoonerCare Choice measures were comparable with the regional 


means for the following measures:  LDL-C controlled (<100 mg/dL), medical attention 


for nephropathy, and blood pressure controlled at <140/90 mm Hg.  Blood pressure 


controlled at <130/90 mm Hg was higher for SoonerCare Choice members than the 


regional average. 
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Table 8 shows the most common classes of medications that were filled for members 
sampled with diabetes during calendar year 2007. 


 
Table 8.  Top 15 Prescription Medications Dispensed for Sampled 
SoonerCare Choice Members with Diabetes, Sorted by American Hospital 
Formulary System (AHFS) Therapeutic Class– CY 2007 
 


AHFS Therapeutic Class Members Percentage 
Opiate Agonists 270 65.7% 
Angiotensin-Converting Enzyme Inhibitors 212 51.6% 
Biguanides* 177 43.1% 
HMG-COA Reductase Inhibitors 174 42.3% 
Antidepressants 173 42.1% 
Nonsteroidal Anti-Inflammatory Agents 147 35.8% 
Insulins* 137 33.3% 
Sulfonylureas* 134 32.6% 
Beta-Adrenergic Blocking Agents 128 31.1% 
Thiazolidinediones* 118 28.7% 
Beta-Adrenergic Agonist 118 28.7% 
Proton-Pump Inhibitors 109 26.5% 
Centrally Acting Skeletal Muscle Relaxant 104 25.3% 
Miscellaneous Anticonvulsants 103 25.1% 
Macrolides 102 24.8% 


* Medication used for treatment of diabetes. 
 


Four of the top 15 drug classes were related to the treatment of diabetes.  The 


American Diabetes Association® (2009) reported that medications may be used to lower 


blood glucose levels for treatment of type 2 diabetes.  Eighty-three percent of the 


SoonerCare Choice sampled members filled a prescription medication related to the 


treatment of their diabetes during calendar year 2007.







Comprehensive Diabetes Care Study 
SoonerCare Choice Fiscal Year 2009 
 
 


 
 
 
April 2009 Page 26 


Discussion 


Medical attention for nephropathy had the highest percentage of adherence, with 


65% of members sampled in this study demonstrating compliance with this measure.  


HbA1c testing and LDL-C screening showed adherence above 50% (62.3% and 56.2%, 


respectively).   


Hybrid data collection methods (utilizing both administrative claims data and 


medical record review) were used for this study.  However, the information collected 


through medical record review did not appear to markedly increase the volume of 


information already available through administrative claims data.  Out of the 411 


members in the sample only 12 to 16 members’ records showed compliance that was not 


identified through the administrative claims data.  The exception to this was the blood 


pressure data, which is only available through record review. 


Members identified as American Indian showed the lowest rates of adherence to 


the majority of the diabetes care measures.  This may be due to many of these members 


receiving services at Indian Health Services (IHS) or Tribal Facilities.  Providers at these 


facilities are not required to list specific procedure codes because they receive per 


member per month (PMPM) case management fees and submit bundled encounters when 


covered services are provided.  Over 83% of African Americans had poorly controlled 


HbA1c levels.  Caucasian members had the highest rates of HbA1c testing (66.4%).  


Hispanic members had the highest level of LDL-C screening (80%).   


Only two diabetes care measures showed significant differences by age group.  


Older members were more likely to have received HbA1c testing and LDL-C screening 


than members in the younger age groups.   


Statistically significant differences existed between genders for LDL-C 


controlled, and medical attention for nephropathy.  Women had higher rates of controlled 


LDL-C (19.4%) and of medical attention for nephropathy (70.8%). 


Compared to the HEDIS national Medicaid percentages, the sample of 


SoonerCare Choice members differed significantly for all diabetes care measures with the 


exception of blood pressure controlled at <130/80 mm Hg.  SoonerCare Choice members 
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showed significantly worse rates than the national mean percentage on all measures 


examined in the present study except blood pressure controlled at <130/80 mm Hg, where 


the rates were comparable. 


SoonerCare Choice measures were comparable with the regional means for 


several of the measures.  Rates for retinal eye exams, medical attention for nephropathy, 


and blood pressure controlled at <140/90 mm Hg were statistically equivalent to the 


regional means while blood pressure controlled at <130/90 mm Hg was higher for 


SoonerCare Choice members than the regional average. 


Since diabetic complications can be devastating, it is important that individuals 


with diabetes strive to manage their health and control their diabetes in order to reduce 


the incidence of complications and lessen the severity of those that do develop.  Health 


care providers are important sources of information regarding good health habits.  The 


OHCA may consider exploring the extent to which incentives for diabetes care are 


currently being offered to SoonerCare providers.  Such an inquiry could be accomplished 


with a simple survey to primary care providers and/or a group discussion to help 


brainstorm ideas for improving the incentive system.  In addition, the OHCA might 


consider providing diabetes care education in the quarterly member newsletters. 


Limitations 


The rates found in this study are likely lower than the actual screening rates for 


SoonerCare members with diabetes.  This is due to members who may obtain diabetes 


care services through the Indian Health Service or at free health clinics.  These services 


would likely not be reflected in the administrative claims data. 


Another limitation is that with the size of the sample for this study.  When the 


sample is broken into many groups, clinically important differences may not be 


statistically significant.  This is particularly true when the group sizes are uneven.  For 


example, the number of Asian members was so small that statistical inferences could not 


be made.
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Appendix A:  Request Letters 


 
 
December 12, 2008 
 
«Name» 
«Complete_Street_Address» 
«City», «State»  «Zip_Code» 
 
Attention:  Medical Records 
 
RE:  Medical record request for Quality Assessment Review  
 
The Oklahoma Health Care Authority (OHCA) has contracted with APS Healthcare to 
coordinate a Quality Improvement Project to assess the care rendered to diabetic patients.  


Appropriate management and treatment of patients with diabetes can decrease the development 
of complications and co-morbid conditions associated with diabetes.  Standardized measures 
from the Healthcare Effectiveness Data and Information Set HEDIS® will be calculated to 
facilitate national and regional rate comparisons with respect to the delivery of diabetes care. 


To conduct this study, APS Healthcare requests the following information from the patient’s 
medical record: 


• Dated physician notes regarding delivery of diabetes care for calendar year 2007; 


• Dated documentation reports from visits with a nephrologist or documentation of renal 
disease from 2007; 


• Dated retinal exam reports by an eye care professional (optometrist or ophthalmologist), or 
documentation of a negative retinal or dilated eye exam that was performed by an eye care 
professional in 2006 and 2007; 


• Dated blood pressure levels from 2007; 


• Laboratory testing results for the following: 


o HbA1c testing and results in 2007; 


o Total cholesterol, LDL-C, HDL-C testing and results for 2007; 


o Urinalysis and/or Microalbuminuria testing and results in 2007. 







Comprehensive Diabetes Care Study 
SoonerCare Choice Fiscal Year 2009 
 
 


 
 
 
April 2009 Page 30 


The attached Master List of Requested Medical Records includes SoonerCare members that 
were assigned to you during some part of calendar year 2007.  The medical records may be 
submitted to APS Healthcare by fax or mail.   


Please submit the requested medical record documentation (including follow-up from 
referrals) to APS Healthcare by 12/24/2008.  These records should include the documentation 
described above. 


 


At the time of record submission, please place the individual Medical Record Face Sheet 
preceding the corresponding medical record so that we are able to accurately identify the medical 
record in our system.  If you did not see this member during the dates requested, please submit 
written verification of this, along with the Medical Record Face Sheet.   


  Fax number:  1-800-762-1639 
  Mailing address: APS Healthcare 


4545 North Lincoln Blvd., Suite 24 
Oklahoma City, Oklahoma  73105 


Thank you for your participation and prompt response.  If you have any questions, please do not 
hesitate to contact me at 405-556-9727.  
 
Sincerely, 
 
APS Healthcare
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Appendix B:  Chi-square Tests 


Chi-square Tests Between Racial/Ethnic Groups 
The chi-square condition excluding expected values less than 5 was found to be 


overly strict under certain conditions.  Cochran (1954, as reported in Agresti, Categorical 
Data Analysis, 1990, page 246) showed that when degrees of freedom are >1 that if 80% 
of the cells have expected values greater than 5 and that no cells have expected values of 
0, the chi-square test is robust for expected values less than 5. 
 
     
HbA1c testing         
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 178 49 18 9 
Not meeting criteria 90 35 20 6 
     
Expected Values     
Meeting Criteria 168.1 52.7 23.8 9.4 
Not meeting criteria 99.9 31.3 14.2 5.6 
     
ChiSq p-value= 0.1052       
     
     
Poorly controlled HbA1c (>9.0%)   
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 189 70 28 12 
Not meeting criteria 79 14 10 3 
     
Expected Values     
Meeting Criteria 197.9 62.0 28.1 11.1 
Not meeting criteria 70.1 22.0 9.9 3.9 
     
ChiSq p-value= 0.1250       
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Good control of HbA1C (<7.0%)     
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 46 7 6 3 
Not meeting criteria 222 77 32 12 
     
Expected Values     
Meeting Criteria 41.0 12.9 5.8 2.3 
Not meeting criteria 227.0 71.1 32.2 12.7 
     
ChiSq p-value= 0.2482       
     
     
Retinal eye exam       
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 72 24 8 9 
Not meeting criteria 196 60 30 6 
     
Expected Values     
Meeting Criteria 74.8 23.4 10.6 4.2 
Not meeting criteria 193.2 60.6 27.4 10.8 
     
ChiSq p-value= 0.0331       
     
     
LDL-C screening       
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 154 45 17 12 
Not meeting criteria 114 39 21 3 
     
Expected Values     
Meeting Criteria 150.9 47.3 21.4 8.4 
Not meeting criteria 117.1 36.7 16.6 6.6 
     
ChiSq p-value  0.1170       


 







Comprehensive Diabetes Care Study 
SoonerCare Choice Fiscal Year 2009 
 
 


 
 
 
April 2009 Page 34 


 


LDL-C controlled (<100 mg/dl)   
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 51 11 4 3 
Not meeting criteria 217 73 34 12 
     
Expected Values     
Meeting Criteria 45.7 14.3 6.5 2.6 
Not meeting criteria 222.3 69.7 31.5 12.4 
     
ChiSq p-value= 0.4058       
     
     
Medical attention for nephropathy    
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 173 57 22 11 
Not meeting criteria 95 27 16 4 
     
Expected Values     
Meeting Criteria 174.0 54.5 24.7 9.7 
Not meeting criteria 94.0 29.5 13.3 5.3 
     
ChiSq p-value= 0.6539       
     
     
Blood pressure controlled at <140/90 mm Hg 
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 138 30 16 9 
Not meeting criteria 130 54 22 6 
     
Expected Values     
Meeting Criteria 127.7 40.0 18.1 7.1 
Not meeting criteria 140.3 44.0 19.9 7.9 
     
ChiSq p-value= 0.0510       
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Blood pressure controlled at <130/80mm Hg 
Actual Values White Black AI/AN Hispanic 
Meeting Criteria 88 16 11 5 
Not meeting criteria 180 68 27 10 
     
Expected Values     
Meeting Criteria 79.4 24.9 11.3 4.4 
Not meeting criteria 188.6 59.1 26.7 10.6 
     
ChiSq p-value= 0.1146       
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Chi-square Tests Between Age Groups 


      
HbA1c testing          
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 19 26 69 92 50 
Not meeting 
criteria 13 32 37 54 19 
      
Expected 
Values      
Meeting Criteria 19.9 36.1 66.0 90.9 43.0 
Not meeting 
criteria 12.1 21.9 40.0 55.1 26.0 
      
ChiSq p-value= 0.0258         
      
      
Poorly controlled HbA1c (>9.0%)     
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 28 47 79 102 48 
Not meeting 
criteria 4 11 27 44 21 
      
Expected 
Values      
Meeting Criteria 23.7 42.9 78.4 108.0 51.0 
Not meeting 
criteria 8.3 15.1 27.6 38.0 18.0 
      
ChiSq p-value= 0.1625         
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Good control of HbA1C (<7.0%)      
      
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 3 9 20 21 10 
Not meeting 
criteria 29 49 86 125 59 
      
Expected 
Values      
Meeting Criteria 4.9 8.9 16.2 22.4 10.6 
Not meeting 
criteria 27.1 49.1 89.8 123.6 58.4 
      
ChiSq p-value= 0.7291         
      
      
Retinal eye exam         
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 9 11 31 42 21 
Not meeting 
criteria 23 47 75 104 48 
      
Expected 
Values      
Meeting Criteria 8.9 16.1 29.4 40.5 19.1 
Not meeting 
criteria 23.1 41.9 76.6 105.5 49.9 
      
ChiSq p-value= 0.6133         
      
      
LDL-C screening         
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 16 18 66 84 47 
Not meeting 
criteria 16 40 40 62 22 
      
Expected 
Values      
Meeting Criteria 18.0 32.6 59.6 82.1 38.8 
Not meeting 
criteria 14.0 25.4 46.4 63.9 30.2 
      
ChiSq p-value= 0.0003         
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LDL-C controlled (<100 mg/dl )       
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 4 5 20 27 14 
Not meeting 
criteria 28 53 86 119 55 
      
Expected 
Values      
Meeting Criteria 5.5 9.9 18.1 24.9 11.8 
Not meeting 
criteria 26.5 48.1 87.9 121.1 57.2 
      
ChiSq p-value= 0.3594         
      
      
Medical attention for nephropathy     
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 20 38 70 90 49 
Not meeting 
criteria 12 20 36 56 20 
      
Expected 
Values      
Meeting Criteria 20.8 37.7 68.9 94.8 44.8 
Not meeting 
criteria 11.2 20.3 37.1 51.2 24.2 
      
ChiSq p-value= 0.7424         
      
      
Blood pressure controlled at <140/90 mm Hg   
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 12 35 45 75 30 
Not meeting 
criteria 20 23 61 71 39 
      
Expected 
Values      
Meeting Criteria 15.3 27.8 50.8 70.0 33.1 
Not meeting 
criteria 16.7 30.2 55.2 76.0 35.9 
      
ChiSq p-value= 0.1121         
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Blood pressure controlled at <130/80 mm Hg   
Actual Values 18-29 30-39 40-49 50-59 60+ 
Meeting Criteria 8 25 29 44 16 
Not meeting 
criteria 24 33 77 102 53 
      
Expected 
Values      
Meeting Criteria 9.5 17.2 31.5 43.3 20.5 
Not meeting 
criteria 22.5 40.8 74.5 102.7 48.5 
      
ChiSq p-value= 0.1346         
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Chi-square Tests Between Genders 


   
HbA1c testing     
Actual Values Female Male 
Meeting Criteria 183 73 
Not meeting criteria 105 50 
   
Expected Values   
Meeting Criteria 179.4 76.6 
Not meeting criteria 108.6 46.4 
   
ChiSq p-value= 0.4220   
   
   
Poorly controlled HbA1c (>9.0%) 
Actual Values Female Male 
Meeting Criteria 213 91 
Not meeting criteria 75 32 
   
Expected Values   
Meeting Criteria 213.0 91.0 
Not meeting criteria 75.0 32.0 
   
ChiSq p-value= 0.9957   
   
   
Good control of HbA1c (<7.0%) 
Actual Values Female Male 
Meeting Criteria 47 16 
Not meeting criteria 241 107 
   
Expected Values   
Meeting Criteria 44.1 18.9 
Not meeting criteria 243.9 104.1 
   
ChiSq p-value= 0.3935   
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Retinal eye exam 
Actual Values Female Male 
Meeting Criteria 85 29 
Not meeting criteria 203 94 
   
Expected Values   
Meeting Criteria 79.9 34.1 
Not meeting criteria 208.1 88.9 
   
ChiSq p-value= 0.2183   
   
   
LDL-C screening    
Actual Values Female Male 
Meeting Criteria 168 63 
Not meeting criteria 120 60 
   
Expected Values   
Meeting Criteria 161.9 69.1 
Not meeting criteria 126.1 53.9 
   
ChiSq p-value= 0.1831   
   
   
LDL-C controlled (<100 mg/dL) 
Actual Values Female Male 
Meeting Criteria 56 14 
Not meeting criteria 232 109 
   
Expected Values   
Meeting Criteria 49.1 20.9 
Not meeting criteria 238.9 102.1 
   
ChiSq p-value= 0.0465   
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Medical attention for nephropathy 
Actual Values Female Male 
Meeting Criteria 204 63 
Not meeting criteria 84 60 
   
Expected Values   
Meeting Criteria 187.1 79.9 
Not meeting criteria 100.9 43.1 
   
ChiSq p-value= 0.0001   
   
   
Blood pressure controlled at <140/90 mm Hg 
Actual Values Female Male 
Meeting Criteria 140 57 
Not meeting criteria 148 66 
   
Expected Values   
Meeting Criteria 138.0 59.0 
Not meeting criteria 150.0 64.0 
   
ChiSq p-value= 0.6732   
   
   
Blood pressure controlled at <130/80 mm Hg 
Actual Values Female Male 
Meeting Criteria 88 34 
Not meeting criteria 200 89 
   
Expected Values   
Meeting Criteria 85.5 36.5 
Not meeting criteria 202.5 86.5 
   
ChiSq p-value= 0.5538   
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Chi-square Tests Between 2006 and 2007 


 
HbA1c testing     
Actual Values 2006 2007 
Meeting Criteria 258 256 
Not meeting criteria 153 155 
   
Expected Values   
Meeting Criteria 258.5 257 
Not meeting criteria 152.5 154 
   
ChiSq p-value= 0.8854   
   
   
Poorly controlled HbA1c (>9.0%) 
Actual Values 2006 2007 
Meeting Criteria 255 304 
Not meeting criteria 156 107 
   
Expected Values   
Meeting Criteria 258.0 279.5 
Not meeting criteria 153.0 131.5 
   
ChiSq p-value= 0.0002   
   
   
Good control of HbA1c (<7.0%) 
Actual Values 2006 2007 
Meeting Criteria 101 63 
Not meeting criteria 310 348 
   
Expected Values   
Meeting Criteria 96.5 82 
Not meeting criteria 314.5 329 
   
ChiSq p-value= 0.0009   
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Retinal eye exam     
Actual Values 2006 2007 
Meeting Criteria 110 116 
Not meeting criteria 301 295 
   
Expected Values   
Meeting Criteria 113.0 113.0 
Not meeting criteria 298.0 298.0 
   
ChiSq p-value= 0.6393   
   
   
LDL-C screening     
Actual Values 2006 2007 
Meeting Criteria 240 231 
Not meeting criteria 171 180 
   
Expected Values   
Meeting Criteria 236.0 235.5 
Not meeting criteria 175.0 175.5 
   
ChiSq p-value= 0.5257   
   
   
LDL-C controlled (<100 mg/dL)   
Actual Values 2006 2007 
Meeting Criteria 85 70 
Not meeting criteria 326 341 
   
Expected Values   
Meeting Criteria 79.0 77.5 
Not meeting criteria 332.0 333.5 
   
ChiSq p-value= 0.1811   
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Medical attention for nephropathy 
Actual Values 2006 2007 
Meeting Criteria 332 267 
Not meeting criteria 79 144 
   
Expected Values   
Meeting Criteria 299.5 299.5 
Not meeting criteria 111.5 111.5 
   
ChiSq p-value= <0.0001   
   
   
Blood pressure controlled at <140/90 mm Hg 
Actual Values 2006 2007 
Meeting Criteria 196 197 
Not meeting criteria 215 214 
   
Expected Values   
Meeting Criteria 135.5 196.5 
Not meeting criteria 275.5 214.5 
   
ChiSq p-value= 0.9443   
   
   
Blood pressure controlled at <130/80 mm Hg 
Actual Values 2006 2007 
Meeting Criteria 88 122 
Not meeting criteria 323 289 
   
Expected Values   
Meeting Criteria 104.5 105 
Not meeting criteria 306.5 306 
   
ChiSq p-value= 0.0065   
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Status of SFY 2010 QIO Projects and Deliverables – October 11, 2010 
 
Study Planning 


meeting 
Request 


DAD 
DAD 
draft 


delivered 


Feedback 
on DAD 
to APS 


DAD 
finalized 


Draft(s) 
delivered 
(each 1) – 
April 1st 
due date 


Feedback 
sent to QIO 
(each 1) – 


May 1st due 
date 


Final 
version 
sent – 


June 1st 
due 
date 


Antipsychotics 
 (E.9.1) 
 


        


CHIPRA (E.2) 
 


        


SP (E.9.2)         
STBS  (E.5)         
Diabetes (E.4.1)         
ER (E.8)         
BH (E.7)         
 
 
 


        


         
Survey Draft 


Report 
Due Date 
April 1st 


Feedback 
sent to 
QIO 


(each 1) – 
May 1st 
due date 


Final 
version 
sent – 


May 15th 
due date 


     


SoonerPlan          
Adult CAHPS         
Child ECHO         
 
QAPI Status Report September 30th December 31st March 31st  
Retro Mid-Month report 15th of each month    
Retro Monthly report 15th of each month    
Retro Quarterly Report October 31st January 31st April 30th July 31st 
Behavioral Health 
Quarterly Report 


October 15th January 15th April 15th July 15th 


 
 
Completed: 
General note on progress 





