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I. Executive Summary 

Purpose of Report 
The Balanced Budget Act (BBA) of 1997 established that state agencies contracting with managed care entities 
(MCEs) provide for an annual external, independent review of the outcomes related to the quality, timeliness, 
and access to services included in the contract between the state agency and the MCE. Title 42 Code of Federal 
Regulations (CFR) Section (§) 438.350 External quality review (a) through (f) sets forth the requirements for the 
annual external quality review (EQR) of contracted MCEs.  
 
Effective July 9, 2024, amendments to Title 42 CFR § 438.310(c)(2), Title 42 CFR § 438.350, and Title 42 CFR § 
457.1250(a) removed primary care case management (PCCM) organizations from the MCEs subject to EQR. 
States may perform additional oversight and monitoring activities that are similar to mandatory EQRs at their 
discretion and may choose to use an entity that is also an external quality review organization (EQRO) for these 
activities; however, these activities will not be subject to EQR regulations listed in Title 42 CFR Part 438. This 
change allows states that choose to conduct these activities to continue to access federal financial participation 
(FFP) at the 50% rate in accordance with Title 42 CFR §  438.370(b). 
 
Mandatory EQR activities include the validation of performance measures (PMs) and a compliance review. 
Optional EQR activities include: (1) validation of client-level data (such as claims and encounters); (2) 
administration or validation of consumer or provider surveys; (3) calculation of PMs; (4) conduct of 
performance improvement projects (PIPs); (5) conduct of focused studies; and (6) assistance with the quality 
rating of managed care organizations (MCOs), prepaid inpatient health plans (PIHPs), and prepaid ambulatory 
health plans (PAHPs) consistent with Title 42 CFR § 438.334 and Title 42 CFR § 457.1240(d). 
 
Title 42 CFR § 438.364(c)(2)(ii) states that each state agency will provide copies of technical reports, upon 
request, to interested parties such as participating in health care providers; enrollees; potential enrollees of the 
MCO, PIHP, or PAHP; beneficiary advocacy groups, and members of the general public. This change will 
eliminate the burden on states to provide PCCM EQR reports. 
 
The Alabama Medicaid Agency (AMA) contracted with IPRO, an EQRO, to conduct the state fiscal year (SFY) 
2025 EQR activities for seven PCCM entities (PCCM-Es) contracted to furnish Medicaid services in the state. No 
PCCM-Es were exempt from EQR activities during the reporting period. During the period under review (SFY 
2025; October 1, 2024–September 30, 2025), AMA’s PCCM-Es included Alabama Care Network Mid-State (ACN 
Mid-State, also referred to as ACNM); Alabama Care Network Southeast (ACN Southeast, also referred to as 
ACNS); Gulf Coast Total Care (GCTC); My Care Alabama Central (MCA-C); My Care Alabama East (MCA-E); My 
Care Alabama Northwest (MCA-NW); and North Alabama Community Care (NACC). This report presents 
aggregate and PCCM-E−level results of the EQR activities for ACNM, ACNS, GCTC, MCA-C, MCA-E, MCA-NW, and 
NACC.  

Scope of External Quality Review Activities Conducted 
AMA contracted with IPRO to conduct the following EQR activities. As set forth in Title 42 CFR Section § 438.358 
Activities related to external quality review(b)(1), these activities are: 
(i) Validation of Performance Improvement Projects – This activity validates that MCE PIPs were designed, 

conducted, and reported in a methodologically sound manner, allowing for real improvements in care 
and services. In Alabama, this activity is referred to as the Validation of Quality Improvement Projects 
(QIPs). Throughout this annual technical report (ATR), the terms “PIP” and “QIP" are used 
interchangeably. The performance period under review presented in this report is for SFY 2025.  
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(ii) Validation of Performance Measures – This activity assesses the accuracy of PMs reported by each MCE 
and determines the extent to which the rates calculated by the MCE follow state specifications and 
reporting requirements. The performance period under review presented in this report is for 
measurement year (MY) 2024. AMA submitted MY 2024 data from May 2025 to August 2025 for EQR 
validation. 

(iii) Review of Compliance with Medicaid and CHIP1 Managed Care Regulations – This activity determines 
MCE compliance with their contract and with state and federal regulations. The performance period 
under review presented in this report is for SFY 2025. PCCM-Es submitted policies and member files in 
October 2025 for EQR validation. 

 
The Centers for Medicare and Medicaid Services (CMS) defines “validation” in Title 42 CFR § 438.320 Definitions 
as “the review of information, data, and procedures to determine the extent to which they are accurate, 
reliable, free from bias, and in accord with standards for data collection and analysis.” 
 
The results of these EQR activities are presented in individual activity sections. Each of the activity sections 
includes information on: 

• data collection and analysis methodologies;  

• comparative findings; and  

• where applicable, the PCCM-E’s performance strengths and opportunities for improvement.  

High-Level Program Findings and Recommendations 
IPRO used the analyses and evaluations of SFY 2025 EQR activity findings to assess the performance of Alabama 
Coordinated Health Network (ACHN) entities in providing quality, timely, and accessible health care services to 
Medicaid members. The individual entities were evaluated against state and national benchmarks for measures 
related to the quality, timeliness, and access domains, and results were compared to previous years for 
trending, when possible.  
 
The following provides a high-level summary of these findings for the ACHN program. The overall findings for 
the entities were also compared and analyzed to develop overarching conclusions and recommendations for 
each entity. These entity-level findings are discussed in each EQR activity section.  

Strengths Related to Quality, Timeliness, and Access  
The EQR activities conducted in SFY 2025 demonstrated that AMA and the entities share a commitment to 
improvement in providing high-quality, timely, and accessible care for recipients. The following outlines 
program strengths identified during the EQR. 

Quality Improvement Projects 
During SFY 2026, IPRO conducted two QIP validations, one at the end of SFY Quarter 2 and another at the end 
of SFY Quarter 4. From baseline (SFY 2023) to interim measurement (SFY 2025), three of the seven entities 
demonstrated improvement in at least one adverse birth outcomes QIP performance indicator; five of the 
seven entities demonstrated improvement in at least one childhood obesity QIP performance indicator; and 
four of the seven entities demonstrated an improvement in at least one substance use disorder (SUD) QIP 
performance indicator. In the domain of quality, there were 19 performance indicators that demonstrated an 
improvement. In the domain of timeliness, there were 15 performance indicators that demonstrated an 
improvement. In the domain of access, there were nine performance indicators that demonstrated an 
improvement. For detailed QIP results, refer to Section III, Validation of Performance Improvement Projects. 

 
1 Children’s Health Insurance Program. 
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Performance Measures  
(National Committee for Quality Assurance [NCQA®] national Medicaid benchmarks are referenced in Section IV, 
Validation of Performance Measures unless stated otherwise.)  
 
All seven entities met or exceeded the state incentive benchmarks for the following measures: Adult Body Mass 
Index (BMI) Assessment, Asthma Medication Ratio (ages 19–64 years and 5−18 years), Children and 
Adolescents' Access to Primary Care Practitioners (ages 12-19), Cervical Cancer Screening, and Weight 
Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents – BMI Assessment. 
 
In the domains of quality, timeliness, and access, the statewide average was equal to or above the national 
Medicaid 90th percentile for Weight Assessment and Counseling for Nutrition and Physical Activity for 
Children/Adolescents – BMI Assessment and Asthma Medication Ratio (ages 19–64 years). 

Minimum Performance Standards  
The ACHNs have the opportunity to participate in an incentive program based upon the achievement of AMA-
determined benchmarks for each of the quality measures. If the ACHN achieves the minimum necessary of the 
annual benchmarks, they will be eligible to receive up to 15% incentive payment. AMA will distribute earned 
incentive funds based on ACHN’s performance for the incentive measures of the previous CY. 

Systems Performance Review 
A comprehensive systems performance review (SPR) is conducted once every 3 years. The last comprehensive 
SPR covered the SFY 2025 review period of October 1, 2024−September 30, 2025. All entities demonstrated full 
compliance across the following policy review areas: Care Coordination, Provider Selection and Participation, 
Grievances, Health Information Management Systems (HIMS), and Disenrollment Requirements. In addition, all 
entities demonstrated full compliance with Recipient Grievances file reviews.  
 
For detailed results of the 2025 SPR, refer to Section V, Review of Compliance with Medicaid and CHIP Managed 
Care Regulations. 

Opportunities for Improvement Related to Quality, Timeliness, and Access 
The following outlines program opportunities for improvement identified during the EQR. 

Quality Improvement Projects 
From baseline (SFY 2023) to interim measurement (SFY 2025), five of the seven entities demonstrated a decline 
in performance in at least one adverse birth outcomes QIP performance indicator; one of the seven entities 
demonstrated a decline in performance in at least one childhood obesity QIP performance indicator; and all 
seven of the entities demonstrated a decline in performance in at least one SUD QIP performance indicator. In 
the domain of quality, there were 14 performance indicators that demonstrated a decline in performance. In 
the domain of timeliness, there were 12 performance indicators that demonstrated a decline in performance. 
In the domain of access, there were two performance indicators that demonstrated a decline in performance.  
 
For detailed QIP results of the SFY 2025 QIPs, refer to Section III, Validation of Performance Improvement 
Projects. 

Performance Measures  
(NCQA national Medicaid benchmarks are referenced in Section IV, Validation of Performance Measures unless 
stated otherwise.) 
 
All seven entities performed below the state incentive benchmarks for the following measures: Antidepressant 
Medication Management (Continuation Phase), Initiation and Engagement of Treatment for Alcohol and Other 
Drugs (AOD; Initiation). 
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In the domains of quality, timeliness, and access the statewide average was below the national Medicaid 10th 
percentile for Antidepressant Medication Management (Continuation Phase) and Well-Child Visits in the First 
15 Months of Life.  

Systems Performance Review 
Each of the ACHN entities achieved an overall review determination of “partial,” indicating that one or more of 
the requirements reviewed during the 2025 SPR did not demonstrate full compliance. All the entities received a 
partial determination for Information Requirements and Quality Assurance and Performance Improvement 
(QAPI)/Quality Management. For detailed results of the 2025 SPR, refer to Section V, Review of Compliance 
with Medicaid and CHIP Managed Care Regulations. 

Recommendations for ACHN Entities and AMA 
The following recommendations are based on the aforementioned opportunities for improvement.  

Quality Improvement Projects 

Adverse Birth Outcomes 
• Given the observed decline in performance across at least one adverse birth outcomes QIP indicator among 

five of the seven entities from SFY 2023 to SFY 2025, it is recommended that the entities conduct a targeted 
root cause analysis (RCA) and implement corrective actions to address drivers of declining performance, with 
focused monitoring to ensure improvement by the next measurement period.  

Childhood Obesity 
• As six of the seven entities demonstrated improvement in childhood obesity QIP performance, it is 

recommended that current improvement efforts be continued. The one entity that experienced a decline 
should conduct a focused review of contributing factors and implement targeted, evidence‑based 
interventions to address identified gaps and improve performance by the next measurement period. 

Substance Use Disorder 
• As all seven entities experienced a decline in at least one SUD QIP indicator, it is recommended that the 

entities conduct targeted reviews of contributing factors and implement evidence‑based interventions to 
improve performance. 

Performance Measures 
• As all entities performed below state benchmarks and statewide averages fell below the national Medicaid 

10th percentile for key behavioral health (BH) and preventive care measures, it is recommended that 
entities implement targeted, evidence‑based interventions to improve treatment engagement, continuity of 
care, and access, with focused performance monitoring.  

Systems Performance Review 
• Each ACHN entity should address the recommendations made in the SPR finding reports issued February 

2026.  

• As all ACHN entities received partial determinations for Information Requirements and QAPI/Quality 
Management, and none of the care coordination case files reviewed met requirements due to repeated 
misinterpretation of state‑required timelines, it is recommended that the entities collaborate with AMA to 
implement a systemwide corrective strategy to ensure timely care plan reviews, consistent medication 
reconciliation, required multidisciplinary care team (MCT) meetings, and timely periodic re‑assessments. 
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II. Alabama Medicaid Managed Care Program 

Managed Care in Alabama 
The state of Alabama’s Medicaid program is administered through AMA. The Medicaid program provides 
healthcare coverage for approximately 885,000 individuals enrolled in the ACHN program. There are seven 
ACHN entities contracted with AMA, each responsible for a defined region of the state. 
 
In 2019, the state went live with their 1915(b) waiver, which consolidated their previous programs (Patient 1st, 
Health Home, Maternity Care, and Plan First) into a single, region-specific care coordination program referred 
to as the ACHN. 
 
The Patient 1st program was launched in 2004 and followed a traditional PCCM model, wherein AMA 
contracted with physicians who had agreed to serve as primary medical providers, providing medical services 
directly or through a referral process. The Health Home program was established regionally in 2012 and 
expanded statewide in 2015. This program relied on primary medical providers contracted with Health Home to 
provide PCCM services to Health Home enrollees. The Maternity Care program was established in 1988 and was 
developed to address infant mortality and the lack of delivering health care professionals (DHCPs). The Plan 
First program was implemented in 2000 to address the need for continued family planning services to 
individuals who would have otherwise lost eligibility, with services designed to reduce unintended pregnancies 
and improve the well-being of children and families. Women 19–55 years of age with incomes at or below 141% 
of the federal poverty level (FPL) were eligible. A standard income disregard of 5% of the FPL was applied if the 
individual was not eligible for coverage due to excess income. In 2015, AMA began coverage of vasectomies and 
care coordination for Medicaid-eligible males ages 21 years or older. It is anticipated that combining these 
programs (Patient 1st, Health Home, Maternity Care, and Plan First) will help improve care coordination efforts 
and health outcomes among Alabama’s Medicaid population.  
 
The ACHN program transforms the Alabama Medicaid delivery system into a more flexible and cost-efficient 
effort. The ACHN program utilizes a value-based purchasing (VBP) strategy that aligns incentives for the state, 
ACHN, providers, and enrollees to achieve the program’s overarching program objectives. 
 
Alabama’s Medicaid Child Health Plus (CHIP) program offers medical coverage to uninsured children under 19 
years of age who do not qualify for Medicaid. Medicaid CHIP recipients are eligible to receive ACHN services.  
 
Table 1 displays Medicaid enrollment and assignment across the seven entities as of December 2025. 
 
Table 1: Medicaid Enrollment and Assignment by ACHN Entity  

ACHN Entity1 
Number of Recipients Enrolled in 

ACHN (1/1/25–12/31/25) 
Number of Recipients Assigned to 

Region (12/1/25–12/31/25) 

ACN Mid-State  11,556 133,218 

ACN Southeast 9,032 122,633 

Gulf Coast Total Care 10,498 145,431 

My Care Alabama Central 9,275 114,588 

My Care Alabama East 8,169 127,492 

My Care Alabama Northwest 8,818 115,292 

North Alabama Community Care 9,764 129,237 
1 Includes eligible individuals in the following capitation categories: FLMCD ACHN Full Medicaid, FMCHP ACHN 
Full Medicaid CHIP, FPLAN ACHN Family Planning, and SOBRA ACHN Maternity. 
ACHN: Alabama Coordinated Health Network; ACN: Alabama Care Network. 
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Alabama Medicaid Quality Strategy 
In AMA’s continued effort to place an emphasis on quality and care coordination and to improve health 
outcomes for Alabama Medicaid enrollees, the quality strategy serves as a framework for communicating 
AMA’s approach to ensuring that individuals have timely access to high-quality services in a coordinated, cost-
effective manner that contributes to the improved health of the population.  
 
AMA has used lessons learned from establishing regional care organizations (RCOs), the Maternity Care 
program, the Patient 1st program, the Patient Care Networks of Alabama (PCNA), and the Health Home 
program to design and implement a new approach for improving health care outcomes. As with any other new 
program, Alabama’s Medicaid program faces significant challenges related to quality, access, and cost of health 
care services. These challenges are heightened, in part, due to a lack of provider incentives to coordinate care 
across the continuum of physical and behavioral health. In offering incentives through a new payment model 
and by addressing these challenges, AMA, in partnership with the ACHN program, can more effectively manage 
the total cost of care, improve health outcomes, and reduce avoidable hospital care. In addition, Alabama 
providers have limited means of sharing essential medical information through information technology. 
However, with the inception of this newly designed program, AMA is actively trying to ensure quality 
improvement (QI), as providers are encouraged to not only adopt and implement electronic health record 
technology but also to utilize AMA’s current health information exchange (HIE). The ACHN entities are also 
responsible for creating their own HIMS to track and monitor patient progress.  
 
In moving toward a system of coordinated care, Alabama has placed an emphasis on quality and has identified 
maternity outcomes, obesity, and substance use as opportunities/priority areas. Through the ACHN program, 
AMA seeks to accomplish the following objectives: 

• Improve care coordination and reduce fragmentation in the state’s delivery system.  

• Create aligned incentives to improve beneficiary clinical outcomes.  

• Improve access to health care providers.  
 

Each of the ACHN entities are required to develop QIPs to address the following clinical topics: prevention of 
childhood obesity, infant mortality/adverse birth outcomes, and SUDs.  
 
Table 2 presents strategy goals and objectives established by the state to improve health outcomes among the 
state’s Medicaid population through the ACHN program. 
 
Table 2: Alabama Medicaid Quality Strategy Goals and Objectives 

Objective 
Objective 

Description Quality Measure 
Baseline  
MY 2021 

Year 1 
MY 2022 

Year 2 
MY 2023 

Target  
MY 2024 

Goal 1: 
Improve 
access to 
quality, 
cost-
effective 
coordinated 
care for 
enrollees –
1.1 

Increase 
percentage of 
children ages 0−15 
months who had 6+ 
well-child visits in 
MY. 

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

52.8% 55.4% 59.4% 61.8% 
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Objective 
Objective 

Description Quality Measure 
Baseline  
MY 2021 

Year 1 
MY 2022 

Year 2 
MY 2023 

Target  
MY 2024 

Goal 1 – 1.2 Increase 
percentage of 
children ages 12−24 
months who has a 
visit with a PCP in 
the MY. 

Children and 
Adolescents’ Access 
to Primary Care 
Practitioners (CAP-
CH1) 

84.47% 88.2% 92.5% 96.9% 

Goal 1 – 1.3 Increase 
percentage of 
children 25 months 
- 6 years who had a 
visit with a PCP in 
the measurement 
year 

Children and 
Adolescents’ Access 
to Primary Care 
Practitioners (CAP-
CH2) 

81.7% 81.8% 84.5% 89.8% 

Goal 1 – 1.4 Increase 
percentage of 
children ages 7−11 
years who had a 
visit with a PCP in 
the MY. 

Children and 
Adolescents’ Access 
to Primary Care 
Practitioners (CAP-
CH3) 

85.9% 86.5% 88.3% 93.4% 

Goal 1 – 1.5 Increase 
percentage of 
children and 
adolescents ages 
12−19 years who 
had as visit with a 
PCP in the MY. 

Children and 
Adolescents’ Access 
to Primary Care 
Practitioners (CAP-
CH4) 

83.9% 84.2% 85.4% 91.9% 

Goal 2: 
Improve 
maternal 
and infant 
health of 
enrollees at 
risk for 
adverse 
birth 
outcomes – 
2.1 

Increase 
percentage of 
mothers receiving 
timely prenatal care 
in the MY. 

Prenatal and 
Postpartum Care: 
Timeliness of 
Prenatal Care (PPC-
CH) 

75.5% 74.2% 73.0% 79.2% 

Goal 2 – 2.2 Decrease 
percentage of live 
births weighing less 
than 2,500 grams 
for infants born to 
mothers during the 
MY. 

Live Births Weighing 
Less than 2,500 
Grams  
(LBW-CH) 

11.3% 11.4% 11.1% 8.6% 
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Objective 
Objective 

Description Quality Measure 
Baseline  
MY 2021 

Year 1 
MY 2022 

Year 2 
MY 2023 

Target  
MY 2024 

Goal 3: 
Improve 
health of 
enrollees 
with 
childhood 
obesity – 
3.1 

Increase 
percentage of 
children ages 3−17 
years who had an 
outpatient visit and 
BMI percentile 
documentation 
during the MY. 

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

95.9% 97.8% 98.4% 61.0% 

Goal 4: 
Improve 
behavioral 
health of 
enrollees 
with SUD – 
4.1 

Increase 
percentage of 
enrollees who 
timely initiate 
treatment for AOD 
(within 14 days of 
diagnosis). 

Initiation and 
Engagement of 
Treatment for AOD − 
Initiation (IET-AD) 

34.9% 34.8% 34.8% 40.1% 

Goal 4 – 4.2 Increase 
percentage of 
enrollees who 
initiated treatment 
for AOD and were 
timely engaged in 
ongoing treatment 
(within 34 days of 
the initiation visit). 

Initiation and 
Engagement of 
Treatment for AOD − 
Continuation (IET-
AD) 

6.9% 8.0% 7.4% 10.3% 

MY: measurement year; PCP: primary care provider; BMI: body mass index; AOD: alcohol and other drug. 

Descriptions of interventions planned by AMA to achieve the goals of their Medicaid and Child Health Plus 
Program Quality Strategy are as follows. 

Goal 1: Improve access to quality, cost-effective coordinated care for enrollees. 

• Well-Child Visit Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) 
o AMA will continue to work with the ACHNs to improve these rates in 2022 and beyond by identifying 

and addressing access issues faced by recipients particularly in rural communities. In addition, AMA will 
encourage collaborative partnerships and work with providers to understand and mitigate barriers faced 
when providing care to recipients. 

• Telehealth/Telemedicine  
o To promote accessibility to services, all physicians with an Alabama license enrolled as a provider with 

AMA are eligible to participate in the Telemedicine Program to provide medically necessary 
telemedicine services to Alabama-Medicaid–eligible recipients. 

 
Goal 2: Improve maternal and infant health of enrollees at risk for adverse birth outcomes. 

• Maternity Outcomes 
o AMA aims to reduce undesirable maternity outcomes by using the ACHNs to implement appropriate 

interventions through their infant mortality/adverse birth outcomes QIP.  
o AMA will continue to work with providers and the ACHNs to improve rates for live births less than 2,500 

grams. 
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o The state exceeded target goals for Prenatal and Postpartum Care Timeliness (75.5%) and is aiming to 
reach the 5-year benchmark in MY 2024 (79.2%). To help improve maternal health, Medicaid evaluates 
the usage of benefits and maternal health outcomes (e.g., screening for clinical depression, decreasing 
the prevalence of hypertension and diabetes during pregnancy, and increasing the rate of contraceptive 
care, all as aspects of inclusive postpartum care). 

 
Goal 3: Improve health of enrollees with childhood obesity. 

• Childhood Obesity 
o AMA aims to decrease these rates by using the ACHN entities to implement appropriate interventions 

through their prevention of childhood obesity QIP. Rates have continued to improve each year. AMA 
anticipates large rate increases every year until an optimal rate is reached. 

 
Goal 4: Improve behavioral health of enrollees with SUD. 

• SUD 
o AMA addresses SUD by using the ACHNs to implement appropriate interventions through their SUD QIP. 
o Alabama is committed to building on the state’s efforts to fight opioid addiction by taking actions to 

reduce inappropriate opioid prescribing and dispensing; increase public awareness about naloxone 
distribution and access; ensure a pathway to recovery for individuals with SUD; and provide vital 
resources to all Alabamians living with SUDs, including their family members, community providers, and 
healthcare and law enforcement professionals.  

 

To ensure consistent communication and engagement in QI, AMA has established various forums and requires 
participation of ACHN entities and their active providers in routine meetings. The Internal ACHN Quality Forum 
provides a setting for ACHN entities and AMA to pose questions, share ideas and best practices, discuss new 
evidence-based research and initiatives, and request training or other support. The external-quality–related 
committees, including the Quality Assurance Committee and the Citizen’s Advisory Committee, are charged 
with supporting quality management activities. The Quarterly Quality Collaborative is an AMA-led effort in 
which the ACHN entities must participate to discuss utilization and management reports and strategies, 
innovative health care strategies, QI goals and measures, and QIP progress and evaluation, as well as to share 
program operations and support needs. The Regional Medical Management Committee is the responsibility of 
the ACHN entities to establish, chaired by their medical director and comprised of all actively participating 
providers. The purpose of this committee is to implement and supervise program initiatives centered around 
quality measures; review utilization data with primary care providers (PCPs), as needed, in order to achieve 
quality goals of the ACHN entities; review and assist the ACHN entities in implementing and evaluating QIPs; 
and to discuss and resolve any issues that the PCPs or the ACHN entities encounter in providing care 
coordination services to their recipients. The Consumer Advisory Committee is designed to advise the ACHN 
entities on ways they can be more efficient in providing quality care to their enrollees. Lastly, the Medical Care 
Advisory Committee is a state-established committee to advise on policy development and program 
administration. 
 
The ACHN program utilizes a VBP strategy that aligns incentives for the state, ACHN, providers, and enrollees to 
achieve the program’s overarching program objectives. AMA offers a quality incentive payment, wherein an 
ACHN entity may earn an incentive payment of up to 10% of total revenues if the entity meets quality targets 
set by AMA. There are 10 quality measures used to assess ACHN entity performance, in addition to eight PCP 
quality measures that are similar to/align with these measures. Table 3 and Table 4 detail these measures.  
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Table 3: ACHN Quality Measures 

Acronym Description 

W15-CH Well-Child Visits in the First 15 Months of Life 

ABA-AD Adult BMI Assessment  

WCC-CH Child BMI Assessment 

CCS-AD Cervical Cancer Screen 

AMR-CH Asthma Medication Ratio (child measure) 

AMR-AD Asthma Medication Ratio (adult measure) 

AMM-AD Antidepressant Medication Management 

LBW-AD Live Births Less Than 2,500 Grams 

CAP-CH Children and Adolescents’ Access to Primary Care Practitioners (four age categories) 

PPC-CH Prenatal and Postpartum: Timeliness of Prenatal Care 

IET-AD Initiation and Engagement of Treatment for AOD (Initiation and Continuation Phases) 

ACHN: Alabama Coordinated Health Network; BMI: body mass index; AOD: alcohol and other drugs. 

Table 4: PCP Quality Measures 

Acronym Description 

AWC Adolescent Well-Care Visits 

W34 Well-Child Visits for Children (ages 3–6 years) 

CIS Immunization Status – Child 

IMA Immunization Status – Adolescent 

AMM Antidepressant Medication Management 

CDC HbA1c Test for Diabetic Patients 

FUA Follow-up After ER Visit for Alcohol and Other Drugs 

CHL Chlamydia Screening in Women 

PCP: primary care provider; HbA1c: hemoglobin A1c; ER: emergency room. 

AMA's Analytics Division creates scorecards for providers to assess their quality, cost-effectiveness, and patient-
centered medical home (PCMH) recognition bonus payment as part of the PCP Bonus Payment Program. The 
PCP bonus payment is divided into three sections: quality (50%), cost-effectiveness (45%), and PCMH 
recognition (5%), with an annual limit. Providers receive their full bonus payment initially, but the payment will 
eventually be based on performance. Attribution assigns recipients to providers, determining the PCP bonus 
payment, which is distributed quarterly. Payments began in November 2019 and have been distributed 
quarterly since January 2020. 

At the end of each fiscal year, AMA meets with the ACHN entities to review the quality measures and share best 
practices. Further, each quarter, AMA meets with each entity to review preliminary data, review measure 
specifications, plan for data gathering, and share early successes and challenges. 
 
On a monthly and quarterly basis, AMA analyzes all available quality reporting to monitor program 
performance, evaluating reports not only for compliance with contractual requirements but also for progress 
toward achieving AMA’s program effectiveness goals. Many reporting elements serve as leading indicators for 
overall program effectiveness. While AMA’s first step is to provide technical assistance and learning 
collaborative opportunities for the ACHN entities, AMA will implement sanctions or corrective action plans 
(CAPs) to remedy any noncompliance, when necessary. 
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AMA conducts ongoing monitoring and supervision as required by Title 42 CFR § 438.66 to determine the ACHN 
entities’ ability to provide services to recipients and resolve any identified operational deficiencies. AMA may 
require the entity to develop and implement CAPs demonstrating their ability to satisfy the requirements of 
their contract. ACHN entities are contractually required to submit a variety of reports to AMA on a regular basis, 
as illustrated in Table 5. These reports cover many topics, including those related to enrollee services, provider 
availability and accessibility, care coordination, quality management, utilization management (including 
underutilization of care), finance and solvency, and grievances and appeals, among others. In addition, ACHN 
entities are required to submit accurate and complete case management data monthly. AMA will use case 
management data in their monitoring activities, as well as for capitation rate development. 
 
Table 5: ACHN Reporting Requirements 

ACHN Report Title Frequency of Reporting 

Consumer Advisory Committee and Governing Board Minutes Quarterly (alternating)  

Care Coordination Data  As required  

Cash Flow Flash Report  Monthly  

Financial  Quarterly and annually  

Fraud and Abuse Activities  As required  

Grievances Log  Quarterly  

Medical Management Committee Minutes  Quarterly and annually  

Outreach and Education Activities  Quarterly  

PCP and DHCP List  Quarterly and annually 

Performance Reports  Quarterly  

Pharmacy  Quarterly  

Quality Improvement  Quarterly  

ACHN: Alabama Coordinated Health Network; PCP: primary care provider; DHCP: delivering health care 
provider. 

To help confirm that ACHN entities submit reports to AMA that are meaningful and comparable across regions, 
AMA developed a reporting manual that is made available to the ACHN entities. This reporting manual defines 
the specifications and formats that entities must use when developing and submitting reports to AMA. When 
reviewing the ACHN reports, AMA uses standard operating procedures to collect, analyze, and summarize 
findings for each report. Health system managers also compile report findings across ACHN entities to identify 
areas of opportunity for discussion at ACHN quarterly meetings and learning collaboratives. As part of the 
ongoing monitoring phase, each health systems manager is required to conduct a quarterly onsite visit to 
ensure the entity is meeting contractual obligations in addition to efficiently and effectively serving the 
Medicaid population and improving health outcomes. These visits provide insight into day-to-day operations 
and allow the health systems manager to see and experience workflows and processes that might not be 
witnessed while offsite. 

IPRO’s Assessment of the Alabama Medicaid Quality Strategy 
Alabama’s Medicaid quality strategy aligns with the federal regulations in Title 42 CFR § 438.340(b). Assessment 
of the ACHN program and strategies for improvement are clearly stated, and methods for measuring and 
monitoring ACHN entity progress toward improving health outcomes incorporate EQR activities. The quality 
strategy will evolve as the ACHN program continues to grow, as more data become available, and as AMA 
gathers additional feedback from stakeholders, beneficiaries, providers, and state agencies.  
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In August 2023, AMA updated their quality strategy by incorporating quantifiable targets for each quality 
measure, addressing access to care by promoting telehealth/telemedicine services, and providing a description 
of the PCP bonus payment methodology.  
 
From the baseline period MY 2021 to MY 2023, three statewide performances related to the four goals have 
either met or exceeded the 2022 targets. Focus areas that exceeded target performance included increasing 
the percentage of children aged 0−15 months who had six or more well-child visits and increasing the 
percentage of mothers receiving timely prenatal care. 

Recommendations to AMA 
• Overall, performance measurement is progressing towards target goals at this point in the quality strategy 

plan. Quantitative and qualitative data should continue to be collected to identify successes, best practices, 
barriers, challenges, and opportunities across QI focus areas.  

• Continue to work with the ACHN entities and providers to identify and address access issues faced by 
recipients, particularly in rural communities.   
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III. Validation of Performance Improvement Projects 

Objectives 
Title 42 CFR § 438.330(d) establishes that state agencies require contracted MCEs to conduct PIPs that focus on 
both clinical and nonclinical areas. According to CMS, the purpose of a PIP is to assess and improve the 
processes and outcomes of health care provided by these entities.  
 
AMA requires each ACHN entity to develop and implement QIPs to assess and improve processes of care with 
the desired result of improving outcomes of care. The projects are focused on the health care needs that reflect 
the demographic characteristics of the ACHN entities’ membership, the prevalence of disease, and the potential 
risks of the disease. AMA requires each of the ACHN entities to perform one QIP for each of the following 
topics: adverse birth outcomes, childhood obesity, and SUD. An assessment is conducted for each project upon 
proposal submission and again for interim and final remeasurement using a tool developed by IPRO and 
consistent with CMS EQR protocols. Updated reports are provided quarterly and assessed by IPRO and AMA.  
 
AMA contracted with IPRO to validate the QIPs that were conducted in SFY 2025. A validation was conducted 
for each QIP at the end of SFY Quarter 2 and SFY Quarter 4. In addition to the performance indicators 
developed by the ACHN entities, AMA has selected specific performance indicators for each QIP topic that every 
ACHN entity must report. The QIP topics and the state selected performance indicators are displayed in Table 6.  
 
Table 6: ACHN Entity QIP Topics  

QIP Topics1 Performance Indicators 

Adverse Birth Outcomes Live births weighing less than 2,500 grams 

Childhood Obesity Child and adolescent well-care visits 

Substance Use Disorder Initiation and engagement of AOD abuse or dependence treatment 
1 Includes QIPs that started, are ongoing, and/or were completed in the review year. 
ACHN: Alabama Coordinated Health Network; QIP: quality improvement project; AOD: alcohol and other drugs.  

Technical Methods of Data Collection and Analysis 
IPRO’s validation process begins at the QIP proposal phase and continues annually through the life of the QIP. 
As the QIPs are conducted, IPRO provides technical assistance to each ACHN entity. CMS’s Protocol 1. Validation 
of Performance Improvement Projects was used as the framework to assess the quality of each QIP, as well as to 
score the compliance of each QIP with both federal and state requirements. IPRO’s assessment involves the 
following 10 elements: 
1. Review of the selected study topic(s) for relevance of focus and for relevance to the entity’s enrollment. 
2. Review of the project aims and objectives, ensuring alignment with interventions.  
3. Review of the identified study population to ensure it is representative of the entity’s enrollment and 

generalizable to the entity’s total population.  
4. Review of selected study indicator(s), which should be objective, clear, unambiguous, and meaningful to the 

focus of the QIP.  
5. Review of sampling methods (if sampling used) for validity and proper technique.  
6. Review of the data collection procedures to ensure complete and accurate data were collected.  
7. Review of the data analysis and interpretation of study results.  
8. Assessment of the improvement strategies for appropriateness.  
9. Assessment of the likelihood that reported improvement is “real” improvement. 
10. Assessment of whether the entity achieved sustained improvement.  
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Following the review of the listed elements, the review findings are considered to determine whether the QIP 
outcomes should be accepted as valid and reliable. Specific to Alabama, each QIP requirement is then assessed 
based on the entity’s compliance with elements 1–10. The element is determined to be “met,” “partially met,” 
“not met,” or “not applicable.” Table 7 displays the compliance levels and their corresponding definitions. 
 
Table 7: QIP Validation Compliance Levels  

Compliance Level Compliance Level Description 

Met The entity has demonstrated that they have addressed the requirement. 

Partially met The entity has demonstrated that they have addressed the requirement but not in its 
entirety. 

Not met The entity has not addressed the requirement. 

Not applicable The requirement was not applicable for review. 

QIP: quality improvement project. 

If an element was fully met, the ACHN earned one point; if partially met, the ACHN earned 0.5 points; and if not 
met, the ACHN did not earn any points. Elements deemed not applicable were excluded from the denominator. 
Each QIP had a maximum of 32 achievable points. A compliance score was calculated based on the level of 
compliance attained for each reviewed element. AMA will use this scoring methodology to determine the 
ACHN’s compliance with QIP withhold measures.  
 
IPRO provided QIP report templates to each entity for the submission of project proposals and interim updates. 
All data needed to conduct the validation were obtained through these report submissions and supplemented 
by quarterly update calls, wherein the entities had the opportunity to discuss their projects. 
 
Upon final reporting, a determination will be made as to the overall credibility of the results of each QIP, with 
the assignment of one of three categories: 

• There were no validation findings that indicate that the credibility of the QIP results is at risk. 

• The validation findings generally indicate that the credibility of the QIP results is not at risk. Results must be 
interpreted with some caution. 

• There are one or more validation findings that indicate a bias in the QIP results. 
 
IPRO’s assessment of indicator performance will be based on four categories upon final reporting: 

• Target met (or exceeded), and performance improvement demonstrated. 

• Target not met, but performance improvement demonstrated. 

• Target not met, and performance decline demonstrated. 

• Unable to evaluate performance at this time. 

Description of Data Obtained 
Information obtained throughout the reporting period included project rationale, aims and goals, target 
population, performance indicator descriptions, performance indicator rates (baseline and interim), methods 
for PM calculations, targets, benchmarks, barriers, interventions (planned and executed), tracking measures 
and rates, and limitations.  
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Conclusions and Comparative Findings 

SFY 2025 QIP Findings 
IPRO’s evaluation of each ACHNs’ QIP methods found no validation issues that would compromise the credibility of the project results. QIP validation results for SFY 2025 by ACHN entity are 
presented in Tables 8–13.  

Table 8: Adverse Birth Outcomes QIP – SFY 2025 Validation Scores  

ACHN QIP Validation Score 

ACNM 100% 

ACNS 100% 

GCTC 100% 

MCA-C 100% 

MCA-E 94% 

MCA-NW 81% 

NACC 98% 
QIP: quality improvement project. 

Table 9: Adverse Birth Outcomes QIP – SFY 2025 Validation Results  

PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 1. Topic/Rationale – 1a. 
Attestation signed and project 
identifiers completed. 

 M   M  M M PM M M M M M M M M M 

Element 1. Topic/Rationale – 1b. 
Supported with entity-level data 
(e.g., historical data related to 
disease prevalence or screening 
rates). 

M M M M M M M M M M M M M M 

Element 2. Aim – 2a. Aims 
described for all performance 
indicators and include 
corresponding goals. 

M M PM M PM M M M PM NM M PM M PM 

Element 2. Aim – 2b. Goal sets a 
target improvement rate that is 
bold, feasible, and based upon 

M M M M M M M M PM M PM PM M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

baseline data and strength of 
interventions, with rationale 
(e.g., benchmark). 

Element 2. Aim – 2c. Vision 
statement aligns with aim, goals, 
and interventions. 

M M M M PM M M M M M M M M M 

Element 3. Methodology – 3a. 
Performance indicators are 
clearly defined and measurable 
(specifying numerator and 
denominator criteria with clearly 
defined timeframe). 

M M M M PM M M M M M M M PM M 

Element 3. Methodology – 3b. 
Performance indicators measure 
changes in health status, 
functional status, satisfaction, or 
processes of care with strong 
associations with improved 
outcomes. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3c. 
Eligible population (i.e., 
Medicaid enrollees to whom the 
PIP is relevant) is clearly and 
consistently defined. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3d. 
Procedures indicate data source, 
hybrid vs. administrative, 
reliability [e.g., inter-rater 
reliability (IRR)]. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3e. If 
sampling was used, the entity 
identified a representative 
sample, utilizing statistically 

N/A N/A M M N/A N/A N/A N/A M M M M N/A N/A 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

sound methodology to limit bias. 
The sampling technique specifies 
estimated/true frequency, 
margin of error, and confidence 
interval. 

Element 3. Methodology – 3f. 
Study design specifies data 
collection methodologies that 
are valid, reliable, and 
representative of the entire 
eligible population, with a 
corresponding timeline. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3g. 
Study design specifies data 
analysis procedures with a 
corresponding timeline. 

M M M M PM M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4a. Entity provides 
a description of their population 
and its characteristics. 

M M M M M M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4b. Stratifies 
results for at least one 
performance indicator across 
subgroups. 

M M M M M M M M M M M M M M 

Element 5. Barrier analysis – 5a. 
Barriers listed represent 
obstacles to achieving improved 
rates on performance indicators. 

M M M M M M M M M M M M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 5. Barrier analysis – 5b. 
Barrier analysis is 
comprehensive, identifying 
obstacles faced by members 
and/or providers and/or entity. 
Entity uses two or more 
methodologies, at least one of 
which originate directly from 
providers or members. 

M M M M M M M M PM M PM NM M M 

Element 5. Barrier analysis – 5c. 
There is at least one barrier 
corresponding to each 
performance indicator. 

M M M M PM M M M M M M M M M 

Element 5. Barrier analysis – 5d. 
Barrier analysis reflects 
additional knowledge gained 
throughout course of PIP 
(interim and final reports). 

N/A M N/A M N/A M N/A M N/A M N/A PM N/A M 

Element 6. Robust interventions 
– 6a. All performance indicators 
addressed by at least one 
intervention. 

M M M M PM M M M M M M M M M 

Element 6. Robust interventions 
– 6b. Interventions are active 
and clearly defined. 

M M M M PM M M M M M M M M M 

Element 6. Robust interventions 
– 6c. Interventions are informed 
by barrier analysis. 

M M M M M M M M M M M M M M 

Element 6. Robust interventions 
– 6d. Interventions involve 
actions that target a mix of 
member, provider, community, 
system, and entity. 

M M M M M M M M M M M PM M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 6. Robust interventions 
– 6e. New or enhanced, starting 
after baseline year. 

M M M M M M M M M M M M M M 

Element 6. Robust interventions 
– 6f. All interventions have 
corresponding ITMs, with 
numerators and denominators, 
and with actual data reported in 
the first and second 
remeasurement periods and 
final PIP reports. 

M M M M PM M M M M M PM PM M M 

Element 7. Results table – 7a. 
Table 6 displays accurate ITM 
rates, numerators, and 
denominators, with 
corresponding goals. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 7. Results table – 7b. 
Table 7 displays accurate 
performance indicator rates, 
numerators, and denominators, 
with corresponding goals. 

N/A M N/A M N/A M N/A M N/A NM N/A NM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8a. Provides 
robust interpretation of extent 
to which PIP is successful, and 
the factors associated with 
success (e.g., interventions). 

N/A M N/A M N/A M N/A M N/A M N/A NM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8b. Data 
presented adhere to the 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

statistical techniques outlined in 
the data analysis plan. 

Element 8. Discussion and 
validity of reported 
improvement – 8c. Analysis is 
appropriate and identifies 
changes in indicator 
performance, factors that 
influence comparability, and that 
threaten internal/external 
validity.  

N/A M N/A M N/A M N/A M N/A M N/A PM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8d. Lessons 
learned as described are 
consistent with QIP findings. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8e. Plan for 
dissemination of findings 
described. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8f. Plans to 
promote sustainability and 
spread described 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

M: met; PM: partially met; NM: not met; MY: measurement year; QIP: quality improvement project; ACNM: Alabama Care Network Mid-State; ACNS; Alabama Care Network Southeast; GCTC: 
Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; ACHN: Alabama 
Coordinated Health Network; ITM: intervention tracking measure; N/A: not applicable. 
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Table 10: Childhood Obesity QIP – SFY 2025 Validation Scores  

ACHN QIP Validation Score 

ACNM 100% 

ACNS 100% 

GCTC 100% 

MCA-C 100% 

MCA-E 97% 

MCA-NW 92% 

NACC 98% 

QIP: quality improvement project. 

Table 11: Childhood Obesity QIP – SFY 2025 Validation Results 

PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 1. Topic/Rationale – 1a. 
Attestation signed and project 
identifiers completed. 

M M M M M M M M M M M M M M 

Element 1. Topic/Rationale – 1b. 
Supported with entity-level data 
(e.g., historical data related to 
disease prevalence or screening 
rates). 

M M M M M M M M M M M M M M 

Element 2. Aim – 2a. Aims 
described for all performance 
indicators and include 
corresponding goals. 

M M M M PM M M M M M M M M M 

Element 2. Aim – 2b. Goal sets a 
target improvement rate that is 
bold, feasible, and based upon 
baseline data and strength of 
interventions, with rationale 
(e.g., benchmark). 

M M M M M M M M PM NM M M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 2. Aim – 2c. Vision 
statement aligns with aim, goals, 
and interventions. 

M M M M PM M M M M M M M M M 

Element 3. Methodology – 3a. 
Performance indicators are 
clearly defined and measurable 
(specifying numerator and 
denominator criteria with clearly 
defined timeframe). 

M M M M PM M M M M M M M PM M 

Element 3. Methodology – 3b. 
Performance indicators measure 
changes in health status, 
functional status, satisfaction, or 
processes of care with strong 
associations with improved 
outcomes. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3c. 
Eligible population (i.e., 
Medicaid enrollees to whom the 
PIP is relevant) is clearly and 
consistently defined. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3d. 
Procedures indicate data source, 
hybrid vs. administrative, 
reliability [e.g., inter-rater 
reliability (IRR)]. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3e. If 
sampling was used, the entity 
identified a representative 
sample, utilizing statistically 
sound methodology to limit bias. 
The sampling technique specifies 
estimated/true frequency, 

N/A N/A M M N/A N/A N/A N/A N/A N/A M M N/A N/A 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

margin of error, and confidence 
interval. 

Element 3. Methodology – 3f. 
Study design specifies data 
collection methodologies that 
are valid, reliable, and 
representative of the entire 
eligible population, with a 
corresponding timeline. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3g. 
Study design specifies data 
analysis procedures with a 
corresponding timeline. 

M M M M PM M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4a. Entity provides 
a description of their population 
and its characteristics. 

M M M M M M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4b. Stratifies 
results for at least one 
performance indicator across 
subgroups. 

M M M M M M M M M M M M M M 

Element 5. Barrier analysis – 5a. 
Barriers listed represent 
obstacles to achieving improved 
rates on performance indicators. 

M M M M M M M M M M M M M M 

Element 5. Barrier analysis – 5b. 
Barrier analysis is 
comprehensive, identifying 
obstacles faced by members 
and/or providers and/or entity. 

M M M M M M M M M M M M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Entity uses two or more 
methodologies, at least one of 
which originate directly from 
providers or members. 

Element 5. Barrier analysis – 5c. 
There is at least one barrier 
corresponding to each 
performance indicator. 

M M M M M M M M M M M M M M 

Element 5. Barrier analysis – 5d. 
Barrier analysis reflects 
additional knowledge gained 
throughout course of PIP 
(interim and final reports). 

N/A M N/A M N/A M N/A M N/A N/A N/A PM N/A PM 

Element 6. Robust interventions 
– 6a. All performance indicators 
addressed by at least one 
intervention. 

M M M M M M M M M M M M M M 

Element 6. Robust interventions 
– 6b. Interventions are active 
and clearly defined. 

M M M M M M M M PM M M M M M 

Element 6. Robust interventions 
– 6c. Interventions are informed 
by barrier analysis. 

M M M M PM M M M M M M M M M 

Element 6. Robust interventions 
– 6d. Interventions involve 
actions that target a mix of 
member, provider, community, 
system, and entity. 

M M M M M M M M PM M M M M M 

Element 6. Robust interventions 
– 6e. New or enhanced, starting 
after baseline year. 

M M M M M M M M M M M M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 6. Robust interventions 
– 6f. All interventions have 
corresponding ITMs, with 
numerators and denominators, 
and with actual data reported in 
the first and second 
remeasurement periods and 
final PIP reports. 

M M M M PM M M M M M PM PM M M 

Element 7. Results table – 7a. 
Table 6 displays accurate ITM 
rates, numerators, and 
denominators, with 
corresponding goals. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 7. Results table – 7b. 
Table 7 displays accurate 
performance indicator rates, 
numerators, and denominators, 
with corresponding goals. 

N/A M N/A M N/A M N/A M N/A M N/A NM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8a. Provides 
robust interpretation of extent 
to which PIP is successful, and 
the factors associated with 
success (e.g., interventions). 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8b. Data 
presented adhere to the 
statistical techniques outlined in 
the data analysis plan. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 8. Discussion and 
validity of reported 
improvement – 8c. Analysis is 
appropriate and identifies 
changes in indicator 
performance, factors that 
influence comparability, and that 
threaten internal/external 
validity.  

N/A M N/A M N/A M N/A M N/A M N/A PM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8d. Lessons 
learned as described are 
consistent with QIP findings. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8e. Plan for 
dissemination of findings 
described. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8f. Plans to 
promote sustainability and 
spread described 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

M: Met; PM: Partially Met; NM: Not Met; MY: measurement year; QIP: quality improvement project; ACNM: Alabama Care Network Mid-State; ACNS; Alabama Care Network Southeast; GCTC: 
Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; ACHN: Alabama 
Coordinated Health Network; ITM: intervention tracking measure N/A: not applicable. 
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Table 12: Substance Use Disorder QIP – SFY 2025 Validation Scores  

ACHN QIP Validation Score 

ACNM 100% 

ACNS 100% 

GCTC 94% 

MCA-C 100% 

MCA-E 94% 

MCA-NW 83% 

NACC 92% 

QIP: quality improvement project. 

Table 13: Substance Use Disorder QIP – SFY 2025 Validation Results 

PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 1. Topic/Rationale – 1a. 
Attestation signed and project 
identifiers completed. 

M M M M PM M M M M M M M M M 

Element 1. Topic/Rationale – 1b. 
Supported with entity-level data 
(e.g., historical data related to 
disease prevalence or screening 
rates). 

M M M M M M M M M M M M M M 

Element 2. Aim – 2a. Aims 
described for all performance 
indicators and include 
corresponding goals. 

M M PM M PM PM M M M M M M M M 

Element 2. Aim – 2b. Goal sets a 
target improvement rate that is 
bold, feasible, and based upon 
baseline data and strength of 
interventions, with rationale 
(e.g., benchmark). 

M M M M M PM M M PM PM PM M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 2. Aim – 2c. Vision 
statement aligns with aim, goals, 
and interventions. 

M M M M PM M M M M M M M M M 

Element 3. Methodology – 3a. 
Performance indicators are 
clearly defined and measurable 
(specifying numerator and 
denominator criteria with clearly 
defined timeframe). 

M M M M PM M M M M M M M PM M 

Element 3. Methodology – 3b. 
Performance indicators measure 
changes in health status, 
functional status, satisfaction, or 
processes of care with strong 
associations with improved 
outcomes. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3c. 
Eligible population (i.e., 
Medicaid enrollees to whom the 
PIP is relevant) is clearly and 
consistently defined. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3d. 
Procedures indicate data source, 
hybrid vs. administrative, 
reliability [e.g., inter-rater 
reliability (IRR)]. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3e. If 
sampling was used, the entity 
identified a representative 
sample, utilizing statistically 
sound methodology to limit bias. 
The sampling technique specifies 
estimated/true frequency, 

N/A N/A M M N/A N/A N/A N/A N/A N/A M M N/A N/A 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

margin of error, and confidence 
interval. 

Element 3. Methodology – 3f. 
Study design specifies data 
collection methodologies that 
are valid, reliable, and 
representative of the entire 
eligible population, with a 
corresponding timeline. 

M M M M M M M M M M M M M M 

Element 3. Methodology – 3g. 
Study design specifies data 
analysis procedures with a 
corresponding timeline. 

M M M M PM M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4a. Entity provides 
a description of their population 
and its characteristics. 

M M M M M M M M M M M M M M 

Element 4. Population analysis 
and stratification of performance 
indicator(s) – 4b. Stratifies 
results for at least one 
performance indicator across 
subgroups. 

M M M M M M M M M M M M M M 

Element 5. Barrier analysis – 5a. 
Barriers listed represent 
obstacles to achieving improved 
rates on performance indicators. 

M M PM M M M M M M M M M M M 

Element 5. Barrier analysis – 5b. 
Barrier analysis is 
comprehensive, identifying 
obstacles faced by members 
and/or providers and/or entity. 

M M PM M M M M M M M M M PM M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Entity uses two or more 
methodologies, at least one of 
which originate directly from 
providers or members. 

Element 5. Barrier analysis – 5c. 
There is at least one barrier 
corresponding to each 
performance indicator. 

M M M M M M M M M M PM NM M M 

Element 5. Barrier analysis – 5d. 
Barrier analysis reflects 
additional knowledge gained 
throughout course of PIP 
(interim and final reports). 

N/A M N/A M N/A M N/A M N/A PM N/A PM N/A NM 

Element 6. Robust interventions 
– 6a. All performance indicators 
addressed by at least one 
intervention. 

M M M M M M M M M M PM NM M M 

Element 6. Robust interventions 
– 6b. Interventions are active 
and clearly defined. 

M M PM M PM PM M M M M M M M M 

Element 6. Robust interventions 
– 6c. Interventions are informed 
by barrier analysis. 

M M M M PM M M M M M M M M M 

Element 6. Robust interventions 
– 6d. Interventions involve 
actions that target a mix of 
member, provider, community, 
system, and entity. 

M M M M M M M M M M M M M M 

Element 6. Robust interventions 
– 6e. New or enhanced, starting 
after baseline year. 

M M M M M M M M M M M M M M 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 6. Robust interventions 
– 6f. All interventions have 
corresponding ITMs, with 
numerators and denominators, 
and with actual data reported in 
the first and second 
remeasurement periods and 
final PIP reports. 

M M PM M PM PM M M M M PM M M M 

Element 7. Results table – 7a. 
Table 6 displays accurate ITM 
rates, numerators, and 
denominators, with 
corresponding goals. 

N/A M N/A M N/A M N/A M N/A M N/A PM N/A NM 

Element 7. Results table – 7b. 
Table 7 displays accurate 
performance indicator rates, 
numerators, and denominators, 
with corresponding goals. 

N/A M N/A M N/A M N/A M N/A NM N/A NM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8a. Provides 
robust interpretation of extent 
to which PIP is successful, and 
the factors associated with 
success (e.g., interventions). 

N/A M N/A M N/A M N/A M N/A M N/A NM N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8b. Data 
presented adhere to the 
statistical techniques outlined in 
the data analysis plan. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A N/A 
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PIP Components and 
Subcomponents  

ACNM 
SFY25 
Q1-2 

ACNM 
SFY25 
Q3-4 

ACNS  
SFY25 
Q1-2 

ACNS  
SFY25 
Q3-4 

GCTC  
SFY25 
Q1-2 

GCTC  
SFY25 
Q3-4 

MCA-C 
SFY25 
Q1-2 

MCA-C 
SFY25 
Q3-4 

MCA-E 
SFY25 
Q1-2 

MCA-E 
SFY25 
Q3-4 

MCA-NW 
SFY25 
Q1-2 

MCA-NW 
SFY25 
Q3-4 

NACC  
SFY25 
Q1-2 

NACC  
SFY25 
Q3-4 

Element 8. Discussion and 
validity of reported 
improvement – 8c. Analysis is 
appropriate and identifies 
changes in indicator 
performance, factors that 
influence comparability, and that 
threaten internal/external 
validity.  

N/A M N/A M N/A M N/A M N/A M N/A PM N/A PM 

Element 8. Discussion and 
validity of reported 
improvement – 8d. Lessons 
learned as described are 
consistent with QIP findings. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8e. Plan for 
dissemination of findings 
described. 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

Element 8. Discussion and 
validity of reported 
improvement – 8f. Plans to 
promote sustainability and 
spread described 

N/A M N/A M N/A M N/A M N/A M N/A M N/A M 

M: Met; PM: Partially Met; NM: Not Met; MY: measurement year; QIP: quality improvement project; ACNM: Alabama Care Network Mid-State; ACNS; Alabama Care Network Southeast; GCTC: 
Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; ACHN: Alabama 
Coordinated Health Network; N/A: not applicable. 
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Adverse Birth Outcomes Deficient Findings 
Through the validation process, IPRO determined that the review elements shown in Table 14 did not achieve full compliance during the second validation of the SFY 2025 Adverse Birth 
Outcomes QIP. ACNM, ACNs, GCTC, and MCA-C were fully compliant with all review elements. 
 
Table 14: Adverse Birth Outcomes QIP – SFY 2025 Deficient Review Elements 

Section Review Element Review Determination Review Comments 

My Care Alabama East – 
Element 2. Aim 

2a. Aims described for All Performance Indicators 
and include corresponding goals 

Not met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1.  

My Care Alabama East – 
Element 7. Results table 

7b. Table 7 displays accurate performance 
indicator rates, numerators, and denominators, 
with corresponding goals. 

Not met Issues were identified with the format and data presented in Table 7. 

My Care Alabama 
Northwest – Element 2. 
Aim 

2a. Aims described for All Performance Indicators 
and include corresponding goals. 

Partially met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1. Baseline and goal rates were not listed in Table 1. 

My Care Alabama 
Northwest – Element 2. 
Aim 

2b. Goal sets a target improvement rate that is 
bold, feasible, & based upon baseline data & 
strength of interventions, with rationale, e.g., 
benchmark. 

Partially met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1. 

My Care Alabama 
Northwest – Element 5. 
Barrier Analysis 

5b. Barrier analysis is comprehensive, identifying 
obstacles faced by members and/or providers 
and/or entity. Entity uses two or more of the 
methodologies in parentheses, at least one of 
which is directly from providers or members. 

Not met Lack of descriptions for some interventions listed in Table 5.  

My Care Alabama 
Northwest – Element 5. 
Barrier Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Partially met It is unclear if barrier analysis was ongoing, as some interventions have been in 
place for at least a year yet have seen little volume. 

My Care Alabama 
Northwest – Element 6. 
Robust Interventions 

6d. Interventions involve actions that target a mix 
of member, provider, community, system, and 
entity. 

Partially met All interventions described are member focused. 

My Care Alabama 
Northwest – Element 6. 
Robust Interventions 

6f. All interventions have corresponding 
intervention tracking measures (generally monthly 
or quarterly), with numerator/denominator 
(specified in proposal and baseline QIP reports, 
with actual data reported in First Remeasurement 
Period and Second Remeasurement Period/Final 
QIP Reports). 

Partially met Barriers 2-5 and their corresponding interventions are not aligned. 
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My Care Alabama 
Northwest – Element 7. 
Results table 

7b. Table 7 displays accurate Performance 
Indicator rates, numerators and denominators, 
with corresponding goals. 

Not met Issues identified with the format of Table 7 and the table no longer provides 
required data. 

My Care Alabama 
Northwest – Element 8. 
Discussed and Validity of 
Reported Improvement 

8a. Provides robust interpretation of extent to 
which QIP is successful, and the factors associated 
with success (e.g., interventions). 

Not met The discussion section lacked an assessment of data and trends on available data 
at the time this report was submitted. 

My Care Alabama 
Northwest – Element 8. 
Discussed and Validity of 
Reported Improvement 

8c. Analysis is appropriate and identifies changes in 
indicator performance, factors that influence 
comparability, and that threaten internal/external 
validity. 

Partially met The discussion section did not have a detailed quantitative analysis of the 
performance indicator results and ITMs. 

North Alabama 
Community Care – 
Element 2. Aim 

2a. Aims described for All Performance Indicators 
and include corresponding goals. 

Partially met 
Issues were identified with alignment between the aim statements and the goals 
listed in Table 1.  

QIP: quality improvement project; MY: measurement year; ITM: interventions tracking measure; ACN: Alabama Care Network; Y: year; Q: quarter; PIP: performance improvement project. 

Childhood Obesity Deficient Findings 
Through the validation process, IPRO determined that the review elements shown in Table 15 did not achieve full compliance during the second validation of the SFY 2025 Childhood Obesity QIP. 
ACNM, ACNS, GCTC, and MCA-C were fully compliant with all review elements. 
 
Table 15: Childhood Obesity QIP – SFY 2025 Deficient Review Elements 

Section Review Element Review Determination Review Comments 

My Care Alabama East – 
Element 2. Aim 

2b. Goal sets a target improvement rate that is 
bold, feasible, & based upon baseline data & 
strength of interventions, with rationale, e.g., 
benchmark. 

Not met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1. 

My Care Alabama 
Northwest – Element 5. 
Barrier Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Partially met It is unclear whether barrier analysis was ongoing, as some interventions have 
seen little volume. 

My Care Alabama 
Northwest – Element 6. 
Robust Interventions 

6f. All interventions have corresponding 
intervention tracking measures (generally monthly 
or quarterly), with numerator/denominator 
(specified in proposal and baseline QIP reports, 
with actual data reported in First Remeasurement 

Partially met Some of the interventions in Table 5 do not show a description for either the 
barrier identified or the description of the intervention. It is unclear which barrier 
Intervention 2a is intended to address. 
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Period and Second Remeasurement Period/Final 
QIP Reports). 

My Care Alabama 
Northwest – Element 7. 
Results table 

7b. Table 7 displays accurate Performance 
Indicator rates, numerators and denominators, 
with corresponding goals. 

Not met Issues identified with the format of Table 7 and the table no longer provides 
required data. 

My Care Alabama 
Northwest – Element 8. 
Discussed and Validity of 
Reported Improvement 

8c. Analysis is appropriate and identifies changes 
in indicator performance, factors that influence 
comparability, and that threaten internal/external 
validity. 

Partially met The discussion section did not include data and trends on available data at the 
time the report was submitted. Data collection concerns were not included in the 
discussion. 

North Alabama 
Community Care – 
Element 5. Barrier 
Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Partially met Additional analysis of Barrier #1 was not completed to identify why PCPs are not 
committed to identifying childhood obesity. Barrier #1 is associated with two 
interventions targeting providers. 

QIP: quality improvement project; MY: measurement year; ITM: intervention tracking measure; ACHN: Alabama Coordinated Health Network; Q: quarter; PIP: performance improvement project. 

Substance Use Disorder Deficient Findings 
Through the validation process, IPRO determined that the review elements shown in Table 16 did not achieve full compliance during the second validation of the SFY 2025 Substance Use 
Disorder QIP. ACNM, ACNS, and MCA-C were fully compliant with all review elements. 
 
Table 16: Substance Use Disorder QIP – SFY 2025 Deficient Review Elements 

Section Review Element Review Determination Review Comments 

Gulf Coast Total Care – 
Element 2. Aim 

2a. Aims described for All Performance Indicators 
and include corresponding goals. 

Partially Met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1.  

Gulf Coast Total Care – 
Element 2. Aim 

2b. Goal sets a target improvement rate that is 
bold, feasible, & based upon baseline data & 
strength of interventions, with rationale, e.g., 
benchmark. 

Partially Met Issues were identified with alignment between the aim statements and the goals 
listed in Table 1. 

Gulf Coast Total Care – 
Element 6. Robust 
Interventions 

6b. Interventions are active and clearly defined. Partially Met Interventions 2a and #2b require revision to ensure they function as active 
interventions.  

Gulf Coast Total Care – 
Element 6. Robust 
Interventions 

6f. All interventions have corresponding 
intervention tracking measures (generally monthly 
or quarterly), with numerator/denominator 
(specified in proposal and baseline QIP reports, 

Partially Met To improve the ability to assess intervention effectiveness the ITMs require 
additional details or updates. 
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with actual data reported in First Remeasurement 
Period and Second Remeasurement Period/Final 
QIP Reports). 

My Care Alabama East – 
Element 2. Aim 

2b. Goal sets a target improvement rate that is 
bold, feasible, & based upon baseline data & 
strength of interventions, with rationale, e.g., 
benchmark. 

Partially Met It was unclear why benchmark rates were updated in Table 1 and how this relates 
to the goal rates. 

My Care Alabama East – 
Element 5. Barrier 
Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Partially met Table 5, which lists the barriers, should be updated throughout the QIP cycle as 
new analysis is conducted. Barrier analysis should be ongoing, identifying and 
addressing reasons for the low volume observed in the interventions and ITMs. 

My Care Alabama East – 
Element 7. Results table 

7b. Table 7 displays accurate Performance 
Indicator rates, numerators and denominators, 
with corresponding goals. 

Not met Issues identified with the format of Table 7 and the table no longer provides 
required data. 

My Care Alabama 
Northwest – Element 5. 
Barrier Analysis 

5c. There is at least one barrier corresponding to 
each performance indicator 

Not met  No barrier listed for performance indicator #3. 

My Care Alabama 
Northwest – Element 5. 
Barrier Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Partially met It is unclear whether barrier analysis was ongoing, as some interventions have 
seen little volume. 

My Care Alabama 
Northwest – Element 6. 
Robust Interventions 

6a. All performance indicators addressed by at 
least one intervention. 

Not met No barrier listed for performance indicator #3. 

My Care Alabama 
Northwest – Element 7. 
Results table 

7a. Table 6 displays accurate Intervention Tracking 
Measure rates, numerators and denominators, 
with corresponding goals. 

Partially met SFY25 Q4 measurements for Indicator 2 (ITMs 2a and 2b) are missing. 

My Care Alabama 
Northwest – Element 7. 
Results table 

7b. Table 7 displays accurate Performance 
Indicator rates, numerators and denominators, 
with corresponding goals. 

Not met Issues identified with the format of Table 7 and the table no longer provides 
required data. 

My Care Alabama 
Northwest – Element 8. 
Discussed and Validity of 
Reported Improvement 

8a. Provides robust interpretation of extent to 
which QIP is successful, and the factors associated 
with success (e.g., interventions). 

Not met The discussion section lacked an assessment of data and trends on available data 
at the time this report was submitted. 

My Care Alabama 
Northwest – Element 8. 

8c. Analysis is appropriate and identifies changes in 
indicator performance, factors that influence 

Partially met The discussion section did not include data and trends on available data at the 
time the report was submitted. Data collection concerns were not included in the 
discussion. 
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Discussed and Validity of 
Reported Improvement 

comparability, and that threaten internal/external 
validity. 

North Alabama 
Community Care – 
Element 5. Barrier 
Analysis 

5d. Barrier analysis reflects additional knowledge 
gained throughout course of QIP. 

Not met  There were no reported rates for ITMs and the ACHN did not indicate in Table 5 if 
recipient or provider feedback was utilized to assist with identifying potential 
barriers.  

North Alabama 
Community Care – 
Element 7. Results table 

7a. Table 6 displays accurate Intervention Tracking 
Measure rates, numerators and denominators, 
with corresponding goals. 

Not met  There are no reported rates for all four quarters.  

North Alabama 
Community Care – 
Element 8. Discussed 
and Validity of Reported 
Improvement 

8c. Analysis is appropriate and identifies changes in 
indicator performance, factors that influence 
comparability, and that threaten internal/external 
validity. 

Partially met Due to not having complete data from the vendors the ACHN could not conduct 
an analysis on its indicator performance. 

QIP: quality improvement project; MY: measurement year; ITM: intervention tracking measure; PIP: performance improvement project. 

QIP Summaries 
SFY 2025 QIP summaries, including aim, interventions, and overall performance, are reported in Tables 17–23 for each ACHN entity.  
 
Table 17: ACN Mid-State QIP Summaries, SFY 2025 

ACN Mid-State QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, ACN MidState aims to decrease the percentage of Live Births Weighing Less Than 2,500 Grams by 2.1 percentage points compared to 2024. Mid-State will engage 
community partners as well as Medicaid recipients and Medicaid providers to address issues related to Infant Mortality and Adverse Birth Outcomes prevention and education. We hope to 
reduce adverse outcomes by providing outreach to our patient population to increase access to supportive services by screening SDOH and providing care for comorbidities by addressing 
known risk factors such as hypertension and diabetes. We will also attempt to provide family planning services to as many qualifying recipients as possible and provide educational resources to 
those who are pregnant and/or post-partum. 
 
Interventions in 2025 

• Implement the use of Hypertension education and self-monitoring program (which includes a blood pressure cuff for home use, written educational materials, and monthly contacts via 
telephone call or in person visits over 3-6 month period by care coordination staff) for management of hypertension for recipients identified as childbearing age (18-44) who are not 
pregnant. Provide written materials and BP monitor for home use. 
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• Outreach to recipients identified as high risk of low birthweight or infant mortality and make referrals to Nurse Family Partners.  

• Refer recipients with BMI or nutritional issues to UAB dietitian. 

• Refer enrolled pregnant recipients to view Healthy Baby, Healthy Mom video series on ACNM website to promote healthy birth outcomes. 

• Provide breast pump access to recipients to assist and promote continuation of breastfeeding into postpartum period. Provide education and support to encourage breastfeeding in 
infants. 

• Provide sleep sacks and diapers to recipients. 
 
Performance Indicator Assessment 
ACNM demonstrated a decline in the performance indicator from baseline (2024) to the interim measurement period (2025). 

QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, ACN Mid-State aims to increase the percentage of Child And Adolescent Well-Care Visits (percentage of children ages 3 to 21 who had at least one comprehensive well-
care visit with a primary care practitioner (PCP) or an obstetrician/gynecologist (OB/GYN) during the measurement year) by 5 percentage points over measurement year 2024. By the end of 
2026 ACN MidState aims to increase the percentage of children ages 3 -19 years with BMI between the 5th and 85th percentile by 2.7 percentage points over measurement year 2024. Mid-
State will engage community partners as well as Medicaid recipients and Medicaid providers to address issues related to Childhood Obesity prevention and education. Mid-State will partner 
with KidOne to provide transportation services to WIC appointments in Jefferson County. Mid-State will also partner with UAB to provide dietician services/education for at-risk recipients.  
 
Interventions in 2025 

• Mid-State will identify and outreach to recipients ages 3-18 without a well visit and BMI greater than the 85th percentile from the top 5 PCP groups who have not had a well visit. 

• Implement the Healthy Lifestyle Challenge for children ages 3-18 with a BMI > 85th percentile. 

• Assist with completing the KidOne applications to provide transportation to WIC appointments for Medicaid recipients in Jefferson County. 

• Provide dietitian services to eligible recipients. 
 
Performance Indicator Assessment 
ACNM demonstrated a decline in both the performance indicators from baseline (2023) to the interim measurement period (2025). 

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, ACN MidState aims to increase the percentage of Medicaid recipients with SUD diagnosis who initiate AOD treatment through an inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days of the diagnosis to 49.2% compared to 2024. By the end of 2026, ACN MidState 
aims to increase the percentage of Medicaid recipients with SUD diagnosis who initiated and engaged in AOD treatment to 11.1% compared to 2024. Mid-State will engage multiple 
community partners as well as Medicaid recipients and Medicaid providers to address issues related to Substance Use Disorder treatment and prevention in Jefferson and Shelby counties. ACN 
MidState aims to reduce stigma related to accessing services for SUD as well as providing outreach to our patient population to increase access to supportive services, care for comorbidities, 
offer alternative strategies to avoid substance issues as well as disease process and preventative education.  
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Interventions in 2025 

• Outreach to recipients to offer Care Coordination services for assistance with primary / mental health care, or community resources. 

• Refer recipients with history/active SUD to Peer Support Specialist. 

• Recovery Resource Center to refer clients with active Medicaid for Care Coordination services to improve level of support for recipient in recovery process. 

• Provide Continuing Medical Education (CME) for Providers to address stigma toward those with Substance Use Disorders. 
 
Performance Indicator Assessment 
ACNM demonstrated an improvement in one of two performance indicators from the baseline (2023) to the interim measurement period (2025). 

ACNM: Alabama Care Network Mid-State; QIP: quality improvement project; SDoH: social determinants of health; BMI: body mass index; EPDST: Early and Periodic Screening, Diagnosis, and 
Treatment; AMA: Alabama Medicaid Agency; SUD: substance use disorder; MY: measurement year; MAT: medication assisted treatment; AOD: alcohol and other drugs; WIC: Special 
Supplemental Nutrition Program for Women, Infants, and Children; UAB: University of Alabama Birmingham. 

Table 18: ACN Southeast QIP Summaries, SFY 2025 

ACN Southeast QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, ACNS aims to reduce live births <2,500 grams from 9.1% to 8.8%. This would be an improvement rate of 3% over 2024. By the end of 2026, ACNS will increase the percentage 
of recipients aged 0 to 15 months with 6 or more well child visits from 71.9% to 75%. This would be a 4.3% increase over our 2024 Baseline. By the end of 2026, ACNS aims to improve the rate 
of pregnant recipients who attended a post-partum visit with provider from 61.7% to 67.9%. This would be a 10% improvement over our 2024 Baseline.  

 
Interventions in 2025 

• Enroll newborn recipients into well child initiative case management in order to ensure they receive preventative care and recommended vaccinations. 

• Provide an incentive to parents/guardians of newborn recipients who attend a postpartum visit with their care coordinator after delivery. 

• Provide recipients with access to Durable Medical Equipment (DME) including blood pressure and glucose monitors. ACNS will provide education on the use of DME and Case Managers will 
follow up with recipients to monitor their blood pressure and glucose levels to determine if pregnancy resulted in a healthy birth weight baby or a low birth weight baby. 

• Refer pregnant recipients with BMI or nutritional issues to UAB dietitian. 

• Outreach to pregnant recipients in Bullock County. 

• Provide sleep sacks to recipients. 
 
Performance Indicator Assessment 
ACNS demonstrated a decline in performance in all three performance indicators from baseline (2024) to the interim measurement period (2025).  
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QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By end of 2026, ACNS aims to increase the number of children aged 3 to 21 who have had at least one comprehensive well-care visit with a primary care practitioner (PCP) or an 
obstetrician/gynecologist (OB/GYN) during the measurement year by to 47.27%, which will be a 5% increase over 2024 rates. By end of 2026, ACNS still aims to increase the percentage of 
children aged 3 to 19 who have a BMI between the 5th and 85th percentile to 58.1%. This would be a 2.5% improvement over 2024 rates. ACNS will work with regional schools, certified 
dietitians, providers, and recipients to improve nutrition and fitness education and address the social determinates of childhood obesity and increase the number of recipients with a healthy 
BMI. 
 
Interventions in 2025 

• Provide education and support to encourage breastfeeding in infants through 3 months of age. 

• Provide breast pump access to maternity recipients.  

• Provide certified dietitian services to eligible recipients in the Southeast region.  

• ACNS will contact the parent/guardian of recipients aged 3 to 21 who are in need of an EPSDT/Well Visit. ACNS will also attempt to assist recipient in acquiring any needed resources and 
attempt to enroll them in case management if needed.  

• Provide step trackers for recipients with a high BMI (85% or higher) aged 6 to 12. 
 

Performance Indicator Assessment 
ACNS demonstrated an improvement in performance for both performance indicators from baseline (2024) to the interim measurement period (2025).  

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026 ACNS aims to increase the rate of recipients who initiate treatment within 14 days of SUD admission from 40% to 42%. This would equate to a 5% increase from 2024. By the 
end of 2026 ACNS aims to increase the rate of recipients who engage with treatment for 34 days after SUD admission to 14.4%. This would equate to a 2.1% increase from 2024. By the end of 
2026 ACNS aims to increase the rate of recipients that have received treatment to 9.7%. This would equal a 5% increase from 2024. ACNS will engage with multiple stakeholders, including 
Medicaid recipients, providers, and members of our community in order to improve the initiation and engagement of treatment for recipients in our region and increase awareness of the issues 
related to substance disorder in our region. 
 
Interventions in 2025 

• Partner with SpectraCare Mental Health to financially support dedicated SUD staff members in Region G. 

• Partner with Aletheia House in Opelika to refer recipients for SUD counseling and care. 

• Enroll recipients with SUD diagnosis into care with ACHN. 

• Provide education to pregnant recipients with history of marijuana use. 
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Performance Indicator Assessment 
ACNS demonstrated an improvement in performance for two of three performance indicators from baseline (2024) to the interim measurement period (2025). One of three performance 
indicators demonstrated a decline in performance from baseline (2024) to the interim measurement period (2025). 

ACNS: Alabama Care Network Southeast; QIP: quality improvement project; MY: measurement year; SIDS: sudden infant death syndrome; BMI: body mass index; ACHN: Alabama Coordinated 
Health Network. 

Table 19: GCTC QIP Summaries, SFY 2025 

GCTC QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, GCTC will reduce the Live Birth Weighing less than 2,500 grams to 10%. By the end of 2026, GCTC will increase the number of recipients that enter prenatal care in the first 
trimester or within 42 days of enrollment to 65%. By the end of 2026, GCTC will increase the percentage of live births greater than or equal to 37 weeks EGA, weighing equal to or greater than 
2500 grams that were breastfed during hospitalization and continue to be breastfed during the postpartum period to 50%. By the end of 2025, GCTC will increase the rate of pregnant recipients 
who attend the 30-day postpartum visit (PP30) with their maternity care manager to 78%. GCTC will collaborate with Maternity Care Providers (MCPs), Primary Care Providers (PCPs), network 
hospitals, recipients and their families, and local community resources to improve maternal health outcomes and decrease infant mortality for Alabama Medicaid-eligible recipients. Through 
targeted interventions including care management enrollment, prenatal and postnatal appointment adherence incentives, health outcome management and education, and increasing the 
exclusive breastfeeding rate, GCTC aims to increase maternal appointment adherence and improve maternal and infant health outcomes, ultimately lowering the instances of infant mortality 
and adverse birth outcomes.  
 
Interventions in 2025 

• Provide DME products and chronic disease education to support pregnant recipients with managing their chronic conditions. 

• Adjust in-office scheduling to allow for timely recipient enrollment appointment with GCTC. 

• Provide breast pumps on or before the postpartum visit. 

• Refer recipients with BMI or nutritional issues to UAB dietitian services. 
 
Performance Indicator Assessment 
GCTC demonstrated an improvement in performance for all four performance indicators from baseline (2023) to the interim measurement period (2025). 

QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of FY 2026, GCTC will increase the number of Well-child visits by to 75% for AMA recipients, ages 3-11yr. By the end of FY 2026, GCTC will reduce the number of AMA recipients age 
7-11 years old, with the diagnosis code of Z68.53 to 14%. GCTC will collaborate with Primary Care Providers (PCPs), pediatrician practices, recipients, and their families to improve the health 
outcomes of Alabama Medicaid-eligible recipients under the age of 18. Through targeted interventions including care management enrollment, well-child visit incentives, health outcome 
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management and education, and childhood obesity initiatives, GCTC aims to increase well-child visit adherence and improve pediatric health outcomes, ultimately lowering the instances of 
childhood obesity. 
 
Interventions in 2025 

• Outreach to recipients aged 3 to 11 that did not complete a Well-Child visit in the measurement year that live in the zip code with the highest rate of missed appointments. 

• Partner with UAB Dietician Services to provide pediatric registered dietician services. 
 

Performance Indicator Assessment 
GCTC demonstrated an improvement in performance for both performance indicators from baseline (2023) to the interim measurement period (2025).  

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2026, GCTC will increase the rate by 10% from baseline for recipients 18 years and older with a new* AOD episode that initiate treatment within 14 days of diagnosis. By the end 
of 2026, GCTC will increase the rate to 5% from baseline for recipients 18 years and older with a new* AOD episode, which are engaged in ongoing AOD treatment within 34 days of the initiation 
visit. By the end of 2026, GCTC will work to return the rate of Recipients that participate in CM and complete Phase1 (3 consecutively scheduled treatment appointments) to baseline: 93.2%. 
GCTC will engage with multiple stakeholders, including Medicaid recipients, providers, and members of our community to improve the initiation and engagement of treatment for recipients in 
our region and increase awareness of the issues related to substance disorder in our region. 
 
Interventions in 2025 

• Outreach to recipients with a new episode of AOD to provide education regarding SUD education and tool kit.  

• Targeted focus on enrolling recipients with a new episode of AOD into Care Coordination. 

• Promote Contingency Management with participating CTAs to encourage recipients to attend treatment appointments and earn gas card incentives. 
 

Performance Indicator Assessment 
GCTC demonstrated a decline in performance for two of three performance indicators from baseline (2023) to the interim measurement period (2025). One performance indicator had a goal 
rate that was equal to the baseline rate and therefore no assessment of improvement can be made. 

QIP: quality improvement project; GCTC: Gulf Coast Total Care; AOD: alcohol and other drugs; AMA: Alabama Medicaid Agency; OUD: opioid use disorder; MY: measurement year; BMI: body 
mass index; CM: care management; UAB: University of Alabama Birmingham. 

Table 20: MCA-C QIP Summaries, SFY 2025 

MCA-C QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By 12/31/2029 My Care Alabama Central aims to decrease the percentage of babies weighing less than 2500 grams by 1 percent each year. By 12/31/2029 My Care Alabama Central aims to 
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increase the percentage of students enrolled in targeted high schools that complete the Making Proud Choices Curriculum by .5% throughout the implementation period.  
 
Interventions in 2025 

• Educate and support Count the Kick app for stillbirth prevention. 

• Educate high school teens on the importance of reproductive wellness and family-planning literacy. 

• Educating recipients on managing and monitoring hypertension. 
 
Performance Indicator Assessment 
MCA-C demonstrated an improvement in performance for one of two performance indicators from baseline (2023) to the interim measurement period (2025). One performance indicator 
demonstrated a decline in performance from baseline (2023) to the interim measurement period (2025). 

QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By 12/31/2029 the entity aims to increase the following measures: the number of well-child and adolescent visit for ages 0- 30 months by 10%; the number of maternity recipients who 
attempt to breastfeed during their delivery hospital stay by 6%; the number of maternity recipients breastfeeding at post-partum visit by 4%; the number of pregnant recipients receiving WIC 
benefits during the prenatal period by 4% and the number of maternity and general MCAC enrolled recipients exposed to health literacy interventions by 3% within the implementation period. 
MCAC intends to reduce childhood obesity by utilizing care coordination interventions and maternity education in the perinatal period. Our areas of focus include evidence-based strategies in 
the prevention of obesity in children.  
 
Interventions in 2025 

• Strong Momma nurse to provide in-home breastfeeding education and support on the initiation of breastfeeding in the hospital. 

• Provide mothers support and education on use of breast pumps. 

• Encourage mothers to enroll in WIC during the prenatal period. 

• Provide recipients with health literacy education and resources. 
 

Performance Indicator Assessment 
MCA-C demonstrated an improvement in performance for all five performance indicators from baseline (2023) to the interim measurement period (2025).  

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By 12/31/2029, My Care Alabama Central aims to increase the following measures: the initiation of SUD treatment by 4.7%; the engagement of SUD treatment by 3.1%; the percentage of 
students participating in addiction prevention curricula by 1%; the percentage of students with improved the knowledge of addiction prevention by 2% and the compliance of pharmacotherapy 
for SUD patients by 10% over the course of the intervention implementation period 
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Interventions in 2025 

• Increase education of OUD prescription recommendations and among area providers to align with national recommended prescribing rate of 1:1 for recipients prescribed opioids 50mmes 
and above. 

• Provide education to adolescents on addiction prevention. 
 
Performance Indicator Assessment 
MCA-C demonstrated an improvement in performance for four of five performance indicators from baseline (2023) to the interim measurement period (2025). One performance indicator 
demonstrated a decline in performance from the baseline (2023) and the interim measurement (2025) periods. 

MCA-C: My Alabama Care Central; QIP: quality improvement project; WIC: Special Supplemental Nutrition Program for Women, Infants, and Children; APA: adult placement assessment; AOD: 
alcohol and other drugs; MY: measurement year; AMA: Alabama Medicaid Agency; ADMH: Alabama Department of Mental Health. 

Table 21: MCA-E QIP Summaries, SFY 2025 

MCA-E QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: Validation findings generally indicate that the credibility of the QIP results is not at risk. Results must be interpreted with some caution. 

Aim 
By December 31, 2026, My Care Alabama East aims to address hypertension, diabetes, and smoking during pregnancy, with the goal of reducing the incidence of live births weighing less than 
2,500 grams to 9.1%. By December 31, 2026, My Care, Alabama East aims to increase the rate of recipients who attend prenatal appointments in the 1st 13weeks to 78.7%. By December 31, 
2026, My Care, Alabama East aims to increase the rate of project eligible recipients who exclusively breastfeed to 36.4%. MCAE aims to reduce the risk of long-term health complications by 
lowering the occurrence of adverse birth outcomes in our region. This will be achieved by identifying pregnant individuals with a diagnosis of pregnancy-induced hypertension, essential 
hypertension, a history of preterm delivery or stillbirth, or gestational diabetes and providing them with early intervention. We will also encourage healthy habits such as smoking cessation when 
applicable and prenatal visits early and often for all maternity recipients. 
 
Interventions in 2025 

• Recipients with a diagnosis of hypertension will receive a pressure cuff for in-home monitoring, color coded tracker, DASH diet education, Bento styled lunchbox for meal prep and 
physician approved physical activity. 

• Provide pregnant MCA-E recipients will receive timely smoking cessation enrollment assistance. 

• Provide diabetic maternity recipients with diabetes management education, a glucose tracker, assistance with refilling testing supplies, education on the Mediterranean diet and bento-
styled lunch box. 

• Provide recipients with breast pumps, bottles, and storage bags to successfully sustain breastfeeding. 
 
Performance Indicator Assessment 
MCA-E did not provide interim year (2025) performance indicator rates and therefore an assessment of improvement could not be conducted.  
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MCA-E QIP Summaries 

QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By December 31, 2026, My Care Alabama East aims to increase to 53.2% the number of children aged 25 months to 19 years who have completed at least one well-care visit with a primary care 
practitioner or an OBGYN annually. By December 31, 2026, My Care Alabama East will increase to 6% the percentage of eligible recipients who complete the nutritional curriculum to increase 
their understanding of building healthy habits over a lifetime. By December 31, 2026, My Care Alabama East will increase to 36.4% of mothers who are breastfeeding at delivery. My Care Alabama 
East will utilize the available resources to decrease the prevalence of childhood obesity as evidenced by decreased body mass index (BMI) rates for the eligible children in our specified project 
group. 

Interventions in 2025 

• Provide a curriculum of six lessons containing videos and worksheets on healthy habits such as nutritional value, physical activity, and adequate sleep that can be completed at the 
recipient’s pace. 

• Outreach to children who have missed well child visits. 

• Provide recipients with breast pumps, bottles, and storage bags to successfully sustain breastfeeding. 

Performance Indicator Assessment 
MCA-E demonstrated an improvement in performance for all three performance indicators from baseline (2023) to the interim measurement period (2025).  

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By December 31, 2026, My Care Alabama East aims to increase the initiation of AOD treatment within 14 days of diagnosis to 41.9%. By December 31, 2026, My Care Alabama East aims to 
increase the percentage of recipients who remained engaged in ongoing AOD treatment within 34 days of the initiation visit to 8.5%. By December 31, 2026, My Care Alabama East aims to 
increase rate of providers writing pharmacotherapy treatment prescriptions for OUD patients to 67.5%. By December 31, 2026, My Care Alabama East aims to initiate and increase to 3 percent 
the rate of adolescents screened for ACEs. 

Interventions in 2025 

• Refer recipients to AOD treatment resources and provide SUD literacy education. 

• Educate providers on OUD treatment options to increase access to prescription medications for the treatment of Opioid Use Disorder (OUD). 

• Educate families on the negative impacts of adverse childhood experiences to increase the number of adolescents screened for ACEs to facilitate early intervention. 

Performance Indicator Assessment 
MCA-E demonstrated an improvement in performance for one of four performance indicators from baseline (2023) to the interim measurement period (2025). Two performance indicators 
demonstrated a decline in performance from baseline (2023) to the interim measurement period (2025). One performance indicator did not have a reported rate for the baseline period and 
therefore an assessment of performance could not be completed. 

MCA-E: My Care Alabama East; QIP: quality improvement project; BMI: body mass index; AOD: alcohol and other drugs; MY: measurement year; ob/gyn: obstetrics/gynecology; ROSS: ROSS: 
Recovery Organization of Support Specialists; DASH: Dietary Approaches to Stop Hypertension. 
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Table 22: MCA-NW QIP Summaries, SFY 2025 

MCA-NW QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of FY 2025 the entity aims to decrease the rate of Live Birth Less Than 2500 grams by .4 percentage point compared to 2024. By the end of FY 2025 the entity aims to improve the 
rate of Prenatal and Postpartum: The Timeliness of Prenatal Care by 1.0 percentage point compared to 2024. By the end of FY 2025 the entity aims to improve the rate of Percent of pregnant 
recipients with intent to breastfeed given a breast pump. By the end of FY 2025 the entity aims to improve the rate of Percent of pregnant recipients with hypertension and pregnancy induced 
hypertension given a blood pressure cuff. MCANW will provide recipients with a history of hypertension or pregnancy induced hypertension a blood pressure cuff. MCANW will educate recipients 
on the use of the cuff and tracking of blood pressure. 
 
Interventions in 2025 

• MCA-NW will refer all pregnant recipients, from Walker Women Specialists, with a positive SBIRT screening to She Recovers for enrollment and to receive education, resources, and 
treatment. 

• Collaborate with BirthWell Partners doula services to provide support, resources, and education. 

• Provide education and access to prenatal vitamins. 
 
Performance Indicator Assessment 
MCA-NW demonstrated an improvement in performance for two of four performance indicators from baseline (20213) to the interim measurement period (2025). MCA‑NW began tracking 
two of the four performance indicators at the start of SFY 2025; therefore, performance could not be assessed. 

QIP 2: Childhood Obesity 
Validation Summary: Validation findings generally indicate that the credibility of the QIP results is not at risk. Results must be interpreted with some caution. 

Aim 
By the end of fiscal year 2024, MCA-NW aims to increase the rate of Well-Care Visit by 2.14 percentage points compared to 2022, among children 3-18 years of age who have not completed a 
Well-Care Visit in past 12 months and increase the rate of Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents by 1.2 percentage points compared to 
2022, among children 3-18 years of age who have not complete Well- Care Visit in past 12 months.  

Interventions in 2025 

• Collaborate with Alethia House for SUD services for pregnant recipients. 

• MCANW will refer to all pregnant recipients, from Walker Women’s Specialists, with a positive SBIRT screening to She Recovers for enrollment and to receive education, resources, and 
treatment. 

• Increasing education and availability to prenatal vitamins. 

• Increase blood pressure monitoring for pregnant recipient with history of preexisting hypertension or pregnancy induced hypertension. 

• Increasing support, resources, and education through BirthWell Partners doula services. 

Performance Indicator Assessment 
MCA-NW did not provide interim year (2025) performance indicator rates and therefore an assessment of improvement could not be conducted.  
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MCA-NW QIP Summaries 

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: Validation findings generally indicate that the credibility of the QIP results is not at risk. Results must be interpreted with some caution. 

Aim 
By end of the fiscal year (FY) 2025 the entity aims to improve the rate of initiation of AOD treatment by 1.3 percentage points (percentage set by AMA) compared to 2024, among recipients. By 
end of FY 2025 the entity aims to improve the rate of engagement of AOD treatment by .4 (percentage set by AMA) percentage points compared to 2024, among recipients. By end of FY 2025 
the entity aims to improve the rate of pharmacotherapy use for opioid use disorder treatment by 2.6 (percentage set by AMA) percentage points compared to 2024, among eligible individuals. 
 
Interventions in 2025 

• Refer recipients with SUD to Recovery Resource for the use of PSSs to improve the percentage of Initiation and Engagement of Alcohol and Drugs. 
 
Performance Indicator Assessment 
MCA-NW demonstrated a decline in performance for one of three performance indicators from baseline (2024) to the interim measurement period (2025). For two of three performance 
indicators, MCA-NW did not provide interim year (2025) performance indicator rates and therefore an assessment of improvement could not be conducted.  

MCA-NW: My Care Alabama Northwest; QIP: quality improvement project; UMC: University Medical Center; BMI: body mass index; AOD: alcohol and other drugs; PSS: peer support specialist; 
SBIRT: Screening, Brief Intervention, and Referral to Treatment; MY: measurement year; ACHN: Alabama Coordinated Health Network; ROSS: Recovery Organization of Support Specialists. 

Table 23: NACC QIP Summaries, SFY 2025 

NACC QIP Summaries 

QIP 1: Adverse Birth Outcomes 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2025, NACC aims to decrease the Indicator 1 rate by 1% from 9.15% to 9.06% for babies born less than 2500g. NACC will engage with multiple stakeholders, including providers 
(specifically MCPs), Recipients, NACC Dietitians, NACC clinical staff, and experts/organizations in the community who are working to address issues related to maintaining a healthy lifestyle 
during pregnancy and reduce adverse birth outcomes. 
 
Interventions in 2025 

• Provide nutritional education to pregnant recipients with a BMI greater than or equal to 30.0 at their first prenatal visit. 

• Promote childbirth classes to educate more recipients on prenatal, postpartum, and newborn care. 

• Promote preeclampsia awareness and connect recipients who have a documented or self-reported history of high blood pressure and/or preeclampsia to a blood pressure monitoring 
program. 

 
Performance Indicator Assessment 
NACC demonstrated an improvement in their performance indicator from baseline (2023) to the interim measurement period (2025). 
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NACC QIP Summaries 

QIP 2: Childhood Obesity 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk. 

Aim 
By the end of 2025, NACC aims to increase Indicator 1 for recipients ages 3-6 with a documentation in their record by 1% from 79.6 to 80.4%. By the end of 2025, NACC aims to decrease 
Indicator 2 for recipients ages 3-6 with a BMI between 85%-94% by 2% from 10.47% to 10.26%. By the end of 2025, NACC aims to increase Indicator 3 for first time pregnant recipients that are 
breastfeeding at the postpartum visit by 1% from 65.7% to 66.36%. By the end of 2025, NACC aims to increase Indicator 4 for children ages 3-21 who had at least one comprehensive well-care 
visit with a primary care provider (PCP) or an obstetrician/gynecologist (OB/GYN) during the measurement year by 1% from 40.03% to 40.43%. NACC will engage multiple stakeholders, 
including providers, patients, Dietitians, and other experts in the community to prevent or treat childhood obesity to improve health and wellness.  
 
Interventions in 2025 

• Educate PCPs and pediatricians on the correct collection of BMI and reporting of BMI on claims submissions.  

• Promote breastfeeding to pregnant recipients by providing a breast pump and identifying those that were breastfeeding at the postpartum visit. 

• Provide a food box distribution for recipients.  
 

Performance Indicator Assessment 
NACC demonstrated an improvement in three of four performance indicators from baseline (2024) to the interim measurement period (2025). One of the performance indicators had a 
reported rate that remained the same from baseline (2024) to the interim measurement period (2025).  

QIP 3: Substance Use Disorder (SUD) 
Validation Summary: There were no validation findings that indicate the credibility of the QIP results is at risk.  

Aim 
By the end of 2025, NACC aims to increase the rate of Indicator 1 by 1% from 73.51% to 74.25% of recipients aged 18 and older who initiate treatment via the means listed in Indicator 1 within 
14 days of the diagnosis. By the end of 2025, NACC aims to increase the rate of Indicator 2 by 1% from 12.92% to 13.05% of recipients aged 18 and older who initiate treatment via the means 
listed in Indicator 2 within 34 days of the initiation visit. NACC will engage multiple stakeholders, including providers, treatment providers, NACC clinical staff, and recipients to address issues 
related to increased treatment of AOD for those newly diagnosed and increased treatment access and participation after a diagnosis, to increase successful recovery outcomes. 
 
Interventions in 2025 

• Educate recipients who are participating in contingency management programs on the importance of attending counseling sessions. 

• Outreach to recipients who were discharged from the hospital for a primary AOD diagnosis and provide treatment information, including the contingency management initiative. 
  

Performance Indicator Assessment 
NACC demonstrated an improvement in both performance indicators from baseline (2024) to the interim measurement period (2025). 

NACC: North Alabama Community Care; QIP: quality improvement project; GTT: glucose tolerance test; BMI: body mass index; PCP: primary care provider; SUD: substance use disorder; MY: 
measurement year; AOD: alcohol and other drugs. 
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Results of SFY 2025 QIPs 
Tables 24–26 display summaries of IPRO’s improvement assessment of indicator performance from baseline (2023) to Year 1 interim measurements (2025) for each entity and QIP topic. 
Improvement in performance demonstrated is denoted in green, and a decline in performance is denoted in red. Gray indicates the inability to evaluate performance at this time, and white 
indicates the performance remained constant.  
 
Table 24: Assessment of ACHN Entity QIP Indicator Performance – QIP 1: Adverse Birth Outcomes 

ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

ACNM 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 11.8%; Interim Y1: 12.8%; Target: 9.7% 

Decline 

ACNS 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 9.1%; Interim Y1: 9.3%; Target: 8.8% 

Decline 

ACNS 2 Percentage of recipients ages 0–15 months with ≥ 6 well-child visits 
Baseline: 71.9%; Interim Y1: 71.6%; Target: 75.0% 

Decline 

ACNS 3 Percentage of recipients who attended post-partum visit with provider 
Baseline: 61.7%; Interim Y1: 61.5%; Target: 67.9% 

Decline 

GCTC 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 11.3%; Interim Y1: 10.3%; Target: 10.0 % 

Improvement 

GCTC 2 Percentage of deliveries of live births that received prenatal care in the first trimester 
Baseline: 60.5% Interim Y1: 62.4%; Target: 65.0% 

Improvement 

GCTC 3 Percentage of infants breastfed during the postpartum period that were being breastfed during 
hospitalization  
Baseline: 40.6%; Interim Y1: 48.9%; Target: 50.0% 

Improvement 

GCTC 4 Percentage of recipients who attended post-partum visit with their maternity care provider 
Baseline: 71.8%; Interim Y1: 73.7%; Target: 78.0% 

Improvement 

MCA-C 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 12.7%; Interim Y1: 13.9%; Target: 12.1% 

Decline 

MCA-C 2 Percentage of students enrolled in targeted health class that completed the curriculum Making Proud 
Choices 
Baseline: 98.6%; Interim Y1: 96.8%; Target: 99.1% 

Decline 

MCA-E 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 9.6%; Interim Y1: 8.3%; Target: 9.1% 

Improvement 

MCA-E 2 Percentage of pregnant recipients who attend at least ten prenatal visits before delivery 
Baseline: 76.6%; Interim Y1: 64.6%; Target: 78.6% 

Decline 

MCA-E 3 Percentage of recipients who exclusively breastfeed for at least 6 months  
Baseline: 34.4%; Interim 38.5%; Target: 36.4% 

Improvement 
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ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

MCA-NW 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 11.9%; Interim Y1: 11.0%; Target: 11.5% 

Improvement 

MCA-NW 2 Timeliness of prenatal care 
Baseline: 71.3%; Interim Y1: 79.8%; Target: 72.3% 

Improvement 

MCA-NW4 3 Percent of pregnant recipients with intent to breastfeed given a breast pump 
Baseline: NR; Interim Y1: NR; Target: NR 

Unable to evaluate performance at 
this time 

MCA-NW4 4 Percent of pregnant recipients with hypertension and pregnancy induced hypertension given a blood pressure 
cuff 
Baseline: NR; Interim Y1: NR; Target: NR 

Unable to evaluate performance at 
this time 

NACC 1 Percentage of live births that weighed less than 2,500 grams at birth during the measurement year  
Baseline: 9.15%; Interim Y1: 9.32%; Target: 9.23% 

Decline 

1 Improvement in performance demonstrated is denoted in green; a decline in performance is denoted in red. Gray indicates the inability to evaluate performance at this time, and white that the 
performance remained constant. 
2 Indicators are numbered as they are in the entity’s QIPs proposal submissions. 
3 Rates presented in this table may differ from the rates presented in the ACHN performance measure validation tables due to the availability of data at the time of the QIP report submissions. 
4New performance indicators effective SFY 2025. 
ACHN: Alabama Coordinated Health Network; QIP: quality improvement project; Y1: year 1; ACNM: Alabama Care Network Mid-State; ACNS; Alabama Care Network Southeast; GCTC: Gulf Coast 
Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; NR: Not Reported. 

Table 25: Assessment of ACHN Entity QIP Indicator Performance – QIP 2: Childhood Obesity 

ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

ACNM 1 Percentage of children aged 3-21 years who had at least one comprehensive well-care visit with a PCP or an 
ob/gyn during the MY 
Baseline: 53.2%; Interim Y1: 50.3%; Target: 58.2% 

Decline 

ACNM 2 Percentage of recipients aged 3 – 19 years with BMI 5th - 85th percentile 
Baseline: 53.3%; Interim Y1: 42.8%; Target: 56.0% 

Decline 

ACNS 1 Percentage of children aged 3-21 years who had at least one comprehensive well-care visit with a PCP or an 
ob/gyn during the MY 
Baseline: 45.0%; Interim Y1: 48.5%; Target: 47.3% 

Improvement 

ACNS 2 Percentage of recipients aged 3–19 years with a BMI between the 5th−85th percentile 
Baseline: 56.7%; Interim Y1: 57.2%; Target: 58.1% 

Improvement 
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ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

GCTC 1 Percentage of children ages 3 to 11 who had at least one comprehensive well-care visit with a primary care 
practitioner (PCP) or an obstetrician/gynecologist (OB/GYN) during the measurement year  
Baseline: 68.0%; Interim Y1: 69.1%; Target: 75.0% 

Improvement 

GCTC 2 Percentage of recipients ages 7–11 years with a diagnosis code of overweight (ICD-10 Z68.53) during the 
measurement year  
Baseline: 39.5%; Interim Y1: 14.8%; Target: 14.1% 

Improvement 

MCA-C 1 Percent of children aged 0- 30 months who had at least one comprehensive well-care visit with a primary 
care practitioner (PCP) during the measurement year  
Baseline: 50.4%; Interim Y1: 65.4%; Target: 57.0% 

Improvement 

MCA-C 2 Percent of breastfeeding babies placed on the breast during hospital stay 
Baseline: 58.9%; Interim Y1: 86.3%; Target: 55.0% 

Improvement 

MCA-C 3 Percent of babies receiving breast milk at 2 months of age 
Baseline: 45.3%; Interim Y1: 64.1%; Target: 46.9% 

Improvement 

MCA-C 4 Percent of pregnant recipients enrolled in WIC during the prenatal period 
Baseline: 67.4%; Interim Y1: 92.9%; Target: 59.1% 

Improvement 

MCA-C 5 Percentage of recipients exposed to the Talk With Me Baby program, an early health-literacy and nutrition-
focused education intervention delivered through care management.  
Baseline: 69.9%; Interim Y1: 78.4%; Target: 30.0% 

Improvement 

MCA-E 1 Child And Adolescent Well-Care Visits: Percentage of children ages 25 months to 19 years who had at least 
one comprehensive well-care visit with a primary care practitioner (PCP) or an obstetrician/gynecologist 
(OB/GYN) during the measurement year 
Baseline: 52.2%; Interim Y1: 56.8%; Target: 53.2% 

Improvement 

MCA-E 2 Percentage of children aged 5- 10 who receive nutritional and physical activity education 
Baseline: 4.0%; Interim Y1: 10.5%; Target: 6.0% 

Improvement 

MCA-E 3 Percentage of mothers who are Breastfeeding at delivery 
Baseline: 34.4%; Interim Y1: 38.5%; Target: 36.4% 

Improvement 

MCA-NW 1 W30-CH1: Well-Child Visits in the First 30 months of Life (1st 15 months) 
Baseline: 51.2%; Interim Y1: NR; Target: 53.8% 

Unable to evaluate performance at 
this time 

MCA-NW 2 W30-CH2: Well-Child Visits in the First 30 months of Life (15 months - 30 months) 
Baseline: 64.7%; Interim Y1: NR; Target: 66.2% 

Unable to evaluate performance at 
this time 

MCA-NW 3 WCC-CH: Weight Assessment and Counseling for Nutrition and Physical Activity for Children/Adolescents (BMI) 
Baseline: 95.2%; Interim Y1: NR; Target: 95.6% 

Unable to evaluate performance at 
this time 
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ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

NACC 1 Percentage of recipients aged 3–6 years with documentation of BMI in their medical record 
Baseline: 79.6%; Interim: 77.1%; Target: 77.9% 

Improvement 

NACC 2 Percentage of recipients aged 3–6 years with a BMI between 85% and 94% 
Baseline: 10.5%; Interim 10.0%; Target: 10.2% 

Improvement 

NACC 3 Percentage of first-time pregnant recipients that were breastfeeding at postpartum visit 
Baseline: 65.7%; Interim Y1: 65.7%; Target: 66.4% 

No change 

NACC 4 Percentage of children aged 3−21 years who had at least one comprehensive well-care visit with a PCP or an 
ob/gyn during the MY. 
Baseline: 40.0%; Interim Y1: 45.5%; Target: 45.9% 

Improvement 

1 Improvement in performance demonstrated is denoted in green; a decline in performance is denoted in red. Gray indicates the inability to evaluate performance at this time, and white that the 
performance remained constant. 
2 Indicators are numbered as they are in the entity’s QIPs proposal submissions. 
3 Rates presented in this table may differ from the rates presented in the ACHN performance measure validation tables due to the availability of data at the time of the QIP report submissions. 
ACHN: Alabama Coordinated Health Network; QIP: quality improvement project; Y1: year 1; MY: measurement year; BMI: body mass index; ICD-10: International Classification of Diseases, 10th 
Revision; PCP: primary care provider; WIC: Special Supplemental Nutrition Program for Women, Infants, and Children; ob/gyn: obstetrician/gynecologist; ACNM: Alabama Care Network Mid-
State; ACNS; Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: 
North Alabama Community Care. 

Table 26: Assessment of ACHN Entity QIP Indicator Performance – QIP 3: Substance Use Disorder 

ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

ACNM 1 Percentage of beneficiaries who initiate treatment through inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 
Baseline: 46.2%; Interim Y1: 47.9%; Target: 49.2% 

Improvement 

ACNM 2 Percentage of beneficiaries who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit 
Baseline: 6.5%; Interim Y1: 5.6%; Target: 11.1% 

Decline 

ACNS 1 Percentage of beneficiaries who initiate treatment through inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 
Baseline: 40.0%; Interim Y1: 45.1%; Target: 42.0% 

Improvement 
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ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

ACNS 2 Percentage of beneficiaries who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit 
Baseline: 14.1%; Interim Y1: 11.3%; Target: 14.4% 

Decline 

ACNS 3 Percentage of recipients with an SUD diagnosis who received treatment 
Baseline: 9.2%; Interim Y1: 16.5%; Target: 9.7% 

Improvement 

GCTC 1 Percentage of beneficiaries who initiate treatment through inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 
Baseline: 42.7%; Interim Y1: 42.2%; Target: 47.0% 

Decline 

GCTC 2 Percentage of beneficiaries who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit 
Baseline: 33.4%; Interim Y1: 13.1%; Target: 35.0% 

Decline 

GCTC 3 Percentage of Recipient 18 and older that initiate treatment for an AOD at a participating CTA and adhere to a 
minimum of 3 consecutively scheduled treatment appointments. 
Baseline: 93.2; Interim Y1: 66.7%; Target: 93.2% 

Decline 

MCA-C 1 Percentage of beneficiaries who initiate treatment through inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 
Baseline: 38.1%; Interim Y1: 38.7%; Target: 62.8% 

Improvement 

MCA-C 2 Percentage of beneficiaries who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit 
Baseline: 7.1%; Interim Y1: 5.1%; Target: 16.1% 

Decline 

MCA-C 3 Percentage of students completed addiction prevention curriculum.  
Baseline: 79.5%; Interim Y1: 97.1%; Target: 97.0% 

Improvement 

MCA-C 4 Percentage of students with improved knowledge of addiction prevention 
Baseline: 96.1%; Interim Y1: 98.3%; Target: 97.0% 

Improvement 

MCA-C 5 Percentage of SUD recipients with OUD pharmacotherapy claim 
Baseline: 34.4%; Interim Y1: 62.7%; Target: 71.1% 

Improvement 

MCA-E 1 Percentage of recipients who initiate treatment through an inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 
Baseline: 40.9%; Interim Y1: 34.5%; Target: 41.9% 

Decline 
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ACHN Entity1 
Indicator 
Number2 Indicator Description3 

Assessment of Performance, 
Baseline (2023) to Interim (2025) 

MCA-E 2 Percentage of recipients who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit  
Baseline: 7.5%; Interim Y1: 6.1%; Target: 8.5% 

Decline 

MCA-E 3 Increased compliance for pharmacotherapy patients diagnosed with OUD 
Baseline: 65.5%; Interim Y1: 66.6%; Target: 67.5% 

Improvement 

MCA-E 4 Screening for ACEs in adolescent students to help prevent the initiation of SUD. 
Baseline: N/A; Interim Y1: 2.8%; Target: 3.0% 

Unable to evaluate performance at 
this time 

MCA-NW 1 IET-AD1: Initiation & Engagement of Substance Use Disorder Treatment (Initiation) 
Baseline: 55.6%; Interim Y1: NR; Target: 56.9% 

Unable to evaluate performance at 
this time 

MCA-NW 2 IET-AD2: Initiation & Engagement of Substance Use Disorder Treatment (Engagement) 
Baseline: 16.7%; Interim Y1: NR; Target: 17.1% 

Unable to evaluate performance at 
this time 

MCA-NW 3 OUD-AD: Use of Pharmacotherapy for Opioid Use Disorder (Total Rate) 
Baseline: 66.4%; Interim Y1: 64.9; Target: 69.0% 

Decline 

NACC 1 Percentage of beneficiaries who initiate treatment through inpatient AOD admission, outpatient visit, 
intensive outpatient encounter or partial hospitalization, telehealth, or medication treatment within 14 days 
of the diagnosis 

Baseline: 73.5%; Interim Y1: 71.6%; Target: 72.4% 

Decline 

NACC 2 Percentage of beneficiaries who initiated treatment and who were engaged in ongoing AOD treatment within 
34 days of the initiation visit 
Baseline: 12.9%; Interim Y1: 11.6%; Target: 11.7% 

Decline 

1 Improvement in performance demonstrated is denoted in green; a decline in performance is denoted in red. Gray indicates the inability to evaluate performance at this time, and white that the 
performance remained constant. 
2 Indicators are numbered as they are in the entity’s QIPs proposal submissions. 
3 Rates presented in this table may differ from the rates presented in the ACHN performance measure validation tables due to the availability of data at the time of the QIP report submissions. 
ACHN: Alabama Coordinated Health Network; QIP: quality improvement project; Y1: year 1; AOD: alcohol and other drugs; SUD: substance use disorder; OUD: opioid use disorder; CTA: 
community treatment agency; ACEs: adverse childhood experiences; ACNM: Alabama Care Network Mid-State; ACNS; Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My 
Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; NR: Not Reported. 
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IV. Validation of Performance Measures 

Objectives 
Title 42 CFR § 438.330(c) Performance measurement establishes that the state must identify standard PMs 
relating to the performance of MCEs and that the state requires each MCE to annually measure and report to 
the state on their performance using the standard measures required by the state. AMA selects ACHN PMs to 
assess access to care, effectiveness of care, and use of services. PM validation for RY 2025 covered MY 2024 
(January 1, 2024−December 31, 2024). Title 42 CFR § 438.358 Activities related to external quality review 
(2)(b)(1)(ii) mandates that the state or an EQRO must validate the PMs that were calculated during the 
preceding 12 months. IPRO conducted this activity on behalf of AMA for MY 2024. 
 
The CMS External Quality Review (EQR) Protocols, published in February 2023 by CMS, states that an 
“Information Systems Capabilities Assessment (ISCA) is a mandatory component of the EQR as part of Protocols 
1 [Validation of Performance Improvement Projects], 2 [Validation of Performance Measures], 3 [Review of 
Compliance with Medicaid Managed Care Regulations], and 4 [Validation of Network Adequacy]....”2 AMA 
partnered with IPRO, an EQRO, to conduct a full ISCA in 2024 for their information systems (IS). 

Technical Methods of Data Collection and Analysis  
IPRO prepares the PM validation methodology, including the documentation/data request with instructions and 
data file layouts for submitting recipient-level data and validation tools that are compliant with CMS’s EQR 
Protocol 2. Validation of Performance Measures. The instructions include a list of state-required PMs and a 
request that the state return a list of numerators and denominators, a list of enrollees included as PM 
numerator positives, a list of documents to be reviewed, and IS background information.  
 
IPRO conducts a source code review to assess compliance with PM technical specifications. The state submits 
the source code used to generate eligible populations, denominator requirements, and numerator compliant 
hits for each PM along with related flowcharts, software documentation, input and output file record layouts 
and field descriptions, input and output record counts, and job logs. IPRO reviews the source code for each PM 
to assess compliance with specifications for all calculations (eligible population, denominator, numerator, and 
algorithms). The state also submits recipient-level data files, in a format specified by IPRO, via a secure file 
transfer protocol (FTP) site.  
 
Concurrently with source code validation, IPRO validates the accompanying recipient-level data files by 
conducting several checks on each file. The recipient-level data files include all recipients in the PM 
denominator with indicators of PM numerator compliance. The IPRO-generated validation programs and 
software programs used for each PM are based on the precise measure specifications. 
 
IPRO uses a standardized validation tool to provide review comments on both the source code and recipient-
level data files and communicates any issues to state staff for response, clarification, revision, and/or 
resubmission. The tool documents IPRO’s validation findings, the state’s responses to IPRO’s questions, and 
other review activities. Throughout the source code review process, the validation team maintains regular 
contact with designated state staff, provides technical assistance on programming issues, and answers any 
questions the state may have regarding PM technical specifications, submission requirements, and/or the 
validation process itself. The state is given the opportunity to revise and resubmit both the source code and 
data until submissions are fully compliant with PM specifications. 
 

 
2 CMS External Quality Review (EQR) Protocols 

https://send.ipro.org/
https://www.medicaid.gov/medicaid/quality-of-care/downloads/2023-eqr-protocols.pdf
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In CY 2024, IPRO also conducted an ISCA in accordance with Appendix A of the CMS External Quality Review 
(EQR) Protocols published in February 2023. The purpose of this assessment is to assess AMA’s strengths with 
respect to the tasks outlined in the following list. Responses to these questions assisted IPRO in assessing the 
extent to which AMA’s IS were capable of the essential tasks: 
• assessing AMA’s capacity to manage the health care of their enrollees; 
• adjudicating and reviewing claims data received from various sources; 
• calculating and submitting CMS quality measures; and 
• maintaining provider data systems. 
 
IPRO uploaded the Alabama ISCA tool to Research Electronic Data Capture (REDCap®), and AMA was requested 
to complete and return the responses. A virtual meeting was held to discuss AMA’s ISCA responses, interview 
AMA’s staff, and review AMA’s IS capabilities. Staff from AMA, Gainwell®, and IPRO attended the virtual 
meetings. 

Description of Data Obtained 
IPRO requested and received the following documentation related to PM calculation from AMA: 
• AMA source code for the measures, 
• recipient-level detail files, 
• preliminary rates, 
• response to IPRO findings to preliminary rates, and 
• final rates. 
 
IPRO employs several techniques to assess whether the state’s PM rates are valid, unbiased, and reportable. 
This assessment includes calculating rates using recipient-level data files and comparing the rates against 
available national benchmarks. 
 
IPRO requested and received the following documentation related to ISCA: 
• data integration and systems architecture, 
• membership data systems and architecture, 
• claims data systems and processes, 
• CMS quality measures reporting, and 
• provider data systems and processes. 

Conclusions and Comparative Findings 
To make an overall assessment about the quality, timeliness, and access to care provided by each ACHN entity 
and to track performance over MY 2024, IPRO assigned measures to one or more of the three domains 
depicted in Table 27. 
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Table 27: ACHN Performance Measure Domains 

Measure Quality Timeliness Access 

Breast Cancer Screening X − X 

Contraceptive Care - All Women Ages 21 to 44 (Most Effective or 
Moderately Effective) 

X 
− − 

Contraceptive Care - All Women Ages 21 to 44 (LARC) X − − 

Contraceptive Care - All Women Ages 15 to 20 (Most Effective or 
Moderately Effective) 

X 
− − 

Contraceptive Care - All Women Ages 15 to 20 (LARC) X − − 

Developmental Screening in the 1st Three Years of Life X − − 

Follow-Up After Hospitalization for Mental Illness (30-day Follow-Up) − X − 

Follow-Up After Emergency Department Visit for Mental Illness (30-day 
Follow-Up) 

− 
X 

− 

Initiation and Engagement of Treatment for AOD (Initiation) X X − 

Initiation and Engagement of Treatment for AOD (Continuation) X X − 

Live Births Less Than 2,500 Grams X − − 

Use of Pharmacotherapy for Opioid Use Disorder X − − 

Timeliness of Prenatal Care − X − 

Well-Child Visits in the First 15 Months of Life − X X 

Well-Child Visits in the First 30 months of Life (15 to 30 months) − X X 

Weight Assessment and Counseling for Children/Adolescents – BMI 
Assessment 

X − X 

ACHN: Alabama Coordinated Health Network; BMI: body mass index; AOD: alcohol and other drugs. 

Table 28 displays the PM rates for MY 2024 for all entities, the statewide average, and the statewide average 
percentile achieved for the NCQA 2024 benchmark. Green shading indicates the ACHN performed at or above 
the statewide 2024 average. Red shading indicates the ACHN performed below the statewide 2024 
performance. Gray shading with dashes indicates that these rates were retired and that therefore no NCQA 
benchmarks are reported. 
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Table 28: ACHN Quality Measure Rates for MY 2024 − Incentive Report 

Measure Description ACNM ACNS GCTC MCA-C MCA-E MCA-NW NACC 
Incentive 

Benchmark 

2024 
Statewide 
Average 

National 
Medicaid 
Average 

Percentile 

Adult BMI Assessment 94.4% 92.7% 96.3% 94.7% 95.7% 95.6% 94.2% 76.4% **  

Antidepressant Medication Management (Continuation Phase) 30.0% 30.4% 28.0% 26.6% 32.2% 29.7% 31.0% 37.1% 29.8% 5th 

Asthma Medication Ratio: Ages 19–64 Years (19−50) 69.3% 80.7% 70.5% 71.8% 76.8% 69.9% 77.6% 58.8% 75.2% 90th 

Asthma Medication Ratio: Ages 5–18 Years (5−11) 79.2% 83.0% 81.2% 84.5% 86.9% 82.0% 87.2% 74.4% 83.3% 75th-90th 

CAP-CH Ages 12–24 Months 96.1% 97.2% 96.0% 96.0% 97.4% 96.6% 96.3% 96.9% **  

CAP-CH Ages 25 Months–6 Years 87.2% 90.3% 84.5% 87.9% 92.1% 89.3% 88.2% 89.8% **  

CAP-CH Ages 7–11 Years 89.7% 91.7% 87.3% 89.4% 94.1% 91.2% 91.2% 93.4% **  

CAP-CH Ages 12–19 Years 88.2% 89.8% 85.3% 86.8% 91.8% 89.4% 88.9% 91.9% **  

Cervical Cancer Screening 56.7% 53.0% 54.0% 51.4% 49.6% 50.4% 48.5% 48.0% 47.1% 10th-25th 

IET-AD (Initiation) 36.5% 37.5% 37.6% 34.5% 36.4% 37.8% 30.7% 41.0% 44.4% 33.33-50th 

IET-AD (Engagement) 6.8% 11.2% 6.8% 5.4% 8.6% 8.6% 8.1% 10.3% 8.5% 10th-25th  

Live Births Weighing Less Than 2,500 Grams 13.0% 11.2% 13.2% 13.7% 8.1% 11.0% 9.8% 8.6% 12.0%*  

Timeliness of Prenatal Care 76.7% 80.7% 75.9% 73.8% 67.7% 74.8% 51.3% 79.2% ***  

Well-Child Visits in the First 15 Months of Life  58.9% 75.4% 60.7% 58.2% 68.3% 59.5% 68.6% 61.8% 64.7% >5th 

Weight Assessment and Counseling for Children/Adolescents – 
BMI Assessment 

98.0% 98.6% 98.1% 98.0% 98.3% 98.5% 98.5% 61.0% 98.4% 95th 

Data source: Network Entity Quality Measure Dashboard FY2025. 
Green shading indicates the ACHN entity qualified for the incentive based on the annual performance rates. Red shading indicates the ACHN entity did not qualify for the incentive based on the 
annual performance rates. Gray shading with dashes indicates that these rates were retired and that therefore no NCQA benchmarks are reported. 
ACHN: Alabama Coordinated Health Network; ACNM: Alabama Care Network Mid-State; ACNS: Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My Care Alabama Central; 

MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; HEDIS: Healthcare Effectiveness Data and Information Set; BMI: body mass 
index; AOD: alcohol and other drug; CAP-CH: Children and Adolescents’ Access to Primary Care Practitioners. 
* Rates for Live Births Weighing Less than 2,500 Grams as reported by CDC WONDER to CMS. Lower rate is desirable. 
**CMS retired measures that are no longer publicly reported. 
***No rate available from CMS due to do the redesign of the measure's specifications.
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The following presents a summary of the findings indicated in Table 28: 

• In the domain of quality, the statewide average was above the National Medicaid 90th percentile for Weight 
Assessment and Counseling for Children/Adolescents – BMI Assessment. The statewide average was below 
the national Medicaid 10th percentile for Antidepressant Medication Management (Continuation Phase). 

• In the domain of timeliness, the statewide average was between the national Medicaid 33.33rd– 50th 
percentiles for Initiation and Engagement of Treatment for AOD (Initiation). The statewide averages was 
below the national Medicaid 5th percentile for Well-Child Visits in the First 15 Months of Life. 

• In the domain of access, the statewide average was above the national Medicaid 95th percentile for Weight 
Assessment and Counseling for Children/Adolescents – BMI Assessment.  

• Three entities exceeded the statewide average for Asthma Medication Ratio (Ages 19-64 and 5-18). All 
seven entities exceeded the statewide average for Cervical Cancer Screening. 

 
Table 29 summarizes the findings from the 2024 ISCA. AMA met all standards, and no issues were found that 
impacted the reporting of the measures.  

Table 29: ISCA Summary of Findings 

Assessment Topic 
Assessment 

Finding Review Note 

Validation and/or calculation of 
performance measures 

Met AMA uses their Quality Analytics unit for producing CMS 
Adult and Child Core Set Measures. 
 
AMA loads all data elements needed for calculation of CMS 
quality measures into their data repository. 
 
No issues were noted in validation and calculation 
processes for the required performance measures. 

Ability of the information 
system to oversee and manage 
the delivery of health care to 
AMA’s enrollees 

Met Gainwell receives and processes the daily eligibility files 
from AMA.  
 
AMA uniquely identifies members by their state-assigned 
Medicaid ID. AMA can track members who switch product 
lines, track a member’s initial enrollment date, and track 
and link previous claims/encounter data for the purposes of 
measure reporting. 
 
No issues were noted in AMA’s systems or enrollment 
processes. 

Identification and reporting of 
CMS’s race and ethnicity 
categories 

Met AMA can capture the race and ethnicity values based on 
the 2024 OMB Statistical Policy Directive No. 15: Standards 
for Maintaining, Collecting, and Presenting Federal Data on 
Race and Ethnicity, which includes the new Middle Eastern 
and Northern African race category. 
 
No issues were identified. 

ISCA: Information Systems Capabilities Assessment; AMA: Alabama Medicaid Agency; CMS: Centers for 
Medicare and Medicaid Services; ID: identification; OMB: Office of Management and Budget.  
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V. Review of Compliance with Medicaid and CHIP Managed Care Regulations 

Objectives 
Per Title 42 CFR § 438.358, a review of an MCE’s compliance with the standards set forth in Title 42 CFR Part 
438 Subpart D − MCO, PIHP and PAHP Standards; the disenrollment requirements and limitations described in 
Title 42 CFR § 438.56; the enrollee rights requirements described in Title 42 CFR § 438.100; the emergency and 
post-stabilization services requirements described in Title 42 CFR § 438.114; and the QAPI requirements 
described in Title 42 CFR § 438.330 is a mandatory EQR activity. Further, the state, its agent, or the EQRO must 
conduct this review within the previous three-year period. 
 
AMA conducts a variety of oversight activities to ensure ACHN adherence to standards related to member rights 
and protections, access to services, structure and operations, measurement and improvement, and grievance 
system standards, as well as all applicable elements of the ACHN contract.  
 
Title 42 CFR § 438.358 Activities related to external quality review(a)(1) mandates that the state or an EQRO 
must perform the review to determine managed care compliance with federal Medicaid standards. To meet this 
federal regulation, AMA contracted with IPRO to conduct the 2025 SPR. 
 
The period under review was October 1, 2024, through September 30, 2025. 

Technical Methods of Data Collection and Analysis 
IPRO’s assessment was conducted in alignment with CMS’s EQR Protocol 3. Review of Compliance with Medicaid 
and CHIP Managed Care Regulations and included reviews of ACHN-entity−documented policies and 
procedures, individual recipient case files, and interviews with key members of the entity’s staff. 
 
The SPR included a comprehensive evaluation of entity policies, procedures, enrollee case files, and other 
materials corresponding to the review areas in Table 30. For the areas that included file review, 30 files were 
requested for each area. In some instances, there were fewer than 30 files available for review and the entire 
universe was reviewed.  
 
Table 30: SPR Areas and Corresponding Materials Reviewed 

Area Document Review File Review  

Care Coordination and Continuity of Care ✓ ✓ 

Confidentiality ✓ N/A 

Disenrollment ✓ N/A 

Enrollee Rights ✓ N/A 

Grievance and Appeal Systems ✓ ✓ 

Health Information Systems ✓ N/A 

Information Requirements and Recipient Materials ✓ N/A 

Provider Selection and Provider Participation ✓ N/A 

Quality Assurance and Performance Improvement ✓ N/A 

Sub contractual Relationships and Delegation ✓ N/A 

SPR: systems performance review; N/A: not applicable. 
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For this review, determinations of “met,” “not met,” and “partial” were used for each element under review. 
Definitions of these review determinations are presented in Table 31. 
 
Table 31: SPR Determination Definitions  

Review Determination Definition 

Met The entity has met or exceeded the requirement. 

Not met The entity has not met the requirement. 

Partial The entity had partially met the requirement. 

SPR: systems performance review. 

The initial documentation and case file reviews consisted of policies and procedures, recipient-facing materials, 
provider-facing materials, recipient case files, and other documents as needed to demonstrate compliance with 
specific contractual or regulatory requirements. A team of experienced IPRO compliance officers, clinical and 
nonclinical, convened to review the ACHN entities’ policies, procedures, and materials and assess their 
concordance with the state’s contract requirements. This review was documented using audit tools IPRO 
developed to capture the review elements and record the findings. These review tools, with IPRO’s initial 
findings, were used to guide the interview portion of the review. 
 
The interview component of the review was composed of a 1-day video conference call with each entity, which 
included a review of elements in each of the review tools that received less than full compliance based upon 
initial documentation review. Staff interviews were used to further explore the written documentation and for 
the entity to provide additional documentation, if available. 

Description of Data Obtained 
To conduct the 2025 SPR, IPRO performed a comprehensive review of all evaluation areas, drawing on 
information from ACHN entities’ policies and procedures, IS demonstrations and documentation, meeting 
minutes and notes, reports, subcontracts with delegates, grievance files, and care coordination files.  

Conclusions and Comparative Findings 
Each of the ACHN entities achieved an overall review determination of partial, indicating that one or more of 
the requirements reviewed during the 2025 SPR did not demonstrate full compliance. Tables 32−33 display the 
ACHN entities’ compliance determinations.  
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Table 32: CFR Standards to State Compliance Tool Crosswalk and Document Review Findings 

CFR Standard Name 
CFR 

Citation 2025 SPR Tool ACNM ACNS GCTC MCA-C MCA-E MCA-NW NACC 

Overall compliance score - - Partial  Partial  Partial  Partial  Partial  Partial  Partial  

Information Requirements 438.10 Information Requirements Partial  Partial  Partial  Partial  Partial  Partial  Partial  

Enrollee Rights and 
Emergency and Post-
stabilization Service 

438.100 
and 
438.114 

Enrollee Rights  Met Met Met Met Met Met Partial  

Coordination and Continuity 
of Care and Practice 
Guidelines 

438.208 
and 
438.236 

Care Coordination Met Met Met Met Met Met Met 

Provider Selection 438.214 Provider Selection and Participation Met Met Met Met Met Met Met 

Confidentiality 438.224 Confidentiality Met Met Met Met Met Met Partial  

Grievance and Appeal 
Systems 

438.228 Grievances Met Met Met Met Met Met Met 

Sub contractual 
Relationships and 
Delegation/Prohibited 
Affiliations 

438.230 
438.610 

Subcontracts/Prohibited Affiliations Met Met Met Met Met Met Partial  

Health Information Systems 438.242 Health Information Management 
Systems 

Met Met Met Met Met Met Met 

QAPI  438.330 QAPI/Quality Management Partial  Partial  Partial  Partial  Partial  Partial  Partial  

Disenrollment Requirements 438.56 Disenrollment Requirements Met Met Met Met Met Met Met 

Availability of Services, 
Assurances of Adequate 
Capacity and Services, and 
Coverage and Authorization 
of Services 

438.206 
and 
438.207 
and 
438.210 

Does not apply to PCCM-Es1 N/A N/A N/A N/A N/A N/A N/A 

1 CFR requirement does not apply to PCCM-Es. PCCM-E−specific contracted services are reviewed in the Enrollee Rights and Information Requirements and Materials tool.  
CFR: Code of Federal Regulations; SPR: systems performance review; ACNM: Alabama Care Network Mid-State; ACNS: Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My 
Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; N/A: not applicable; QAPI: Quality Assurance and 
Performance Improvement; PCCM-E: primary care case management entity. 
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Table 33: File Review Findings 

CFR Standard Name ACNM ACNS GCTC MCA-C MCA-E MCA-NW NACC 

438.208 Coordination and Continuity of Care – General Care 
Coordination 

Not Met Not Met Not Met Not Met Not Met Not Met Not Met 

438.208 Coordination and Continuity of Care – Maternity Care 
Coordination 

Not Met Not Met Not Met Not Met Not Met Not Met Not Met 

438.208 Coordination and Continuity of Care – Medically Complex Care 
Coordination 

Not Met Not Met Not Met Not Met Not Met Not Met Not Met 

438.228 Grievance and Appeal System – Recipient Grievances Met Met Met Met Met Met N/A1 
1NACC had no grievances filed for the SFY 2025 contract period. 
CFR: Code of Federal Regulations; ACNM: Alabama Care Network Mid-State; ACNS: Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My 
Care Alabama East; MCA-NW: My Care Alabama Northwest; NACC: North Alabama Community Care; N/A: Not Applicable. 
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ACN Mid-State 
The following presents a summary of ACNM’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed for ACNM, 105 were met, 1 was partially met, and 4 were not applicable. 

The partially met determination was related to a lack of policy language on sanctions to the entity regarding 
misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for ACNM, 10 were met, and 2 were not applicable.  

Enrollee Rights and Protection 
• All requirements were addressed in ACNM’s policies and procedures. 

Care Coordination 
• All requirements reviewed for ACNM’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings related the general, maternity, 
and medically complex file reviews, reflected repeated issues with misinterpretation of state-required 
timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to required 
intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for ACNM, 13 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in ACNM’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in ACNM’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in ACNM’s policies and procedures. 

HIMS 
• All requirements were addressed in ACNM’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 55 were met, 1 was not met, and 2 were partially met. The unmet 

requirement was related to no evidence provided on how at least 80% of PCCM-E expenditures for the QIP 
will be expended. The partial determinations reflected requirements related to measurement of 
performance indicators/sustaining improvement, and to attendance at the Regional Medical Management 
Committee meetings. 

  



Alabama EQR Annual Technical Report: Reporting Year 2025 Page V-68 of 105 

ACN Southeast 
The following presents a summary of ACNS’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed for ACNS, 105 were met, 1 was partially met, and 4 were not applicable. 

The partially met determination was related to a lack of policy language on sanctions to the entity regarding 
misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for ACNS, 10 were met, and 2 were not applicable. 

Enrollee Rights and Protection 
• All requirements were addressed in ACNS’s policies and procedures. 

Care Coordination 
• All requirements reviewed for ACNS’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings related the general, maternity, 
and medically complex file reviews, reflected repeated issues with misinterpretation of state-required 
timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to required 
intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for ACNS, 13 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in ACNS’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in ACNS’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in ACNS’s policies and procedures. 

HIMS 
• All requirements were addressed in ACNS’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 55 were met, 1 was not met, and 2 were partially met. The unmet 

requirement was related to no evidence provided on how at least 80% of PCCM-E expenditures for the QIP 
will be expended. The partial determinations reflected requirements related to measurement of 
performance indicators/sustaining improvement, and to attendance at the Regional Medical Management 
Committee meetings. 
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GCTC 
The following presents a summary of GCTC’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed for GCTC, 105 were met, 1 was partially met, and 4 were not applicable. 

The partially met determination was related to a lack of policy language on sanctions to the entity regarding 
misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for GCTC, 10 were met, and 2 were not applicable.  

Enrollee Rights and Protection 
• All requirements were addressed in GCTC’s policies and procedures. 

Care Coordination 
• All requirements reviewed for GCTC’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings related to the general, 
maternity, and medically complex file reviews, reflected repeated issues with misinterpretation of state-
required timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to 
required intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for GCTC, 13 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in GCTC’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in GCTC’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in GCTC’s policies and procedures. 

HIMS 
• All requirements were addressed in GCTC’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 53 were met, 4 were partially met, and 1 was not met. The partial 

determinations were related to measurement of performance using objective quality indicators, 
implementation of interventions, evaluation of the effective of interventions, and attendance at Regional 
Medical Management Committee meetings. 
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MCA-C 
The following presents a summary of MCA-C’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed for MCA-C, 105 were met, 1 was partially met, and 4 were not 

applicable. The partially met determination was related to a lack of policy language on sanctions to the 
entity regarding misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for MCA-C, 10 were met, and 2 were not applicable.  

Enrollee Rights and Protection 
• All requirements were addressed in MCA-C’s policies and procedures. 

Care Coordination 
• All requirements reviewed for MCA-C’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings related to the general, 
maternity, and medically complex file reviews, reflected repeated issues with misinterpretation of state-
required timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to 
required intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 13 requirements reviewed for MCA-C, 12 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in MCA-C’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in MCA-C’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in MCA-C’s policies and procedures. 

HIMS 
• All requirements were addressed in MCA-C’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 54 were met, 3 were partially met, and 1 was not met. The partially met 

determinations reflected requirements related to measurement of performance using objective quality 
indicators and to implementation of interventions. The unmet requirement was related to no evidence 
provided on how at least 80% of PCCM-E expenditures for the QIP will be expended. 
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MCA-E 
The following presents a summary of MCA-E’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed for MCA-E, 105 were met, 1 was partially met, and 4 were not 

applicable. The partially met determination was related to a lack of policy language on sanctions to the 
entity regarding misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for MCA-E, 10 were met, and 2 were not applicable. 

Enrollee Rights and Protection 
• All requirements were addressed in MCA-E’s policies and procedures. 

Care Coordination 
• All requirements reviewed for MCA-E’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings related to the general, 
maternity, and medically Complex file reviews, reflected repeated issues with misinterpretation of state-
required timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to 
required intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for MCA-E, 13 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in MCA-E’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in MCA-E’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in MCA-E’s policies and procedures. 

HIMS 
• All requirements were addressed in MCA-E’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 54 were met, 3 were partially met, and 1 was not met. The partially met 

determinations reflected requirements related to clear goal setting in QIPs and to measurement of 
performance using objective quality indicators. The unmet requirement was related to no evidence 
provided on how at least 80% of PCCM-E expenditures for the QIP will be expended. 
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MCA-NW 
The following presents a summary of MCA-NW’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed, 105 were met, 1 was partially met, and 4 were not applicable. The 

partially met determinations were related to a lack of policy language on sanctions regarding 
misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• All requirements were addressed in MCA-NW’s policies and procedures. 

Enrollee Rights and Protection 
• All requirements were addressed in MCA-NW’s policies and procedures. 

Care Coordination 
• All requirements reviewed for MCA-NW’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings were related to the general, 
maternity, and medically complex file reviews, reflected repeated issues with misinterpretation of state-
required timelines, ultimately resulting in untimely care plan review follow-ups, inconsistent adherence to 
required intervals for medication reconciliation, MCT meetings, and periodic re-assessments. A systemwide 
corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for MCA-NW, 13 were met, and 1 was not applicable. 

Confidentiality 
• All requirements were addressed in MCA-NW’s policies and procedures. 

Grievance and Appeals  
• All requirements were addressed in MCA-NW’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• All requirements were addressed in MCA-NW’s policies and procedures. 

HIMS 
• All requirements were addressed in MCA-NW’s policies and procedures. 

QAPI 
• Of the 58 requirements reviewed, 54 were met, 3 were partially met, and 1 was not met. The partially met 

determinations reflected requirements related to measurement of performance using objective quality 
indicators, implementation of interventions, evaluation of the effectiveness of the interventions, and 
attendance at Regional Medical Committee Management meetings. 
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NACC 
The following presents a summary of NACC’s performance in the 2025 SPR. 

Information Requirements 
• Of the 110 requirements reviewed, 104 were met, 1 was partially met, and 4 were not applicable. The 

partially met determinations were related to a lack of policy language on sanctions regarding 
misrepresenting information furnished to recipients and to the submission of CAPs. 

Disenrollment Requirements 
• Of the 12 requirements reviewed for NACC, 10 were met, and 2 were not applicable. 

Enrollee Rights and Protection 
• Of the 19 requirements reviewed for NACC, 18 were met, and 1 was partially met. The partially met 

determination was related to lack of documentation to support how arrangements with a sufficient number 
of providers to furnish services are conducted.  

Care Coordination 
• All requirements reviewed for NACC’s policies and procedures were met.  

• None of the case files reviewed met the requirements. The unmet findings were related to findings from the 
General, Maternity, and Medically Complex file reviews, and to the fact that there were repeated issues 
with misinterpretation of state-required timelines, ultimately resulting in untimely care plan review follow-
ups, inconsistent adherence to required intervals for medication reconciliation, MCT meetings, and periodic 
re-assessments. A systemwide corrective strategy is recommended. 

o General care coordination file review: none of the 30 cases reviewed met the requirements. 
o Maternity care coordination file review: none of the 30 cases reviewed met the requirements.  
o Medically complex care coordination file review: none of the 30 cases reviewed met the 

requirements. 

Provider Selection and Participation 
• Of the 14 requirements reviewed for NACC, 13 were met, and 1 was not applicable. 

Confidentiality 
• Of the four requirements reviewed for NACC, one was met, and three were not met. The unmet findings 

were related to lack of a policy detailing the safeguarding information on applicants and recipients during 
enrollment, determination of the amount of medical assistance, and providing services to recipients. 

Grievance and Appeals  
• All requirements were addressed in NACC’s policies and procedures. 

o Grievances file review: three of three cases reviewed met all requirements. 

Sub-contractual Relationships and Delegation 
• Of the 35 requirements reviewed for NACC, 29 were met, and 6 were partially met. The partially met 

determinations were related to policies regarding monitoring vendor performance, delegation and detailing 
of responsibilities in contracts, and vendor compliance with applicable Medicaid laws and regulations. 

HIMS 
• All requirements were addressed in NACC’s policies and procedures. 
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QAPI 
• Of the 58 requirements reviewed, 54 were met, 3 were partially met, and 1 was not met. The partially met 

determinations reflected requirements related to measurement of performance using objective quality 
indicators, implementation of interventions, and evaluation of the effectiveness of the interventions in QIPs, 
and to attendance at Regional Medical Committee Management meetings. The unmet requirement was 
related to no evidence provided on how at least 80% of PCCM-E expenditures for the QIP will be expended.  
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VI. MCE Responses to the Previous EQR Recommendations 
Title 42 CFR § 438.364 External quality review results(a)(6) require each ATR include “an assessment of the degree to which each MCO, PIHP, PAHP, or PCCM entity has effectively addressed the 
recommendations for QI made by the EQRO during the previous year’s EQR.” Tables 34–40 display the ACHN entities’ responses to the recommendations for QI made by IPRO during the 
previous EQR, as well as IPRO’s assessment of these responses. 

ACN Mid-State Response to Previous EQR Recommendations 
Table 34 displays ACNM’s responses related to the RY 2025 Annual External Quality Review Technical Report, as well as IPRO’s assessment of ACNM’s response. 
 

Table 34: ACN Mid-State Response to Previous EQR Recommendations 

Recommendation for ACN Mid-State ACN Mid-State Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: IPRO recommends conducting a 
barrier analysis and including a variety of sources to 
increase the likelihood of increased performance 
outcomes.  

What has the ACHN done or planned to do to address the recommendation? MidState will conduct analysis 
throughout 2026 to identify barriers relevant to Adverse Birth O projects. We will use data gathered from 
recipient outreach and enrollment along with associated SDOH information. 
 
When and how will this be accomplished? Barriers will be identified on the reporting years 2025 and 2026 
QIP templates for Adverse Birth Outcomes.  
 
What are the expected outcomes or goals of the actions to be taken? As MidState evaluates the efficacy of 
existing QIPS in light of barrier analysis and revise QIP interventions appropriately.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? MidState will 
continually monitor and track this initiative. MidState will use reporting data provided by the Agency as well 
as internal reports from our HIMS to continually evaluate the effectiveness. 

Partially addressed 

QIPs – Childhood Obesity: ACNM exceeded their 
performance indicator rates from proposal to 
interim year. However, the ACHN did not increase 
the goal rate to greater than the achieved interim 
rate. IPRO recommends increasing the goal rate to 
include a bolder, more ambitious goal in the final 
measurement period.  

What has the ACHN done or planned to do to address the recommendation? Following discussion with IPRO 
MidState has increased its goal by 10 percent. 
 
When and how will this be accomplished? This has been completed and is reflected on the reporting years 
2025 and 2026 QIP templates. 
 
What are the expected outcomes or goals of the actions to be taken? MidState is hopeful that the bolder 
goal rate will be achieved.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? MidState will 
continually monitor and track this initiative. MidState will use reporting data provided by the Agency as well 
as internal reports from our HIMS to continually evaluate the effectiveness. 

Partially addressed 
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Recommendation for ACN Mid-State ACN Mid-State Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

QIPs – Substance Use Disorder: ACNM should 
continue with their current initiatives, as there was 
an increase in performance for both indicators. 

What has the ACHN done or planned to do to address the recommendation? MidState will continue this 
initiative. 
 
When and how will this be accomplished? This will be ongoing. MidState will train new staff as well as 
provide refresher education regarding this initiative. 
 
What are the expected outcomes or goals of the actions to be taken? MidState expects to maintain and 
strengthen this initiative.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? MidState will 
continually monitor and track this initiative. MidState will use reporting data provided by the Agency as well 
as internal reports from our HIMS to continually evaluate the effectiveness. 

Partially addressed 

Performance measures (PMs) – ACNM should use 
the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. ACNM 
should concentrate on improving the rates that fell 
below the Alabama Medicaid benchmarks. 

What has the ACHN done or planned to do to address the recommendation? 
MidState has identified the rates that fell below the Alabama Medicaid benchmarks as well as those that are 
close to the benchmark. We are implementing action plans that will drive sustainable goals and systems that 
continuously improve quality and outcomes for our Medicaid recipients. 
 
When and how will this be accomplished? This is ongoing. We have developed and will implement measure 
specific action plans CY 2026 Q2. 
 
What are the expected outcomes or goals of the actions to be taken? MidState anticipates that these action 
plans will create an improvement in our rates. 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
 
MidState Quality Team will hold regular meetings to monitor and track progress to ensure that the goals are 
being met. 

Partially addressed 

Compliance review – ACNM should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related to the QIP 
reports and MMM. ACNM should also address care 
coordination file review findings by ensuring 
multiple contact attempts are made to schedule 
assessments and MCTs in a timely manner. 

What has the ACHN done or planned to do to address the recommendation? 

• CC - MidState will re-educate staff on our contact schedule requirements and provide evidence of staff 
training. Our leaders are monitoring the timeliness of the contact schedule using our internally designed 
"Super Report". This is monitored weekly, with outreach to staff not meeting the documented turn-
around requirements. MidState has requested a meeting with Medicaid to review contact schedule 
timeline requirements and are awaiting response.  

• MMM - Managers and supervisors send out email reminders of meetings as well as make phone calls to 
the clinics to encourage participation/attendance. MidState also updates contact information to ensure 

Partially addressed 
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Recommendation for ACN Mid-State ACN Mid-State Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

the correct information is available to ensure participation. At every meeting providers are reminded of 
the MMM requirements. The administrative assistant sends emails and paper mail invitations to the 
meetings every quarter. Midstate also holds make up meetings to facilitate attendance and ensure 
compliance to the requirements. As we have obtained new provider contracts we are auditing contact 
information for the meetings as well as indicating a key contact for the meeting. 

• QIP -a new report has been requested to track spending as well as additional reporting for members who 
decline QIP interventions. 
 

When and how will this be accomplished?  

• CC - This is ongoing, it has been reviewed at our previous staff meetings as well as providing individual 
coaching as needed. 

• MMM – This is in process and ongoing. 

• QIP – This is in process and ongoing. 
 

What are the expected outcomes or goals of the actions to be taken?  

• CC - MidState expects that reviewing the contact schedule and monitoring weekly will create an 
improvement. 

• MMM – Improved provider participation. 

• QIP – Improved reporting and intervention success. 
 

What is the ACHN’s process for monitoring the actions to determine their effectiveness? 

• CC - MidState will perform chart audits on all staff members and will utilize audits as a tool to measure 
the success of this training or the need for additional training. 

• MMM – MidState will review participation quarterly and outreach to providers with subpar attendance.  
QIP – MidState will review activity results, identify associated barriers, and adjust interventions accordingly. 

1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined. 
ACNM: Alabama Care Network Midstate; EQR: external quality review; MCE: managed care entity; ACHN: Alabama Coordinated Health Network; SUD: substance use disorder; MMM: medical 
management meeting; UAB: University of Alabama Birmingham; Q: quarter; SPR: systems performance review; QA: quality assurance. 

ACN Southeast Response to Previous EQR Recommendations 
Table 35 displays ACNS’s responses related to the RY 2025 Annual External Quality Review Technical Report, as well as IPRO’s assessment of ACNS’s response. 
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Table 35: ACN Southeast Response to Previous EQR Recommendations 

Recommendation for ACN Southeast ACN Southeast Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: IPRO recommends revising the aim 
statement and the goal rates for two of the four 
performance indicators. Additionally, IPRO 
recommends including more details on how data 
will be analyzed. 

What has the ACHN done or planned to do to address the recommendation? Southeast has revised the AIM 
statements and their rates. Southeast has also elaborated on intervention methodology and analysis 
gathered from recipient outreach and enrollment along with associated SDOH information. 
 
When and how will this be accomplished? This has been updated prior to this form submission.  
What are the expected outcomes or goals of the actions to be taken? Southeast’s QIP forms more accurately 
match the requirements of IPRO and the Medicaid Agency. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Southeast complied 
with the requests and IPRO has accepted the revisions. 

Partially addressed 

QIPs – Childhood Obesity: IPRO recommends 
conducting another barrier analysis to identify 
whether modifications or additional interventions 
are warranted.  

What has the ACHN done or planned to do to address the recommendation? Southeast will review findings of 
barrier analysis.  
 
When and how will this be accomplished? Reviews by the Quality Care Director, Population Health Manager, 
and the Southeast Quality Team. These will be reviewed monthly to see if there have been improvements.  
 
What are the expected outcomes or goals of the actions to be taken? Southeast may alter interventions to 
make them more successful. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Southeast will 
monitor Indicator and Intervention rates to determine success. 

Partially addressed 

QIPs – Substance Use Disorder: Indicator #3 
exceeded the goal; however, there was no increase 
in this indicator's goal rate. IPRO recommends 
increasing this goal rate for a more ambitious and 
bolder goal in the final MY. Indicator #1’s rate 
increased 0.4% while Indicator #2's performance 
rate was identical from baseline to interim period. 
IPRO suggests conducting a barrier analysis and 
including new or enhanced interventions if rates do 
not increase over the final measurement period. 

What has the ACHN done or planned to do to address the recommendation? Southeast has will increase goal 
rate for indicator 3. Southeast will review indicators #1 and #2 again and adjust interventions to improve rates.  
 
When and how will this be accomplished? The goal for Indicator 3 has been updated prior to this form 
submission. Indicators #1 and #2 will be reviewed on monthly basis by Southeast Quality Committee. 
 
What are the expected outcomes or goals of the actions to be taken? Southeast will discern if there are any 
additional interventions that can be take to improve SUD dates. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Southeast rates are 
reviewed monthly by Quality Committee  

Partially addressed 
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Recommendation for ACN Southeast ACN Southeast Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Performance measures (PMs) – ACNS should use 
the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. ACNS should 
concentrate on improving the rates that fell below 
the Alabama Medicaid benchmarks. 

What has the ACHN done or planned to do to address the recommendation? 
Southeast has identified the quality rates that fell below the Alabama Medicaid benchmarks as well as those 
that are close to the benchmark. We are implementing action plans that will drive sustainable goals and 
systems that continuously improve quality and outcomes for our Medicaid recipients. 
 
When and how will this be accomplished? This is ongoing. ACNS have developed and will implement specific 
action plans CY 2026 Q2. 
 
What are the expected outcomes or goals of the actions to be taken? Southeast anticipates that these action 
plans will create an improvement in our rates. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Southeast Quality 
Team holds monthly meetings to monitor and track progress to ensure that the goals are being met. 

Partially addressed 

Compliance review – ACNS should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related to the MMM. 
ACNS should also address care coordination file 
review findings by ensuring timely encounters with 
recipients. 

What has the ACHN done or planned to do to address the recommendation? 

• CC - ACNS will re-educate staff on our contact schedule requirements and provide evidence of staff 
training. Our leaders are monitoring the timeliness of the contact schedule using our internally designed 
"Super Report.” This is monitored weekly, with outreach to staff not meeting the documented turn-
around requirements. 

• MMM - Managers and supervisors send out email reminders of meetings as well as make phone calls to 
the clinics to encourage participation/attendance. Southeast also updates contact information to ensure 
the correct information is available to ensure participation. At every meeting providers are reminded of 
the MMM requirements. The administrative assistant sends emails and paper mail invitations to the 
meetings every quarter. Southeast also holds make up meetings to facilitate attendance and ensure 
compliance to the requirements. As we have obtained new provider contracts we are auditing contact 
information for the meetings as well as indicating a key contact for the meeting. 

 
When and how will this be accomplished?  

• CC - This is ongoing, it has been reviewed at our previous staff meetings as well as providing individual 
coaching as needed. 

• MMM – This is in process and ongoing. 
 
What are the expected outcomes or goals of the actions to be taken?  

• CC - Southeast expects that reviewing the contact schedule and monitoring weekly will create an 
improvement. 

Partially addressed 
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Recommendation for ACN Southeast ACN Southeast Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

• MMM – Improved provider participation. 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 

• CC - Southeast will perform chart audits on all staff members and will utilize audits as a tool to measure 
the success of this training or the need for additional training. 

MMM – Southeast will review participation quarterly and outreach to providers with subpar attendance.  
1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined.  
ACNS: Alabama Care Network Southeast; EQR: external quality review; MCE: managed care entity; LBW: low birth weight; EPSDT: Early and Periodic Screening, Diagnostic, and Treatment; AOD: 
alcohol and other drug; SUD: substance use disorder; ABO: adverse birth outcomes; CO: childhood obesity; HIMS: Health Information Management System. 

Gulf Coast Total Care Response to Previous EQR Recommendations 
Table 36 displays GCTC’s responses related to the RY 2024 Annual External Quality Review Technical Report, as well as IPRO’s assessment of GCTC’s response. 
 

Table 36: GCTC Response to Previous EQR Recommendations 

Recommendation for GCTC GCTC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: IPRO recommends including 
another intervention for Indicator #2 based on the 
analysis to increase the likelihood of increased 
performance outcomes from the interim to the final 
measurement period. 

Adverse Birth Outcomes 
What has the ACHN done or planned to do to address the recommendation? 
Per IPROs recommendation in the FY 2025 reporting meetings, the additional intervention that was 
previously associated with the Adverse Birth Outcome was removed to allow focus to be primarily on the 
current intervention.  
 
When and how will this be accomplished? Additional interventions for the sake of possibly increasing what is 
already a positive trending goal is assessed to be a redundant recommendation. 
 
What are the expected outcomes or goals of the actions to be taken? 
The current intervention has shown consistent positive progress towards the indicator goal. As reported in 
the Semi-annual validation report, intervention 2b shows the progress to achieve the current goal as it 
stands, without additional interventions.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Current 
performance measures are being monitored on a quarterly basis with oversight and review from IPRO. GCTC 

Addressed 
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Recommendation for GCTC GCTC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

has plans to increase reporting to be monthly when the capability becomes available. The current 
intervention has shown consistent positive progress towards the indicator goal. As reported in the Semi-
annual validation report, intervention 2b shows the progress to achieve the current goal as it stands, without 
additional interventions.  
 
Childhood Obesity 
GCTC will continue the hard work and effort associated with our current interventions with Childhood 
Obesity, as to keep this initiative active and progressing.  
 
Substance Use Disorder 
What has the ACHN done or planned to do to address the recommendation? 
GCTC has updated Table 1 goal table to include numerator and denominator for all indicators. GCTC has 
performed many barrier analysis, both independently and with other State agencies, as to why 
transportation issues continue in our region. Transportation deserts have been discussed many times on the 
quarterly Quality Collaborative Manager Calls and at the In-person Quality Collaborative meetings with State 
representation from all ACHNs, IPRO and Alabama Medicaid. 
 
When and how will this be accomplished? Transportation is an ongoing issue in the State of Alabama and the 
GCTC region. GCTC continuously looks for any and all new or available transportation service options in our 
area in order to help with this issue.  
 
What are the expected outcomes or goals of the actions to be taken? 
Hundreds of hours have been devoted to this topic between the Quality Department and Care Manager 
Leaders having countless conversations with anyone who could possibly help with this situation.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Even after multiple 
conversations with Alabama Medicaid and IPRO discussing this topic and reviewing the barriers in place the 
fact of the matter is GCTC is not able to adopt a program for intervention if the program does not exist in our 
current environment and cannot be created with what efforts/resources GCTC can offer. 

QIPs – Childhood Obesity: GCTC should continue 
with their current initiatives, as there was an 
increase in performance for both indicators. 

Adverse Birth Outcomes 
What has the ACHN done or planned to do to address the recommendation? 
Per IPROs recommendation in the FY 2025 reporting meetings, the additional intervention that was 
previously associated with the Adverse Birth Outcome was removed to allow focus to be primarily on the 
current intervention.  

Addressed 
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Recommendation for GCTC GCTC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

 
When and how will this be accomplished? Additional interventions for the sake of possibly increasing what is 
already a positive trending goal is assessed to be a redundant recommendation. 
 
What are the expected outcomes or goals of the actions to be taken? 
The current intervention has shown consistent positive progress towards the indicator goal. As reported in 
the Semi-annual validation report, intervention 2b shows the progress to achieve the current goal as it 
stands, without additional interventions.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Current 
performance measures are being monitored on a quarterly basis with oversight and review from IPRO. GCTC 
has plans to increase reporting to be monthly when the capability becomes available. The current 
intervention has shown consistent positive progress towards the indicator goal. As reported in the Semi-
annual validation report, intervention 2b shows the progress to achieve the current goal as it stands, without 
additional interventions.  
 
Childhood Obesity 
GCTC will continue the hard work and effort associated with our current interventions with Childhood 
Obesity, as to keep this initiative active and progressing.  
 
Substance Use Disorder 
What has the ACHN done or planned to do to address the recommendation? 
GCTC has updated Table 1 goal table to include numerator and denominator for all indicators. GCTC has 
performed many barrier analysis, both independently and with other State agencies, as to why 
transportation issues continue in our region. Transportation deserts have been discussed many times on the 
quarterly Quality Collaborative Manager Calls and at the In-person Quality Collaborative meetings with State 
representation from all ACHNs, IPRO and Alabama Medicaid. 
 
When and how will this be accomplished? Transportation is an ongoing issue in the State of Alabama and the 
GCTC region. GCTC continuously looks for any and all new or available transportation service options in our 
area in order to help with this issue.  
 
What are the expected outcomes or goals of the actions to be taken? 
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Recommendation for GCTC GCTC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Hundreds of hours have been devoted to this topic between the Quality Department and Care Manager 
Leaders having countless conversations with anyone who could possibly help with this situation.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Even after multiple 
conversations with Alabama Medicaid and IPRO discussing this topic and reviewing the barriers in place the 
fact of the matter is GCTC is not able to adopt a program for intervention if the program does not exist in our 
current environment and cannot be created with what efforts/resources GCTC can offer. 

QIPs – Substance Use Disorder: IPRO recommends 
including baseline numerators and denominators 
for all indicators or provide explanation for how the 
rates were obtained. Additionally, it is 
recommended that GCTC revisit the barrier analysis 
to determine the root causes of recipient 
transportation issues for more effective 
interventions. 

When and how will this be accomplished? Additional interventions for the sake of possibly increasing what is 
already a positive trending goal is assessed to be a redundant recommendation. 
 
What are the expected outcomes or goals of the actions to be taken? 
The current intervention has shown consistent positive progress towards the indicator goal. As reported in 
the Semi-annual validation report, intervention 2b shows the progress to achieve the current goal as it 
stands, without additional interventions.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Current 
performance measures are being monitored on a quarterly basis with oversight and review from IPRO. GCTC 
has plans to increase reporting to be monthly when the capability becomes available. The current 
intervention has shown consistent positive progress towards the indicator goal. As reported in the Semi-
annual validation report, intervention 2b shows the progress to achieve the current goal as it stands, without 
additional interventions.  
 
Childhood Obesity 
GCTC will continue the hard work and effort associated with our current interventions with Childhood 
Obesity, as to keep this initiative active and progressing.  
 
Substance Use Disorder 
What has the ACHN done or planned to do to address the recommendation? 
GCTC has updated Table 1 goal table to include numerator and denominator for all indicators. GCTC has 
performed many barrier analysis, both independently and with other State agencies, as to why 
transportation issues continue in our region. Transportation deserts have been discussed many times on the 
quarterly Quality Collaborative Manager Calls and at the In-person Quality Collaborative meetings with State 
representation from all ACHNs, IPRO and Alabama Medicaid. 
 

Partially addressed 
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When and how will this be accomplished? Transportation is an ongoing issue in the State of Alabama and the 
GCTC region. GCTC continuously looks for any and all new or available transportation service options in our 
area in order to help with this issue.  
 
What are the expected outcomes or goals of the actions to be taken? 
Hundreds of hours have been devoted to this topic between the Quality Department and Care Manager 
Leaders having countless conversations with anyone who could possibly help with this situation.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Even after multiple 
conversations with Alabama Medicaid and IPRO discussing this topic and reviewing the barriers in place the 
fact of the matter is GCTC is not able to adopt a program for intervention if the program does not exist in our 
current environment and cannot be created with what efforts/resources GCTC can offer. 

Performance measures (PMs) – GCTC should use 
the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. GCTC should 
concentrate on improving the rates that fell below 
the Alabama Medicaid benchmarks. 

What has the ACHN done or planned to do to address the recommendation? 
GCTC utilizes all reports received from Alabama Medicaid and IPRO to assist in the development and design 
of their Quality Improvement Program. All QIPs have to be approved by Alabama Medicaid prior to initiating 
any intervention.  
 
When and how will this be accomplished? 
Through timely case management and quality initiatives, the GCTC quality improvement program shows 
positive trends in measures currently reporting below baseline.  
 
What are the expected outcomes or goals of the actions to be taken? 
GCTC is aware of rates that fell below baseline and monitors these rates as they are reported by The State 
annually. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
Monitoring, barrier analysis, and process improvements are engrained in the GCTC Quality Program and Care 
Management culture.  

Partially addressed 

Compliance review – GCTC should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related to the 
effectiveness of the interventions, planning, and 
initiation of activities for increasing and sustaining 

• Medica Standards and intervention Planning: 
What has the ACHN done or planned to do to address the recommendation? 
All other future planning and improvement efforts was discussed and reported in GCTCs 2025 2nd annual 
validation report 
When and how will this be accomplished? 

Partially addressed 



Alabama EQR Annual Technical Report: Reporting Year 2025 Page VI-85 of 105 

Recommendation for GCTC GCTC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

improvement and participating providers attending 
the quarterly MMM. GCTC should also address CC 
file review findings by ensuring timely encounters 
with recipients. 

GCTC reviews all IPRO review findings as soon as they are received. All initiatives and interventions from 
current quality indicators and interventions align with current Alabama Medicaid initiatives. Improvement 
planning is a continuous process under the PDSA cycles.  
What are the expected outcomes or goals of the actions to be taken? 
Though quarter-to-quarter outcomes may not show significant data changes, process review shows we are 
making strides each quarter to make forward progress within our initiatives.  
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
GCTC holds monthly and quarterly meetings to review current data and processes to ensure goals are being 
met.  
 

• Med Management Meeting 
What has the ACHN done or planned to do to address the recommendation? 
GCTC makes every effort to assist providers in achieving their personal provider MMM participation 
requirement. All providers in the GCTC network are aware of and reminded of their mandatory attendance 
for MMM meetings.  
When and how will this be accomplished? 
Persistent effort is made to remind all providers of the dates and times of the MMM meetings beginning 
weeks before the meetings begin. Meetings are held over multiple days to offer increased flexibility for 
attendance. The providers even have the option to make up a missed meeting once a year outside of the 
previously scheduled times.  
What are the expected outcomes or goals of the actions to be taken? 
GCTC will continue its exhaustive efforts to help the providers meet their attendance requirements.  
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MMM attendance is measured after each meeting and recorded for reporting purposes. Success is measured 
in positive attendance for a quarterly MMM. 
 

• CM Encounter Timeliness 
What has the ACHN done or planned to do to address the recommendation? 
Since the 2024 SPR document, CC have received multiple training and process updates to help them achieve 
timely encounters with recipients. 
Bi-weekly reporting process have been put in place to help supervisors 
When and how will this be accomplished? 
Training is ongoing.  
Report review is ongoing 
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What are the expected outcomes or goals of the actions to be taken? 
Bi-weekly reporting process have been put in place to help supervisors of CC review current encounter 
timelines and correct any outliers that may be found in a timely manner. These reporting features offer 
ongoing monitoring and real-time feedback for continuous improvement. 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
Bi-weekly reporting process offer ongoing monitoring and real-time feedback for continuous improvement. 

1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined. 
GCTC: Gulf Coast Total Care; EQR: external quality review; MCE: managed care entity; ACHN: Alabama Coordinated Health Network; SPR: system performance review. 

My Care Alabama Central Response to Previous EQR Recommendations 
Table 37 displays MCA-C’s responses related to the RY 2024 Annual External Quality Review Technical Report, as well as IPRO’s assessment of MCA-C’s response. 
 

Table 37: MCA-C Response to Previous EQR Recommendations 

Recommendation for MCA-C MCA-C Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: IPRO suggests including more 
details on how the data will be analyzed. IPRO 
recommends conducting further barrier analyses 
in order to identify potential reasons for low 
rates. 

What has the ACHN done or planned to do to address the recommendation? 
ABO/CO/SUD: MCAC has expanded the data analysis methodology sections and initiated the population health 
data analyst (PHDA) in conducting regular risk barrier analysis utilized for project and program evaluation. All 
ITMs were refined for FY25 and continue to be evaluated quarterly to meet the external evaluation 
recommendations.  
SUD: MCAC updated the FY25 disproportionate index worksheet to complete all subcategories and will 
continue to update annually.  
 
When and how will this be accomplished? 
ABO/CO/SUD: MCAC expanded data analysis methodology in the FY25 QIP Template submissions and will 
continue throughout the duration of the contract.  
SUD: MCAC completed the disproportionate index worksheet for FY25. The PHDA and Quality Care Director will 
ensure completion annually.  
 
What are the expected outcomes or goals of the actions to be taken? 

Partially addressed 



Alabama EQR Annual Technical Report: Reporting Year 2025 Page VI-87 of 105 

Recommendation for MCA-C MCA-C Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

MCAC seeks to improve; barrier identification, quality measure scoring, and population health outcomes with 
the enhanced use of risk barrier analysis and the addition of the population health data analyst (PHDA).  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
ABO/CO/SUD: MCAC uses 3 key review points to determine barrier analysis and assurance of inclusion into the 
QIPS. Biweekly & quarterly Quality Meetings are scheduled and completed to review the Quality Program 
components, and evaluate program effectiveness 
SUD: The DIW is reviewed quarterly by the QCD, PHDA, and annually by the Internal Quality Committee.  

QIPs – Childhood Obesity: IPRO suggests 
including more details on how the data will be 
analyzed, as well as additional clarification on ITM 
denominator descriptions. 

What has the ACHN done or planned to do to address the recommendation? 
ABO/CO/SUD: MCAC has expanded the data analysis methodology sections and initiated the population health 
data analyst (PHDA) in conducting regular risk barrier analysis utilized for project and program evaluation. All 
ITMs were refined for FY25 and continue to be evaluated quarterly to meet the external evaluation 
recommendations.  
SUD: MCAC updated the FY25 disproportionate index worksheet to complete all subcategories and will 
continue to update annually.  
 
When and how will this be accomplished? 
ABO/CO/SUD: MCAC expanded data analysis methodology in the FY25 QIP Template submissions and will 
continue throughout the duration of the contract.  
SUD: MCAC completed the disproportionate index worksheet for FY25. The PHDA and Quality Care Director will 
ensure completion annually.  
 
What are the expected outcomes or goals of the actions to be taken? 
MCAC seeks to improve; barrier identification, quality measure scoring, and population health outcomes with 
the enhanced use of risk barrier analysis and the addition of the population health data analyst (PHDA).  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
ABO/CO/SUD: MCAC uses 3 key review points to determine barrier analysis and assurance of inclusion into the 
QIPS. Biweekly & quarterly Quality Meetings are scheduled and completed to review the Quality Program 
components, and evaluate program effectiveness 
SUD: The DIW is reviewed quarterly by the QCD, PHDA, and annually by the Internal Quality Committee.  

Addressed 

QIPs – Substance Use Disorder: MCA-C should 
review the rates listed in the disproportionate 

What has the ACHN done or planned to do to address the recommendation? 
ABO/CO/SUD: MCAC has expanded the data analysis methodology sections and initiated the population health 
data analyst (PHDA) in conducting regular risk barrier analysis utilized for project and program evaluation. All 

Partially addressed 
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index worksheet. There were some subcategories 
with missing data. 

ITMs were refined for FY25 and continue to be evaluated quarterly to meet the external evaluation 
recommendations.  
SUD: MCAC updated the FY25 disproportionate index worksheet to complete all subcategories and will 
continue to update annually.  
 
When and how will this be accomplished? 
ABO/CO/SUD: MCAC expanded data analysis methodology in the FY25 QIP Template submissions and will 
continue throughout the duration of the contract.  
SUD: MCAC completed the disproportionate index worksheet for FY25. The PHDA and Quality Care Director will 
ensure completion annually.  
 
What are the expected outcomes or goals of the actions to be taken? 
MCAC seeks to improve; barrier identification, quality measure scoring, and population health outcomes with 
the enhanced use of risk barrier analysis and the addition of the population health data analyst (PHDA).  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
ABO/CO/SUD: MCAC uses 3 key review points to determine barrier analysis and assurance of inclusion into the 
QIPS. Biweekly & quarterly Quality Meetings are scheduled and completed to review the Quality Program 
components, and evaluate program effectiveness 
SUD: The DIW is reviewed quarterly by the QCD, PHDA, and annually by the Internal Quality Committee.  

Performance measures (PMs) – MCA-C should 
use the findings from the Entity Quality Measures 
Incentive report to inform the development of 
their annual quality improvement program. MCA-
C should concentrate on improving the rates that 
fell below the Alabama Medicaid benchmarks. 

What has the ACHN done or planned to do to address the recommendation? 
MCAC will continue to use the Quality Measure Incentive report to inform the annual Quality Improvement 
Program Plan. 
MCAC identified the Quality Measures falling below benchmark rates and began MMM topic prioritization and 
education based on rates “not met.”  
 
When and how will this be accomplished? 
MCAC implemented a triage approach to quality measures in FY25. MCAC will continue to identify high-risk, at-
risk measures and resource availability throughout the contract period. Biannual evaluation of the quality 
measure triage targets from entity rate reports will continue to be executed by the Quality Team utilizing entity 
preliminary and final rate reports. 
 
What are the expected outcomes or goals of the actions to be taken? 

Partially addressed 
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MCAC seeks to annually improve the Quality Incentive score, by maintaining met benchmarks, and improving 
unmet benchmarks.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MCAC will continue to utilize biweekly, quarterly, and the Internal Quality Committee meetings using the PDSA 
cycle to monitor and evaluate Quality Program effectiveness and outcomes.  

Compliance review – MCA-C should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 
2024 SPR document review findings related to 
MMM. MCA-C should also address CC file review 
findings by ensuring timely encounters and an 
appropriate number of contact attempts are 
made to reach recipients. 

What has the ACHN done or planned to do to address the recommendation? 
MMM: MCAC continues to directly outreach to providers not attending MMMs and utilizes CAPS, as necessary.  
CC File Review: MCAC will work in junction with the Agency to clarify the contractual requirements for care 
management activities timelines to prevent gaps in care coordination for care plan review follow-ups, 
medication reconciliations, MCT meetings, and periodic reassessments. MCAC will provide ongoing staff 
training on best practices of timeliness in care management. MCAC will utilize Quick Sight reports developed to 
proactively monitor and address timeliness. MCAC will continue to implement staff training on encounter 
timeliness and contact as outlined for FY25 and throughout the contract period.  
 
When and how will this be accomplished? 
MMM: MCAC will continue to execute regular in person and digital outreach to providers and educate on 
contract participation requirements.  
CC File Review: MCAC will continue to educate and monitor staff performance for timely and contact attempts 
throughout the contract period. Monthly, quarterly, and annual training will remain ongoing throughout the 
contract period with a PPV report analysis occurring semiannually.  
 
What are the expected outcomes or goals of the actions to be taken? 
MMM: MCAC seeks to increase provider participation rates.  
CC File Review: MCAC seeks to improve timeliness of engagements and rate of contact encounters as outlined 
in the contract.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MMM: MCAC utilizes quarterly and annual participation reports for monitoring and contract requirement 
determination. Providers who do not meet requirements are then place on a CAP and terminated when 
deemed appropriate by all entities.  
CC File Review: The Care Management Director and Supervisor will continue to evaluate timeliness and 
recipient contacts through monthly chart audits, weekly meetings, and report evaluation. 

Partially addressed 
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1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined.  
MCA-C (or MCAC): My Care Alabama Central; EQR: external quality review; ACHN: Alabama Coordinated Health Network; MMM: medical management meeting; ABO: adverse birth outcomes; Q: 
quarter; SUD: substance use disorder; ROSS: Recovery Organization of Support Specialists; FY: fiscal year; SPR: system performance review; OUD: opioid use disorder; ED: emergency department; 
IET: Initiation and Engagement of Treatment; PHDA: Public Health Data Analyst. 

My Care Alabama East Response to Previous EQR Recommendations 
Table 38 displays MCA-E’s responses related to the RY 2024 Annual External Quality Review Technical Report, as well as IPRO’s assessment of MCA-E’s response. 
 

Table 38: MCA-E Response to Previous EQR Recommendations 

Recommendation for MCA-E MCA-E Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: MCA-E should ensure the 
indicators, baselines, and targets reported in Table 
7 align with Table 1. IPRO suggests including more 
details on how the data will be analyzed. 

What has the ACHN done or planned to do to address the recommendation? 
MCAE has ensured that the baselines and targets are aligned throughout the document. We also had the 
Public Health Data Analyst add more details to our methodology for analyzing data. 
 
When and how will this be accomplished? 
It was accomplished after we realized we had been updated one table and did not carry the changes over to 
the table at the latter part of the document. The methodology has been updated as well. 
 
What are the expected outcomes or goals of the actions to be taken? 
MCAE expects the outcome to be more congruent, alignment and clarity throughout the document. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MCAE will have another reviewer take a look at the document to ensure it is aligned throughout. 

Partially addressed 

QIPs – Childhood Obesity: MCA-E should ensure the 
ITMs all have numerators, denominators, and rates 
reported. IPRO suggests including more details on 
how the data will be analyzed. 

What has the ACHN done or planned to do to address the recommendation? 
MCAE has obtained and included the numerators, denominators and rates for all active ITMs. The 
methodology for data gathering and analyzing has been updated as well. 
 
When and how will this be accomplished? 
These updates occurred shortly after the reporting was submitted.  
 
What are the expected outcomes or goals of the actions to be taken? 

Addressed 
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The expected outcome is for the completed Results table to tell the complete story of how the interventions 
are progressing.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MCAE is now leveraging support from our data analyst to streamline reporting and ensure rates are reported 
on time. The methodology for data gathering and analysis has been updated as well. 

QIPs – Substance Use Disorder: MCA-E should 
ensure the ITMs all have numerators, 
denominators, and rates reported. 

What has the ACHN done or planned to do to address the recommendation? 
MCAE has obtained and included the numerators, denominators and rates for all active ITMs. The 
methodology for data gathering and analyzing has been updated as well. 
 
When and how will this be accomplished? 
These updates occurred shortly after the reporting was submitted.  
 
What are the expected outcomes or goals of the actions to be taken? 
The expected outcome is for the completed Results table to tell the complete story of how the interventions 
are progressing.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 
MCAE is now leveraging support from our data analyst to streamline reporting and ensure rates are reported 
on time. The methodology for data gathering and analysis has been updated as well. 

Partially addressed 

Performance measures (PMs) – MCA-E should use 
the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. MCA-E 
should concentrate on improving the rates that fell 
below the Alabama Medicaid benchmarks. 

What has the ACHN done or planned to do to address the recommendation? 
MCAE is using data analyst support to target improvement opportunities for the continuing measures, with 
data broken down by county, demographic characteristics, and other key identifiers to guide improvement 
efforts 
 
When and how will this be accomplished? 
MCAE is developing a Quality Measure Dashboard to track performance and identify areas where 
improvement efforts should be directed. These efforts are ongoing 
 
What are the expected outcomes or goals of the actions to be taken? 
The expected outcome is an efficient, data driven approach to improving performance across quality 
measures. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness?  

Partially addressed 
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The MCAE Public Health Data Analyst and Quality Care Director hold standing meetings to discuss the 
development and utilization of the Quality Measure Dashboard. These meetings will continue once the 
dashboard is fully implemented. 

Compliance review – MCA-E should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related to MMM. 
MCA-E should also address CC file review findings 
by ensuring timely encounters and an appropriate 
number of contact attempts are made to reach 
recipients. 

What has the ACHN done or planned to do to address the recommendation? 
Eight Medical Management Meetings (MMM) are held each fiscal year. These meetings are conducted 
through a Webex Webinar format, and providers are offered two opportunities each quarter to attend. 
Meeting dates and webinar registration links are distributed at the start of the fiscal year, as well as prior to 
each scheduled session. Providers receive multiple automated reminders leading up to the meeting for which 
they registered. If a provider does not attend their selected session, an automated follow up email is sent to 
notify them that they were missed. 
Care Management Director and Supervisors provide annual, quarterly, and monthly trainings around contract 
requirements, including appropriate contact schedule. Supervisors are utilizing reporting that indicates last 
billable task to closely monitor recipients with no successful contact in a timely manner.  

 
When and how will this be accomplished? 
We implemented this process at the start of the fiscal year. All meeting dates and registration links for the 
full fiscal year were distributed during the first quarter. To ensure providers have multiple opportunities to 
register and stay informed, additional reminders—including the registration link—are sent a few weeks prior 
to each meeting. This approach ensures every provider receives ample notice and repeated opportunities to 
register and attend. 
This is an ongoing practice for care management process improvement. Trainings occur during team 
meetings, pod meetings, and during quarterly/annual online training programs. Supervisors monitor recent 
activities for recipients on a biweekly basis.  

 
What are the expected outcomes or goals of the actions to be taken? 
The goal of these actions is to increase provider participation in the Medical Management Meetings (MMM). 
Higher attendance will help ensure that we meet all established expectations and maintain consistent 
engagement, communication, and alignment with providers and their participation. 
The goal is to minimize recipients lost to follow-up and improve overall contact timeliness. Care Managers 
use the report of last billable encounter to prioritize their caseload based on risk stratification and time since 
last encounter.  

 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? 

Partially addressed 
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The ACHN monitors the effectiveness of these actions by calculating and reviewing MMM participation rates 
on both a quarterly and annual basis. These regular evaluations help determine whether provider 
engagement is improving and whether additional adjustments or supports are needed to meet participation 
expectations. 
Utilizing the reports allows MCAE to identify recipients who are consistently on the list without recent billable 
encounters.  

1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined. 
MCA-E (or MCAE): My Care Alabama East; EQR: external quality review; MCE: managed care entity; ACHN: Alabama Coordinated Health Network; SPR: system performance review; PCP: primary 
care provider; CAP-CH: Children and Adolescents’ Access to Primary Care Practitioners. 

My Care Alabama Northwest Response to Previous EQR Recommendations 
Table 39 displays MCA-NW’s responses related to the RY 2024 Annual External Quality Review Technical Report, as well as IPRO’s assessment of MCA-NW’s response. 
 

Table 39: MCA-NW Response to Previous EQR Recommendations 

Recommendation for MCA-NW MCA-NW Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: MCA-NW should continue their 
performance improvement project interventions in 
an effort to reach their target indicator rates. 

• What has the ACHN done or planned to do to address the recommendation? 
The key staff team is currently revisiting our barrier analysis to determine more precise interventions. We 
also plan to include supplemental graphs and data to give supporting evidence of our approaches and show 
small improvements quarter to quarter rather than only seeing that improvement on a yearly basis. For 
example, if an intervention is created during the middle of the year, it is unlikely to have a large impact on 
the yearly rate and may not yet help us meet the goal rate. That does not mean however it was not a 
successful intervention. To better measure intervention success, we will track that interventions targeted 
quality measure quarterly, with visual representations of the date the intervention was introduced to 
monitor smaller improvements. This will help us determine which interventions are successful, and which 
we should remove from the QIP.  

• When and how will this be accomplished? 
We have recently implemented a new database process to bypass the claims lack of claims data received 
from Medicaid for recipients who are no longer assigned. Losing claims for previous recipients prevented us 
from calculating historic quality measure data, meaning we had to wait for Medicaid to give us current 
quality measure rates which are a year behind. With our new database process, we can accurately calculate 
our own rates on a rolling 3-month basis. Having completed and up to date claims data will allow us to 

Partially addressed 



Alabama EQR Annual Technical Report: Reporting Year 2025 Page VI-94 of 105 

Recommendation for MCA-NW MCA-NW Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

measure intervention impact in real time. In addition to the updated database, we are working with our 
HIMS system provider to enhance our data collection abilities for performance tracking measures without 
adding more burden on the care managers. When that is complete, we will have more robust and accurate 
data to monitor successful interventions. Completion of this process is dependent on the HIMS system 
provider and will be incorporated in the QIP when they are able to finalize this approach. 

• What are the expected outcomes or goals of the actions to be taken? 
Having a more complete and recent data set will allow us to more accurately determine which interventions 
are successful or not successful, giving us the ability to more quickly add or remove interventions based on 
data. If interventions can be added or removed more quickly and accurately, we can have a faster impact on 
the targeted quality measures.  
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? Calculate quality 
measure rates on a quarter-to-quarter basis, rather than yearly, to observe quarterly changes in rates based 
on date of intervention implementation. If after several quarters an intervention does not show evidence of 
improvement, we will remove it from the QIP in favor of a new intervention which may be more effective. 

QIPs – Childhood Obesity: IPRO suggests including 
more details on how the data will be analyzed. 

• What has the ACHN done or planned to do to address the recommendation? 
The PHDA and QCD are currently re-writing sections of the QIP to better explain our data analysis approach, 
reasoning, and process. The newly re-written sections will include specific details of the source of data used, 
analysis methodology and reasoning for approach, and the statistical software used. It will also detail data 
collection methods, and which data sources are used for each quality measure, performance indicator, and 
barrier analysis independently. 

• When and how will this be accomplished? 
The updated sections are planned to be included in the April QIP submissions. We are currently reviewing 
and finalizing our barriers and updated performance indicators. When that is complete we will have a better 
idea and data sources and analysis approach. We are also working with our HIMS system provider to 
improve data collection methods for more robust and accurate data for performance indicators. The 
timeline for improved data collection is dependent upon the HIMS system provider and the data collection 
methods will be detailed in the methodology section in the QIP when that process is updated. 

• What are the expected outcomes or goals of the actions to be taken? 
The updated methodology sections will include a concise explanation of our methods for analyzing data and 
steps to ensure our targeted indicators are meeting our goals rates as well as how we will determine if an 
improvement is being made towards the goal rates if the current goal is not met for the measurement year. 

Partially addressed 
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• What is the ACHN’s process for monitoring the actions to determine their effectiveness? We will expect 
feedback from IPro on the newly written sections and will incorporate their response in our 
writing/approach in upcoming submissions. 

QIPs – Substance Use Disorder: Given the 
tremendous jump in numerator, denominator, and 
rate for Indicator #1, the entity should discuss 
factors that led to this jump, including whether the 
baseline sample was large enough to establish an 
appropriate target rate. 

• What has the ACHN done or planned to do to address the recommendation? 
Although we are using HEDIS measures for the IET indicators, Medicaid may be calculating their rate using 
different methods than we have available to us. The baseline rate originally included in the QIP was given by 
Medicaid, but current rates were calculated by PHDA using claims data. To account for this we will begin 
calculating the rates in a way that is more fit for our QIP. For example, the IET measures utilize a time 
window that is too short to use claims data, which is three months behind, to target an intervention. By the 
time we know if a recipient has met the denominator criteria it is too late to influence whether they will 
meet the numerator. To overcome this issue, we will begin using a rate that targets recipients based on 
ever having a substance use episode rather than only including the first episode. We will then update the 
baseline to that rate to better match our current rate and recalculated goal and benchmark rate. 

• When and how will this be accomplished? 
The updated baseline and goals will be included in the soonest QIP submission possible. We cannot increase 
our sample size, but we can recalculate goals based on our current rate. These updates to our rate 
calculation and data sources will be outlined in the methodology section of the QIP. 

• What are the expected outcomes or goals of the actions to be taken? 
This approach will give us a more accurate idea of what a reasonable goal would be as well as informing us if 
we are making progress towards this quality measure. 

• What is the ACHN’s process for monitoring the actions to determine their effectiveness? We will monitor 
the updated rate calculation quarter to quarter and implement quality assurance checks within the data 
to determine if the new calculation is accurate for improvement purposes. 

Partially addressed 

Performance measures (PMs) – MCA-NW should 
use the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. MCA-NW 
should concentrate on improving the rates that fell 
below the Alabama Medicaid benchmarks. 

• What has the ACHN done or planned to do to address the recommendation? 
MCA-NW has begun implementing a process to identify recipients who meet the criteria for quality 
measures but have not yet met the numerator. When a recipient is identified we determine if they have a 
managed care record and if they are currently enrolled. If they are currently enrolled, they are included in a 
list given to their CM who will then reach out to the recipient to encourage them to perform the action 
required to meet the numerator. For example, we will identify recipients in the Wellchild measure, 
determine how many visits they still require, and their CM will help them schedule the remaining visits. If a 
recipient does not have a care record they are divided by county and provided to a CM for targeted 
enrollment. 

• When and how will this be accomplished? 

Partially addressed 
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IPRO Assessment of MCE 

Response1 

This process is currently in place for mammography, Wellchild visits, and medically complex recipients. We 
will continue to monitor our current rates to increase the underperforming measures. The nature of some 
of the measurement windows means we will not see improvement from this process in some cases for one 
to two years. 

• What are the expected outcomes or goals of the actions to be taken? 
We expect this process will get us closer to reaching quality measure targets for underperforming quality 
measures. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? MCA-NW will 
monitor current quality measure rates on a quarterly basis to ensure improvements are being made. If 
necessary, we will shift focus/resources to measures that are not on track to meet their goal. 

Compliance review – MCA-NW should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related to MMM. 
MCA-NW should also address CC file review findings 
by ensuring timely encounters and an appropriate 
number of contact attempts are made to reach 
recipients. 

• What has the ACHN done or planned to do to address the recommendation? 
Eight Medical Management Meetings (MMM) are scheduled each fiscal year to allow ample opportunity for 
the PCP groups to attend and receive credit for ACHN provider’s participation. Meetings are held virtually to 
promote ease of attendance and surveys were conducted to determine days and times for best attendance. 
Meetings are open to all PCP/MCP office staff but only MD, NP, and PAs will count towards provider 
attendance. Meetings are not required for MCPs but are encouraged. Meeting materials and presentations 
are shared with all Network providers at the conclusion of each meeting series. Care Managers are provided 
with training and reinforcement monthly to adhere to recipient contact requirements. 

• When and how will this be accomplished? 
For FY 2025 MCA-NW will continue to host two MMMs each quarter. Webex invites are sent to all ACHN 
Network providers at least 30 days prior to meeting. Meetings are held at 12:15pm for one hour. The days 
rotate each quarter to offer options for attendance. Attendance is captured at each meeting and provider 
participation is reported to AMA quarterly and annually. Care Managers are required to make no less than 
three contact attempts. Attempts include phone calls and unannounced home visits, all which require 
documentation of attempts and care plan updates if needed. 

• What are the expected outcomes or goals of the actions to be taken? 
MMM Provider Participation rates will continue to meet or exceed requirements. Care Managers will have 
success with recipient outreach and engagement. Enrollment rates for Maternity, Medically Complex and 
General cases will meet or exceed SLA requirements. 
 
What is the ACHN’s process for monitoring the actions to determine their effectiveness? MMM 
participation rates are calculated and reported quarterly and annually. Care Manager chart audits are 

Partially addressed 
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conducted monthly to adhere to quality and timeliness requirements. Any chart that receives a score less 
than 95% will require formal supervision and intervention to correct deficiencies. 

1 IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined. 
MCA-NW (or MCANW): My Care Alabama Northwest; EQR: external quality review; MCE: managed care entity; ACHN: Alabama Coordinated Health Network; MMM: medical management 
meeting; FY: fiscal year; IET: Initiation and Engagement of Treatment; OUD: opioid use disorder; BMI: body mass index; ED: emergency department; SPR: system performance review; PCP: 
primary care provider; ADT: admission, discharge, transfer; BH: behavioral health; SUD: substance use disorder; Q: quarter; PHDA: Public Health Data Analyst. 

North Alabama Community Care Response to Previous EQR Recommendations 
Table 40 displays NACC’s responses related to the RY 2024 Annual External Quality Review Technical Report, as well as IPRO’s assessment of NACC’s response. 
 

Table 40: NACC Response to Previous EQR Recommendations 

Recommendation for NACC NACC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

Quality improvement projects (QIPs) – Adverse 
Birth Outcomes: NACC should conduct additional 
barrier analysis to identify the barriers members 
face to participating in family planning services after 
delivery. 

Adverse Birth Outcomes: Family Planning initiatives were removed from QIPs in 2025 as Family Planning 
services were reassigned from ACHNs to the Alabama Department of Public Health (ADPH). Therefore, 
NACC feels that family planning enrollment with ADPH is outside of NACC’s ability to improve. However, 
NACC continues to provide recipients with information regarding family planning services and encourages 
recipients to enroll. 
 
Childhood Obesity: In 2025, NACC added an intervention to distribute breast pumps. Additionally, NACC is 
developing a contact schedule for those who receive the pumps and will implement the changes in Q3 2026 
once the materials have been approved by the Alabama Medicaid Agency. The goal is to provide support as 
recipients progress through their breastfeeding journey. Additionally, this will provide opportunities for the 
NACC team to discuss barriers with recipients and identify areas for improvement. 
 
Substance Use Disorder: NACC has increased communication with providers and treatment centers to 
better understand the challenges they face as well as the challenges they see recipients face. Changes in 
contact schedule between the treatment facilities implementing contingency management were made in 
2025 and then again in March 2026 after continued issues with enrollment. 
 
Assessing Effectiveness: Throughout each month and quarterly, NACC is assessing outcomes in each of 
these areas to determine success and consider changes if indicated. 

Partially addressed 
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Recommendation for NACC NACC Response/Actions Taken 
IPRO Assessment of MCE 

Response1 

QIPs – Childhood Obesity: IPRO recommends that 
NACC speak to members about the barriers they 
face to breastfeeding and use this feedback to 
inform changes in interventions. ITMs that have 
declined or been stagnant should be closely 
analyzed for barriers/challenges to success. 

Adverse Birth Outcomes: Family Planning initiatives were removed from QIPs in 2025 as Family Planning 
services were reassigned from ACHNs to the Alabama Department of Public Health (ADPH). Therefore, 
NACC feels that family planning enrollment with ADPH is outside of NACC’s ability to improve. However, 
NACC continues to provide recipients with information regarding family planning services and encourages 
recipients to enroll. 
 
Childhood Obesity: In 2025, NACC added an intervention to distribute breast pumps. Additionally, NACC is 
developing a contact schedule for those who receive the pumps and will implement the changes in Q3 2026 
once the materials have been approved by the Alabama Medicaid Agency. The goal is to provide support as 
recipients progress through their breastfeeding journey. Additionally, this will provide opportunities for the 
NACC team to discuss barriers with recipients and identify areas for improvement. 
 
Substance Use Disorder: NACC has increased communication with providers and treatment centers to 
better understand the challenges they face as well as the challenges they see recipients face. Changes in 
contact schedule between the treatment facilities implementing contingency management were made in 
2025 and then again in March 2026 after continued issues with enrollment. 
 
Assessing Effectiveness: Throughout each month and quarterly, NACC is assessing outcomes in each of these 
areas to determine success and consider changes if indicated. 

Addressed 

QIPs – Substance Use Disorder: IPRO recommends 
gathering member and provider input directly. This 
information should be used to inform modifications 
to interventions moving forward. 

Adverse Birth Outcomes: Family Planning initiatives were removed from QIPs in 2025 as Family Planning 
services were reassigned from ACHNs to the Alabama Department of Public Health (ADPH). Therefore, 
NACC feels that family planning enrollment with ADPH is outside of NACC’s ability to improve. However, 
NACC continues to provide recipients with information regarding family planning services and encourages 
recipients to enroll. 
 
Childhood Obesity: In 2025, NACC added an intervention to distribute breast pumps. Additionally, NACC is 
developing a contact schedule for those who receive the pumps and will implement the changes in Q3 2026 
once the materials have been approved by the Alabama Medicaid Agency. The goal is to provide support as 
recipients progress through their breastfeeding journey. Additionally, this will provide opportunities for the 
NACC team to discuss barriers with recipients and identify areas for improvement. 
 
Substance Use Disorder: NACC has increased communication with providers and treatment centers to 
better understand the challenges they face as well as the challenges they see recipients face. Changes in 

Addressed 
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IPRO Assessment of MCE 

Response1 

contact schedule between the treatment facilities implementing contingency management were made in 
2025 and then again in March 2026 after continued issues with enrollment. 
 
Assessing Effectiveness: Throughout each month and quarterly, NACC is assessing outcomes in each of these 
areas to determine success and consider changes if indicated. 

Performance measures (PMs) – NACC should use 
the findings from the Entity Quality Measures 
Incentive report to inform the development of their 
annual quality improvement program. NACC should 
concentrate on improving the rates that fell below 
the Alabama Medicaid benchmarks. 

NACC has found the feedback form the Entity Quality Measures Incentive reports to be beneficial in 
creating new interventions and making changes to current ones experiencing stagnant rates. NACC will 
continue to use the feedback from IPRO and the Alabama Medicaid Agency to be proactive in addressing 
issues. Throughout each month and quarterly, NACC is assessing outcomes to determine success and 
consider changes if indicated. 

Partially addressed 

Compliance review – NACC should ensure their 
compliance with federal and state Medicaid 
standards by creating initiatives to address the 2024 
SPR document review findings related planning and 
initiation of activities for increasing or sustaining 
improvement and the requirement that 
participating providers attend the quarterly MMM. 
NACC should also address CC file review findings by 
ensuring timely evaluations are conducted and all 
encounter notes are documented. 

NACC has increased contact with providers to encourage participation including the creation of postcards 
with dates and reminders. Also, after each meeting, providers are again contacted as a reminder. Lastly, at 
the end of each quarter, providers are contacted with a copy of their quality measure scorecard and 
participation status. This effort appears to be improving attendance. After each quarter, NACC assesses 
outcomes to determine success and consider changes if indicated.  

Partially addressed 

1IPRO assessments are as follows: addressed: entity’s quality improvement (QI) response resulted in demonstrated improvement; partially addressed: entity’s QI response was appropriate, but 
improvement was not yet observed; remains an opportunity for improvement: entity’s QI response did not address the recommendation, improvement was not observed, or performance 
declined. 
NACC: North Alabama Community Care; EQR: external quality review; MCE: managed care entity; ACHN: Alabama Coordinated Health Network; SPR: system performance review; RFP: request for 
proposal; MCT; multidisciplinary care team; EI: Eligible Individual. 
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VII. MCE Strengths, Opportunities for Improvement, and EQR Recommendations 
Table 41 highlights each ACHN entity’s performance strengths, opportunities for improvement, follow-up on prior EQRO recommendations, and this year’s recommendations based on the 
aggregated results of SFY 2024 EQR activities as they relate to quality, timeliness, and access. 
 
Table 41: Strengths, Opportunities for Improvement, and EQR Recommendations for All ACHN Entities 

ACHN Entity Strengths Opportunities for Improvement Recommendations Standards 

Quality 
improvement 
projects (QIPs) –
ACNM 

ABO: None. 
CO: ACNM demonstrated an improvement in the 
performance indicator and exceeded the goal 
rate from baseline (2021) to the interim 
measurement period (2023). 
SUD: ACNM demonstrated an improvement in 
both performance indicators and exceeded the 
goal rate from baseline (2021) to the interim 
measurement period (2023). 

ABO: ACNM demonstrated a decline in the 
performance indicator from baseline (2021) to 
the interim measurement period (2023). 
CO: None. 
SUD: None. 

ABO: IPRO recommends conducting a barrier 
analysis and including a variety of sources to 
increase the likelihood of increased performance 
outcomes.  
CO: ACNM exceeded their performance indicator 
rates from proposal to interim year. However, the 
ACHN did not increase the goal rate to greater 
than the achieved interim rate. IPRO recommends 
increasing the goal rate to include a bolder, more 
ambitious goal in the final measurement period.  
SUD: ACNM should continue with their current 
initiatives, as there was an increase in 
performance for both indicators. 

Quality 
 

QIPs – ACNS ABO: None. 
CO: ACNS demonstrated an improvement in both 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 
SUD: ACNS demonstrated an improvement in two 
of three performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 

ABO: ACNS demonstrated a decline in all three 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 
CO: None. 
SUD: ACNS demonstrated a decline in one of 
three performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 

ABO: IPRO recommends conducting a barrier 
analysis and including a variety of sources to 
increase the likelihood of increased performance 
outcomes. 
CO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in both indicators. 
SUD: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 

Quality 
 

QIPs – GCTC ABO: GCTC demonstrated an improvement in all 
four performance indicators from baseline (2023) 
to the interim measurement period (2025). 
CO: GCTC demonstrated an improvement in both 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 
SUD: None. 

ABO: None. 
CO: None. 
SUD: GCTC demonstrated a decline in all three 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 

ABO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in both indicators. 
CO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in the indicators. 

Quality 
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SUD: IPRO recommends that interventions be 
reviewed and modified or new interventions 
developed and implemented to address low 
performing indicators. 

QIPs – MCA-C ABO: None. 
CO: MCAC demonstrated an improvement in all 
five performance indicators from baseline (2023) 
to the interim measurement period (2025). 
SUD: MCAC demonstrated an improvement in 
four of five performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 

ABO: MCAC demonstrated a decline in both 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 
CO: None. 
SUD: MCAC demonstrated a decline in one of five 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 

ABO: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 
CO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in both indicators. 
SUD: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 

Quality 
 

QIPs – MCA-E ABO: MCAE demonstrated an improvement in 
two of three performance indicators from 
baseline (2023) to the interim measurement 
period (2025). 
CO: MCAE demonstrated an improvement in all 
three performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 
SUD: MCAE demonstrated an improvement in 
one of four performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 

ABO: MCAE demonstrated a decline in one of 
three performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 
CO: None. 
SUD: MCAE demonstrated a decline in two of 
four performance indicators from baseline (2023) 
to the interim measurement period (2025). The 
performance for one indicator could not be 
assessed due to no baseline rates reported. 

ABO: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 
CO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in both indicators. 
SUD: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 

Quality 
 

QIPs – MCA-NW ABO: MCANW demonstrated an improvement in 
two of four performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 
CO: None. 
SUD: None. 

ABO: The performance for two indicators could 
not be assessed due to no baseline or SFY 2025 
rates reported. 
CO: The performance for all three indicators 
could not be assessed due to no baseline or SFY 
2025 rates reported. 
SUD: MCANW demonstrated a decline in one of 
three performance indicators from baseline 

All QIPs: As performance could not be assessed 
due to the absence of baseline and/or SFY 2025 
rates, it is recommended that the entities ensure 
complete and timely reporting of required data 
and closely monitor performance to support 
assessment and evaluation in future review 
periods. 

Quality 
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(2023) to the interim measurement period 
(2025). The performance for two indicators could 
not be assessed due to no baseline or SFY 2025 
rates reported. 

QIPs – NACC ABO: None. 
CO: NACC demonstrated an improvement in 
three of four performance indicators from 
baseline (2023) to the interim measurement 
period (2025). 
SUD: None. 

ABO: NACC demonstrated a decline in the 
performance indicator from baseline (2023) to 
the interim measurement period (2025). 
CO: NACC demonstrated no change in rates for 
one of four performance indicators from baseline 
(2023) to the interim measurement period 
(2025). 
SUD: NACC demonstrated a decline in both 
performance indicators from baseline (2023) to 
the interim measurement period (2025). 

ABO: IPRO recommends continuous monitoring of 
the initiatives to support sustainability of 
improvements in the indicators. 
CO: IPRO recommends continuation of the 
initiatives to support sustainability of 
improvements in both indicators. 
SUD: IPRO recommends that the ACHN reassess 
and increase the target rates for both indicators, 
as targets set below the baseline do not 
adequately reflect expected performance 
improvement. IPRO recommends continuous 
monitoring of the initiatives to support 
sustainability of improvements in the indicators. 

Quality 
 

Performance 
measures (PMs) – 
ACNM 

ACNM’s rates exceeded the statewide average in 
2 of 15 quality measures. ACNM met or exceeded 
the state incentive benchmarks in 6 of 15 quality 
measures. 

ACNM’s rates were below the statewide averages 
in 13 of 15 quality measures. ACNM’s rates were 
below the incentive benchmarks in 9 of 15 
quality measures. 

ACNM should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

PMs – ACNS ACNS’s rates exceeded the statewide average in 6 
of 15 quality measures. 
ACNS met or exceeded the state incentive 
benchmarks in 11 of 15 quality measures. 

ACNS’s rates were below the statewide averages 
in 9 of 15 quality measures. 
ACNS rates were below the incentive 
benchmarks in 4 of 15 quality measures. 

ACNS should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

PMs – GCTC GCTC’s rates exceeded the statewide average in 
2 of 15 quality measures. 
GCTC met or exceeded the state incentive 
benchmarks in 6 of 15 quality measures. 

GCTC’s rates were below the statewide averages 
in 13 of 15 quality measures. GCTC rates were 
below the incentive benchmarks in 9 of 15 
quality measures. 

GCTC should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 
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PMs – MCA-C MCAC’s rates exceeded the statewide average in 
2 of 15 quality measures. 
MCAC met or exceeded the state incentive 
benchmarks in 6 of 15 quality measures. 

MCAC’s rates were below the statewide averages 
in 13 of 15 quality measures. MCAC rates were 
below the incentive benchmarks in 9 of 15 
quality measures. 

MCAC should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

PMs – MCA-E MCAE’s rates exceeded the statewide average in 
6 of 15 quality measures. 
MCAE met or exceeded the state incentive 
benchmarks in 11 of 15 quality measures. 

MCAE’s rates were below the statewide averages 
in 9 of 15 quality measures. MCAE rates were 
below the incentive benchmarks in 4 of 15 
quality measures. 

MCAE should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

PMs – MCA-NW MCANW’s rates exceeded the statewide average 
in 4 of 15 quality measures. MCANW met or 
exceeded the state incentive benchmarks in 6 of 
15 quality measures. 

MCANW’s rates were below the statewide 
averages in 11 of 15 quality measures. MCANW 
rates were below the incentive benchmarks in 9 
of 15 quality measures. 

MCANW should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

PMs – NACC GCTC’s rates exceeded the statewide average in 
2 of 15 quality measures. 
GCTC met or exceeded the state incentive 
benchmarks in 6 of 15 quality measures. 

GCTC’s rates were below the statewide averages 
in 13 of 15 quality measures. GCTC rates were 
below the incentive benchmarks in 9 of 15 
quality measures. 

GCTC should use the findings from the Entity 
Quality Measures Incentive report to inform the 
development of their annual quality improvement 
program. ACNM should concentrate on improving 
the rates that fell below the Alabama Medicaid 
benchmarks. 

Quality 
Timeliness 
Access 

Compliance 
review – ACNM 

• During the 2025 SPR, ACNM was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• All of the recipient grievance files reviewed met 
all requirements. 

• During the 2025 SPR, ACNM was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

ACNM should ensure their compliance with 
federal and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 



Alabama EQR Annual Technical Report: Reporting Year 2025 Page VII-104 of 105 

ACHN Entity Strengths Opportunities for Improvement Recommendations Standards 

Compliance 
review – ACNS 

• During the 2025 SPR, ACNS was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• All of the recipient grievance files reviewed met 
all requirements. 

• During the 2025 SPR, ACNS was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

ACNS should ensure their compliance with federal 
and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 

Compliance 
review – GCTC 

• During the 2025 SPR, GCTC was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• All of the recipient grievance files reviewed met 
all requirements. 

• During the 2025 SPR, GCTC was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

GCTC should ensure their compliance with federal 
and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 

Compliance 
review – MCA-C 

• During the 2025 SPR, MCAC was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• All of the recipient grievance files reviewed met 
all requirements. 

• During the 2025 SPR, MCAC was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

MCAC should ensure their compliance with 
federal and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 

Compliance 
review – MCA-E 

• During the 2025 SPR, MCAE was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• During the 2025 SPR, MCAE was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

MCAE should ensure their compliance with federal 
and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 

Quality 
Timeliness 
Access 
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• All of the recipient grievance files reviewed met 
all requirements. 

requirements, and focused staff training to ensure 
full compliance with state standards. 

Compliance 
review – MCA-
NW 

• During the 2025 SPR, MCANW was in full 
compliance with the following policy domains 
reviewed: Enrollee Rights, Care Coordination, 
Provider Selection and Participation, 
Confidentiality, Grievances, Sub-contracts, 
Health Information Systems, and Disenrollment 
Requirements. 

• All of the recipient grievance files reviewed met 
all requirements. 

• During the 2025 SPR, MCANW was not in full 
compliance with the following policy domains 
reviewed: Information Requirements and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

MCANW should ensure their compliance with 
federal and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 

Compliance 
review – NACC 

During the 2025 SPR, NACC was in full 
compliance with the following policy domains 
reviewed: Care Coordination, Provider Selection 
and Participation, Grievances, Health Information 
Systems, and Disenrollment Requirements. 

• During the 2025 SPR, NACC was not in full 
compliance with the following policy domains 
reviewed: Information Requirements, Enrollee 
Rights, Confidentiality, Sub-contracts, and 
QAPI/Quality Management. 

• None of the care coordination files reviewed 
met all requirements. 

NACC should ensure their compliance with federal 
and state Medicaid standards by creating 
initiatives to address the 2025 SPR document 
review findings. It is recommended that the 
ACHNs work in partnership with AMA to 
implement standardized timing guidance, 
automated alerts, enhanced documentation 
requirements, and focused staff training to ensure 
full compliance with state standards. 

Quality 
Timeliness 
Access 

EQR: external quality review; ACHN: Alabama Coordinated Health Network; ABO: adverse birth outcomes; CO: childhood obesity; SUD: substance use disorder; MY: measurement year; ITM: 
intervention tracking measure; CC: care coordination; SPR: system performance review; MMM: medical management meetings; MCT: multidisciplinary care team; ACNM: Alabama Care Network 
Mid-state; ACNS: Alabama Care Network Southeast; GCTC: Gulf Coast Total Care; MCA-C: My Care Alabama Central; MCA-E: My Care Alabama East; MCA-NW: My Care Alabama Northwest; 
NACC: North Alabama Community Care. 
 


	External Quality Review
	Annual Technical Report
	I. Executive Summary
	Purpose of Report
	Scope of External Quality Review Activities Conducted
	High-Level Program Findings and Recommendations
	Strengths Related to Quality, Timeliness, and Access
	Quality Improvement Projects
	Performance Measures
	Minimum Performance Standards

	Systems Performance Review

	Opportunities for Improvement Related to Quality, Timeliness, and Access
	Quality Improvement Projects
	Performance Measures
	Systems Performance Review


	Recommendations for ACHN Entities and AMA
	Quality Improvement Projects
	Adverse Birth Outcomes
	Childhood Obesity
	Substance Use Disorder

	Performance Measures
	Systems Performance Review


	II. Alabama Medicaid Managed Care Program
	Managed Care in Alabama
	Alabama Medicaid Quality Strategy
	IPRO’s Assessment of the Alabama Medicaid Quality Strategy
	Recommendations to AMA

	III. Validation of Performance Improvement Projects
	Objectives
	Technical Methods of Data Collection and Analysis
	Description of Data Obtained
	Conclusions and Comparative Findings
	SFY 2025 QIP Findings
	Adverse Birth Outcomes Deficient Findings
	Childhood Obesity Deficient Findings
	Substance Use Disorder Deficient Findings
	QIP Summaries
	Results of SFY 2025 QIPs


	IV. Validation of Performance Measures
	Objectives
	Technical Methods of Data Collection and Analysis
	Description of Data Obtained
	Conclusions and Comparative Findings

	V. Review of Compliance with Medicaid and CHIP Managed Care Regulations
	Objectives
	Technical Methods of Data Collection and Analysis
	Description of Data Obtained
	Conclusions and Comparative Findings
	ACN Mid-State
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	ACN Southeast
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	GCTC
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	MCA-C
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	MCA-E
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	MCA-NW
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI

	NACC
	Information Requirements
	Disenrollment Requirements
	Enrollee Rights and Protection
	Care Coordination
	Provider Selection and Participation
	Confidentiality
	Grievance and Appeals
	Sub-contractual Relationships and Delegation
	HIMS
	QAPI



	VI. MCE Responses to the Previous EQR Recommendations
	ACN Mid-State Response to Previous EQR Recommendations
	ACN Southeast Response to Previous EQR Recommendations
	Gulf Coast Total Care Response to Previous EQR Recommendations
	My Care Alabama Central Response to Previous EQR Recommendations
	My Care Alabama East Response to Previous EQR Recommendations
	My Care Alabama Northwest Response to Previous EQR Recommendations
	North Alabama Community Care Response to Previous EQR Recommendations

	VII. MCE Strengths, Opportunities for Improvement, and EQR Recommendations


